
     
 

 

Primary Health Network 

Needs Assessment Reporting 
Template 

This template must be used to submit the Primary Health Network’s (PHN’s) Needs 
Assessment report to the Department of Health (the Department) by 30 March 2016 as 
required under Item E.5 of the PHN Core Funding Schedule under the Standard Funding 
Agreement with the Commonwealth. This template should include the needs assessment of 
primary health care after hours services. 

To streamline reporting requirements, the Initial Drug and Alcohol Treatment Needs 
Assessment Report and Initial Mental Health and Suicide Prevention Needs Assessment 
Report can be included in this template as long as they are discretely identified with clear 
headings. 

 

 

Name of Primary Health Network 

Hunter New England & Central Coast 

 

When submitting this Needs Assessment Report to the Department of Health, the 

PHN must ensure that all internal clearances have been obtained and the Report 

has been endorsed by the CEO. 

  



Instructions for using this template 
Overview 

This template is provided to assist Primary Health Networks (PHNs) to fulfil their reporting 
requirements for Needs Assessment. 

Further information for PHNs on the development of needs assessments is provided on the 
Department’s website (www.health.gov.au/PHN), including the PHN Needs Assessment 
Guide, the Mental Health and Drug and Alcohol PHN Circulars, and the Drug and Alcohol 
Needs Assessment Tool and Checklist (via PHN secure site). 

The information provided by PHNs in this report may be used by the Department to inform 
programme and policy development.   

Reporting 

The Needs Assessment report template consists of the following: 

Section 1 – Narrative 

Section 2 – Outcomes of the health needs analysis 

Section 3 – Outcomes of the service needs analysis 

Section 4 – Opportunities, priorities and options 

Section 5 – Checklist 

PHN reports must be in a Word document and provide the information as specified in 
Sections 1-5.   

Limited supplementary information may be provided in separate attachments if necessary.  
Attachments should not be used as a substitute for completing the necessary information as 
required in Sections 1-5.  

While the PHN may include a range of material on their website, for the purposes of public 
reporting the PHN is required to make the tables in Section 2 and Section 3 publicly available 
on their website. 

Submission Process 

The Needs Assessment report must be lodged to the Grant Officer, Chrys Grogan via email 
Chrys.Grogan@health.gov.au on or before 30 March 2016.  

Reporting Period  

This Needs Assessment report will cover the period of 1 July 2016 to 30 June 2018 and will 
be reviewed and updated as needed by 30 March 2017. 

 

 

 

 

http://www.health.gov.au/PHN
mailto:Chrys.Grogan@health.gov.au


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  

– in this section the PHN can provide a summary of the process undertaken; expand on any issues that 

may not be fully captured in the reporting tables; and identify areas where further developmental work 

may be required (expand this field as necessary) 

This Core Needs Assessment is an update of the Baseline Needs Assessment Update submitted to the 

Department of Health in November 2016. For ease of readability, updated information has been 

presented in red text throughout this document. 

 

This Core Needs Assessment for Hunter New England and Central Coast (HNECC) Primary Health 

Network (PHN), along with other targeted needs assessments and reports, has provided a solid 

foundation on which to make evidence and resource based decisions. These documents have been 

pivotal in informing HNECCs Activity Work Plans, commissioning processes and operational approach 

for 2017/18 and 2018/19. 

Strategic direction and advice was, and continues to be, provided by the HNECC Board and its 

Population Health Innovation Research and Service Design subcommittee.  

 

Health Needs Analysis 

As part of this Core Needs Assessment the project team:  

• Included new and updated quantitative data against the previously identified key health needs (as 

seen in Table 1) 

• Sourced and analysed additional data on emerging health needs or areas for consideration in our 

communities (as seen in Table 1) 

• Captured the information gained from extensive stakeholder engagement activities undertaken 

across the organisation in 2016/17 and 2017/18.  

• Updated targeted snapshots and infographics, including: the HNECC PHN population health snapshot; 

the Older Persons Health Profile; the Aboriginal Health Profile; and 23 HNECC PHN LGA population 

health profiles. 

• Updated the comprehensive HNECC PHN Health Planning Compass. 

• Further developed the Health Planning and Commissioning Database, linking a wide range of data 

sources including aggregated statistics, health care provider activity, aggregated clinical/general 

practice data, qualitative data and geospatial data.  

 

These activities have assisted HNECC to develop a more accurate and detailed understanding of local 

health needs and have aided in obtaining information to localise national headline indicators.  

Service Needs Analysis 

When undertaking this Core Needs Assessment, the project team included new and updated 

information gained through ongoing health service mapping and stakeholder engagement activities 

carried out in 2016/17 and 2017/18, this information has been included in Table 2 to provide further 

insight into the key service needs previously identified.  

 

Further Investigative Activities  

Further investigation into key broad health needs was undertaken by HNECC to ensure a greater and 

more detailed understanding of particular health issues across the region, including: 

1. Aboriginal and Torres Strait Islander Health: Aboriginal Health and Wellbeing Needs   

Assessment (Appendix A) 



2. Mental Health and Suicide Prevention: Mental Health and Suicide Prevention Needs 

Assessment (Appendix B) 

3. Alcohol and Other Drug Misuse: Drug and Alcohol Needs Assessment Update (Appendix C) 

 

 

Additional Data Needs and Gaps (approximately 400 words) 

– in this section the PHN can outline any issues experienced in obtaining and using data for the needs 

assessment. In particular, the PHN can outline any gaps in the data available on the PHN website, and 

identify any additional data required. The PHN may also provide comment on data accessibility on the 

PHN website, including the secure access areas. (Expand field as necessary). 

Additional data required 

Generally, for all data sets, information at discreet geography levels, including SA2, SA3 and LGA (as per 

the revised boundaries) will allow better data analysis at a local community level. More regular release 

of small area childhood immunisation data would also be beneficial.   

 

 

Additional comments or feedback (approximately 500 words) 

– in this section the PHN can provide any other comments or feedback on the needs assessment process, 

including any suggestions that may improve the needs assessment process, outputs, or outcomes in 

future (expand field as necessary). 
Performance Measures 

HNECC has developed a Health and Wellbeing Outcomes Framework to support the measurement and 

reporting of the health and wellbeing outcomes of HNECC activities. To assist in identifying local 

indicators to measure the attainment of intended outcomes for each activity, we have altered table 3 

to reflect the recommended process outlined in the ‘PHN Performance Framework’. Under ‘Possible 

Performance Measurement’, we have included additional columns to capture the following:   

• Availability of appropriate indicators from national datasets, including indicate whether changes in a 

particular national indicator is anticipated to be a direct or indirect result of the contribution of HNECC 

and its providers. Suitable indicators from a range of datasets has been included: 

- Australian Institute of Health and Welfare (AIHW) – My Healthy Communities reports  

- Public Health Information Development unit 

- Department of Health/ AIHW PHN data website 

- AIHW METeOR – Health Sector National Minimum data sets 

- PHN secure data website 

•PHN identified outcome measures: e.g. Patient Reported Outcome Measure (PROMs); Patient 

Reported Experience Measures (PREMs); Clinical outcome measures; Provider experience measures. 

• PHN identified process/output measures 
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Section 2 – Outcomes of the health needs analysis 
This section summarises the findings of the health needs analysis in the table below. For more information refer to Table 1 in ‘5. Summarising the Findings’ in the Needs 

Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 1 

Outcomes of the health needs analysis  

Identified need Key Issue Description of Evidence 

Health literacy 

 

 

The ability to access and use health information is an important skill, allowing people to make informed 

decisions about their health and helping them to maintain their basic health. Research indicates that 

almost six in every ten people (59%), aged 15 to 74 years may be unable to successfully access, 

understand, evaluate and communicate health information in a way that enables them to promote, 

maintain and improve health.  

 

Low levels of health literacy are more common in people aged over 65 years, and those from culturally 

and linguistically diverse (CALD), and socioeconomically disadvantaged, populations. Further to this, 

specific populations have different health literacy issues for example, CALD communities, Aboriginal and 

Torres Strait Islander communities, and older people. It is vital therefore to take into consideration the 

unique needs of the consumer, and incorporate consumer participation in the design, implementation 

and evaluation of any health literacy initiative. Low levels of health literacy are a major challenge in 

working towards better health outcomes in the HNECC PHN region. 

 

Low levels of health literacy, particularly in vulnerable and disadvantaged populations, are experienced 

across the HNECC PHN region. A range of community and service providers in the HNECC PHN region 

have identified low levels of health literacy as a substantial barrier in working towards better health 

outcomes for clients, particularly those from vulnerable and disadvantaged communities, and those in 

rural locations. Of note was a general lack of knowledge in the community about services and how to 

access them, along with issues in navigating health services, and limited computer literacy.   

 

Australian Bureau of Statistics, Australian Social Trends, 4102, Health 

Literacy, June 2009 

 

Johnson A. (2014). Health literacy, does it make a difference? Australian 

Journal of Advanced Nursing. Vol. 31, No. 3. 

 

Key stakeholder interviews. 
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SEE ALSO ‘Aboriginal and Torres Strait Islander health’; ‘Culturally and linguistically diverse populations 

and refugee populations’; ‘Socio-economic disadvantage’ IN THIS TABLE 1 

SEE ALSO ‘Access to Aboriginal and Torres Strait Islander PHC services’ IN TABLE 2 

 

No update is required. 

 

Health Status and 

life expectancy 

 

Between 2014-15, 15.5% of people aged 15 years and over assessed their health as ‘fair’ or ‘poor’ in the 

HNECC PHN region (Australia 14.8%).  LGAs with the highest rates (over 19 per 100) were Gloucester, 

Glen Innes Severn and Tenterfield.  The lowest rates were reported in Gosford, Lake Macquarie and 

Narrabri LGAs at less than 15 per 100.   

 

Data for the HNECC PHN region from 2015 indicates a lower than the national average life expectancy for 

males (79.2 years) and females (83.6 years), with some variation observed across the region: Hunter New 

England LHD (m=79.1 years; f= 83.3 years); Central Coast LHD (m=79.4 years; f= 84.4 years). 

 

The HNECC PHN region has a high Aboriginal and Torres Strait Islander population (65,509 people, 5.4%), 

and life expectancy for the Australian Aboriginal and Torres Strait Islander population (73.7 years for 

females and 69.1 years for males) is around 10 years less than the non-Indigenous population (83.1 years 

for females and 79.7 years for males). Health risk factors and chronic illness are more prevalent in the 

Aboriginal and Torres Strait Islander population and contribute to this shorter life expectancy, with 

approximately 80% of the mortality gap between Aboriginal and non-Indigenous Australians aged 

between 35 and 74 years attributed to chronic disease.  In 2012-13, in the HNECC PHN region, 25% of 

Aboriginal and Torres Strait Islander people aged 15 years and over rated their health as fair or poor (18% 

and 7% respectively), 36% reported good health, and 39% assessed their health as excellent or very good 

(13% and 26% respectively).  

 

Proportion of persons aged 15 years and above assessing their health as 

‘fair’ or ‘poor’ 2014-15 (PHIDU). 

 

Life expectancy by Primary Health Network, NSW 2015 (Centre for 

Epidemiology and Evidence, NSW Health, 2017). 

 

Indigenous status, 2016 ERP (non-ABS) (PHIDU); Life Expectancy of 

Aboriginal and Torres Strait Islander People (AIHW, 2017); Contribution of 

chronic disease to the gap in adult mortality between Aboriginal and 

Torres Strait Islander and other Australians (AIHW, 2010); Australians 

Aboriginal and Torres Strait Islander Health Survey: First results, Australia, 

2012-13 (ABS, 2015).  

  

Aboriginal and 

Torres Strait 

Islander health 

 

 

The Aboriginal and Torres Strait Islander population has a considerably younger age profile than the non-

Indigenous population due to higher rates of fertility, and deaths occurring at younger ages, with the life 

expectancy for the Aboriginal and Torres Strait Islander population around 10 years less than the non-

Indigenous population. Increased prevalence of health risk factors and chronic illness contribute 

substantially to the shorter life expectancy.   

 

Australian Institute of Health and Welfare (AIHW). (2010). Contribution of 
chronic disease to the gap in adult mortality between Aboriginal and Torres 
Strait Islander and other Australians. Canberra, ACT: AIHW. 
 
Australian Institute of Health and Welfare (AIHW). (2014). Mortality and life 
expectancy of Indigenous Australians 2008 to 2012. Canberra, ACT: AIHW. 
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Outcomes of the health needs analysis  

Socioeconomic disadvantage, including homelessness and insecure housing, is contributing to the poor 

health outcomes experienced by Aboriginal and Torres Strait Islander people across the HNECC PHN region. 

The overall social context of health is seen as critical by stakeholders, requiring a holistic approach 

incorporating physical, mental, cultural and social aspects of wellbeing. Health risk factors including 

smoking, poor nutrition, physical inactivity, alcohol consumption and drug misuse contribute to the poorer 

health status of the Aboriginal population, each of which has been identified as a health need in the HNECC 

PHN region. Chronic disease is a substantial area of need for Aboriginal and Torres Strait Islander people 

in the HNECC PHN region, with 73% of Aboriginal people reporting at least one long-term health condition. 

Stakeholders have particularly highlighted diabetes, cancer and kidney disease as health needs for local 

Aboriginal and Torres Strait Islander communities. 

 

Breast screening participation rates for Aboriginal and Torres Strait Islander women in the HNECC PHN 

region are lower than the average for all women. General practice data indicates that Aboriginal and Torres 

Strait Islander women across the HNECC PHN region are less likely than non-Indigenous women to 

participate in cervical screening. Whilst the number of 715 health assessments being claimed is increasing 

across the region, general practice data indicates that only 26% of Aboriginal and Torres Strait Islander 

patients have had one. The rates of smoking during pregnancy amongst Aboriginal and Torres Strait 

Islander women across the HNECC PHN region are high. Maternal, neonatal and congenital hospitalisations 

in the region are increasing amongst Aboriginal and Torres Strait Islander people and decreasing for non-

Indigenous people, leading to a substantial gap between the two populations. Immunisation rates for 1 

and 2 year old Aboriginal children are lower than the average for all children in the HNECC PHN region, but 

are higher than the state and national averages. The immunisation rate of 5 year old Aboriginal children in 

the HNECC PHN region however is higher than all jurisdictional averages including those for all children.  

 

In alignment with state and national data, mental ill-health has been identified as a health need for 

Aboriginal and Torres Strait Islander people in the HNECC PHN region. Stakeholders have particularly 

highlighted complex and enduring mental illness, grief and loss, and youth mental health as areas of need 

for local Aboriginal and Torres Strait Islander communities. There is also concern amongst health 

professionals that the physical health needs of Aboriginal people experiencing mental illness, particularly 

severe and complex mental illness, are being overlooked. Hospitalisation rates for Aboriginal and Torres 

Strait Islander people in the HNECC PHN region are increasing whilst that of the non-Indigenous population 

remains steady. The main cause of hospitalisations for Aboriginal and Torres Strait Islander people is 

Indigenous health check (MBS 715) data tool (AIHW, 2017). 

 

BreastScreen NSW biennial participation for Aboriginal women aged 50-

69, HNECC PHN, 2015-2016 (Reporting for Better Cancer Outcomes 

Performance Report 2017, Hunter New England and Central Coast Primary 

Health Network, Cancer Institute NSW). 

 

Hospitalisations by cause and Aboriginality, Hunter New England and 

Central Coast PHN, NSW 2015-16 (Centre for Epidemiology and Evidence, 

NSW Health 2017). 

 

HNECC PHN general practice data from the PAT CAT tool 

 

Consultation with key stakeholder groups conducted as a component of 

the HNECC Aboriginal Health and Wellbeing Needs Assessment (Appendix 

A).  

 

Immunisation for Aboriginal and Torres Strait Islander children (AIHW, 
2017). 
 

Australian Bureau of Statistics (ABS). (2015). Australian Aboriginal and 
Torres Strait Islander Health Survey: Updated Results 2012-13. Canberra, 
ACT: ABS. 
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Outcomes of the health needs analysis  

dialysis which is almost four times the rate of the non-Indigenous population. This is followed by maternal, 

neonatal and congenital causes; digestive system disease; and injury and poisoning. Rates of potentially 

preventable hospitalisations in the region are also substantially higher for Aboriginal and Torres Strait 

Islander people, and the gap between the two populations is widening.  

 

For further information, refer to APPENDIX A Aboriginal Health and Wellbeing Needs Assessment. 

 

SEE ALSO: ‘Health Literacy’; ‘Socio-economic disadvantage’; ‘Rural Health’ IN THIS TABLE 1 

SEE ALSO: ‘Rural and remote access’; ‘Aboriginal and Torres Strait Islander services’ IN TABLE 2 

  

Socio-economic 

disadvantage 

 

 

The Social Determinants of Health play a vital role in determining the physical and mental health of 

individuals and communities. There is strong evidence from Australia and other developed countries that 

low socioeconomic status has a direct correlation with poor health, higher incidence of risky health 

behaviours and people’s ability to access health care services.  The HNECC PHN region as a whole is 

socioeconomically disadvantaged relative to the state and nation, with particular areas and pockets 

within the region having very high levels of socio-economic disadvantage. Scores on the SEIFA Index of 

Relative Socio-Economic Disadvantage (IRSD) by LGA in the HNECC PHN region, range from the most 

disadvantaged at 914 (Greater Taree LGA) to the least disadvantaged at 1013 (Singleton LGA).   

 

Employment is a key factor influencing health, social and emotional wellbeing, and standards of living.   

The unemployment rates in the HNECC PHN region in June 2016 was 6.9% (NSW 5.4%) and was highest in 

the Glen Innes Severn (11.6%), Tenterfield (10.5%) and Inverell (10.0%) LGAs which were also the 3 

highest rates in NSW.  A high percentage of people in the HNECC PHN region reported having 

government support as their main source of income in the previous 2 years (35%, NSW 27.9%), which 

was particularly high in Mid-Coast, Glen Innes Severn, Tenterfield and Inverell LGAs. Further to this, 

24.7% of people in the region had government support as their main source of income for 13 months or 

more over the previous 2 years (NSW 20.4%). The percentage of welfare dependent, low income families 

across the region are high (11.6%, NSW 9.9%), particularly in the Walcha, Moree Plains, Muswellbrook 

and Inverell LGAs.  

 

Blakely T., Hales, S., & Woodward, A. (2004). Poverty: assessing the 

distribution of health risks by socioeconomic position at national and local 

levels. Geneva: World Health Organisation. Turrell , G., & Mathers C.D. 

(2000). Socioeconomic status and health in Australia. The Medical Journal 

of Australia, 172(9), 434-438. 

 

Socio-Economic Index for Areas (SEIFA)- Index of Relative Socio-economic 

Disadvantage (IRSD) 2011; Unemployment June 2016; Government 

support as main source of income in past 2 years; Government support as 

main source of income, for 13 months or more, in past 2 years; % Low 

income welfare dependent families (with children), 2016 (PHIDU). 

 

Indigenous Relative Socioeconomic Outcomes Index (IRSEO), by Indigenous 

Area HNECC PHN region, 2011, (PHIDU, 2016a). 

 

Key stakeholder interviews. 
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Outcomes of the health needs analysis  

Aboriginal and Torres Strait Islander people consistently have lower socio-economic status than the SEIFA 

score for the area in which they reside, the Indigenous Relative Socioeconomic Outcomes (IRSEO) index 

therefore is a preferred method of examining socioeconomic disadvantage amongst this population. 

Indigenous areas with the highest IRSEO index in the HNECC PHN region are Tenterfield-Jubullum Village 

(83), Moree Plains (82), and Guyra-Tingha (80), which are considerably greater than NSW (41) and the 

national index (46).  The spread of disadvantage suggests the need for careful health service planning in 

these areas, taking particular account of issues related to accessibility, transport, awareness and 

affordability of primary health care services, specialist and allied health services. The poor health 

outcomes of the most disadvantaged members of our communities consistently emerge as a theme, and 

the need for action on the social determinants of health is evident.  

 

SEE ALSO: ‘Aboriginal and Torres Strait Islander health’ IN THIS TABLE 1 

SEE ALSO: ‘Aboriginal and Torres Strait Islander services’ IN TABLE 2 

 

Health needs of an 

aged and ageing 

population 

 

There is a higher proportion of people aged 65 years and over in the HNECC PHN region (19.9%) than 
NSW (16.3%) and Australia (15.7%). LGAs with particularly high proportions of older residents include: 
Mid-Coast (30.1%) and Tenterfield (27.5%); whilst those with lower proportions are Singleton (12.7%) 
and Muswellbrook (12.9%). In 2011, Australia’s community with the oldest population was Tea Gardens-
Hawks Nest, within the HNECC PHN region, where half of the residents were at least 61 years of age.  
 
The older population is projected to increase by 2036 to over a quarter (26%) of the total population of 
the HNECC PHN region. Mid-Coast, Gwydir and Tenterfield LGAs are predicted to have the highest 
proportions of older people in 2036, where Muswellbrook, Singleton and Maitland LGAs are predicted to 
have the lowest. An ageing population will present challenges to the healthcare system, with many 
health conditions, chronic disease and associated disability becoming more common with age, and with 
older people being high users of health services.  
 
In 2016, nearly three quarters (74.4%) of the population aged 65 years and over in the HNECC PHN region 
were aged pensioners (NSW 67.6%).  
 
Between 2014 and 2015, 24.8% of older people within the HNECC PHN region experienced a fall, which 
was the 3rd highest percentage among all PHNs (NSW 22.7%). This proportion was higher in the Hunter 
New England region (28%) compared to the Central Coast region (16.8%).  

Proportion (%) of people aged 65 years and over (2016) (PHIDU). 

 

New South Wales State and Local Government Area population 

projections, 2016 (NSW Department of Planning and Environment, 2016).  

 

Aged Care Bed numbers – Central Coast Feb 2017 

Age pensioners 2016 (person 65 years +) (PHIDU). 

 

Falls in the previous year by Primary Health Network, people aged 65 

years and over, NSW 2015 (HealthStats NSW, NSW Health). Regional aged 

care profiles tool (AIHW, 2016). 

 

Residential Aged Care Places per 1,000, June 2016 (PHIDU). Service 

provider consultation. 
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Outcomes of the health needs analysis  

 
In 2016, in the HNECC PHN region there were 80.7 RACF places per 1,000 people aged 70 years+ (NSW 
83.4). The lowest rates in the region were in Muswellbrook (50), Upper Hunter Shire (50.2), Dungog 
(50.6), walcha (51.6) and Maitland (51.9) LGAs. In 2017, the Central Coast region had 42 Residential Aged 
Care Facilities with a total of 4306 Aged Care beds, which includes 74 booked respite beds and 534 
secure dementia beds. 
 
SEE ALSO: ‘Dementia’ IN THIS TABLE 1 

SEE ALSO: ‘Aged care services/ workforce issues’; ‘Dementia services’ IN TABLE 2 
 

Culturally and 

linguistically diverse 

populations and 

refugee populations 

 

The population of the HNECC PHN region includes relatively few new arrivals and refugees, with a very 

small number of people arriving on humanitarian visas each year.  The majority of residents of the HNECC 

PHN region were born in Australia (82.3%) which is much higher than the average for NSW (65.5%). The 

HNECC PHN region has a substantially lower proportion of people from non-English speaking 

backgrounds (5.2%) than NSW (21%) with the highest proportions in Newcastle (9.2%) and Armidale 

Regional (7.8%) LGAs.  People born overseas reporting poor proficiency in English account for a small 

proportion (0.5%) of the HNECC PHN region’s population compared to the NSW average of 3.8%, with the 

highest proportions reported in Newcastle (1.2%) and Armidale Regional (0.8%) LGAs.  Armidale Regional 

LGA, home of the University of New England, attracts international students and staff.  Stakeholders have 

reported social and cultural isolation is being experienced by CALD students who attend boarding schools 

or university in Armidale. Additionally, new arrivals from Sudan have been settled across the Hunter 

region through a resettlement program. 

 

SEE ALSO: ‘Health literacy’ IN THIS TABLE 1 

 

Australian born population 2016; People born in predominantly NES 

countries 2016; People born overseas reporting poor proficiency in English 

2016 (PHIDU 2018). 

 

Consultation with Health and Youth service providers in the New England 

region. 

Child and maternal 

health 

 

The rates of immunisation across the HNECC PHN region on the whole are better than national rates.  In 

2015-16 the HNECC PHN region had: the 2nd highest rate (94.9%) nationwide of 1 year olds fully 

immunised (Australia 93.0%); the 6th highest rate (92.3%) nationwide of 2 year olds fully immunised 

(Australia 90.7%); and the 3rd highest rate (95.4%) of 5 year olds fully immunised (Australia 92.9%).  A 

total of 2,692 children were not fully immunised in the region at this time. Even with these high rates 

HNECC is working towards the aspirational target of 95% of children to be fully immunised in line with 

the National Immunisation Program Schedule. 

 

Percentage of fully immunised 1,2 and 5-year-old children, by Primary 

Health Network area, for Hunter New England and Central Coast (NSW), 

2015-16 (Australian Institute of Health and Welfare, 2017); HNECC PHN 

PAT CAT tool. 

 

First antenatal visit by PHN, among Aboriginal and non-Aboriginal 

mothers, before 14 weeks, 2015; Smoking at all during pregnancy by PHN, 

among Aboriginal and non-Aboriginal mothers, 2015; Low birth weight 
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While improvement in all immunisation rates would be beneficial, it is Aboriginal and Torres Strait 

Islander childhood immunisation rates which need further attention. In 2015-16, among Aboriginal and 

Torres Strait Islander children in the HNECC PHN region, 93.8% of 1 year olds, 91.3% of 2 year olds and 

96.5% of 5 year olds were fully immunised. A total of 276 Aboriginal and Torres Strait Islander children 

were not fully immunised at this time.  

 

In 2015, 72.5% of non-Indigenous mothers and 61% of Aboriginal and Torres Strait Islander mothers in 

the HNECC PHN region attended at least one antenatal visit before 14 weeks gestation (NSW 64.7% and 

55.6%). 12% of non-Indigenous mothers and 43% of Aboriginal mothers in the HNECC PHN region 

smoked during pregnancy (NSW 7.4% and 45%). 6.5% of non-Indigenous mothers and 10.8% of 

Aboriginal mothers in the HNECC PHN region had a low birth-weight baby (NSW 6.4% and 11.3%). 8.7% 

of non-Indigenous mothers and 13% of Aboriginal mothers in the HNECC PHN region had a pre-term birth 

(NSW 6.4% and 11.3%). According to the Australian Government’s Closing the Gap 2016 report, smoking 

during pregnancy accounts for 51% of low birthweight babies born to Aboriginal and Torres Strait 

Islander mothers, compared to 19% for non-Indigenous mothers.  

 

Data from 2015 on the development in their first year of school over the domains of: communication; 

language; emotional; social; and physical, show that across the region 19.7% of children were considered 

vulnerable on one or more domains (NSW 20.2%). The LGAs of Walcha (42.5%), Moree Plains (33.9%), 

and Inverell (28.4%) show the greatest percentage of developmental vulnerability. The LGAs of Dungog 

(9.7%) and Upper Hunter Shire (10.7%) showed the lowest percentage of children who were 

developmentally vulnerable on one or more domains.  

 

Infant mortality is a concern in the HNECC PHN region, with data from 2010-14 showing infant deaths in 

the HNECC PHN region was 4.2 (average annual IDR per 1,000), higher than the national (3.6) and NSW 

(3.7) rates. Highest rates were recorded in the Dungog (12.5), Narrabri (9.1) and Armidale Regional (5.7) 

LGAs. 

 

babies among Aboriginal and non-Aboriginal mothers by PHN, 2015; 

Preterm births by PHN among Aboriginal and non-Aboriginal mothers, 

2015 (NSW HealthStats, NSW Health). Australian Government Department 

of the Prime Minister and Cabinet, Closing the Gap – Prime Minister’s 

Report 2016, Canberra. 

 

Early childhood development: AEDC Developmentally vulnerable on one or 

more domains, 2015 (PHIDU 2018). 

 

Infant deaths 2010 to 2014 (PHIDU 2017). 

 

 

 

 

Youth health 

 

 

A significant number of young people in Australia do not have adequate family and social support 

networks. Consequences of this can include presentation to services in crisis, homelessness, 

disengagement from family, and failure to complete education, all of which can lead to adverse health 

Stakeholder feedback. 
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and social outcomes. Suicide and risky drug and alcohol use amongst youth are a concern for 

communities across the HNECC PHN region.  

 

In 2016, 12.4% of the population of the HNECC PHN region were aged 15-24 years (NSW 12.9%), 82.3% of 

15-24 year olds were earning or learning (NSW 85%) and 5.3% of 16 to 24 year olds were receiving an 

unemployment benefit (NSW 3%).  

 

Between 2015-16, in the HNECC PHN region the rate of intentional self-harm hospitalisations for youth 

aged 15-24 years was 443.3 per 100,000, which was more than twice the rate reported for all ages (188.7 

per 100,000). Rates of intentional self-harm among youth were consistently higher for females than 

males. Between 2001-02 and 2015-16 in NSW, hospitalisations for intentional self-harm for Aboriginal 

and Torres Strait Islander people aged 15-24 years increased dramatically from 264.0 to 752.7 per 

100,000, whilst those for non-Indigenous people increased from 261.6 to 314.7 per 100,000. 

 

In 2015, in NSW, the suicide rate amongst 15-24 year olds was 9.8 per 100,000, and was higher for males 

than females (13.0 and 6.4 per 100,000). Between 2011 and 2015 in NSW, the suicide rate amongst 15-24 

year olds was higher for Aboriginal people compared to non-Indigenous people (15.3 and 8.1 per 100,000 

respectively). In 2000-2013 in HNECC PHN, there were 78 intentional self-harm fatalities amongst people 

aged 24 years and younger. 

 
The Port Stephens community has raised concern in regards to rates of suicide and mental ill-health 

amongst the youth in their community. At one local school it has been reported that 25% of the students 

are experiencing mental health issues, and it has been observed that the age of onset is decreasing. It 

was reported that mental health issues can lead to suicide amongst the young people in the Port 

Stephens community with reports of five youth suicides in the eighteen months prior to September 2016. 

Key issues raised by the Port Stephens community include: the need for a focus on wellness and reliance 

for young people and include social, physical and mental health aspects in the concept of youth 

wellbeing; the need for an ongoing conversation with young people, in creative ways, on the topic of 

mental health; and a real need for additional support services due to significant issues faced by young 

people in the region. To meet these needs, representatives from the community suggest a change in 

services provision in the region is required, for example through increased access to professional support 

services. 

Proportion of population aged 15-24 years, 2016 ERP; Learning or earning 

at ages 15 to 24, 2016; Youth unemployment beneficiaries 16 to 24 years, 

2016 (PHIDU, 2016). 

 

Rates of intentional self-harm hospitalisations for 15-24 year olds, by 

Aboriginality and sex, NSW, 2001-02 to 2014-16; Intentional self-harm 

hospitalisations, persons of all ages and 15-24 years, Hunter New England 

and Central Coast PHN, NSW 2001-02 to 2015-16; Suicide, NSW 2015; 

Suicide by Aboriginality, persons of all ages and 15-24 years, NSW 2001-

2005 to 2011-2015, (Centre for Epidemiology and Evidence, 2017) 

 

National Coronial Information System. Intentional self-harm fatalities in the 
Hunter, New England and Central Coast Region 2000-2013. 2016. 
 

Needs analysis study- mental health of Port Stephens youth (COPSY, 2016) 

 

Consultation with Health and Youth services in Moree Plains, Narrabri and 

Inverell LGAs (2017). 
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Feedback from stakeholders in the Moree, Narrabri and Inverell and smaller outlying communities 

indicates that contributing factors to youth accessing mental health services include: child sexual assault; 

child protection issues in the family; and online bullying and general problems with social media. There 

have been a number of suicides in the Narrabri area in recent years. There are a lack of forums for young 

people to voice their needs and issues and ways to address these. Homelessness amongst under 18’s in 

the Moree region is an issue, with contributing factors being domestic violence, drug and alcohol use, 

and eviction from public housing due to overcrowding. Truancy and lack of strategies or response to 

truancy has also been raised as an issue. 

 

SEE ALSO: ‘Mental Health’ IN THIS TABLE 1 

SEE ALSO: ‘Mental health services’; ‘Youth and family health services’ IN TABLE 2 

 

Rural health  

 

 

 

 

 

Within the Australian Standard Geographical Classification—Remoteness Areas (ASGC-RA) the HNECC 

PHN region has populations falling within the categories of: Major Cities, Inner Regional, Outer Regional 

and Remote. In the HNECC PHN region in 2016, 65.4% of the population reside in major cities; 25% in 

inner regional areas; 9.4% in outer regional areas and 0.2% in remote areas. On average, people living in 

rural and remote locations experience poorer health outcomes compared to those living in more 

metropolitan areas. Generally, with increasing remoteness, life expectancy decreases, participation in 

risky health behaviours increases and prevalence of chronic disease increases. Higher rates of some 

diseases are also noted due in part to reduced access to preventative health means. 

 

People in regional and remote areas are more likely than their city counterparts to: smoke daily; be 

overweight or obese; be insufficiently active; drink alcohol at harmful levels; and have high blood 

cholesterol. There are general health concerns for remote / isolated communities accessing fresh food. 

Levels of health literacy can also be lower. Socioeconomic disadvantage is highest within these areas and 

there are, in many cases, limited opportunities for education, training and work for young people. The 

environment impacts industry, livelihood and mental health. This is often seen in times of drought and 

economic instability. Rates of injury and accidents are higher due to types of industry (farming) and risky 

social behaviours. Travelling long distances, often in poor road conditions can lead to higher rates of 

accidents. 

 

Australian Standard Geographical Classification—Remoteness Areas 

(ASGC-RA); National data on lifestyle risk factors regional/remote 

compared to urban populations (AIHW 2014); AIHW 2008. Rural, regional 

and remote health: indicators of health system performance. Rural Health 

Series no. 10. Cat. No. PHE 103. Canberra: AIHW. 

 

Estimated population, aged 18 years and over, who were current smokers, 

2014-15; Estimated population, aged 18 years and over, consuming 

alcohol at levels considered to be a high risk to health, 2014-15; Estimated 

population, aged 18 years and over, who were overweight (but not obese) 

2014-15; Estimated population, aged 18 years and over, who were obese 

2014-15; Estimated population, aged 18 years and over, with high blood 

cholesterol 2014-15 (PHIDU 2017). 

 

Key stakeholder interviews.  

 

Consultation with Health and Youth services in Moree Plains, Narrabri and 

Inverell LGAs (2017). 
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SEE ALSO: ‘Socio-economic disadvantage’; ‘Rural Health’ IN THIS TABLE 1 

SEE ALSO: ‘Aboriginal and Torres Strait Islander services’; ‘Rural and remote access’ IN TABLE 2 

Disability and carers 

 

 

In 2016, over 75,000 (6.6%) people in the HNECC PHN region have a severe or profound disability, which 

is higher than the NSW average (5.6%). The LGAs in the HNECC PHN region with the highest proportion of 

people with a severe or profound disability at this time were Mid-Coast (8.7%), Cessnock (7.6%) and 

Gwydir (7.5%). The LGAs with the lowest proportion were Narrabri (4.7%), Moree Plains (4.8%), Singleton 

(4.8%) and Walcha (4.8%). 

 

In 2016, there were over 125,000 (12.6%) people aged 15 years and over providing unpaid assistance to 

persons with a disability, which is higher than the NSW average (11.6%). The LGAs with the highest 

proportion of unpaid carers were Uralla (13.9%), Mid-Coast (13.8), Lake Macquarie (13.6%) and Dungog 

(13.5%). LGAs with the lowest proportion included Moree Plains (10.1%), Upper Hunter Shire (10.5%) and 

Muswellbrook (10.7%).  

 

In the Armidale, Glen Innes and Tenterfield regions stakeholders indicate that there is a lack of support 

for young carers of family members experiencing mental illness. 

 

SEE ALSO ‘Disability services’ IN TABLE 2 

Number of people with a profound or severe disability (includes people in 

long-term accommodation), all ages, 2016; assistance to people with a 

disability, unpaid, 2016 (PHIDU 2017). 

 

Consultation with Health and Youth service providers in the New England 

region (2017). 

Dementia 

 

  

An aged and ageing population presents increased health needs particularly related to dementia, with 
the rates of dementia predicted to rise. In 2015, there were 342,800 estimated cases of dementia in 
Australia, which is predicted to increase to 900,000 cases in 2050. From 2006 to 2015, the number of 
deaths in Australia due to dementia doubled from 6,550 to 12,675 per year. With Australia’s ageing 
population and no cure for dementia, it is highly likely that by 2021 the disease will claim the most lives 
each year.  
 
In 2011, three Commonwealth Electoral Divisions in the HNECC PHN region, Lyne (prevalence of 2,502), 
Robertson (2,441) and Paterson (2,253) ranked in the NSW top ten for dementia prevalence and Lyne 
and Robertson in the national top ten. Dementia predictions will also see these Commonwealth Electoral 
Divisions in the national top ten in 2050. In 2016, the State Electoral Divisions (SED’s) with the highest 
estimated dementia prevalence in the HNECC PHN region and in the top 10 in NSW were Gosford 
(prevalence of 1,603), Terrigal (1,582) and The Entrance (1,544), those with the lowest were Maitland 
(1,026), Cessnock (1,150) and the Upper Hunter (1,151).  
 

Predicted increase (%) in dementia prevalence, 2011-2050 by Federal 

Electorates (Alzheimer's Australia 2011; Deloitte Access Economics 2011); 

Dementia across Australia: 2011-2050 (Deloitte Access Economics, 2011); 

Aboriginal and Torres Strait Islander people and dementia: A review of the 

research (Alzheimer’s Australia, 2014); Dementia: the future is now (MJA 

InSight, 2016).  

 

Rate of mental health overnight hospitalisations for dementia per 100,000, 

age-standardised, 2015-16 (Australian Institute of Health and Welfare, 

2018). 
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In 2015-16, the rate of mental health overnight hospitalisations for dementia in the HNECC PHN region 
was 5 per 10,000 compared to the national average of 6 per 10,000.  The highest rate in our region (6) 
was reported in Maitland, Lake Macquarie-West, Tamworth-Gunnedah and Newcastle SA3s. 
 
Amongst the Aboriginal and Torres Strait Islander population in Australia dementia is known to be under-
diagnosed and under-reported, initial estimates suggest that dementia rates are around three to five 
times higher than in the general population, with one in eight Aboriginal and Torres Strait Islander people 
over the age of 45 years thought to be living with dementia.  
 
Early intervention can reduce the impact of dementia on those living with the disease, their carers and 
family and the health care system. However, early intervention requires timely assessment and diagnosis. 
Primary health care plays a key role in early detection and diagnosis of dementia, and in the 
management, support and referral for people with dementia and their families.  
 
SEE ALSO: ‘Dementia services’; ‘Aged care services/workforce issues’ IN TABLE 2 

See ALSO: ‘Health needs of an aged and ageing population’ IN THIS TABLE 

Overweight and 

obesity 

 

 

The prevalence of overweight and obesity in Australia has steadily increased over the past 30 years and is 

forecast to continue increasing. Being overweight or obese is a risk factor for many health conditions, 

such as cardiovascular disease, Type II Diabetes, musculoskeletal conditions, respiratory conditions, 

cancer and sleep disorders. Obesity, nutrition and physical inactivity are some of Australia’s biggest 

public health issues. A reduction in rates of overweight and obesity through healthy lifestyle 

interventions will promote health, wellbeing and prevent hospitalisations and chronic disease. 

 

Rates of overweight and obesity are high in the HNECC PHN region and have been raised as a concern by 

stakeholders. In 2014-15 in the HNECC PHN region, 34.2% of adults were overweight and 33.7% obese, 

compared to the NSW rates of 35.1% and 28.2% respectively.  In 2014-15, the Central Coast LGA (36.4%) 

was the only LGA in the region to record levels of overweight greater than the NSW rate. All LGAs in the 

HNECC PHN region reported rates of obesity above the NSW rate (no data available for Walcha LGA), 

with Liverpool Plains (41.5%) and Narrabri (41.1%) LGAs having the highest rates.  

 

There is a high proportion of overweight and obesity among NSW coal mine employees. The prevalence 

of overweight and obesity among NSW coal miners is 83.4%, which is higher than national and state 

levels of 63% and 52.5% respectively. LGAs in the region particularly affected by this include Singleton, 

Muswellbrook and the Upper Hunter Shire. 

People aged 18 years and over who were overweight (not obese) ASR per 

100, 2014-15 (PHIDU 2017); People aged 18 years and over who were 

obese ASR per 100, 2014-15 (PHIDU 2017).  

 

Stakeholder engagement. 

 

Blueprint for the Management of Overweight and Obesity in the Mining 

Industry 2016. 

 

Overweight persons, aged 2-17 years, 2014-15; Obese persons, aged 2-17 

years, 2014-15 (PHIDU 2018). 

 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 16 

 

Outcomes of the health needs analysis  

 

Amongst children aged 2 – 17 years in the HNECC PHN region, 15.7% were overweight (but not obese) in 

2014-15 (NSW 16.4%) and 8% were obese (NSW 7.8%). Narrabri (17.2%) and Liverpool Plains (17%) 

recorded the highest rates of overweight children in the region, whilst Moree Plains (10.3%) and 

Cessnock (9.7%) recorded the highest rates of childhood obesity. 

 

SEE ALSO: ‘Health risk behaviours (SNAP)’; ‘Chronic disease’ IN THIS TABLE 1 

SEE ALSO: ‘Prevention/ healthy lifestyle services’ IN TABLE 2 

Health risk 

behaviours (SNAP) 

 

 

 

Lifestyle risk factors including smoking, poor nutrition, physical inactivity and risky alcohol consumption 

increase vulnerability for disease and premature death.  There are high rates of health risk behaviours in 

the HNECC PHN region, contributing to chronic disease and potentially preventable hospitalisations. Just 

under half of the population (46.6%) are consuming the recommended amount of fruit and only 7.6% are 

consuming the recommended amount of vegetables. Smoking rates in the region (16.4%) are higher than 

the NSW rate of 15.0%, as is the rate of smoking during pregnancy (14.5%, NSW 8.9%). Insufficient 

physical activity levels in the region (46.9%) are higher than the NSW rate of 42.8%. High risk alcohol 

consumption is also higher in the HNECC PHN region (33.3%) than the NSW average (29.8%). A reduction 

in these risk factors will promote health and wellbeing, and prevent hospitalisations and chronic disease. 

 
Stakeholder consultation has identified barriers to good nutrition in the HNECC PHN region including: 
cost of healthy food; easy access to fast foods; advertisement of fast foods; limited options for healthy 
takeaway; awareness of where to shop; and knowledge of how to cook. Identified barriers to being 
physically active include: limited areas designated for exercise; knowledge of gyms; feeling unsafe 
exercising; and working hours. The Get Healthy Information and Coaching Service is not well known in 
the community or by health professionals. Get Healthy is a free telephone service that provides support 
to participants to make lifestyle changes regarding healthy eating, physical activity, alcohol reduction and 
achieving and maintaining a healthy weight. 
 

SEE ALSO: ‘Overweight and obesity’; ‘Chronic disease’ IN THIS TABLE 1 

SEE ALSO: ‘Prevention/ healthy lifestyle services’; ‘Drug and alcohol treatment services’ IN TABLE 2 

 

People 18 years and over with at least one of four of the following health 

risk factors; smoking, harmful use of alcohol, physical inactivity, obesity 

(ASR per 100) (PHIDU 2013). Smoking attributable hospitalisations by 

Primary Health Network, NSW 2014-15; Alcohol attributable 

hospitalisations by Primary Health Network, 2014-15 (Centre for 

Epidemiology and Evidence NSW Health). Fruit and vegetables: 

recommended consumption Primary Health Network, percentage of 

persons aged 16 years and over, 2016; Insufficient physical activity, 

persons aged 16 years and over, Hunter New England and Central Coast 

PHN, NSW 2002 to 2016; Current smoking in adults, Hunter New England 

and Central Coast PHN, NSW 2002 to 2016; Smoking in pregnancy, Hunter 

New England and Central Coast PHN, NSW 2001 to 2015; Alcohol 

consumption at levels posing long-term risk to health, persons aged 16 

years and over, Hunter New England and Central Coast PHN, NSW 2002 to 

2016 (Centre for Epidemiology and Evidence NSW Health);  

 

Engagement with community members, NGOs and LHD professionals, 

including through the HealthPathways: Nutrition Care pathway work 

group. 

Chronic disease 

 

Lifestyle related chronic diseases such as diabetes, cardiovascular disease and chronic obstructive 

pulmonary disease (COPD) are leading to increased premature mortality and hospitalisations in the 

HNECC PHN region, these are pressing issues for our communities and concerning to stakeholders. A 

Consultation with key stakeholders.  

 

Premature mortality by selected cause 2010-14 (PHIDU 2018). 
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significant portion of the HNECC PHN’s population has at least one chronic disease. Lifestyle and risk 

factors within the local population make them more vulnerable to the development of chronic disease. 

For 2010-2014, the standardised ratio for premature mortality attributed to circulatory system diseases 

(i.e. ischaemic heart disease, cerebrovascular disease) for the HNECC PHN region was 113 (Australia 100; 

NSW 101). That attributed to respiratory system diseases (i.e. COPD) was 129 (Australia 100; NSW 104). 

 

In 2016, 168 people in the HNECC PHN region suffered Type I diabetes at a rate of 14.4 per 100,000, and 

1,085 people suffered Type II diabetes at a rate of 70.2 per 100,000.  

 

In 2011-12, LGAs in the HNECC PHN region with the highest rate of people with diabetes mellitus were 

Gwydir (5.5 per 100), Inverell (5.4) and Maitland (5.4) (HNECC PHN 4.9; NSW 5.8; Australia 5.4). The 

highest rates of people with COPD at this time were reported in Cessnock (3.2 per 100), Central Coast 

(3.1), Inverell (3.1), Mid-Coast (3.1), Muswellbrook (3.1) and Tamworth Regional (3.1) (HNECC PHN 3; 

NSW 2.6; Australia 2.4). LGAs with high proportions of people suffering asthma were Maitland (12.7 per 

100), Uralla (12.7), and Tamworth Regional (12.6) (HNECC PHN 11.5, NSW 9.6, Australia 10.2). Arthritis 

was most common in Cessnock (18.9 per 100), Mid-Coast (18.7) and Inverell (18.6) LGAs (HNECC PHN 17; 

NSW 15.3; Australia 14.8).   

 

Cancer is a leading cause of mortality in the HNECC PHN region (SEE ‘Cancer incidence and screening’ 

below IN THIS TABLE 1. 

 

 SEE ALSO: ‘Chronic disease hospitalisations and services’ IN TABLE 2 

 

AIHW analysis of 2016 National (insulin-treated) Diabetes Register (AIHW 

2018). 

 

Prevalence of selected chronic diseases and conditions, 2011-12 (PHIDU 

2018).  

 

 

 

 

Cancer incidence 

and screening 

 

 

Cancer incidence and mortality rates in the HNECC PHN are consistently significantly higher than NSW. In 

2009-13, significantly higher incidence in our region was reported for the following cancers: bowel, 

cancer with unknown primary, cervical, myelodysplasia, respiratory, and skin. Significantly higher 

mortality in our region was reported for the following cancers: bowel, cancer with unknown primary, 

head and neck, lymphohaematopoietic, non-melanoma skin, respiratory, skin and urogenital. 

 

There is an identified need for prevention in the community and the facilitation of early screening and 

detection within primary health care. 

 

Primary health networks with cancer incidence and mortality rates 

significantly higher or lower than NSW, 2009-13 (Reporting for Better 

Cancer Outcomes Performance Report 2017, Hunter New England and 

Central Coast Primary Health Network, Cancer Institute NSW). 

 
Consultation with key stakeholders.  

 
Cervical screening biennial participation, age 20-69, HNECC PHN 2015-16; 
BreastScreen NSW biennial participation for women aged 50-69, HNECC 
PHN, 2015-16; BreastScreen NSW biennial participation for CALD women 
aged 50-69, HNECC PHN, 2015-16; BreastScreen NSW biennial 
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In general, there are low participation rates for cervical, breast and bowel cancer screening across the 

HNECC PHN region. Whilst many of our LGAs have screening rates which are equal to or above the state 

rate, there are LGAs with much lower participation. The percentage of women aged 20 to 69 years who 

participated in the National Cervical Screening Program in 2015-16 in the HNECC PHN region was 58.5% 

(NSW 56.3%). There were eleven LGAs in the HNECC PHN region with participation rates below the NSW 

rate. LGAs with the lowest cervical screening participation were Tenterfield (44.4%), Narrabri (48.0%) and 

Liverpool Plains (49.9%). 

 
In 2015-16, 58.5% of women aged 50-69 years in the HNECC PHN region participated in breast screening 
(NSW 53%). Wyong (49.5%), Moree Plains (49.8%) and Gosford (49.9%) LGAs recorded participation rates 
below the NSW average. Breast screening amongst CALD women is low (HNECC PHN 47.3%; NSW 48.3%), 
as is screening amongst Aboriginal and Torres Strait Islander women (HNECC PHN 49.3%; NSW 38.2%). 
LGAs with participation rates below the NSW average for Aboriginal and Torres Strait Islander women 
included Gosford (27.5%) and Wyong (37.6%). 
 
In 2015-16, 40.8% of people aged 50-74 years participated in the National Bowel Screen Program (NSW 
37.8%), with Moree Plains (30.4%), Narrabri (33.6%), Tenterfield (33.7%), Singleton (36.1%), Gunnedah 
(37%), Wyong (37.2%) and Muswellbrook (37.7%) recording rates below the NSW average. 
 

SEE ALSO: ‘Cancer Screening services’ IN TABLE 2 

 

participation for Aboriginal women aged 50-69, HNECC PHN, 2015-2016; 
Bowel annual participation for people aged 50-74 HNECC PHN, 2016 
(Reporting for Better Cancer Outcomes Performance Report 2017, Hunter 
New England and Central Coast Primary Health Network, Cancer Institute 
NSW). 
 
 
. 

 

 

Mental health 

 

 

As reflected in national data, the most common mental illnesses experienced by people in the HNECC PHN 

region were depression, anxiety and drug and alcohol misuse. The rate of people experiencing 

psychological distress and chronic mental and behavioural disorders was higher across the HNECC PHN 

region compared to NSW and Australia. The levels of high psychological distress were higher for males, 

whilst levels of very high psychological distress were higher for females. Data showed that those people 

experiencing mental illness were more likely to also have a range of chronic health problems. People 

experiencing moderate to severe mental illness, including episodic and chronic mental illness, and those 

experiencing other health and social complexities, were identified by stakeholders as having high needs 

across all local government areas. The mental health needs of Aboriginal and Torres Strait Islander people 

were consistently high across the HNECC PHN region. In NSW, the prevalence of psychological distress was 

nearly three times higher in Aboriginal and Torres Strait Islander people than in non-Indigenous people. 

The impact of intergenerational trauma for Aboriginal and Torres Strait Islander people, including the 

HNECC PHN general practice PAT CAT data. 
 

Estimated number of people aged 18 years and over with high or very high 

psychological distress, based on the Kessler 10 Scale (K10) (modelled 

estimates) 2014-15, (PHIDU 2017) 

 

Mental health overnight hospitalisations by Primary Health Network (PHN) 

area, 2014-15; Mental health overnight hospitalisations for anxiety and 

stress disorders, by Primary Health Network (PHN) area, 2014-15;  

Mental health overnight hospitalisations for bipolar and mood disorders 

by Primary Health Network (PHN) area, 2014-15; Mental health overnight 

hospitalisations for depressive episodes by Primary Health Network (PHN) 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 19 

 

Outcomes of the health needs analysis  

impact on family functioning, drug and alcohol use and domestic violence was identified as contributing to 

these high needs.  

