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Attachment tables 
Attachment tables are identified in references throughout this Indigenous Compendium 
by an ‘A’ prefix (for example, in this chapter, table 11A.1). As the data are directly 
sourced from the 2014 Report, the Compendium also notes where the original table, 
figure or text in the 2014 Report can be found. For example, where the Compendium 
refers to ‘2014 Report, p. 11.1’ this is page 1 of chapter 11 of the 2014 Report, and 
‘2014 Report, table 11A.1’ is attachment table 1 of attachment 11A of the 2014 Report. 
A list of attachment tables referred to in the Compendium is provided at the end of this 
chapter, and the full attachment tables are available from the Review website at 
www.pc.gov.au/gsp.  
 

The Primary and community health chapter (chapter 11) in the Report on 
Government Services 2014 (2014 Report) reports on the performance of primary 
and community health services in Australia. Data are reported for Indigenous 
Australians for a subset of the performance indicators reported in that chapter — 
those data are compiled and presented here. 

Primary and community health services include general practice, allied health 
services, dentistry, alcohol and other drug treatment, maternal and child health, the 
Pharmaceutical Benefits Scheme (PBS) and a range of other community health 
services. Reporting in this chapter focuses mainly on general practice, primary 
healthcare services targeted to Indigenous Australians, public dental services, drug 
and alcohol treatment and the PBS. 

The primary and community health sector is the part of the healthcare system most 
frequently used by Australians. It is important in preventative healthcare and in the 
detection and management of illness and injury, through direct service provision 
and through referral to acute (hospital) or other healthcare services, as appropriate. 
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Major improvements in reporting on primary and community health in this edition 
include reporting of Australian Government expenditure on Indigenous primary 
healthcare services is reported for the first time. 

Indigenous data in the Primary and community health chapter 

The Primary and community health chapter in the 2014 Report contains the 
following data items on Indigenous Australians: 

• Indigenous primary healthcare services and episodes of healthcare 

• Indigenous primary healthcare services and episodes of healthcare by 
remoteness 

• proportion of Indigenous primary healthcare services that undertook selected 
health related activities 

• full time equivalent (FTE) health staff employed by Indigenous primary 
healthcare services which provide data for Online Services Reporting (OSR) 

• older Indigenous Australians who received an annual health assessment 

• Indigenous Australians who received a health assessment by age group 

• early detection activities provided by Indigenous primary healthcare service for 
which OATSIH Services Reporting (OSR) data are reported 

• Indigenous Australians deferring access to general practitioners (GPs) due to 
cost 

• Indigenous people deferring access to prescribed medication due to cost 

• waiting times for public dentistry, Indigenous Australians, by remoteness 

• proportion of people with asthma with a written asthma plan, by Indigenous 
status 

• client experience of GPs by remoteness, Indigenous people 

• participation rates for Indigenous women screened by BreastScreen Australia 
(24 month period) (first and subsequent rounds) 

• cervical screening rates among Indigenous women aged 20 to 69 years, who 
reported having a Pap smear at least every 2 years 

• separations for selected potentially preventable hospitalisations by Indigenous 
status 

• proportion of Indigenous Australians aged 50 years or over who were fully 
vaccinated against influenza and pneumococcal disease 
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• separations for selected potentially preventable hospitalisations by Indigenous 
status 

• separations for selected vaccine preventable conditions by Indigenous status 

• separations for selected acute conditions by Indigenous status 

• separations for selected chronic conditions by Indigenous status 

• ratio of separations for Indigenous Australians to all Australians, diabetes. 

Profile of primary and community health 

Community health services 

Community health services usually comprise multidisciplinary teams of salaried 
health and allied health professionals, who aim to protect and promote the health of 
particular communities (Quality Improvement Council 1998). The services may be 
provided directly by governments (including local governments) or indirectly, 
through a local health service or community organisation funded by government. 
State and Territory governments are responsible for most community health 
services. The Australian Government’s main role in the community health services 
covered in this chapter is in health services for Indigenous Australians. In addition, 
the Australian Government provides targeted support to improve access to 
community health services in rural and remote areas. There is no national strategy 
for community health and there is considerable variation in the services provided 
across jurisdictions. 

Dental services 

State and Territory governments and the Australian Government have different 
roles in supporting dental services in Australia’s mixed system of public and private 
dental healthcare. State and Territory governments have the main responsibility for 
the delivery of major public dental programs, primarily directed at children and 
disadvantaged adults. Each jurisdiction determines its own eligibility requirements 
for accessing public dental services, usually requiring a person to hold a concession 
card issued by Centrelink. 

The Australian Government supports the provision of dental services primarily 
through the private health insurance rebate and, through Department of Human 
Services (DHS) Medicare, for a limited range of oral surgical procedures. Private 
dental services were also funded through DHS Medicare for people with chronic 
conditions and complex care needs until 1 December 2012. The Australian 
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Government provides funding for the dental care of war veterans and members of 
the Australian Defence Force and has a role in the provision of dental services 
through Indigenous Primary Health Care Services.  

Funding 

General practice 

Australian Government total expenditure on general practice in 2012-13 was  
$7.4 billion (2014 Report, table 11A.2). 

Not all Australian Government funding of primary healthcare services is captured in 
these data. Funding is also provided for services delivered in non-general practice 
settings, particularly in rural and remote areas, for example, in hospital emergency 
departments, Indigenous primary healthcare and other community health services 
and the Royal Flying Doctor Service. Thus, expenditure on general practice 
understates expenditure on primary healthcare, particularly in jurisdictions with 
large populations of Indigenous Australians and people living in rural and remote 
areas. 

Community health services 

Overall government expenditure data relating only to the primary and community 
health services covered in this chapter are not available. Expenditure data reported 
here also cover public health services such as food safety regulation and media 
campaigns to promote health awareness, as well as private dental services (funded 
by health insurance premium rebates and non-government expenditure)  
(2014 Report, table 11.2). 

In 2011-12, government expenditure on community and public health was  
$9.3 billion, of which State, Territory and local governments provided 70.8 per cent, 
and the Australian Government 29.2 per cent (2014 Report, table 11.2). In that year, 
Australian Government direct outlay expenditure on dental services, predominantly 
through the Department of Veterans’ Affairs and the Department of Health, was 
$1.1 billion. State, Territory and local government expenditure on dental services 
was $718 million in 2011-12. Additional expenditure is incurred by some states and 
territories through schemes that fund the provision of dental services to eligible 
people by private practitioners. Dental expenditure by state and territory is provided 
in 2014 Report, table 11A.7. 
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Australian Government expenditure on Aboriginal medical services was  
$531 million in 2012-13 (table 11A.8). 

Size and scope 

General practice 

There were 30 681 vocationally registered GPs and other medical practitioners 
(OMPs) billing Medicare Australia, based on the Medicare Benefits Schedule 
(MBS) claims data, in 2012-13. On a full time workload equivalent (FWE) basis, 
there were 22 087 vocationally registered GPs and OMPs (see 2014 Report, section 
11.5 for a definition of FWE). This was equal to 96.4 FWE registered GPs and 
OMPs per 100 000 people (2014 Report, table 11A.9). These data exclude services 
provided by GPs working in Indigenous primary healthcare services, public 
hospitals and the Royal Flying Doctor Service. In addition, for some GPs — 
particularly in rural areas — MBS claims provide income for only part of their 
workload. Compared with metropolitan GPs, those in rural or remote areas spend 
more of their time working in local hospitals, for which they are not paid through 
DHS Medicare. The numbers of FWE vocationally registered GPs and OMPs 
per 100 000 people across jurisdictions are shown in 2014 Report, figure 11.2. 

Pharmaceutical Benefits Scheme 

Australian Government expenditure on the PBS is reported by service category. 
Expenditure  on general, concessional and doctor’s bag categories was $7.1 billion 
in 2012-13 (2014 Report, tables 11A.4 and 11A.5). Other categories administered 
under special arrangements to improve access to PBS medicines include the supply 
of medicines to Aboriginal Services in remote and very remote areas under s.100 of 
the National Health Act 1953 [Cwlth] — Australian Government expenditure on 
this category was $36.9 million in 2012-13 (table 11A.6). 

Alcohol and other drug treatment 

Alcohol and other drug treatment activities range from a brief intervention to  
long term residential treatment. Types of treatment include detoxification, 
pharmacological treatment (also known as substitution or maintenance treatment), 
counselling and rehabilitation. Data included here have been sourced from a report 
on the Alcohol and Other Drug Treatment Services National Minimum Data Set 
(AODTS–NMDS) — a collection of data from publicly funded government and 
non-government treatment services (AIHW 2013). Treatment activities excluded 
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from that collection include treatment with medication for dependence on opioid 
drugs such as heroin (opioid pharmacotherapy treatment) where no other treatment 
is provided, the majority of services for Indigenous Australians that are funded by 
the Australian Government, treatment services within the correctional system, and 
treatment units associated with acute care and psychiatric hospitals. 

Indigenous community healthcare services 

Indigenous Australians use a range of primary healthcare services, including private 
GPs and Aboriginal and Torres Strait Islander Community Controlled Primary 
Health Care Services. There are Aboriginal and Torres Strait Islander Community 
Controlled Primary Health Care Services in all jurisdictions, planned and governed 
by local Indigenous communities with the aim of delivering holistic and culturally 
appropriate health and health-related services. Funding is provided by Australian, 
State and Territory governments. In addition to these healthcare services, health 
programs for Indigenous Australians are funded by a number of jurisdictions. In 
2012-13, these programs included services such as health information, promotion, 
education and counselling; alcohol, tobacco and other drug services; sexual health 
services; allied health services; disease/illness prevention; and improvements to 
nutrition standards (tables 11A.105–113). 

From the 2008-09 reporting period, data on Indigenous primary healthcare services 
that receive funding from the Australian Government have been collected through 
the Online Services Report (OSR) questionnaire. Many of these services receive 
additional funding from State and Territory governments and other sources. The 
OSR data reported here represent the health-related activities, episodes and 
workforce funded from all sources. 

For 2011-12, OSR data are reported for 224 Indigenous primary healthcare services 
(table 11A.15). Of these services, 90 (40.2 per cent) were located in remote or very 
remote areas (table 11A.16). They provided a wide range of primary healthcare 
services, including the diagnosis and treatment of illness and disease, the 
management of chronic illness, immunisations and transportation to medical 
appointments (table 11A.17). An episode of healthcare is defined in the OSR data 
collection as contact between an individual client and staff of a service to provide 
healthcare. Around 2.6 million episodes of healthcare were provided by 
participating services in 2011-12 (table 11.1). Of these, around 1.2 million  
(47.0 per cent) were in remote or very remote areas (table 11A.16). 
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Table 11.1 Estimated episodes of healthcare for Indigenous Australians by 
services for which OSR data are reported (‘000)a 

 NSW  Vic Qld WA SA Tas ACT NT Aust 

2008-09   452   160   336   306   191   35   23   586  2 089 
2009-10   542   185   379   409   192   36   26   622  2 391 
2010-11   522   201   310   473   222   38   30   704  2 498 
2011-12   516   234   475   462   216   44   34   641  2 621 

a An episode of healthcare involves contact between an individual client and service staff to provide 
healthcare. Group work is not included. Transport is included only if it involves provision of healthcare and/or 
information by staff. Outreach provision is included, for example episodes at outstation visits, park clinics and 
satellite clinics. Episodes of healthcare delivered over the phone are included. 