 

Young people aged 12 – 25 years, and males aged 25 - 65 years were identified as having high mental 

health needs. These views align with NSW data that show the greatest disease burden for mental illness is 

between the ages of 15 and 45 years for both genders. Common across these age groups were factors 

associated with family dysfunction, social and geographical isolation, drug and alcohol use, and for young 

people the impact of bullying. Factors such as grief and loss, adjustment to life in aged care facilities, and 

social and geographic isolation were factors contributing to the high needs of males aged over 80 years 

and of people residing in aged care facilities. The needs of lesbian, gay, bisexual, transgender, intersex and 

questioning people were identified as high with associated factors including stigma, discrimination, and 

community and service awareness and respect.  

 

The premature mortality rate from suicide and self-inflicted injuries in the HNECC PHN region was higher 

than the NSW rate and similar to that of Australia. The highest numbers of suicides in the region was in the 

ages between 25 and 55 years, with males accounting for four out of five deaths. The rate of hospitalisation 

due to intentional self-harm was consistently higher for the HNECC PHN region compared to NSW, with 

higher rates among females than males.  Rates of hospitalisation due to intentional self-harm were much 

higher in the 15-24 years age group compared with other ages. Hospitalisations resulting from intentional 

self-harm for Aboriginal and Torres Strait Islander people in NSW were much higher than for non-

Indigenous people. Needs relating to suicide were perceived to be high, especially in rural areas with social 

and geographic isolation as significant contributing factors. The suicide related needs of young people aged 

12 – 25 years, and males aged 25 - 45 years were identified as high. The needs of these groups were 

associated with social and geographic isolation, relationship breakdown and for younger people bullying 

at school and through social media. Males aged over 80 years were identified as a priority group for suicide 

prevention with data indicating increased suicide rates in this cohort.  

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs Assessment. 

 

SEE ALSO: ‘Alcohol and other drug misuse’ IN THIS TABLE 1 

SEE ALSO: ‘Mental health services’; ‘Youth and family health services’; ‘Drug and alcohol treatment 

services’ IN TABLE 2 

area, 2014-15; Mental health overnight hospitalisations for schizophrenic 

and delusional disorders, by Statistical Area Level 3 (SA3), 2014-15; 

Intentional self-harm hospitalisations by Statistical Area Level 3 (SA3), 

2014-15 (Australian Institute of Health and Welfare, 2017) 

 

Intentional self-harm fatalities in the Hunter, New England and Central 

Coast Region, 2000 (National Coronial Information System, 2016).  

 

Intentional self-harm hospitalisations, persons of all ages and 15-24 years, 

Hunter New England and Central Coast PHN, NSW 2001-02 to 2014-15 

(Centre of Epidemiology and Evidence NSW Health, 2017) 
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Alcohol and other 

drug misuse 

 

 

Alcohol and other drug misuse is an increasing concern for stakeholders across the HNECC PHN region.  

 

In Australia, excessive alcohol intake is a major risk factor for ill health and death. Binge drinking for 

example is linked to injury and road accidents, violence and chronic disease. In 2016, the percentage of 

people aged 16 years and over consuming alcohol at levels posing a long-term health risk was higher in the 

HNECC PHN region (33.3%) than the average for NSW (29.8%). A similar trend is observed in alcohol 

consumption at levels posing immediate risk, which was higher in the HNECC PHN region (30.2%) than the 

NSW average (27.8%).  

 

In 2014-15, in the HNECC PHN region, the rate of people aged 15 years and over who consumed alcohol at 

levels considered to be a high risk to health (20.1 per 100,000) was higher than the Australian (16.7) and 

NSW (16.7) rates. LGAs with the highest rates were Glen Innes Severn (27.2), Tenterfield (27.2), Upper 

Hunter Shire (26.6), Liverpool Plains (24.2), Singleton (23.9) and Muswellbrook (23.7).  

 

 

Data from general practices across the HNECC PHN region indicated that patients with a record of a mental 

health diagnosis were 1.14 times more likely to drink alcohol. In 2015-16, in the HNECC PHN region, the 

rate of mental health overnight hospitalisations for drug and alcohol use was 27 per 10,000 and was higher 

than the Australian rate (20) in 12 out of our 15 SA3s. Highest hospitalisation rates were recorded in Wyong 

(41), Gosford (36) and Moree-Narrabri (30) SA3s.  

 

Illicit drug use is an increasing concern for stakeholders across the HNECC PHN region. Stakeholders have 

identified substance misuse as an issue for the Central Coast, in regards to drug consumption (and 

particularly methamphetamine use and associated issues), opioids, smoking and alcohol; and the impact 

of drug and alcohol use on mental health and domestic violence.  

 

Rates of Methamphetamine-related hospitalisations in the HNECC PHN region have increased 

dramatically from 2012-13 (21.1 per 100,000) to 2015-16 (143.8 per 100,000), which is higher than the 

state rate in 2015-16 (124.4 per 100,000). Data from general practices across the HNECC PHN region 

indicated that patients with a record of a mental health diagnosis were 8.75 times as likely to have a 

record of a drug abuse disorder as those without. Stakeholders have identified that more promotion and 

Feedback from key stakeholders, including HNECC Clinical Councils and 

Community Advisory Committees. 

 

Alcohol consumption at levels posing long-term risk to health by PHN, 

persons aged 16 years and over, NSW 2016; Alcohol consumption at levels 

posing immediate risk to health by PHN, persons aged 16 years and over, 

NSW, 2016 (HealthStats NSW, NSW Health).  

 

Estimated number of people aged 15 years and over who consumed 

alcohol at levels considered to be a high risk to health (PHIDU, 2017). 

 

HNECC PAT CAT data, 2017. 

 

Mental health overnight hospitalisations for drug and alcohol use, by 

Primary Health Network (PHN) area, 2015-16; Mental health overnight 

hospitalisations for drug and alcohol use, by Statistical Area Level 3 (SA3), 

2015-16 (AIHW, 2018). 

 

Methamphetamine-related hospitalisations and persons hospitalised, 

persons aged 16 years and over, residing in HNECC PHN, NSW 2009-10 to 

2015-16 (Centre of Epidemiology and Evidence, NSW Health 2017).  
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support is required for services to treat substance misuse, including programs that target Aboriginal and 

Torres Strait Islander people, to achieve better outcomes for individuals and communities affected by 

alcohol and drug misuse.   

 

For further information, refer to APPENDIX C Drug & Alcohol Needs Assessment. 

 

Homelessness  

 

Stakeholders in the Hunter region have identified homelessness as an area of need requiring further 

consideration. In 2016, the Matthew Talbot Homeless Service Newcastle conducted surveys to identify 

homeless people within the Newcastle region as well as issues that they were experiencing. 53 people 

were found to be sleeping rough and of these 41 completed the survey. They identified that there is an 

issue with access to care for homeless people within the Newcastle region in terms of housing, brief 

support and ongoing support. Findings showed that there were more homeless males than females. The 

age of participants ranged from 18-83 years, where the majority were aged 24 years and over. The majority 

of people surveyed were ‘rough sleeping’, which involved sleeping in parks or in outdoor areas, others 

were couch surfing or engaged in specialist homeless services. Close to a third of participants were 

receiving a Newstart allowance, with another third receiving a Disability Support pension and the 

remaining reporting other income support. Over two thirds of people surveyed reported having a mental 

health and substance abuse dual diagnosis, and close to one third had experienced a brain injury/head 

trauma. Over half of the people surveyed had become homeless as a result of trauma (including physical, 

emotional and sexual trauma), and less than one in five reported a history of foster care or institutional 

care. Over one third of people surveyed had experiencing violence when homeless. The people surveyed 

were asked to prioritise their needs with the majority identifying housing and brief support, followed by 

housing only, and finally housing and ongoing support. 

 

Access to primary health care is limited for many vulnerable population groups, but particularly for those 

without stable or secure housing. Whilst there is often a record of the number of people living on the 

streets or in other improvised dwellings, there are many more people including youth and children ‘couch 

surfing’ or living in tents, vehicles, or other temporary accommodation. Homeless people have a high 

prevalence of substance use disorders, and a disproportionate rate of mental illness. Health problems such 

as these can contribute to a person becoming homeless, however homelessness also causes illness and 

can exacerbate pre-existing health issues to critical levels. Homeless people are at particularly high risk of 

Registry week for rough sleepers, 17-21 October 2016 (Matthew Talbot 

Homeless Service Newcastle). 

 

Key stakeholder consultations, including HNECC Clinical Councils and 

Community Advisory Committees, 2016-18. 
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chronic disease, and infectious illnesses, with little likelihood of having their health conditions managed 

appropriately.   

 

SEE ALSO: ‘Homelessness’ IN TABLE 2 
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Section 3 – Outcomes of the service needs analysis 
This section summarises the findings of the service needs analysis in the table below. For more information refer to Table 2 in ‘5. Summarising the Findings’ in the Needs 
Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 2 

Outcomes of the service needs analysis 

Identified need Key Issue Description of Evidence 

Service integration 

and coordination 

 

Stakeholders recognise that a lack of integration and coordination of services, and exchange of 
information in the health system is making the system difficult for patients to navigate and 
affecting continuity of care, particularly for those living in regional and rural areas. Patients, health 
professionals and other stakeholders have highlighted the lack of collaboration occurring between 
services and individual providers across the region, particularly with multiple agencies working in 
'silos', and poor communication and information sharing between providers, including hospitals 
and primary care services. In rural areas and particularly the more western parts of the region, the 
ability to share information is hampered by poor infrastructure, including slow internet speeds or 
no internet at all. The lack of service integration and coordination is a barrier to health services 
access and in particular for vulnerable groups such as: people with low health literacy; older 
people; Aboriginal and Torres Strait Islander people; and CALD populations. There is a need to 
improve the patient journey, enhance information management and information sharing, and 
increase service integration and coordination.  
 
Stakeholders from across the HNECC PHN region have highlighted a need for greater integration 
between Aboriginal and Torres Strait Islander mental health, and drug and alcohol services, and for 
more flexibility in treatment approaches. Stakeholders have also called for greater integration and 
coordination of services to reduce the fragmented nature of care for Aboriginal and Torres Strait 
Islander people. There is a need for improved coordination between prenatal services to improve 
maternal and child health outcomes for Aboriginal and Torres Strait Islander people.  
 
For further information, refer to APPENDIX A Aboriginal Health and Wellbeing Needs 

Assessment. 

Mapping system and patient flow. 

 

Consultation with key stakeholders, including HNECC Clinical Councils and 

Community Advisory Committees (2015-18). 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Aboriginal Health and Wellbeing Needs Assessment (Appendix A). 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B).  
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The findings of the Mental Health and Suicide Prevention Needs Assessment (2017) revealed a lack 
of integration and collaboration between mental health services which is making it difficult for 
people experiencing mental illness to navigate the fragmented mental health system. Stakeholders 
highlighted the need for improved integration across all services as a priority. The effectiveness of 
primary mental health care is dependent on integration with more specialist services. Within 
primary mental health care there are a number of challenges to integration including:  

 training of staff in detection and treatment of common mental disorders 

 overcoming attitudinal barriers to providing care for people with mental disorders 

 time barriers of GPs and other primary health care workers 

 effective and current referral systems between primary, secondary and tertiary care 

 clinical supervision for primary mental health care staff 

 adequate working conditions for staff 
 
For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

Health Workforce 

 

The primary care workforce across the HNECC PHN region will be challenged in coming years by the 

projected population growth, disproportional projected growth in numbers of people aged 65 years 

and older, and increasing rates of chronic disease. The primary care workforce is inequitably 

distributed across the HNECC PHN region, with some areas (generally rural) having fewer health 

professionals, including GPs, practice nurses, specialists, dentists and allied health practitioners, 

then other areas of the region and when compared to the rest of NSW. Medical workforce shortage 

and geographical distribution are critical factors in accessing primary health care. Primary care 

workforce issues also directly impact on small hospitals in rural areas where GPs often provide 

VMO and procedural services.   

 

The HNECC PHN region is serviced by 410 general practices and 18 AMS’s. The average rate of GP 
FTE / 100,000 population for the region is 89.9, where 1 FTE = 37.5hr/week. Although this gives an 
overall picture of a region fairly well serviced, there is a maldistribution across the region, with the 
least serviced LGAs being as follows: 

o Uralla – 37.3 (GP FTE / 100,000 population) 
o Dungog – 42.2 
o Liverpool Plains - 52.7  

Consultation with key stakeholders, including HNECC Clinical Councils and 

Community Advisory Committees (2015-18).  

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 

 

HNECC Internal Data (2018). 
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o Gwydir – 53.3 
o Walcha – 55.2 

 
Additional workforce capacity issues identified in the region include:  

 An ageing GP workforce leading to workforce shortages across the region, highlighting 

the need for succession planning to ensure continuity of care;  

 Younger GPs preferring reduced hours of work;  

 Reliance on international medical graduates in areas of shortage;  

 An expansion of corporate general practices often requiring additional support for non-

vocationally recognised doctors;  

 A need for more experienced registrars to cover hospital duties has been flagged in small 

rural towns; and 

 Outreach clinics/services are limited. 

 

Specific issues identified in the New England region include: 

 A shortage of GPs providing home visits; 

 A need for better triaging in hospitals and multi-purpose services before calling GP; 

 A need for greater education for Practice Managers and Nurses; 

 A need for additional, reliable and regular locum support;  

 There are accommodation issues when trying to recruit locums and registrars; 

 A need to re-initiate small town GP networking opportunities; 

 There are many issues in relation to after hours and on-call hospital rostering; 

 A need for better access to after hours GPs in rural areas, often after hours care is 

covered by the VMO which creates issues when the VMO takes leave; and 

 There is a need for additional social workers and mental health services in general. 

 

Stakeholders have identified the following workforce issues impacting on the rural areas of the 
Hunter New England region:  

- an issue of recruitment and retention of health professionals, where there is a need to 
develop an organised system to welcome practitioners and their families new to the area. 

- communication and networking, where there is a need to register clinicians in the area 
with incorporation of allied health, improve collaboration, networking outside of 
professional silos and a preparedness to discuss end of life care and planning.  
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- a shortage of youth mental health services, a lack of public ENT services and a lack of 
support for perpetrators or potential perpetrators of domestic violence.   

 

Access to psychiatrists and experienced psychologists was the most common workforce need 

highlighted by the HNECC Mental Health and Suicide Prevention Needs Assessment (2017). It was 

perceived that there were insufficient numbers of clinicians in all communities, but especially in 

rural areas, to meet community needs for mental illness. Retention of mental health staff, 

particularly psychiatrists, was a concern. Stakeholders reported that there was significant turnover 

in mental health staff which affected continuity of care for patients.  

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

SEE ALSO: ‘Rural and remote access’ IN THIS TABLE 2 

Access to Aboriginal 

and Torres Strait 

Islander PHC 

services 

 

 

 

 

 

A key contributing factor to the disproportionate burden of disease experienced by Aboriginal and 

Torres Strait Islander people is reduced access to health services.  Research in Australia has 

identified the following reasons for Aboriginal and Torres Strait Islander people delaying seeking 

healthcare: transport; cost (actual and perceived); racism; shame; accessibility; discomfort with 

mainstream services which do not acknowledge or consider Aboriginal and Torres Strait Islander 

concepts of health; negative intergenerational experiences with the health system; a lack of 

available services; and a lack of culturally appropriate services. By targeting inequalities in access to 

health services it is possible to reduce preventable mortality rates, reduce behavioural and 

environmental risk factors and address early intervention and management of disease.   

 

In accordance with the literature, consultation has identified multiple barriers to accessing health 

care for the Aboriginal and Torres Strait Islander population of the HNECC PHN region, including: 

the cost of appointments and medications; lack of public and private transport; low health literacy; 

lack of culturally friendly services; mistrust of mainstream service providers; system complexity, 

particularly for people with complex needs; a shortage of Aboriginal health staff, especially 

Aboriginal Outreach Workers, Aboriginal sexual health workers, Aboriginal Health Workers and 

Aboriginal Health Practitioners; closed books and long waiting times at Aboriginal Medical Services 

and in mainstream general practice in rural and remote regions; and access to after hours GP 

Potentially preventable hospitalisations by Aboriginality and Primary Health 

Network: Vaccine-preventable conditions, NSW 2014-15; Proportion of people 

aged 16 years and over, reporting difficulty accessing health care when needed, 

by Aboriginality, NSW 2012, (Centre for Epidemiology and Evidence, 2016).  

World Health Organisation (WHO). (2011). Rio Political Declaration on Social 

Determinants of Health. World Conference on Social Determinants of Health, 19-

21 Oct 2011; Rio de Janeiro, Brazil: WHO. 

Baba, J. T., Brolan, C. E., & Hill, P. S. (2014). Aboriginal medical services cure 

more than illness: a qualitative study of how Indigenous services address the 

health impacts of discrimination in Brisbane communities. International Journal 

of Equity in Health, 13(56). Boudville, A. I., Anjou, M. D., & Taylor, H. R. (2013). 

Improving eye care for Indigenous Australians in primary health care settings. 

Australian Journal of Rural Health, 21(2), 121-127. 

 

Consultation with Karuah community members and services. 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Aboriginal Health and Wellbeing Needs Assessment (Appendix A). 
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services particularly where upfront fees are required, as well as access to GPs, specialists and 

outreach services in rural and remote areas. There is also a high rate of ‘burn out’ and staff 

turnover in Aboriginal health workers across the region. 

 

Reduced access to health services has been verified by stakeholders as an issue for Aboriginal 

communities in the HNECC PHN region. GPs have asked for more education on the services available 

for their Aboriginal patients, and stakeholders across the HNECC PHN region have identified a need 

for increased disease prevention and health promotion and education activities for Aboriginal 

people, including youth specific content and a focus on increasing awareness of available services.  

Stakeholders from across the HNECC PHN region have called for greater integration and coordination 

of services to reduce the fragmented nature of care for Aboriginal people. The Aboriginal workforce 

has identified a substantial need for improvement in the cultural competence of the non-Indigenous 

workforce.  

 

Three particular service needs in the HNECC PHN region highlighted during stakeholder 

engagement activities are: 

 social and emotional wellbeing services in the areas of drug and alcohol, youth and grief 

and loss programs;  

 delivery of, and access to, culturally appropriate health initiatives and services; and 

 a need for localised cultural awareness training for staff working in health services and 

organisations. 

 

Investigative work conducted in the Karuah community has revealed the following key service 

issues: there is a lack of culturally competent and bulk billing general practice services; community 

and public transport is inadequate and expensive; and it is a considerable distance to the nearest 

after hours/emergency services in Maitland or Newcastle. 

 

For further information, refer to APPENDIX A Aboriginal Health and Wellbeing Needs 

Assessment. 

 

SEE ALSO: ‘Aboriginal and Torres Strait Islander health’; ‘Socio-economic disadvantage’; ‘Rural 

Health’ IN TABLE 1 
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SEE ALSO: ‘Rural and remote access’ IN THIS TABLE 2 

 

Dementia services 

 

 

 

Lack of dementia awareness, dementia specific services and GP involvement in dementia care have 

been identified as gaps in the HNECC PHN region when improving health outcomes for people with 

dementia. In the HNECC PHN region, it has been reported that health care services are unequipped 

to meet the demands brought about by the increasing prevalence of dementia. It is also believed 

that there is little action in the area of dementia due to general perception that the disease only 

affects older people and is a normal part of ageing. Furthermore, dementia needs to be fully 

recognized as a terminal and long-term illness in order to attract the requisite level of formal 

support, including more support for family and carers. By supporting carers, people with dementia 

would be more likely to stay in their communities and experience a better quality of life.  

 

Across the HNECC PHN region, both medical specialists and dementia clinicians report that people 

continue to present to hospital in the advanced stages of dementia, due to under-diagnosis and/or 

misdiagnosis of cognitive impairment. This can result in poorer outcomes for people living with 

dementia, increased carer burden and stress, and increased avoidable hospitalisations.  

 

Identified service gaps and barriers in working towards better health outcomes for people with 

dementia in the HNECC PHN region include: limitations in dementia awareness, including the 

misunderstanding that dementia is a normal part of ageing; a lack of understanding of the 

importance of timely diagnosis and early intervention; no or limited knowledge of dementia 

specific assessment, management and support services; lack of access to, or prohibitive waiting 

times to access, geriatric and psycho-geriatric appointments; the considerable clinician time 

required to undertake comprehensive dementia assessments and management; and the fact that 

consultations with the carers and family of people living with dementia do not attract a Medicare 

rebate. There is also a need for improved care planning in the early stages of dementia, involving 

the patient, carer and family, and including advanced care planning, as well as early conversations 

about work and driver retirement.  

 

SEE ALSO: ‘Dementia’ IN TABLE 1 

No update required. 

Engagement with stakeholders: Home and Community Care (HACC) 

representatives, General Practitioners, practice nurses, medical specialists, 

HNELHD, Home Care Package Providers, Residential Aged Care Facility staff, and 

other aged care service providers (such as primary health care providers, 

Alzheimer’s Australia, New England Sector Support Team, Armidale Dumaresq 

Council). 

 

Dementia: the future is now (MJA InSight, 2016).  
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Prevention/ healthy 

lifestyle services 

 

 

The availability of services that prevent illness or the development of chronic health conditions, or 
assist in the early detection of health problems within the HNECC PHN region are limited for some 
population groups. Lifestyle and risk factors within the local population make them more 
vulnerable to the development of chronic disease. A significant portion of the HNECC PHN 
population has at least one chronic disease.  
 
Stakeholders report that there is a need for an increased focus on healthy lifestyle interventions 
and report that there is restricted capacity for service providers to provide prevention or early 
intervention services. In the Central Coast region for example, there are no publically available 
diabetes prevention or obesity management programs, and service providers report limited 
capacity to undertake health promotion and prevention activities. Ongoing and targeted health 
promotion and prevention is required to maintain and improve health outcomes.  
 
There is a gap in knowledge about where and how to access health lifestyles programs and advice, 
for example the Get Healthy Information and Coaching Service is not well known amongst 
members of the public or health professionals. There is also a need for additional drug and alcohol 
prevention activities.    

 
Consultations with the community of Tilligerry Peninsula have highlighted a need for health 

promotion / screening / navigation services.  

 
SEE ALSO: ‘Chronic Disease’; ‘Overweight and obesity’; ‘Health risk behaviours (SNAP)’; ‘Alcohol and 

other drug misuse’ IN TABLE 1 

SEE ALSO: ‘Drug and alcohol treatment services’ IN THIS TABLE 2 

 

No update required. 

Engagement key stakeholders, including HNECC Clinical Councils and through 

the HealthPathways: Nutrition Care pathway working group (2015-18). 

 

Consultations with Tilligerry Peninsula community members and services. 

Chronic disease 

hospitalisations and 

services  

 

 

 

High rates of chronic disease are concerning for stakeholders, this is placing a burden on the health 

of our community and on the health system, resulting in an increase in hospitalisations, in 

particular Potentially Preventable Hospitalisations (PPHs).  

 

In 2015-16, there were 32,406 PPHs in the HNECC PHN region at a rate of 2,188.3 per 100,000 

(NSW 2126.3). Chronic conditions accounted for 16,350 of these at a rate of 1,004.4 per 100,000 

(NSW 922.3). The leading causes of PPH in the HNECC PHN region over this time were Cellulitis 

Potentially preventable hospitalisations by category, Primary Health Network 

and Year, 2015-16; Potentially preventable hospitalisations by condition, 

Primary Health Network and Year, 2015-16; Potentially preventable 

hospitalisations by category, Aboriginality Primary Health Network and Year, 

2015-16 (Centre for Epidemiology and Evidence, NSW Health, 2018). 
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(rate 264.9 per 100,000; number 3.727); Dental Conditions (rate 255.1 per 100,000; number 3,209); 

COPD (rate 247 per 100,000; number 4,418); Urinary Tract Infections (220.4 per 100,000; number 

3,418); and Diabetes Complications (rate 166.9 per 100,000; rate 2,412).  

 

PPH rates are substantially higher amongst Aboriginal and Torres Strait Islander people. In 2015-16 

the PPH rate for Aboriginal and Torres Strait Islander people in the HNECC PHN region was 5,033.8 

per 100,000 (NSW 5,223.8) compared to 2,069.6 per 100,000 for non-Aboriginal people. The rate of 

PPH for Chronic conditions was 2,826.1 per 100,000 amongst Aboriginal and Torres Strait Islander 

people and 948.9 per 100,000 for non-Aboriginal people.  

 

Reducing preventable hospitalisations is important to increase the efficiency and effectiveness of 

medical services for patients, particularly those at risk of poor health outcomes and to ensure that 

patients receive the right care at the right time and place.  

 

Stakeholders suggest that there appears to be limited access to chronic disease management 

programs in rural areas, with limited health workforce available to fill this gap, additionally, there 

appears to be substantial variation in models of care and clinical management in general practice 

and associated providers throughout the HNECC PHN region. 

 

For further information, refer to APPENDIX A Aboriginal Health and Wellbeing Needs 

Assessment. 

 

SEE ALSO: ‘Chronic disease’ IN TABLE 1 

 

Workforce and service mapping; Consultation with key stakeholder groups 

conducted as a component of the HNECC Aboriginal Health and Wellbeing Needs 

Assessment (Appendix A); Consultation with key stakeholders including HNECC 

Clinical Councils and Community Advisory Committees, 2015-18. 

 

Cancer Screening 

services  

 

 

Understanding of cancer screening guidelines and current and impending changes impacts on 

Clinician behaviour and community understanding of cancer screening. Consultation with Aboriginal 

Health Workers, Clinicians and Aboriginal community members have revealed multiple cultural 

based issues that impact on the decision to participate in cancer screening activities. Knowledge and 

skills have been identified as enablers to improve cancer screening promotion and to ensure best 

practice by clinicians within the Primary Care sector. To enable improvement in the delivery and 

promotion of Cancer Screening in General Practice, practice system improvements are required. 

Mapping of relative accessibility of breast screening services, including 

BreastScreen NSW and private services, based on distance and demand; 

Engagement with BreastScreen NSW. 

 
GP coverage; female GP coverage; and number and location of practice nurses 
who have completed the Well Women’s Screening course.  
 
General practice workforce audit; consultation with the HNECC Practice support 
team and practice staff; Hunter BreastScreen; Multi-cultural services CCLHD; GP 
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HNECCPHN has undertaken a survey to identify cancer screening knowledge and behaviour of 

Clinicians. This survey has revealed that connection to the National Screening programs and practice 

based activities associated with these, varies significantly across the three screening areas, which is 

reflective of screening participation. Clinicians are more likely to promote cervical screening and 

utilise practice based software for reminding patients to rescreen than they would for breast or 

bowel screening. Connection and promotion of the National Bowel Screening program by Clinicians 

was poorest compared to the other two screening programs. 

 

Cervical Cancer Screening 

Cervical cancer screening is largely undertaken in the general practice setting by GP’s and Practice 

Nurses. In rural and remote areas, access to appropriate providers is problematic with reduced 

availability of female clinicians and Practice Nurses with appropriate qualifications. Practice Nurse 

require access to Well Women’s training in order to carry out screening, high demand and 

inadequate provision of training spaces and providers has a direct impact on screening access in the 

HNECC PHN region. In areas where Cervical Cancer screening participation rates are lowest, it has 

been revealed through a general practice workforce audit, that in some rural and remote areas within 

the HNECC PHN region the proportion of female GP’s and Practice Nurses is as low as 30%. 

Preliminary workforce analysis in Moree and Tenterfield highlight a service gap, with a lack of 

Practice Nurses, coupled with a skill deficit in Well Women’s training. Nurses from this area have 

attempted to enrol in the training, but have been unsuccessful due to a lack of training places 

provided by Family Planning NSW. LHDs also conduct screening through Women’s Health Clinics. The 

provision of cervical cancer screening by the LHD and communication (results) with General Practice 

around provision of cervical screening to their patients is inconsistent. This information sharing is 

reliant on patient consent.  

 

Identifying and recruiting women who are under screened or never screened in the general practice 

environment is problematic due to poor service integration and inconsistent use of practice based 

software. There is also a need for enhanced utilisation of recall and reminder systems. Location and 

access to bulkbilling GP’s is a barrier to accessing cervical cancer screening for socioeconomically 

disadvantaged populations. Access to bulkbilling practices has been revealed multiple times during 

stakeholder consultation as a barrier, particularly for priority populations to access cervical 

screening. The lack of a Practice Nurse provider number to undertake cervical screening impacts in-

consultation; consultation with Aboriginal Health workers, clinicians and 
Aboriginal community members; consultation with clinicians. 
 
Consultation with Central Coast GP, CC LHD and Yerin Aboriginal Health 
Services.   
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part on the decision to bulk bill and also impacts on identification of cervical cancer screening 

activities within practices.  

 

Preliminary consultation with clinicians has revealed inconsistency of knowledge around changes to 

cervical cancer screening renewal program and the National Cancer Screening Register. 

 

Breast Cancer Screening 

Screening mammograms are undertaken by BreastScreen, delivered by 2 Service Assessment 

Services in the HNECC PHN region. Additionally, private radiology services undertake screening 

mammograms; this is not reflected in breast screening data, making it difficult to understand the un-

screened and under screened population. The low rates of Breast Screening in Wyong and Gosford 

for example may in part be attributed to GP’s using bulk billing radiology services for screening 

mammograms. A survey of Central Coast Clinicians has validated this referral behaviour to private 

radiology services. Transfer of results from BreastScreen NSW to Primary Care providers is in paper 

form. This is problematic for general practice software, making it difficult to establish patient 

registers and reminders. 

 

Identifying and recruiting women from CALD communities to undertake screening mammograms is 

challenging. Hunter BreastScreen identify that targeting CALD women for screening mammograms is 

their greatest challenge. Low breast screening rates within Aboriginal and Torres Strait Islander 

communities has been attributed to low levels of health literacy and cultural barriers. Consultation 

with Hunter BreastScreen revealed an increase in screening numbers in Aboriginal and Torres Strait 

Islander communities with enhanced relationships with AMS/ACCHS. Dedicated group bookings have 

been identified as a successful strategy for enhancing participation.  

 

Bowel Screening 

There are multiple access points through which eligible males and females can participate in bowel 

cancer screening. These are delivered through GP’s, NBCSP, Pharmacies and NGO’s. There is a lack 

of integration across these providers, all using differing pathology providers who do not provide 

participation details to the National Bowel Screening register. For this reason, it is impossible to 

determine the true bowel screening participation rate. 
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Bowel Screening promotion through the NBCSP by general practice is low, with the preferred method 

of screening being private pathology provider FOBT kits. Unfortunately, General Practices do not 

collate information on bowel cancer screening to allow for improvement based activities for eligible 

males and females in their patient cohort. Consultation with Practice Nurses and Practice Managers 

reveal that participation is not audited for screening FOBT conducted through general practice. 

 

There is a need for greater community education. 

 
SEE ALSO: ‘Cancer screening and incidence’ IN TABLE 1 
 

Drug and alcohol 

treatment services 

 

 

There are a number of key challenges in developing a comprehensive picture of the Drug and Alcohol 

treatment needs across the HNECC PHN region. These relate to the nature of the issues being dealt 

with and their potential stigma on those seeking assistance; the movement of individuals across 

regions and borders to seek treatment; the availability of particular targeted services in specific 

areas; the organisational design of providers who do not necessarily conform to defined regions; and 

the confounding issues of co-morbidity, particular mental illness. These factors affect the demand 

and supply of Drug and Alcohol treatment services and result in a fluid situation at any given point in 

time.  

 

Stakeholder engagement has confirmed that alcohol-related harm and subsequent treatment service 

provision remains the single largest contributing factor across the AOD sector. Specific AOD 

treatment services needs identified in the HNECC PHN region are: that there are limited 

opportunities for treatment for individuals who have co-existing health and addiction issues; a key 

risk point for relapse is the transition from one type of service to another, which often coincides with 

shifting from one provider to another; networks between service providers are varied and are often 

dependent on informal communication; there is a chronic undersupply of residential rehabilitation 

beds across all service provider types; certain groups within the community have poorer access to, 

or an unwillingness to participate in, mainstream AOD services; and there is a need to establish 

accessible clinics for primary care and guidelines that are useful to address AOD issues in the Central 

Coast region.  

 

Stakeholder meetings/feedback: Public and private sector AOD service providers, 

peak NGO body, state government AOD office, Indigenous services.  

 

Stakeholder discussions/meetings, online survey of service providers, NADA 

planning tool. 

 

Community and clinical stakeholder engagement, 2017. 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 
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Stakeholders have identified that more promotion and support is required for services to treat 

substance misuse, including programs that target Aboriginal and Torres Strait Islander people, to 

achieve better outcomes for individuals and communities affected by alcohol and drug misuse.   

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

For further information, refer to APPENDIX C Drug & Alcohol Needs Assessment. 

 

SEE ALSO: ‘Alcohol and other drug misuse’ IN TABLE 1 

 

Disability services 

 

A lack of carer recognition, a lack of respite services and a decrease in the number of volunteers, 

have been identified as challenges in the disability sector.  There is a need for additional programs 

for active individuals with mild cognitive impairment. There are capacity issues in smaller rural 

communities, limited residential facilities and an ageing workforce (including carers) and lack of 

respite services. Service providers, consumers and carers reported concerns about the potential 

impact on accessibility of services for people living with a disability with the implementation of the 

NDIS including: need that is currently not visible (e.g. elderly parents that have always cared for 

their child and asked for no help from the system) placing demands on the system; lack of capacity 

and skilled workforce in the NGO sector to take on this type of work; change for service providers 

from just delivery of services to brokering and negotiating with clients and families regarding 

services; and loss of skilled Allied Health workforce in the transition. 

 

The NSW Government has been progressively phasing out Large Residential Centres (LRCs) over the 

past decade, with the Hunter sites being some of the last centers to close. The residents of the 

three LRC being closed in the Hunter are generally older people (aged 50-59 years) with an 

intellectual disability. Many LRC residents have been living in these Centers for many years and 

most have limited social and family networks outside the Center. The support needs of LRC 

residents vary in type and intensity of support, however many residents have significant support 

needs in the areas of personal care and social activities. Residents are also more likely than the 

general NDIS population to require a combination of disability and health services as many 

experience poor health with some requiring regular nursing care. Some residents also have 

Engagement with key stakeholders 2015-18. 
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challenging behaviours which will require specialist support and may require specialist housing 

designs. The challenges this presents to the health community and the limited capacity (notably 

general practitioners) to meet this new demand has been reinforced by discussion with the GP 

collaboration unit members. Within the HNECC PHN region there had been a transition of the first 

50 residents from the Stockton facility into group homes in the Central Coast, Taree and Tamworth 

communities. The model of care that each group home is looking to implement is not a ‘medical 

model’ which would have a registered nurse on staff but a Certificate III in Disabilities staff 

member, which will limit the medical care provided and impact more on outreach services provided 

by the LHD, GPs and NSW Ambulance.  

SEE ALSO: ‘Disability and carers’ IN TABLE 1 

 

No update required. 

 

Mental health 

services 

 

 

Overnight hospitalisations for mental illness in the HNECC PHN region vary across the region but 

occur at a rate higher than the Australian average. Distribution of primary mental health care service 

providers (GPs, allied health providers) and the patient provider ratio vary across the HNECC PHN 

region irrespective of rurality. Similarly, there is significant variation in the patient to provider ratio 

for psychiatry and psychology services, with lower rates more likely in rural areas. Services for people 

experiencing moderate to severe chronic mental illness, including those with other complex 

problems, have been identified by key stakeholders as the priority service need across all 

communities. Transport in urban and rural areas is a significant barrier to mental health care, with 

public transport limited or unavailable in many communities. The lack of early intervention 

approaches and services was identified as a high service need, especially for young people. The need 

for early intervention approaches across all services with the aim of preventing hospital admissions 

has also been recognised. 

 

Consistent with findings at a national level, the current mental health service system in the HNECC 

PHN region is perceived as not supporting integrated and collaborative care. Integrated planning 

across the mental health system has been identified as a priority to address these service needs. 

Specific areas of capacity which need strengthening include training for GPs in mental health with a 

focus on skills, knowledge and attitudes towards mental illness across the age group; and improving 

the capacity of general practice to provide care through practice nurses and allied health staff. 

Service mapping. 

 

Consultation with key stakeholders, including HNECC Clinical Councils and 

Community Advisory Committees, 2015-18. 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Aboriginal Health and Wellbeing Needs Assessment (Appendix A). 

 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 36 

 

Outcomes of the service needs analysis 

Associated with these priorities is the need to strengthen the capacity of services to recruit and retain 

allied health staff to provide care in general practice and in community services. The need to 

strengthen the capacity of community based social support services to provide care for people with 

severe mental illness and other complexities, has also been recognised as a priority. This need 

requires strengthening of the approaches to quality and governance across all health and social 

services; and ensuring staff in these services have the knowledge and skills to provide support to 

people experiencing mental illness. It also requires staff to understand their scope of practice and 

for services to have clear protocols and pathways in place for escalating those with deteriorating 

mental illness to clinical care.  

 

The availability of mental health promotion and prevention services has been identified as a key 

service gap in the HNECC PHN region. In particular, the need to ensure evidence-based and 

systematic approaches to mental health promotion and prevention is a priority. Support for families 

and carers of people living with mental illness is a high need, this is about providing direct support, 

but more importantly recognising and respecting the key role that families and carers play in caring 

for people experiencing mental illness, and involving them in decision making about care. The service 

needs identified for suicide prevention are related to ensuring people at risk are identified across the 

service system, with support services in place when and where they are needed. The fact that many 

people who attempt or complete suicide have little or no contact with services prior to the event, 

warrants greater attention on risk factors across the service system and across the community. 

Supporting community and service based approaches to suicide prevention is a high priority. Whilst 

some communities have developed post suicide intervention strategies and services, there is a high 

need to strengthen these post-vention strategies.  

 

Findings of the Aboriginal Health and Wellbeing Needs Assessment revealed the need for greater 

integration between mental health and drug and alcohol services, for more flexibility in treatment 

approaches, and for an increased emphasis on culturally appropriate mental health treatment. 

 

For further information, refer to APPENDIX A Aboriginal Health and Wellbeing Needs 

Assessment. 
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For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

SEE ALSO: ‘Mental health’; ‘Alcohol and other drug misuse’ IN TABLE 1 

SEE ALSO: ‘Youth and family health services’; ‘Drug and alcohol treatment services’ IN THIS TABLE 2 

 

Youth and family 

health services 

 

There is a significant gap in the region for affordable and timely services for children aged 5 to 12 

years, particularly related to mental health, dental services, specialised eating disorders and family 

based therapies. Barriers include cost, waiting periods, transport and a lack of suitable services. 

Lack of available mental health services are concerning for communities across the region. There is 

a lack of understanding of the range, type and availability of health services in the region as well as 

no central point for accessing this information.  

 

In communities where there is a lack of locally based services, young people need to travel away 

from their communities/support network to access these. Young people from Inverell have 

decreasing confidence in mental health services. In Moree, Narrabri, Inverell and the smaller 

outlying communities there is a limit to the number of clients mental health services can take on 

and there are no family mediation services or youth drop-in centres. Cross-border issues for the 

Boggabilla/Toomelah region also complicate service provision.  

 

In the Moree, Narrabri and Inverell regions, increased access to clinical services for youth is 

needed. Facilities for telehealth consults have been established for young people, but this service is 

not used by clinicians in Newcastle who can provide telehealth consults to remote communities. 

Affordability of internet access/technology for young people and families is an issue. In the 

Tamworth and Gunnedah regions, there are gaps in communication between services and no 

follow through for transition from services for adolescent to adult support services.  

 

In Armidale there are safety concerns for young people with other patients admitted in the mental 

health in-patient setting. There is a need for nursing education in youth mental health and early 

psychosis and increased access to inpatient services for young people under 18 years. There is a lack 

of knowledge of available services. There is a lack of awareness of COPMI services for 16-18 year olds 

in the Armidale community and an issue of non-attendance when referred to support services. 

Key stakeholder consultation. 

 

Consultation with Health and Youth services in the New England North West, 

including Armidale, Glen Innes, Tenterfield, Moree, Narrabri, Inverell and 

surrounding communities (2017).  

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 
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There are no specialist services for children/youth presenting with behavioural issues and autism in 

Glen Innes. There is a lack of whole of family specialist services eg. family therapy, relationship 

counselling in the Glen Innes/Tenterfield region. Access to psychiatrists for children and young 

people in the HNECC PHN region was a particular concern with a common perception that there 

were insufficient numbers to meet needs. Waiting lists to see psychologists and psychiatrists were 

common, and were longer for those who bulk billed.  There is a need for youth specific mental 

health promotion and prevention, and suicide prevention services across the region. Stakeholders 

across the HNECC PHN region have identified a need for increased youth mental health services, 

youth specific health promotion and education activities, including leadership and mentoring, for 

Aboriginal and Torres Strait Islander people. 

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

SEE ALSO: ‘Mental Health’; ‘Youth health’ IN TABLE 1 

SEE ALSO: ‘Mental health services’ IN THIS TABLE 2 

 

After hours GP 

access 

 

 

 

Limited access to a GP outside standard operating hours has been reported as a barrier to health 

service access across the HNECC PHN region, particularly in those rural and remote areas not 

supported by the HNECC commissioned Small Towns After Hours (STAH) program. Whilst HNECC 

commissions an after hours clinic at Woy Woy (amongst other locations), there is ongoing concern 

for the delivery of this service due to workforce issues.  Surveys conducted in the Central Coast and 

Hunter regions identified that there was a lack of awareness of existing after hours services, with 

residents far more likely to present to their local ED in the after hours period for problems that did 

not require emergency treatment. Interviews with service providers identified several barriers to 

providing after hours care in rural and regional locations, including: a lack of after hours GP 

services; limited information about the availability of after hours GP services; and a lack of 

workforce coordination and collaboration in sharing after hours availability. Analysis of the region’s 

ED presentation data (triage categories 4 and 5) and the high utilisation of existing face to face 

clinics in combination with a decreasing trend for residents to call their own GPs after hours, 

demonstrates a preference for face to face medical opinion and support in the after hours period. 

Service mapping across the HNECC PHN region. 

 

Consultation with Residential Aged Care Facilities across the Central Coast region 

via online survey, 2016; Consultations with key stakeholders through: Primary 

Care Support for RACF Working Group; and Aged Care Emergency (ACE) executive 

steering committee meetings, operational meetings and interagency meetings. 
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GP support in the after hours period to RACFs was found to be of variable quality across the area. 

Without reliable and effective support RACF residents are disadvantaged compared to the rest of 

the population, and often reliant on presentation to the local ED rather than care in place.  

 

SEE ALSO: ‘Rural Health’ IN TABLE 1 

SEE ALSO: ‘Rural and Remote access’; ‘Emergency department presentations’ IN THIS TABLE 2 

 

No update required. 

 

Emergency 

department 

presentations 

 

 

 

Semi-Urgent (triage category 4) and Non-Urgent (triage category 5) ED attendances are often 

considered best managed in the general practice setting. Some members of the Aboriginal and 

Torres Strait Islander community, people over 65 years and socioeconomically disadvantaged 

people attend emergency departments for non-urgent after hours care possibly reflecting lack of 

accessible, affordable health services in the community. Emergency departments can be a 

preferred option for care for some people if a timely GP appointment is unavailable, and for those 

community members who are financially disadvantaged, as medications and diagnostic services are 

provided at no cost in a single visit. 

 

Large hospital emergency departments with high proportions of semi-urgent and non-urgent 

presentations in 2016/17, in the HNECC PHN region were Glen Innes Hospital (76%), Manilla 

Hospital (75%), Gunnedah Hospital (72%), Gloucester Hospital (72%), Scone Hospital (72%), 

Muswellbrook Hospital (71%) and Belmont Hospital (70%).  A heavy reliance on emergency 

departments leads to higher health care costs.   

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Aboriginal Health and Wellbeing Needs Assessment (Appendix A). 

 

Key stakeholder consultations (2015-18). 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 

 

Emergency department care 2016-17, Australian hospital statistics (AIHW, 

2017). 

Aged care services/ 

workforce issues 

 

Service provider consultation has revealed that older people in the community can experience 

difficulties accessing health and community care services. Barriers to accessing GPs for older people 

include cost, transport and waiting times for an appointment. There is an identified need for 

advance care planning at an earlier age (prior to retirement), including advanced care directives, 

planning for work and driving retirement, and moving into appropriate housing. There is also a 

need for improved care planning and management of older people within the community and in 

residential aged care facilities. 

  

Residential aged care places, 30 June 2016, rate per 1,000 (PHIDU, 2018). 

 

Service provider consultation; Stakeholder engagement with local health 

committees; Engagement with NGOs and RACFs including RACF forums in the 

Central Coast region; Consultations with General Practitioners and Practice 

Nurses, medical specialists, HNELHD, Home Care Package Providers, Residential 

Aged Care Facilities, and other aged care service providers (such as primary 

health care providers, Alzheimer’s Australia, New England Sector Support Team, 
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Workforce capacity and the ability to attract and retain skilled and suitably qualified staff in aged 

care (due to wages, ageing workforce, and lack of understanding or expertise in the existing 

workforce) are major gaps and challenges in working towards better health outcomes for this 

population. In January 2016, Registered Training Organisations removed clinical observations skills 

training from the Certificate III in Individual Support package. Stakeholders have raised concern as 

to the quality of clinical handovers from Cert. III staff where a resident is deteriorating or has an 

acute condition if the Cert. III staff member is unable to provide clinical observations. This would 

have a flow-on effect for the resident in terms of an avoidable hospitalisation, and the workload of 

other health professionals such as GPs, NSW Ambulance, and Emergency Department staff.  

 

As at June 2016, there were 80.7 RACF places per 1,000 people aged 70 years+ in the HNECC PHN 

region (Australia 82.6; NSW 83.4) Availability of residential aged care places within the region 

varied considerably. The areas with the lowest rate of RACG places were Muswellbrook (50), Upper 

Hunter Shire (50.2), Dungog (50.6), Walcha (51.6), Maitland (51.9) and Port Stephens (52.5). 

Residents in aged care facilities also often struggle to access GP services, allied health, dental and 

mental health services, which can result in poorer health outcomes and unnecessary visits to 

hospital emergency departments. A number of additional needs specific to RACFs have been 

identified: 

 RACF teams require increased capability to manage unexpected deterioration in patients, 

which would result in reduced calls to GPs, enhanced clinical handover, improved 

relationships with ED and more use of low acuity protocols by NSW Ambulance 

paramedics.  

 There is a decrease in the number of GPs providing services to Aged Care facilities in some 

rural locations and in the Central Coast region, this has raised concerns regarding the need 

for succession planning to ensure continuity of care. 

 A review into clinical information storage systems in RACFs has been suggested, with 

facilities reportedly as many as 4 different and conflicting software and/or paper based 

filing systems. To generate a shared health summary or upload to the My Health Record 

for example, information from multiple systems is manually transcribed.  

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

Armidale Dumaresq Council); Consultation with Primary Care Support for RACF 

Working Group. 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 
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SEE ALSO: ‘Dementia’ IN TABLE 1 

SEE ALSO: ‘Dementia services’ IN THIS TABLE 2 

 

Rural and remote 

access 

 

In the HNECC PHN region in 2016, 65.4% of the population reside in major cities; 25% in inner 

regional areas; 9.4% in outer regional areas and 0.2% in remote areas. On average, people living in 

rural and remote locations experience poorer health outcomes compared to those living in more 

metropolitan areas. People living in rural and remote areas have reduced access to health services 

and travel greater distances to seek medical attention, and report higher rates of some diseases in 

part due to reduced access to preventative health means. GPs, practice nurses, dentists and private 

allied health providers are not spread evenly across the region, with fewer health professionals per 

head of population in some of our rural areas. Geographical location and isolation in rural areas 

limits access to face-to-face services and is seen as a major gap and challenge in working towards 

better health outcomes, particularly for people who are disadvantaged or vulnerable. Barriers to 

accessing care are numerous and include distance to services, difficulties getting an appointment, 

reduced availability of public transport (or cost of private travel), limited availability of services and 

health workforce in small communities; and lack of anonymity in small communities. 

 

Consultation with Aboriginal and Torres Strait Islander community members and services providers 

across rural and remote areas of the New England region indicated the following: 

 a need for increased outreach capability and workforce capacity for Aboriginal Medical 

Services (AMS’s)  

 remote AMS’s find it difficult to access specialist services on a regular basis  

 limited availability of services and public and private transport for Aboriginal and Torres 

Strait Islander people   

 

Service mapping, community and provider consultation, and MBS data indicate gaps in services for 

most of the rural and remote locations within the New England region across the range of Allied 

Health Service disciplines, but particularly for physiotherapy, podiatry, psychology, exercise 

physiology, speech pathology services, after hours services and drug and alcohol support services. 

As a whole, rural and remote areas of the New England region require more workforce but 

Australian Standard Geographical Classification—Remoteness Areas (ASGC-RA); 

National data on access to health services regional/remote compared to urban 

populations (AIHW 2014).  

 

Engagement with key stakeholders, including HNECC Clinical Councils and 

Community Advisory Committees, 2015-18.  

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 
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endocrinology specialist services, for both adults and children, additional psychiatry services, 

urological and gerontology services are in great need. 

 

Service mapping, consultation and provider consultation indicates gaps in the drug and alcohol 

support sector due to recent closure of a rehabilitation facility in the western portion of the New 

England region. Community concern regarding rates of harmful use of drugs and alcohol indicate 

that awareness of current services may be limited, although public waiting lists in general for adult 

services are lengthy.  

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

SEE ALSO: ‘Rural health’; ‘Aboriginal and Torres Strait Islander health’ IN TABLE 1 

SEE ALSO: ‘Access to Aboriginal and Torres Strait Islander PHC services’ IN THIS TABLE 2 

 

Transport 

 

Access to transport has a significant impact on the health and wellbeing of the population. Limited 

transport was consistently identified as a significant barrier to accessing health services in our 

region, particularly for Aboriginal and Torres Strait Islander peoples, for older persons and for those 

residing in rural areas.  

 

In 2014, 4.1 per 100 adults in the HNECC PHN region often experienced difficulty or were unable to 

get to places due to transport (Australia 4; NSW 4.3). This was particularly noted in Moree Plains 

(4.7), Liverpool Plains (4.5) and Inverell (4.4) LGAs. 

 

Specific challenges raised within the HNECC PHN region include: 

 The coordination of transport services with timing of medical appointments.     

 Patient transport services to and from Singleton hospital are insufficient. Transport is 

currently provided by Hunter Taxico and is under-resourced. Dialysis patients are having 

to drive themselves to and from treatment.  

 There is no option for patient transport from Barraba to Tamworth hospital other than by 

ambulance.  

 There is limited public transport in remote areas and no public transport in Warialda.  

Often have difficulty or cannot get to places needed with transport, including 

housebound, people aged 18 years and over, ASR per 100, 2014 (PHIDU 2018). 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Aboriginal Health and Wellbeing Needs Assessment (Appendix A). 

 

Key stakeholder consultations, including HNECC Clinical Councils and Community 

Advisory Committees (2015-18). 

 

Consultations with Tilligerry Peninsula community members and services. 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 
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Whilst transport is an issue identified by HNECC, LHDs and local councils, all stakeholders agree that 

an area wide review of transport is required, with significant involvement across a broad range of 

sectors. 

 

Consultation with the community of Tilligerry Peninsula has highlighted their need for additional 

transport services to facilitate access to health and social support services.  

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

SEE ALSO: ‘Aboriginal and Torres Strait Islander health’ IN TABLE 1 

SEE ALSO: ‘Access to Aboriginal and Torres Strait Islander PHC services’ IN THIS TABLE 2 

 

Cost of healthcare 

 

 

 

Cost of accessing health care for consumers, particularly for disadvantaged groups in the local 

community, is a major barrier and is highlighted as one of the most prominent frustrations across 

the HNECC PHN region.  Findings from Aboriginal health consultations across the HNECC PHN 

region show that cost of health services and medications is a substantial barrier to health service 

access for Aboriginal and Torres Strait Islander people. There also appears to be substantial 

differences in the per capita costs of care between similar services in the region.   

 

In 2014, in the HNECC PHN region 2.5 per 100 adults experienced a barrier to accessing healthcare 

when needed in the previous 12 months, with the main reason being cost of the services (Australia 

2; NSW 2.5). This was particularly noted in Armidale Regional (3.4), Cessnock (3.4), Mid-Coast (3.4), 

Tamworth Regional (3.2), Uralla (3.2), Maitland (3.1), and Central Coast (3) LGAs. 