Source: AIHW (2013 and previous issues) Aboriginal and Torres Strait Islander health services report: online 
services report - key results, Cat. no.s IHW 31, 56, 79 and 104; table 11A.15; 2014 Report, table 11.5,  
p. 11.16. 

The services included in the OSR data collection employed around 3469 full time 
equivalent healthcare staff (as at 30 June 2012). Of these, 1946 were Indigenous 
Australians (56.1 per cent). The proportions of doctors and nurses employed by 
surveyed services who were Indigenous Australians were relatively low  
(5.9 per cent and 12.9 per cent, respectively) (table 11A.18). 

Framework of performance indicators 

The performance indicator framework is based on shared government objectives for 
primary and community health (2014 Report, box 11.1). The framework will evolve 
as better indicators are developed and as the focus and objectives for primary and 
community health change. In particular, the Steering Committee plans to develop 
and report against more indicators relating to community health services. 

The Council of Australian Governments (COAG) has agreed six National 
Agreements to enhance accountability to the public for the outcomes achieved or 
outputs delivered by a range of government services (see chapter 1 for more detail 
on reforms to federal financial relations). 

The National Healthcare Agreement (NHA) covers the areas of health and aged 
care services, and health indicators in the National Indigenous Reform Agreement 
establish specific outcomes for reducing the level of disadvantage experienced by 
Indigenous Australians. Both agreements include sets of performance indicators, for 
which the Steering Committee collates performance information for analysis by the 
COAG Reform Council (CRC). Performance indicators reported in this chapter are 
aligned with health performance indicators in the NHA. The NHA was reviewed in 
2011, 2012 and 2013 resulting in changes that have been reflected in this Report, as 
relevant. 
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The performance indicator framework provides information on equity, efficiency 
and effectiveness, and distinguishes the outputs and outcomes of health services 
(figure 11.1). The performance indicator framework shows which data are 
comparable in the 2014 Report. For data that are not considered directly 
comparable, the text includes relevant caveats and supporting commentary. 
Chapter 1 discusses data comparability from a Report wide perspective (see  
2014 Report, section 1.6). 

The Report’s statistical context chapter contains data that may assist in interpreting 
the performance indicators presented in this chapter. These data cover a range of 
demographic and geographic characteristics, including age profile, geographic 
distribution of the population, income levels, education levels, tenure of dwellings 
and cultural heritage (including Indigenous and ethnic status) (chapter 2). 
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Figure 11.1 Primary and community health performance indicator 
framework 

 
Source: 2014 Report, figure 11.4, p. 11.15. 
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Early detection and early treatment for Indigenous Australians 

‘Early detection and early treatment for Indigenous Australians’ is an indicator of 
governments’ objective to provide equitable access to primary and community 
healthcare services for Indigenous Australians (box 11.1). 

 
Box 11.1 Early detection and early treatment for Indigenous Australians 
‘Early detection and early treatment for Indigenous Australians’ is defined as: 
• the identification of individuals who are at high risk for, or in the early stages of, 

preventable and/or treatable health conditions (early detection) 
• the provision of appropriate and timely prevention and intervention measures (early 

treatment). 

Four measures of early detection and early treatment for Indigenous Australians are 
reported: 
• the proportion of older people who received a health assessment by Indigenous 

status, where 
– older people are defined as non-Indigenous Australians aged 75 years or over 

and Indigenous Australians aged 55 years or over, excluding hospital inpatients 
and people living in aged care facilities. The relatively young age at which 
Indigenous Australians become eligible for ‘older’ people’s services recognises 
that they typically face increased health risks at younger ages than most other 
groups in the population. It also broadly reflects the difference in average life 
expectancy between the Indigenous and non-Indigenous populations (see the 
Health sector overview) 

– health assessments are MBS items that allow comprehensive examinations of 
patient health, including physical, psychological and social functioning. The 
assessments are intended to facilitate timely prevention and intervention 
measures to improve patient health and wellbeing. 

• the proportion of older Indigenous Australians who received a health assessment in 
successive years of a five year period 

• the proportion of Indigenous Australians who received a health assessment or 
check by age group — health assessment/checks are available for Indigenous 
children (0–14 years), adults (15–54 years) and older people (55 years or over) 

• the proportion of Aboriginal and Torres Strait Islander primary healthcare services 
that provided early detection services. 

(Continued next page)  
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Box 11.1 (Continued) 
A low or decreasing gap between the proportion of all older people and older 
Indigenous Australians who received a health assessment can indicate more equitable 
access to early detection and early treatment services for Indigenous Australians. An 
increase over time in the proportion of older Indigenous Australians who received a 
health assessment is desirable as it indicates improved access to these services. A low 
or decreasing gap between the proportion of Indigenous Australians in different age 
groups who received a health assessment/check can indicate more equitable access to 
early detection and treatment services within the Indigenous population. A high or 
increasing proportion of Aboriginal and Torres Strait Islander primary healthcare 
services that included early detection activities is desirable as it indicates improved 
access to early detection and treatment services for Indigenous Australians. 

This indicator provides no information about health assessments provided outside DHS 
Medicare. Such services are provided under service delivery models used, for example, 
in remote and very remote areas and therefore accessed predominantly by Indigenous 
Australians. Accordingly, this indicator understates the proportion of Indigenous 
Australians who received early detection and early treatment services. 

Data reported for this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required data are 

available for all jurisdictions for 2012-13 for the three health assessment measures, 
and for 2011-12 for the measure primary healthcare services providing early 
detection services. 

Data quality information for this indicator is under development.  
 

The high prevalence of preventable and/or treatable health conditions in the 
Indigenous population is strongly associated with relatively poor health outcomes 
for Indigenous Australians (AIHW 2008a; SCRGSP 2011). The availability and 
uptake of early detection and early treatment services is understood to be a 
significant determinant of people’s health. 

In 2012-13, the proportion of Indigenous older Australians who received an annual 
health assessment was higher than the proportion of non-Indigenous older 
Australians who received an annual health assessment in all jurisdictions except 
Victoria, SA and Tasmania (figure 11.2). 
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Figure 11.2 Older people who received an annual health assessment by 
Indigenous status, 2012-13a, b, c, d 

 
a Older people are defined as Indigenous Australians aged 55 years or over and non-Indigenous Australians 
aged 75 years or over. b Indigenous status is determined by self-identification. Indigenous Australians aged 
75 years or over may receive the mainstream MBS Health Assessment for people aged 75 years or over. This 
is unlikely to affect overall proportions significantly, due to the relatively low average life expectancy of 
Indigenous Australians. c Data exclude health assessments provided outside DHS Medicare under service 
models used to increase access for people in remote areas and for Indigenous Australians. Data for 
Indigenous Australians are therefore likely to understate the proportion who access health assessments. 
d The populations used to derive the Indigenous Australians and non-Indigenous Australians’ rates are based 
on the 2006 Census. 

Source: Derived from Department of Health (unpublished) MBS Statistics, ABS (2009) Experimental estimates 
and projections, Aboriginal and Torres Strait Islander Australians 1991 to 2021, Cat. no. 3238.0; ABS (2011) 
Australian demographic statistics June quarter 2011, Cat. no. 3101.0; table 11A.27; 2014 Report, figure 11.10, 
p. 11.30. 

The proportion of older Indigenous Australians who received an annual health 
assessment increased in all jurisdictions between 2008-09 and 2012-13  
(figure 11.3). 

0

10

20

30

40

NSW Vic Qld WA SA Tas ACT NT Aust

P
er

 c
en

t

Indigenous people Non-Indigenous people



   

11.14 REPORT ON 
GOVERNMENT 
SERVICES 2014 

 

 

Figure 11.3 Older Indigenous Australians who received an annual health 
assessmenta, b 

 
a Older people are defined as Indigenous Australians aged 55 years or over. Indigenous status is determined 
by self-identification. Indigenous Australians aged 75 years or over may receive the mainstream MBS Health 
Assessment for people aged 75 years or over. This is considered unlikely to significantly affect overall 
proportions due to the relatively low average life expectancy of Indigenous Australians. b Data exclude health 
assessments provided outside DHS Medicare under service models used to increase access for people in 
remote areas and for Indigenous Australians. Data are therefore likely to understate the proportion who 
access health assessments. 

Source: Derived from Department of Health (unpublished) MBS data collection and ABS (2009) Experimental 
estimates and projections, Aboriginal and Torres Strait Islander Australians 1991 to 2021, Cat. no. 3238.0; 
table 11A.28; 2014 Report, figure 11.11, p. 11.31. 

Health check MBS items were introduced for Indigenous Australians aged 15–54 
years in May 2004. Initially available biennially, since 1 May 2010 they have been 
available annually. Also available annually are health checks for Indigenous 
children aged 0–14 years, introduced in May 2006. 

The proportion of the eligible Indigenous population who received a health 
assessment or check was highest for older people and lowest for children aged 
0–14 years in most jurisdictions (figure 11.4). This can, in part, reflect differences 
in how long the items have been available, as factors such as awareness and 
administrative requirements affect the uptake of new MBS items (AIHW 2008a). 
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Figure 11.4 Indigenous Australians who received a health assessment by 
age, 2012-13a, b 

 
a Indigenous status is determined by self-identification. Indigenous Australians aged 75 years or over may 
receive the mainstream MBS Health Assessment for people aged 75 years or over. This is considered unlikely 
to significantly affect overall proportions due to the relatively low average life expectancy of Indigenous 
Australians. b Data exclude health assessments provided outside DHS Medicare under service models used 
to increase access for people in remote areas and for Indigenous Australians. Data are therefore likely to 
understate the proportion who access health assessments. 

Source: Derived from Department of Health (unpublished) MBS Statistics and ABS (2009) Experimental 
estimates and projections, Aboriginal and Torres Strait Islander Australians 1991 to 2021, Cat. no. 3238.0; 
table 11A.29; 2014 Report, figure 11.12, p. 11.32. 

Nationally, the proportion of Indigenous primary healthcare services providing 
early detection services varied little in the period 2008-09 to 2011-12 (figure 11.5). 
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Figure 11.5 Indigenous primary healthcare services for which OSR data 
are reported that provided early detection servicesa 

 
a The OSR data collection replaces the previous Service Activity Reporting (SAR) data collection from the 
2008-09 reporting period. Historical SAR data are published in previous reports. 

Source: AIHW (2012 and previous issues) Aboriginal and Torres Strait Islander health services report: online 
services report - key results, 2008-09, 2009-10 and 2010-11, Cat. no.s IHW 31, 56 and 79; table 11A.30;  
2014 Report, figure 11.13, p. 11.33. 

Developmental health checks 

‘Developmental health checks’ is an indicator of governments’ objective to provide 
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Box 11.2 Developmental health checks 
‘Developmental health checks’ is defined as the proportion of children who received a 
fourth year developmental health assessment under DHS Medicare, by health 
assessment type. The ‘Healthy Kids Check’ MBS health assessment item is available 
to children aged 3 or 4 years, while the ‘Aboriginal and Torres Strait Islander Peoples 
Health Assessment’ item is available to Indigenous Australians. 
A high or increasing proportion of children receiving a fourth year developmental health 
assessment is desirable as it suggests improved access to these services. 