 

Anecdotal reports suggest that the cost of GP services encourages financially disadvantaged people 

to attend Emergency Departments where medications and diagnostic services will be provided at 

no cost and in a single visit. This could be contributing to the inappropriate use of EDs observed 

across the region. 

 

Specific challenges raised within the HNECC PHN region include: 

Experienced a barrier to accessing healthcare when needed in the last 12 

months, with main reason being cost of service, people aged 18 years and over, 

ASR per 100, 2014 (PHIDU 2018). 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Aboriginal Health and Wellbeing Needs Assessment (Appendix A). 

 

Key stakeholder consultations, including HNECC Clinical Councils and Community 

Advisory Committees (2015-18). 

 

Consultation with key stakeholder groups conducted as a component of the 

HNECC Mental Health and Suicide Prevention Needs Assessment, 2017, 

(Appendix B). 
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 Lack of bulk billing by GPs.  

 Community and service providers report that consumers cannot afford the gap payments 

charged by allied health providers and specialists. 

 Lack of publically available services provided by CCLHD, particularly services for children, 

dental and allied health services. 

 A number of CCLHD services have long waiting periods, or strict eligibility criteria creating 

barriers for some groups to access public health services. 

 

For further information, refer to APPENDIX B Mental Health and Suicide Prevention Needs 

Assessment. 

 

SEE ALSO: ‘Socio-economic disadvantage’ IN TABLE 1 

 

Homelessness 

 

 

Support for people who are experiencing homelessness has been identified as a local issue for 

further consideration within the Newcastle region. Consultation with people sleeping on the streets 

of Newcastle identified the following needs: housing; brief support; and ongoing support.   

 

As a result of their chaotic lifestyles many homeless people are not able to attend appointment-

based services and therefore, have limited access to primary health care. A consequence of this is 

that they have higher hospital presentations and ambulance attendances, often in the after hours 

period. Easy access to safe, appropriate and non-judgmental primary health care is critical to 

improving the health and wellbeing of homeless people. Social service providers have advised that 

this population is most accessible early in the morning, before business opening hours.  

Registry week for rough sleepers, 17-21 October 2016 (Matthew Talbot 

Homeless Service Newcastle) supported by St Vincent de Paul, NGOs, FACS and 

the Australian Alliance to End Homelessness (AAEH). 

 

Consultation with key stakeholders, including HNECC Clinical Councils and 

Community Advisory Committees and St Vincent de Paul (2016-18). 
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Section 4 – Opportunities, priorities and options 
This section summarises the priorities arising from the Needs Assessment and options for how they will be addressed.  This could include options and priorities that: may be considered in the development of the Activity Work Plan, and supported by PHN flexible 

funding; may be undertaken using programme-specific funding; and may be led or undertaken by another agency. 

Table 3 

Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

H
ea

lt
h

 L
it

er
ac

y 

Provide updates to the National Health Services Directory 

and promote the directory to stakeholders. 

Enhanced access to reliable and consistent 

information about health services for health 

professionals and consumers, leading to 

improved knowledge and awareness of primary 

health care services available in the region. 

NO 

 

Relevant community or provider surveys/ 

questionnaires undertaken to include a 

question around the use and helpfulness of the 

directory and any resultant changes to 

knowledge and awareness of primary health 

care services  

- Updated information on health services is maintained in a 

contact management database and contributed to the National 

Health Services Directory at least bi-annually. 

- A link to the National Health Services Directory is provided 

through the HNECC website. 

- HNECC Staff to encourage and promote primary health care 

providers to search the National Health Services Directory to see 

if they are already listed 

Healthdirect Australia 

HNECC to lead local 

updates  

Maintain local Health Service Directories. Enhanced access to reliable and consistent 

information about health services for health 

professionals and consumers, leading to 

improved knowledge and awareness of primary 

health care services available in the region. 

NO 

 

Relevant community or provider surveys/ 

questionnaires undertaken to include a 

question around the use and helpfulness of 

directory/ies and any resultant changes to 

knowledge and awareness of primary health 

care services 

 

- Updated information on local health services is maintained in a 

contact management database and used to support this activity. 

- Directories made available on HNECC website could ask for 

feedback or a follow up question after an individual has 

accessed the directory e.g. Did you find what you were looking 

for? Was this information useful/helpful? 

HNECC 

Host the Home Care Package Provider Portal servicing the 

Central Coast, to complement the MyAgedCare portal. 

Improved access to vacant Home Care Packages 

for referring health care providers in the Central 

Coast region. 

YES (with considerations) - This activity, along with 

other activities undertaken external to HNECC PHN, 

will contribute to the below national measure in the 

defined geographic region. This activity should not 

be viewed in isolation. 

- Operational Aged Care places/ services /providers/ 

recipients by SA2 & Aged Care Planning Region, 

Home Care Packages (non-flexible) (level 1-4), 2015 

Department of Health Aged Care Data 

- Aged care recipients by Aged Care Planning Region, 

Home care, by sex and age, 2015 

Department of Health Aged Care Data  

 N/A - Access to the Home Care Package Portal is provided to relevant 

providers, measured through the number of hits to the portal 

per month. A link is provided through the HNECC website to this 

platform. 

HNECC 

Provide additional resources towards development of the 

Patient Info website, as aligned with HealthPathways, 

including a focus on promotion through General Practice. 

Consumers are assisted to understand and 

manage their health, and to navigate the health 

system. 

 

 

NO Changes to knowledge and understanding of 

consumers around their health condition and 

how best to navigate the health system 

obtained through surveying or undertaking a 

focus group of those who access/use the online 

resources 

- Rate of Patient Info site utilisation. 

- Feedback obtained online utilised to improve website content  

HNECC 

 

 

Produce a Health Literacy Guide, including a Health Literacy 

Filter, to inform all external communication. The Health 

Literacy Filter will also be made available to General Practice 

and other health service providers.  

A reduction in barriers which can exist when 

people engage with health information. 

NO N/A - The Health Literacy Filter is promoted to General Practice and 

other service providers. A Health Literacy Guide is developed 

- Number of practices and service providers engaging with and 

utilizing the health literacy guide 

HNECC 

Develop new promotional material for all new services in 

accordance with the Health Literacy Guide. 

Consumers are assisted to navigate within and 

around primary health services in their 

community.  

NO N/A - New promotional materials are developed for all new funded 

services.  

- Feedback on the use and ease of resources/material through 

piloting with target populations 

HNECC 

Provision of health information and service navigation from 

Karuah community pharmacy. 

Karuah residents are able to access health 

information and easily obtain assistance to 

navigate the health system and access 

appropriate health services  

NO Improvements in residents’ ability to navigate 

the health system determined by observation 

from primary health care nurse and/or 

discussions with community members 

- Occasions and nature of services provided by pharmacist.   

- Community survey/questionnaire to assess resident’s 

satisfaction with availability/accessibility and appropriateness of 

information 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Provide seed funding through a Collaborate Health 

Innovation Project grant to the Music, Mind & Movement 

Program  

Determine the feasibility of conducting an 

ongoing music therapy program in Residential 

Aged Care Facilities.  

NO TBC TBC 

 

Macquarie University 

Commission a Strength and Balance Falls Prevention program 

in the New England region through the Priority Allied Health 

Services program. This will incorporate exercise physiology 

and be delivered in RACFs and to community groups. 

Reduction in falls amongst people who are aged 

or ageing in the New England region. 

 NO - Program is not at a scale that we would expect 

to see outcomes reflected in the below measure, 

smaller subregion data required: 

Prevalence of falls in the previous year, persons 

aged 65 years and over, 2015, HNECC PHN region 

and HNELHD region 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

- 6 and 12-month post follow up of participants 

to capture prevalence of falls in cohort/ 

undertake comparisons with PHN prevalence 

rates 

- PROMs 

- Number of occasions of service 

 - PREMs: Surveys; Observation; interviews  

 

HNECC 

Commission a psychology service to RACFs in the Newcastle 

and Lake Macquarie LGAs. 

Improved access to primary mental health 

services for residents of RACFs in the Newcastle 

and Lake Macquarie areas. 

NO - PROMs: e.g. PROMIS adult short form mental 

health survey; Distress: depression (K10, PHQ- 

2), anxiety (GAD7) at initial consultation, at 3 

months and/or final consultation 

 

- Number of occasions of service.  

- PREMs: Surveys; Focus Groups; Patient story/ journey; 

Observation; interviews 

HNECC 

Commission After Hours Primary Care services that are 

innovative and address gaps in After Hours service provision, 

service ‘at risk’ populations or populations with limited 

access to mainstream After Hours services. 

Improved access to After Hours primary health 

care services for patients where service gaps 

exist. Population groups to benefit may include: 

residents of Residential Aged Care Facilities; 

regional and/or remote communities; culturally 

and linguistically diverse populations; and 

Aboriginal and Torres Strait Islander people. 

YES  

- Number of PIP practices receiving a level 1-5 After 

Hours Incentive payment, by quarter, PHN 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, 

PHN/SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, by 

PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

- Triage 4&5 ED presentations obtained from 

LHDs 

- Relevant community surveys/ questionnaires 

undertaken to include a question around the 

use and accessibility to after hour care for non-

urgent medical conditions  

- Cost effective analysis  

 

- Innovative models to address service gaps and improve access 

to After Hours Primary Health Care are developed and piloted. 

- PREMs: Survey (paper or electronic) of experience with 

afterhours care 

HNECC 

Commission the After Hours – Aged Care Emergency (ACE) 

Program in the Hunter and New England regions. This is a 

nurse led model of care that provides support to Residential 

Aged Care Facility staff to facilitate residents’ non-life 

threatening acute care needs being met within the facility 

and thus avoiding an Emergency Department (ED) 

presentation. Where an ED presentation is required, this 

program enhances the flow and coordination of the care 

during the ED visit. 

Reduction in the need for residents of RACFs to 

present to an ED for non-life-threatening acute 

care. Enhanced clinical handovers from RACF 

staff to General Practitioners. Where an ED 

presentation is required enhanced clinical 

handover and management of the presentation. 

NO - Number of consults that resulted in hospital 

avoidance 

- Triage 4&5 ED presentations obtained from 

LHDs 

- Cost effective analysis 

- Number of patients seen 

- Percentage of participating RACFs 

HNECC 

Partner in the Hunter Alliance: Care in the Last Year of Life; 

Diabetes; and COPD work streams in the Hunter Region 

  

Greater integration and coordination of health 

services through clinically-led service 

development and improvement. Health care 

services are connected in a way that builds on 

available health care resources and introduces 

pockets of innovation that are assessed for 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in the defined geographic region. 

This activity should not be viewed in isolation. 

- Evaluation as per Alliance stream framework 

- Patient Activation Measure (PAM) 

- A data collection and analytics mechanism 

(with a specific focus on practice-level data 

relative to peers) allowing practices and 

primary care organisations to view how given 

- Completion of Patient co-design methodology to inform the 

development of the shared clinical handover tool – ‘Netcare’.  

‘MyNetCare’ product is implemented (live platform) between a 

number of GPs, Newcastle Calvary Mater Hospital and other 

providers. 

Calvary, HNECC, 

Hunter Primary Care, 

HNELHD 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

scalability and cost effectiveness. Health care is 

person-centred, seamless and delivered close to 

home. Improvement is seen in patient 

experience of care, provider experience of care, 

clinical outcomes, and health outcomes. 

 

- Rate of potentially preventable hospitalisations for 

chronic obstructive pulmonary disease (COPD) per 

100,000 people, age-standardised, 2013-14 

(awaiting update), HNECC PHN & SA3 regions 

- Rate of potentially preventable hospitalisations for 

diabetes complications per 100,000 people, age-

standardised, 2013-14 (awaiting update), HNECC 

PHN & SA3 regions 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

- Inpatient utilisation according to DRG cluster by 

SA3 

Admitted Patient Services Data, DOH PHN Secure 

Data Area Website 

- Relative utilisation of emergency departments by 

triage category and by SA3 

Emergency Department Data, DOH PHN Secure Data 

Area Website 

- Potentially preventable hospitalisations, COPD, 

2014-15, HNECC region, LGAs and LHD regions 

- Potentially preventable hospitalisations, diabetes 

complications, 2014-15, HNECC region, LGAs and 

LHD regions (this data is more up to date) 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

 

practices are performing for the purpose of 

continuous quality improvement processes. 

- Primary clinical endpoint e.g. changes in 

HbA1C (target <=7.0%) 

- Secondary outcomes: changes in serum total 

cholesterol (target <5.5 mmol/L 

Changes to BMI (target (18.00-24.99kg.m2) 

- Success of tailored care (assessed by a 

practitioner satisfaction survey, interviews and 

practitioner focus groups);  

- Economic sustainability (such as cost utility 

analysis). 

 

 

- Percentage of patients participating in the Hunter Alliance – 

COPD work stream provided with written COPD action plans. 

- Number of MyNetCare referrals completed 

- Number of practices who have had an Integrated Diabetes 

Clinic provided in the practice 

- Number of local clinicians who have attended education 

provided by the Alliance workstream 

- Codesign of new model of care to provide secondary care for 

appropriate COPD patients in general practice settings 

- Number of practices who are engaged in new model of care 

developed by the Hunter Alliance - COPD workstream 

Partner in the New England Dementia Alliance and  

Involvement in the New England Integrated Aged Care 

Meeting 

 

Improved planning and solution design to 

improve health for older people and people with 

cognitive impairment. 

 

NO NO TBC HNECC 

Facilitate a Video Conferencing pilot for GP consults in Aged 

Care in the Central Coast region. 

 

 

 

Greater support is provided to older people with 

complex health needs who would benefit from 

higher levels of coordinated care and treatment. 

Reduction in the need for transportation. 

Preventable hospital admissions are reduced 

through improved access to GP advice and 

management at times when the GP is not able to 

visit the facility. Communication between the GP, 

facility and other health care team members is 

enhanced. 

NO 

 

 

- Cost effective analysis 

 

 

- An aged care multidisciplinary care coordination and advisory 

service is provided by Aged Care Coordinators.  

- Involvement from: up to 4 RACFs; 50 staff; 10 multi-disciplinary 

health care teams; and 20 GPs.  

- Up to 1200 individual client sessions are completed.  

- 12 meetings are held between the aged care coordinator and 

health professionals each year.  

- Care coordinator activity leads to 50 allied health services 

instances and 40 specialist services referrals within the RACF. - 

250 GP video consultations are held per RACF each year. 

- PREMs: Patient story/ journey; Observation; interviews 

- Provider satisfaction 

 

HNECC 

Co-design and commission a Primary Care Support service for 

Residential Aged Care Facilities in the Central Coast region to 

enhance access to primary care support for RACFs in 

managing unexpected deterioration in residents. 

  

Improved access to Primary Care Support for 

Residential Aged Care Facilities across the 

Central Coast region. Increased capability of 

RACF teams to manage unexpected deterioration 

in patients, reduced calls to GPs, enhanced 

clinical handover, improved relationships with ED 

and greater use of low acuity protocols by NSW 

Ambulance paramedics. 

NO - Number of consults that resulted in hospital 

avoidance 

- Triage 4&5 ED presentations obtained from 

LHDs 

 

- Number of patients seen 

- Percentage of participating RACFs 

- Satisfaction of RACF staff with the training provided 

- Experience / satisfaction of providers participating in the new 

model 

HNECC 

Host the Home Care Package Provider Portal servicing the 

Central Coast region, to complement the MyAgedCare portal. 
As listed above in Priority: Health Literacy 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Commission the expansion of the ACE service in Tamworth 

providing RACF’s with a 24/7 service incorporating telephone 

support service provided by the GP Access After Hours 

Patient Streaming Service. 

Improved after hours GP service access to RACF 

residents in the Tamworth region. Reduced ED 

presentations. 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in the defined geographic region. 

This activity should not be viewed in isolation. 

- Rate of potentially preventable hospitalisations for 

chronic obstructive pulmonary disease (COPD) per 

100,000 people, age-standardised, 2013-14 

(awaiting update), HNECC PHN & SA3 regions 

- Rate of potentially preventable hospitalisations for 

diabetes complications per 100,000 people, age-

standardised, 2013-14 (awaiting update), HNECC 

PHN & SA3 regions 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

- Inpatient utilisation according to DRG cluster by 

SA3 

Admitted Patient Services Data, DOH PHN Secure 

Data Area Website 

- Relative utilisation of emergency departments by 

triage category and by SA3 

Emergency Department Data, DOH PHN Secure Data 

Area Website 

- Potentially preventable hospitalisations, COPD, 

2014-15, HNECC region, LGAs and LHD regions 

- Potentially preventable hospitalisations, diabetes 

complications, 2014-15, HNECC region, LGAs and 

LHD regions (this data is more up to date) 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

 

- Number of consults that resulted in hospital 

avoidance 

- Triage 4&5 ED presentations obtained from 

LHDs 

 

- Number of patients seen 

- Percentage of participating RACFs 

- Satisfaction of RACF staff with the training provided 

- Experience / satisfaction of providers participating in the new 

model 

HNECC 
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For opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Commission the provision of administrative support to the 

Childhood Immunisation Service conducted in partnership 

with CCLHD and Wyong Shire Council as a community 

support initiative in the Wyong region. 

Increased childhood immunisation rates in the 

Wyong SA3, achieved by conducting free 

vaccination programs and communicating 

information about immunisation to the public 

and health professionals.  

YES  

Percent of children fully immunised at 1 year; 2 

years. And 5 years. 

Aboriginal and total populations, 2014-2015, HNECC 

PHN, SA3 & Postcode regions. For this particular 

program we would only be interested in Wyong SA3 

or associated postcode rates 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

NO - Number of clinics held. 

- Number of vaccinations provided through the clinic.  

- Number of clients seen through the clinic that are of Aboriginal 

or Torres Strait Islander heritage. 

 

HNECC 

Provide seed funding through the Collaborative Health 

Innovation Project grant to the Sky Clinic – Early Years 

Outreach service which will provide interventions via a virtual 

allied health clinic. 

 

The project will use digital solutions to address 

barriers to accessing specialist perinatal mental 

health services. 

NO TBC TBC HealthWISE 

Develop and implement an integrated strategy for addressing 

high rates of low-birth weight babies and smoking during 

pregnancy in areas of high need within the HNECC PHN 

region in collaboration with key stakeholders, including 

ACCHO’s, LHDs and other antenatal service providers. 

In the long term, the aim of this activity is to 

reduce the number of low-birth weight babies 

and improve rates of infant mortality. 

DEPENDENT – if program is at a scale that we would 

expect to see outcomes reflected in the below 

measures: 

- Prevalence of low birthweight babies, HNECC PHN, 

2015 

- Smoking during pregnancy, HNECC PHN, 2015 

- First antenatal visit and gestational age, HNECC 

PHN, 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

AIHW data not current: Prevalence of low 

birthweight babies, 2009-2011, data needs to be 

available within a timely period to allow for analysis 

and assessment 

 AIHW – My Healthy Communities report 

Dependent on strategy developed 

 

- Tailored initiatives are developed, implemented and evaluated 

in populations with high rates of low-birthweight babies. 

HNECC 

Support General Practice Quality Improvement activities, 

through extraction and use of de-identified general practice 

data for benchmarking purposes, and to inform intensive 

quality improvement activities focused on key priority areas, 

such as childhood immunisation, to be included in Practice 

Support Plans. 

Improved patient outcomes, including 

improvement in national health priorities such as 

increased childhood immunisation rates across 

the HNECC PHN region. 

YES  

Percent of children fully immunised at 1 year; 2 

years. And 5 years, Aboriginal and total populations, 

2014-2015, HNECC PHN and SA3 regions 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

- Proportion of children fully immuinsed by 

general practice  

PAT CAT data 

- Number of quality improvement cycles completed. 

- Childhood immunisation status (overdue, fully immunised, 

due, and up to date) is benchmarked by general practice across 

the HNECC region  

- Practices are identified for implementation of quality 

improvement activities e.g. patient reminders for overdue 

immunisations.  

HNECC 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Commission the Primary Mental Health Care Services 

Program throughout the HNECC PHN region, targeting hard-

to-reach groups including children and youth. 

Increased access to primary mental health 

services for children and youth. 

YES - Number of patients receiving ATAPS and 

number of services, by age and sex by SA3 

(NB: National Headline Indicator) 

Access to Allied Psychological Services (ATAPS) Data, 

DOH PHN Secure Data Area Website; AND 

Department of Health Data Visualisation - Mental 

Health - Access to Allied Psychological Services 

 

PROMs: e.g. Health of the Nation Outcome 

Scales for Children and Adolescents (HoNOSCA); 

ROMIS paediatric short form; Distress: 

depression (K10, PHQ- 2), anxiety (GAD7) 

 

- Number/ Proportion of regional population receiving PHN-

commissioned mental health services – Psychological therapies 

delivered by mental health professionals.  

- Average cost per PHN-commissioned mental health service – 

Psychological therapies delivered by mental health 

professionals. 

- Service activity levels (disaggregated by community). 

- Percentage of service activity provided to children and youth. 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 

story/ journey; Observation; interviews  

HNECC 

Lead the development of a regional cross sectoral approach 

to early intervention for youth at risk of developing mental 

health issues. Including the establishment of a Youth Mental 

Health and Early Psychosis Reference Group. 

Improved outcomes for youth at risk of 

developing mental health issues. 

NO PROMs: e.g. Health of the Nation Outcome 

Scales for Children and Adolescents (HoNOSCA); 

PROMIS paediatric short form; Distress: 

depression (K10, PHQ- 2), anxiety (GAD7) 

 

- Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. 

- Establishment of a Youth Mental Health and Early Psychosis 

Reference Group. 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 

story/ journey; Observation; interviews  

HNECC 

Provide short-term funding through an Innovation Grant to 

provide high intensity exercise programs for children with 

Cystic Fibrosis. 

 

Improved health outcomes and quality of life for 

children with Cystic Fibrosis. 

NO NO - Number of exercise programs held Hunter Rehabilitation 

and Health 
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Provide short-term funding through an Innovation Grant to 

educate teachers and students from 8 schools across the 

Upper Hunter in the Visible Wellbeing approach to integrate 

academic learning and wellbeing. 

Improved health and wellbeing of primary and 

secondary students in the Upper Hunter region. 

NO NO - Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. (NB. 

Mandatory performance indicator). 

 

Where There’s a Will 

Support Headspace Centres at Gosford, Lake Haven, 

Maitland, Newcastle and Tamworth to continue their services 

to youth guided by a Stepped Care approach. This will include 

support to improve the integration of Headspace centres 

with other key services and to transition into the PHN 

environment as of 1 July 2018.  

Increased access for young people and their 

families to help with issues affecting their 

wellbeing, including: mental health; physical 

health; work/study support; and alcohol and 

other drug services. Headspace is transitioned to 

the PHN environment with minimal disruption to 

services over a 2-year period. 

National Headspace Performance Measures  National Headspace Performance Measures  - Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. (NB. 

Mandatory performance indicator). 

 

HNECC 

Commission a youth counselling service targeting 12 to 25 

year olds living on the Tilligerry Peninsula 

 

Increased access to mental health services for 

young people aged 12 to 25 on the Tilligerry 

Peninsula. 

National Headspace Performance Measures  National Headspace Performance Measures  - Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. (NB. 

Mandatory performance indicator). 

 

HNECC 
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For opportunities, priorities and options to address this priority need, please refer to the attached Mental Health & Suicide Prevention Needs Assessment 
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For opportunities, priorities and options to address this priority need, please refer to the attached Drug and Alcohol Needs Assessment 
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Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

Improved health and wellbeing of people across 

the HNECC PHN region through increased access 

to a range of primary and allied health services 

and improved the local linkages between allied 

health and general practice. The primary target 

group is residents of small and more rural 

communities with identified health needs. 

YES – A range of measure dependent on allied 

health service 

- PROMs: Quality of life (EQ-5D, AQoL); 

Symptoms: pain (NPRS), fatigue (FSS); Self-

reported health status (SF-36)  

 A range of clinical indicators available – to be 

negotiated with service providers.  

- Number of occasions of service by discipline. 

- PREMs: Surveys paper and electronic; Observation; interviews  

 

HNECC 

 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

As listed above in Priority: Health Risk Behaviours 

Implement a Healthy Weight Range initiative in primary care 

in the Narrabri, Gunnedah, Central Coast and Mid-Coast 

LGAs.  

 

Improved identification and management of 

patients with a BMI >30kg/m2 in Primary Health 

Care 

Improved health outcomes for patients with BMI 

>30kg/m2 

NO/DEPENDENT on type and scale of initiative, may 

not be reflected in below measures, data required at 

a more granular level 

- Overweight or obesity, persons aged 16 years and 

over, PHN, 2015 

- Fruit and vegetables: recommended consumption 

in adults, persons aged 16 years and over, PHN, 

2015 

- Adequate physical activity, persons aged 16 years 

and over, PHN, 2015 

Centre of Epidemiology and Evidence, NSW Health 

Statistics 

HNECC will develop a suite of indicators that 

will be used for evaluation purposes, this will 

include measures of cost effectiveness, 

population and clinical health outcomes, 

consumer satisfaction and provider satisfaction. 

 

- The healthy weight range initiative is developed in consultation 

with stakeholders and underpinned by the HNECC 

Commissioning Framework 

 

HNECC 

 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Participate in the stage 1 roll-out of the Health Care Homes 
initiative across the HNECC PHN region. 
 

Greater coordination of care for people with 

chronic and complex conditions, including 

integration of primary and acute care. Improved 

management of health conditions and enhanced 

quality of life. 

Evaluation and outcome measure in line with the 

national initiative 

Evaluation and outcome measure in line with 

the national initiative  

- HNECC PHN participate in stage 1 rollout of HCH initiative Department of Health  

HNECC 

Provide seed funding through a Collaborative Health 
Innovation Project grant for a pilot of shared medical 
appointments as an alternative for chronic disease 
management in health centres. 

Greater coordination for people with chronic and 

complex conditions, improved management of 

health conditions and enhanced quality of life. 

Evaluation and outcome measure in line with the 

national initiative 

Evaluation and outcome measure in line with 

the national initiative  

- Number of occasions of service by discipline. 

- PREMs: Surveys paper and electronic; Observation; interviews  

 

Australasian Society 

of Lifestyle Medicine 

Promote Absolute Cardiovascular Risk Assessment through 
primary care 

Prevent and reduce premature morbidity and 

mortality through primary care for adults aged 

45 – 74 years and from 35 years for Aboriginal 

and Torres Strait Islanders. 

Specific MBS item for Absolute Cardiovascular Risk 

Assessment  

   

Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

 

As listed above in Priority: Health Risk Behaviours 

Partner in the Hunter Alliance: Care in the Last Year of Life; 

Diabetes; and COPD work streams. 

 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Commission the provision of administrative support to the 

bulk-billing Cancer Screening Clinic in the Wyong LGA, which 

conducts PAP tests and breast checks in partnership with 

Central Coast Local Health District. 

Increased access to screening for socially 

disadvantaged women and increased early 

detection of cancer and other abnormalities. 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in a defined geographic region 

(SA3). This activity should not be viewed in isolation. 

- Cervical screening participation rates, by age, PHN 

& SA3 regions, 2014-15 

AIHW analysis of state and territory cervical 

screening register data 

 

NO 

 

- Number of pap tests completed per year. 

- Number of breast checks completed per year. 

- PREMs: Surveys paper and electronic 

HNECC 

Well Women's Education and Scholarship program: targeted 

training in rural areas 

Enhance Practice Nurse Workforce capacity in 

cervical cancer screening 

 

Improved knowledge and skills of Practice Nurses 

around cervical screening 

 

Increased access to and participation in cervical 

cancer screening within targeted populations 

and/or communities in the HNECC PHN region. 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in a defined geographic region 

(SA3). This activity should not be viewed in isolation. 

- Cervical screening participation rates, by age, PHN 

& SA3 regions, 2014-15 (NB: National Headline 

Indicator) AIHW analysis of state and territory 

cervical screening register data 

NO - Program is not at a scale that we would expect 

to see outcomes reflected in the below data, 

Information available is not granular enough  

- Number of PIP practices receiving a Cervical 

Screening Incentive outcomes payment  

- Number of PIP practices receiving a Cervical 

Screening Incentive sign on payment for the quarter, 

PHN region 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

- Practice nurse 3 month follow up/ survey 

regarding changes to practice 

-- Changes in cervical screening rates by 

participating general practices, obtained from 

CINSW 

 

- Number of practice nurses who complete Well Women’s 

Education and obtain certification 

 

 

HNECC 

Cancer Screening (cervical, breast & bowel) in Primary Care- 

Education Series: Forums run across the HNECC PHN region 

and live streamed to multiple sites 

 

Revise existing information and referral pathways for cancer 

screening 

 

 

Build primary care sector capacity in cancer 

screening (breast, bowel, cervical), focussing on 

priority populations and targeted geographical 

areas. 

 

Improved knowledge and skills of primary care 

sector around cancer (breast, bowel, cervical) 

screening 

 

YES  

- National Bowel Cancer Screening Program (NBCSP) 

participation data by SA3 

National Bowel Cancer Screening Register/DOH PHN 

Secure Data Area Website 

- Cervical screening participation rates, by age, PHN 

& SA3 regions, 2014-15 

- BreastScreen participation rates by SA3 

- Changes in knowledge of Cancer Screening 

and cancer screening pathways measure by 

post evaluation survey 

 

- Number of attendants (GPs and Practice Nurses) at each 

Cancer Screening forum 

- Review and development of cancer screening health pathways, 

usage measured through google analytics 

- Development of Cancer Screening in Primary Care Toolkit e-

resource portal usage 

- Promotion of toolkit to Practice Managers and Practice nurses 

HNECC 
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Increased access to and participation in cancer 

screening (cervical, breast and bowel) programs, 

particularly for targeted populations and/or 

communities in the HNECC PHN region.  

 

Improved collaboration between HNECC, Local 

Heath Districts and other agencies that have 

responsibilities in this area. 

AIHW analysis of state and territory cervical 

screening register data 

(NB: National Headline Indicators) 

- Number of PIP practices receiving a Cervical 

Screening Incentive outcomes payment for the 

quarter, PHN region 

- Number of PIP practices receiving a Cervical 

Screening Incentive sign on payment for the quarter, 

PHN region 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

 

 

 

- Number of cancer screening quality improvement activities 

undertaken as a result of the dissemination and uptake of 

“Cancer Screening in Primary Care” toolkit. 

 

 

D
e

m
e

n
ti

a 

Commission the Memory Assessment Program in the New 

England region through the Priority Allied Health Services 

program. 

Improved access to timely comprehensive 

dementia assessment for people with mild to 

moderate cognitive impairment. Improved 

access to health programs identified as priorities 

by local communities.  

 

NO NO - Number of memory assessment occasions of service. 

- PREMs: Proportion of clients reporting a positive patient 

experience. 

HNECC 

Partner in the Hunter Dementia Alliance. Co-ordinate the 

effort for integration and research opportunity and promote 

effective partnerships. Participate in working groups for the 

timely assessment and diagnosis of Dementia. 

Improved referral pathways and practices in the 

assessment and diagnosis of Dementia. 

Enhanced integration of education for providers 

and carers. Greater advocacy on behalf of 

services providers for improved and integrated 

services across the region. 

 

NO NO - Clinical Pathway on Cognitive Impairment reviewed 

- Assess our policy against the Clinical Practice Guidelines 

- Referral pathways for recommendation to primary care 

established 

- HealthPathways reflect services for providers 

- Improved access to HealthPathways by non GP providers. 

HNECC 

Partner in the Dementia Partnership project, as part of the 

Agency for Clinical Innovation’s Building Partnerships: A 

Framework for Integrating Care for Older People with 

Complex Health Needs Program. 

Development of standardised referral and 

referral pathway to dementia assessment 

services across the New England region. 

Production of a documented suite of validated 

dementia screening and assessment tools, and 

recommended education and training, to 

support clinicians to improve timely assessment 

and diagnosis. Development of resources to 

improve clinical handover and communication 

for providers. Improved early assessment, 

diagnosis and support of people living with 

Dementia in the New England region. 

 

NO  

 

- Changes to practice in the assessment, 

diagnosis and support of people living with 

dementia  

- Number/ percentage of appropriate clinicians who undergo 

training and education in the application and use of the shared 

clinical handover tool 

HNECC, 

HNELHD, 

HealthWISE New 

England North West 

A
ft

e
r 
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Commission After Hours Primary Care services that are 

innovative and address gaps in After Hours service provision, 

service ‘at risk’ populations or populations with limited 

access to mainstream After Hours services. 

 

 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 

 

Commission the After Hours – Aged Care Emergency (ACE) 

Program in the Hunter and New England regions. This is a 

nurse led model of care that provides support to Residential 

Aged Care Facility staff to facilitate residents’ non-life 

threatening acute care needs being met within the facility 

and thus avoiding an Emergency Department (ED) 

presentation. Where an ED presentation is required, this 

program enhances the flow and coordination of the care 

during the ED visit. 

 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 

Commission an After Hours Primary Care Service in the 

Hunter region, including the following components: 

A phone based assessment service; GP-led After Hours 

clinics; on call GPs to provide home visits, including to RACFs; 

Improved access to After Hours primary medical 

care for residents across the Hunter region. 

 YES  

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Number of consults that resulted in hospital 

avoidance. 

 

- Number of patients seen. 

- Number of transfers / referrals from local ED/s. 

- Provider satisfaction.  

- PREMs: Surveys paper and electronic  

 

HNECC 
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and patient transport to the nearest clinic if clinically 

indicated.   

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, PHN & 

SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, 

by PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

Commission an After Hours Primary Care Service in the 

Central Coast region, including GP-led After Hours Clinics at 

Erina, Wyong and Woy Woy. 

Improved access to After Hours primary medical 

care for residents across the Central Coast 

region. 

 YES 

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, PHN & 

SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, 

by PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

 

- Number of consults that resulted in hospital 

avoidance. 

 

- Number of patients seen. 

- Provider satisfaction.  

- PREMs: Surveys paper and electronic 

HNECC 

Commission the Small Town After Hours (STAH) Program in 

the New England region, providing telephone medical 

support to local hospitals for patients presenting within 

Triage Categories 3 - 5 when the usual general practitioner 

VMO is absent or otherwise unavailable. 

Improved access to After Hours primary medical 

care for residents of small towns, and improved 

retention and job satisfaction of GPs working in 

small towns. 

YES  

- Number of PIP practices receiving a level 1-5 After 

Hours Incentive payment, by quarter, PHN 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, PHN & 

SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, 

by PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

NO  - Number of patients seen. 

- Number of communities covered. 

- Number of GPs providing coverage. 

- Satisfaction of GPs providing cover. 

- Satisfaction of GPs receiving cover. 

- PREMs: Surveys paper and electronic 

HNECC 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 54 

 

Se
rv

ic
e

 In
te

gr
at

io
n

 a
n

d
 C

o
o

rd
in

at
io

n
 

Undertake HealthPathways extended reach projects in the 

Central Coast and Hunter New England regions. 

Improved planning of patient care through 

primary, community and secondary health care 

systems. 

NO NO Hunter New England project: 

- 25 pathways localised 
25% of pathways have Closing the Gap information 
- 30% whole of area content completed by 31.12.16  
- 100% whole of area content completed by 30.06.17. 

Central Coast project:  

- Youth Mental Health and Antenatal nutrition support 
Pathways redesigned  

- Development of 25 clinical pathways over 12-month period 
(5 working groups) 

- Aim for 25% of CC HealthPathways content to have content 
specific to Aboriginal and Torres Strait Islander populations. 

- PI portal to be rebranded by 30 April 2016 and information 
merged onto site 

- Canvas local utilisation of HealthPathways through survey 
of 357 GPs over 95 practices (47 Gosford and 48 Wyong). 
Monitor through google analytics and increase in utilization 

- HealthPathways presence and content involvement in 80% 
of PHN education activities (appropriateness of event)  

- Reviews: process developed and review schedule 
maintained- 84 pathways 2016 

Identify pathways in line with LHD and PHN priorities: Mental 

Health, D & A, Cancer Screening 

 

HNECC, HNELHD, 

CCLHD 

Continue the NSW Ambulance Alternate Pathways Initiative 

in the Central Coast and Hunter regions, and extend 

initiatives to Tamworth in the New England region. Providing 

paramedics with better options for timely transfer of low 

acuity patients to a more suitable provider such as the 

patient’s own general practice or an alternative After Hours 

Service. 

Identify and implement other initiatives in collaboration with 

NSW Ambulance that provide paramedics with better options 

in the treatment of low acuity patients, patients nearing the 

end of life, and patients in residential aged care facilities (i.e. 

promotion of Authorised Care Plans; involvement in ACE 

Implementation; promotion of the Extended Care 

Paramedics roles in primary care). 

Improved health and clinical outcomes for 

patients, and increased satisfaction for 

consumers, GPs and NSW Ambulance staff.  

These initiatives will ensure clinical care is 

provided in the most appropriate environment, 

reducing the need for transfers to hospital when 

this is not clinically indicated. 

These initiatives will also lead to a reduction in 

preventable Category 4 and 5 Emergency 

Department presentations and potentially 

preventable hospital admissions. 

YES (with considerations) - This activity, along with 

other activities undertaken by HNECC PHN and 

external to the PHN, will contribute to the below 

national measure, in defined geographic regions. 

This activity but should not be viewed in isolation 

- Relative utilisation of emergency departments by 

triage category and by SA3 

Emergency Department Data, DOH PHN Secure Data 

Area Website 

 

- Number of patients who are assessed by 

paramedics and referred to their own GP. 

 

- Percentage of P1 Paramedics trained 

- No. of patients assessed using non-transport protocols 

- PREMs: Surveys paper and electronic 

- Provider satisfaction 

 

HNECC, NSW 

Ambulance, CCLHD, 

HNELHD 

SeNT Electronic Referral project Newcastle region 

 

Greater efficiency in referral processes between 

general practice, specialists and hospitals in the 

Newcastle region, supporting Improvements in 

efficiency, safety and quality of care. 

NO NO -  Number of participating practices 

- Number of referrals sent/received: 33 e-referrals successfully 

sent and received by HNELHD per quarter from Sep 16 

- Proportion of referrals public 

- Proportion of referrals private  

- Number of clinical areas with eReferrals. 

 

HNECC, HNELHD 

Assist Allied Health Providers in the adoption of Digital Health 

solutions. 

Improved information sharing across healthcare 

providers. 

YES 

My Health Record statistics by PHN; monthly data 

provided on: 

- Consumer registration by gender  

- Consumer registration by age range 

- Provider registration by organisation type 

- Provider uploads by document type 

- Provider document uploaded by 

document type 

NO - Increased utilisation of secure messaging. 

- Increased registration for MyHealth Record. 

- Increased creation of event summaries. 

 

HNECC 

Promote and facilitate innovation in health development 

across the HNECC PHN region by hosting the INNOV8 online 

portal. 

Collaborative interest and co-investment in 

HNECC identified priority health needs. 

Improved health outcomes for priority 

populations through collective or collaborative 

work between private, NGO and public 

organisations. 

N/A for INNOV8 but may be applicable for programs 

and projects funded through the initiative 

Quadruple Aim indicators will be developed for 

each program/activity/initiative to measure: 

improvement in the health of the population; 

reduction in the per capita cost of care; 

improvement in the patient experience of care; 

and improvement in the healthcare provider 

experience of care. 

Number of collaborative business cases developed to address 

priority areas, which meet criteria, and are presented for 

assessment. 

 

HNECC 
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Partner in the delivery of the Central Coast Integrated Care 

Program, components of which include: a Care Coordination 

pilot in the Peninsula and North Wyong areas; a Diabetes 

project; a Antenatal Share Care redesign project; and an 

Improving health access for vulnerable children and young 

people in ‘out of home care’ and Youth Interagency network. 

Greater integration and coordination of health 
services through clinically-led service 
development and improvement. Health care 
services are connected in a way that builds on 
available health care resources and introduces 
pockets of innovation that are assessed for 
scalability and cost effectiveness. Health care is 
person-centred, seamless and delivered close to 
home. Improvement is seen in patient 
experience of care, provider experience of care, 
clinical outcomes, and health outcomes. 

YES (with considerations) - This activity, along with 

other activities undertaken by the HNECC PHN and 

external organisations, will contribute to the below 

national measure, this activity however should not 

be viewed in isolation.  

- Rate of potentially preventable hospitalisations for 

diabetes complications per 100,000 people, age-

standardised, 2013-14 (awaiting update), HNECC 

PHN & SA3 regions 

(NB: National Performance Indicator) 

AIHW – My Healthy Communities report 

- Inpatient utilisation according to DRG cluster by 

SA3 

Admitted Patient Services Data, DOH PHN Secure 

Data Area Website 

Evaluation as per Integrated Care Program 

framework  

Performance of each party under the service level agreement is 
evidenced by, scheduling and attendance at: Program and 
portfolio meetings; monthly steering committee meetings; 
monthly governance committee meetings; and monthly 
stakeholder meetings. 
 

Evaluation of the Joint Commissioning of the Chronic Disease 

cohort, resulting in evidence for future commissioning and 

Social Return on Investment. 

CCLHD, HNECC 

Partner in the Hunter Alliance: Care in the Last Year of Life; 

Diabetes; and COPD work streams. 
As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population. 

H
ea

lt
h
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Delivery of the Practice Support and Development Program 

across the HNECC PHN region. 

General practices are supported to maximize 

their business efficiency and sustainability, and 

provide high quality, evidence-informed care for 

their patient community. 

YES (with considerations) - This activity, along with 

other practice activities undertaken by HNECC PHN, 

will contribute to the below national measure, 

however this activity but should not be viewed in 

isolation 

 

- MBS 715 Health Assessment, HNECC PHN, 2013-14, 

number of health checks, usage rate (not as current 

as below) 

AIHW Indigenous Health Checks (MBS 715) data tool 

- MBS 715 Health Assessment, by quarter, number 

of services, benefit, number of practitioners, only 

available at previous Medicare Local regions and  

Medicare Australia Statistics  

 

Number of PIP practices, by quarter, PHN region 

receiving a:  

 Teaching Incentive payment  

Quality Prescribing Incentive payment  

Asthma Incentive sign on payment Number of 

Cervical Screening Incentive outcomes payment  

Cervical Screening Incentive sign on payment  

Diabetes Incentive outcomes payment 

Diabetes Incentive sign on payment  

Indigenous Health Incentive Tier 1 payment  

Indigenous Health Incentive Tier 2 payment  

at least one Indigenous Health Incentive patient 

registration payment  

Indigenous Health Incentive sign on payment  

eHealth Incentive payment for the quarter 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

Health and quality improvement outcome 

measures identified in each action plan. E.g. 

greater uptake of diabetes annual cycle of care 

for diabetic patients; Proportion of Aboriginal 

clients with 715 health assessments conducted; 

pt. proportion of target population with an up 

to date pap test undertaken and recorded 

- All general practices wishing to participate have a Practice Plan 

in place. 

- Each engaged General Practice is visited at least once per 

month to develop or take action on their practice plan. 

- The program is supported by data maintained in contact 

management database. 

- Action plans implemented 

HNECC 

Participate in the Hunter New England Central Coast 

Research HUB initiative, bring together clinicians, clinical 

academics and preclinical researchers to identify research 

solutions to important clinical issues. 

Clinicians, clinical academics and preclinical 

researchers are supported to develop a clinical 

question into a testable research hypothesis and 

to develop a research project plan. 

NO NO Number of workshops carried out and number of clinicians, 

clinical academics and preclinical researchers involved. 

Number of grant application and number of small project grants 

awarded. 

HNELHD, CCLHD, UNE, 

UoN, HNECC 

Provision of accredited professional development and 

education programs tailored to meet the needs of primary 

care providers. 

Health care practitioners are supported to 

provide high quality patient-centered care across 

the region. 

NO  - Satisfaction surveys are completed and 

reviewed to ensure high quality and relevant 

course content is delivered to meet the needs 

of GPs, general practice staff and other 

stakeholders. 

Practice Support and Development Officers provide feedback to 

the HNECC Education team, from General Practices regarding 

their educational needs. The Education team works 

collaboratively with key stakeholders. 

Courses offered are targeted to address the health priorities of 

HNECC Ltd, and externally developed and delivered courses are 

promoted as appropriate. 

HNECC 
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- Survey also asks participants to indicate 

changes in knowledge and understanding of 

health topic on completion of training 

Number of health professionals attending courses. 

Number of accredited professional development and education 

programs delivered. 

Deliver a health workforce analysis and support program 

across the HNECC PHN region. This will involve, working with 

stakeholders to: collect and analyse local primary care 

workforce data; identify vulnerable communities; manage 

areas of immediate vulnerability; and develop short and long 

term workforce plans. 

Workforce vulnerability is minimized across the 

HNECC PHN region. An Aboriginal Health 

Practitioner model of care is trialed in the region 

and evaluated. 

 

 

 

- Percentage of adults who had a preferred GP in the 

preceding 12 months, by Primary Health Network 

and SA3, 2013–14 (Awaiting Data update) 

Percentage of adults who felt they waited longer 

than acceptable to get an appointment with a GP, by 

Primary Health Network and SA3 region, 2013–14 

(Awaiting data update) 

AIHW – My Healthy Communities Report 

 Successful collaboration is carried out with all relevant 

stakeholders to mitigate primary care workforce risks, 

particularly in vulnerable underserviced communities. 

Existing workforce capacity is improved and/or new service 

providers are introduced as locally appropriate. 

HNECC 
Tr
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For opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health and Wellbeing Needs Assessment, and Mental Health and Suicide Prevention Needs Assessment 
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Commission primary health care services which are 

accessible at no cost to consumers across the HNECC PHN 

region.   

Increased access to primary health care services 

for people who are financially disadvantaged, 

and for people residing in areas where such 

services would otherwise be unavailable due to 

increased cost of service delivery. 

NO NO All commissioned services are delivered at no cost to 

consumers. 

 

HNECC 
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Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

As listed above in Priority: Health Risk Behaviours 

Commission the Primary Health Care Nurse Program in the 

Hunter and New England regions. This activity supports 

health screening, health education, preventative health and 

health promotion services, delivered in partnership with the 

community and other local stakeholders. 

Improved health and wellbeing of people living 

within small rural and remote communities (with 

a population of less than 2,000), achieved by 

identifying and addressing local preventative 

health needs.   

NO NO - Total number of participants at health screening, health 

education, preventative health and health promotion events. 

- Number of participants identifying as Aboriginal or Torres 

Strait Islander. 

HNECC 

Commission the Small Town After Hours (STAH) Program in 

the New England region, providing telephone medical 

support to local hospitals for patients presenting within 

Triage Categories 3 - 5 when the usual general practitioner 

VMO is absent or otherwise unavailable. 

As listed above in Priority: After Hours Access 

Commission the After Hours – Aged Care Emergency (ACE) 

Program in the Hunter and New England regions. This is a 

nurse led model of care that provides support to Residential 

Aged Care Facility staff to facilitate residents’ non-life 

threatening acute care needs being met within the facility 

and thus avoiding an Emergency Department (ED) 

presentation. Where an ED presentation is required, this 

program enhances the flow and coordination of the care 

during the ED visit. 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 

H
o

m
e

le
ss

n
es

s Provide short-term innovation funding to a project to support 

people to transition out of homelessness. 

Improve quality of life for homeless people in the 

Central Coast region. 

NO NO 

 

Orange Sky Laundry 
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Primary Health Network 

Needs Assessment Reporting 
Template 

This template must be used to submit the Primary Health Network’s (PHN’s) Needs 
Assessment report to the Department of Health (the Department) by 30 March 2016 as 
required under Item E.5 of the PHN Core Funding Schedule under the Standard Funding 
Agreement with the Commonwealth. This template should include the needs assessment of 
primary health care after hours services. 

To streamline reporting requirements, the Initial Drug and Alcohol Treatment Needs 
Assessment Report and Initial Mental Health and Suicide Prevention Needs Assessment 
Report can be included in this template as long as they are discretely identified with clear 
headings. 

 

 

Name of Primary Health Network 

Hunter New England & Central Coast 

 

When submitting this Needs Assessment Report to the Department of Health, the 

PHN must ensure that all internal clearances have been obtained and the Report 

has been endorsed by the CEO. 
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Instructions for using this template 
Overview 

This template is provided to assist Primary Health Networks (PHNs) to fulfil their reporting 
requirements for Needs Assessment. 

Further information for PHNs on the development of needs assessments is provided on the 
Department’s website (www.health.gov.au/PHN), including the PHN Needs Assessment 
Guide, the Mental Health and Drug and Alcohol PHN Circulars, and the Drug and Alcohol 
Needs Assessment Tool and Checklist (via PHN secure site). 

The information provided by PHNs in this report may be used by the Department to inform 
programme and policy development.   

Reporting 

The Needs Assessment report template consists of the following: 

Section 1 – Narrative 

Section 2 – Outcomes of the health needs analysis 

Section 3 – Outcomes of the service needs analysis 

Section 4 – Opportunities, priorities and options 

Section 5 – Checklist 

PHN reports must be in a Word document and provide the information as specified in 
Sections 1-5.   

Limited supplementary information may be provided in separate attachments if necessary.  
Attachments should not be used as a substitute for completing the necessary information as 
required in Sections 1-5.  

While the PHN may include a range of material on their website, for the purposes of public 
reporting the PHN is required to make the tables in Section 2 and Section 3 publicly available 
on their website. 

Submission Process 

The Needs Assessment report must be lodged to the Grant Officer, Chrys Grogan via email 
Chrys.Grogan@health.gov.au on or before 30 March 2016.  

Reporting Period  

This Needs Assessment report will cover the period of 1 July 2016 to 30 June 2018 and will 
be reviewed and updated as needed by 30 March 2017. 

 

 

 

http://www.health.gov.au/PHN
mailto:Chrys.Grogan@health.gov.au
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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  

– in this section the PHN can provide a summary of the process undertaken; expand on any issues that 

may not be fully captured in the reporting tables; and identify areas where further developmental work 

may be required (expand this field as necessary)  

 

Hunter New England and Central Coast PHN (HNECC) delivers innovative, locally relevant solutions that 

measurably improve the health outcomes of our communities, working towards our vision of “Healthy 

People and Healthy Communities”. Aboriginal Health is a key priority for HNECC where we are working 

to Close the Gap by improving health outcomes for our Aboriginal and Torres Strait Islander community 

members. We support the following definition of Aboriginal Health: 

“Aboriginal health means not just the physical wellbeing of an individual but refers to the social, 

emotional and cultural wellbeing of the whole community in which each individual is able to achieve 

their full potential as a human being thereby bringing about the total well-being of their community”. 

 

An Aboriginal Health Needs Assessment was conducted by HNECC to identify local health priorities for 

action, and inform and guide the activities of HNECC in achieving better health outcomes for 

Aboriginal communities across the region. The findings of this Needs Assessment are presented in 

Tables 1 and 2 of this document and Table 3 presents the opportunities, priorities and options for 

action against these findings. Throughout this report, the term ‘Aboriginal people’ refers to all 

persons who identified themselves as being of Aboriginal, Torres Strait Islander, or both Aboriginal 

and Torres Strait Islander heritage.  

 

Health and Service Needs Analysis 

To understand the health status and needs of the Aboriginal population and communities across the 

HNECC PHN region, the project team: 

• collated a range of high quality, publically available quantitative data, along with general practice 

and workforce data held by HNECC. Data from PAT CAT tool was analysed. Aggregated data from 

almost 1,000,000 patients of 117 General Practices. 4% of data was for Aboriginal patients. Data was 

not obtained from Aboriginal Medical Services.  

• interviewed a range of key stakeholders from across the HNECC PHN region to obtain their views as 

to the health needs of Aboriginal and Torres Strait Islander people, as well as barriers to service 

access and gaps in health service delivery. Stakeholder groups represented included: Aboriginal 

consumers and communities; Aboriginal Medical Services; General Practitioners and other general 

practice staff; private health providers; non-government organisations; and local, state and 

commonwealth government organisations. Stakeholders were also asked to comment on 

opportunities to improve health outcomes for Aboriginal people in the HNECC PHN region.  