The proportion of Indigenous children aged 3 to 5 years who received the Aboriginal 
and Torres Strait Islander Peoples Health Assessment is reported as a proxy for the 
proportion of Indigenous children who received a fourth year developmental health 
assessment. The proportion of non-Indigenous children who received a Healthy Kids 
Check or, for those who did not receive a Healthy Kids Check, received a Health 
assessment at the age of 5 years, is reported as a proxy for the proportion of 
non-Indigenous children who received a fourth year developmental health assessment. 

Fourth year developmental health assessment are intended to assess children’s 
physical health, general wellbeing and development. They enable identification of 
children who are at high risk for or, have early signs of, delayed development and/or 
illness. Early identification provides the opportunity for timely prevention and 
intervention measures that can ensure that children are healthy, fit and ready to learn 
when they start schooling. 

This indicator provides no information about developmental health checks for children 
that are provided outside DHS Medicare, as comparable data for such services are not 
available for all jurisdictions. These checks are provided in the community, for 
example, maternal and child health services, community health centres, early 
childhood settings and the school education sector. Accordingly, this indicator 
understates the proportion of children who receive a fourth year developmental health 
check. 

Data reported for this indicator are: 
• comparable (subject to caveats) across jurisdictions but a break in series means 

that data for 2012-13 are not comparable to historical data 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

Nationally, 52.8 per cent of children received a fourth year developmental health 
check under DHS Medicare in 2012-13. The proportion of Indigenous children who 
received an Aboriginal and Torres Strait Islander Peoples Health Assessment in 
their fourth year was higher than the proportion of children who received a Healthy 
Kids Check in most jurisdictions (figure 11.6). 
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Figure 11.6 Children who received a fourth year developmental health 
check, by health check type, 2012-13a, b, c, d, e, f 

 
a Limited to health checks available under DHS Medicare. b  Aboriginal and Torres Strait Islander Peoples 
Health Assessment data include claims for MBS Item 715 for children aged 3–5 years. c Healthy Kids Check 
data include claims for MBS Items 701, 703, 705, 707 and 10 986 for children aged 3–5 years. d Children are 
counted once only; where a child received both types of health check during the reference period they are 
counted against the Aboriginal and Torres Strait Islander Peoples Health assessment. e Healthy Kids Check 
data include Indigenous children who received a Healthy Kids Check provided they did not also receive a 
Aboriginal and Torres Strait Islander Peoples Health Assessment during the same or a previous reference 
period. f The populations used to derive the Indigenous Australians and non-Indigenous Australians’ rates are 
based on the 2006 Census. 

Source: Department of Health (unpublished) MBS Statistics; ABS (2009) Experimental estimates and 
projections, Aboriginal and Torres Strait Islander Australians 1991 to 2021, Cat. no. 3238.0; ABS 
(unpublished) Australian demographic statistics, Cat. no. 3101.0; table 11A.31; 2014 Report, figure 11.14,  
p. 11.35. 

Effectiveness of access to GPs 

‘Effectiveness of access to GPs’ is an indicator of governments’ objective to 
provide effective access to primary healthcare services (box 11.3). The 
effectiveness of services can vary according to the affordability and timeliness of 
services that people can access. 
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Box 11.3 Effectiveness of access to GPs 
‘Effectiveness of access to GPs’ is defined by four measures: 
• bulk billing rates, defined as the number of GP visits that were bulk billed as a 

proportion of all GP visits 
• people deferring visits to GPs due to financial barriers, defined as the proportion of 

people who delayed seeing or did not see a GP due to cost 
• GP waiting times, defined as the number of people who saw a GP for urgent 

medical care within specified waiting time categories in the previous 12 months, 
divided by the number of people who saw a GP for urgent medical care in the 
previous 12 months. Specified waiting time categories are: 
– less than 4 hours 
– 4 to less than 24 hours 
– 24 hours or more 

• potentially avoidable presentations to emergency departments — two measures, 
defined as: 
– the proportion of people who visited a hospital emergency department for care 

they thought at the time could have been provided by a GP 
– the number of selected ‘GP-type presentations’ to emergency departments, 

where selected GP-type presentations are those: 
 allocated to triage category 4 or 5 
 not arriving by ambulance, with police or corrections 
 not admitted or referred to another hospital 
 who did not die. 

A high or increasing proportion of bulk billed attendances can indicate more affordable 
access to GP services. GP visits that are bulk billed do not require patients to pay part 
of the cost of the visit, while GP visits that are not bulk billed do. This measure does 
not provide information on whether the services are appropriate for the needs of the 
people receiving them. 

Data reported for this measure are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

A low or decreasing proportion of people deferring visits to GPs due to financial 
barriers indicates more widely affordable access to GPs. 

(Continued next page)  
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Box 11.3 (Continued) 
Data reported for this measure are: 
• comparable (subject to caveats) across jurisdictions but not comparable over time 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

A high or increasing proportion of people who saw a GP within 4 hours for urgent 
medical care indicates more timely access to GPs.  

Data reported for this measure are: 
• comparable (subject to caveats) across jurisdictions and comparable over time for 

2011-12 and 2012-13 but not for previous years 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

A low or decreasing proportion of potentially avoidable presentations to emergency 
departments can indicate better access to primary and community health care. 

Data reported for this measure are: 
• comparable (subject to caveats) within some jurisdictions over time but are not 

comparable within other jurisdictions over time or across jurisdictions (see caveats in 
attachment tables for specific jurisdictions) 

• complete (subject to caveats) for the current reporting period. All required 2012-13 
data are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

Effectiveness of access to GPs — people deferring visits to GPs due to financial 
barriers 

Data for Indigenous Australians deferring access to GPs due to cost, available for 
the first time from the ABS 2011-12 Australian Aboriginal and Torres Strait 
Islander  Health Survey (AATSIHS), are presented in table 11A.36. Differences in 
survey design and methodology mean data for all Australians, which are sourced 
from the ABS Patient experience survey, and the AATSIHS are not comparable. 

Financial barriers to PBS medicines 

‘Financial barriers to PBS medicines’ is an indicator of governments’ objective to 
ensure effective access to prescribed medicines (box 11.4). 
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Box 11.4 Financial barriers to PBS medicines 
‘Financial barriers to PBS medicines’ is defined as the proportion of people who 
delayed getting or did not get a prescription filled due to cost. 

A low or decreasing proportion of people deferring treatment due to financial barriers 
indicates more widely affordable access to medications. 

Data reported for this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

Nationally, in 2012-13, 8.5 per cent of respondents delayed or did not purchase 
prescribed medicines due to cost in the previous 12 month period (2014 Report, 
figure 11.19). National data by remoteness are reported in 2014 Report,  
table 11A.44. Data for Indigenous Australians are available for the first time from 
the ABS 2011-12 AATSIHS and are presented in table 11A.42. However, 
differences in survey design and methodology mean data from the Patient 
experience survey and the AATSIHS are not comparable. 

Public dentistry waiting times 

‘Public dentistry waiting times’ is an indicator of governments’ objective to ensure 
timely access to public dental services for eligible people (box 11.5). 

 
Box 11.5 Public dentistry waiting times 
‘Public dentistry waiting times’ is defined as the time waited between being placed on  
a public dentistry waiting list and being seen by a dental professional. It is measured  
as the proportion of people on a public dental waiting list who saw a dental 
professional at a government dental clinic, within specified waiting time categories. 

A high or increasing proportion of people waiting shorter periods to see a dental 
professional indicates more timely access to public dental services. 

Data reported for this indicator are: 
• comparable (subject to caveats) across jurisdictions but not over time. Data for 

2012-13 are not comparable with data for 2011-12 and previous years 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
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Nationally, 30.5 per cent of people who were on a public dental waiting list for 
waited less than 1 month to see a dental professional at a government dental clinic 
in 2012-13 (2014 Report, figure 11.20). Data are presented by remoteness in  
table 11A.44. Data for Indigenous Australians that are reported in table 11A.45. 

Chronic disease management — asthma 

Asthma, an identified National Health Priority Area for Australia, is a common 
chronic disease among Australians — particularly children — and is associated with 
wheezing and shortness of breath. Asthma can be intermittent or persistent, and 
varies in severity. 

Nationally, the proportion of people with current asthma reporting that they have a 
written asthma action plan was 24.6 per cent for all ages and 40.9 per cent for 
children aged 0–14 years in 2011-12 (2014 Report, figure 11.29). Data for 2007-08 
are reported by geographical region in 2014 Report, table 11A.60. Data for 2004-05 
are reported by Indigenous status in table 11A.61. 

Quality — responsiveness — Patient satisfaction 

‘Patient satisfaction’ is an indicator of governments’ objective to ensure primary 
and community health services are high quality and account for individual patient 
needs (box 11.16). 
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Box 11.6 Patient satisfaction 
‘Patient satisfaction’ is defined as the quality of care as perceived by the patient. It is 
measured as patient experience of and/or satisfaction around ‘key aspects of care’ —
that is, aspects of care that are key factors in patient outcomes and can be readily 
modified. Two measures of patient experience of communication with health 
professionals — a key aspect of care — are reported: 
• experience with selected key aspects of GP care, defined as the number of people 

who saw a GP in the previous 12 months where the GP always or often: listened 
carefully to them; showed respect; and spent enough time with them, divided by the 
number of people who saw a GP in the previous 12 months 

• experience with selected key aspects of dental professional care, defined as the 
number of people who saw a dental professional in the previous 12 months where 
the dental practitioner always or often: listened carefully to them; showed respect; 
and spent enough time with them, divided by the number of people who saw a 
dental practitioner in the previous 12 months. 

High or increasing proportions can indicate that more patients experienced 
communication with health professionals as satisfactory. 

Data reported against this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

Patient satisfaction — experience with selected key aspects of GP care 

Nationally, the majority of respondents reported that, in 2012-13, the GP always or 
often (2014 Report, figure 11.36): 

• listened carefully to them (89.3 per cent) 

• showed respect (92.5 per cent) 

• spent enough time with them (88.0 per cent). 

Data for Indigenous Australians are reported in table 11A.72. 

Health assessments for older people 

‘Health assessments for older people’ is an indicator of governments’ objective to 
improve population health outcomes through the provision of prevention as well as 
early detection and treatment services (box 11.7). 
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Box 11.7 Health assessments for older people 
‘Health assessments for older people’ is defined as the proportion of older people who 
received a health assessment. Older people are defined as non-Indigenous Australians 
aged 75 years or over and Indigenous Australians aged 55 years or over, excluding 
hospital inpatients and people living in aged care facilities. Annual health assessments 
for older people are MBS items that allow a GP to undertake an in-depth assessment 
of a patient’s health. Health assessments cover the patient’s health and physical, 
psychological and social functioning, and aim to facilitate more timely preventive 
actions or treatments to enhance the health of the patient (see also box 11.1). 

A high or increasing proportion of eligible older people who received a health 
assessment can indicate a reduction in health risks for older people, through early and 
timely prevention and intervention measures to improve and maintain health. 

Data reported against this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

Data quality information for this indicator is under development.  
 

The targeted age range for Indigenous Australians of 55 years or over recognises 
that they typically face increased health risks at younger ages than most other 
groups in the population. It also broadly reflects the difference in average life 
expectancy between the Indigenous and non-Indigenous populations (see the Health 
sector overview). Results for Indigenous Australians are reported under equity 
indicators (box 11.1). 

Efficiency — Cost to government of general practice per person 

‘Cost to government of general practice per person’ is an indicator of governments’ 
objective to provide primary healthcare services in an efficient manner (box 11.8). 
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Box 11.8 Cost to government of general practice per person 
‘Cost to government of general practice per person’ is defined as the cost to 
government of general practice per person in the population. 

This indicator needs to be interpreted with care. A low or decreasing cost per person 
can indicate higher efficiency, provided services are equally or more effective. It can 
also reflect service substitution between primary healthcare and hospital or specialist 
services — potentially at greater expense. 

Cost to government of general practice does not capture costs of salaried GP service 
delivery models, used particularly in rural and remote areas, where primary healthcare 
services are provided by salaried GPs in community health settings, through 
emergency departments, and Indigenous primary healthcare services. Consequently, 
costs for primary care are understated for jurisdictions where a large proportion of the 
population live in rural and remote areas. 

Data reported for this indicator are: 
• comparable (subject to caveats) across jurisdictions for 2012-13, but not 

comparable to data for previous years 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

Nationally, the recurrent cost to the Australian Government of general practice was 
$286 per person in 2012-13 (2014 Report, figure 11.39). 

Outcomes 

Child immunisation coverage 

‘Child immunisation coverage’ is an indicator of governments’ objective to achieve 
high immunisation coverage levels for children to prevent selected vaccine 
preventable diseases (box 11.9). 
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Box 11.9 Child immunisation coverage 
‘Child immunisation coverage’ is defined by three measures: 
• the proportion of children aged 12 months to less than 15 months who are fully 

immunised, where children assessed as fully immunised at 12 months are 
immunised against diphtheria, tetanus, whooping cough, polio, Haemophilus 
influenzae type b and hepatitis B 

• the proportion of children aged 24 months to less than 27 months who are fully 
immunised, where children assessed as fully immunised at 24 months are 
immunised against diphtheria, tetanus, whooping cough, polio, Haemophilus 
influenzae type b, hepatitis B, and measles, mumps and rubella 

• the proportion of children aged 60 months to less than 63 months who are fully 
immunised, where children assessed as fully immunised at 60 months are 
immunised against diphtheria, tetanus, whooping cough, polio, and measles, 
mumps and rubella. 

A high or increasing proportion of children who are fully immunised indicates a 
reduction in the risk of children contracting a range of vaccine preventable diseases, 
including measles, whooping cough and Haemophilus influenzae type b. 

Data reported against this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required 2012-13 

data are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

Many providers deliver child immunisation services (table 11.2). High 
immunisation coverage levels have been encouraged under the General Practice 
Immunisation Incentives Scheme, which provided incentives for the immunisation 
of children under 7 years of age to 30 June 2013. 
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Table 11.2 Valid vaccinations supplied to children under 7 years of age, by 
provider type, 2008–2013 (per cent)a, b, c 

Provider NSW Vic Qld WA SA Tas ACT NT Aust 

GP   89.1   59.2   86.7   68.7   74.2   92.9   58.2   13.2   76.3 

Council   3.5   40.3   6.1   3.7   18.5   7.1 – –   14.2 
State or Territory health 
department 

– – –   6.4 – –   1.2   0.5   0.8 

Public hospital  np np np np np np np np np 
Private hospital – – – – – – –   0.8 – 
Indigenous health service   0.6   0.2   0.7   0.4   0.6 – –   21.9   0.8 
Community health centre   6.8   0.3   6.4   20.8   6.6 –   40.6   63.5   7.9 

Otherd –   0.1   0.1   0.1 0.1 – – –   0.1 

Total   100   100   100   100   100   100   100   100   100 

a Data are for the period 1 July 2008 to 30 June 2013. b Data are based on State/Territory in which the 
immunisation provider was located. c A valid vaccination is a National Health and Medical Research Council’s 
Australian Standard Vaccination Schedule vaccination administered to a child under the age of 7 years. 
d Other includes Divisions of GP, Flying Doctors Services, Indigenous Health Workers, Community nurses 
and unknown. – Nil or rounded to zero. np Not published. 

Source: Department of Health (unpublished) Australian Childhood Immunisation Register (ACIR) data 
collection; table 11A.76; 2014 Report, table 11.7, p. 11.75. 

Participation for women in breast cancer screening 

‘Participation for women in breast cancer screening’ is an indicator of governments’ 
objective to reduce morbidity and mortality attributable to breast cancer through the 
provision of early detection services (box 11.10). 

 
Box 11.10 Participation for women in breast cancer screening 
‘Participation for women in breast cancer screening’ is defined as the number of 
women aged 50–69 years who are screened in the BreastScreen Australia Program 
over a 24 month period, divided by the estimated population of women aged  
50–69 years and reported as a rate. 

A high or increasing participation rate is desirable. 

Data reported against this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required data for 

the 24 month period 2011 and 2012 are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
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Indigenous women, women from non-English speaking backgrounds (NESB) and 
women living in outer regional, remote and very remote areas can experience 
particular language, cultural and geographic barriers to accessing breast cancer 
screening. Participation rates for community groups at or close to those for the total 
population indicate equitable access to early detection services. Care needs to be 
taken when comparing data across jurisdictions as there is variation in the collection 
of Indigenous and NESB identification data, and in the collection of residential 
postcodes data. 

Participation rates in the BreastScreen Australia Program for women from selected 
community groups are shown in table 11.3. In the 24 month period 2011 and 2012, 
the national age standardised participation rate for Indigenous women aged 50–69 
years was 37.7 per cent (table 11A.85). A low participation rate can in part reflect 
under-reporting of Indigenous status in screening program records. Rates for 
Indigenous women are derived using projected populations based on the 2006 
Census and are not comparable with rates for all women or NESB women which are 
derived using Estimated Resident Populations (ERPs) based on the 2011 Census. 

Table 11.8 Age standardised participation rate for women aged  
50–69 years from selected communities in BreastScreen 
Australia programs, 2011 and 2012 (24 month period)  
(per cent)a, b, c, d, e, f 

 NSW Vic Qld WA SA Tas ACTd NT Aust 

Indigenouse 36.4 30.5 47.7 36.9 34.0 47.5 50.1 24.6 37.7 
NESBf 46.8 50.7 62.2 64.2 52.1 44.1 19.0 37.8 50.6 
All women aged 50–69 years 50.4 54.3 57.1 57.8 58.8 57.8 53.5 41.6 54.5 
a First and subsequent rounds. b Rates are standardised to the Australian population at 30 June 2001. c Data 
reported for this measure are not directly comparable. d Women resident in the jurisdiction represent over  
99 per cent of women screened in each jurisdiction except the ACT (91.3 per cent in 2010–2011). e Women 
who self-identify as being of Aboriginal and/or Torres Strait Islander descent. f NESB is defined as speaking a 
language other than English at home. 

Source: State and Territory governments (unpublished); ABS (2011) Population by Age and Sex, Australian 
States and Territories, June 2011, Cat. no. 3201.0; ABS (unpublished) Experimental Estimates And 
Projections, Aboriginal And Torres Strait Islander Australians, 1991 to 2021, Cat. no. 3238.0; ABS 
(unpublished) 2006 Census of Population and Housing; table 11A.85 and 2014 Report, tables 11A.83–84 and 
11A.86; 2014 Report, table 11.8, p. 11.84. 

Participation for women in cervical screening 

‘Participation for women in cervical screening’ is an indicator of governments’ 
objective to reduce morbidity and mortality attributable to cervical cancer through 
the provision of early detection services (box 11.11). 
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Box 11.11 Participation for women in cervical screening 
‘Participation for women in cervical screening’ is defined as the number of women aged 
20–69 years who are screened over a two year period, divided by the estimated 
population of eligible women aged 20–69 years and reported as a rate. Eligible women 
are those who have not had a hysterectomy. 

A high or increasing proportion of eligible women aged 20–69 years who have been 
screened is desirable. 

Data reported against this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• complete (subject to caveats) for the current reporting period. All required data for 

the 24 month period 2011 and 2012 are available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

The national age-standardised participation rate for women aged 20–69 years in 
cervical screening dropped from 59.8 per cent for the 24 month period 1 January 
2007 to 31 December 2008 to 57.7 per cent for the 24 months 1 January 2011 to  
31 December 2012 (2014 Report, figure 11.47). For most jurisdictions, participation 
rates have decreased since the screening period of 2007 and 2008. Data for 
Indigenous women for 2004-05 are presented in table 11A.89. 

Influenza vaccination coverage for older people 

‘Influenza vaccination coverage for older people’ is an indicator of governments’ 
objective to reduce the morbidity and mortality attributable to vaccine preventable 
disease (box 11.12). 

 
Box 11.12 Influenza vaccination coverage for older people 
‘Influenza vaccination coverage for older people’ is defined as the proportion of people 
aged 65 years or over who have been vaccinated against seasonal influenza. 

A high or increasing proportion of older people vaccinated against influenza reduces 
the risk of older people contracting influenza and suffering consequent complications. 
Each year, influenza and its consequences result in the hospitalisation of many older 
people, as well as a considerable number of deaths. 

Data reported for this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time 
• not available for the current reporting period. 

Data quality information for this indicator is under development.  
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Influenza vaccinations for older people have been demonstrated to reduce 
hospitalisations and deaths (Department of Health 2013a). Free vaccines for 
Australians aged 65 years or over have been funded since 1999 by the Australian 
Government through the Immunisation Program. GPs provide the majority of these 
vaccinations. 

Pneumococcal disease is also a vaccine preventable disease that can result in 
hospitalisation and/or death. Free vaccinations against pneumococcal disease 
became available to older Australians in 2005. Data for 2009 for older adults fully 
vaccinated against both influenza and pneumococcal disease are presented by 
remoteness in 2014 Report, table 11A.91. Data for Indigenous Australians fully 
vaccinated against influenza and pneumococcal disease in 2004-05 are presented in 
table 11A.92 

Selected potentially preventable hospitalisations 

‘Selected potentially preventable hospitalisations’ is an indicator of governments’ 
objective to reduce potentially preventable hospitalisations through the delivery of 
effective primary healthcare services (box 11.13). 
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Box 11.13 Selected potentially preventable hospitalisations 
‘Selected potentially preventable hospitalisations’ is defined as hospital admissions 
that may be avoided by effective management of illness and injury in the primary and 
community healthcare sector or, in some cases, by preventing illness and injury 
altogether. 

Three measures of selected potentially preventable hospitalisations are reported (the 
first measure is reported against the indicator of the same name in the NHA): 
• potentially preventable hospitalisations for selected vaccine preventable, acute and 

chronic conditions as defined in the Victorian Ambulatory Care Sensitive Conditions 
Study (AIHW 2013b; DHS 2002) 

• potentially preventable hospitalisations for diabetes 
• potentially preventable hospitalisations of older people for falls. 

Low or decreasing separation rates for selected potentially preventable hospitalisations 
can indicate improvements in the effectiveness of preventative programs and/or more 
effective management of selected conditions in the primary and community healthcare 
sector. 

Factors outside the control of the primary and community healthcare sector also 
influence hospitalisation rates for these conditions (AIHW 2008b, 2013b). For example, 
the underlying prevalence of conditions, patient compliance with treatment and older 
people’s access to aged care services and other support. 