• undertook a literature review examining the experience of health service access for Aboriginal 

people. 

 

Insights from key stakeholders were integrated with the quantitative data and findings form the 

literature review to supplement, support and build a deeper understanding of health needs and 

issues, and fourteen regional priority Aboriginal health needs were recognised.  

 

Opportunities, Priorities and Options 
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In addition to alignment to the vision, scope and objectives of HNECC, the options listed in Table 3 to 

address regional health priorities were identified by considering:  

• Current commissioned activities: building on established success and providing continuity; 

• Evidence base: effectiveness of ongoing and new activities; 

• Avoiding duplication of existing activities;  

• Resource feasibility: the resources and primary health care capacity available;  

• Risks: the risks that an activity may pose and mitigation strategies.  

 

Further Resources 

The following resources detailing the Aboriginal health profile and needs of the HNECC PHN region 

are available at http://www.hneccphn.com.au  

• The HNECC Aboriginal Health and Wellbeing Needs Assessment Report  

• The HNECC Aboriginal Health and Wellbeing Needs and Action Summary  

• The HNECC Aboriginal Health Profile 2016 

The development of these resources has assisted HNECC to develop a more accurate and detailed 

understanding of local Aboriginal health needs and have aided in obtaining information to localise 

national headline indicators. 

 

Additional Data Needs and Gaps (approximately 400 words) 

– in this section the PHN can outline any issues experienced in obtaining and using data for the needs 

assessment. In particular, the PHN can outline any gaps in the data available on the PHN website, and 

identify any additional data required. The PHN may also provide comment on data accessibility on the 

PHN website, including the secure access areas. (Expand field as necessary). 

PHN Website accessibility 

The PHN website is an ideal portal for PHNs to retrieve data that supports key priorities. The site has 

improved over time, and as it continues to grow, accessibility could be greatly improved by: 

 Clear labelling of links to data files, including content and publication date 

 Publication of data dictionaries and any metadata regarding specific datasets 

 Publication of update schedules for each data set 

 A subscription service alerting subscribers to new and updated data, including secure data 

Additional data required 

Selected data in this report is presented at a national or state level due to limited availability of more 

granular Aboriginal Health data. Where possible, data was sourced at a more local level from a variety 

of publically available sources. 

 

To enhance and strengthen the understanding of our health landscapes, it would be beneficial to see 

the following data further developed and made available to PHNs: 

• Australian Institute of Health and Welfare reports – e.g. ‘Australia’s Health’; ‘The Health of Aboriginal 

and Torres Strait Islander People’; ‘Rural, regional and remote health’. Currently we extrapolate findings 

from these reports regarding health and social factors to our region. This data made available for PHN 

areas would be more advantageous 

• National Health Service Directory - It would be beneficial if names, locations and service delivery 

details of health services, General Practice, allied health, pharmacies etc. were available for download 

by PHN region; Website usage statistics with a focus on PHN region would provide insight into directory 

awareness and relevance (HealthDirect) 

• Service utilisation rates for public mental health and community based services, at a local level by 

diagnosis / presenting issue, gender, age group, Indigenous status and area of residence 

• Outcomes for patients of public and primary mental health services at a local level 

http://www.hneccphn.com.au/
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Additional comments or feedback (approximately 500 words) 

– in this section the PHN can provide any other comments or feedback on the needs assessment process, 

including any suggestions that may improve the needs assessment process, outputs, or outcomes in 

future (expand field as necessary). 
 

Performance Measures 

HNECC is developing a Health Outcomes Framework to support the measurement and reporting of the 

health and well-being outcomes of HNECC activities. The Framework will guide efforts in delivering a 

primary health system that supports HNECC PHN residents to be as healthy as they can be, while 

enhancing patient experience and care outcomes, improving the experience of the clinician, and driving 

greater value for investments. To assist in identifying local indicators to measure the attainment of 

intended outcomes for each activity, we have altered table 3 to reflect the recommended process 

outlined in the ‘PHN Performance Framework’. Under ‘Possible Performance Measurement’, we have 

included additional columns to capture the following:   

• Availability of appropriate indictors from national datasets 

• PHN identified outcome measures 

• PHN identified process/output measures 

The activities of HNECC occur in an environment where multiple programs and policies are 

simultaneously attempting to achieve improvement across the health system. With this in mind, we 

have made an attempt to indicate whether changes in a particular national indicator is anticipated to 

be a direct or indirect result of the contribution of HNECC and its providers. Attributing a change in 

national indicators directly to the activities of HNECC depends on a number of factors, including the 

characteristics of the activities pursued, the specification of the indicators and the local context. If an 

activity is targeting sub-PHN region, and data to support the measure is available at sub-PHN 

geography, such as SA3, this has been mentioned.  

These suggested possible performance measures have assisted HNECC to relate our activities and 

associated indicators to the objectives of PHNs, national priority areas, and/or national headline 

indicators, and will: 

-  be further developed and refined with assistance from external evaluation experts, initially focussing 

on the development, collection and analysis of PREMS and PROMs and establishing targets;  

-  be reviewed by relevant HNECC program managers, who along with relevant stakeholders and service 

providers, will select the most appropriate local indicator(s) and targets for each activity they undertake 

that best demonstrate their effect on local priorities. This will be included in HNECC Activity Work Plans; 

- aid in the development of the HNECC PHN Outcomes Framework.  

Ongoing Investigative Work 

Whilst the information supplied in this needs assessment addresses some gaps in knowledge, further 

in-depth work targeting specific regional health priorities is still required to ensure greater 

understanding of particular health issues impacting on our local Aboriginal communities and to ensure 

effective commissioning of services. This needs assessment will be updated and refreshed as we 

continue to build upon this information and deepen our knowledge and understanding of the health 

needs and issues experienced by Aboriginal people across our region, in particular through ongoing 

conversations with our key stakeholder groups.
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Section 2 – Outcomes of the health needs analysis 
This section summarises the findings of the health needs analysis in the table below. For more information refer to Table 1 in ‘5. Summarising the Findings’ in the Needs 

Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 1 

Outcomes of the health needs analysis  

Identified need Key Issue Description of Evidence 

Shorter life expectancy than the non-

Indigenous population 

 

 

Life expectancy for the Aboriginal population (73.7 years for females and 69.1 years for 
males) is around 10 years less than the non-Indigenous population (83.2 years for 
females and 79.7 years for males). Health risk factors and chronic illness are more 
prevalent in the Aboriginal population and contribute to this shorter life expectancy.  The 
Aboriginal population has a considerably younger age profile than the non-Indigenous 
population due to higher rates of fertility, and deaths occurring at younger ages.  
 
Aboriginal people living in rural and remote areas experience more socioeconomic 
disadvantage and have shorter life expectance than those living in cities and large towns. 
The Overcoming Indigenous Disadvantage 2016 Report states that life expectancy is 
influenced by: employment; education; housing; sanitation; and access to healthcare. 
Life expectancy can be increased by: increasing engagement in positive health 
behaviours; improving access to high quality health services; providing greater levels of 
preventative care; increasing early diagnosis of disease; and effectively treating chronic 
disease. 
 

SCRGSP (Steering Committee for the Review of 
Government Service Provision). (2016). Overcoming 
Indigenous Disadvantage: Key Indicators 2016, 
Productivity Commission, Canberra, ACT. 
 
Australian Institute of Health and Welfare (AIHW). 
(2010). Contribution of chronic disease to the gap in 
adult mortality between Aboriginal and Torres Strait 
Islander and other Australians. Canberra, ACT: AIHW. 
 

Australian Institute of Health and Welfare (AIHW). 
(2014). Mortality and life expectancy of Indigenous 
Australians 2008 to 2012. Canberra, ACT: AIHW. 
 
Australian Institute of Health and Welfare (AIHW). 
(2014). Aboriginal and Torres Strait Islander Health 
Performance Framework Report 2014: detailed 
analysis. Canberra, ACT: AIHW. 
 
Australian Institute of Health and Welfare (AIHW). 
(2015). The health and welfare of Australia’s 
Aboriginal and Torres Strait Islander peoples 2015. 
Canberra, ACT: AIHW. 
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Socioeconomic disadvantage is contributing 

to poorer health outcomes, particular areas 

of disadvantage are Tenterfield-Jubullum 

Village, Moree Plains, and Guyra-Tinga 

 

The social determinants of health play a vital role in determining the physical and mental 

health of individuals and communities. Socioeconomic disadvantage directly correlates 

with poor health, higher incidence of risky health behaviours and reduced access to 

health services. Socioeconomic disadvantage, including homelessness and insecure 

housing, is contributing to the poor health outcomes experienced by Aboriginal people 

across the HNECC PHN region. Our stakeholders see the social context of health as 

critical, with improved health outcomes for Aboriginal people requiring a holistic 

approach incorporating physical, mental, cultural and social aspects of wellbeing. 

 
In 2012-13, in Australia, just under half (47%) of Aboriginal people aged 15-64 years were 

employed, with an unemployment rate that was more than four times higher than that 

of non-Indigenous people.  In 2011, in NSW, 17% of the potential Aboriginal labour force 

was unemployed. In the HNECC PHN region, unemployment was greatest amongst 

Aboriginal people living in Tenterfield (33.3%), Guyra (33.3%), and Glen Innes Severn 

(30.8%) LGAs, and lowest for those in Dungog (5.4%), Singleton (9.7%) and Upper Hunter 

Shire (9.7%) LGAs.   

 
Aboriginal people are consistently more socioeconomically disadvantaged than non-
Indigenous people and Aboriginal people living in rural and remote areas experience 
more socioeconomic disadvantage and have shorter life expectancy than those living in 
cities and large towns.  Indigenous Areas with the most relative disadvantage in the 
region are Tenterfield-Jubullum Village (83), Moree Plains (82), and Guyra-Tingha (80), 
which are considerably more disadvantaged than the NSW and Australian averages (41 
and 46 respectively).  The most relatively advantaged Indigenous Areas are Newcastle 
(15), Gosford (16) and the Upper Hunter (19). 
 

Blakely, T., Hales, S., & Woodward, A. (2004). 
Poverty: assessing the distribution of health risks by 
socioeconomic position at national and local levels. 
Geneva: World Health Organisation. 
 

Turrell, G., & Mathers, C. D. (2000). Socioeconomic 

status and health in Australia. The Medical Journal of 

Australia, 172(9), 434-438 

 

Australian Institute of Health and Welfare (AIHW). 

(2014). Aboriginal and Torres Strait Islander Health 

Performance Framework Report 2014: detailed 

analysis. Canberra, ACT: AIHW. 

 

Indigenous Relative Socioeconomic Outcomes Index 

2011, (Centre for Epidemiology and Evidence, 2017). 

Key stakeholder interviews  

 

Australian Bureau of Statistics. Dwelling Internet 
Access (Local Government Area). 2016. 
 
Public Health Information Development Unit. 
Aboriginal & Torres Strait Islander Social Health Atlas 
of Australia - Data released: October 2013 - By 
Statistical Local Area and Indigenous Area, based on 
the ASGC 2006 or ASGC 2011; and Medicare Local. 
2013. 

High prevalence of overweight and obesity, 

and health risk behaviours, including 

smoking, poor nutrition, physical inactivity, 

alcohol and other drug misuse 

 

Life expectancy is influenced by socioeconomic factors such as disadvantage, racism and 
stress which can lead to unhealthy lifestyle behaviours and reduced access to health 
services, resulting in poorer health outcomes. A reduction in the prevalence of key 
modifiable health risk behaviours will promote health and prevent occurrence of disease. 
Health risk factors including smoking, poor nutrition, physical inactivity and alcohol 
consumption contribute to the poorer health status of the Aboriginal population in the 

SCRGSP (Steering Committee for the Review of 
Government Service Provision). (2016). Overcoming 
Indigenous Disadvantage: Key Indicators 2016, 
Productivity Commission, Canberra, ACT. 
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Outcomes of the health needs analysis  

HNECC PHN region. Consultations with the community of Tilligerry Peninsula have 
highlighted a need for health promotion / screening / navigation services. Being 
overweight or obese is a risk factor for many health conditions, with obesity thought to 
make a sizeable contribution to the health gap between Aboriginal people and non-
Indigenous people. Stakeholders have identified a need for healthy eating programs to 
address this issue. In the HNECC PHN region 60.9% of Aboriginal people aged 2 years + 
are overweight (23.2%) or obese (37.7%).  
 
In the HNECC PHN region 36.7% of Aboriginal people aged 15 years+ smoke daily. In NSW 
in 2015, 34.9% of Aboriginal adults aged 16 years and over were current smokers at more 
than two and a half times the non-Indigenous rate (12.9%). From 2001-02 to 2014-15, 
the rate of smoking attributable hospitalisations in NSW increased in the Aboriginal 
population from 962.4 to 1,435.9 per 100,000, in contrast the rate for non-Indigenous 
people decreased from 602.3 to 523.9 per 100,000, increasing the rate difference 
between the two populations from 360.1 to 912 per 100,000, substantially widening the 
gap between Aboriginal and non-Indigenous people. 
  
Stakeholders have also verified that alcohol and other drug misuse is a particular area of 

need for Aboriginal people across the HNECC PHN region. In NSW in 2015, 40.1% of 

Aboriginal adults aged 16 years+ consumed more than 2 standard alcoholic drinks on a 

day when they consumed alcohol, which was more than one and a half times the non-

Indigenous rate (25.5%). From 2001-02 to 2013-14, the rate of alcohol attributable injury 

hospitalisations in NSW increased in the Aboriginal population from 447.2 to 637.2 per 

100,000. Hospitalisation rates for non-Indigenous people also increased during this 

period from 286.7 to 315.8 per 100,000. This increased the rate difference between 

Aboriginal people and non-Indigenous people from 160.5 to 321.4 per 100,000, 

substantially widening the gap between Aboriginal and non-Indigenous people. In NSW 

in 2014-15, Aboriginal people aged 16 years+ accounted for 14% of patients with 

methamphetamine-related hospitalisations. The rate of methamphetamine-related 

hospitalisations for Aboriginal people (431.9 per 100,000) was almost six times that of 

non-Indigenous people (72.8 per 100,000). Data is also available on persons hospitalised, 

with comparison between these two hospitalisation indicators providing insight into the 

number of people who have been hospitalised on multiple occasions for 

methamphetamine-related reasons. The rate of Aboriginal persons hospitalised (342.6 

Rates of smoking attributable hospitalisations by 

Aboriginality and sex; Rates of smoking attributable 

hospitalisations by Aboriginality and sex, NSW 2001-

02 to 2014-15, (Centre for Epidemiology and 

Evidence, 2016). 

Proportion of people aged 16 years and over, 

consuming more than 2 standard drinks on a day 

when consuming alcohol, by Aboriginality, NSW 2015, 

(Centre for Epidemiology and Evidence, 2016). 

Alcohol attributable injury hospitalisations by 

Aboriginality, NSW 2001-02 to 2013-14 (Centre for 

Epidemiology and Evidence, 2016). 

Rates of methamphetamine-related hospitalisations 

and persons hospitalised, by Aboriginality and sex, 

persons aged 16 years and over, NSW 2014-15 

(Centre for Epidemiology and Evidence, 2016). 

 
Australian Institute of Health and Welfare (AIHW). 
(2015). Aboriginal and Torres Strait Islander Health 
Performance Framework 2014 report: New South 
Wales. Canberra, ACT: AIHW.  

 
Australian Indigenous HealthInfoNet. (2016). 
Overview of Australian Indigenous and Torres Strait 
Islander health status, 2015. Perth, WA: Australian 
Indigenous HealthInfoNet 
 

Australian Bureau of Statistics (ABS). (2015). 
Australian Aboriginal and Torres Strait Islander 
Health Survey: Updated Results 2012-13. Canberra, 
ACT: ABS. 
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Outcomes of the health needs analysis  

per 100,000) in 2014-15 was six and a half times that of non-Indigenous persons (52.5 

per 100,000).  

 
SEE ALSO: ‘Maternal Health Issues’ IN THIS TABLE 1 

Key stakeholder interviews 
 

 

 

  

Low participation rates in breast screening, 

particularly in Gosford, Wyong and Gwydir 

LGAs, and low cervical screening 

participation rates 

Cancer screening programs aim to reduce illness and mortality from cancer through a 
systematic approach to screening. Consultation with Aboriginal Health Workers, 
Clinicians and Aboriginal community members have revealed multiple cultural based 
issues that impact on the decision to participate in cancer screening activities. Knowledge 
and skills have been identified as enablers to improve cancer screening promotion and 
to ensure best practice by clinicians within the primary care sector. To enable 
improvement in the delivery and promotion of Cancer Screening in General Practice, 
practice system improvements are required.  
 
In order to achieve the greatest benefit to the population from these programs, high 
participation rates are needed. The breast screening participation rate for all women 
aged 50-69 years in the HNECC PHN region in 2014 – 2015 was 57.5% (NSW rate: 51.6%). 
Breast screening participation rates for Aboriginal women in this age group were lower 
however, at 52% within the HNECC PHN region (NSW rate: 40.2%). Breast screening 
participation rates for Aboriginal women varied by LGA across the HNECC PHN region. 
Highest rates of breast screening for Aboriginal women were recorded in Gloucester 
(78.1%), Walcha (71.4%) and Tenterfield (69.7%) LGAs. Lowest rates were recorded in 
the Gosford (27.6%), Wyong (38.1%) and Gwydir (40.1%) LGAs.  
 
Cervical Cancer Screening 
Preliminary workforce analysis in Moree and Tenterfield highlight a service gap, with a 
lack of Practice Nurses, coupled with a skill deficit in Well Women’s training. Identifying 
and recruiting Aboriginal women who are under screened or never screened in the 
general practice environment is problematic due to poor service integration and 
inconsistent use of practice based software. There is also a need for enhanced utilisation 
of recall and reminder systems. Location and access to bulkbilling GP’s is a barrier to 
accessing cervical cancer screening for socioeconomically disadvantaged Aboriginal 
women. Access to bulkbilling practices has been revealed multiple times during 
stakeholder consultation as a barrier for Aboriginal women to access cervical screening. 
Preliminary consultation with clinicians has revealed inconsistency of knowledge around 

Cancer Institute NSW. (2016). Reporting for Better 
Cancer Outcomes Performance Report 2016: Hunter 
New England and Central Coast Primary Health 
Network. Sydney, NSW: Cancer Institute NSW. 
 
HNECC PHN region, breast screening participation 
rates (%) for women aged 50 – 69 years, by LGA and 
Aboriginality, 2014-2015, (Cancer Institute NSW, 
2016). 
 

Australian Health Ministers’ Advisory Council 

(AHMAC). (2015). Aboriginal and Torres Strait 

Islander Health Performance Framework 2014 

Report. Canberra, ACT: AHMAC. 

 

Key stakeholder interviews  

 
Australian Institute of Health and Welfare (AIHW). 
(2015). Cervical screening in Australia 2012-2013. 
Canberra, ACT: AIHW. 
 
Data collected by HNECC through the PAT CAT tool 
 
Mapping of relative accessibility of breast screening 

services, including BreastScreen NSW and private 

services, based on distance and demand; 

Engagement with BreastScreen NSW. 
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Outcomes of the health needs analysis  

changes to cervical cancer screening renewal program and the National Bowel Cancer 
Screening Program.  Reliable data on participation in cervical screening by Aboriginal 
women is unavailable as this information is sourced from pathology forms, where 
Indigenous status is inconsistently recorded. The available evidence however suggests 
that Aboriginal women are under-screened, with estimates of screening rates as much 
as 18% below the average for that particular region. Data collected by HNECC through 
the PAT CAT tool, indicates that as at 31st July 2016, Aboriginal women seen in general 
practices in the HNECC PHN region were 0.7 times as likely to have a record of a Pap Test 
as non-Indigenous women.  
 
Breast Cancer Screening 
Low breast screening rates within Aboriginal and Torres Strait Islander communities has 
been attributed to low levels of health literacy and cultural barriers. Consultation with 
Hunter BreastScreen revealed an increase in screening numbers in Aboriginal and Torres 
Strait Islander communities with enhanced relationships with AMS/ACCHS.  
 
Bowel Screening 
There are multiple access points through which eligible males and females can 
participate in bowel cancer screening. These are delivered through GP’s, NBCSP, 
Pharmacies and NGO’s. There is a lack of integration across these providers, all using 
differing pathology providers who do not provide participation details to the National 
Bowel Screening register. For this reason, it is impossible to determine the true bowel 
screening participation rate. 

GP coverage; female GP coverage; and number and 
location of practice nurses who have completed the 
Well Women’s Screening course.  
 
General practice workforce audit; consultation with 
the HNECC Practice support team and practice staff; 
Hunter BreastScreen; Multi-cultural services CCLHD; 
GP consultation; consultation with Aboriginal Health 
workers, clinicians and Aboriginal community 
members; consultation with clinicians. 
   

Maternal health issues, including smoking 

during pregnancy and low birthweight 

babies, particularly in the New England 

area, and a need for improved coordination 

between prenatal services 

 

A study of medical records from primary health care centres across Australia found that 
Aboriginal women were four times more likely to miss out on screening for antenatal 
emotional wellbeing than non-Aboriginal women. There is a need to address maternal 
health issues, including increasing the rate of Aboriginal mothers in the HNECC PHN 
region having their first antenatal visit before 14 weeks, smoking during pregnancy and 
low birthweight babies, particularly in the New England sub-region. Young child mortality 
can be reduced through improvements in socioeconomic factors, and enhanced primary 
care and antenatal care services. Health professionals in the HNECC PHN region have 
identified maternal health as an area of concern for Aboriginal people, and have 
highlighted a need for improved coordination of prenatal care between services. 
 
In 2011-2015 in NSW, the mortality rate for Aboriginal children aged 0-4 years was 111 
per 100,000 compared to 81 per 100,000 for non-Indigenous children. Young child 

National Health Performance Authority (NHPA) 
(2014). Healthy Communities: Child and maternal 
health in 2009-2012. Retrieved from:  
http://www.myhealthycommunities.gov.au/ 
 
Centre for Epidemiology and Evidence (2016). 
HealthStats NSW. [Data Set].  
Retrieved from www.healthstats.nsw.gov.au. 
 
Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

http://www.healthstats.nsw.gov.au/
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Outcomes of the health needs analysis  

mortality can be reduced through improvements in socioeconomic factors, and 
enhanced primary care and antenatal care services. Stakeholders throughout the HNECC 
PHN region have identified maternal health as an area of need for Aboriginal people, and 
have called for improved coordination of prenatal care between services.  
 
The rates of smoking during pregnancy amongst Aboriginal women across the HNECC 
PHN region are high, particularly in the New England sub-region, where there is also a 
high proportion of low birth weight babies born to Aboriginal women. In the HNECC PHN 
region, 43.0% of Aboriginal women smoke during pregnancy, compared to 12.0% of non-
Indigenous women and 10.8% of babies born to Aboriginal mothers are of low birth 
weight, compared to 6.5% of those born to non-Indigenous mothers.  
 
The rates of antenatal visits in the first trimester for Aboriginal women across the HNECC 
PHN region are above the national average, but below the average for all women. 61.0% 
of Aboriginal mothers in the HNECC PHN region have their first antenatal visit before 14 
weeks, compared to 72.5% of non-Indigenous mothers. From 2006-07 to 2014-15, 
maternal, neonatal and congenital hospitalisations in the HNECC PHN region increased 
in the Aboriginal population from 3,284.6 to 3,774.5 per 100,000. In contrast, 
hospitalisations for non-Indigenous people decreased over this period from 3,246.7 to 
2,677.3 per 100,000. This increased the rate difference between Aboriginal people and 
non-Indigenous people from 37.9 to 1,097.2 per 100,000, substantially widening the gap.  

region, 2006-07 to 2014-15, (Centre for Epidemiology 

and Evidence, 2016). 

 
Commonwealth of Australia, Department of the 
Prime Minister and Cabinet. (2017). Closing the Gap 
Prime Minister’s Report 2017. Canberra, ACT: 
Commonwealth of Australia. 
 
Australian Health Ministers’ Advisory Council 
(AHMAC). (2015). Aboriginal and Torres Strait 
Islander Health Performance Framework 2014 
Report. Canberra, ACT: AHMAC. 
 
Key stakeholder interviews 

 

Gausia, K., Thompson, S., Nagel, T., Rumbold, A., 
Connors, C., Matthews, V., . . . Bailie, R. (2013). 
Antenatal emotional wellbeing screening in 
Aboriginal and Torres Strait Islander primary health 
care services in Australia. Contemporary Nurse, 46(1), 
73-82. 
 

Lower immunisation rates for 1 and 2 year 

old children 

In 2014-15, immunisation rates for 1 and 2 year old Aboriginal children (92.4% and 89.9% 
respectively) were lower than the average for all children in the HNECC PHN region 
(93.1% and 91.3%), but higher than the state (91.2% and 88.5%) and national (88.7% and  
86.2%) averages. The immunisation rate for 5 year old Aboriginal children in the HNECC 
PHN region (95.7%) however, was higher than all jurisdictional averages, NSW (95.3%) 
and Australia (93.9%), and the rate for all children in the HNECC PHN region (94.8%). Data 
collected by HNECC through the PAT CAT tool, indicates that as at 31st July 2016, 
Aboriginal children seen in general practices within the HNECC PHN region were 0.9 times 
as likely to be recorded as immunised as non-Indigenous children. 

Australian Childhood Immunisation Register (ACIR). 
(2015). Australian Childhood Immunisation Register – 
Coverage Report June 2015. Canberra, ACT: 
Department of Health. 
 

Data collected by HNECC through the PAT CAT tool 

High rates of chronic disease, with 

diabetes, cancer and kidney disease of 

particular concern 

Chronic disease is a substantial area of need for Aboriginal people in the HNECC PHN 
region, with 73% of Aboriginal people reporting at least one long-term health condition.  
Health professionals from across the HNECC PHN region have highlighted chronic disease 
as an area of need for Aboriginal people. Effective treatment of chronic disease can slow 

Australian Bureau of Statistics (ABS). (2015). 
Australian Aboriginal and Torres Strait Islander 
Health Survey: Updated Results 2012-13. Canberra, 
ACT: ABS. 
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disease progression, enhance quality of life, increase life expectancy and save health 
resources. Stakeholders have particularly highlighted diabetes, cancer and kidney 
disease as health needs for local Aboriginal communities. Stakeholders have called for 
better care coordination and improved follow up care for Aboriginal people with chronic 
disease. 
 
Respiratory Illness 

In NSW from 2001-02 to 2013-14, the rate of acute respiratory infection hospitalisations 

increased in the Aboriginal population aged 0-4 years from 4,366.6 to 5,784.5 per 

100,000. Hospitalisation rates for non-Indigenous people decreased over this period 

from 3,600.1 to 3,165.3, increasing the rate difference between Aboriginal people and 

non-Indigenous people from 766.5 to 2,619.2 per 100,000. In NSW from 2001-02 to 2014-

15, the rate of chronic obstructive pulmonary disease hospitalisations increased in the 

Aboriginal population aged 65 years+ from 3,236.7 to 6,003.0 per 100,000. The rate for 

non-Indigenous people decreased from 1,664.2 to 1,452.0 per 100,000, increasing the 

rate difference between Aboriginal people and non-Indigenous people from 1,572.5 to 

4,551 per 100,000. During this period, chronic obstructive disease hospitalisations 

increased in the Aboriginal population of all ages from 745.6 to 1,171.3 per 100,000. With 

hospitalisations for non-Indigenous people of all ages decreasing from 274.4 to 232.7 per 

100,000, this increased the rate difference between Aboriginal and non-Indigenous 

people of all ages from 471.2 to 938.6 per 100,000. In 2008-12, there were 289 deaths 

from respiratory diseases for Aboriginal people, at a rate of 89 per 100,000 compared 

with 51 per 100,000 for non-Indigenous people. In the HNECC PHN region in 2012-13, 

22.6% of Aboriginal people reported that they had asthma. Data collected by HNECC 

through the PAT CAT tool, indicates that as at 31st July 2016, Aboriginal patients of 

general practice in the HNECC PHN region were 1.3 times as likely to have a diagnosis of 

asthma, and 1.2 times as likely to have a diagnosis of COPD as non-Indigenous patients.  

 

Circulatory Disease 

In 2012-13 in NSW, 13% of Aboriginal people aged 2 years+ reported suffering a 

circulatory condition, with Aboriginal people 1.2 times as likely to have a circulatory 

condition as non-Indigenous people. In NSW from 2001-02 to 2014-15, rates of 

circulatory disease hospitalisations increased in the Aboriginal population from 2,252.9 

 

Thomas, SL, Zhao, Y, Guthridge, SL & Wakerman, J 
2014, ‘The cost-effectiveness of primary care for 
Indigenous Australians with diabetes living in remote 
Northern Territory 
communities’, The Medical journal of Australia, vol. 

200, no. 11, pp. 658–62. 

 

Australian Institute of Health and Welfare (AIHW). 
(2015). Aboriginal and Torres Strait Islander Health 
Performance Framework 2014 report: New South 
Wales. Canberra, ACT: AIHW.  
 

Acute respiratory infection hospitalisation rates by 

Aboriginality and sex, persons aged 0-4 years, NSW 

2001-02 to 2013-14, (Centre for Epidemiology and 

Evidence, 2016).   

 

Rates of circulatory disease hospitalisations for 

Aboriginal people, by disease type, NSW 2001-02 to 

2014-15, (Centre for Epidemiology and Evidence, 

2016).   

 

Proportion of people aged 16 years+ with diabetes or 

high blood glucose by Aboriginality, NSW 2015, 

(Centre for Epidemiology and Evidence, 2016).   

 

Rates of hospitalisations for diabetes by Aboriginality 

and sex, NSW 2010-11 to 2014-15, (Centre for 

Epidemiology and Evidence, 2016).   
 

Chronic obstructive pulmonary disease hospitalisation 

rates, by Aboriginality, persons of all ages and aged 
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Outcomes of the health needs analysis  

to 2,829.3 per 100,000. During this period, coronary heart disease, other circulatory 

diseases, and heart failure were consistently responsible for the highest rates of 

circulatory disease hospitalisations for Aboriginal people. Over this period, the rate of 

hospitalisations for Aboriginal people for coronary heart disease increased from 959.3 to 

1,000.8 per 100,000, whilst those for other circulatory diseases increased from 459.1 to 

642.9 per 100,000, and those for heart failure increased from 392.7 to 446.7 per 100,000. 

In 2008-12, there were 890 deaths of Aboriginal people caused by circulatory disease, at 

a rate of 256 per 100,000, compared to 194 per 100,000 for non-Indigenous people. 

Between 1998 and 2012, the mortality rate from circulatory disease among Aboriginal 

people decreased from 337 to 247 per 100,000. A similar decrease was also seen among 

non-Indigenous people, from 292 to 174 per 100,000.  Data collected by HNECC through 

the PAT CAT tool, indicates that as at 31st July 2016, Aboriginal patients of general 

practices in the HNECC PHN region were 0.8 times as likely to have a diagnosis of 

coronary heart disease recorded as non-Indigenous patients. 

 

Diabetes 

In NSW in 2015, 17.2% of Aboriginal adults aged 16 years+ had diabetes or high blood 

glucose, more than two times the non-Indigenous rate (8.5%). From 2010-11 to 2014-15, 

the rate of diabetes hospitalisations increased in the Aboriginal population from 442.7 to 

488.4 per 100,000. There was a slight increase in hospitalisations for non-Indigenous 

people from 137.5 to 140.5 per 100,000, which saw an increase in the rate difference 

between Aboriginal people and non-Indigenous people from 305.2 to 347.9 per 100,000. 

Data collected by HNECC through the PAT CAT tool, indicates that as at 31st July 2016, 

Aboriginal patients of general practices in the HNECC PHN region were 1.2 times as likely 

to have a diagnosis of Type II Diabetes recorded as non-Indigenous patients. In 

accordance with the data, health professionals in the HNECC PHN region have identified 

diabetes as a health need for Aboriginal people. 

 

Kidney Disease 

In 2012-13 in NSW, the rate of chronic kidney disease among Aboriginal people aged 18 

years+ was 18 per 100, compared with 11 per 100 for non-Indigenous people. In 2010-

12, the incidence of treated end stage kidney disease for Aboriginal people was 34 per 

65 years and over, NSW 2001-02 to 2014-15 (Centre 

for Epidemiology and Evidence, 2016).   

 

Rate of hospitalisations for dialysis by Aboriginality, 

HNECC PHN region, 2006-07 to 2014-15, (Centre for 

Epidemiology and Evidence, 2016). 

 

Australian Institute of Health and Welfare (AIHW). 
(2015). The health and welfare of Australia’s 
Aboriginal and Torres Strait Islander peoples 2015. 
Canberra, ACT: AIHW. 
 

West, S., Rubin, G., Broman, A., Munoz, B., Bandeen-
Roche, K., & Turano, K. (2002). How does visual 
impairment affect performance on tasks of everyday 
life?: the SEE project. Archives of Ophthalmology, 120, 
774. 
 

Data collected by HNECC through the PAT CAT tool  
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100,000, compared with 10 per 100,000 for non-Indigenous people. Between 1996 and 

2012, the incidence of treated end stage kidney disease for Aboriginal people increased 

significantly from 7 per 100,000 to 22 per 100,000. Data on hospitalisations for dialysis 

indicates an increase in rates since 2008-2009 and a widening in the gap between 

Aboriginal and non-Indigenous populations. Between 2006-07 and 2014-15, 

hospitalisations for dialysis in the HNECC PHN region increased for Aboriginal people 

from 12,248.8 to 17,007.2 per 100,000. As dialysis hospitalisations remained quite stable 

for non-Indigenous people over this time, from 3,462.5 to 3,650.5 per 100,000, this has 

substantially increased the rate difference between Aboriginal people and non-

Indigenous people from 8,786.3 to 13,356.7 per 100,000. In 2008-12, there were 64 

deaths from kidney disease of Aboriginal people in NSW, a rate of 21 per 100,000, 

compared with the non-Indigenous rate of 12 per 100,000. Data collected by HNECC 

through the PAT CAT tool, indicates that as at 31st July 2016, Aboriginal patients of 

general practices in the HNECC PHN region were 0.6 times as likely to have a diagnosis of 

a renal condition recorded as non-Indigenous patients. In accordance with the data, 

health professionals in the HNECC PHN region have identified kidney disease as a health 

need for Aboriginal people. 

 

Cancer 

In 2005-09 in NSW, the rate of selected cancer incidence for Aboriginal people (406 per 

100,000) was lower than for non-Indigenous people (423 per 100,000), although the 

incidence of cervical cancer among Aboriginal females was 10 per 100,000 compared 

with 6 per 100,000 for non-Indigenous females. In 2011-12 and 2012-13, Aboriginal 

people were hospitalised for cancer at a rate of 5.2 per 1,000, which was 0.7 times the 

rate for non-Indigenous people. In 2008-12, the cancer mortality rate for Aboriginal 

people (195 per 100,000) was higher than for non-Indigenous people (177 per 100,000). 

From 1998 to 2012, the cancer mortality rate for Aboriginal people increased by 33%, 

and as the rate for non-Indigenous people decreased by 7% over this time, there was a 

significant widening of the gap between the two populations. Health professionals in the 

HNECC PHN region have identified cancer as a health need for Aboriginal people. 

 

Other Conditions 
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In 2012-13 in Australia, 20% of Aboriginal people, reported one or more musculoskeletal 

or connective tissue diseases, with a prevalence 1.1 times that of non-Indigenous people. 

In NSW in 2012-13, 12% of Aboriginal people had an ear or hearing problem, which was 

1.4 times that of the non-Indigenous population, and 7% of Aboriginal children aged 

under 15 years had an ear or hearing problem. Between 2011-12 and 2012-13, Aboriginal 

children aged 15 years and under were hospitalised for ear conditions at a similar rate to 

non-Indigenous children. Over the period 2004-05 and 2012-13, the hospitalisation rate 

for Aboriginal people due to ear conditions increased from 1.8 per 1,000 to 2.3 per 1,000. 

In 2012-13 in NSW, 36% of Aboriginal people reported eye or vision problems, with a rate 

ratio between Aboriginal people and non-Indigenous people of 0.9. In 2011-12 and 2012-

13, the hospitalisation rates for eye disease were lower for Aboriginal people (9 per 

1,000) than for non-Indigenous people (13 per 1,000). Over the period 2004-05 to 2012-

13, hospitalisation rates of Aboriginal people for eye disease increased from 3 to 9 per 

1,000, whilst those for non-Indigenous people increased from 10 to 12 per 1,000, 

narrowing the rate difference between the two populations.  

 

SEE ALSO: ‘High rates of mental ill-health’ IN THIS TABLE 1 

High prevalence of dental conditions In NSW in 2008, 33% of Aboriginal children aged 0-14 years reported teeth or gum 

problems. In 2012–13 in NSW, 5% of Aboriginal people aged 15 years and over reported 

complete tooth loss, with a higher rate reported in remote areas of NSW (8%) than non-

remote areas (5%). From 2011–12 to 2012–13 in NSW, Aboriginal people were 

hospitalised for dental conditions at a rate of 2 per 1,000, 1.3 times the rate for non-

Indigenous people. Aboriginal children aged 0–4 years were hospitalised for dental 

conditions at a rate of 7 per 1,000 compared with 3 per 1,000 for their non-Indigenous 

counterparts. Dental health has been identified by health professionals across the HNECC 

PHN region as a substantial health need for Aboriginal people.  

Key stakeholder interviews  

 

Australian Institute of Health and Welfare (AIHW). 
(2015a). Aboriginal and Torres Strait Islander Health 
Performance Framework 2014 report: New South 
Wales. Canberra, ACT: AIHW.  
 
Australian Health Ministers’ Advisory Council 
(AHMAC). (2015). Aboriginal and Torres Strait 
Islander Health Performance Framework 2014 
Report. Canberra, ACT: AHMAC 

High rates of mental ill-health  Mental ill-health, including complex and enduring mental illness, grief and loss, and 

youth mental health have been identified by health professionals across the HNECC PHN 

region as a particular area of need for Aboriginal people.  The impact of intergenerational 

trauma for Aboriginal and Torres Strait Islander peoples, including the impact on family 

functioning, drug and alcohol use and domestic violence was identified as contributing 

Key stakeholder interviews  

 

Psychological distress by Aboriginality, persons aged 

16 years and over, NSW 2003 to 2015 (Centre for 

Epidemiology and Evidence, 2016). 
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to these high needs. There is a need for greater integration between mental health and 

drug and alcohol services, for more flexibility in treatment approaches, and for an 

increased emphasis on culturally appropriate mental health treatment. There is also 

concern amongst health professionals that the physical health needs of Aboriginal people 

experiencing mental illness, particularly severe and complex mental illness, are being 

overlooked. In relation to social and emotional wellbeing, health professionals have 

identified a need for youth programs, including leadership and mentoring, for Aboriginal 

people in the HNECC PHN region. 

 
In NSW in 2015, 21.7% of Aboriginal people aged 16 years+ reported experiencing 

psychological distress, which was more than 1.8 times that reported by non-Indigenous 

people (11.6%). In 2011-12 to 2012-13, the rate of hospitalisations for mental health 

conditions was 23 per 1,000 for Aboriginal people, 1.7 times the rate for non-Indigenous 

people, with a rate difference of 11 per 1,000. This data was reinforced by key themes 

from the consultations, with the mental health needs of Aboriginal peoples considered a 

priority. These findings were consistent across all LGAs throughout the HNECC PHN 

region. The data also shows that the suicide rate amongst Aboriginal people was much 

higher than non-Indigenous people, particularly in younger age groups.  

In 2011-12 to 2012-13, in NSW, the hospitalisation rate for mental health conditions was 

23 per 1,000 for Aboriginal people, 1.7 times higher than the rate for non-Indigenous 

people, with a rate difference of 11 per 1,000. Between 2004-05 and 2012-13, in NSW, 

the hospitalisation rate for mental health conditions for Aboriginal people increased from 

25 to 29 per 1,000, and the rate difference between Aboriginal people and non-

Indigenous people decreased by 5%. Young Aboriginal people were hospitalised for 

mental and behavioural disorders at higher rates than the non-Indigenous population. 

From 2001-02 to 2014-15, hospitalisations for intentional self-harm in NSW increased for 

Aboriginal people from 187.3 to 354.3 per 100,000. As hospitalisations for non-

Indigenous people decreased over this period, from 133.9 to 127.5 per 100,000, the rate 

difference between Aboriginal people and non-Indigenous people increased from 53.4 

to 226.8 per 100,000. Intentional self-harm hospitalisations are consistently more 

common in females than males regardless of Aboriginal heritage.  Between 2001-02 and 

2014-15, hospitalisations for intentional self-harm in NSW for Aboriginal people aged 15-

 

Suicide rates by Aboriginality and sex, NSW 2001-

2005 to 2009-2013, (Centre for Epidemiology and 

Evidence, 2016). 

 

Rates of intentional self-harm hospitalisations by 

Aboriginality and sex, all ages, NSW, 2001-02 to 2014-

15, (Centre for Epidemiology and Evidence, 2016). 

 

Rates of intentional self-harm hospitalisations for 15-

24 year olds, by Aboriginality and sex, NSW, 2001-02 

to 2014-15, (Centre for Epidemiology and Evidence, 

2016). 

 

Australian Institute of Health and Welfare (AIHW). 
(2015). Aboriginal and Torres Strait Islander Health 
Performance Framework 2014 report: New South 
Wales. Canberra, ACT: AIHW.  
 
Australian Institute of Health and Welfare. The health 
and welfare of Australia’s Aboriginal and Torres Strait 

Islander peoples 2015. Canberra: ACT2015. 
 

National Coronial Information System (NCIS). (2016). 
Intentional self-harm fatalities in the Hunter, New 
England and Central Coast Region 2000-2013. 
Unpublished manuscript. 
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24 years increased dramatically from 264.0 to 641.4 per 100,000, whilst those for non-

Indigenous people increased slightly from 261.6 to 300.0 per 100,000, widening the gap 

between Aboriginal and non-Indigenous people. 

 
In NSW from 2001-05 to 2009-13, rates of suicide amongst Aboriginal people increased 
slightly from 12.0 to 12.5 per 100,000. In contrast, rates of suicide among non-Indigenous 
people decreased slightly from 9.4 to 8.9 per 100,000. In 2009-13, the suicide rate for 
Aboriginal males was almost 4 times the rate for Aboriginal females (20.4 per 100,000 
and 5.8 per 100,000 respectively). Data provided by the National Coronial Information 
System indicated that between 2000 and 2013 in the HNECC PHN region, there were 
1,337 deaths recorded as intentional self-harm fatalities. Of these, 38 (2.8%) were deaths 
of Aboriginal people, and 135 (10.1%) were deaths where Indigenous status was 
recorded as unlikely to be known.   
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Section 3 – Outcomes of the service needs analysis 
This section summarises the findings of the service needs analysis in the table below. For more information refer to Table 2 in ‘5. Summarising the Findings’ in the Needs 
Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 2 

Outcomes of the service needs analysis 

Identified need Key Issue Description of Evidence 

Multiple barriers to 

accessing health 

services 

A key contributing factor to the disproportionate burden of disease experienced by Aboriginal people 
is reduced access to health services, which has been verified by stakeholders as an issue for 
Aboriginal communities in the HNECC PHN region. In 2012, 18% of Aboriginal people in NSW aged 16 
years+ reported have difficulty accessing health care. Improved access to high quality health services 
is essential to improving health outcomes and increasing life expectancy for Aboriginal people.   
 
Transport issues were consistently identified by stakeholders across the HNECC PHN region, including 
consumers, as a substantial barrier encountered by Aboriginal people in accessing health services. 
All stakeholders agree that an area wide review of transport is required, with significant involvement 
across a broad range of sectors. Consultation with the community of Tilligerry Peninsula has 
highlighted their need for additional transport services to facilitate access to health and social 
support services.  
 
Our stakeholders have identified cost of accessing health care as a major barrier for Aboriginal people 
in our region accessing services. Findings from Aboriginal health consultations across the HNECC PHN 
region show that cost of health services and medications is a substantial barrier to health service 
access for Aboriginal and Torres Strait Islander people. Anecdotal reports suggest that the cost of GP 
services encourages financially disadvantaged people to attend Emergency Departments where 
medications and diagnostic services will be provided at no cost and in a single visit. This could be 
contributing to the inappropriate use of EDs observed across the region. 
 
Other barriers cited by Aboriginal community members were low motivation and competing work 
and family commitments. Additional barriers perceived by health professionals included: a lack of 

SCRGSP (Steering Committee for the Review of Government Service Provision). 
(2016). Overcoming Indigenous Disadvantage: Key Indicators 2016, Productivity 
Commission, Canberra, ACT. 
 
Centre for Epidemiology and Evidence. (2016). HealthStats NSW. [Data Set]. 

Retrieved from www.healthstats.nsw.gov.au 

 

Baba, J. T., Brolan, C. E., & Hill, P. S. (2014). Aboriginal medical services cure more 
than illness: a qualitative study of how Indigenous services address the health 
impacts of discrimination in Brisbane communities. International Journal of Equity 
in Health, 13(56). 
 

Boudville, A. I., Anjou, M. D., & Taylor, H. R. (2013). Improving eye care for 
Indigenous Australians in primary health care settings. Australian Journal of Rural 
Health, 21(2), 121-127. 
 

Key stakeholder interviews  

 

Consultation with HNECC Hunter Metro Community Advisory Committee, 2016.  

 

AIHW 2008. Rural, regional and remote health: indicators of health system 

performance. Rural Health Series no. 10. Cat. No. PHE 103. Canberra: AIHW. 

http://www.healthstats.nsw.gov.au/
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trust stemming from limited cultural awareness; concerns about the potential for breaches of 
confidentiality when accessing an AMS; low levels of health literacy leading to poor patient 
compliance, and a lack of knowledge of available services; not bringing or having a Medicare card; 
patient discomfort in waiting rooms and consulting rooms; difficulty contacting transient community 
members; limited support navigating the health system; misunderstandings between clients and 
health professionals; a lack of Aboriginal Health Workers; and difficulty for health professionals in 
remaining aware of the different services and programs available to their patients. Health 
professionals raised concerns about people presenting in more advanced stages of disease. GPs have 
asked for more education on the services available for their Aboriginal patients, and stakeholders 
across the HNECC PHN region have identified a need for increased disease prevention and health 
promotion and education activities for Aboriginal people, including youth specific content and a 
focus on increasing awareness of available services. 
 

Three particular service needs in the HNECC PHN region highlighted by stakeholders are: 

 social and emotional wellbeing services in the areas of drug and alcohol, youth and grief 

and loss programs;  

 delivery of, and access to, culturally appropriate health initiatives and services; and 

 a need for localised cultural awareness training for staff working in health services and 

organisations. 

 

Investigative work conducted in the Karuah community has revealed the following key service issues: 

there is a lack of culturally competent and bulk billing general practice services; community and 

public transport is inadequate and expensive; and it is a considerable distance to the nearest after 

hours/emergency services in Maitland or Newcastle.  

 

Rural and remote communities 

Aboriginal people living in rural and remote areas have reduced access to health services and travel 

greater distances to seek medical attention, and report higher rates of some diseases in part due to 

reduced access to preventative health means. GPs, practice nurses, dentists and private allied health 

providers are not spread evenly across the region, with fewer health professionals per head of 

population in rural areas. Geographical location and isolation in rural areas limits access to face-to-

face services and is a challenge in working towards better health outcomes, particularly for people 

who are disadvantaged or vulnerable. Barriers to accessing care are numerous and include distance 

 

World Health Organisation (WHO). (2003). Diet, nutrition and the prevention of 
chronic diseases: report of a joint WHO/FAO expert consultation. Geneva: WHO. 
 

World Health Organisation (WHO). (2011). Rio Political Declaration on Social 

Determinants of Health.  World Conference on Social Determinants of Health, 19-

21 Oct 2011; Rio de Janeiro, Brazil: WHO. 

 

Persons aged 18 years and over who often have difficulty or can't get to places 

needed with transport, ASR per 100, 2010, (PHIDU 2015); Number of Persons 

aged 18 years and over who often have difficulty or can't get to places needed 

with transport, 2010, (PHIDU 2015). 

 

Consultations with Tilligerry Peninsula community members and services. 

 

Persons aged 18 years and over who delayed medical consultation because they 

could not afford it, ASR per 100, 2010; Persons aged 18 years and over who 

delayed purchasing prescribed medication because they could not afford it, ASR 

per 100, 2010 (PHIDU 2015). 

 

 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 20 

 

Outcomes of the service needs analysis 

to services, difficulties getting an appointment, reduced availability of public transport (or cost of 

private travel), and limited availability of services and health workforce in small communities.  

Consultation with Aboriginal and Torres Strait Islander community members and services providers 

across rural and remote areas of the New England region indicated the following: 

 a need for increased outreach capability and workforce capacity for Aboriginal Medical 

Services (AMS’s)  

 remote AMS’s find it difficult to access specialist services on a regular basis  

 limited availability of services and public and private transport for Aboriginal and Torres 

Strait Islander people.   

 

Fragmented care 

and lack of 

integration and 

coordination of 

health services for 

Aboriginal people 

Stakeholders recognise that a lack of integration and coordination of services, and exchange of 
information in the health system is making the system difficult for Aboriginal patients to navigate 
and affecting continuity of care, particularly for those living in regional and rural areas. Patients, 
health professionals and other stakeholders have highlighted the lack of collaboration occurring 
between services and individual providers across the region, particularly with multiple agencies 
working in 'silos', and poor communication and information sharing between providers, including 
hospitals and primary care services. In rural areas and particularly the more western parts of the 
region, the ability to share information is hampered by poor infrastructure, including slow internet 
speeds or no internet at all. A need for enhanced care coordination for Aboriginal people, along with 
greater and more proactive follow-up care, particularly for those people experiencing comorbid 
health conditions, has been identified by stakeholders. Health professionals and Aboriginal 
community members have highlighted a need for more holistic care for Aboriginal people taking into 
consideration mental health, physical health, disability, and social issues. 
 

Mapping system and patient flow. 

 

Key stakeholder interviews  

 

 

 

A low proportion of 

people are 

undergoing a 715 

health assessment 

and there are issues 

with the way in 

which these are 

being undertaken 

Aboriginal people are eligible for an annual 715 health assessment which is designed to support 
earlier detection of disease, and diagnosis and treatment of common, treatable conditions.  The 
number of 715 health assessments has increased across the HNECC PHN region from 2012 to 2016. 
The scale of the increase however varies by sub-region. In the Central Coast sub-region, the number 
of assessments has increased from 117 to 476 per quarter. In the Hunter sub-region this number has 

increased from 680 to 2,284, and in the New England sub-region from 774 to 1,356. Whilst the 

number of 715 health assessments being claimed is increasing across the HNECC PHN region, general 
practice data indicates that only 26% of Aboriginal patients have had one. Stakeholders across the 
HNECC PHN region have flagged issues with the use of the 715 health assessment and the associated 
payment to practices. In particular, there are numerous instances where non-regular primary health 

Australian Institute of Health and Welfare (AIHW). (2016b). Indigenous health 

check (MBS 715) data tool. Retrieved from: http://analytics.aihw.gov.au/ 

 

Key stakeholder interviews  

 

http://analytics.aihw.gov.au/
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care providers have visited a community, performed a number of health assessments and claimed 
the payments, but have not provided the coordination and continuity of care that patients need. 
Other issues raised include: primary care providers not performing all of the components of the 715 
health assessment; and difficulties providing continuity of care for transient populations. 

Lack of culturally 

safe workplaces for 

the Aboriginal 

workforce 

The literature suggests that increasing the Aboriginal workforce in the health system will facilitate 

increased health service access for Aboriginal community members, however it is imperative that 

this workforce is well supported. Aboriginal workers easily cite the benefits of contributing to 

improved health outcomes for Aboriginal people and working with close-knit communities, however 

Aboriginal workers report difficulties also, particularly in maintaining boundaries and separating 

work and personal life. More striking however is that members of the Aboriginal workforce working 

in non-Aboriginal workplaces across the HNECC PHN region consistently report a lack of cultural 

safety in their workplaces due to ignorance on behalf of non-Aboriginal staff and managers; little 

awareness of culture and customs; and a limited understanding of the work practices of Aboriginal 

staff. There are widespread reports of Aboriginal staff experiencing racism, not being listened to, 

and feeling tokenistic, under-valued and isolated. The Aboriginal workforce has identified a 

substantial need for improvement in the cultural competence of the non-Indigenous workforce, 

through for example mandatory cultural awareness or competence training, or compulsory input 

into an organisational Reconciliation Action Plan.  