Data reported for this indicator are: 
• comparable (subject to caveats) across jurisdictions and over time except for the 

measure potentially preventable hospitalisations for diabetes 
• complete (subject to caveats) for the current reporting period except for the 

measure potentially preventable hospitalisations for diabetes, for which data are not 
published for Tasmania, the ACT and the NT. All other required 2011-12 data are 
available for all jurisdictions. 

Data quality information for this indicator is at www.pc.gov.au/gsp/reports/rogs/2014.  
 

Potentially preventable hospitalisations for selected vaccine preventable, acute 
and chronic conditions 

This measure has improved for the 2014 Report with data for all states and 
territories included in Australian totals for the first time. Indigenous identification in 
2011-12 hospital administrative data is considered acceptable for analysis in all 
states and territories from the 2011-12 reporting period. 

Studies have shown that hospitalisation rates for selected vaccine preventable, acute 
and chronic conditions are significantly affected by the availability of care in the 
primary and community healthcare sector (DHS 2002). These are conditions for 
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which hospitalisation can potentially be avoided, through prevention of the 
condition — for example, through vaccination — or, prevention of exacerbations or 
complications requiring hospitalisation — through effective management of the 
condition in the primary and community healthcare sector. While not all 
hospitalisations for the selected conditions can be prevented, strengthening the 
effectiveness of primary and community healthcare has considerable potential to 
reduce the need for hospitalisation for these conditions. 

Variation in hospitalisation rates data can also be affected by differences in hospital 
protocols for clinical coding and admission between and within jurisdictions. This 
particularly affects diagnoses of dehydration and gastroenteritis and diabetes 
complications. The effect is exacerbated for diabetes hospitalisations data 
disaggregated by Indigenous status because of the high prevalence of diabetes in 
Indigenous communities. Caution should also be used in time series analysis 
because of revisions to clinical coding standards and improvements in data quality 
over time, as well as changes in hospital coding and admission protocols. 

Nationally, the age-standardised hospital separation rate for the selected vaccine 
preventable, acute and chronic conditions reported here was 24.0 per 1000 people in 
2011-12 (2014 Report, table 11.9). Of these, 47.1 per cent were for chronic and  
49.9 per cent for acute conditions (2014 Report, table 11A.93). Data are presented 
disaggregated by Indigenous status in table 11A.94 and remoteness in 2014 Report, 
table 11A.95. National data by Indigenous status and remoteness are presented in 
table 11A.96. 

The age standardised hospital separation rate for vaccine preventable conditions 
was higher for Indigenous Australians than for non-Indigenous Australians in 
2011-12, in most jurisdictions (figure 11.7). 
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Figure 11.7 Separations for vaccine preventable conditions by Indigenous 
statusa, b, c, d, e 

 

 
a Separation rates are directly age standardised to the Australian population at 30 June 2001. b Caution 
should be used in the interpretation of these data because of jurisdictional differences in data quality. 
c Separation rates are based on State/Territory of usual residence. d NT data for 2011-12 are for public and 
private hospitals. For previous years, NT data are for public hospitals only. e For 2011-12, Indigenous status 
data are of sufficient quality for statistical reporting purposes for all states and territories. Data for Tasmania 
and the ACT were not included in national totals in previous years, and were not published for 2007-08. 

Source: AIHW (unpublished) National Hospital Morbidity Database; table 11A.97; 2014 Report, figure 11.48, 
p. 11.91. 

The age standardised hospital separation rate for the selected acute conditions was 
higher for Indigenous Australians than for non-Indigenous Australians in all 
jurisdictions in 2011-12 (figure 11.8). 
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Figure 11.8 Separations for selected acute conditions by Indigenous 
statusa, b, c, d, e, f 

 

 
a Excludes separations for dehydration and gastroenteritis. b Separation rates are directly age standardised to 
the Australian population at 30 June 2001. c Caution should be used in the interpretation of these data 
because of jurisdictional differences in data quality. d Separation rates are based on State/Territory of usual 
residence. e NT data for 2011-12 are for public and private hospitals. For previous years, NT data are for 
public hospitals only. f For 2011-12, Indigenous status data are of sufficient quality for statistical reporting 
purposes for all states and territories. Data for Tasmania and the ACT were not included in national totals in 
previous years, and were not published for 2007-08. 

Source: AIHW (unpublished) National Hospital Morbidity Database; table 11A.98; 2014 Report, figure 11.49, 
p. 11.93. 

The age standardised hospital separation rate for the selected chronic conditions was 
higher for Indigenous Australians than for non-Indigenous Australians in all 
jurisdictions in 2011-12 (figure 11.9). 
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Figure 11.9 Separations for selected chronic conditions by Indigenous 
statusa, b, c, d, e, f 

 

 
a Excludes separations for diabetes complications as additional diagnosis. b Separation rates are directly age 
standardised to the Australian population at 30 June 2001. c Caution should be used in the interpretation of 
these data because of jurisdictional differences in data quality. d Separation rates are based on State/Territory 
of usual residence. e NT data for 2011-12 are for public and private hospitals. For previous years, NT data are 
for public hospitals only. f From 2011-12, Indigenous status data are of sufficient quality for statistical reporting 
purposes for all states and territories. Data for Tasmania and the ACT were not included in national totals in 
previous years, and were not published for 2007-08. 

Source: AIHW (unpublished) National Hospital Morbidity Database; table 11A.99; 2014 Report, figure 11.50, 
p. 11.95. 
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Potentially preventable hospitalisations for diabetes 

Diabetes is a chronic disease of increasing prevalence, and is an identified National 
Health Priority Area for Australia. People with diabetes are at high risk of serious 
complications such as cardiovascular, eye and kidney disease. Type 2 diabetes is the 
most common form of diabetes and is largely preventable. 

The provision of high quality, appropriate and effective management of diabetes in 
the primary and community health sector can prevent or minimise the severity of 
diabetes complications, thereby reducing demand for hospitalisation  
(AIHW 2008c). Patient compliance with management measures is also a critical 
determinant of the occurrence and severity of complications. 

Nationally, the age standardised hospital separation rate for Type 2 diabetes 
mellitus as principal diagnosis was 93.8 separations per 100 000 people in 2011-12 
(2014 Report, figure 11.51). 

Age standardised hospital separation ratios for diabetes (excluding separations for 
diabetes complications as an additional diagnosis) illustrate differences between the 
rate of hospital admissions for Indigenous Australians and that for all Australians, 
taking into account differences in the age structures of the two populations. Rate 
ratios close to one indicate that Indigenous Australians have similar separation rates 
to all people, while higher rate ratios indicate relative disadvantage. A reduction in 
the gap in hospital separation rates between Indigenous and all people can indicate 
greater equity of access to primary healthcare services. 

There was a marked difference in 2011-12 between the separation rates for 
Indigenous Australians and those for the total population for diabetes diagnoses 
(figure 11.10). 
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Figure 11.10 Ratio of separation rates of Indigenous Australians to all 
people for diabetes, 2011-12a, b, c, d, e, f 

 
a Excludes separations with diabetes complications as an additional diagnosis. b Ratios are directly age 
standardised to the Australian population at 30 June 2001. c Separation rates are based on state of usual 
residence. d Patients aged 75 years or over are excluded. e Caution should be used in the interpretation of 
these data because of jurisdictional differences in data quality. f NT data are for public hospitals only. 

Source: AIHW (unpublished) National Hospital Morbidity Database; table 11A.100; 2014 Report, figure 11.54, 
p. 11.99. 

Future directions in performance reporting 

Indigenous health 

Barriers to accessing primary health services contribute to the poorer health status 
of Indigenous Australians compared to other Australians (see the Health sector 
overview). The Steering Committee has identified primary and community health 
services for Indigenous Australians as a priority area for future reporting and will 
continue to examine options for the inclusion of further such indicators. The 
Aboriginal and Torres Strait Islander Health Performance Framework developed 
under the auspices of the Australian Health Ministers’ Advisory Council will inform 
the selection of future indicators of primary and community health services for 
Indigenous Australians. Continued efforts to improve the quality of Indigenous 
data, particularly Indigenous identification and completeness, are necessary to better 
measure the performance of primary and community health services in relation to 
the health of Indigenous Australians. Work being undertaken by the ABS and 
AIHW includes an ongoing program to improve identification of Indigenous status 
in Australian, State and Territory government administrative systems. 
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Definitions of key terms 
Age standardised Removing the effect of different age distributions (across 

jurisdictions or over time) when making comparisons, by weighting 
the age-specific rates for each jurisdiction by the national age 
distribution. 

Asthma Action Plan  An asthma action plan is an individualised, written asthma action 
plan incorporating information on how to recognise the onset of an 
exacerbation of asthma and information on what action to take in 
response to that exacerbation, developed in consultation with a 
health professional. 
Source: ACAM (Australian Centre for Asthma Monitoring) 2007, 
Australian asthma indicators: Five-year review of asthma monitoring 
in Australia. Cat. no. ACM 12, AIHW, Canberra. 

Community health 
services 

Health services for individuals and groups delivered in a community 
setting, rather than via hospitals or private facilities. 

Cost to government of 
general practice per 
person 

Cost to the Australian Government of total non-referred attendances 
by non-specialist medical practitioners per person. 

Full time workload 
equivalents (FWE) 

A measure of medical practitioner supply based on claims 
processed by DHS Medicare in a given period, calculated by 
dividing the practitioner’s DHS Medicare billing by the mean billing 
of full time practitioners for that period.  
Full time equivalents (FTE) are calculated in the same way as FWE 
except that FTE are capped at 1 per practitioner. 

Fully immunised at 
12 months 

A child who has completed three doses of diphtheria, tetanus, 
pertussis vaccine, three doses of polio vaccine, three doses of 
Hepatitis B vaccine and three doses of Haemophilus influenza type 
B vaccine. 

Fully immunised at 
24 months 

A child who has received four doses of diphtheria, tetanus, pertussis 
vaccine, three doses of polio vaccine, three doses of Hepatitis B 
vaccine, four doses of Haemophilus influenzae type B and one dose 
of measles, mumps and rubella vaccine. 

Fully immunised at 
60 months 

A child who has received the necessary doses of diphtheria, 
tetanus, whooping cough, polio, and measles, mumps and rubella 
vaccines. 

General practice The organisational structure with one or more GPs and other staff 
such as practice nurses. A general practice provides and supervises 
healthcare for a ‘population’ of patients and may include services for 
specific populations, such as women's health or Indigenous health. 

General practitioner 
(GP) 

Vocationally registered GPs — medical practitioners who are 
vocationally registered under s.3F of the Health Insurance Act 1973 
(Cwlth), hold Fellowship of the RACGP or the Australian College of 
Rural and Remote Medicine (ACRRM) or equivalent, or hold a 
recognised training placement. From 1996 vocational registration is 
available only to GPs who attain Fellowship of the RACGP or (from 
April 2007) the ACRRM, or hold a recognised training placement. 
Other medical practitioners (OMP) — medical practitioners who are 
not vocationally registered GPs. 

Haemophilus 
influenzae type b 

A bacterium which causes bloodstream infection, meningitis, 
epiglottitis, and pneumonia (Department of Health 2013b). 
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Immunisation 
coverage 

The proportion of a target population fully immunised with National 
Immunisation Program specified vaccines for that age group. 

Non-referred 
attendances 

GP services, emergency attendances after hours, other prolonged 
attendances, group therapy and acupuncture. All attendances for 
specialist services are excluded because these must be ‘referred’ to 
receive DHS Medicare reimbursement. 