Key stakeholder interviews  

 

Increasingly high 

hospitalisation 

rates, including 

potentially 

preventable 

hospitalisations  

 

 

 

Potentially preventable hospitalisations for chronic disease are those which could have been 
prevented if earlier preventative care and chronic disease management had been provided. Rates of 
chronic disease PPHs are a good measure of the effectiveness of chronic disease management in a 
population.  In the HNECC PHN region from 2006-07 to 2014-15, the rate of total hospitalisations for 
potentially preventable conditions was substantially higher for Aboriginal people, and consistently 
higher in each of the three condition categories (vaccine-preventable, chronic and acute conditions). 
In accordance with the trend at a state level, there was a widening in the gap between the rates of 
total potentially preventable hospitalisations for Aboriginal and non-Indigenous people across the 
HNECC PHN region.  In the HNECC PHN region, the rate of chronic disease PPHs was substantially 
higher for Aboriginal people (2,655.8 per 100,000 compared to 951 per 100,000), widening the gap 
between the two populations.  The main cause of hospitalisations for Aboriginal people was dialysis 
at almost four times the rate of the non-Indigenous population. This was followed by maternal, 
neonatal and congenital causes; digestive system disease; and injury and poisoning. Hospitalisation 
rates for diabetes for Aboriginal and Torres Strait Islander people are around five times greater than 
those for the non-Aboriginal population and twice as high for COPD. 
 

Thomas, SL, Zhao, Y, Guthridge, SL & Wakerman, J 2014, ‘The cost-effectiveness 

of primary care for Indigenous Australians with diabetes living in remote 

Northern Territory communities’, The Medical journal of Australia, vol. 200, no. 

11, pp. 658–62. 

 

Rate of Potentially Preventable Hospitalisations by category and Aboriginality, 
HNECC PHN region, 2006-07 to 2014-15; Potentially preventable hospitalisations 
by condition, Hunter New England Central Coast PHN, NSW 2015-16; Potentially 
preventable hospitalisations by condition, Aboriginal, NSW 2015-16; Number and 
rate of hospitalisations by Aboriginality, and category of cause, HNECC PHN 
region, 2014-15, Centre for Epidemiology and Evidence, 2016. 
 

myhealthy Communities: Potentially Preventable Hospitalisations in 2015-16 

(AIHW, 2017) 
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Service mapping was conducted across the HNECC PHN region to identify chronic disease 

management and prevention services for the Aboriginal population. Services were mapped for 

diabetes, respiratory disease, cardiovascular disease, cancer, chronic kidney disease, nutrition and 

physical activity. A variety of services and programs were identified for each LGA within the HNECC 

PHN region, where most LGAs had 3 or more services/programs addressing each chronic disease. 

LGAs with limited services/programs included Uralla, where no services were identified, and Gwydir 

where one service was identified for diabetes only. Due the close proximity of Uralla to Armidale, 

staff at Uralla Community Centre advise that patients visit Armidale Aboriginal health services. 

LGAs with a higher number of services/programs identified across each area of chronic illness 

included Liverpool Plains and Inverell, each with 6 or more services for each area of chronic illness. 

HNECC will continue to build upon this information with further data collection and consultation 

with key stakeholders.  

 

 

Service mapping: The majority of the information acquired for this service 

mapping exercise came from Rural Doctors Network funded services. 

Information was also obtained from Aboriginal Medical Service websites, 

community service websites, council services, mainstream Primary Health Care 

Organisations, NGOs, Local Health Districts and the Australian Indigenous 

HealthinfoNet directory. 

 

Key stakeholder interviews  

 

Australian Bureau of Statistics (ABS). (2015).  
 
Australian Aboriginal and Torres Strait Islander Health Survey: Updated Results 
2012-13. Canberra, ACT: ABS. Australian Institute of Health and Welfare (AIHW). 
(2015a).  
 
Australian Institute of Health and Welfare (AIHW). (2015). The health and welfare 
of Australia’s Aboriginal and Torres Strait Islander peoples 2015. Canberra, ACT: 
AIHW. 
 
Australian Indigenous HealthInfoNet. (2016). Overview of Australian Indigenous 
and Torres Strait Islander health status, 2015. Perth, WA: Australian Indigenous 
HealthInfoNet 
 
Consultations with Tilligerry Peninsula community members and services. 

Lack of integration, 

flexibility and 

cultural 

appropriateness of 

mental health and 

drug and alcohol 

services  

 

 

There is a need for greater integration between mental health and drug and alcohol services, for 

more flexibility in treatment approaches, and for an increased emphasis on culturally appropriate 

mental health treatment. There is also concern amongst health professionals that the physical health 

needs of Aboriginal people experiencing mental illness, particularly severe and complex mental 

illness, are being overlooked.  

 

Stakeholders from across the HNECC PHN region have called for greater integration and coordination 

of services to reduce the fragmented nature of care for Aboriginal people. A need for enhanced care 

coordination for Aboriginal people, along with greater and more proactive follow-up care, in 

particular for those people experiencing comorbid health conditions has been identified by 

Key stakeholder interviews  

 
Consultations with Tilligerry Peninsula community members and services. 
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stakeholders. Health professionals and Aboriginal community members have highlighted a need 

more holistic care for Aboriginal people taking into consideration mental health, physical health, 

disability, and social issues. 

 

In relation to social and emotional wellbeing, health professionals have identified a need for youth 

programs, including leadership and mentoring, for Aboriginal people in the HNECC PHN region. In 

support of the findings of the literature review, health professionals have identified a range of 

barriers to mental health service access in the HNECC PHN region including: competing family and 

cultural priorities; a lack of Aboriginal staff or staff of the appropriate gender; a history of service 

mistrust and disengagement; limited awareness of services; doubts related to confidentiality; and 

concerns that the service may not be culturally sensitive. Consultation within the Tillligerry Peninsula 

community has highlighted a need for mental health services, particularly early intervention and low 

intensity services for the general population, but more so for youth. 
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Section 4 – Opportunities, priorities and options 
This section summarises the priorities arising from the Needs Assessment and options for how they will be addressed.  This could include options and priorities that: may be considered in the development of the Activity Work Plan, and supported by PHN 

flexible funding; may be undertaken using programme-specific funding; and may be led or undertaken by another agency. 

Table 3 

Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Sh
o

rt
e

r 
lif

e 
e

xp
ec

ta
n

cy
 

Support General Practice Quality improvement activities 

including increasing the uptake of Aboriginal specific 

Medicare Benefits Schedule items such as the 715 health 

assessment. 

Increased access to the 715 Health Assessment, 

improve health outcomes of Aboriginal people 

by early diagnosis of disease. 

YES 

- MBS 715 Health Assessment, HNECC PHN, 2013-

14, number of health checks, usage rate (not as 

current AIHW Indigenous Health Checks (MBS 715) 

data tool 

- MBS 715 Health Assessment, by quarter, number 

of services, benefit, number of practitioners, only 

available at previous Medicare Local regions and  

Medicare Australia Statistics as below) 

Australian Institute of Health and Welfare (AIHW). 

(2016b). Indigenous health check (MBS 715) data 

tool 

Number of PIP practices, by quarter, PHN region 

receiving an:  

 Indigenous Health Incentive Tier 1 payment  

 Indigenous Health Incentive Tier 2 payment 

 at least one Indigenous Health Incentive 

patient registration payment  

 Indigenous Health Incentive sign on payment  

By quarter, PHN region  
Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

Proportion of Aboriginal clients with 715 health 

assessments conducted 

- PROMs Validated measure for Aboriginal 

populations yet to be identified: Quality of life; 

Self-efficacy; self-reported health status 

- Uptake of self-management tools (e.g.; COPD 
Action Plan, Heart Failure Action Plan, GP 
Management Plan/Team Care Arrangements)  
 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 
story/ journey; Observation; interviews 
- Details of quality improvement activities by mainstream 
practices to support culturally appropriate health care, e.g.: 
Audits, systems improvement such as recall and reminder 
systems;  
 
 

HNECC 
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Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

Improved health outcomes for Aboriginal and 

Torres Strait Islander people with chronic 

health conditions through better access to 

coordinated, multidisciplinary, culturally 

appropriate mainstream primary care services 

(including but not limited to general practice, 

allied health and specialists). 

Improved culturally safety of workplaces and 

primary care services. 

 

 

YES 

- MBS 715 Health Assessment, HNECC PHN, 2013-

14, number of health checks, usage rate (not as 

current as below) 

AIHW Indigenous Health Checks (MBS 715) data tool 

- MBS 715 Health Assessment, by quarter, number 

of services, benefit, number of practitioners, only 

available at previous Medicare Local regions and  

Medicare Australia Statistics  

- Potentially preventable hospitalisations, Chronic 

conditions, by Aboriginality, 2014-15, HNECC PHN 

region 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

Number of PIP practices, by quarter, PHN region 

receiving an:  

 Indigenous Health Incentive Tier 1 payment  

 Indigenous Health Incentive Tier 2 payment 

 at least one Indigenous Health Incentive 

patient registration payment  

 Indigenous Health Incentive sign on payment  

By quarter, PHN region  

- Changes to individuals' capacity in 4 domains; 

Health System Navigation, Skills and Technique 

Acquisition, Self-monitoring and Insight, and 

the level of Social Integration and Support 

measured through pre and post survey at 

assessment/initial interview, at 6 mthly 

sessions and/ or exit assessment e.g. modified 

and validated Health Education Impact 

Questionnaire (heiQ) 

- PROMs Validated measure for Aboriginal 

populations yet to be identified: Quality of life; 

Self-efficacy; self-reported health status 

- Uptake of self-management tools (e.g.; COPD 
Action Plan, Heart Failure Action Plan, GP 
Management Plan/Team Care Arrangements)  
- GP/ Care Coordinator/ Aboriginal Outreach 

Worker experience  

- Newer attempts to measure integrated care 

e.g. Singer, Picker Institute Europe 

- Pre and post professional training surveys: 

Changes in knowledge and practice 

 

 

- Number, FTE and location of Care Coordinators and outreach 

workers commissioned  

- Clients: Age; Gender; Location of residence (LGA level data); 
Diagnosis (key issue for referral); Date of referral; Referral 
source; Date of exit  
- Number and type of referral 
- Number of clients on waiting list; Length of time waiting for 
service (initial assessment)  
- PREMs: Surveys paper and electronic; Focus Groups; Patient 
story/ journey; Observation; interviews 
- Care Coordination Activities and Handover: Number of: initial 
assessments completed; GP case conferences attended; GP 
engagement activities; Specialist engagement activities; 
occasions of service (care coordination and supplementary 
services); referrals to other relevant support services and 
providers (clinical and social)  
- Aboriginal Outreach Workers Number of: Events, Elders 
groups, meetings attended to promote and encourage 
Aboriginal and Torres Strait Islander people to use primary care 
services; Aboriginal and Torres Strait Islander people assisted 
with travel to and from appointments; Attendances at 
appointments with GPs/ referred specialist services/ allied 
health/ relevant diagnostic tests and /or referrals to other 
primary health care providers; Patients supported by collection 
of prescribed medications pharmacist; Aboriginal and Torres 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

Proportion of Aboriginal clients with 715 health 

assessments conducted; pt. proportion of target 

population with an up to date pap test undertaken 

and recorded 

 
 

 

Strait Islander clients registered for a Medicare card; Referrals 
to support, social and outreach services provided  
- Indigenous Health Project Officer: Details of quality 
improvement activities by mainstream practices to support 
culturally appropriate health care, e.g.: Audits, systems 
improvement such as recall and reminder systems;  
Supplementary Services:  
• Allied health – number of services purchased and brokered  
• List the top three Allied health services used  
• Specialists – number services purchased and brokered  
• Transport – number purchased and brokered  
• Number and type of Medical aids. 

- Feedback from Aboriginal workforce; Observation; interviews 
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s Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

 

 

 

 

As listed in Priority: Socioeconomic Disadvantage is Contributing to Poorer Health Outcomes 

 

For additional opportunities, priorities and options for addressing this identified need, please refer to the attached Drug and Alcohol Needs Assessment 
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Provide seed funding through a Collaborate Health 

Innovation Project grant to the Beyond Bars program to 

provide a unique support and health focused pathway for 

Aboriginal and Torres Strait Islander people in prison with 

severe mental illness who are returning to live in the Hunter 

area. 

Improved coordinated approach to transition 

planning and care coordination for Indigenous 

inmates with a severe and persistent mental 

illness to support re-integration into their 

communities. 

NO - PROMs: K10/K5; other measures self-efficacy, 

resilience and identity, isolation and loneliness, 

and social wellbeing pre and post 

- Occasions and nature of services provided to Aboriginal 

inmates 

- Demographics of people accessing this service 

- Number of services provided to individuals 

- Feedback from Hunter Primary Care 

Hunter Primary 

Care 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Socioeconomic Disadvantage is Contributing to Poorer Health Outcomes 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Partner in key Aboriginal Health Partnerships, including: The 

Hunter Aboriginal Health and Wellbeing Alliance; and the 

Central Coast Aboriginal Partnership Agreement. 

Improved integration and coordination of 

health services to address the needs of 

Aboriginal and Torres Strait Islander peoples 

through clinically-led service development and 

improvement. Improvement in patient 

experience of care, provider experience of care, 

clinical outcomes and health outcomes. 

DEPENDENT - on activities undertaken through the 

partnership 

Dependent on activities undertaken through 

the partnership 

- A representative of HNECC actively participates in all relevant 

activities associated with each of these key Aboriginal Health 

Partnerships. 

 

HNECC, CCLHD, 

HNELHD, ACCHO’s 

Partner with HNELHD and CCLHD to provide the 

HealthPathways website to improve access to health 

service information and referral pathways for health 

professionals across our region, including appropriate 

Aboriginal health and referral information. 

Improved knowledge of Aboriginal health 

services, referral pathways and health 

outcomes. 

NO Changes to knowledge and understanding of 

consumers around their health condition and 

how best to navigate the health system 

obtained through surveying or undertaking a 

focus group of those who access/use the online 

resources 

- Rate of Patient Info site utilisation. 

- Feedback obtained online utilised to improve website content 

HNECC 
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Partner with HNELHD and CCLHD to provide the 

HealthPathways website to improve access to health 

service information and referral pathways for health 

professionals across our region, including appropriate 

Aboriginal health and referral information. 

As listed in Priority: Multiple Barriers to Accessing Health Services 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Multiple Barriers to Accessing Health Services 

Fund local capacity building and service enhancement 

initiatives to support the Aboriginal primary health care and 

specialist and drug and alcohol workforces to provide 

culturally appropriate, evidenced based drug and alcohol 

treatment services for Aboriginal people across our region 

As listed in Priority: Multiple Barriers to Accessing Health Services 
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Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Socioeconomic Disadvantage is Contributing to Poorer Health Outcomes 

Fund an Aboriginal Health Practitioner model of care trial 

through general practice in our region and supporting 

Aboriginal Health workers to gain this qualification. 

Improved capacity of mainstream primary care 

services to deliver culturally competent 

services.  

NO - Pre and post professional training surveys: 

Changes in knowledge and practice 

- Numbers of Aboriginal Health workers gaining qualification HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 
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Support General Practice Quality improvement activities 

including increasing the uptake of Aboriginal specific 

Medicare Benefits Schedule items such as the 715 health 

assessment. 

 

 

 

 

 

As listed in Priority: Shorter Life Expectancy 
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Support partnerships between Aboriginal Community 

Controlled and non -Aboriginal Community Controlled 

providers in commissioning of Indigenous funding 

Improved coordination of care for people with 

chronic and complex conditions, including 

integration of primary and acute care. 

Improved management of health conditions 

and enhanced quality of life. 

NO NO - A representative of HNECC actively participates in all relevant 

activities associated with each of these key Aboriginal Health 

Partnerships. 

 

HNECC 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Multiple Barriers to Accessing Health Services 
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Partner in key Aboriginal Health Partnerships, including: The 

Hunter Aboriginal Health and Wellbeing Alliance; and the 

Central Coast Aboriginal Partnership Agreement. 

 

 

 

 

As listed in Priority: Multiple Barriers to Accessing Health Services 
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Partner in the Central Coast Cancer Screening Network 

targeting low breast screening rate amongst Aboriginal 

women in Wyong and Gosford. 

 

 

 

 

 

 

 

Improved breast screening rates amongst 

Aboriginal women in the Central Coast LGA. 

YES 
HNECC PHN region, breast screening participation 
rates (%) for women aged 50 – 69 years, by LGA and 
Aboriginality, 2014-2015, (Cancer Institute NSW, 
2016). 
 

 

NO - Number of breast checks completed per year. 

- PREMs: Surveys paper and electronic 

HNECC 
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 Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Multiple Barriers to Accessing Health Services 
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Fund a range of culturally appropriate Indigenous Mental 

Health Services across our region including Mental Health 

Care Coordination, Peer Navigation, Group, and Suicide 

Postvention Programs 

 

 

Increased access to primary mental health 

services for Aboriginal and Torres Strait Islander 

people. 

NO - PROMs: Distress/ Depression (K10) 

(undertaking this survey will enable 

comparisons with state based data – K10 

currently reported by NSW Health Statistics for 

Aboriginal and Torres Strait Islander 

population). Kessler-5 (K5) modified version of 

K10; other measures (self-efficacy, resilience 

and identity, isolation and loneliness, and social 

wellbeing) pre and post 

- Number/proportion of Aboriginal people receiving PHN-

commissioned mental health services where the services were 

culturally appropriate. (NB. Mandatory performance indicator). 

- Number/proportion of participants in the in the Aboriginal 

and Torres Strait Islander Mental Health Services Activity 

(disaggregated by service type). 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 

story/ journey; Observation; interviews  

 

HNECC 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

As listed in Priority: Multiple Barriers to Accessing Health Services 

Support capacity building activities to increase the capacity 

of the Aboriginal and Torres Strait Islander mental health 

workforce.  

Increased support to the mental health care 

and Aboriginal and Torres Strait Islander 

workforces to provide integrated, culturally 

appropriate, and safe mental health services in 

the HNECC PHN region for Aboriginal and 

Torres Strait Islander peoples. 

NO - Pre and post professional training surveys: 

Changes in knowledge and practice 

- Numbers of health professionals attending education and 

training events facilitated by HNECC. 

 

HNECC 

For additional opportunities, priorities and options for addressing this identified need, please refer to the attached Mental Health and Suicide Prevention Needs Assessment and Drug and Alcohol Needs Assessment. 
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Provide seed funding through a Collaborative Health 

Innovation Project grant to the Indigenous Counselling and 

Nicotine (ICAN) QUIT in Pregnancy Project. This project will 

be a qualitative inquiry to explore community-based 

strategies and inform and extend the Indigenous 

Counselling and Nicotine (ICAN) QUIT in Pregnancy Study. 

Increased support to Indigenous women to quit 

smoking during pregnancy. 

YES 
Smoking at all during pregnancy among Aboriginal 
and non-Aboriginal mothers, Hunter New England 
and Central Coast PHN, NSW 2001 to 2015 
Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic. 

University of 

Newcastle 

Provide seed funding through a Healthy Babies – Improving 

Birthweights grant to the Armabubs program. This project 

will involve a Registered Nurse and Aboriginal Health 

Worker supporting women throughout pregnancy. 

Increased support for Indigenous women 

throughout pregnancy, with a focus on reducing 

lifestyle risk factors and improve the health and 

birth weight of babies. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- % of low birth weight babies by Aboriginality, 

HNECC PHN region, NSW 2001 to 2015. 

- First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic 

Armajun AMS 

Provide seed funding through a Healthy Babies – Improving 

Birthweights grant to the Pius X Healthy Babies project. This 

project will involve an Aboriginal Health Worker working 

with pregnant Indigenous women to improve access to 

antenatal care, and a dietitian providing dietary advice and 

brief interventions around lifestyle risk factors.  

 

Improved access to antenatal care, and 

improved health and wellbeing of Indigenous 

women in the Mungindi and Toomelah regions. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- % of low birth weight babies by Aboriginality, 

HNECC PHN region, NSW 2001 to 2015. 

- First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic. 

Pius X Aboriginal 

Corporation 

Provide an innovation grant to support young pregnant 

Aboriginal women prior to 10-13 weeks gestation to seek 

antenatal care and advice in the Moree area and surrounds 

through outreach clinics. 

Increased access for young Aboriginal women 

to antenatal care services and improved health 

and wellbeing of Aboriginal women and babies. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic. 

Pius X Aboriginal 

Corporation 
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 - % of low birth weight babies by Aboriginality, 

HNECC PHN region, NSW 2001 to 2015. 

- First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

Work in partnership to deliver the Central Coast Antenatal 

Shared Care Program supporting women with low-risk 

pregnancies to see their GP for antenatal care. 

Increased access to antenatal care for 

Aboriginal women and improved health and 

wellbeing of Aboriginal women and babies. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- % of low birth weight babies by Aboriginality, 

HNECC PHN region, NSW 2001 to 2015. 

- First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

TBC HNECC 

Lo
w

e
r 

im
m

u
n

is
at

io
n

 r
at

e
s 

fo
r 

1
 a

n
d

 

2
 y

e
ar

 o
ld

 c
h

ild
re

n
 

Fund the free vaccination program conducted by the Wyong 

Childhood Immunisation Service to increase childhood 

immunization rates in Wyong. 

Improved immunisation rates for Aboriginal 

children in Central Coast region. 

YES  

Immunisation rates for children by Primary Health 

Network area: 2015-16 (AIHW, 2017). 

Aboriginal and total populations, 2015-2016, HNECC 

PHN, SA3 & Postcode regions. For this particular 

program we would only be interested in Wyong SA3 

or associated postcode rates 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

NO - Number of clinics held. 

- Number of vaccinations provided through the clinic.  

- Number of clients seen through the clinic that are of 

Aboriginal or Torres Strait Islander heritage. 

 

HNECC 

Support General Practice Quality Improvement activities 

focusing on key priority areas including childhood 

immunisation. 

Improved immunisation rates for Aboriginal 

children in the HNECC PHN region. 

Immunisation rates for children by Primary Health 

Network area: 2015-16 (AIHW, 2017). 

- Proportion of Aboriginal children fully 

immunised by general practice  

PAT CAT data 

- Number of quality improvement cycles completed. 

- Childhood immunisation status (overdue, fully immunised, 

due, and up to date) is benchmarked by general practice across 

the HNECC region  

- Practices are identified for implementation of quality 

improvement activities e.g. patient reminders for overdue 

immunisations.  

HNECC 
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Primary Health Network 

Needs Assessment Reporting 
Template 

This template must be used to submit the Primary Health Network’s (PHN’s) Needs 
Assessment report to the Department of Health (the Department) by 30 March 2016 as 
required under Item E.5 of the PHN Core Funding Schedule under the Standard Funding 
Agreement with the Commonwealth. This template should include the needs assessment of 
primary health care after hours services. 

To streamline reporting requirements, the Initial Drug and Alcohol Treatment Needs 
Assessment Report and Initial Mental Health and Suicide Prevention Needs Assessment 
Report can be included in this template as long as they are discretely identified with clear 
headings. 

 

 

Name of Primary Health Network 

Hunter New England & Central Coast 

 

When submitting this Needs Assessment Report to the Department of Health, the 

PHN must ensure that all internal clearances have been obtained and the Report 

has been endorsed by the CEO. 
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Instructions for using this template 
Overview 

This template is provided to assist Primary Health Networks (PHNs) to fulfil their reporting 
requirements for Needs Assessment. 

Further information for PHNs on the development of needs assessments is provided on the 
Department’s website (www.health.gov.au/PHN), including the PHN Needs Assessment 
Guide, the Mental Health and Drug and Alcohol PHN Circulars, and the Drug and Alcohol 
Needs Assessment Tool and Checklist (via PHN secure site). 

The information provided by PHNs in this report may be used by the Department to inform 
programme and policy development.   

Reporting 

The Needs Assessment report template consists of the following: 

Section 1 – Narrative 

Section 2 – Outcomes of the health needs analysis 

Section 3 – Outcomes of the service needs analysis 

Section 4 – Opportunities, priorities and options 

Section 5 – Checklist 

PHN reports must be in a Word document and provide the information as specified in 
Sections 1-5.   

Limited supplementary information may be provided in separate attachments if necessary.  
Attachments should not be used as a substitute for completing the necessary information as 
required in Sections 1-5.  

While the PHN may include a range of material on their website, for the purposes of public 
reporting the PHN is required to make the tables in Section 2 and Section 3 publicly available 
on their website. 

Submission Process 

The Needs Assessment report must be lodged to the Grant Officer, Chrys Grogan via email 
Chrys.Grogan@health.gov.au on or before 30 March 2016.  

Reporting Period  

This Needs Assessment report will cover the period of 1 July 2016 to 30 June 2018 and will 
be reviewed and updated as needed by 30 March 2017. 

 

 

 

http://www.health.gov.au/PHN
mailto:Chrys.Grogan@health.gov.au
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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  

– in this section the PHN can provide a summary of the process undertaken; expand on any issues that 

may not be fully captured in the reporting tables; and identify areas where further developmental work 

may be required (expand this field as necessary) 

The Mental Health and Suicide Prevention Needs Assessment for Hunter New England and Central 

Coast (HNECC) Primary Health Network (PHN) is an integrated component of the organisation’s 

Strategic Plan (available at  http://www.hneccphn.com.au) and approach to achieving its vision of 

“Healthy People and Healthy Communities”. The Mental Health and Suicide Prevention Needs 

Assessment, along with other targeted needs assessments and reports, have provided a solid 

foundation on which to make evidence and resource based decisions.  

 

This Mental Health and Suicide Prevention Needs Assessment provides a comprehensive, defensible 

and accurate picture of the mental health and suicide prevention needs across our region and aids in 

the development of an Activity Work Plan to address these priorities. The findings of this needs 

assessment will be used to inform the development of the Mental Health and Suicide Prevention 

Regional Plan in collaboration with key stakeholders and the community.  

 

The findings of the Mental Health and Suicide Prevention Needs Assessment are summarised in this 

template which is a complete re-write from that previously submitted. The comprehensive Mental 

Health and Suicide Prevention Needs Assessment Report is available at http://www.hneccphn.com.au 

 

This needs assessment will be updated and refreshed as we continue to build upon the information and 

deepen our knowledge and understanding of the mental health and suicide prevention needs of 

communities across our region. 

 

Our Approach for Assessing Needs 

To understand the health status and needs of individuals, populations and communities across the 

HNECC PHN region, and to ascertain the health infrastructure and understand service availability and 

gaps, the project team took the following approach: 

•Quantitative analysis of prevalence, morbidity and mortality data for the region and where possible 

by local government area was undertaken by HNECC. A comprehensive review of publicly available data 

on mental health and suicide in the HNECC PHN region was undertaken.  

•National, state and local quantitative information was gathered from various publicly available sources 

including: Australian Institute of Health and Welfare (AIHW), Australian Bureau of Statistics (ABS), 

Public Health Information Development Unit (PHIDU), Centre for Epidemiology and Evidence, Australian 

Indigenous HealthInfoNet and the Commonwealth Department of Health. Internally held local level 

general practice data, collected using the PenCAT tool, was also used. This information was used to 

build a profile of the HNECC PHN region, including: demographics; mental health and suicide status and 

contributing factors; and mental health service usage, access and availability. 

•Literature reviews were conducted to explore and identify models of care and barriers to accessing 

services for mental health. PsychInfo, Cochrane, PubMed and Science Direct databases were used to 

source full text peer reviewed journal articles published between 2010 and 2017. Over 4,000 articles 

were gathered from both searches, with over 100 relevant articles identified and used to inform this 

report.  

http://www.hneccphn.com.au/
http://www.hneccphn.com.au/
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•An independent consultant undertook the qualitative component of this needs assessment including 

interviewing and surveying key stakeholders across the HNECC PHN region. 

•Qualitative methods were used with interviews and surveys of key stakeholders across all local 

government areas, this was supplemented by an online forum and surveys hosted through HNECC’s 

online consultation platform http://peoplebank.hneccphn.com.au/ . 294 stakeholders participated in 

the interviews and 480 participated in the surveys. Across all LGAs in the HNECC PHN region, key 

stakeholder groups represented included: consumers, carers and community members; service 

providers from mental health and other community services; GPs and other medical specialists; and 

HNECC’s Clinical Councils and Community Advisory Committees members.  

Prioritisation and Confirmation of Key Health and Service Needs 

Processes of triangulation of data resulting from the quantitative and qualitative methods followed by 

a validation process were used to identify priorities and confirm key findings. High priority needs 

identified by the quantitative data analysis were compared with those from the qualitative data results 

in each of the domains. Where differences in needs were identified, the data were reviewed and where 

variation remained these were reported as conflicting results. The results of the data triangulation 

contributed to the identification of priority needs for mental health and for suicide prevention in the 

HNECC PHN region.  

 

The results of the data triangulation process identified priorities in relation to six key domains: 

• mental health 

• suicide prevention 

• mental health services 

• suicide prevention services 

• barriers to service access 

• workforce 

 

The triangulation of data guided the identification of specific needs within each of these domains. These 

specific needs formed the basis of an additional survey which aimed to determine if the identified 

priority needs aligned to the views of HNECC’s Clinical Council and Community Advisory Committee 

members. There were 24 participants in this validation survey. The HNECC Board and its Population 

Health Innovation Research and Service Design subcommittee were presented with the triangulated 

health needs and a summary of the evidence. Consideration was given to the impact and severity of 

each need and capacity to benefit. 

Issues and options analysis  

A rapid literature review aimed at finding high impact review papers and/or Australian examples of 

successful projects/ pilots/ programs developed to address particular health issues was conducted. 

Strategies including either research evidence or an evaluation were included. Reviews of literature for 

mental health burden of illness, service models and barriers guided the needs assessment. 

 

 

Additional Data Needs and Gaps (approximately 400 words) 

– in this section the PHN can outline any issues experienced in obtaining and using data for the needs 

assessment. In particular, the PHN can outline any gaps in the data available on the PHN website, and 

identify any additional data required. The PHN may also provide comment on data accessibility on the 

PHN website, including the secure access areas. (Expand field as necessary). 

This needs assessment relied heavily on available data at national, state and where possible at a PHN, 

LGA or SA3 level. These data were complemented by qualitative data from participants from many local 

communities. Triangulation of data from the quantitative and qualitative findings was supported by an 

additional step in the validation of findings. 

http://peoplebank.hneccphn.com.au/
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Data on service activity and outcomes were not available to determine whether services are meeting 

the needs and achieving the client and population outcomes expected by communities as a return on 

the investment of public money. 

 

PHN Website accessibility 

The PHN website is an ideal portal for PHNs to retrieve data that supports key priorities. The site has 

improved over time, and as it continues to grow, accessibility could be greatly improved by: 

• Clear labelling of links to data files, including content and publication date 

• Publication of data dictionaries and any metadata regarding specific datasets 

• Publication of update schedules for each data set 

• A subscription service alerting subscribers to new and updated data, including secure data 

Additional data required 

Selected data in this report is presented at a national or state level due to limited availability of more 

granular mental health data. Where possible, data was sourced at a local level from a variety of publicly 

available sources. 

To enhance and strengthen the understanding of our health landscapes, it would be beneficial to see 

the following data further developed and made available to PHNs: 

• National Health Service Directory - It would be beneficial if names, locations and service delivery 

details of health services, General Practice, allied health, pharmacies etc. were available for download 

by PHN region; Website usage statistics with a focus on PHN region would provide insight into directory 

awareness and relevance (HealthDirect) 

• Service utilisation rates for public mental health and community based services, at a local level by 

diagnosis / presenting issue, gender, age group, Indigenous status and area of residence 

 

 

Additional comments or feedback (approximately 500 words) 

– in this section the PHN can provide any other comments or feedback on the needs assessment process, 

including any suggestions that may improve the needs assessment process, outputs, or outcomes in 

future (expand field as necessary). 
Performance measures 

HNECC is developing a Health Outcomes Framework to support the measurement and reporting of the 

health and wellbeing outcomes of HNECC activities. In alignment with the Quadruple Aim methodology 

adopted by HNECC, the Framework will guide efforts in delivering a primary health system that supports 

HNECC PHN residents to be as healthy as they can be, while enhancing patient experience and care 

outcomes, improving the experience of the clinician, and driving greater value for investments. To assist 

in identifying local indicators to measure the attainment of intended outcomes for each activity, we 

have altered table 3 to reflect the recommended process outlined in the ‘PHN Performance 

Framework’. Under ‘Possible Performance Measurement’, we have included additional columns to 

capture the following:   

• Availability of appropriate indictors from national datasets. Here suitable indicators from a range of 

datasets has been included: 

- Australian Institute of Health and Welfare (AIHW) – My Healthy Communities reports  

- Public Health Information Development unit 

- Department of Health/ AIHW PHN data website 

- AIHW METeOR – Health Sector National Minimum data sets 

- PHN secure data website 

•PHN identified outcome measures: e.g. Patient Reported Outcome Measure (PROMs); Patient 

Reported Experience Measures (PREMs); Clinical outcome measures; Provider experience measures. 

• PHN identified process/output measures 
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The activities of HNECC occur in an environment where multiple programs and policies are 

simultaneously attempting to achieve improvement across the health system. With this in mind, we 

have made an attempt to indicate whether changes in a particular national indicator are anticipated to 

be a direct or indirect result of the contribution of HNECC and its providers. Attributing a change in 

national indicators directly to the activities of HNECC depends on a number of factors, including the 

characteristics of the activities pursued, the specification of the indicators and the local context. If an 

activity is targeting a sub-PHN region, and data to support the measure is available at sub-PHN 

geography, such as SA3, this has been mentioned.  

 

These suggested possible performance measures have assisted HNECC to align with the Quadruple Aim 

methodology and relate our activities and associated indicators to the objectives of PHNs, national 

priority areas, and/or national headline indicators, and will: 

-  be further developed and refined with assistance from external evaluation experts, initially focussing 

on the development, collection and analysis of PREMS and PROMs and establishing targets;  

-  be reviewed by relevant HNECC program managers, who along with relevant stakeholders and service 

providers, will select the most appropriate local indicator(s) and targets for each activity they undertake 

that best demonstrate their effect on local priorities, which will be included in HNECC Activity Work 

Plans; and 

- aid in the development of the HNECC PHN Outcomes Framework.  

Attachments 

The HNECC Baseline Needs Assessment has been recently refreshed and an Aboriginal Health and 

Wellbeing Needs Assessment has been undertaken. For reasons of brevity and to minimise duplication 

each HNECC activity / opportunity / priority / option has been described in full in one needs assessment 

template only, with references made to guide the reader to the appropriate template for additional 

information. Section 4, Table 3, of each of these needs assessment has therefore been added as an 

Appendix to this report.  
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Section 2 – Outcomes of the health needs analysis 
This section summarises the findings of the health needs analysis in the table below. For more information refer to Table 1 in ‘5. Summarising the Findings’ in the Needs 

Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 1 

Outcomes of the health needs analysis  

Identified need Key Issue Description of Evidence 

Young people aged 

12-25 years 

In 2013-14, one in five Australians aged 12-17 years reported high (13.3%) or very high (6.6%) levels of 

psychological distress as measured using the K10. In NSW, in 2014, 13.3% of secondary school students 

reported high levels of psychological distress in the previous six months (9.6% of males, 17.2% of 

females). Of students aged 12-15 years, 14.9% of females and 9.0% of males reported high psychological 

distress, and of those aged 16-17 years, 22.2% of females and 10.8% of males reported high psychological 

distress. Female students were more likely to report feeling unhappy, sad or depressed, and feeling 

nervous, stressed or under pressure, whilst males were more likely to report being in trouble because of 

bad behaviour.  

 

Young people aged 12-25 years are a priority population group for mental health and for suicide 

prevention in the HNECC PHN region. In 2014-15, the rate of hospitalisations due to intentional self-harm 

for people aged 15-24 years was higher for the HNECC PHN region (392 per 100,000) than NSW (315.9 

per 100,000), with the highest rates among females (HNECC PHN: females 550.8 per 100,000; males 

242.8 per 100,000. NSW: females 464.4 per 100,000; males 175.6 per 100,000). The suicide related needs 

of young people aged 12-25 years were identified as high in the HNECC PHN region and were associated 

with social and geographic isolation, relationship breakdown and bullying at school and through social 

media.  

 

There was a common perception across stakeholders that the mental health needs of young people in 

the HNECC PHN region are increasing. Information was provided about concerns regarding eating 

disorders and increasing levels of self-harm amongst young people in all communities. Services for 

The mental health of children and adolescents: Report on the second 

Australian child and adolescent survey of mental health and wellbeing 

(Lawrence, Johnson, & Hafekost et al., 2015); HealthStats (Centre for 

Epidemiology and Evidence, 2016).  

 

Stakeholder consultations (2017). 

 

Contractor LF, Celedonia KL, Cruz M, et al. Mental health services for 

children of substance abusing parents: voices from the community. 

Community Ment Health J. 2012; 48: 22-8; Gulliver A, Griffiths KM and 

Christensen H. Perceived barriers and facilitators to mental health help-

seeking in young people: a systematic review. BMC Psychiatry. 2010; 10: 

113; Salloum A, Johnco C, Lewin AB, McBride NM and Storch EA. Barriers 

to access and participation in community mental health treatment for 

anxious children. J Affect Disord. 2016; 196: 54-61; Iskra W, Deane FP, 

Wahlin T and Davis EL. Parental perceptions of barriers to mental health 

services for young people. Early Interv Psychiatry. 2015; McCann TV and 

Lubman DI. Young people with depression and their experience accessing 

an enhanced primary care service for youth with emerging mental health 

problems: a qualitative study. BMC Psychiatry. 2012; 12: 96; Asarnow JR, 

Baraff LJ, Berk M, et al. An emergency department intervention for linking 
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Outcomes of the health needs analysis  

children and young people up to 18 years of age was a gap identified across all local government areas. It 

was perceived that the demand for services for children and young people was increasing, with reports of 

increasing mental illness and self-harming in this age group. Access to child and adolescent mental health 

services for acute and community based services was reportedly limited with criteria for access limited to 

those with severe mental illness. For inpatient services, children outside of the Newcastle area had to 

travel. Access to psychologists who were accredited and/or willing to provide services to children and 

young people was perceived to be limited in most LGAs. Factors identified by stakeholders as being 

associated with mental illness in young people included: family dysfunction; lack of hope for future 

employment; lower high school retention rates; bullying at home, in schools, in sporting teams and 

cultural groups, particularly through social media; and social isolation. 

 

Barriers identified as impeding access to mental health care for young people included: a lack of follow-

up care after a suicide attempt; stigma associated with mental illness; poor mental health literacy; long 

waiting lists; expensive treatment; reluctance to engage in treatment; parental stress; lack of mental 

health professionals to treat children; the shift to prescribing medication to address children’s needs 

rather than considering non-pharmacologic approaches; parents / caregivers distrust of mental health 

providers; caregiver fear; transport issues; embarrassment; confidentiality concerns; and mistrust.  

pediatric suicidal patients to follow-up mental health treatment. Psychiatr 

Serv. 2011; 62: 1303-9. 

 

 

Males aged 25-65 

years 

In 2011, in NSW, the greatest burden of disease stemming from mental health for males was amongst 

those aged 35-39 years (11.1%).  

 

Males aged 25 - 65 years were identified as a priority population group across the HNECC PHN region. 

Stakeholders consistently identified this cohort as being at-risk for experiencing mental health problems 

and priority population group for suicide prevention. For males in this age group, stigma in accessing 

services and reluctance to discuss mental illness were perceived as contributing to reduced service access 

and led to men being identified as a key priority group when assessing needs. Across all communities, 

stakeholders reported that this cohort was most likely to experience suicidal ideation or complete 

suicide. The highest numbers of suicides in the HNECC PHN region was amongst people aged between 25 

and 55 years, with males accounting for four out of five deaths. The suicide related needs of males aged 

25-45 years were identified as particularly high and were associated with social and geographic isolation 

and relationship breakdown. It was identified that young men are less likely to seek help than women, 

which may be due to males feeling more stigma or shame around seeking help.  

 

Stakeholder consultations (2017). 

 

HealthStats NSW (Centre for Epidemiology and Evidence, 2016); Hom MA, 

Stanley IH and Joiner TE, Jr. Evaluating factors and interventions that 

influence help-seeking and mental health service utilization among suicidal 

individuals: A review of the literature. Clin Psychol Rev. 2015; 40: 28-39; 

Rice SM, Telford NR, Rickwood DJ and Parker AG. Young men's access to 

community-based mental health care: qualitative analysis of barriers and 

facilitators. J Ment Health. 2017: 1-7; Cullen W, Broderick N, Connolly D 

and Meagher D. What is the role of general practice in addressing youth 

mental health? A discussion paper. Ir J Med Sci. 2012; 181: 189-97; 
Weinberger MI, Nelson CJ and Roth AJ. Self-reported barriers to mental 

health treatment among men with prostate cancer. Psychooncology. 2011; 

20: 444-6.   
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Outcomes of the health needs analysis  

Males aged over 80 

years 

In 2015, the proportion of people aged 65 years+ in the HNECC PHN region was 18.9% (NSW 15.7%; 

Australia 15%), this proportion was highest in Great Lakes (33.5%), Gloucester (28.4%) and Tenterfield 

(26.3%) LGAs, and lowest in Singleton (11.3%), Muswellbrook (11.5%) and Maitland (13.4%). Across all 

communities, older males were identified through interviews with stakeholders as being an at-risk 

population group for experiencing mental health problems.  

 

Males aged over 80 years were identified as a priority population group for mental health and suicide 

prevention in the HNECC PHN region, as this cohort reportedly commonly experience suicidal ideation or 

complete suicide. On a global level, older people have a higher risk of completed suicide than any other 

age-group. In Australia, the highest age-specific suicide death rate occurs in males aged 85 years and 

over. Factors such as grief and loss, adjustment to life in aged care facilities, geographic isolation and 

social isolation, particularly following the death of a partner, contribute to the high needs of males aged 

over 80 years.  

 

Services for older people were recognised as a growing need as the population ages, and the following 
issues were perceived as significant service gaps for older people in the HNECC PHN region. Older people 
experiencing mental illness cannot seek support through the NDIS due to the age limit of 18-65 years and 
need to seek services through myagedcare. Access to services through a GP is available through a chronic 
care plan but is limited to five services per year, including other allied health, it was perceived that older 
patients prioritised services such as podiatry and physiotherapy over addressing their mental health 
needs. Residents of aged care facilities are ineligible for services under the Better Access mental health 
program. Older people are less likely to seek help for mental illness due to perceived stigma, self-
reliance, poor mental health literacy, lack of available transport, service gaps and a lack of professional 
specialisation in mental health later in life. 
 

Muir-Cochrane E, O'Kane D, Barkway P, Oster C and Fuller J. Service 

provision for older people with mental health problems in a rural area of 

Australia. Aging & Mental Health. 2014; 18: 759-66; Deuter K, Procter N 

and Rogers J. The emergency telephone conversation in the context of the 

older person in suicidal crisis: A qualitative study. Crisis: The Journal of 

Crisis Intervention and Suicide Prevention. 2013; 34: 262-72; 3303.0 - 

Causes of Death, Australia 2015. Canberra: Australian Bureau of Statistics, 

2016; Deuter K, Procter N and Rogers J. The emergency telephone 

conversation in the context of the older person in suicidal crisis: A 

qualitative study. Crisis: The Journal of Crisis Intervention and Suicide 

Prevention. 2013; 34: 262-72;  

 

Stakeholder consultations (2017).  

 

Social health atlas of Australia Data by Primary Health Network (incl. local 

government areas) (PHIDU, 2017) 

Aboriginal and 

Torres Strait 

Islander people 

In 2015, the Aboriginal and Torres Strait Islander ERP for the HNECC PHN region was 63,900 or 5.1%, 

compared to 3.1% nationally. In 2012-13, in Australia, 30% of Aboriginal people reported high or very 

high psychological distress, 2.7 times higher than for non-Indigenous people. These levels were higher for 

Aboriginal women (36%) than men (24%). Aboriginal people who had been removed from their natural 

family (48%) were more likely to experience high or very high psychological distress (35%) than those 

who had not (29%). This was also seen among those who had relatives removed (34%) compared to 

those who had not (26%).  

 

Social health atlas of Australia Data by Primary Health Network (incl. local 

government areas) (PHIDU, 2017); The health and welfare of Australia’s 

Aboriginal and Torres Strait Islander people (AIHW, 2015); PAT CAT Tool 

(HNECC PHN, 2017); Centre for Epidemiology and Evidence. HealthStats 

NSW. 2016; Isaacs AN, Maybery D and Gruis H. Mental health services for 

aboriginal men: mismatches and solutions. Int J Ment Health Nurs. 2012; 

21: 400-8; Isaacs AN, Pyett P, Oakley-Browne MA, Gruis H and Waples-

Crowe P. Barriers and facilitators to the utilization of adult mental health 
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Outcomes of the health needs analysis  

Stakeholders from across the HNECC PHN region consider the mental health needs of Aboriginal people 

to be a priority across all LGAs. The impact of inter-generational trauma on Aboriginal communities and 

the associated impact on mental health was highlighted. Intergenerational trauma was perceived to 

contribute to a range of other associated health and social problems including drug and alcohol use, 

family dysfunction and domestic violence. It was perceived that there was a need for more than 12 

sessions maximum available under different allied health access programs for clients who had 

experienced trauma and abuse, particularly Aboriginal and Torres Strait Islander clients. 

 

In NSW, in 2014-15, the rate of hospitalisations for intentional self-harm for Aboriginal people was 354.3 

per 100,000 (females: 417.9 per 100,000; males: 290.9 per 100,000), substantially higher than the rate 

for non-Indigenous people. The rate of hospitalisations for intentional self-harm for Aboriginal people 

aged 15-24 years was 641.4 per 100,000 (females: 859.4 per 100,000; males: 436.4 per 100,000). In 2011-

12 to 2012-13, in NSW, the hospitalisation rate for mental health conditions was 23 per 1,000 for 

Aboriginal people, compared to 12 per 1,000 for non-Indigenous people. Between 2004-05 and 2012-13, 

in NSW, the hospitalisation rate for mental health conditions for Aboriginal people increased from 25 to 

29 per 1,000, and the rate difference between Aboriginal people and non-Indigenous people decreased 

by 5%.  

 

Aboriginal males are less likely than females to seek help from mental health services and are more likely 

to contact services when they are acutely unwell. Although Aboriginal people access mental health 

services at a higher rate than the non-Indigenous population, there is likely to be many Aboriginal people 

who need services but do not access them, with underutilisation largely attributed to cultural 

inappropriateness. Certain practices can cause distress to Aboriginal clients, such as maintaining direct 

eye contact during conversations and seeing health professionals in a closed environment, and often 

patients do not understand clinicians. The lack of Aboriginal staff in mental health services compounds 

the barriers to accessing treatment, with greater involvement from Aboriginal communities in services 

significantly improving treatment initiation and engagement with services. 

  

services by Australia's Indigenous people: seeking a way forward. Int J 

Ment Health Nurs. 2010; 19: 75-82; Australian Institute of Health and 

Welfare. Australian Burden of Disease Study: Impact and causes of illness 

and death in Aboriginal and Torres Strait Islander people 2011. Canberra: 

ACT2016; Australian Institute of Health and Welfare. Aboriginal and Torres 

Strait Islander Health Performance Framework 2014 Report: New South 

Wales. Canberra: ACT2015. 

 

Stakeholder consultations (2017). 

 

 

Older people 

residing in aged 

care facilities 

The mental health needs of older people in the HNECC PHN region, and particularly older males, were 
frequently mentioned by stakeholders as increasing with the ageing population. Older people have a 
higher risk of completed suicide than any other group worldwide and often complete suicide on their first 

Depression in residential aged care 2008–2012. . Canberra: Australian 

Institute of Health and Welfare; Australian Institute of Health and Welfare. 

Australia’s Health 2016. Canberra: ACT2016; Australian Institute of Health 
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Outcomes of the health needs analysis  

attempt. Service providers indicated that older people who were socially isolated, especially after the 
death of a partner, had high mental health and suicide prevention needs. The mental health needs of 
older people in aged care facilities were also identified as significant and national data indicates that over 
half of all permanent aged care residents experience symptoms of depression. Factors associated with 
these needs included: grief and loss after the death of partner; adjustment to life in aged care facilities; 
loss of local community connection when the facility was located distantly to their previous home; and 
social and sometimes geographic isolation from family.  
 

and Welfare. Australian Burden of Disease Study: Impact and causes of 

illness and death in Australia 2011. Canberra: ACT2016; Muir-Cochrane E, 

O'Kane D, Barkway P, Oster C and Fuller J. Service provision for older 

people with mental health problems in a rural area of Australia. Aging 

Ment Health. 2014; 18: 759-66. 

 

Stakeholder consultations (2017). 

Members of the 

LGBTIQ community 

Members of the LGBTIQ community in Australia experience mental illness at higher rates than other 

Australians. A higher proportion of this community meet criteria for experiencing a major depressive 

disorder and report high or very high levels of psychological distress compared to heterosexual 

Australians. These differences between the LGBTIQ and heterosexual communities are magnified in 

young people. Members of the LGBTIQ community also report suicidal ideation and suicide attempts at 

higher levels than heterosexual people, with attempts at younger ages.  

 

The needs of the LGBTIQ community were identified as significant by stakeholders across the HNECC PHN 

region. Factors including stigma, discrimination, and community and service awareness and respect were 

associated with higher levels of mental ill-health for this community. For people who are transgender and 

intersex, discrimination and stigma by service providers were identified as significant factors affecting 

their mental health. The mental health and suicide needs of younger LGBTIQ people were also 

highlighted by stakeholders with factors such as difficulties in coming out, stigma, discrimination, 

acceptance and isolation, contributing to mental ill-health and suicide.  Stakeholders reported that some 

services refused access, or refused to acknowledge transgender people by offering gender appropriate 

services based on sexual and gender diversity.  

Rosenstreich G. LGBTI People Mental Health and Suicide. Revised 2nd 

Edition. Sydney: National LGBTI Health Alliance, 2013. Table 21: Profile of 

Headspace clients by population group, Q1-Q3 2016/17. 

 

Stakeholder consultations (2017). 

People experiencing 

chronic and 

episodic moderate 

to severe mental 

illness, including 

those experiencing 

other health and 

social problems 

In 2014-15, in the HNECC PHN region, the rate at which people aged 18 years and over experienced high 

or very high psychological distress was higher than the NSW and Australian averages at 12.2 per 100. In 

2013-2015, in the HNECC PHN region, high psychological distress was more common in males (7.7 per 

100) than in females (6.0 per 100), whilst very high psychological distress was more common in females 

(5.6 per 100) than males (2.9 per 100). Rates of high or very high psychological stress were greatest in 

Cessnock (15.2 per 100), Wyong (13.8 per 100) and Muswellbrook (13.7 per 100) LGAs, and lowest in 

Walcha (7.1 per 100), Guyra (8.2 per 100) and Uralla (8.4 per 100). 

 

Social health atlas of Australia Data by Primary Health Network (incl. local 

government areas) (PHIDU, 2017); HealthStats NSW (Centre for 

Epidemiology and Evidence, 2016). 

 

Stakeholder consultations (2017). 
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Outcomes of the health needs analysis  

In 2011-12, the rate at which people experienced chronic mental and behavioural disorders within the 

HNECC PHN region was 14.4 per 100, higher than the national (13.6) and state rates (13.1 per 100). The 

rate of females experiencing mental and behavioural problems in the HNECC PHN region was higher than 

in males (15.6 per 100 and 13.2 per 100 respectively). LGAs with the highest rate of people experiencing 

mental and behavioural problems were Great Lakes (16.3 per 100), Greater Taree (16.2 per 100) and 

Wyong (15.6 per 100), and the lowest were Walcha (12.1 per 100), Singleton (12.3 per 100) and Upper 

Hunter Shire (12.8 per 100).  