Other medical 
practitioner (OMP) 

A medical practitioner other than a vocationally registered GP who 
has at least half of the schedule fee value of his/her DHS Medicare 
billing from non-referred attendances. These practitioners are able 
to access only the lower A2 DHS Medicare rebate for general 
practice services they provide, unless the services are provided 
through certain Departmental incentive programs. 

Pap smear A procedure for the detection of cancer and pre-cancerous 
conditions of the female cervix. 

Primary healthcare The primary and community healthcare sector includes services 
that: 
• provide the first point of contact with the health system 
• have a particular focus on illness prevention or early intervention 
• are intended to maintain people’s independence and maximise 

their quality of life through care and support at home or in local 
community settings. 

Prevalence The proportion of the population suffering from a disorder at a given 
point in time (point prevalence) or given period (period prevalence). 

Screening The performance of tests on apparently well people to detect a 
medical condition earlier than would otherwise be possible. 

Triage category The urgency of the patient’s need for medical and nursing care: 
• category 1 — resuscitation (immediate within seconds) 
• category 2 — emergency (within 10 minutes) 
• category 3 — urgent (within 30 minutes) 
• category 4 — semi-urgent (within 60 minutes) 
• category 5 — non-urgent (within 120 minutes). 

List of attachment tables 

Attachment tables for data within this chapter are contained in the attachment to the 
Compendium. These tables are identified in references throughout this chapter by a 
‘11A’ prefix (for example, table 11A.1 is table 1 in the Primary and community 
health attachment). Attachment tables are on the Review website 
(www.pc.gov.au/gsp). 

 
Table 11A.6 Australian Government expenditure on PBS medicines supplied to Aboriginal 

Health Services in remote areas, 2012-13    

Table 11A.8 Australian Government funding of Aboriginal Medical Services     

Table 11A.15 Indigenous primary healthcare services and episodes of healthcare (number)      

Table 11A.16 Indigenous primary healthcare services and episodes of healthcare, by 
remoteness category (number)      
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Table 11A.17 Proportion of Indigenous primary healthcare services that undertook selected 
health related activities (per cent)     

Table 11A.18 Full time equivalent (FTE) health staff employed by Indigenous primary 
healthcare services which provide data for Online Services Reporting (OSR) 
(number)    

Table 11A.27 Annual health assessments for older people by Indigenous status (per cent)      

Table 11A.28 Older Indigenous Australians who received an annual health assessment (per 
cent)       

Table 11A.29 Indigenous Australians who received a health check or assessment, by age 
(per cent)     

Table 11A.30 Early detection activities provided by Indigenous primary healthcare services for 
which OATSIH Services Reporting (OSR) data are reported     

Table 11A.31 Proportion of children receiving a fourth year developmental health check, by 
type of health check (per cent)      

Table 11A.36 Indigenous Australians deferring access to GPs due to cost, 2012-13 (per cent)      

Table 11A.42 Indigenous people deferring access to prescribed medication due to cost, 2012-
13 (per cent)      

Table 11A.45 Waiting times for public dentistry, Indigenous Australians, by remoteness, 
Australia, 2012-13 (per cent)      

Table 11A.61 Proportion of people with asthma with a written asthma plan, by Indigenous 
status, 2004-05    

Table 11A.72 Client experience of GPs by remoteness, Indigenous people, Australia, 2012-13     

Table 11A.76 Valid vaccinations supplied to children under seven years of age, by type of 
provider, 2008–2013    

Table 11A.85 Participation rates for Indigenous women screened by BreastScreen Australia 
(24 month period) (first and subsequent rounds) (per cent)    

Table 11A.89 Cervical screening rates among Indigenous women aged 20 to 69 years, who 
reported having a Pap smear at least every 2 years, 2004-05 (per cent) 

Table 11A.92 Proportion of Indigenous Australians aged 50 years or over who were fully 
vaccinated against influenza and pneumococcal disease, 2004-05  

Table 11A.94 Separations for selected potentially preventable hospitalisations by Indigenous 
status (per 1000 people)       

Table 11A.96 Separations for selected potentially preventable hospitalisations by Indigenous 
status and remoteness, Australia (per 1000 people)       

Table 11A.97 Separations for selected vaccine preventable conditions by Indigenous status, 
2011-12 (per 1000 people)      

Table 11A.98 Separations for selected acute conditions by Indigenous status, 2011-12 (per 
1000 people)       

Table 11A.99 Separations for selected chronic conditions by Indigenous status, 2011-12 (per 
1000 people)       

Table 11A.100 Ratio of separations for Indigenous Australians to all Australians, diabetes, 
2011-12        
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TABLE 11A.6

Table 11A.6

Unit NSW Vic Qld WA SA Tas ACT NT Aust

$m   0.1 –   6.6   10.4   0.8   0.1 –   18.8   36.9

(a)

(b)

(c)

 – Nil or rounded to zero.

Source:

Australian Government expenditure on PBS medicines supplied to Aboriginal Health

Services in remote areas, 2012-13 (a), (b), (c)

Includes expenditure on PBS medicines supplied in bulk under s.100 of the National Health Act 1953 (Cwlth) to Aboriginal

Health Services in remote and very remote areas.

This program seeks to address identified barriers to accessing essential medicines experienced by Indigenous people living in

remote areas (see www.health.gov.au/internet/main/publishing.nsf/Content/health-pbs-indigenous-faq accessed 8 November

2013).

Allocation to state and territory is based on location of the Aboriginal Health Service. Clients are not necessarily resident in the

same state or territory. 

Department of Health unpublished, PBS Statistics; table 2A.51.
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TABLE 11A.8

Table 11A.8

Unit NSW/ACT Vic Qld WA SA Tas ACT NT Aust

2008-09 $m   84.6   37.5   93.3   74.4   41.8   7.6 np   131.7   470.9

2009-10 $m   94.0   38.8   105.4   80.5   41.0   8.3 np   143.7   511.6

2010-11 $m   97.4   42.1   98.9   90.7   45.0   8.8 np   134.7   517.6

2011-12 $m   105.1   41.2   101.9   93.3   42.3   10.0 np   144.0   537.7

2012-13 $m   108.4   43.1   94.3   90.2   45.1   9.7 np   140.2   531.0

(a)

(b)

(c)

(d)

np = Not published.

Australian Government funding of Aboriginal Medical Services (a),

(b), (c), (d)

Data are adjusted to 2012-13 dollars using the General Government Final Consumption Expenditure (GGFCE) 

chain price deflator (2012-13 = 100) (table 2A.51). The GGFCE replaces the Gross Domestic Product implicit price 

deflator used in previous reports. See Chapter 2 for details.

Data reflect funding provided to all organisations for which primary function is primary health care and/or substance 

use and/or mental health services (excludes GST). Excludes funding to Peak bodies.

Funding for Capital Works is not included.

Data for NSW and the ACT have been combined in order to avoid the identification of individual services.

Source : Department of Health unpublished, table 2A.51.
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TABLE 11A.15

Table 11A.15

Units NSW Vic Qld WA SA Tas ACT NT Aust

Indigenous primary healthcare services

2008-09 no.   39   24   31   28   14   10   2   57   205

2009-10 no.   50   26   33   37   13   10   1   53   223

2010-11 no.   56   25   37   35   15   11   1   55   235

2011-12 no.   52   25   37   35   13   9   1   52   224

Episodes of healthcare provided

2008-09 '000   452   160   336   306   191   35   23   586  2 089

2009-10 '000   542   185   379   409   192   36   26   622  2 391

2010-11 '000   522   201   310   473   222   38   30   704  2 498

2011-12 '000   516   234   475   462   216   44   34   641  2 621

(a)

(b)

(c)

(d)

(e)

Source : AIHW 2013 and previous issues, Aboriginal and Torres Strait Islander health services report: online services report - key results , 2008-09, 2009-10, 

2010-11 and 2011-12, Cat. no.s IHW 31, 56, 79, 104, Canberra. 

The OSR data collection replaced the previous Service Activity Reporting (SAR) data collection from 2008-09. OSR data are not comparable with SAR data due

to changes in collection methodology.

Indigenous primary healthcare services and episodes of healthcare (number) (a), (b), (c), (d), (e)

The OSR only includes Aboriginal and Torres Strait Islander health organisations that receive at least some of their funding from the Australian government to

facilitate access to primary health care (including health promotion, dental and counselling services).

The number of services that provide OSR data changes each year. Changes are due to new Australian government funded primary health care services

opening and existing services gaining Australian government funding. In addition, previously excluded Australian government funded services may be required

to commence OSR data reporting if there are changes in the types of services provided and/or reporting arrangements.

Includes only services which report data for the Online Services Report (OSR; previously the OATSIH Services Report).

An episode of care involves contact between an individual client and service staff for the provision of health care. Group work is not included. Transport is

included only if it involves provision of health care/information by staff. Outreach provision, for example episodes at outstation visits, park clinics, satellite clinics,

is included.  Episodes of health care delivered over the phone are included.
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TABLE 11A.16

Table 11A.16

Unit Major cities Inner regional Outer regional Remote Very remote Total

Indigenous primary healthcare services

2008-09 no.   26   40   50   29   60   205

2009-10 no.   29   48   55   33   58   223

2010-11 no.   34   52   59   29   61   235

2011-12 no.   33   48   53   28   62   224

Episodes of healthcare provided

2008-09 '000   290   313   539   503   444  2 089

2009-10 '000   364   395   583   557   491  2 391

2010-11 '000   399   413   496   532   658  2 498

2011-12 '000   436   460   493   560   671  2 621

(a)

(b)

(c)

(d)

(d)

Source :

Includes only services which report data for the Online Services Report (OSR; previously the OATSIH

Services Report).

Indigenous primary healthcare services and episodes of healthcare,

by remoteness category (number) (a), (b), (c), (d), (e)

An episode of care involves contact between an individual client and service staff for the provision of

health care. Group work is not included. Transport is included only if it involves provision of health

care/information by staff. Outreach provision, for example episodes at outstation visits, park clinics,

satellite clinics, is included.  Episodes of health care delivered over the phone are included.

The OSR data collection replaced the previous Service Activity Reporting (SAR) data collection from

2008-09. OSR data are not comparable with SAR data due to changes in collection methodology.

AIHW 2013 and previous issues, Aboriginal and Torres Strait Islander health services report: 

online services report - key results , 2008-09, 2009-10, 2010-11 and 2011-12, Cat. no.s IHW 

31,56,79,104, Canberra.

Remoteness categories are defined using the Australian Standard Geographical Classification (AGSC),

based on the ABS 2006 Census of population and housing .