 

The needs of people experiencing moderate to severe mental illness, including episodic and chronic 

mental illness, were identified as the highest priority need by stakeholders across all LGAs comprising the 

HNECC PHN region. This included those people experiencing other complex health and social problems 

such as physical illness, drug and alcohol misuse, access to sustained housing, unemployment and 

difficulties in daily living.  

Stigma encountered 

by people 

experiencing 

mental illness 

including in relation 

to help seeking 

Stigma associated with experiencing mental illness was identified by stakeholders across the HNECC PHN 

region as impacting on help seeking and engagement with services, including stigma in the general 

community and on the behalf of service providers. In accordance with the literature, stigma related to 

mental illness was commonly reported as a barrier to help seeking. Males, particularly rural males, were 

reported to be reluctant to seek care due to the stigma associated with needing help. Stigma was also 

reported to be a barrier to treatment for adolescents and young people, males, members of the LGBTIQ 

community and older people. Stigma has been identified as a major barrier in implementing evidence-

based interventions in schools and a barrier in seeking help due to fear of being shamed or socially 

excluded. 

  

Fazel M, Hoagwood K, Stephan S and Ford T. Mental health interventions 

in schools in high-income countries. The Lancet Psychiatry. 2014; 1: 377-

87; Roman J, Griswold K, Smith S and Servoss T. How patients view primary 

care: differences by minority status after psychiatric emergency. Journal of 

cultural diversity 15: 56-60 (2017); Nakash O, Nagar M, Danilovich E, et al. 

Ethnic disparities in mental health treatment gap in a community-based 

survey and in access to care in psychiatric clinics. Int J Soc Psychiatry. 

2014; 60: 575-83; Polaha J, Williams SL, Heflinger CA and Studts CR. The 

Perceived Stigma of Mental Health Services Among Rural Parents of 

Children With Psychosocial Concerns. J Pediatr Psychol. 2015; 40: 1095-

104; Lawrence D, Johnson S, Hafekost J, et al. The Mental Health of 

Children and Adolescents: Report on the second Australian Child and 

Adolescent Survey of Mental Health and Wellbeing. Canberra: ACT2015; 

Lingley-Pottie P, McGrath PJ and Andreou P. Barriers to mental health 

care: perceived delivery system differences. ANS Adv Nurs Sci. 2013; 36: 

51-61. 

 

Stakeholder consultations (2017). 
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Section 3 – Outcomes of the service needs analysis 
This section summarises the findings of the service needs analysis in the table below. For more information refer to Table 2 in ‘5. Summarising the Findings’ in the Needs 
Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 2 

Outcomes of the service needs analysis 

Identified need Key Issue Description of Evidence 

Costs to access mental health 

and suicide prevention services 

Costs for allied health services have been identified as a barrier to accessing services for 
mental illness and suicide prevention. In 2015-16, in the HNECC PHN region, 5.4% of adults 
did not see or delayed seeing a GP due to cost in the preceding 12 months (national 4.1%). 
9.1% of adults delayed or avoided filling a prescription due to cost in the preceding 12 
months (national 7.6%). In 2014, LGAs with the highest rate of people finding cost of 
services a barrier were Great Lakes (3.9 per 100), Armidale Dumaresq (3.7 per 100), and 
Cessnock (3.4 per 100); and the lowest were Lake Macquarie and Uralla (both 1.7 per 100).  
 
Stakeholder engagement across the HNECC PHN region showed that many consumers, 
clients and carers indicated that cost was a significant barrier to accessing mental health 
care. Eighty-one percent of service providers and 71% of consumers, clients and community 
members reported cost as a barrier to accessing services.  Many GPs, psychiatrists and 
private allied health staff charged a gap payment on top of the Medicare rebate with few 
bulk-billing. The cumulative effect of these costs is considerable especially for those with 
moderate to severe mental illness, who are reliant on welfare payments as work is limited 
as a result of their illness. Service providers commonly indicated that their decisions about 
referral were made on knowledge about service costs rather than on care needs.  
Consumers also reported making choices about accessing care based on cost with some 
waiting until their symptoms deteriorated before seeking care which often resulted in the 
need for more intensive help through specialist services such as in acute wards. Service 
providers indicated that this was an expensive way for the system to provide services. There 
is also a cost disincentive for services to take on patients with complex needs as billing is 

Stakeholder consultations (2017).  

 

My healthy communities (AIHW, 2017); Social health atlas of Australia 

Data by Primary Health Network (incl. local government areas) (PHIDU, 

2017); Iskra W, Deane FP, Wahlin T and Davis EL. Parental perceptions of 

barriers to mental health services for young people. Early Interv 

Psychiatry. 2015;  
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Outcomes of the service needs analysis 

the same whether the patient requires treatment for less complicated or more complex 
needs.  

Transport to services In 2014, in the HNECC PHN region, the rate of people who often had difficulty or could not 

get to places as needed with transport was 4.1 per 100, compared to 4.0 per 100 Australia-

wide, and 4.3 per 100 for NSW. LGAs with the highest rate of people encountering 

transportation barriers were Moree Plains (4.7 per 100), Wyong (4.6 per 100) and Liverpool 

Plains (4.5 per 100); and those with the lowest rate were Uralla (3.5 per 100), Singleton and 

Walcha (both 3.6 per 100).  

 

Transport to services has been identified as a barrier to accessing services for mental illness 

and suicide prevention throughout the HNECC PHN region, with public transport limited or 

unavailable in many communities. The availability of transport is a barrier to engagement in 

mental health services particularly for low-income individuals, adolescents and frail older 

people. Stakeholder engagement showed that the challenges that transport presented was 

not in rural areas alone but also in urban areas. Clients often had to rely on public transport 

to access specialist clinical services distant to their home, leading to the need for whole day 

or overnight stays. Community transport, while available, was often charged at a prohibitive 

cost and consumers reported experiencing stigmatising attitudes when requesting access.  

Stakeholder consultations (2017).  

 

Social health atlas of Australia Data by Primary Health Network (incl. local 

government areas) (PHIDU, 2017); Gopalan G, Goldstein L, Klingenstein K, 

Sicher C, Blake C and McKay MM. Engaging families into child mental 

health treatment: updates and special considerations. J Can Acad Child 

Adolesc Psychiatry. 2010; 19: 182-96; Gulliver A, Griffiths KM and 

Christensen H. Perceived barriers and facilitators to mental health help-

seeking in young people: a systematic review. BMC Psychiatry. 2010; 10: 

113; Perkins D, Fuller J, Kelly BJ, et al. Factors associated with reported 

service use for mental health problems by residents of rural and remote 

communities: cross-sectional findings from a baseline survey. BMC Health 

Serv Res. 2013; 13: 157; Santiago CD, Kaltman S and Miranda J. Poverty 

and mental health: how do low-income adults and children fare in 

psychotherapy? J Clin Psychol. 2013; 69: 115-26; Muir-Cochrane E, O'Kane 

D, Barkway P, Oster C and Fuller J. Service provision for older people with 

mental health problems in a rural area of Australia. Aging Ment Health. 

2014; 18: 759-66.   

 

Services for people experiencing 

chronic and episodic moderate to 

severe mental illness, including 

those experiencing other health 

and social problems 

The most common service gap reported by stakeholders in the HNECC PHN region was for 

people experiencing moderate to severe mental illness, both episodic and chronic, including 

those experiencing other complex health and social problems. Clinical care for people 

experiencing severe mental illness is not available. Providing care for this population group 

is stretching the capacity of primary care, with specialist services in the LHD only available 

for people who are acutely unwell. The need to strengthen the capacity of services to 

provide care for people with severe mental illness and other complexities was recognised as 

a priority. 

 

It was perceived that the capacity of some services to provide the breadth of services for 

people experiencing moderate to severe mental illness was limited, with few providing 

Stakeholder consultations (2017). 

 

Clinical and committee members, June 2017; Reilly S, Planner C, Gask L, et 

al. Collaborative care approaches for people with severe mental illness. 

Cochrane Database of Systematic Reviews: (2013); Andrade LH, Alonso J, 

Mneimneh Z, et al. Barriers to mental health treatment: results from the 

WHO World Mental Health surveys. Psychol Med. 2014; 44: 1303-17. 
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Outcomes of the service needs analysis 

seamless access to clinical, therapeutic and support services. Referral between services was 

described as difficult, with challenges around information sharing, case management and 

role delineation. If someone was triaged as meeting criteria for state mental health services 

and presented to an acute facility, they were often either not admitted or discharged early 

(often late at night and far from home without transport). The mental health line, the initial 

point of access for someone experiencing acute mental health symptoms, was criticised by 

service providers and community members due to long delays on the phone and most 

people eventually being deemed ineligible for state based mental health services.  

 

Many community based service providers indicated they felt ill-equipped to provide the 

type and intensity of services needed by these consumers. The need to strengthen the 

capacity of community based social support services to provide care for people with severe 

mental illness and other complexities, was recognised as a priority. This includes 

strengthening approaches to quality and governance across services. Support service staff 

were often welfare trained without the mental health specific expertise, and were often 

working beyond their level of qualification and scope of practice to support this cohort. It 

was also perceived that there was no mechanism for escalating clients with deteriorating 

mental health. 

 

With general practice playing a central role in mental health care, the capacity of this key 

service to provide care for people with mental illness was a high priority service need. 

Specific areas of capacity building required include training GPs in mental health with a 

focus on skills, knowledge and attitudes towards mental illness across population groups; 

and improving the capacity of general practice to provide care through practice nurses and 

allied health staff.  

 

Under the different allied health access programs, clients are eligible for 6 sessions per year 

with an additional four to six under exceptional circumstances. It was perceived that this 

was too restrictive with allied health professionals commonly indicated that clients 

experiencing mental illness, especially severe mental illness and other complexities, 

required more sessions. This was particularly relevant for clients who had experienced 
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Outcomes of the service needs analysis 

trauma and abuse, and especially for Aboriginal and Torres Strait Islander clients 

experiencing intergenerational trauma. 

 

Factors contributing to the unmet needs of this priority group include: access, waiting times 

and cost barriers for psychiatrists across communities; patient and service provider 

experience of the mental health line; reduced access to experienced psychologists across 

communities; gaps in case management and follow-up; and a lack of focus across all 

services on prevention and early intervention to reduce the need for more intensive 

services. The gaps in the current system tend to channel people into the acute setting. 

 

Support for GPs to play a central 

role in mental health care 

including through enhanced 

stability of the mental health 

support service system and 

associated pathways to care and 

24hr psychiatry access 

In 2015-16, in the HNECC PHN region, 1,644 GPs provided 189,176 mental health services 

through the MBS to 109,622 patients. The average number of providers in the HNECC PHN 

region was 132.1 per 100,000 and ranged from 106.4 per 100,000 in Lower Hunter SA3 to 

172.8 per 100,000 in Great Lakes. In 2013-14, in the HNECC PHN region, 24.6% of adults felt 

they waited longer than acceptable to get an appointment with a GP (national 22.6%).  

 

Concerns about the capacity of GPs to provide mental health care were raised by 

consumers and some service providers. Many consumers and carers expressed concern 

about the attitudes of GPs to mental illness and to those experiencing mental illness, which 

affected their willingness to provide appropriate care, including mental health care plans. 

There was also a perception that GPs often relied on medication as the first treatment 

option for depression and anxiety, and as an alternative to preparing a mental health care 

plan. The capacity challenges of GPs related to time, knowledge, skill, interest and attitude. 

Clients and carers commonly indicated that the GP was critical in ensuring a comprehensive 

and supportive approach to care, however the attitudes of GPs could compromise care. 

Indeed, some clients and carers indicated that GPs use of mental health care plans was 

dependent on the attitude of the GP to mental illness, rather than the symptoms of the 

patient and the evidence for care. While it was recognised that GPs play a key role in 

managing mental ill-health, the need for other staff in general practice such as practice 

nurses and other allied health providers to provide care for people experiencing a mental 

illness was common.  The central role of the GP in the provision of mental health care needs 

PHN MBS data (Australian Government Department of Health, 2017); My 

healthy communities (AIHW, 2017); Reilly S, Planner C, Gask L, et al. 

Collaborative care approaches for people with severe mental illness. 

Cochrane Database of Systematic Reviews: (2013); Reilly S, Planner C, 

Gask L, et al. Collaborative care approaches for people with severe mental 

illness. Cochrane Database of Systematic Reviews: (2013). 

 

 

 Stakeholder consultations (2017). 
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Outcomes of the service needs analysis 

to be a key tenet of service models.  However, for GPs to undertake this central role, this 

needs to occur in the context of support and capacity building across the service system. 

 

The capacity of GPs to provide care for people with suicidal ideation was also an area of 

concern. This was raised by many interview participants but particularly young people. It 

was perceived that some GPs lacked the skills in identifying a patient at risk of suicide, often 

ignored risk factors and were reluctant to have the conversation about suicide. Further, 

some young people expressed concern about the attitudes of some GPs towards suicide. 

 

Given the lack of services for people with severe mental illness and with complex health and 

social problems, stakeholders reported a reliance on primary care to provide the necessary 

care, which was perceived to be beyond the capacity of primary care particularly when a 

person’s symptoms were escalating, resulting in poor outcomes for everyone involved. It is 

suggested that a major issue is that many GPs feel that physical health problems are their 

focus and view the treatment of mental health, particularly severe mental illness, as the 

role of mental health professionals. It was perceived by clients, carers and service 

providers, including GPs, that this was beyond the capacity of primary care, especially in 

instances where a person’s symptoms were escalating. 

 

Access to psychiatrists across the 

region  

In 2014-15, in the HNECC PHN region, a total of 493,054 patients received 1,637,337 

psychiatry services through the MBS. The number of patients receiving a psychiatric service 

in the HNECC PHN region was 1,335 per 100,000, ranging from 355 per 100,000 in Moree-

Narrabri SA3 to 2,186 per 100,000 in Taree-Gloucester. The number of psychiatry services 

delivered under MBS in the HNECC PHN region was 6,495 per 100,000, ranging from 2,040 

per 100,000 in Moree-Narrabri SA3 to 9,161 per 100,000 in Newcastle.  

 

According to stakeholder engagement, access to psychiatrists across the HNECC PHN region, 

especially in rural areas, was a high need with insufficient numbers to meet needs and costs 

due to gap payment a significant barrier to care. Waiting lists to see psychiatrists were 

common, and were longer for those who bulk billed. The ability of consumers to access 

psychiatrists in a timely manner was an issue and was identified as the most common 

workforce need. This need was relevant across all ages and especially for children and young 

PHN MBS data (Australian Government Department of Health, 2017);  

 

Stakeholder consultations (2017). 
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Outcomes of the service needs analysis 

people with few child psychiatrists available across the region. Access to child psychiatrists 

was mainly in Newcastle and for those with severe mental illness. 

 

Access by GPs to psychiatrists through telehealth was thought to enhance services, 

particularly in rural area, but this was mostly unavailable. In many rural communities there 

was reliance on fly-in fly-out psychiatrists to provide specialist medical input, with access to 

care only available on days when the specialist was in town. Retention of mental health staff 

and in particular psychiatrists was as a concern, affecting continuity of care.   

Enhanced capacity of services to 

recruit and retain allied health 

staff 

There is a need to strengthen the capacity of services to recruit and retain allied health staff, 

particularly psychiatrists and psychologists, especially in rural areas. Some strategies are in 

place to attract psychiatrists but such incentives are not available for psychologists. There 

was a strong and common view that there needs to be investigation into incentives to attract 

health staff to rural communities. Examples were provided for other professions such as 

teachers and police who are offered housing rental concessions as a way of attracting them 

to rural areas. It was perceived that there was significant turnover in mental health staff 

which affected continuity of care. Reliance on provisional psychologists was perceived as 

impacting on their retention. Service providers indicated that the challenges faced by 

provisional psychologists in terms of case complexity, and lack of support, resulted in many 

leaving services.  

Stakeholder consultations (2017). 

The availability of early 

intervention services 

 

 

The lack of early intervention approaches and services was identified as a high service need, 

especially for young people and for people experiencing early psychosis. Stakeholders 

indicated that there was a need to increase access to early intervention services in order to 

improve mental health across the HNECC PHN region. This included: early intervention to 

prevent onset of mental illness; prevent deterioration of mental illness; support recovery; 

and specifically, for those experiencing first onset of psychosis. These services were 

perceived to be mostly unavailable. It was also recognised that there needed to be a 

significant shift in the whole way services are delivered to ensure early intervention was 

applied across the service system. The potential for early intervention for mental illness by 

identifying associated factors and intervening before symptoms manifest or conditions 

deteriorate is yet to be realised. There a need for a stronger focus across all services in 

prevention and early intervention with the aim of trying to prevent people requiring more 

Stakeholder consultations (2017). 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 19 

 

Outcomes of the service needs analysis 

intensive services rather than the current system, which due to service gaps channels 

people into the acute setting.  

 

Cross-sectoral mental health 

promotion and prevention, and 

suicide prevention strategies 

The availability of mental health promotion and prevention services was identified by 

stakeholders as a key service gap. In particular, the need to ensure evidence-based and 

systematic approaches to mental health promotion and prevention, and suicide prevention, 

with an emphasis on strategies which are broader than education and training. Such 

initiatives need to be implemented across sectors including: youth specific services, 

education and training sectors, community and sporting groups, workplaces, aged care 

facilities and general health system.  

 

World Health Organization. The Ottawa Charter for Health Promotion. 

Geneva, Switzerland: WHO, 1986; Hunter Institute of Mental Health. 

Prevention First: A Prevention and Promotion Framework for Mental 

Health. . Newcastle, Australia2015. 

 

Stakeholder consultations (2017). 

Enhanced capacity of service to 

develop and implement an 

approach to quality incorporating 

service improvement plans, 

clinical governance frameworks, 

case review policies and 

procedures, and clinical 

supervision 

The findings of this needs assessment indicate inconsistencies in approaches to quality and 

to quality improvement across all services throughout the HNECC PHN region. There is a 

need for frameworks aligned to clinical governance approaches across the mental health 

service system, including support services, with support for case review and clinical 

supervision to manage risk. 

 

The quality of services was perceived as variable by stakeholders, with many indicating 

there was a need to improve the quality of mental health treatment services available. In 

particular, concerns were expressed about the quality of services provided by LHD mental 

health services, especially in the acute setting. Other concerns about service quality related 

to the lack of experienced clinical staff in some organisations, with reliance on staff such as 

provisional psychologists. This was suggested as occurring in the absence of supervision by 

an experienced psychologist and thus affected quality of care. It was also perceived by 

some service providers as being a way for some organisations to reduce session costs but 

neglected quality of care. 

 

Few support services appeared to have a systematic approach to quality. A quality 

framework including an approach to manage clinical risk was considered imperative for all 

services but was not a focus of many services. Stakeholders provided examples here 

mechanisms for escalating clients’ needs to more specialist services were not available in 

Stakeholder consultations (2017). 
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some services. In addition, there were few examples of services reporting client outcomes, 

and clinical and client experience, with a reliance on activity reporting.  

Support for families and carers of 

people living with mental illness 

Support services for families and carers of people living with mental illness was identified by 

stakeholder as a high need across communities throughout the HNECC PHN region. This was 

about providing direct support, but more importantly recognising and respecting the key 

role that families and carers play in caring for people experiencing mental illness, and 

involving them in decision making about care. There was a common and strong perception 

by carers that there is a lack of recognition of their role in the care they provide for family 

members and friends. While this was often explained to them by service providers as 

relating to confidentiality, it was suggested that their involvement in care was likely to 

result in better outcomes for the patient and for the carers. Some service providers, 

especially those in the LHD mental health services recognised there was a need to 

strengthen the involvement of carers in care planning for patients especially those with 

severe and complex mental illness. Family members and carers are key members of support 

teams for people experiencing severe mental illness, and services need to recognise their 

role in order to provide optimal care. The impact on family and carers of someone with 

severe mental illness is significant, and support for carers and family members should be a 

key element of services across the region. 

 

Stakeholder consultations (2017). 

Greater capacity for communities 

to implement evidence-based 

post-vention strategies 

 

Stakeholders identified a lack of services, or lack of awareness of services, for family and 

friends after a suicide attempt. The provision of support for families following a suicide 

attempt or completed suicide was also perceived as a significant system challenge and a 

barrier to addressing suicide. It was perceived that families were often the best placed to 

provide support for a loved one following a suicide attempt. However, the claimed need for 

privacy and confidentiality was used as a barrier to involving families. This was considered a 

significant barrier to recovery for both the person who had attempted suicide and the 

family. 

 

In partnership with organisations such as Lifeline Hunter and United Synergies, a number of 

communities in the HNECC PHN region have implemented strategies to support families, 

friends and colleagues of people after a suicide. Other communities such as Maitland and 

Lake Macquarie have established suicide prevention networks without organisational 

Stakeholder consultations (2017). 
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support, with membership from those affected by the suicide of a family member or friend. 

In the Upper Hunter, Where There’s a Will has been established as a not for profit charity 

with a focus on suicide prevention. Schools also reported post-vention strategies with 

support often provided by Headspace at state level. However, these strategies are not in 

place in every community and the capacity of communities to respond following a suicide 

was identified as an area of need.  

 

Simplification of the 

credentialing process for mental 

health nurses to work in general 

practice 

While the role of mental health nurses in general practice was widely supported it was 

acknowledged that there were few credentialed nurses who could work in these roles. 

There are substantial barriers to gaining the required credentials to provide mental health 

nursing care in general practice which has resulted in few nurses completing the required 

training. Further the pay differential between mental health nurses in general practice and 

those working in LHD mental health services was a factor limiting supply. Stakeholders have 

indicated that the role of general practice in mental health care is to be strengthened, there 

is a need to support multidisciplinary teams located in general practice. 

 

Stakeholder consultations (2017). 
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Section 4 – Opportunities, priorities and options 
This section summarises the priorities arising from the Needs Assessment and options for how they will be addressed.  This could include options and priorities that: may be considered in the development of the Activity Work Plan, and supported by PHN 

flexible funding; may be undertaken using programme-specific funding; and may be led or undertaken by another agency. 

Table 3 

Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

M
al

e
s 

A
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d
 2

5
-6

5
 Y

ea
rs

 

Commission the Primary Mental Health Care Services 

Program throughout the HNECC PHN region, to provide 

short-term evidence based psychological interventions. 

This program will undergo coproduction redesign to 

improve flexibility and accessibility within the context of a 

Stepped Care model. There will be a focus on improving 

the distribution of psychological interventions to improve 

equity in access for at risk groups across the region. 

Increased access to primary mental health 

services for identified hard to reach and at-risk 

groups such as: people at increased risk of 

suicide or self-harm; Aboriginal and Torres Strait 

Islander people; women experiencing perinatal 

depression and/or anxiety; children and youth; 

people living in rural and remote areas; and 

people who are socio-economically 

disadvantaged.  

YES - Number of patients and number of services, by 

age and sex, by SA3 

(NB: National Headline Indicator) 

Access to Allied Psychological Services (ATAPS) Data, 

DOH PHN Secure Data Area Website; AND 

Department of Health Data Visualisation - Mental 

Health - Access to Allied Psychological Services 

- With consideration: This activity will contribute to 

the below measures: 

Mental health overnight hospitalisations for 

schizophrenia and delusional disorders; anxiety and 

stress disorders; bipolar and mood disorders; 

depressive episodes; intentional self-harm 

hospitalisations; schizophrenia and delusional 

disorders, by PHN & SA3 (AIHW) 

- PROMs, for example: Quality of life (EQ-5D, 

AQoL); Distress: depression (K10, PHQ- 2), 

anxiety (GAD7); Self-efficacy (GSE); Health of the 

Nation Outcome Scales (HoNOS); PROMIS short 

form; Health of the Nation Outcome Scales for 

Children and Adolescents (HoNOSCA); PROMIS 

paediatric short form; Kessler-5 (K5) modified 

version of K10; other measures (self-efficacy, 

resilience and identity, isolation and loneliness, 

and social wellbeing) pre and post. 

- Clinical outcomes for people receiving PHN-

commissioned Psychological therapies delivered 

by mental health professionals. 

 

 

 

- Number/Proportion of regional population receiving PHN-

commissioned mental health services – Psychological therapies 

delivered by mental health professionals 

 - Average cost per PHN-commissioned mental health service 

Psychological therapies delivered by mental health professionals.  

- Service activity levels (disaggregated by community). 

- Percentage of service activity provided to the following population 

groups: people at increased risk of suicide or self-harm; Aboriginal and 

Torres Strait Islander people; women experiencing perinatal depression 

and/or anxiety; and children and youth. 

- PREMs for example: Surveys paper and electronic; Focus Groups; 

Patient story/ journey; Observation; interviews  

 

HNECC 

Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

Improved integration of mental health and 

suicide prevention services at a community level 

throughout the HNECC PHN region. 

NO NO - Evidence of formalised partnerships with other regional service 

providers to support integrated regional planning and service delivery. 

(NB. Mandatory performance indicator). 

- Provider experience measures  

 

HNECC 

M
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d
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Commission the Primary Mental Health Care Services 

Program throughout the HNECC PHN region, to provide 

short-term evidence based psychological interventions. 

This program will undergo coproduction redesign to 

improve flexibility and accessibility within the context of a 

Stepped Care model. There will be a focus on improving 

the distribution of psychological interventions to improve 

equity in access for at risk groups across the region. 

As listed in Priority: Males Aged 25-65 Years 

Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

As listed in Priority: Males Aged 25-65 Years 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

O
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p
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 C
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e 
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ie
s Commission a psychology service to RACFs in the 

Newcastle and Lake Macquarie LGAs and investigate the 

feasibility of expanding to other LGAs in the HNECC PHN 

region.  

Improved access to primary mental health 

services for residents of RACFs. 

NO - PROMs for example: PROMIS adult short form 

mental health survey; Distress: depression (K10, 

PHQ-2), anxiety (GAD7) at initial consultation, at 

3 months and/or final consultation 

 

- Number of occasions of service.  

- PREMs for example: Surveys; Focus Groups; Patient story/ journey; 

Observation; interviews 

HNECC 

M
e

m
b
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s 

o
f 
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e 
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B
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C
o

m
m

u
n

it
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Commission the Primary Mental Health Care Services 

Program throughout the HNECC PHN region, to provide 

short-term evidence based psychological interventions. 

This program will undergo coproduction redesign to 

improve flexibility and accessibility within the context of a 

Stepped Care model. There will be a focus on improving 

the distribution of psychological interventions to improve 

equity in access for at risk groups across the region. 

As listed in Priority: Males Aged 25-65 Years 

Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. As listed in Priority: Males Aged 25-65 Years 
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Commission Transitional Support and Care Package 

Services which will focus on primary providers partnering 

with local Mental Health Units and Emergency 

Departments to develop transitional care from tertiary to 

primary services, supported by patient centred care 

packages. These services will be based on local 

partnerships and solutions to support people experiencing 

complex mental illness in the primary care setting. 

Flexible, coordinated care arrangements for 

people with complex or severe mental illness 

leading to improvements in outcomes and lived 

experience.  

YES (with considerations) – This activity will 

contribute to the below measures. 

- Mental health overnight hospitalisations for 

schizophrenia and delusional disorders; anxiety and 

stress disorders; bipolar and mood disorders; 

depressive episodes; intentional self-harm 

hospitalisations; schizophrenia and delusional 

disorders, by PHN & SA3 area (AIHW) 

-Inpatient utilisation according to DRG cluster by SA3 

Admitted Patient Services Data, DOH PHN Secure 

Data Area Website 

 

- PROMs for example: Quality of life (EQ-5D, 

AQoL); Distress: depression (K10, PHQ- 2), 

anxiety (GAD7); Self-efficacy (GSE); Health of the 

Nation Outcome Scales (HoNOS); PROMIS short 

form; Self-reported health status (SF-36) 

 

 

 

- Proportion of regional population receiving PHN-commissioned 

mental health services – Clinical care coordination for people with 

severe and complex mental illness (including clinical care coordination 

by mental health nurses). (NB. Mandatory performance indicator). 

- Average cost per PHN-commissioned mental health service – Clinical 

care coordination for people with severe and complex mental illness. 

(NB. Mandatory performance indicator). 

- PREMs for example: Surveys paper and electronic; Focus Groups; 

Patient story/ journey; Observation; interviews  

 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Commission the Mental Health Nurse Incentive Program, 

to engage Mental Health Nurses in various locations across 

the HNECC PHN region. This program will undergo 

coproduction redesign to improve the flexibility and 

accessibility of the program in addressing the primary 

mental health nursing needs of communities across the 

PHN footprint. The process of program review and 

redesign will include examination and improvement of 

workforce development and retention.  

Greater coordination of care for people who are 

experiencing complex/severe mental illness and 

being managed within the primary care setting. 

YES 

- Number of patients receiving MHNIP and number 

of services, by age and sex by SA3. (NB: National 

Headline Indicator). 

- Number of MHNIP sessions and services by PHN 

and SA3 by rurality loading 

Mental Health Nurse Incentive Programme (MHNIP) 

Data, DOH PHN Secure Data Area Website; AND 

Department of Health, PHN Data, Mental Health 

Nurse Incentive Programme (MHNIP) Data 

- With consideration: This activity will contribute to 

the below measures:  

Mental health overnight hospitalisations for 

schizophrenia and delusional disorders; anxiety and 

stress disorders; bipolar and mood disorders; 

depressive episodes; intentional self-harm 

hospitalisations; schizophrenia and delusional 

disorders, by PHN & SA3 area (AIHW) 

- PROMs for example: Quality of life (EQ-5D, 

AQoL); Distress: depression (K10, PHQ- 2), 

anxiety (GAD7); Self-efficacy (GSE); Health of the 

Nation Outcome Scales (HoNOS); PROMIS short 

form 

 

 

 

 

 

- Number/Proportion of regional population receiving PHN-

commissioned mental health services – Clinical care coordination for 

people with severe and complex mental illness. (NB. Mandatory 

performance indicator). 

- Average cost per PHN-commissioned mental health service – Clinical 

care coordination for people with severe and complex mental illness. 

(NB. Mandatory performance indicator) 

- PREMs for example: Surveys paper and electronic; Focus Groups; 

Patient story/ journey; Observation; interviews 

- Provider experience measures  

 

HNECC 
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g Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

As listed in Priority: Males Aged 25-65 Years 
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 Develop and promote social and emotional health 

activities to be delivered through the footprint and 

implement seed grants to support establishment and 

ongoing promotion of these programs in ACCHOs across 

the region. Explore the use of culturally safe e-health and 

low intensity services with a focus on suicide prevention 

for example i-Bobbly program, peer and facilitated group 

programs aimed at strengthening cultural ties and support 

networks in vulnerable communities, programs aimed at 

Improved social and emotional wellbeing of 

Aboriginal and Torres Strait Islander 

communities across the HNECC PHN region. 

NO - Validated PROM for Aboriginal populations yet 

to be identified 

 

- Number of Social Emotional Wellbeing Projects within the PHN 
Footprint. 
- Number/proportion of Aboriginal people receiving PHN-commissioned 

mental health services where the services were culturally appropriate 

(NB. Mandatory performance indicator). 

- PREMs for example: yarn circles; Patient story/ journey; Observation; 

interviews  

 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

specific at risk sub-groups (eg. LGBTIQ youth) and peer 

support services in addition to already funded suicide 

prevention and post-vention programs. 

 

Commission the Family Wellbeing Program targeting 

Aboriginal and Torres Strait Islander youth in the Central 

Coast, Liverpool Plains and Manning regions.  

Enhanced communication, problem-solving, 

conflict resolution and other life skills for young 

Aboriginal men (aged under 25 years) who are 

empowered to take greater control and 

responsibility for family, work and community 

life. 

 

NO  

 

- Validated PROM for Aboriginal populations yet 

to be identified 

 

 - Number/proportion of Aboriginal people receiving PHN-

commissioned mental health services where the services were 

culturally appropriate (NB. Mandatory performance indicator). 

- PREMs for example: yarn circles; Patient story/ journey; Observation; 

interviews  

 

HNECC 

Commission mental health services for Aboriginal and 

Torres Strait Islander people across the HNECC PHN region 

through the Indigenous Mental Health Service program.  

Improved access to joined up, integrated, 

culturally appropriate and safe mental health 

services that holistically address the mental 

health and healing needs of Aboriginal and 

Torres Strait Islander people. 

NO - PROMs for example: Distress/ Depression 

(K10) (will enable comparisons with state based 

data reported by NSW Health Statistics). Kessler-

5 (K5); other measures (self-efficacy, resilience 

and identity, isolation and loneliness, and social 

wellbeing) pre and post 

 

- Number/proportion of Aboriginal people receiving PHN-commissioned 

mental health services where the services were culturally appropriate. 

(NB. Mandatory performance indicator). 

- Number/proportion of participants in the in the Aboriginal and Torres 

Strait Islander Mental Health Services Activity (disaggregated by service 

type). 

- PREMs for example: Surveys paper and electronic; Focus Groups; 

Patient story/ journey; Observation; interviews  

 

HNECC 

Provide seed funding through a Mental Health 

Collaborative Innovation Grant to the Mobile Mental 

Health Project to provide mental health outreach services 

to Aboriginal Medical Services. 

Improved access to culturally appropriate 

mental health services for Aboriginal community 

members across the HNECC PHN region 

NO - PROMs for example: DASS21, K10/K5; other 

measures self-efficacy, resilience and identity, 

isolation and loneliness, and social wellbeing pre 

and post 

- Client Case Studies, Your Experience of Service 

Surveys 

- Feedback from AMSs and other local service 

providers / stakeholders. 

- Number of site visits 

- Number of clients seen on location 

 

ProCare 

Mental Health 

Services 

Support capacity building activities with Aboriginal 

Community Controlled Agencies and mainstream 

organisations who provide services to Aboriginal 

consumers. 

The focus of this activity will be: increasing the capacity of 

the local ACCHO network to operate within the open 

market; enhancing capacity to develop evidenced based 

mental health services; improving the cultural safety of 

services; and developing partnerships between 

Community Controlled Organisations and mainstream 

providers.  

Greater capacity of services to provide 

integrated, culturally safe mental health services 

for Aboriginal and Torres Strait Islander people 

across the HNECC PHN region. 

NO - Pre and post professional training surveys: 

Changes in knowledge and practice 

- Numbers of health professionals attending education and training 

events facilitated by HNECC. 

 

HNECC 

Commission the Primary Mental Health Care Services 

Program throughout the HNECC PHN region, to provide 

short-term evidence based psychological interventions. 

This program will undergo coproduction redesign to 

improve flexibility and accessibility within the context of a 

Stepped Care model. There will be a focus on improving 

the distribution of psychological interventions to improve 

equity in access for at risk groups across the region. 

As listed in Priority: Males Aged 25-65 Years 

Completion of the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

As listed in Priority: Males Aged 25-65 Years 

For opportunities, priorities and options to address this priority need, please refer to Appendix B: Aboriginal Health and Wellbeing Needs Assessment – Section 4 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 
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Continue to support commissioned headspaces at 

Tamworth, Gosford/Lake Haven, Maitland and Newcastle 

to implement Headspace Model Integrity Framework and 

continue to support the ongoing growth and development 

of headspace services across the entire HNECC footprint 

through satellite and stand-alone sites when opportunities 

arise. Support greater cooperation between Headspace 

providers to support collaboration and resource sharing. 

Work with Headspace centres to prepare for contract 

renewals and potential contracting of new lead agencies. 

Increased access for young people and their 

families to help with issues affecting their 

wellbeing, including: mental health; physical 

health; work/study support; and alcohol and 

other drug services.  

National Headspace Performance Measures  National Headspace Performance Measures  - Number/Proportion of regional youth population receiving youth-

specific PHN-commissioned mental health services. (NB. Mandatory 

performance indicator). 

 

HNECC 

Design and commission new youth mental health services. 

This will include: the codesign of a service for youth 

experiencing severe and complex mental illness; the roll-

out of low-intensity youth services (LITe Model) following 

the initial pilot phase; and commissioning additional early 

intervention focused services for youth experiencing or at 

risk of mental illness. 

Improved outcomes for youth experiencing or at 

risk of developing mental illness. 

NO PROMs for example: Health of the Nation 

Outcome Scales for Children and Adolescents 

(HoNOSCA); PROMIS paediatric short form; 

Distress: depression (K10, PHQ-2), anxiety 

(GAD7) 

 

- Number/Proportion of regional youth population receiving youth-

specific PHN-commissioned mental health services. (NB. Mandatory 

performance indicator). 

 

HNECC 

Engage in capacity building with existing primary youth 

mental health service providers with regards to 

development of a peer workforce model to assist with 

consumer engagement and early intervention. Support will 

also be provided to improve networks across the sector, 

increase capacity to engage in early intervention and low-

intensity support, improve engagement with at risk, 

marginalised or hard to engage groups and encourage 

cross-sectoral service collaboration. 

Increased capacity within existing primary youth 

mental health services. 

 

NO NO - Specialist Reference Group is established to guide the development of 

service models and identify local needs in the region. 

HNECC 

Commission a youth counselling service targeting 12-18 

year olds and their families / carers living in the Tilligerry 

Peninsula and Karuah areas 

Improved outcomes for youth at risk of 

developing mental health problems 

NO - Observation from primary health care nurse pt. 

outcomes 

- Number of counselling services recorded by service provider 

- Demographics of people accessing the service 

- Nature of assistance required by people accessing the service 

- Feedback from GPs 

HNECC 

Provide seed funding through a Mental Health 

Collaborative Innovation Grant to the Collaborative Mental 

Health Project to facilitate tele-counselling services for 

school students aged 8-12 years. 

Improved access to mental health support for 

children in rural and remote communities 

NO PROMs for example: Health of the Nation 

Outcome Scales for Children and Adolescents 

(HoNOSCA); PROMIS paediatric short form; 

Distress: depression (K10, PHQ-2), anxiety 

(GAD7) 

- Number of schools recruited 

- Number of students commencing therapy 

- Number of sessions delivered 

Royal Far West 

Provide seed funding through a Mental Health 

Collaborative Innovation Grant to the Student Well-Being: 

Self Harm project. This project will involve: support and 

training for the welfare of staff members; development 

and piloting of parent and peer support and education 

programs in recognising intentional self-harm; and 

developing a full and clear primary health care referral 

network for each community. 

Increased access for young people and their 

families to help with issues affecting their 

wellbeing relating to intentional self-harm. 

Support and training to improve the welfare of 

staff members. 

NO - Reduction in self-harm 

- Surveys of student subjective wellbeing  

- Uptake of parent support and education programs St. Phillip’s 

Christian 

Education 

Foundation 

Commission the Primary Mental Health Care Services 

Program throughout the HNECC PHN region, to provide 

short-term evidence based psychological interventions. 

This program will undergo coproduction redesign to 

improve flexibility and accessibility within the context of a 

Stepped Care model. There will be a focus on improving 

the distribution of psychological interventions to improve 

equity in access for at risk groups across the region. 

As listed in Priority: Males Aged 25-65 Years 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

As listed in Priority: Males Aged 25-65 Years 
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s Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 
As listed in Priority: Males Aged 25-65 Years 

For further opportunities, priorities and options to address this priority need, please refer to Appendix A: BNA Update 2017 – Section 4 
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Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 
As listed in Priority: Males Aged 25-65 Years 

For further opportunities, priorities and options to address this priority need, please refer to Appendix B: Aboriginal Health and Wellbeing Needs Assessment – Section 4  
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Develop and commission a framework/service to support 

uptake of the stepped care model by providers and the 

community. This activity will also focus on supporting the 

capacity of the primary care sector to provide services 

across the spectrum of stepped care, including the 

consistent delivery of step one (promotion, prevention and 

referral) by providers operating at the higher levels of 

stepped care and other organisations servicing at risk 

population groups.  

Increased capacity of the primary care sector to 

operate within a patient centered stepped care 

model. 

NO NO - Evidence of formalised partnerships with other regional service 

providers to support integrated regional planning and service delivery. 

(NB. Mandatory performance indicator). 

- Provider experience measures  

HNECC 

For further opportunities, priorities and options to address this priority need, please refer to Appendix A: BNA Update – Section 4 
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Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 
As listed in Priority: Males Aged 25-65 Years 

For further opportunities, priorities and options to address this priority need, please refer to Appendix A: BNA Update – Section 4 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 
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Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

As listed in Priority: Males Aged 25-65 Years 

For further opportunities, priorities and options to address this priority need, please refer to Appendix A: BNA Update – Section 4 
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Design and commission new low intensity mental health 

services, including building upon existing services as 

appropriate.  

Enhanced access to high quality, evidence based 

psychological services for people with, or at risk 

of developing, mild mental illness. 

YES – This activity will contribute to the below 

measure. 

- Rates of psychological distress by Kessler 10 

categories, by sex, persons aged 16 years and over, 

PHN, LGA, LHD. (Centre for Epidemiology and 

Evidence, NSW Health Statistics). 

- PROMs for example: Quality of life (EQ-5D, 

AQoL); Distress: depression (K10, PHQ- 2), 

anxiety (GAD7); Self-efficacy (GSE); Health of 

the Nation Outcome Scales (HoNOS); PROMIS 

short form 

- Clinical outcomes for people receiving PHN-

commissioned low intensity mental health 

services. (NB. Mandatory performance 

indicator). 

- Proportion of regional population receiving PHN-commissioned mental 

health services – Low intensity services. (NB. Mandatory performance 

indicator). 

- Average cost per PHN-commissioned mental health service – Low 

intensity services. (NB. Mandatory performance indicator). 

- Number of recognised low intensity service providers within the HNECC 

PHN region. 

- PREMs: Surveys paper and electronic; Focus Groups; Patient story/ 

journey; Observation; interviews  

HNECC 

Promote existing low intensity services and low intensity 

gateways as a component of a Stepped Care approach to 

mental health service provision. This will include 

supporting and promoting the Mental Health digital 

gateway, and validated self-help and digital mental health 

services. Promotion will occur across local networks, 

through the HNECC website, social media platforms, 

HealthPathways and PatientInfo. 

Increased use of validated self-help and digital 

mental health services by people with, or at risk 

of, mild mental illness. 

 

 

NO NO The Mental Health digital gateway is linked to the HealthPathways and 

Patient Info sites.   

 

HNECC 

Commission personal and relationship counselling targeted 

at people living in the Karuah community 

Increased access to early intervention / low 

intensity mental health services for members of 

the Karuah community. 

NO - PROMs for example: K10/K5; other measures 

(self-efficacy, resilience and identity, isolation 

and loneliness, and social wellbeing) pre and 

post 

- Occasions and nature of services provided 

- Demographics of people accessing this service 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 
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Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 
As listed in Priority: Males Aged 25-65 Years 

Support the roll out of first responder training initiatives 

and screening programs to facilitate early identification 

and intervention for people at risk of suicide i.e. the Black 

Dog Steppedcare Screening device through general 

practice. 

 

Increased access to appropriate services for 

people at risk of suicide. 

YES (with considerations) - This activity will 

contribute to the below measures. 

- Mental health overnight hospitalisations for 

intentional self-harm, by PHN & SA3 (AIHW) 

- Intentional self-harm: hospitalisations, persons 

aged 15 to 24 years, persons of all ages, by sex, by 

PHN, LHD & LGA, 2014-15 (Centre for Epidemiology 

and Evidence, NSW Health Statistics) 

- PROMs for example: Patient story/ journey; 

Observation; interviews; other measures (Self-

efficacy; Distress; resilience and identity; 

isolation and loneliness; and social wellbeing) 

pre and post 

 

 

 

 

 

 

 

- PREMs for example: Patient story/ journey; Observation; interviews  

- Average increase in confidence of training participants in intervening 

with at risk people. 

 

HNECC 

Commission the Good SPACE program in Moree, 

Tenterfield and the Upper Hunter, providing education and 

support for community members around the identification 

of suicidal behaviours and appropriate intervention 

strategies.  

Increased help-seeking and access to services for 

people after a suicide attempt and for those at 

high risk of suicide. 

NO - PROMs for example: Patient story/ journey; 

Observation; interviews; other measures (Self-

efficacy; Distress; resilience and identity; 

isolation and loneliness; and social wellbeing) 

pre and post 

- Number of people who are followed up by PHN-commissioned services 

following a recent suicide attempt. (NB. Mandatory performance 

indicator). 

- Number of workshops and participants in each community 

- Average increase in confidence of training participants in intervening 

with at risk people. 

HNECC 

Commission the LifeLine Complete Suicide Prevention 

Service in Newcastle, Lake Macquarie, Port Stephens, 

Taree, Singleton and the Central Coast.  

Increased help-seeking and access to services for 

people after a suicide attempt and for those at 

high risk of suicide. 

NO - PROMs for example: Patient story/ journey; 

Observation; interviews; other measures (Self-

efficacy; Distress; resilience and identity; 

isolation and loneliness; and social wellbeing) 

pre and post 

- Number of people who are followed up by PHN-commissioned services 

following a recent suicide attempt. (NB. Mandatory performance 

indicator). 

- Number of workshops and participants in each community 

- Average increase in confidence of training participants in intervening 

with at risk people. 

HNECC 

Develop and commission a framework to ensure 

consumers can move efficiently between community 

services, tertiary services and the primary health system. 

This activity will include: supporting opportunities for 

partnerships and collaboration between providers and 

across sectors within the stepped care model; and develop 

resources to increase knowledge of available services and 

treatment frameworks across the entire stepped care 

spectrum. 

Increased provider knowledge across the 

stepped care spectrum, and consumers are 

empowered to make informed choices from 

anywhere within the stepped care framework. 

NO NO - Evidence of formalised partnerships with other regional service 

providers to support integrated regional planning and service delivery. 

(NB. Mandatory performance indicator). 

- Provider experience measures  

 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

En
h

an
ce

d
 c

ap
ac

it
y 

o
f 

se
rv

ic
es

 t
o

 

d
ev

el
o

p
 a

n
d

 im
p

le
m

e
n

t 
an

 

ap
p

ro
ac

h
 t

o
 q

u
al

it
y 

Facilitate integration and standardisation of governance, 

clinical information management, performance reporting 

and consumer/staff feedback processes to support a 

holistic and integrated stepped care model within primary 

health services. HNECC will work with providers to 

implement a series of standards in regards to clinical 

governance, clinical information storage, performance 

reporting and consumer and staff feedback processes. This 

will be further supported by continued development of 

electronic referral pathways and common data 

management processes.  

Improved quality and clinical governance 

arrangements of services. 

NO NO - Extent to which governance processes are in place and being managed 

according to national, state and local standards, including the National 

Standards for Mental Health Services 2010 

- Provider experience measures  

 

HNECC 
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Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

As listed in Priority: Males Aged 25-65 Years 
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Complete the HNECC PHN Regional Mental Health and 

Suicide Prevention Plan in consultation with the 

community and key stakeholders. 

As listed in Priority: Males Aged 25-65 Years 

For further opportunities, priorities and options to address this priority need, please refer to Appendix B: Aboriginal Health and Wellbeing Needs Assessment – Section 4 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 
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  Commission the Mental Health Nurse Incentive Program, 

to engage Mental Health Nurses in various locations across 

the HNECC PHN region. This program will undergo 

coproduction redesign to improve the flexibility and 

accessibility of the program in addressing the primary 

mental health nursing needs of communities across the 

PHN footprint. The process of program review and 

redesign will include examination and improvement of 

workforce development and retention. 
As listed in Priority: People Experiencing Chronic and Episodic Moderate to Severe Mental Illness, including Other Health / Social Problems 
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Commission specialised mental health and counselling 

services for people participating in PFAS testing and those 

impacted by PFAS contamination in the Williamtown PFAS 

investigation area. This activity will also include supporting 

the uptake and integration of appropriate services, 

including reimbursement to GPs for pre- and post-blood 

test counselling consultations.  

 

 

Improved access to mental health and 

counselling services for people who have lived 

or worked in the Williamtown PFAS investigation 

area, complementary to the Voluntary PFAS 

Blood Testing Programme 

NO - PROMs for example: Quality of life (EQ-5D, 

AQoL); Distress: depression (K10, PHQ- 2), 

anxiety (GAD7); Self-efficacy (GSE); Health of 

the Nation Outcome Scales (HoNOS); PROMIS 

short form 

- Clinical outcomes 

- Increased access for non-defence personnel to mental health and 

counselling services for people who have lived or worked in Williamtown 

PFAS investigation area 

- Provision of voluntary PFAS Blood Testing Program 

- Support and education of Mental Health and General Practitioners 

around PFAS Exposure is available 

- Established reimbursement program for General Practice for pre and 

post blood test counselling consultations which ensures those seeking a 

PFAS blood test are not out of pocket 

- A tailored HNECC communications strategy developed in line with 

government PFAS response and appropriate messaging is being 

distributed throughout affected communities 

HNECC 
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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. 

Please attach checklists for any Activities under other Schedules to the Standard Funding Agreement 

if required. 

 

 

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 Annual Plan and for the department to use for programme 

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). 

✓ 
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APPENDIX A: BNA Update 2017 - Section 4 – Opportunities, priorities and options 
This section summarises the priorities arising from the Needs Assessment and options for how they will be addressed.  This could include options and priorities that: may be considered in the development of the Activity Work Plan, and supported by PHN 

flexible funding; may be undertaken using programme-specific funding; and may be led or undertaken by another agency. Information that has been updated since the previous iteration of this document is presented in red text. 

Table 3 

Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

H
ea

lt
h
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it

er
ac
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Provide updates to the National Health Services Directory 

and promote the directory to stakeholders. 

Enhanced access to reliable and consistent 

information about health services for health 

professionals and consumers, leading to 

improved knowledge and awareness of primary 

health care services available in the region. 

NO 

 

Relevant community or provider surveys/ 

questionnaires undertaken to include a question 

around the use and helpfulness of the directory 

and any resultant changes to knowledge and 

awareness of primary health care services  

- Updated information on health services is maintained in a 

contact management database and contributed to the National 

Health Services Directory at least bi-annually. 

- A link to the National Health Services Directory is provided 

through the HNECC website. 

- HNECC Staff to encourage and promote primary health care 

providers to search the National Health Services Directory to see 

if they are already listed 

Healthdirect 

Australia 

HNECC to lead 

local updates  

Maintain local Health Service Directories. Enhanced access to reliable and consistent 

information about health services for health 

professionals and consumers, leading to 

improved knowledge and awareness of primary 

health care services available in the region. 

NO 

 

Relevant community or provider surveys/ 

questionnaires undertaken to include a question 

around the use and helpfulness of directory/ies 

and any resultant changes to knowledge and 

awareness of primary health care services 

 

- Updated information on local health services is maintained in a 

contact management database and used to support this activity. 

- Directories made available on HNECC website could ask for 

feedback or a follow up question after an individual has 

accessed the directory e.g. Did you find what you were looking 

for? Was this information useful/helpful? 

HNECC 

Host the Home Care Package Provider Portal servicing the 

Central Coast, to complement the MyAgedCare portal. 

Improved access to vacant Home Care Packages 

for referring health care providers in the Central 

Coast region. 

YES (with considerations) - This activity, along with 

other activities undertaken external to HNECC PHN, 

will contribute to the below national measure in the 

defined geographic region. This activity should not 

be viewed in isolation. 

- Operational Aged Care places/ services /providers/ 

recipients by SA2 & Aged Care Planning Region, 

Home Care Packages (non-flexible) (level 1-4), 2015 

Department of Health Aged Care Data 

- Aged care recipients by Aged Care Planning Region, 

Home care, by sex and age, 2015 

Department of Health Aged Care Data  

 N/A - Access to the Home Care Package Portal is provided to relevant 

providers, measured through the number of hits to the portal 

per month. A link is provided through the HNECC website to this 

platform. 

HNECC 

Provide additional resources towards development of the 

Patient Info website, as aligned with HealthPathways, 

including a focus on promotion through General Practice. 

Consumers are assisted to understand and 

manage their health, and to navigate the health 

system. 

 

 

NO Changes to knowledge and understanding of 

consumers around their health condition and 

how best to navigate the health system 

obtained through surveying or undertaking a 

focus group of those who access/use the online 

resources 

- Rate of Patient Info site utilisation. 