The OSR only includes Aboriginal and Torres Strait Islander health organisations that receive at least

some of their funding from the Australian government to facilitate access to primary health care

(including health promotion, dental and counselling services).
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TABLE 11A.17

Table 11A.17

2008-09  (e) 2009-10 2010-11 2011-12

Diagnosis and treatment of illness/disease   85.0   82.1   81.2   80.4

Management of chronic illness   89.0   87.0   85.0   86.2

Transportation to medical appointments   86.0   87.0   88.5   90.2

Outreach clinic services   55.0   55.6   52.6   60.7

24 hour emergency care   31.0   27.8   23.5   28.1

Monitoring child growth   64.0   76.2   71.8   79.0

School-based activities   68.0   70.4   74.4   79.0

Hearing screening   72.0   74.9   70.9   76.3

Pneumococcal immunisation   76.0   74.9   70.9   69.6

Influenza immunisation   82.0   81.6   78.2   81.3

Child immunisation   81.0   81.6   76.9   80.8

Women's health group   77.0   76.2   78.2   78.1

Support for public housing issues   58.0   67.7   59.0   71.0

Community development work   60.0   66.8   65.4   75.0

Legal/police/prison/advocacy services   42.0   43.1   44.9   46.0

Dental services   52.0   48.9   45.3   53.1

Involvement in steering groups on health   77.0   81.2   79.5   86.2

Participation in regional planning forums   57.0   57.9   59.0   67.0

Dialysis services   4.0   6.3   4.7   3.6

(a)

(b)

(c) 

(d)

(e)

Source :

Proportion of Indigenous primary healthcare services that

undertook selected health related activities (per cent) (a), (b), (c),

(d)

The OSR only includes Aboriginal and Torres Strait Islander health organisations that receive at least

some of their funding from the Australian government to facilitate access to primary health care

(including health promotion, dental and counselling services).

The OSR data collection replaced the previous Service Activity Reporting (SAR) data collection from

2008-09. OSR data are not comparable with SAR data due to changes in collection methodology.

Some services in the OSR are funded for and provide a full range of comprehensive primary health

care activities, while others focus on specific elements of primary health care such as health

promotion.

In 2008-09, 4 of 205 services reporting to the OSR collection did not provide valid data for this

question. The denominator for 2008-09 is the number of services that provided valid data for this

question (201).

Includes only services which report data for the Online Services Report (OSR; previously the OATSIH

Services Report). 

AIHW 2013 and previous issues, Aboriginal and Torres Strait Islander health services report: 

online services report - key results , 2008-09, 2009-10, 2010-11 and 2011-12,

Cat. no.s IHW 31,56,79,104, Canberra. 
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TABLE 11A.18

Table 11A.18

2010 2011 2012

Indigenous staff

Aboriginal health workers    836.6   899.4   896.5

Doctors   16.1   26.0   20.7

Nurses   72.2   72.9   101.3

Specialists   1.2   0.2   0.3

Counsellors/social workers   52.3   59.2   33.4

Other social and emotional wellbeing staff (d)   242.3   220.8   203.7

Allied health professionals (e)   49.7   31.8   58.1

Dentists   4.4   7.4   4.6

Dental assistants   47.9   43.9   46.2

Traditional healers   8.1   10.8   4.7

Sexual health workers   44.5   38.7   43.3

Substance misuse workers   77.5   101.2   104.7

Environmental health workers   24.0   23.8   32.7

Driver/field officers   218.1   255.6   250.0

Other health staff (f)   6.0   142.3   145.8

Total Indigenous staff (g)  1 700.9  1 933.9  1 946.0

Non-Indigenous staff

Aboriginal health workers    30.7   14.0   34.3

Doctors   319.3   335.4   331.8

Nurses   615.3   710.7   681.8

Specialists   7.4   13.0   12.1

Counsellors/social workers   84.6   89.1   40.6

Other social and emotional wellbeing staff (d)   66.2   97.6   82.5

Allied health professionals (e)   108.2   144.2   115.9

Dentists   39.8   48.7   55.8

Dental assistants   27.8   35.1   31.0

Traditional healers   0.0   3.1   0.5

Sexual health workers   20.0   16.6   11.7

Substance misuse workers   43.4   50.7   54.3

Environmental health workers   6.0   10.3   8.5

Driver/field officers   40.1   39.4   36.7

Other health staff (f) –   67.5   25.4

Total non-Indigenous staff (g)  1 408.7  1 675.2  1 522.9

Total health staff (d), (e)

Aboriginal health workers    867.4   913.4   930.8

Doctors   335.4   361.4   352.5

Nurses   691.5   787.6   783.1

Specialists   8.7   13.2   12.3

Full time equivalent (FTE) health staff employed by Indigenous

primary healthcare services which provide data for Online

Services Reporting (OSR) (number) (a), (b), (c)
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TABLE 11A.18

Table 11A.18

2010 2011 2012

Full time equivalent (FTE) health staff employed by Indigenous

primary healthcare services which provide data for Online

Services Reporting (OSR) (number) (a), (b), (c)

Counsellors/social workers   136.8   148.3   74.0

Other social and emotional wellbeing staff (d)   309.5   319.4   286.2

Allied health professionals (e)   157.9   176.0   174.0

Dentists   44.2   56.1   60.5

Dental assistants   75.7   79.1   77.2

Traditional healers   8.2   13.9   5.2

Sexual health workers   64.5   55.3   55.0

Substance misuse workers   120.9   151.9   159.0

Environmental health workers   30.0   34.1   41.2

Driver/field officers   258.2   294.9   286.7

Other health staff (f)   6.0   209.7   171.2

Total health staff (g), (h)  3 114.9  3 614.4  3 468.9

(a)

(b)

(c) 

(d)

(e)

(f)

(g)

(h)

Source:

Totals include health staff for whom Indigenous status was not provided.

Includes only services which report data for the Online Services Report (OSR; previously the OATSIH

Services Report). 

The number of services that provide OSR data changes each year. Changes are due to new Australian

government funded primary health care services opening and existing services gaining Australian

government funding. In addition, previously excluded Australian government funded services may be

required to commence OSR data reporting if there are changes in the types of services provided and/or

reporting arrangements.

The OSR data collection replaced the previous Service Activity Reporting (SAR) data collection from

2008-09. OSR data are not comparable with SAR data due to changes in collection methodology.

Other social and emotional wellbeing staff includes: Bringing Them Home and Link Up support workers,

psychologists, mental health workers and other social and emotional wellbeing staff.

Allied health professionals include diabetes educators and other patient educators, health program

coordinators, nutrition workers, community care workers, child and family health workers, child

protection workers, welfare workers, pharmacy assistants/technicians, Brighter Futures Program

caseworkers, foster carers, Healthy for Life workers, sports and recreation workers, youth workers, and

masseurs. 

Other health staff' include: outreach workers, special program support workers, patient liasion officers,

and other health-related positions.

Totals may not add due to rounding and cell suppression.

 – Nil or rounded to zero.

AIHW 2013 and previous issues, Aboriginal and Torres Strait Islander health services report:

online services report - key results , 2009-10, 2010-11 and 2011-12, Cat. no.s IHW 56,79,104,

Canberra. 
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TABLE 11A.27

Table 11A.27

Unit NSW Vic Qld WA  (f) SA Tas ACT NT Aust  (g) 

2008-09

Indigenous older people

Number of people assessed (h) no.   1 466    265   1 544    798    140    23    24    993   5 253

Target population (i) no.   14 130   3 240   11 706   5 821   2 361   1 099    200   5 066   44 353

%
10.4 8.2 13.2 13.7 5.9 2.1 12.0 19.6 11.8

Non-Indigenous older people

Number of people assessed (j) no.   111 344   73 138   62 716   21 998   27 423   9 486   2 430    283   308 818

Target population (k) no.   460 531   344 073   236 932   116 213   122 218   34 614   15 201   2 720  1 332 334

%
24.2 21.3 26.5 18.9 22.4 27.4 16.0 10.4 23.2

2009-10

Indigenous older people

Number of people assessed (h) no.   1 652    337   2 053   1 021    153    36    46   1 185   6 483

Target population (i) no.   14 821   3 412   12 405   6 134   2 479   1 164    221   5 339   46 741

%
11.1 9.9 16.5 16.6 6.2 3.1 20.8 22.2 13.9

Non-Indigenous older people

Number of people assessed (j) no.   116 753   77 945   65 082   24 451   28 048   9 151   2 724    292   324 446

Target population (k) no.   468 520   350 827   241 647   118 873   123 651   35 221   15 695   2 854  1 357 123

%
24.9 22.2 26.9 20.6 22.7 26.0 17.4 10.2 23.9

2010-11

Indigenous older people

Number of people assessed (h) no.   3 216    422   3 151   1 508    451    109    36   1 572   10 465

Annual health assessments for older people by Indigenous status (per cent) (a), (b), (c), (d), (e)

Proportion of target population 

assessed

Proportion of target population 

assessed

Proportion of target population 

assessed

Proportion of target population 

assessed
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TABLE 11A.27

Table 11A.27

Unit NSW Vic Qld WA  (f) SA Tas ACT NT Aust  (g) 

Annual health assessments for older people by Indigenous status (per cent) (a), (b), (c), (d), (e)

Target population (i) no.   15 609   3 577   13 129   6 443   2 599   1 239    235   5 625   49 271

%
20.6 11.8 24.0 23.4 17.4 8.8 15.3 27.9 21.2

Non-Indigenous older people

Number of people assessed (j) no.   130 102   90 480   74 565   29 862   31 393   10 974   3 168    302   370 846

Target population (k) no.   476 109   358 361   247 555   122 034   124 871   35 632   16 146   3 018  1 383 553

%   27.3   25.2   30.1   24.5   25.1   30.8   19.6   10.0   26.8

2011-12 (l)

Indigenous older people

Number of people assessed (h) no.   4 156    558   4 589   1 632    508    185    48   1 765   13 441

Target population (i) no.   16 492   3 790   13 901   6 849   2 740   1 309    258   6 014   52 216

%   25.2   14.7   33.0   23.8   18.5   14.1   18.6   29.3   25.7

Non-Indigenous older people

Number of people assessed (j) no.   137 439   96 169   79 926   31 878   32 887   11 500   3 270    314   393 383

Target population (k) no.   486 234   365 335   253 931   125 917   126 579   36 074   16 664   3 223  1 413 773

%   28.3   26.3   31.5   25.3   26.0   31.9   19.6   9.7   27.8

2012-13 (m)

Indigenous older people

Number of people assessed (h) no.   5 156    713   5 427   2 186    604    261    73   2 232   16 652

Target population (i) no.   17 314   3 983   14 679   7 236   2 874   1 368    280   6 359   55 027

%   29.8   17.9   37.0   30.2   21.0   19.1   26.1   35.1   30.3

Non-Indigenous older people

Proportion of target population 

assessed

Proportion of target population 

assessed

Proportion of target population 

assessed

Proportion of target population 

assessed

Proportion of target population 

assessed
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TABLE 11A.27

Table 11A.27

Unit NSW Vic Qld WA  (f) SA Tas ACT NT Aust  (g) 

Annual health assessments for older people by Indigenous status (per cent) (a), (b), (c), (d), (e)

Number of people assessed (j) no.   145 691   101 547   86 998   35 660   35 200   12 834   3 788    371   422 089

Target population (k) no.   495 999   374 032   262 013   130 142   128 746   36 755   17 245   3 453  1 448 184

%   29.4   27.1   33.2   27.4   27.3   34.9   22.0   10.7   29.1

(a)

(b) 

(c) 

(d)

(e)

(f)

(g)

(h)

(i)

(j)

(k)

(l)

(m)

Includes claims for MBS items 700, 702, 701, 703, 705 and 707, for people aged 75 years or over.

Allocation of patients to state or territory is based on the final claim processed for each patient in the reference period. Data are for number of patients 

receiving a health assessment rather than number of health assessments provided.

Projected population of Indigenous people aged 55 years or over at 30 June (B series). Projections are based on estimated resident population (ERP) 

at 30 June 2006.