- Feedback obtained online utilised to improve website content  

HNECC 

 

 

Produce a Health Literacy Guide, including a Health Literacy 

Filter, to inform all external communication. The Health 

Literacy Filter will also be made available to General Practice 

and other health service providers.  

A reduction in barriers which can exist when 

people engage with health information. 

NO N/A - The Health Literacy Filter is promoted to General Practice and 

other service providers. A Health Literacy Guide is developed 

- Number of practices and service providers engaging with and 

utilizing the health literacy guide 

HNECC 

Develop new promotional material for all new services in 

accordance with the Health Literacy Guide. 

Consumers are assist to navigate within and 

around primary health services in their 

community.  

NO N/A - New promotional materials are developed for all new funded 

services.  

- Feedback on the use and ease of resources/material through 

piloting with target populations 

HNECC 

Provision of health information and service navigation from 

Karuah community pharmacy. 

Karuah residents are able to access health 

information and easily obtain assistance to 

navigate the health system and access 

appropriate health services  

NO Improvements in residents’ ability to navigate 

the health system determined by observation 

from primary health care nurse and/or 

discussions with community members 

- Occasions and nature of services provided by pharmacist.   

- Community survey/questionnaire to assess resident’s 

satisfaction with availability/accessibility and appropriateness of 

information 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Provide seed funding through a Collaborate Health 

Innovation Project grant to the Music, Mind & Movement 

Program  

Determine the feasibility of conducting an 

ongoing music therapy program in Residential 

Aged Care Facilities.  

NO TBC TBC 

 

Macquarie 

University 

Commission a Strength and Balance Falls Prevention 

program in the New England region through the Priority 

Allied Health Services program. This will incorporate exercise 

physiology and be delivered in RACFs and to community 

groups. 

Reduction in falls amongst people who are aged 

or ageing in the New England region. 

 NO - Program is not at a scale that we would expect 

to see outcomes reflected in the below measure, 

smaller subregion data required: 

Prevalence of falls in the previous year, persons aged 

65 years and over, 2015, HNECC PHN region and 

HNELHD region 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

- 6 and 12-month post follow up of participants 

to capture prevalence of falls in cohort/ 

undertake comparisons with PHN prevalence 

rates 

- PROMs 

- Number of occasions of service 

 - PREMs: Surveys; Observation; interviews  

 

HNECC 

Commission a psychology service to RACFs in the Newcastle 

and Lake Macquarie LGAs through the Priority Allied Health 

Services program. Review the program in the context of 

developing a Regional Mental Health and Suicide Prevention 

Plan. 

Improved access to primary mental health 

services for residents of RACFs in the Newcastle 

and Lake Macquarie areas. 

NO - PROMs: e.g. PROMIS adult short form mental 

health survey; Distress: depression (K10, PHQ- 

2), anxiety (GAD7) at initial consultation, at 3 

months and/or final consultation 

 

- Number of occasions of service.  

- PREMs: Surveys; Focus Groups; Patient story/ journey; 

Observation; interviews 

HNECC 

Commission After Hours Primary Care services that are 

innovative and address gaps in After Hours service provision, 

service ‘at risk’ populations or populations with limited 

access to mainstream After Hours services. 

Improved access to After Hours primary health 

care services for patients where service gaps 

exist. Population groups to benefit may include: 

residents of Residential Aged Care Facilities; 

regional and/or remote communities; culturally 

and linguistically diverse populations; and 

Aboriginal and Torres Strait Islander people. 

YES  

- Number of PIP practices receiving a level 1-5 After 

Hours Incentive payment, by quarter, PHN 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, PHN/SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, by 

PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

- Triage 4&5 ED presentations obtained from 

LHDs 

- Relevant community surveys/ questionnaires 

undertaken to include a question around the 

use and accessibility to after hour care for non-

urgent medical conditions  

- Cost effective analysis  

 

- Innovative models to address service gaps and improve access 

to After Hours Primary Health Care are developed and piloted. 

- PREMs: Survey (paper or electronic) of experience with 

afterhours care 

HNECC 

Commission the After Hours – Aged Care Emergency (ACE) 

Program in the Hunter and New England regions. This is a 

nurse led model of care that provides support to Residential 

Aged Care Facility staff to facilitate residents’ non-life 

threatening acute care needs being met within the facility 

and thus avoiding an Emergency Department (ED) 

presentation. Where an ED presentation is required, this 

program enhances the flow and coordination of the care 

during the ED visit. 

Reduction in the need for residents of RACFs to 

present to an ED for non-life-threatening acute 

care. Enhanced clinical handovers from RACF 

staff to General Practitioners. Where an ED 

presentation is required enhanced clinical 

handover and management of the presentation. 

NO - Number of consults that resulted in hospital 

avoidance 

- Triage 4&5 ED presentations obtained from 

LHDs 

- Cost effective analysis 

- Number of patients seen 

- Percentage of participating RACFs 

HNECC 

Partner in the Hunter Alliance: Care in the Last Year of Life; 

Diabetes; and COPD work streams in the Hunter Region 

  

Greater integration and coordination of health 

services through clinically-led service 

development and improvement. Health care 

services are connected in a way that builds on 

available health care resources and introduces 

pockets of innovation that are assessed for 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in the defined geographic region. 

This activity should not be viewed in isolation. 

- Evaluation as per Alliance stream framework 

- Patient Activation Measure (PAM) 

- A data collection and analytics mechanism 

(with a specific focus on practice-level data 

relative to peers) allowing practices and primary 

care organisations to view how given practices 

- Completion of Patient co-design methodology to inform the 

development of the shared clinical handover tool – ‘Netcare’.  

‘MyNetCare’ product is implemented (live platform) between a 

number of GPs, Newcastle Calvary Mater Hospital and other 

providers. 

Calvary, 

HNECC, Hunter 

Primary Care, 

HNELHD 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

scalability and cost effectiveness. Health care is 

person-centred, seamless and delivered close to 

home. Improvement is seen in patient 

experience of care, provider experience of care, 

clinical outcomes, and health outcomes. 

 

- Rate of potentially preventable hospitalisations for 

chronic obstructive pulmonary disease (COPD) per 

100,000 people, age-standardised, 2013-14 (awaiting 

update), HNECC PHN & SA3 regions 

- Rate of potentially preventable hospitalisations for 

diabetes complications per 100,000 people, age-

standardised, 2013-14 (awaiting update), HNECC 

PHN & SA3 regions 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

- Inpatient utilisation according to DRG cluster by 

SA3 

Admitted Patient Services Data, DOH PHN Secure 

Data Area Website 

- Relative utilisation of emergency departments by 

triage category and by SA3 

Emergency Department Data, DOH PHN Secure Data 

Area Website 

- Potentially preventable hospitalisations, COPD, 

2014-15, HNECC region, LGAs and LHD regions 

- Potentially preventable hospitalisations, diabetes 

complications, 2014-15, HNECC region, LGAs and 

LHD regions (this data is more up to date) 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

 

are performing for the purpose of continuous 

quality improvement processes. 

- Primary clinical endpoint e.g. changes in 

HbA1C (target <=7.0%) 

- Secondary outcomes: changes in serum total 

cholesterol (target <5.5 mmol/L 

Changes to BMI (target (18.00-24.99kg.m2) 

- Success of tailored care (assessed by a 

practitioner satisfaction survey, interviews and 

practitioner focus groups);  

- Economic sustainability (such as cost utility 

analysis). 

 

 

- Percentage of patients participating in the Hunter Alliance – 

COPD work stream provided with written COPD action plans. 

- Number of MyNetCare referrals completed 

- Number of practices who have had an Integrated Diabetes 

Clinic provided in the practice 

- Number of local clinicians who have attended education 

provided by the Alliance workstream 

- Codesign of new model of care to provide secondary care for 

appropriate COPD patients in general practice settings 

- Number of practices who are engaged in new model of care 

developed by the Hunter Alliance - COPD workstream 

Partner in the New England Dementia Alliance and  

Involvement in the New England Integrated Aged Care 

Meeting 

 

Improved planning and solution design to 

improve health for older people and people with 

cognitive impairment. 

 

NO NO TBC HNECC 

Facilitate a Video Conferencing pilot for GP consults in Aged 

Care in the Central Coast region. 

 

 

 

Greater support is provided to older people with 

complex health needs who would benefit from 

higher levels of coordinated care and treatment. 

Reduction in the need for transportation. 

Preventable hospital admissions are reduced 

through improved access to GP advice and 

management at times when the GP is not able to 

visit the facility. Communication between the 

GP, facility and other health care team members 

is enhanced. 

NO 

 

 

- Cost effective analysis 

 

 

- An aged care multidisciplinary care coordination and advisory 

service is provided by Aged Care Coordinators.  

- Involvement from: up to 4 RACFs; 50 staff; 10 multi-disciplinary 

health care teams; and 20 GPs.  

- Up to 1200 individual client sessions are completed.  

- 12 meetings are held between the aged care coordinator and 

health professionals each year.  

- Care coordinator activity leads to 50 allied health services 

instances and 40 specialist services referrals within the RACF. - 

250 GP video consultations are held per RACF each year. 

- PREMs: Patient story/ journey; Observation; interviews 

- Provider satisfaction 

 

HNECC 

Co-design and commission a Primary Care Support service 

for Residential Aged Care Facilities in the Central Coast 

region to enhance access to primary care support for RACFs 

in managing unexpected deterioration in residents. 

  

Improved access to Primary Care Support for 

Residential Aged Care Facilities across the 

Central Coast region. Increased capability of 

RACF teams to manage unexpected 

deterioration in patients, reduced calls to GPs, 

enhanced clinical handover, improved 

relationships with ED and greater use of low 

acuity protocols by NSW Ambulance 

paramedics. 

NO - Number of consults that resulted in hospital 

avoidance 

- Triage 4&5 ED presentations obtained from 

LHDs 

 

- Number of patients seen 

- Percentage of participating RACFs 

- Satisfaction of RACF staff with the training provided 

- Experience / satisfaction of providers participating in the new 

model 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Host the Home Care Package Provider Portal servicing the 

Central Coast region, to complement the MyAgedCare 

portal. 

As listed above in Priority: Health Literacy 

Commission the expansion of the ACE service in Tamworth 

providing RACF’s with a 24/7 service incorporating 

telephone support service provided by the GP Access After 

Hours Patient Streaming Service. 

Improved after hours GP service access to RACF 

residents in the Tamworth region. Reduced ED 

presentations. 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in the defined geographic region. 

This activity should not be viewed in isolation. 

- Rate of potentially preventable hospitalisations for 

chronic obstructive pulmonary disease (COPD) per 

100,000 people, age-standardised, 2013-14 (awaiting 

update), HNECC PHN & SA3 regions 

- Rate of potentially preventable hospitalisations for 

diabetes complications per 100,000 people, age-

standardised, 2013-14 (awaiting update), HNECC 

PHN & SA3 regions 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

- Inpatient utilisation according to DRG cluster by 

SA3 

Admitted Patient Services Data, DOH PHN Secure 

Data Area Website 

- Relative utilisation of emergency departments by 

triage category and by SA3 

Emergency Department Data, DOH PHN Secure Data 

Area Website 

- Potentially preventable hospitalisations, COPD, 

2014-15, HNECC region, LGAs and LHD regions 

- Potentially preventable hospitalisations, diabetes 

complications, 2014-15, HNECC region, LGAs and 

LHD regions (this data is more up to date) 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

 

- Number of consults that resulted in hospital 

avoidance 

- Triage 4&5 ED presentations obtained from 

LHDs 

 

- Number of patients seen 

- Percentage of participating RACFs 

- Satisfaction of RACF staff with the training provided 

- Experience / satisfaction of providers participating in the new 

model 

HNECC 
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For opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 
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h
 

Commission the provision of administrative support to the 

Childhood Immunisation Service conducted in partnership 

with CCLHD and Wyong Shire Council as a community 

support initiative in the Wyong region. 

Increased childhood immunisation rates in the 

Wyong SA3, achieved by conducting free 

vaccination programs and communicating 

information about immunisation to the public 

and health professionals.  

YES  

Percent of children fully immunised at 1 year; 2 

years. And 5 years. 

Aboriginal and total populations, 2014-2015, HNECC 

PHN, SA3 & Postcode regions. For this particular 

program we would only be interested in Wyong SA3 

or associated postcode rates 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

NO - Number of clinics held. 

- Number of vaccinations provided through the clinic.  

- Number of clients seen through the clinic that are of Aboriginal 

or Torres Strait Islander heritage. 

 

HNECC 

Provide seed funding through the Collaborative Health 

Innovation Project grant to the Sky Clinic – Early Years 

Outreach service which will provide interventions via a 

virtual allied health clinic. 

 

The project will use digital solutions to address 

barriers to accessing specialist perinatal mental 

health services. 

NO TBC TBC HealthWISE 

Develop and implement an integrated strategy for 

addressing high rates of low-birth weight babies and 

smoking during pregnancy in areas of high need within the 

HNECC PHN region in collaboration with key stakeholders, 

including ACCHO’s, LHDs and other antenatal service 

providers. 

In the long term, the aim of this activity is to 

reduce the number of low-birth weight babies 

and improve rates of infant mortality. 

DEPENDENT – if program is at a scale that we would 

expect to see outcomes reflected in the below 

measures: 

- Prevalence of low birthweight babies, HNECC PHN, 

2015 

- Smoking during pregnancy, HNECC PHN, 2015 

- First antenatal visit and gestational age, HNECC 

PHN, 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

AIHW data not current: Prevalence of low 

birthweight babies, 2009-2011, data needs to be 

available within a timely period to allow for analysis 

and assessment 

 AIHW – My Healthy Communities report 

Dependent on strategy developed 

 

- Tailored initiatives are developed, implemented and evaluated 

in populations with high rates of low-birthweight babies. 

HNECC 

Support General Practice Quality Improvement activities, 

through extraction and use of de-identified general practice 

data for benchmarking purposes, and to inform intensive 

quality improvement activities focused on key priority areas, 

such as childhood immunisation, to be included in Practice 

Support Plans. 

Improved patient outcomes, including 

improvement in national health priorities such 

as increased childhood immunisation rates 

across the HNECC PHN region. 

YES  

Percent of children fully immunised at 1 year; 2 

years. And 5 years, Aboriginal and total populations, 

2014-2015, HNECC PHN and SA3 regions 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

- Proportion of children fully immuinsed by 

general practice  

PAT CAT data 

- Number of quality improvement cycles completed. 

- Childhood immunisation status (overdue, fully immunised, due, 

and up to date) is benchmarked by general practice across the 

HNECC region  

- Practices are identified for implementation of quality 

improvement activities e.g. patient reminders for overdue 

immunisations.  

HNECC 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 

Y
o

u
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Commission the Primary Mental Health Care Services 

Program throughout the HNECC PHN region, targeting hard-

to-reach groups including children and youth. 

Increased access to primary mental health 

services for children and youth. 

YES - Number of patients receiving ATAPS and 

number of services, by age and sex by SA3 

(NB: National Headline Indicator) 

Access to Allied Psychological Services (ATAPS) Data, 

DOH PHN Secure Data Area Website; AND 

Department of Health Data Visualisation - Mental 

Health - Access to Allied Psychological Services 

 

PROMs: e.g. Health of the Nation Outcome 

Scales for Children and Adolescents (HoNOSCA); 

ROMIS paediatric short form; Distress: 

depression (K10, PHQ- 2), anxiety (GAD7) 

 

- Number/ Proportion of regional population receiving PHN-

commissioned mental health services – Psychological therapies 

delivered by mental health professionals.  

- Average cost per PHN-commissioned mental health service – 

Psychological therapies delivered by mental health 

professionals. 

- Service activity levels (disaggregated by community). 

- Percentage of service activity provided to children and youth. 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 

story/ journey; Observation; interviews  

HNECC 

Lead the development of a regional cross sectoral approach 

to early intervention for youth at risk of developing mental 

Improved outcomes for youth at risk of 

developing mental health issues. 

NO PROMs: e.g. Health of the Nation Outcome 

Scales for Children and Adolescents (HoNOSCA); 

- Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

health issues. Including the establishment of a Youth Mental 

Health and Early Psychosis Reference Group. 

PROMIS paediatric short form; Distress: 

depression (K10, PHQ- 2), anxiety (GAD7) 

 

- Establishment of a Youth Mental Health and Early Psychosis 

Reference Group. 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 

story/ journey; Observation; interviews  

Provide short-term funding through an Innovation Grant to 

provide high intensity exercise programs for children with 

Cystic Fibrosis. 

 

Improved health outcomes and quality of life for 

children with Cystic Fibrosis. 

NO NO - Number of exercise programs held Hunter 

Rehabilitation 

and Health 

Provide short-term funding through an Innovation Grant to 

educate teachers and students from 8 schools across the 

Upper Hunter in the Visible Wellbeing approach to integrate 

academic learning and wellbeing. 

Improved health and wellbeing of primary and 

secondary students in the Upper Hunter region. 

NO NO - Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. (NB. 

Mandatory performance indicator). 

 

Where There’s 

a Will 

Support Headspace Centres at Gosford, Lake Haven, 

Maitland, Newcastle and Tamworth to continue their 

services to youth guided by a Stepped Care approach. This 

will include support to improve the integration of Headspace 

centres with other key services and to transition into the 

PHN environment as of 1 July 2018.  

Increased access for young people and their 

families to help with issues affecting their 

wellbeing, including: mental health; physical 

health; work/study support; and alcohol and 

other drug services. Headspace is transitioned to 

the PHN environment with minimal disruption to 

services over a 2-year period. 

National Headspace Performance Measures  National Headspace Performance Measures  - Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. (NB. 

Mandatory performance indicator). 

 

HNECC 

Commission a youth counselling service targeting 12 to 25 

year olds living on the Tilligerry Peninsula 

 

Increased access to mental health services for 

young people aged 12 to 25 on the Tilligerry 

Peninsula. 

National Headspace Performance Measures  National Headspace Performance Measures  - Number/Proportion of regional youth population receiving 

youth-specific PHN-commissioned mental health services. (NB. 

Mandatory performance indicator). 

 

HNECC 

M
e
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l 
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For opportunities, priorities and options to address this priority need, please refer to the attached Mental Health & Suicide Prevention Needs Assessment 
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For opportunities, priorities and options to address this priority need, please refer to the attached Drug and Alcohol Needs Assessment 

H
ea

lt
h

 R
is

k 

B
eh

av
io

u
rs

 

Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

Improved health and wellbeing of people across 

the HNECC PHN region through increased access 

to a range of primary and allied health services 

and improved the local linkages between allied 

health and general practice. The primary target 

group is residents of small and more rural 

communities with identified health needs. 

YES – A range of measure dependent on allied health 

service 

- PROMs: Quality of life (EQ-5D, AQoL); 

Symptoms: pain (NPRS), fatigue (FSS); Self-

reported health status (SF-36)  

 A range of clinical indicators available – to be 

negotiated with service providers.  

- Number of occasions of service by discipline. 

- PREMs: Surveys paper and electronic; Observation; interviews  

 

HNECC 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

As listed above in Priority: Health Risk Behaviours 

Partner in the NSW Minerals Council Obesity and Mining 

Initiative.  

Development of a regional public health primary 

care initiative addressing overweight and obesity 

rates for employees in NSW coal mining 

NO - Program is not at a scale that we would expect 

to see outcomes reflected in population level 

overweight and obesity rates 

Dependent on intitative 

- changes in dietary intake and physical activity 

level of cohort 

- Initiative addressing overweight and obesity rates for 

employees in NSW coal mining developed and implemented. 

 

NSW Minerals 

Council 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

operations. Implementation of effective weight 

control and healthy lifestyle programs. 

- changes in knowledge and understanding of 

health risk factors 

- Reduction in BMI, waist circumference in 

defined cohort 

Implement a Healthy Weight Range initiative in primary care 

in the Narrabri, Gunnedah, Wyong and Greater Taree LGAs.  

 

It is likely that this will take the form of a regional “task 

force”. Other aspects of the strategy will be to ensure that 

there is regionally coordinated messaging and promotion of 

healthy weight range, supporting awareness-raising of the 

concept of a whole of system team based approach to 

assisting those outside of a health weight range. 

Improved identification and management of 

patients with a BMI >30kg/m2 in Primary Health 

Care 

Improved health outcomes for patients with BMI 

>30kg/m2 

NO/DEPENDENT on type and scale of initiative, may 

not be reflected in below measures, data required at 

a more granular level 

- Overweight or obesity, persons aged 16 years and 

over, PHN, 2015 

- Fruit and vegetables: recommended consumption 

in adults, persons aged 16 years and over, PHN, 2015 

- Adequate physical activity, persons aged 16 years 

and over, PHN, 2015 

Centre of Epidemiology and Evidence, NSW Health 

Statistics 

HNECC will develop a suite of indicators that will 

be used for evaluation purposes, this will 

include measures of cost effectiveness, 

population and clinical health outcomes, 

consumer satisfaction and provider satisfaction. 

 

- The healthy weight range initiative is developed in consultation 

with stakeholders and underpinned by the HNECC 

Commissioning Framework 

 

HNECC 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Participate in the stage 1 roll-out of the Health Care Homes 
initiative across the HNECC PHN region. 
 

Greater coordination of care for people with 

chronic and complex conditions, including 

integration of primary and acute care. Improved 

management of health conditions and enhanced 

quality of life. 

Evaluation and outcome measure in line with the 

national initiative 

Evaluation and outcome measure in line with 

the national initiative  

- HNECC PHN participate in stage 1 rollout of HCH initiative Department of 

Health  

HNECC 

Provide seed funding through a Collaborative Health 
Innovation Project grant for a pilot of shared medical 
appointments as an alternative for chronic disease 
management in health centres. 

Greater coordination for people with chronic 

and complex conditions, improved management 

of health conditions and enhanced quality of life. 

Evaluation and outcome measure in line with the 

national initiative 

Evaluation and outcome measure in line with 

the national initiative  

- Number of occasions of service by discipline. 

- PREMs: Surveys paper and electronic; Observation; interviews  

 

Australasian 

Society of 

Lifestyle 

Medicine 

Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

 

As listed above in Priority: Health Risk Behaviours 

Partner in the Hunter Alliance: Care in the Last Year of Life; 

Diabetes; and COPD work streams. 

 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 

For further opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health Needs Assessment 
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Commission the provision of administrative support to the 

bulk-billing Cancer Screening Clinic in the Wyong LGA, which 

conducts PAP tests and breast checks in partnership with 

Central Coast Local Health District. 

Increased access to screening for socially 

disadvantaged women and increased early 

detection of cancer and other abnormalities. 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in a defined geographic region 

(SA3). This activity should not be viewed in isolation. 

- Cervical screening participation rates, by age, PHN 

& SA3 regions, 2014-15 

AIHW analysis of state and territory cervical 

screening register data 

 

NO 

 

- Number of pap tests completed per year. 

- Number of breast checks completed per year. 

- PREMs: Surveys paper and electronic 

HNECC 

Well Women's Education and Scholarship program: targeted 

training in rural areas 

Enhance Practice Nurse Workforce capacity in 

cervical cancer screening 

 

Improved knowledge and skills of Practice 

Nurses around cervical screening 

 

YES (with considerations) – This activity, along with 

other internal activities and activities undertaken 

external to HNECC PHN, will contribute to the below 

national measure in a defined geographic region 

(SA3). This activity should not be viewed in isolation. 

- Practice nurse 3 month follow up/ survey 

regarding changes to practice 

-- Changes in cervical screening rates by 

participating general practices, obtained from 

CINSW 

 

- Number of practice nurses who complete Well Women’s 

Education and obtain certification 

 

 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Increased access to and participation in cervical 

cancer screening within targeted populations 

and/or communities in the HNECC PHN region. 

- Cervical screening participation rates, by age, PHN 

& SA3 regions, 2014-15 (NB: National Headline 

Indicator) AIHW analysis of state and territory 

cervical screening register data 

NO - Program is not at a scale that we would expect 

to see outcomes reflected in the below data, 

Information available is not granular enough  

- Number of PIP practices receiving a Cervical 

Screening Incentive outcomes payment  

- Number of PIP practices receiving a Cervical 

Screening Incentive sign on payment for the quarter, 

PHN region 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

Cancer Screening (cervical, breast & bowel) in Primary Care- 

Education Series: Forums run across the HNECC PHN region 

and live streamed to multiple sites 

 

Revise existing information and referral pathways for cancer 

screening 

 

 

Build primary care sector capacity in cancer 

screening (breast, bowel, cervical), focussing on 

priority populations and targeted geographical 

areas. 

 

Improved knowledge and skills of primary care 

sector around cancer (breast, bowel, cervical) 

screening 

 

Increased access to and participation in cancer 

screening (cervical, breast and bowel) programs, 

particularly for targeted populations and/or 

communities in the HNECC PHN region.  

 

Improved collaboration between HNECC, Local 

Heath Districts and other agencies that have 

responsibilities in this area. 

YES  

- National Bowel Cancer Screening Program (NBCSP) 

participation data by SA3 

National Bowel Cancer Screening Register/DOH PHN 

Secure Data Area Website 

- Cervical screening participation rates, by age, PHN 

& SA3 regions, 2014-15 

- BreastScreen participation rates by SA3 

AIHW analysis of state and territory cervical 

screening register data 

(NB: National Headline Indicators) 

- Number of PIP practices receiving a Cervical 

Screening Incentive outcomes payment for the 

quarter, PHN region 

- Number of PIP practices receiving a Cervical 

Screening Incentive sign on payment for the quarter, 

PHN region 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

 

 

 

- Changes in knowledge of Cancer Screening and 

cancer screening pathways measure by post 

evaluation survey 

 

- Number of attendants (GPs and Practice Nurses) at each 

Cancer Screening forum 

- Review and development of cancer screening health pathways, 

usage measured through google analytics 

- Development of Cancer Screening in Primary Care Toolkit e-

resource portal usage 

- Promotion of toolkit to Practice Managers and Practice nurses 

- Number of cancer screening quality improvement activities 

undertaken as a result of the dissemination and uptake of 

“Cancer Screening in Primary Care” toolkit. 

 

 

HNECC 

D
e

m
en

ti
a 

Commission the Memory Assessment Program in the New 

England region through the Priority Allied Health Services 

program. 

Improved access to timely comprehensive 

dementia assessment for people with mild to 

moderate cognitive impairment. Improved 

access to health programs identified as priorities 

by local communities.  

 

NO NO - Number of memory assessment occasions of service. 

- PREMs: Proportion of clients reporting a positive patient 

experience. 

HNECC 

Partner in the Hunter Dementia Alliance. Co-ordinate the 

effort for integration and research opportunity and promote 

effective partnerships. Participate in working groups for the 

timely assessment and diagnosis of Dementia. 

Improved referral pathways and practices in the 

assessment and diagnosis of Dementia. 

Enhanced integration of education for providers 

and carers. Greater advocacy on behalf of 

services providers for improved and integrated 

services across the region. 

 

NO NO - Clinical Pathway on Cognitive Impairment reviewed 

- Assess our policy against the Clinical Practice Guidelines 

- Referral pathways for recommendation to primary care 

established 

- HealthPathways reflect services for providers 

- Improved access to HealthPathways by non GP providers. 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Partner in the Dementia Partnership project, as part of the 

Agency for Clinical Innovation’s Building Partnerships: A 

Framework for Integrating Care for Older People with 

Complex Health Needs Program. 

Development of standardised referral and 

referral pathway to dementia assessment 

services across the New England region. 

Production of a documented suite of validated 

dementia screening and assessment tools, and 

recommended education and training, to 

support clinicians to improve timely assessment 

and diagnosis. Development of resources to 

improve clinical handover and communication 

for providers. Improved early assessment, 

diagnosis and support of people living with 

Dementia in the New England region. 

 

NO  

 

- Changes to practice in the assessment, 

diagnosis and support of people living with 

dementia  

- Number/ percentage of appropriate clinicians who undergo 

training and education in the application and use of the shared 

clinical handover tool 

HNECC, 

HNELHD, 

HealthWISE 

New England 

North West 

A
ft

e
r 

H
o

u
rs

 H
ea

lt
h

 S
e

rv
ic

e 
A

cc
e

ss
 

Commission After Hours Primary Care services that are 

innovative and address gaps in After Hours service provision, 

service ‘at risk’ populations or populations with limited 

access to mainstream After Hours services. 

 

 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 

 

Commission the After Hours – Aged Care Emergency (ACE) 

Program in the Hunter and New England regions. This is a 

nurse led model of care that provides support to Residential 

Aged Care Facility staff to facilitate residents’ non-life 

threatening acute care needs being met within the facility 

and thus avoiding an Emergency Department (ED) 

presentation. Where an ED presentation is required, this 

program enhances the flow and coordination of the care 

during the ED visit. 

 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 

Commission an After Hours Primary Care Service in the 

Hunter region, including the following components: 

A phone based assessment service; GP-led After Hours 

clinics; on call GPs to provide home visits, including to 

RACFs; and patient transport to the nearest clinic if clinically 

indicated.   

Improved access to After Hours primary medical 

care for residents across the Hunter region. 

 YES  

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, PHN & 

SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, by 

PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

- Number of consults that resulted in hospital 

avoidance. 

 

- Number of patients seen. 

- Number of transfers / referrals from local ED/s. 

- Provider satisfaction.  

- PREMs: Surveys paper and electronic  

 

HNECC 

Commission an After Hours Primary Care Service in the 

Central Coast region, including GP-led After Hours Clinics at 

Erina, Wyong and Woy Woy. 

Improved access to After Hours primary medical 

care for residents across the Central Coast 

region. 

 YES 

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Number of consults that resulted in hospital 

avoidance. 

 

- Number of patients seen. 

- Provider satisfaction.  

- PREMs: Surveys paper and electronic 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, PHN & 

SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, by 

PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

Commission the Small Town After Hours (STAH) Program in 

the New England region, providing telephone medical 

support to local hospitals for patients presenting within 

Triage Categories 3 - 5 when the usual general practitioner 

VMO is absent or otherwise unavailable. 

Improved access to After Hours primary medical 

care for residents of small towns, and improved 

retention and job satisfaction of GPs working in 

small towns. 

YES  

- Number of PIP practices receiving a level 1-5 After 

Hours Incentive payment, by quarter, PHN 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

- Average number of after-hours GP attendances per 

person, 2014-15, HNECC PHN region & SA3 

- Percentage of adults who saw a GP after hours in 

the preceding 12 months, 2013-14 (requires data 

update), HNECC PHN & SA3 

- Average number of after-hours ED attendances per 

1,000 people, by place of residence, 2013-14 

(requires data update) HNECC PHN region & SA3 

- Average Medicare benefits expenditure on after-

hours GP attendances per person, 2014-15, PHN & 

SA3 

AIHW – My Healthy Communities report 

- GP After Hours/Emergency Attendance 2014-15, by 

PHN & SA3, number of providers, number of 

patients, number of services, benefits paid 

Department of Health, PHN data page, Medicare 

Benefits Schedule Data 

 

NO  - Number of patients seen. 

- Number of communities covered. 

- Number of GPs providing coverage. 

- Satisfaction of GPs providing cover. 

- Satisfaction of GPs receiving cover. 

- PREMs: Surveys paper and electronic 

HNECC 
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Undertake HealthPathways extended reach projects in the 

Central Coast and Hunter New England regions. 

Improved planning of patient care through 

primary, community and secondary health care 

systems. 

NO NO Hunter New England project: 

- 25 pathways localised 
25% of pathways have Closing the Gap information 
- 30% whole of area content completed by 31.12.16  
- 100% whole of area content completed by 30.06.17. 

Central Coast project:  

- Youth Mental Health and Antenatal nutrition support 
Pathways redesigned  

- Development of 25 clinical pathways over 12-month period 
(5 working groups) 

- Aim for 25% of CC HealthPathways content to have content 
specific to Aboriginal and Torres Strait Islander populations. 

- PI portal to be rebranded by 30 April 2016 and information 
merged onto site 

- Canvas local utilisation of HealthPathways through survey 
of 357 GPs over 95 practices (47 Gosford and 48 Wyong). 
Monitor through google analytics and increase in utilization 

HNECC, 

HNELHD, 

CCLHD 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 43 

 

Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

- HealthPathways presence and content involvement in 80% 
of PHN education activities (appropriateness of event)  

- Reviews: process developed and review schedule 
maintained- 84 pathways 2016 

Identify pathways in line with LHD and PHN priorities: Mental 

Health, D & A, Cancer Screening 

 

Continue the NSW Ambulance Alternate Pathways Initiative 

in the Central Coast and Hunter regions, and extend 

initiatives to Tamworth in the New England region. Providing 

paramedics with better options for timely transfer of low 

acuity patients to a more suitable provider such as the 

patient’s own general practice or an alternative After Hours 

Service. 

Identify and implement other initiatives in collaboration 

with NSW Ambulance that provide paramedics with better 

options in the treatment of low acuity patients, patients 

nearing the end of life, and patients in residential aged care 

facilities (i.e. promotion of Authorised Care Plans; 

involvement in ACE Implementation; promotion of the 

Extended Care Paramedics roles in primary care). 

Improved health and clinical outcomes for 

patients, and increased satisfaction for 

consumers, GPs and NSW Ambulance staff.  

These initiatives will ensure clinical care is 

provided in the most appropriate environment, 

reducing the need for transfers to hospital when 

this is not clinically indicated. 

These initiatives will also lead to a reduction in 

preventable Category 4 and 5 Emergency 

Department presentations and potentially 

preventable hospital admissions. 

YES (with considerations) - This activity, along with 

other activities undertaken by HNECC PHN and 

external to the PHN, will contribute to the below 

national measure, in defined geographic regions. 

This activity but should not be viewed in isolation 

- Relative utilisation of emergency departments by 

triage category and by SA3 

Emergency Department Data, DOH PHN Secure Data 

Area Website 

 

- Number of patients who are assessed by 

paramedics and referred to their own GP. 

 

- Percentage of P1 Paramedics trained 

- No. of patients assessed using non-transport protocols 

- PREMs: Surveys paper and electronic 

- Provider satisfaction 

 

HNECC, NSW 

Ambulance, 

CCLHD, 

HNELHD 

SeNT Electronic Referral project Newcastle region 

 

Greater efficiency in referral processes between 

general practice, specialists and hospitals in the 

Newcastle region, supporting Improvements in 

efficiency, safety and quality of care. 

NO NO -  Number of participating practices 

- Number of referrals sent/received: 33 e-referrals successfully 

sent and received by HNELHD per quarter from Sep 16 

- Proportion of referrals public 

- Proportion of referrals private  

- Number of clinical areas with eReferrals. 

 

HNECC, 

HNELHD 

Assist Allied Health Providers in the adoption of Digital 

Health solutions. 

Improved information sharing across healthcare 

providers. 

YES 

My Health Record statistics by PHN; monthly data 

provided on: 

- Consumer registration by gender  

- Consumer registration by age range 

- Provider registration by organisation type 

- Provider uploads by document type 

- Provider document uploaded by 

document type 

NO - Increased utilisation of secure messaging. 

- Increased registration for MyHealth Record. 

- Increased creation of event summaries. 

 

HNECC 

Promote and facilitate innovation in health development 

across the HNECC PHN region by hosting the INNOV8 online 

portal. 

Collaborative interest and co-investment in 

HNECC identified priority health needs. 

Improved health outcomes for priority 

populations through collective or collaborative 

work between private, NGO and public 

organisations. 

N/A for INNOV8 but may be applicable for programs 

and projects funded through the initiative 

Quadruple Aim indicators will be developed for 

each program/activity/initiative to measure: 

improvement in the health of the population; 

reduction in the per capita cost of care; 

improvement in the patient experience of care; 

and improvement in the healthcare provider 

experience of care. 

Number of collaborative business cases developed to address 

priority areas, which meet criteria, and are presented for 

assessment. 

 

HNECC 

Partner in the delivery of the Central Coast Integrated Care 

Program, components of which include: a Care Coordination 

pilot in the Peninsula and North Wyong areas; a Diabetes 

project; a Antenatal Share Care redesign project; and an 

Improving health access for vulnerable children and young 

people in ‘out of home care’ and Youth Interagency 

network. 

Greater integration and coordination of health 
services through clinically-led service 
development and improvement. Health care 
services are connected in a way that builds on 
available health care resources and introduces 
pockets of innovation that are assessed for 
scalability and cost effectiveness. Health care is 
person-centred, seamless and delivered close to 
home. Improvement is seen in patient 

YES (with considerations) - This activity, along with 

other activities undertaken by the HNECC PHN and 

external organisations, will contribute to the below 

national measure, this activity however should not 

be viewed in isolation.  

- Rate of potentially preventable hospitalisations for 

diabetes complications per 100,000 people, age-

Evaluation as per Integrated Care Program 

framework  

Performance of each party under the service level agreement is 
evidenced by, scheduling and attendance at: Program and 
portfolio meetings; monthly steering committee meetings; 
monthly governance committee meetings; and monthly 
stakeholder meetings. 
 

Evaluation of the Joint Commissioning of the Chronic Disease 

cohort, resulting in evidence for future commissioning and 

Social Return on Investment. 

CCLHD, HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

experience of care, provider experience of care, 
clinical outcomes, and health outcomes. 

standardised, 2013-14 (awaiting update), HNECC 

PHN & SA3 regions 

(NB: National Performance Indicator) 

AIHW – My Healthy Communities report 

- Inpatient utilisation according to DRG cluster by 

SA3 

Admitted Patient Services Data, DOH PHN Secure 

Data Area Website 

Partner in the Hunter Alliance: Care in the Last Year of Life; 

Diabetes; and COPD work streams. 
As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population. 
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Delivery of the Practice Support and Development Program 

across the HNECC PHN region. 

General practices are supported to maximize 

their business efficiency and sustainability, and 

provide high quality, evidence-informed care for 

their patient community. 

YES (with considerations) - This activity, along with 

other practice activities undertaken by HNECC PHN, 

will contribute to the below national measure, 

however this activity but should not be viewed in 

isolation 

 

- MBS 715 Health Assessment, HNECC PHN, 2013-14, 

number of health checks, usage rate (not as current 

as below) 

AIHW Indigenous Health Checks (MBS 715) data tool 

- MBS 715 Health Assessment, by quarter, number of 

services, benefit, number of practitioners, only 

available at previous Medicare Local regions and  

Medicare Australia Statistics  

 

Number of PIP practices, by quarter, PHN region 

receiving a:  

 Teaching Incentive payment  

Quality Prescribing Incentive payment  

Asthma Incentive sign on payment Number of 

Cervical Screening Incentive outcomes payment  

Cervical Screening Incentive sign on payment  

Diabetes Incentive outcomes payment 

Diabetes Incentive sign on payment  

Indigenous Health Incentive Tier 1 payment  

Indigenous Health Incentive Tier 2 payment  

at least one Indigenous Health Incentive patient 

registration payment  

Indigenous Health Incentive sign on payment  

eHealth Incentive payment for the quarter 

Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

Health and quality improvement outcome 

measures identified in each action plan. E.g. 

greater uptake of diabetes annual cycle of care 

for diabetic patients; Proportion of Aboriginal 

clients with 715 health assessments conducted; 

pt. proportion of target population with an up to 

date pap test undertaken and recorded 

- All general practices wishing to participate have a Practice Plan 

in place. 

- Each engaged General Practice is visited at least once per 

month to develop or take action on their practice plan. 

- The program is supported by data maintained in contact 

management database. 

- Action plans implemented 

HNECC 

Participate in the Hunter New England Central Coast 

Research HUB initiative, bring together clinicians, clinical 

academics and preclinical researchers to identify research 

solutions to important clinical issues. 

Clinicians, clinical academics and preclinical 

researchers are supported to develop a clinical 

question into a testable research hypothesis and 

to develop a research project plan. 

NO NO Number of workshops carried out and number of clinicians, 

clinical academics and preclinical researchers involved. 

Number of grant application and number of small project grants 

awarded. 

HNELHD, 

CCLHD, UNE, 

UoN, HNECC 

Provision of accredited professional development and 

education programs tailored to meet the needs of primary 

care providers. 

Health care practitioners are supported to 

provide high quality patient-centered care 

across the region. 

NO  - Satisfaction surveys are completed and 

reviewed to ensure high quality and relevant 

course content is delivered to meet the needs of 

GPs, general practice staff and other 

stakeholders. 

Practice Support and Development Officers provide feedback to 

the HNECC Education team, from General Practices regarding 

their educational needs. The Education team works 

collaboratively with key stakeholders. 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

- Survey also asks participants to indicate 

changes in knowledge and understanding of 

health topic on completion of training 

Courses offered are targeted to address the health priorities of 

HNECC Ltd, and externally developed and delivered courses are 

promoted as appropriate. 

Number of health professionals attending courses. 

Number of accredited professional development and education 

programs delivered. 

Deliver a health workforce analysis and support program 

across the HNECC PHN region. This will involve, working with 

stakeholders to: collect and analyse local primary care 

workforce data; identify vulnerable communities; manage 

areas of immediate vulnerability; and develop short and long 

term workforce plans. 

Workforce vulnerability is minimized across the 

HNECC PHN region. An Aboriginal Health 

Practitioner model of care is trialed in the region 

and evaluated. 

 

 

 

- Percentage of adults who had a preferred GP in the 

preceding 12 months, by Primary Health Network 

and SA3, 2013–14 (Awaiting Data update) 

Percentage of adults who felt they waited longer 

than acceptable to get an appointment with a GP, by 

Primary Health Network and SA3 region, 2013–14 

(Awaiting data update) 

AIHW – My Healthy Communities Report 

 Successful collaboration is carried out with all relevant 

stakeholders to mitigate primary care workforce risks, 

particularly in vulnerable underserviced communities. 

Existing workforce capacity is improved and/or new service 

providers are introduced as locally appropriate. 

HNECC 
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For opportunities, priorities and options to address this priority need, please refer to the attached Aboriginal Health and Wellbeing Needs Assessment, and Mental Health and Suicide Prevention Needs Assessment 
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Commission primary health care services which are 

accessible at no cost to consumers across the HNECC PHN 

region.   

Increased access to primary health care services 

for people who are financially disadvantaged, 

and for people residing in areas where such 

services would otherwise be unavailable due to 

increased cost of service delivery. 

NO NO All commissioned services are delivered at no cost to 

consumers. 

 

HNECC 
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Commission a range of Allied Health Services throughout the 

Hunter and New England regions through the Priority Allied 

Health Services program. 

As listed above in Priority: Health Risk Behaviours 

Commission the Primary Health Care Nurse Program in the 

Hunter and New England regions. This activity supports 

health screening, health education, preventative health and 

health promotion services, delivered in partnership with the 

community and other local stakeholders. 

Improved health and wellbeing of people living 

within small rural and remote communities (with 

a population of less than 2,000), achieved by 

identifying and addressing local preventative 

health needs.   

NO NO - Total number of participants at health screening, health 

education, preventative health and health promotion events. 

- Number of participants identifying as Aboriginal or Torres 

Strait Islander. 

HNECC 

Commission the Small Town After Hours (STAH) Program in 

the New England region, providing telephone medical 

support to local hospitals for patients presenting within 

Triage Categories 3 - 5 when the usual general practitioner 

VMO is absent or otherwise unavailable. 

As listed above in Priority: After Hours Access 

Commission the After Hours – Aged Care Emergency (ACE) 

Program in the Hunter and New England regions. This is a 

nurse led model of care that provides support to Residential 

Aged Care Facility staff to facilitate residents’ non-life 

threatening acute care needs being met within the facility 

and thus avoiding an Emergency Department (ED) 

presentation. Where an ED presentation is required, this 

program enhances the flow and coordination of the care 

during the ED visit. 

As listed above in Priority: Health Needs and Access Issues of an Aged and Ageing Population 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

H
o

m
e

le
ss

n
es

s Provide short-term innovation funding to a project to 

support people to transition out of homelessness. 

Improve quality of life for homeless people in the 

Central Coast region. 

NO NO 

 

Orange Sky 

Laundry 
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APPENDIX B: Aboriginal Health and Wellbeing Needs Assessment - Section 4 – 

Opportunities, priorities and options 
This section summarises the priorities arising from the Needs Assessment and options for how they will be addressed.  This could include options and priorities that: may be considered in the development of the Activity Work Plan, and supported by PHN 

flexible funding; may be undertaken using programme-specific funding; and may be led or undertaken by another agency. 

Table 3 

Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Sh
o
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e

r 
lif

e 
e
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ct
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Support General Practice Quality improvement activities 

including increasing the uptake of Aboriginal specific 

Medicare Benefits Schedule items such as the 715 health 

assessment. 

Increased access to the 715 Health Assessment, 

improve health outcomes of Aboriginal people 

by early diagnosis of disease. 

YES 

- MBS 715 Health Assessment, HNECC PHN, 2013-14, 

number of health checks, usage rate (not as current 

AIHW Indigenous Health Checks (MBS 715) data tool 

- MBS 715 Health Assessment, by quarter, number of 

services, benefit, number of practitioners, only 

available at previous Medicare Local regions and  

Medicare Australia Statistics as below) 

Australian Institute of Health and Welfare (AIHW). 

(2016b). Indigenous health check (MBS 715) data 

tool 

Number of PIP practices, by quarter, PHN region 

receiving an:  

• Indigenous Health Incentive Tier 1 payment  

• Indigenous Health Incentive Tier 2 payment 

• at least one Indigenous Health Incentive 

patient registration payment  

• Indigenous Health Incentive sign on payment  

By quarter, PHN region  
Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

Proportion of Aboriginal clients with 715 health 

assessments conducted 

- PROMs Validated measure for Aboriginal 

populations yet to be identified: Quality of life; 

Self-efficacy; self-reported health status 

- Uptake of self-management tools (e.g.; COPD 
Action Plan, Heart Failure Action Plan, GP 
Management Plan/Team Care Arrangements)  
 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 
story/ journey; Observation; interviews 
- Details of quality improvement activities by mainstream 
practices to support culturally appropriate health care, e.g.: 
Audits, systems improvement such as recall and reminder 
systems;  
 
 

HNECC 
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 Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

Improved health outcomes for Aboriginal and 

Torres Strait Islander people with chronic health 

conditions through better access to coordinated, 

multidisciplinary, culturally appropriate 

mainstream primary care services (including but 

not limited to general practice, allied health and 

specialists). 

Improved culturally safety of workplaces and 

primary care services. 

 

 

YES 

- MBS 715 Health Assessment, HNECC PHN, 2013-14, 

number of health checks, usage rate (not as current 

as below) 

AIHW Indigenous Health Checks (MBS 715) data tool 

- MBS 715 Health Assessment, by quarter, number of 

services, benefit, number of practitioners, only 

available at previous Medicare Local regions and  

Medicare Australia Statistics  

- Potentially preventable hospitalisations, Chronic 

conditions, by Aboriginality, 2014-15, HNECC PHN 

region 

Centre for Epidemiology and Evidence, NSW Health 

Statistics 

Number of PIP practices, by quarter, PHN region 

receiving an:  

• Indigenous Health Incentive Tier 1 payment  

• Indigenous Health Incentive Tier 2 payment 

- Changes to individuals' capacity in 4 domains; 

Health System Navigation, Skills and Technique 

Acquisition, Self-monitoring and Insight, and the 

level of Social Integration and Support 

measured through pre and post survey at 

assessment/initial interview, at 6 mthly sessions 

and/ or exit assessment e.g. modified and 

validated Health Education Impact 

Questionnaire (heiQ) 

- PROMs Validated measure for Aboriginal 

populations yet to be identified: Quality of life; 

Self-efficacy; self-reported health status 

- Uptake of self-management tools (e.g.; COPD 
Action Plan, Heart Failure Action Plan, GP 
Management Plan/Team Care Arrangements)  
- GP/ Care Coordinator/ Aboriginal Outreach 

Worker experience  

- Newer attempts to measure integrated care 

- Number, FTE and location of Care Coordinators and outreach 

workers commissioned  

- Clients: Age; Gender; Location of residence (LGA level data); 
Diagnosis (key issue for referral); Date of referral; Referral 
source; Date of exit  
- Number and type of referral 
- Number of clients on waiting list; Length of time waiting for 
service (initial assessment)  
- PREMs: Surveys paper and electronic; Focus Groups; Patient 
story/ journey; Observation; interviews 
- Care Coordination Activities and Handover: Number of: initial 
assessments completed; GP case conferences attended; GP 
engagement activities; Specialist engagement activities; 
occasions of service (care coordination and supplementary 
services); referrals to other relevant support services and 
providers (clinical and social)  
- Aboriginal Outreach Workers Number of: Events, Elders 
groups, meetings attended to promote and encourage 
Aboriginal and Torres Strait Islander people to use primary care 

HNECC 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

• at least one Indigenous Health Incentive 

patient registration payment  

• Indigenous Health Incentive sign on payment  

By quarter, PHN region  
Department of Health, PHN data page, Practice 

Incentives Program (PIP) Data 

Proportion of Aboriginal clients with 715 health 

assessments conducted; pt. proportion of target 

population with an up to date pap test undertaken 

and recorded 

 
 

 

e.g. Singer, Picker Institute Europe 

- Pre and post professional training surveys: 

Changes in knowledge and practice 

 

 

services; Aboriginal and Torres Strait Islander people assisted 
with travel to and from appointments; Attendances at 
appointments with GPs/ referred specialist services/ allied 
health/ relevant diagnostic tests and /or referrals to other 
primary health care providers; Patients supported by collection 
of prescribed medications pharmacist; Aboriginal and Torres 
Strait Islander clients registered for a Medicare card; Referrals to 
support, social and outreach services provided  
- Indigenous Health Project Officer: Details of quality 
improvement activities by mainstream practices to support 
culturally appropriate health care, e.g.: Audits, systems 
improvement such as recall and reminder systems;  
Supplementary Services:  
• Allied health – number of services purchased and brokered  
• List the top three Allied health services used  
• Specialists – number services purchased and brokered  
• Transport – number purchased and brokered  
• Number and type of Medical aids. 

- Feedback from Aboriginal workforce; Observation; interviews 
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Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Socioeconomic Disadvantage is Contributing to Poorer Health Outcomes 

 

For additional opportunities, priorities and options for addressing this identified need, please refer to the attached Drug and Alcohol Needs Assessment 
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Provide seed funding through a Collaborate Health 

Innovation Project grant to the Beyond Bars program to 

provide a unique support and health focused pathway for 

Aboriginal and Torres Strait Islander people in prison with 

severe mental illness who are returning to live in the Hunter 

area. 

Improved coordinated approach to transition 

planning and care coordination for Indigenous 

inmates with a severe and persistent mental 

illness to support re-integration into their 

communities. 

NO - PROMs: K10/K5; other measures self-efficacy, 

resilience and identity, isolation and loneliness, 

and social wellbeing pre and post 

- Occasions and nature of services provided to Aboriginal 

inmates 

- Demographics of people accessing this service 

- Number of services provided to individuals 

- Feedback from Hunter Primary Care 

Hunter 

Primary Care 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

As listed in Priority: Socioeconomic Disadvantage is Contributing to Poorer Health Outcomes 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

Partner in key Aboriginal Health Partnerships, including: The 

Hunter Aboriginal Health and Wellbeing Alliance; and the 

Central Coast Aboriginal Partnership Agreement. 

Improved integration and coordination of health 

services to address the needs of Aboriginal and 

Torres Strait Islander peoples through clinically-

led service development and improvement. 

Improvement in patient experience of care, 

provider experience of care, clinical outcomes 

and health outcomes. 

DEPENDENT - on activities undertaken through the 

partnership 

Dependent on activities undertaken through the 

partnership 

- A representative of HNECC actively participates in all relevant 

activities associated with each of these key Aboriginal Health 

Partnerships. 

 

HNECC, 

CCLHD, 

HNELHD, 

ACCHO’s 

Partner with HNELHD and CCLHD to provide the 

HealthPathways website to improve access to health service 

information and referral pathways for health professionals 

across our region, including appropriate Aboriginal health 

and referral information. 

Improved knowledge of Aboriginal health 

services, referral pathways and health 

outcomes. 

NO Changes to knowledge and understanding of 

consumers around their health condition and 

how best to navigate the health system 

obtained through surveying or undertaking a 

focus group of those who access/use the online 

resources 

- Rate of Patient Info site utilisation. 

- Feedback obtained online utilised to improve website content 

HNECC 
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Partner with HNELHD and CCLHD to provide the 

HealthPathways website to improve access to health service 

information and referral pathways for health professionals 

across our region, including appropriate Aboriginal health 

and referral information. 

As listed in Priority: Multiple Barriers to Accessing Health Services 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Multiple Barriers to Accessing Health Services 

Fund local capacity building and service enhancement 

initiatives to support the Aboriginal primary health care and 

specialist and drug and alcohol workforces to provide 

culturally appropriate, evidenced based drug and alcohol 

treatment services for Aboriginal people across our region 

As listed in Priority: Multiple Barriers to Accessing Health Services 
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Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Socioeconomic Disadvantage is Contributing to Poorer Health Outcomes 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Fund an Aboriginal Health Practitioner model of care trial 

through general practice in our region and supporting 

Aboriginal Health workers to gain this qualification. 

Improved capacity of mainstream primary care 

services to deliver culturally competent services.  

NO - Pre and post professional training surveys: 

Changes in knowledge and practice 

- Numbers of Aboriginal Health workers gaining qualification HNECC 
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 Support General Practice Quality improvement activities 

including increasing the uptake of Aboriginal specific 

Medicare Benefits Schedule items such as the 715 health 

assessment. As listed in Priority: Shorter Life Expectancy 
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Support partnerships between Aboriginal Community 

Controlled and non -Aboriginal Community Controlled 

providers in commissioning of Indigenous funding 

Improved coordination of care for people with 

chronic and complex conditions, including 

integration of primary and acute care. Improved 

management of health conditions and enhanced 

quality of life. 

NO NO - A representative of HNECC actively participates in all relevant 

activities associated with each of these key Aboriginal Health 

Partnerships. 

 

HNECC 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Multiple Barriers to Accessing Health Services 
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Partner in key Aboriginal Health Partnerships, including: The 

Hunter Aboriginal Health and Wellbeing Alliance; and the 

Central Coast Aboriginal Partnership Agreement. 
As listed in Priority: Multiple Barriers to Accessing Health Services 
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Partner in the Central Coast Cancer Screening Network 

targeting low breast screening rate amongst Aboriginal 

women in Wyong and Gosford. 

 

 

Improved breast screening rates amongst 

Aboriginal women in the Central Coast LGA. 

YES 
HNECC PHN region, breast screening participation 
rates (%) for women aged 50 – 69 years, by LGA and 
Aboriginality, 2014-2015, (Cancer Institute NSW, 
2016). 
 

 

NO - Number of breast checks completed per year. 

- PREMs: Surveys paper and electronic 

HNECC 
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 Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

 

As listed in Priority: Multiple Barriers to Accessing Health Services 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 51 

 

Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 
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Fund a range of culturally appropriate Indigenous Mental 

Health Services across our region including Mental Health 

Care Coordination, Peer Navigation, Group, and Suicide 

Postvention Programs 

Increased access to primary mental health 

services for Aboriginal and Torres Strait Islander 

people. 

NO - PROMs: Distress/ Depression (K10) 

(undertaking this survey will enable 

comparisons with state based data – K10 

currently reported by NSW Health Statistics for 

Aboriginal and Torres Strait Islander 

population). Kessler-5 (K5) modified version of 

K10; other measures (self-efficacy, resilience 

and identity, isolation and loneliness, and social 

wellbeing) pre and post 

- Number/proportion of Aboriginal people receiving PHN-

commissioned mental health services where the services were 

culturally appropriate. (NB. Mandatory performance indicator). 

- Number/proportion of participants in the in the Aboriginal and 

Torres Strait Islander Mental Health Services Activity 

(disaggregated by service type). 

- PREMs: Surveys paper and electronic; Focus Groups; Patient 

story/ journey; Observation; interviews  

 

HNECC 

Commission the Integrated Team Care activity across the 

HNECC PHN region, with teams of Aboriginal and Torres 

Strait Islander Outreach Workers and Care Coordinators to 

work under the leadership and guidance of HNECC 

Aboriginal Health Officers providing comprehensive and 

culturally appropriate access to clinical support and chronic 

disease management for Aboriginal people in our region. 

This activity will also include ensuring that the Aboriginal 

workforce receive appropriate ongoing peer support, 

professional guidance and mentoring. 

As listed in Priority: Multiple Barriers to Accessing Health Services 

Support capacity building activities to increase the capacity 

of the Aboriginal and Torres Strait Islander mental health 

workforce.  

Increased support to the mental health care and 

Aboriginal and Torres Strait Islander workforces 

to provide integrated, culturally appropriate, 

and safe mental health services in the HNECC 

PHN region for Aboriginal and Torres Strait 

Islander peoples. 

NO - Pre and post professional training surveys: 

Changes in knowledge and practice 

- Numbers of health professionals attending education and 

training events facilitated by HNECC. 

 

HNECC 

For additional opportunities, priorities and options for addressing this identified need, please refer to the attached Mental Health and Suicide Prevention Needs Assessment and Drug and Alcohol Needs Assessment. 
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Provide seed funding through a Collaborative Health 

Innovation Project grant to the Indigenous Counselling and 

Nicotine (ICAN) QUIT in Pregnancy Project. This project will 

be a qualitative inquiry to explore community-based 

strategies and inform and extend the Indigenous Counselling 

and Nicotine (ICAN) QUIT in Pregnancy Study. 

Increased support to Indigenous women to quit 

smoking during pregnancy. 

YES 
Smoking at all during pregnancy among Aboriginal 
and non-Aboriginal mothers, Hunter New England 
and Central Coast PHN, NSW 2001 to 2015 
Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic. 

University of 

Newcastle 

Provide seed funding through a Healthy Babies – Improving 

Birthweights grant to the Armabubs program. This project 

will involve a Registered Nurse and Aboriginal Health Worker 

supporting women throughout pregnancy. 

Increased support for Indigenous women 

throughout pregnancy, with a focus on reducing 

lifestyle risk factors and improve the health and 

birth weight of babies. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- % of low birth weight babies by Aboriginality, HNECC 

PHN region, NSW 2001 to 2015. 

- First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic 

Armajun AMS 

Provide seed funding through a Healthy Babies – Improving 

Birthweights grant to the Pius X Healthy Babies project. This 

project will involve an Aboriginal Health Worker working 

with pregnant Indigenous women to improve access to 

antenatal care, and a dietitian providing dietary advice and 

brief interventions around lifestyle risk factors.  

Improved access to antenatal care, and 

improved health and wellbeing of Indigenous 

women in the Mungindi and Toomelah regions. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- % of low birth weight babies by Aboriginality, HNECC 

PHN region, NSW 2001 to 2015. 

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic. 

Pius X 

Aboriginal 

Corporation 
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Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential 
Lead Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

 - First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

Provide an innovation grant to support young pregnant 

Aboriginal women prior to 10-13 weeks gestation to seek 

antenatal care and advice in the Moree area and surrounds 

through outreach clinics. 

 

Increased access for young Aboriginal women to 

antenatal care services and improved health and 

wellbeing of Aboriginal women and babies. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- % of low birth weight babies by Aboriginality, HNECC 

PHN region, NSW 2001 to 2015. 

- First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

- Number of clinics held 

- Number of Indigenous women seen through the clinic. 

Pius X 

Aboriginal 

Corporation 

Work in partnership to deliver the Central Coast Antenatal 

Shared Care Program supporting women with low-risk 

pregnancies to see their GP for antenatal care. 

Increased access to antenatal care for Aboriginal 

women and improved health and wellbeing of 

Aboriginal women and babies. 

YES 

- Rate of hospitalisations for maternal, neonatal and 

congenital conditions, by Aboriginality, HNECC PHN 

region, 2006-07 to 2014-15.  

- % of low birth weight babies by Aboriginality, HNECC 

PHN region, NSW 2001 to 2015. 

- First antenatal visit among Aboriginal and non-

Aboriginal mothers, HNECC PHN, Before 14 weeks, 

NSW 2001 to 2015 

Centre for Epidemiology and Evidence, NSW Health 

Statistics  

- PROMs:  to be agreed with service providers  

- Patient progress.  

 

TBC HNECC 
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Fund the free vaccination program conducted by the Wyong 

Childhood Immunisation Service to increase childhood 

immunization rates in Wyong. 

Improved immunisation rates for Aboriginal 

children in Central Coast region. 

YES  

Immunisation rates for children by Primary Health 

Network area: 2015-16 (AIHW, 2017). 

Aboriginal and total populations, 2015-2016, HNECC 

PHN, SA3 & Postcode regions. For this particular 

program we would only be interested in Wyong SA3 

or associated postcode rates 

(NB: National Headline Indicator) 

AIHW – My Healthy Communities report 

NO - Number of clinics held. 

- Number of vaccinations provided through the clinic.  

- Number of clients seen through the clinic that are of Aboriginal 

or Torres Strait Islander heritage. 

 

HNECC 

Support General Practice Quality Improvement activities 

focusing on key priority areas including childhood 

immunisation. 

Improved immunisation rates for Aboriginal 

children in the HNECC PHN region. 

Immunisation rates for children by Primary Health 

Network area: 2015-16 (AIHW, 2017). 

- Proportion of Aboriginal children fully 

immunised by general practice  

PAT CAT data 

- Number of quality improvement cycles completed. 

- Childhood immunisation status (overdue, fully immunised, 

due, and up to date) is benchmarked by general practice across 

the HNECC region  

- Practices are identified for implementation of quality 

improvement activities e.g. patient reminders for overdue 

immunisations.  

HNECC 
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Primary Health Network 

Needs Assessment Reporting 
Template 

This template must be used to submit the Primary Health Network’s (PHN’s) Needs 
Assessment report to the Department of Health (the Department) by 30 March 2016 as 
required under Item E.5 of the PHN Core Funding Schedule under the Standard Funding 
Agreement with the Commonwealth. This template should include the needs assessment of 
primary health care after hours services. 

To streamline reporting requirements, the Initial Drug and Alcohol Treatment Needs 
Assessment Report and Initial Mental Health and Suicide Prevention Needs Assessment 
Report can be included in this template as long as they are discretely identified with clear 
headings. 

 

 

Name of Primary Health Network 

Hunter New England & Central Coast 

 

When submitting this Needs Assessment Report to the Department of Health, the 

PHN must ensure that all internal clearances have been obtained and the Report 

has been endorsed by the CEO. 
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Instructions for using this template 
Overview 

This template is provided to assist Primary Health Networks (PHNs) to fulfil their reporting 
requirements for Needs Assessment. 

Further information for PHNs on the development of needs assessments is provided on the 
Department’s website (www.health.gov.au/PHN), including the PHN Needs Assessment 
Guide, the Mental Health and Drug and Alcohol PHN Circulars, and the Drug and Alcohol 
Needs Assessment Tool and Checklist (via PHN secure site). 

The information provided by PHNs in this report may be used by the Department to inform 
programme and policy development.   

Reporting 

The Needs Assessment report template consists of the following: 

Section 1 – Narrative 

Section 2 – Outcomes of the health needs analysis 

Section 3 – Outcomes of the service needs analysis 

Section 4 – Opportunities, priorities and options 

Section 5 – Checklist 

PHN reports must be in a Word document and provide the information as specified in 
Sections 1-5.   

Limited supplementary information may be provided in separate attachments if necessary.  
Attachments should not be used as a substitute for completing the necessary information as 
required in Sections 1-5.  

While the PHN may include a range of material on their website, for the purposes of public 
reporting the PHN is required to make the tables in Section 2 and Section 3 publicly available 
on their website. 

Submission Process 

The Needs Assessment report must be lodged to the Grant Officer, Chrys Grogan via email 
Chrys.Grogan@health.gov.au on or before 30 March 2016.  

Reporting Period  

This Needs Assessment report will cover the period of 1 July 2016 to 30 June 2018 and will 
be reviewed and updated as needed by 30 March 2017. 

 

 

 

http://www.health.gov.au/PHN
mailto:Chrys.Grogan@health.gov.au
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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  

– in this section the PHN can provide a summary of the process undertaken; expand on any issues that 

may not be fully captured in the reporting tables; and identify areas where further developmental work 

may be required (expand this field as necessary) 

 

This Drug and Alcohol Needs Assessment update for Hunter New England and Central Coast (HNECC) 

Primary Health Network (PHN), provides a solid foundation on which to make evidence and resource 

based decisions.  

 

A comprehensive review of updated available data on problem Drug and Alcohol usage prevalence was 

undertaken. This included the review of: the Australian Institute of Health and Welfare, National Drug 

Strategy Household Survey results; Australian Bureau of Statistics (ABS); Public Health Information 

Development Unit (PHIDU); National Survey of Mental Health and Wellbeing results; the ABS Australian 

Aboriginal and Torres Strait Islander Health Survey results; and Centre for Epidemiology and Evidence 

NSW Health, Methamphetamine-related Hospitalisations data. In parallel with this work, stakeholder 

engagement was undertaken and captured across the organisation. 

 

Relevant information from the Mental Health and Suicide Needs Assessment report 2017 was used for 

this drug and alcohol needs assessment update, which identified quantitative drug and alcohol data 

from the publicly available sources listed above. The report identified relevant qualitative drug and 

alcohol data through key stakeholder interviews, an online forum and surveys. Across all LGAs in the 

HNECC PHN region, interviews were conducted with key stakeholders including: consumers, carers and 

community members; service providers from mental health and other community services; and GPs 

and other medical specialists. 

 

Relevant stakeholder information was gathered from the HNECC Regional Drug & Alcohol Networks 

Service Mapping Survey Report, 2017 which explored Drug and Alcohol service issues in the HNECC 

region. There was a total of 22 respondents to the survey. The key stakeholders involved in this survey 

included specialist non-government treatment providers; HNE and CC Local Health District (LHD) Drug 

and Alcohol services; Aboriginal Community Controlled Health Organisations; and NADA Non-

Government Treatment Provider Members.  

 

This Drug and Alcohol Needs Assessment update provides a comprehensive, defensible and accurate 

picture of the Drug and Alcohol treatment service needs across our region and aids in the development 

of an Activity Work Plan to address these priorities. For the purpose of clarity, new information that has 

been updated has been displayed in red font colour.  

 

Additional Data Needs and Gaps (approximately 400 words) 

– in this section the PHN can outline any issues experienced in obtaining and using data for the needs 

assessment. In particular, the PHN can outline any gaps in the data available on the PHN website, and 

identify any additional data required. The PHN may also provide comment on data accessibility on the 

PHN website, including the secure access areas. (Expand field as necessary). 
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Data regarding services and treatments for people with drug and/or alcohol-related issues were 

reviewed from a range of sources. Information and data at local or PHN levels was not available in the 

majority of data reviewed, with the exception of ATAPS MDS data. State-wide numbers of clients and 

episodes of care by in-hospital, residential settings, community health and some NGO settings was 

reviewed, but without small area data it is difficult to make conclusions about met need in the HNECC 

PHN region. Limited information was available regarding alcohol-specific treatments generally. Opioid 

treatment programs are better reported (e.g. the submission of the NSW NMDS to NADA by all 

government and non-government drug and alcohol agencies receiving NSW Ministry of Health funding 

to provide specialised drug and alcohol services) but information at local or small areas was not 

available at the time of this review. 

 

There are a number of key challenges in developing a comprehensive picture of the Drug and Alcohol 

treatment needs across the HNECC PHN region. These relate to the nature of the issues being dealt with 

and their potential stigma on those seeking assistance; the movement of individuals across regions and 

borders to seek treatment; the availability of particular targeted services in specific areas; the 

organisational design of providers who do not necessarily conform to defined regions; and the 

confounding issues of co-morbidity, particular mental illness. These factors affect the demand and 

supply of Drug and Alcohol treatment services and result in a fluid situation at any given point in time. 

 

A number of the key data sources are only available on a larger or different regional, jurisdictional or 

national basis. As such, estimates of the burden of disease have been used when extrapolating these 

data for use at a PHN level. This is likely to lead to some distortion of the demand levels, though given 

the apparent chronic undersupply of services to meet that demand, these variances are unlikely to be 

material at this stage. There is also a need for data to align with the new LGA boundaries.  

 

At this stage there is very little, if any data, available through the PHN website that is relevant to Drug 

and Alcohol use, it would be our expectation that this resource be expanded substantially in the near 

future to facilitate a comprehensive continuing needs assessment process for the HNECC PHN region. 

In regards to the PHN website in general, as the site (including the secure data section) continues to 

grow, accessibility could be greatly improved by: 

• Clear labelling of links to data files, including content and publication date 

• Publication of data dictionaries and any metadata regarding specific datasets 

• Consistent format and layout of spreadsheet (csv, excel) files 

• Publication of update schedules for each data set 

• Access to a subscription service which alerts subscribers to new and updated data 

• A separate subscription service for users with secure area access 

Whilst we reviewed the range of resources suggested in the tool kit to support the data needs of this 

undertaking, we felt that these were inadequate in providing an accurate picture of need relating to 

Drug and Alcohol use across the HNECC PHN region. We have included specific requirements below: 

• We require data to be provided at the PHN level as a minimum and would prefer data be provided at 

LHD and SA3 levels. 

• Access to up to date data is crucial to the success of this activity, particularly given the anecdotal 

reports of the increasing misuse of methamphetamine use, especially in rural areas, it is challenging to 

accurately gauge the scale and impact of this issue without the solid evidence base of current data. 

•Due to the tendency for clients to access a service outside of their local community, any treatment 

data made available would be enhanced through the provision of residential postcodes or SA3’s, this 

would provide valuable information regarding client flows. 

• Access to comprehensive data from the NADAbase MDS on a regular and ongoing basis, preferably 

quarterly, is also required. 
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Additional comments or feedback (approximately 500 words) 

– in this section the PHN can provide any other comments or feedback on the needs assessment process, 

including any suggestions that may improve the needs assessment process, outputs, or outcomes in 

future (expand field as necessary). 

The development of a comprehensive picture of drug and alcohol treatment service needs across the 

HNECC PHN region is a significant undertaking. The nature of the sector, diverse organisational types 

that provide the services and their subsequent treatment focus, differing treatment funding models 

and historical practices result in a complex and somewhat dynamic environment. In depth 

understanding of these complexities can only come with time and sustained engagement with the 

sector. The original Drug and Alcohol Needs Assessment provided an excellent baseline for the 

development of this understanding, however the continual refining process, including this update, 

enhance its accuracy and durability, and ensure it remains relevant as the sector responds to 

community needs and potential new issues arise.  

In addition to this, HNECC has established a specialist advisory group consisting of key stakeholders 

from the public health sector to assist in the development of strategy direction, networks to improve 

communication, information sharing and overall coordination of the PHNs activities.   

 

Performance measures 

HNECC is developing a Health Outcomes Framework to support the measurement and reporting of the 

health and wellbeing outcomes of HNECC activities. In alignment with the Quadruple Aim methodology 

adopted by HNECC, the Framework will guide efforts in delivering a primary health system that supports 

HNECC PHN residents to be as healthy as they can be, while enhancing patient experience and care 

outcomes, improving the experience of the clinician, and driving greater value for investments. To assist 

in identifying local indicators to measure the attainment of intended outcomes for each activity, we 

have altered table 3 to reflect the recommended process outlined in the ‘PHN Performance 

Framework’. Under ‘Possible Performance Measurement’, we have included additional columns to 

capture the following:   

• Availability of appropriate indictors from national datasets. Here suitable indicators from a range of 

datasets has been included: 

- Australian Institute of Health and Welfare (AIHW) – My Healthy Communities reports  

- Public Health Information Development unit 

- Department of Health/ AIHW PHN data website 

- AIHW METeOR – Health Sector National Minimum data sets 

- PHN secure data website 

•PHN identified outcome measures: e.g. Patient Reported Outcome Measure (PROMs); Patient 

Reported Experience Measures (PREMs); Clinical outcome measures; Provider experience measures. 

• PHN identified process/output measures 

The activities of HNECC occur in an environment where multiple programs and policies are 

simultaneously attempting to achieve improvement across the health system. With this in mind, we 

have made an attempt to indicate whether changes in a particular national indicator are anticipated to 

be a direct or indirect result of the contribution of HNECC and its providers. Attributing a change in 

national indicators directly to the activities of HNECC depends on a number of factors, including the 

characteristics of the activities pursued, the specification of the indicators and the local context. If an 

activity is targeting a sub-PHN region, and data to support the measure is available at sub-PHN 

geography, such as SA3, this has been mentioned.  

 

These suggested possible performance measures have assisted HNECC to align with the Quadruple Aim 

methodology and relate our activities and associated indicators to the objectives of PHNs, national 

priority areas, and/or national headline indicators, and will: 
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-  be further developed and refined with assistance from external evaluation experts, initially focussing 

on the development, collection and analysis of PREMS and PROMs and establishing targets;  

-  be reviewed by relevant HNECC program managers, who along with relevant stakeholders and service 

providers, will select the most appropriate local indicator(s) and targets for each activity they undertake 

that best demonstrate their effect on local priorities, which will be included in HNECC Activity Work 

Plans; and 

- aid in the development of the HNECC PHN Outcomes Framework.  

 



 

 

Department of Health PRIMARY HEALTH NETWORKS Needs Assessment reporting template 

March 2016 (Updated) 

Page 7 

 

Section 2 – Outcomes of the health needs analysis 
This section summarises the findings of the health needs analysis in the table below. For more information refer to Table 1 in ‘5. Summarising the Findings’ in the Needs 

Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 1 

Outcomes of the health needs analysis  

Identified need Key Issue Description of Evidence 

Alcohol misuse 

 

Alcohol misuse is an increasing concern for stakeholders across the HNECC PHN region. In Australia, 

excessive alcohol intake is a major risk factor for ill health and death. Binge drinking for example is linked 

to injury and road accidents, violence and chronic disease. 

 

Between 2012 and 2013, the rate of alcohol attributed deaths was higher in the HNECC PHN region (20.4 

per 100,000) compared to the NSW average (16.1 per 100,000).  

 

Hospitalisations 

In 2014-15, in the HNECC PHN region, the rate of mental health overnight hospitalisations for drug and 

alcohol use hospitalisations was 267 per 100,000, similar to the 2013-14 rate (260 per 100,000) and 

substantially higher than the national rate (180 per 100,000). The bed day rate was 2,007 per 100,000 

(Australia: 1,369 per 100,000).  In 2014-15, at a local level, the rate of drug and alcohol use hospitalisations 

was higher than the Australian average in all SA3s, with the highest rates in Wyong (381 per 100,000 - 

almost twice the Australian average), Moree-Narrabri (339 per 100,000), Gosford (337 per 100,000) and 

Great Lakes (319 per 100,000), and the lowest rates in Tamworth-Gunnedah (183 per 100,000) and 

Maitland (190 per 100,000). The associated bed day rate ranged from 3,595 per 100,000 in Great Lakes to 

981 per 100,000 in Armidale. Between 2014-15, within the HNECC PHN region, the rate of alcohol 

attributed hospitalisations were higher for males (724.0 per 100,000) compared to females (500.8 per 

100,000).  

 

Alcohol Consumption 

Australian Bureau of Statistics. National Survey of Mental Health and 

Wellbeing: Summary of results, 2007, Cat. No. 4326.0. Canberra: 

Australian Bureau of Statistics, 2008 

 

Alcohol attributable hospitalisations by sex, HNECC PHN, NSW 2001-02 to 

2014-15; alcohol attributable deaths by PHN, NSW, 2012-13 (Centre of 

Epidemiology and Evidence NSW Health.  

 

Australian Institute of Health and Welfare. My Healthy Communities, 2017 

 

Australian Institute of Health and Welfare 2017. National Drug Strategy 

Household Survey 2016: detailed findings. Drug Statistics series no.31. Cat. 

No. PHE 214. Canberra: AIHW.  

 

 

National drug strategy household survey (NDSHS) 2016- key findings 

(AIHW, 2017). 

Consultation with HNECC Central Coast Clinical Council, 2016. 

AIHW (AODTS-NMDS, NOPSAD, NHMD-NMDS, Aboriginal and Torres Strait 

Islander Online Statistics Report, Community Health and Residential 
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Outcomes of the health needs analysis  

In 2016, in Australia, there was a higher proportion of young people aged 12-17 years abstaining from 

alcohol (82%) compared to 2013 (72%). The average age at which young people (aged 14-24 years) start 

drinking has increased from 14.4 in 1998 to 16.1 in 2016. Between 2010 and 2016, young adults (18-24 

years) have reduced their consumption of alcohol, with a lower proportion exceeding the lifetime risk 

guidelines (31% to 18.5%). Between 2007 and 2016, the average daily consumption of alcohol for those 

aged 18-24 years decreased from 20% to 12.8%.  

 

Between 2010 and 2016, the consumption of 11 or more standard drinks (very high risk) on one drinking 

occasion in the last year has declined among young people aged 12-17 years (7.8% to 2.8%) and 18-24 

years (37.6% to 28.9%), however has increased significantly among the older age groups of 50-59 years 

(9.7% to 11.9%) and 60-69 years (4.8% to 6.1%). 

 

Between 2013-16, drinking in excess of the recommended lifetime risk guideline has decreased from 18.2% 

to 17.1%. In 2016, males were more than twice as likely as females to exceed the lifetime risk guidelines 

(24% and 9.8%). 

 

In 2014-15, in the HNECC PHN region, the rate of people aged 15 years and over who consumed more than 

two standard alcoholic drinks per day on average (20.1 per 100,000) was higher than the Australian (16.7 

per 100,000) and NSW (16.7 per 100,000) rates. LGAs with the highest rates were Glen Innes Severn (27.2 

per 100,000), Tenterfield (27.2 per 100,000) and Gloucester (24.9 per 100,000), and the lowest were 

Armidale Dumaresq (17.6 per 100,000), Great Lakes (18.3 per 100,000) and Wyong (18.3 per 100,000).  

 

In 2016, the percentage of people aged 16 years and over consuming alcohol at levels posing a long-term 

health risk was higher in the HNECC PHN region (33.3%) than the average for NSW (29.8%). A similar 

trend is observed in alcohol consumption at levels posing immediate risk, which was higher in the HNECC 

PHN region (30.2%) than the NSW average (27.8%).  

 

Aboriginal and Torres Strait Islander people 

In 2016, in Australia, Aboriginal people were more likely to abstain from drinking alcohol than non-

Indigenous people (31% compared with 23%). Among those who did drink alcohol, a higher proportion of 

Aboriginal people (35%) drank at risky levels and were at risk of harm from an alcohol related injury from 

a single drinking occasion at least monthly compared to non-Indigenous people (25%). About 1 in 5 (20%) 

Mental Health NMDS), BEACH (General Practice Activity) and the 

Department of Health ATAPS MDS. 

Stakeholder meetings/feedback: Public and private sector AOD service 

providers, peak NGO body, state government AOD office, Indigenous 

services.  

Stakeholder discussions/meetings, online survey of service providers, 

NADA planning tool. 

 

Alcohol consumption at levels posing long-term risk to health by PHN, 

persons aged 16 years and over, NSW 2016; Alcohol consumption at levels 

posing immediate risk to health by PHN, persons aged 16 years and over, 

NSW, 2016;  

 

Estimated number of people aged 15 years and over who consumed more 

than two standard alcoholic drinks per day on average (modelled 

estimates) (PHIDU, 2017) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Alcohol consumption at levels posing long-term risk to health by 

Aboriginality, persons aged 16 years and over, NSW, 2016; Alcohol 
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Outcomes of the health needs analysis  

Aboriginal people exceeded the lifetime risk guidelines, which was higher than the proportion for non-

Indigenous people (17%). Aboriginal people were also 2.8 times more likely to drink 11 or more standard 

drinks monthly or more often than non-Indigenous people (18.8% compared to 6.8%).  

 

In 2016, in NSW, the proportion of Aboriginal people aged 16 years and over consuming alcohol at levels 

posing a long-term risk to health (44.1%) was higher than the proportion for the non-Indigenous 

population (29.5%) and the average for all people in NSW (29.8%). A similar trend is observed in alcohol 

consumption at levels posing immediate risk, which was higher for the Aboriginal population (31.7%) 

than the non-Indigenous population (27.7%) and the average for all people in NSW (27.8%). Between 

2001-02 and 2014-15, within NSW, the rate of alcohol attributed hospitalisations amongst the Aboriginal 

population increased from 1,160.5 to 1,390.1 per 100,000 and was higher than the proportions for the 

non-Indigenous population (528.1 per per 100,000 to 639.4 per 100,000). This increased the rate 

difference between Aboriginal people and non-Indigenous people, widening the gap between the two 

populations. Between 2014-15, within NSW, the rate of alcohol attributable hospitalisations amongst the 

Aboriginal population was higher for males (1,795.2 per 100,000) than females (1,004.5 per 100,000).   

 

Youth 

Between 2005 and 2014, within the Hunter New England region, the consumption of alcohol amongst 

secondary school students aged 12-17 years decreased from 89.0% to 70.7%. During this period, within 

the Central Coast and Northern Sydney region, the consumption of alcohol amongst secondary students 

aged 12-17 years decreased from 88.5% to 65.4%.  

 

Co-Morbidities 

In 2007, in Australia, people who reported that they drank nearly every day had more than 10 times the 

prevalence of 12-month Substance Use disorders (10.5%) compared with people who reported that they 

drank less than once a month (1.0%). Almost half (49%) of the people who misused drugs nearly every day 

had a 12-month Substance Use disorder. 

 

Data from general practices across the HNECC PHN region indicated that patients with a record of a mental 

health diagnosis were 1.14 times more likely to drink alcohol. 

consumption at levels posing immediate risk to health by Aboriginality, 

persons aged 16 years and over, NSW, 2016; Alcohol attributable 

hospitalisations by Aboriginality, NSW 2001-02 to 2014-15 (Centre of 

Epidemiology and Evidence NSW Health; Alcohol attributable injury 

hospitalisations by Aboriginality, NSW 2001-02 to 2013-14 (Centre for 

Epidemiology and Evidence, 2016). Proportion of people aged 16 years and 

over, consuming more than 2 standard drinks on a day when consuming 

alcohol, by Aboriginality, NSW 2015, (Centre for Epidemiology and 

Evidence, 2016). 

 

 

 

 

 

 

 

 

Alcohol drinking in secondary school students aged 12-17 years, HNELHD, 

2005 to 2014; Alcohol drinking in secondary school students aged 12-17 

years, CCLHD and NSLHD 2005 to 2014 (Centre for Epidemiology and 

Evidence, 2016).  

 

 

 

 

 

 

 

 

HNECC PAT CAT data, 2017 

Illicit Drug Use 

 

Illicit drug use is an increasing concern for stakeholders across the HNECC PHN region. Stakeholders have 

identified substance misuse as an issue for the Central Coast, in regards to drug consumption, opioids, 

National drug strategy household survey (NDSHS) 2016- key findings 

(AIHW, 2017. 
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Outcomes of the health needs analysis  

smoking and alcohol; and the impact of drug and alcohol use on mental health and domestic violence. 

Methamphetamine use and associated issues are also reportedly increasing in the Central Coast region.  

 

In 2016, in Australia, 43% of people aged 14 years or older had used an illicit drug in their lifetime 

(including pharmaceuticals), 15.6% had used an illicit drug in the last 12 months, and 12.6% had used an 

illegal drug not including pharmaceuticals. The average age at which people first used an illicit drug was 

19.7 years, which has increased since 2013 (19.3 years).  

 

In 2016, in Australia, the most commonly used illicit drugs in the previous 12 months were cannabis 

(10.4%), cocaine (2.5%), ecstasy (2.2%) and meth/amphetamines (1.4%). Crystal (or ice) 

meth/amphetamines continued to be the most common form of meth/amphetamine use. Between 2013 

to 2016, in Australia, there have been significant declines in the use of meth/amphetamines (from 2.1% 

to 1.4%), hallucinogens (1.3% to 1.0%) and synthetic cannabinoids (1.2% to 0.3%).  

 

In 2016, the use of illicit drugs in the previous 12 months was more common among: people identifying 

as homosexual or bisexual; people living in remote or very remote areas; unemployed people; and 

Aboriginal people. Males were 1.4 times more likely to have recently used an illicit drug than females 

(18.3% compared with 13.0%); and people in their 20s have continued to be the most likely age group to 

have used an illicit drug in the last 12 months (28%).  

 

Between 2013 to 2016, in Australia, more people in their 40s used illicit drugs (13.6% to 16.2%) and there 

was a significant increase in recent use of any illicit drug among females aged 18 years or older (12.1% to 

13.2%), mainly for females in their 30s (from 12.1% to 16.1%). Between 2001 and 2016, the largest per 

cent change in recent use of any illicit drug was among people aged 60 or older (from 3.9% to 6.9%), 

followed by those in their 50s (from 6.7% to 11.7%). 

 

In 2016, 1.8 million (9.3%) of the Australian population had been a victim of an illicit-drug related 

incident in the previous 12 months. 

 

Hospitalisations 

Australian Institute of Health and Welfare 2017. National Drug Strategy 

Household Survey 2016: detailed findings. Drug Statistics series no.31. Cat. 

No. PHE 214. Canberra: AIHW.  

 

 

Stakeholder meetings / feedback: Public and private sector AOD service 

providers, peak NGO body, state government AOD office, indigenous 

services. 

 

 

 

 

 

 

 

 

 

 

Methamphetamine-related hospitalisations and persons hospitalised, by 

Aboriginality, persons aged 16 years and over, NSW 2015-16 (Centre of 

Epidemiology and Evidence NSW Health).  

 

 

 

Methamphetamine-related hospitalisations and persons hospitalised, 

persons aged 16 years and over, residing in HNECC PHN, NSW 2009-10 to 

2015-16 (Centre of Epidemiology and Evidence NSW Health)..  
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Outcomes of the health needs analysis  

Rates of Methamphetamine-related hospitalisations in the HNECC PHN region have increased 

dramatically from 2012-13 (21.1 per 100,000) to 2015-16 (143.8 per 100,000), which is higher than the 

state rate in 2015-16 (124.4 per 100,000).  

 

Aboriginal and Torres Strait Islander people 

In 2016, in Australia, compared to their non-Indigenous counterparts, Aboriginal people aged 14 years or 

older were 1.8 times as likely to have used an illicit drug in the last 12 months; 1.9 times as likely to have 

used cannabis; 2.2 times as likely to have used meth/amphetamines; and 2.3 times as likely to have 

misused pharmaceuticals.  

 

In NSW, the rate of Methamphetamine-related hospitalisations for the Aboriginal population has 

increased dramatically between 2012-13 (138.2 per 100,000) and 2015-16 (763.6 per 100,000), and 

remain significantly higher than the rates for the non-Indigenous population (102.8 per 100,000) and 

state rate for all people (124.4 per 100,000) in 2015-16. Hospitalisation rates amongst the Aboriginal 

population were also higher for males (885.0 per 100,000) than females (650.1 per 100,000).  

 

Co-Morbidities 

In 2016, in Australia, people using meth/amphetamines in the last 12 months were three times more 

likely to report being diagnosed with, or treated for, a mental illness compared to the non-illicit using 

population (42% compared to 13.9%). Between 2013 and 2016, there has been an increase in the 

proportion of adult drug users experiencing high or very high levels of psychological distress (10.0% 

compared to 11.6%), which was also observed for those who had not used illicit drugs in the last 12 

months (8.6% compared to 9.7%). The increase in psychological distress over this time was most 

noticeable among people who had used ecstasy in the last 12 months (18% in 2013, 27% in 2016).  

 

Data from general practices across the HNECC PHN region indicated that patients with a record of a 

mental health diagnosis were 8.75 times as likely to have a record of a drug abuse disorder as those 

without. Analysis by type of mental disorder showed that a record of a drug abuse disorder was 15.8 

times as likely with a schizophrenia diagnosis recorded; 11.2 times as likely amongst patients with a 

bipolar disorder recorded; 5.9 times as likely amongst patients with a depression diagnosis recorded; 5.7 

times as likely amongst patients with an anxiety disorder recorded; and 1.85 times as likely amongst 

patients with a postnatal depression diagnosis recorded. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PAT CAT data, 2017 
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Section 3 – Outcomes of the service needs analysis 
This section summarises the findings of the service needs analysis in the table below. For more information refer to Table 2 in ‘5. Summarising the Findings’ in the Needs 
Assessment Guide on www.health.gov.au/PHN. 

Additional rows may be added as required. 

Table 2 

Outcomes of the service needs analysis 

Identified need Key Issue Description of Evidence 

Drug and alcohol treatment 

services 

 

At a NSW level, data regarding ‘met needs’ confirms alcohol, cannabis and amphetamines as 

the most common drugs of concern treated by substance abuse organisations. All funded 

Aboriginal and Torres Strait Islander substance abuse organisations reported alcohol within 

the top 5 most important issues and included sobering-up as a commonly provided treatment 

in NSW.  

 

Stakeholder engagement has confirmed that alcohol-related harm and subsequent 

treatment service provision remains the single largest contributing factor across the AOD 

sector.  

 

Stakeholder engagement has identified a number of specific Drug and Alcohol treatment 

service needs in the HNECC PHN region:  

• There are limited opportunities for treatment for individuals who have co-existing 

health and addiction issues. These individuals do not fit neatly into either mental health (the 

most common co-morbidity) or Drug and Alcohol services. Stakeholders recommend that 

additional Drug and Alcohol treatment capacity targets the most vulnerable individuals in 

society including Aboriginal and Torres Strait Islander people, people experiencing 

homelessness, youth and women. 

• A key risk point for relapse is the transition from one type of service to another, 

which often coincides with shifting from one provider to another. Given capacity limitations, 

any gaps in support increase the risk of relapse. Service providers report significant capacity 

AIHW (AODTS-NMDS, NOPSAD, NHMD-NMDS, Aboriginal and Torres Strait 

Islander Online Statistics Report, Community Health and Residential 

Mental Health NMDS), BEACH (General Practice Activity) and the 

Department of Health ATAPS MDS. 

 

Stakeholder meetings/feedback: Public and private sector AOD service 

providers, peak NGO body, state government AOD office, Indigenous 

services.  

 

Stakeholder discussions/meetings, online survey of service providers, 

NADA planning tool. 

 

Consultation with HNECC Central Coast Clinical Council, 2016. 
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Outcomes of the service needs analysis 

constraints for transition services and accommodation, which subsequently reduces capacity 

to take on new clients.  

• Networks between service providers are varied and are often dependent on 

informal communication. Systems to link providers across the various sectors such as primary 

care, specialist Drug and Alcohol public treatment services, the community and NGO sector 

would assist in service planning, including responding to emerging issues and challenges as 

well as pathways for the coordination of care for clients. 

• There is a chronic undersupply of residential rehabilitation beds across all service 

provider types. Various estimates put the percentage of demand being met at between 30% 

and 50%. Waitlists for a residential rehabilitation bed ranges from 3 to 6 months, during 

which time individuals are at risk of relapse.  

• Certain groups within the community have reduced access to, or an unwillingness 

to participate in, mainstream Drug and Alcohol services. An expansion of capacity for Drug 

and Alcohol providers that deliver targeted services, including but not limited to: Aboriginal 

and Torres Strait Islander peoples; homeless people; pregnant women and women with 

young children, would greatly increase options for vulnerable groups. This is particularly 

relevant to certain areas of the HNECC PHN footprint, such as the New England for example 

with a paucity of treatment options.  

• There is a need to establish accessible clinics for primary care and guidelines that 

are useful to address Drug and Alcohol issues in the Central Coast region.  

 

Stakeholders have identified that more promotion and support is required for services to 

treat substance misuse, including programs that target Aboriginal and Torres Strait Islander 

people, to achieve better outcomes for individuals and communities affected by alcohol and 

drug misuse. 

 

Survey results collected during the Mental Health and Suicide Prevention Needs Assessment, 

showed that 96% of service providers and consumers, carers and community members from 

across the HNECC PHN region agreed that drug and alcohol use contribute to mental illness; 

and 82% agreed or strongly agreed that drug and alcohol use contributes to suicide.  

 

HNECC Regional Drug & Alcohol Networks Service Mapping Survey Findings 
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Outcomes of the service needs analysis 

The percentage of Aboriginal clients being supported by Drug and Alcohol services ranged 

between 5-100%. 85.7% of services did not offer services in languages other than English. 

There was a low proportion of providers offering weekday evening services after 5pm (26%) 

and providers offering weekend day and evening services (10.5%).  

 

The number of staff employed by services varied greatly (1.5 to 200), with 36% of 

respondents having fewer than 10 staff. It was identified that the number of staff impacts 

greatly on the number of clients a service can assist, with numbers of clients ranging between 

45 to over 5,000 per year. In the last 6 months, 71% of services provided drug and alcohol 

education and training to their staff and 23.8% were unsure of when they last participated in 

training.  

The majority of service providers strongly disagreed or disagreed that people seek help as 

soon as they have symptoms of drug and alcohol misuse (68.8%); strongly disagreed or 

disagreed that people understand the signs and symptoms of drug and alcohol misuse (75%); 

strongly agreed or agreed that people experience stigma associated with drug and alcohol 

issues which prevents them seeking help (80%); and strongly agreed or agreed that people 

find it difficult to travel to services they need (80%).  

 

More than half of service providers strongly disagreed or disagreed that early intervention is 

accessible for young people experiencing drug and alcohol issues (53.3%) and strongly 

disagreed that support is available for carers of someone experiencing drug and alcohol 

issues (60%). The majority of service providers strongly agreed or agreed that access to 

psychiatrists is poor (81.3%) and strongly disagreed or disagreed that the availability of drug 

and alcohol rehabilitation services is good (86.7%). The majority of service providers strongly 

agreed or agreed that factors contributing to drug and alcohol misuse in the community were 

family breakdown (93%); poor understanding of mental illness and its symptoms (93%); poor 

understanding of drug and alcohol issues and its symptoms (93%); poor access to services 

(87%); and distance to services (87%).  

Between 93% and 100% of service providers felt that the following preventative factors need 

to be present in the community to promote healthy lifestyles and reduce the uptake of drugs 

and alcohol: family support; a range of employment opportunities, community activities, 

mental health services, and drug and alcohol services; a good understanding of mental illness 

 

 

 

 

 

Community and clinical stakeholder engagement, 2017. 

 

 

 

 

 

HNECC Regional Drug & Alcohol Networks Service Mapping Survey Report 

(HNECC PHN, HNE LHD, CC LHD, & NADA, 2017).  
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Outcomes of the service needs analysis 

and its symptoms; a good understanding of drug and alcohol and its symptoms; support in 

the community for people experiencing drug and alcohol issues; and a focus on drug and 

alcohol issues by health care providers.  

 

Between 86.7% and 100% of services believed that the following factors need to be in place 

to improve drug and alcohol services within the community: improved coordination between 

services; improved access to primary drug and alcohol care services; improved access to 

primary mental health care services; more investment in drug and alcohol promotion and 

prevention; more investment in mental health promotion and prevention; increased access 

to early intervention services; improved quality of treatment services in the hospital system; 

improved follow up of patients after hospital discharge; enhanced access to community drug 

and alcohol services; greater access to community mental health services; improved referral 

to counselling services; and improved access to rehabilitation and recovery services.  

 

Service providers identified a lack of services in the Upper Hunter, Singleton and 

Muswellbrook region, where there are no detox and residential rehabs in this area; limited 

funding opportunities to run programs for clients and to acquire staff and a lack of education 

and counselling.  

 

Service providers reported that in the HNECC PHN region there is a need for: 

• more funding  

• more services (via probation and parole) to court mandated counselling clients and 

to those who have treatment as part of their parole conditions; more services for 

youth, family, mothers and children and ATSI; on the ground staff for local AMS 

health workers and skilled GPs in ambulatory detox 

• a holistic approach to treatment and a decrease in waiting lists for treatment 

• improved access to the hospital system and improved follow up post discharge 

from hospital 

• improved access and age appropriate services for adolescents to Drug and Alcohol 

services, education on Drug and Alcohol issues, more support to client and their 

families and day programs for women and peer support groups for families and 

young people 
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Outcomes of the service needs analysis 

• housing and accommodation and employment and skills based training 

• ongoing support and referral pathways for Aboriginal and Torres Strait Islander 

people for drug and alcohol and mental health 

• improved coordinated care for clients and their families, improved partnerships, 

access and communication between services and aftercare support services.  
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Section 4 – Opportunities, priorities and options 
This section summarises the priorities arising from the Needs Assessment and options for how they will be addressed.  This could include options and priorities that: may be considered in the development of the Activity Work Plan, and supported by PHN 

flexible funding; may be undertaken using programme-specific funding; and may be led or undertaken by another agency. 

Table 3 

 Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Alcohol and Other Drug 

Misuse 

Commission services to increase the service delivery capacity of the drug 

and alcohol treatment sector, targeting areas of need to contribute to a 

greater regional continuum of care. Including specialist drug and alcohol 

services for hard to reach groups across the HNECC PHN region including 

youth, men and women and those requiring residential and community 

based treatment programs. 

 

-Increased access to specialist drug and 

alcohol treatment services. Increased 

capacity within the primary health care 

and specialist workforces providing 

drug and alcohol treatment services, 

leading to improved care coordination 

at a local level.  

-Improved health and wellbeing of 

people across the HNECC PHN region 

by providing consumers with a range of 

evidence-based support to reduce their 

mental health symptoms and risky 

drinking behaviour.  

YES (with considerations) – This activity, 
along with other internal activities and 
activities undertaken external to HNECC 
PHN, will contribute to the below national 
measure in the defined geographic region. 
This activity should not be viewed in 
isolation.  
Rate of mental health overnight 
hospitalisations for drug and alcohol use 
per 100,000 people, age-standardised, 
2013-14 (awaiting data update), HNECC 
PHN & SA3 region  
AIHW – My Healthy Communities report  
- Inpatient utilisation according to DRG 

cluster by SA3 Admitted Patient Services 

Data, DOH PHN Secure Data Area Website  

- Patient progress (in accordance with 

ATOPS or other Client Outcome 

Measurement Systems).  

-Patient experience measures 

- Specific to capacity building project-

area 

- PROMs: Quality of life (EQ-5D, AQoL); 

Symptoms: pain (NPRS), fatigue (FSS); 

Self-reported health status (SF-36)  

  

- Number of closed episodes of care  
- Number of clients receiving care 
- Average length of closed treatment episodes  
- Percentages of principal drug of concern among 
clients treated  
- Source of referrals  
- Total referrals to service 
- Trends in geographic locations of clients  
- Average waiting time per treatment type 
- Number of clients placed on waiting list 
- Activities undertaken to ensure the delivery of a 
culturally appropriate service for Aboriginal and 
Torres Strait Islander peoples  
- Formal partnerships established / maintained with 
local Aboriginal and Torres Strait Islander 
Organisations and purpose of such 
- Service partnerships / sector linkages 
- Workforce development activities undertaken  
- Trends in staff satisfaction 
 

HNECC  

Establish Regional Drug and Alcohol Practice Networks within the Hunter, 

New England and Central Coast regions.  

Improved regional coordination and 

integration of drug and alcohol 

treatment practices and other relative 

service systems across sectors, leading 

to an improved continuum of care for 

clients who experience substance 

misuse and/or co-occurring mental 

health disorders. 

NO  Specific to capacity building project-

area 

- Number of D&A Regional Practice Networks 

established.  

- Number of formalised partnerships initiated where 

existing networks are established. 

- Recruitment of D&A providers, primary care, LHDs 

and key health and allied community providers and 

stakeholders from within the region. 

- Development of Terms of Reference for each 

regional network. 

- Development of Regional Strategies to improve the 

integration, coordination and continuum of care for 

clients within the local Drug and Alcohol treatment 

system. 

HNECC 

NADA 

CCLHD 

HNELHD 

Provide seed funding through a Collaborative Health Innovation Project to 

The Daybreak Program, Managing and Monitoring Alcohol Harm in Primary 

Care; and the Older Persons Mental Health and Drug and Alcohol Project, 

aiming to increase the sectors’ capacity (public and NGO) to respond to 

older people with AOD using a number of methods with a strong focus on 

collaboration and partnership between Specialist Mental Health Services 

for Older People and the AOD sector. 

 

Improved health and wellbeing of 

people across the HNECC PHN region 

by providing consumers with a range of 

evidence-based support to reduce their 

mental health symptoms and risky 

drinking behaviour. Increased access to 

Alcohol and Other Drug Services for 

older people to ensure they receive 

effective treatment for substance use 

disorders throughout the Central Coast, 

and to ensure better health outcomes 

for this group. 

YES – A range of measure dependent on 
allied health service 

- PROMs: Quality of life (EQ-5D, AQoL); 

Symptoms: pain (NPRS), fatigue (FSS); 

Self-reported health status (SF-36)  

 A range of clinical indicators available 

– to be negotiated with service 

providers.  

- Number of occasions of service by discipline. 

- PREMs: Surveys paper and electronic; Observation; 

interviews  

Hello Sunday 

Morning 

CCLHD 
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 Opportunities, priorities and options 

Priority Possible Options Expected Outcome Possible Performance Measurement Potential Lead 

Indicator available from a national dataset PHN identified outcome measure 

 

PHN identified output and/or process measure 

Provide a Drug and Alcohol Treatment Capacity Building Program for 

primary care providers, including clinical mentoring, training webinars and 

follow up support. 

Improved health and wellbeing of 

people across the HNECC PHN region 

by providing consumers with a range of 

evidence-based support to reduce their 

mental health symptoms and risky 

drinking behaviour. Seeks to support 

region-specific and integrated 

approaches to drug and alcohol 

treatment services at a local level.   

YES – A range of measure dependent on 

allied health service 

– to be negotiated with service 

providers. 

- PREMs: Surveys paper and electronic; Observation; 

interviews  

 

HNECC 

University of 

Newcastle 

Hunter Primary care 

Aboriginal and Torres 

Strait Islander 

Populations 

Commission specialist drug and alcohol treatment services for Aboriginal 

and Torres Strait Islander people across the HNECC PHN region. 

-Increased service delivery capacity of 
the Aboriginal Community Controlled 
Health Sector and mainstream drug and 
alcohol treatment providers in 
providing culturally-appropriate, 
holistic treatment and support for 
Aboriginal and Torres Strait Islander 
peoples presenting with substance use 
disorders.  
-Improved health and wellbeing of 
Aboriginal and Torres Strait Islander 
people across the HNECC PHN region 
by providing consumers with a range of 
evidence-based support to reduce their 
mental health symptoms and risky 
drinking behaviour. 

YES – A range of measure dependent on 

allied health service 

-Patient progress (in accordance with 

ATOPS or other Client Outcome 

Measurement Systems).  

-Patient experience measures  

- PROMs: Quality of life (EQ-5D, AQoL); 

Symptoms: pain (NPRS), fatigue (FSS); 

Self-reported health status (SF-36)  

 -A range of clinical indicators available 

– to be negotiated with service 

providers. 

 

- Number of closed episodes of care  

- Number of clients receiving care  

- Average length of closed treatment episodes  

- Percentages of principal drug of concern among 

clients treated 

- Source of referrals  

- Total referrals to service 

- Trends in geographic locations of clients  

- Average waiting time per treatment type 

- Number of clients placed on waiting list 

- Activities undertaken to ensure the delivery of a 

culturally appropriate service for Aboriginal and 

Torres Strait Islander peoples  

- Formal partnerships established / maintained with 

local Aboriginal and Torres Strait Islander 

Organisations and purpose of such 

- Partnerships / sector linkages established or 

maintained 

- Workforce development activities undertaken this 

quarter 

- Trends in staff satisfaction 

HNECC  

Support capacity building activities to address the increased demand for 

access to specialist drug and alcohol treatment services for Aboriginal and 

Torres Strait Islander peoples. 

The primary health care and specialist 
workforces (including Indigenous 
workforce) are supported in providing 
culturally appropriate, evidenced based 
drug and alcohol treatment services in 
the HNECC PHN region for Aboriginal 
and Torres Strait Islander peoples.  

NO  Specific to capacity building project-

area 

Specific to capacity building project-area HNECC  
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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. 

Please attach checklists for any Activities under other Schedules to the Standard Funding Agreement 

if required. 

 

 

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 Annual Plan and for the department to use for programme 

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). 
✓ 

 

 

 
 