Estimated population of non-Indigenous people aged 75 years or over at 30 June, computed by subtracting the projected population of Indigenous people aged 

75 or over from the ERP aged 75 years or over. Non-Indigenous population estimates are available for census years only. For inter-censal years,  experimental 

estimates and projections data for the Indigenous population are derived using various assumptions. These can be used to derive denominators for calculating 

non-Indigenous rates for the inter-censal years. However, such figures have a degree of uncertainty and should be used with caution, particularly as the time 

from the base year of the projection series increases. Data for WA have been revised and may differ from previous reports. 

2012-13 data are preliminary data.

2011-12 data have been revised to include claims made up to 12 months after the assessment was received.

Older people are defined as Indigenous people aged 55 years or over and non-Indigenous people aged 75 years or over, excluding people living in residential 

aged care facilities.

Includes Other Territories.

Includes claims for MBS items 704, 706 and 715, for Indigenous people aged 55 years or over.

Indigenous status is determined by self-identification. Indigenous people aged 75 years or over may have received a health assessment under the ‘all older 

people’ MBS items. This is considered unlikely to affect overall proportions significantly, due to the relatively low average life expectancy of Indigenous people. 

Excludes services that qualify under the DVA National Treatment Account and services provided in public hospitals.

Data for WA for non-Indigenous people have been revised and may differ from previous reports.

Data exclude health assessments provided outside DHS Medicare under service models used to increase access for people in remote areas and for 

Indigenous Australians. Data for Indigenous Australians are therefore likely to understate the proportion who access health assessments.

Proportion of target population 

assessed
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TABLE 11A.27

Table 11A.27

Unit NSW Vic Qld WA  (f) SA Tas ACT NT Aust  (g) 

Annual health assessments for older people by Indigenous status (per cent) (a), (b), (c), (d), (e)

Source : Department of Health unpublished, MBS data collection; ABS 2008, 2009, 2010, 2011 and unpublished, Population by Age and Sex, Australian 

States and Territories , various years, Cat. no. 3201.0, Canberra; ABS 2009, Experimental estimates and projections, Aboriginal and Torres 

Strait Islander Australians Australians 1991 to 2021 , Cat. no. 3238.0, Canberra.
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TABLE 11A.28

Table 11A.28

Unit NSW Vic Qld WA SA Tas ACT NT Aust  (g)

Number of people assessed no.   1 148    275   1 261    620    127    7    10    855   4 303

Target population no.   13 460   3 074   11 035   5 517   2 251   1 039    168   4 849   42 096

%   8.5   8.9   11.4   11.2   5.6   0.7   6.0   17.6   10.2

2008-09

Number of people assessed no.   1 466    265   1 544    798    140    23    24    993   5 253

Target population no.   14 130   3 240   11 706   5 821   2 361   1 099    200   5 066   44 353

%   10.4   8.2   13.2   13.7   5.9   2.1   12.0   19.6   11.8

2009-10

Number of people assessed no.   1 652    337   2 053   1 021    153    36    46   1 185   6 483

Target population no.   14 821   3 412   12 405   6 134   2 479   1 164    221   5 339   46 741

%   11.1   9.9   16.5   16.6   6.2   3.1   20.8   22.2   13.9

Number of people assessed no.   3 216    422   3 151   1 508    451    109    36   1 572   10 465

Target population no.   15 609   3 577   13 129   6 443   2 599   1 239    235   5 625   49 271

%   20.6   11.8   24.0   23.4   17.4   8.8   15.3   27.9   21.2

Number of people assessed no.   4 156    558   4 589   1 632    508    185    48   1 765   13 441

Target population no.   16 492   3 790   13 901   6 849   2 740   1 309    258   6 014   52 216

%   25.2   14.7   33.0   23.8   18.5   14.1   18.6   29.3   25.7

Number of people assessed no.   5 156    713   5 427   2 186    604    261    73   2 232   16 652

Target population no.   17 314   3 983   14 679   7 236   2 874   1 368    280   6 359   55 027

Older Indigenous Australians who received an annual health assessment (per cent) (a), (b), (c), (d), (e), (f)

2010-11

Proportion of target population 

assessed

Proportion of target population 

assessed

Proportion of target population 

assessed

2011-12 (h)

Proportion of target population 

assessed

2012-13 (i)

2007-08

Proportion of target population 

assessed
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TABLE 11A.28

Table 11A.28

Unit NSW Vic Qld WA SA Tas ACT NT Aust  (g)

Older Indigenous Australians who received an annual health assessment (per cent) (a), (b), (c), (d), (e), (f)

%   29.8   17.9   37.0   30.2   21.0   19.1   26.1   35.1   30.3

(a)

(b)

(c) 

(d)

(e)

(f)

(g)

(h)

(i)

Source : Department of Health unpublished, MBS Statistics; ABS 2009, Experimental estimates and projections, Aboriginal and Torres Strait Islander Australians

Australians 1991 to 2021, Cat. no. 3238.0, Canberra.

Older Indigenous people are defined as aged 55 years or over, excluding  people living in residential aged care facilities.

Proportion of target population 

assessed

Excludes services that qualify under the DVA National Treatment Account and services provided in public hospitals.

Includes claims for MBS items 704, 706 and 715 for Indigenous people aged 55 years or over. Indigenous status is determined by self-identification. Indigenous 

people aged 75 years or over may have received a health assessment available to ‘all older people’. This is considered unlikely to affect overall proportions 

significantly, due to the relatively low average life expectancy of Indigenous people.

Includes Other Territories.

2012-13 data are preliminary data.

2011-12 data have been revised to include claims made up to 12 months after the assessment was received.

Data exclude health assessments provided outside DHS Medicare under service models used to increase access for people in remote areas and for Indigenous 

Australians. Data for Indigenous Australians are therefore likely to understate the proportion who access health assessments.

Allocation of patients to state or territory is based on the final claim processed for each patient in the reference period. Data are for number of patients receiving 

a health assessment rather than number of health assessments provided.

Target population is the projected target population at 30 June (B series), based on the estimated resident population (ERP) at 30 June 2006.
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TABLE 11A.29

Table 11A.29

Unit NSW Vic Qld WA SA Tas ACT NT Aust  (e) 

2010-11

Children 0–14 years

Children assessed no.   6 045    801   8 349   2 371    476    112    68   3 933   22 155

Target population no.   58 907   12 610   58 815   26 023   10 496   6 794   1 601   22 979   198 298

Proportion assessed %   10.3   6.4   14.2   9.1   4.5   1.6   4.2   17.1   11.2

Adults 15–54 years

People assessed no.   11 073   1 614   11 844   5 020   1 325    315    150   6 599   37 940

Target population no.   90 790   20 574   88 688   43 805   17 308   11 387   2 785   40 057   315 532

Proportion assessed %   12.2   7.8   13.4   11.5   7.7   2.8   5.4   16.5   12.0

Adults 55 years or over

People assessed no.   3 216    422   3 151   1 508    451    109    36   1 572   10 465

Target population no.   15 609   3 577   13 129   6 443   2 599   1 239    235   5 625   49 271

Proportion assessed %   20.6   11.8   24.0   23.4   17.4   8.8   15.3   27.9   21.2

2011-12 (f)

Children 0–14 years

Children assessed no.   8 520   1 150   12 133   2 436    800    137    197   5 270   30 643

Target population no.   59 395   12 765   59 649   26 112   10 591   6 893   1 614   23 149   200 245

Proportion assessed %   14.3   9.0   20.3   9.3   7.6   2.0   12.2   22.8   15.3

Adults 15–54 years

People assessed no.   14 933   2 148   18 474   5 355   1 768    449    286   7 228   50 641

Target population no.   92 886   21 092   91 333   44 733   17 709   11 654   2 854   40 692   323 091

Proportion assessed %   16.1   10.2   20.2   12.0   10.0   3.9   10.0   17.8   15.7

Adults 55 years or over

People assessed no.   4 156    558   4 589   1 632    508    185    48   1 765   13 441

Target population no.   16 492   3 790   13 901   6 849   2 740   1 309    258   6 014   52 216

Indigenous Australians who received a health check or assessment, by age (per cent) (a), (b), (c), (d)
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TABLE 11A.29

Table 11A.29

Unit NSW Vic Qld WA SA Tas ACT NT Aust  (e) 

Indigenous Australians who received a health check or assessment, by age (per cent) (a), (b), (c), (d)

Proportion assessed %   25.2   14.7   33.0   23.8   18.5   14.1   18.6   29.3   25.7

2012-13 (g)

Children 0–14 years

Children assessed no.   10 710   1 561   15 077   3 939    994    234    214   5 429   38 158

Target population no.   60 104   12 950   60 620   26 295   10 726   6 990   1 648   23 415   202 827

Proportion assessed %   17.8   12.1   24.9   15.0   9.3   3.3   13.0   23.2   18.8

Adults 15–54 years

People assessed no.   17 743   2 709   22 496   8 565   2 332    661    448   8 977   63 931

Target population no.   94 956   21 632   93 981   45 622   18 096   11 937   2 905   41 280   330 547

Proportion assessed %   18.7   12.5   23.9   18.8   12.9   5.5   15.4   21.7   19.3

Adults 55 years or over

People assessed no.   5 156    713   5 427   2 186    604    261    73   2 232   16 652

Target population no.   17 314   3 983   14 679   7 236   2 874   1 368    280   6 359   55 027

Proportion assessed %   29.8   17.9   37.0   30.2   21.0   19.1   26.1   35.1   30.3

(a)

(b)

(c) 

(d)

(e)

(f)

(g)

Source :

Excludes services that qualify under the DVA National Treatment Account and services provided in public hospitals.

Department of Health unpublished, MBS Statistics; ABS 2009, Experimental estimates and projections, Aboriginal and Torres Strait Islander

Australians 1991 to 2021, Cat. no. 3238.0, Canberra.

2012-13 data are preliminary data.

Includes Other Territories.

Allocation of patients to state/territory based on the final claim processed for each patient in the reference period. Data are for number of patients receiving a 

health assessment/check rather than number of health assessments/checks provided. Indigenous status is determined by self-identification.

Target population is the projected target population for the age group at 30 June (B series), based on the estimated resident population at 30 June 2006.

2011-12 data have been revised to include claims made up to 12 months after the assessment was received.

Data exclude health assessments provided outside DHS Medicare under service models used to increase access for people in remote areas and for 

Indigenous Australians. Data for Indigenous Australians are therefore likely to understate the proportion who access health assessments.
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TABLE 11A.30

Table 11A.30

Unit 2008-09 (e) 2009-10 2010-11 2011-12

Early detection activities provided

Well person's checks %   80   72.7   74.8   81.7

PAP smears/cervical screening %   80   76.2   75.6   77.2

STI testing %   73   74.0   70.5   74.1

Hearing testing %   72   74.9   70.9   76.3

Eye disease testing %   69   71.8   69.7   76.3

Renal disease testing %   54   53.4   56.4   57.6

Diabetic testing %   78   75.3   79.5   79.9

Cardiovascular testing %   66   62.3   68.4   73.2

Any early detection activity %   90   89.7   89.7   88.8

(a)

(b)

(c)

(d)

(e)

Source :

Early detection activities provided by Indigenous primary

healthcare services for which OATSIH Services Reporting (OSR)

data are reported (a), (b), (c), (d)

Some services in the OSR are funded for and provide a full range of comprehensive primary health care 

activities, while others focus on specific elements of primary health care such as health promotion.

In 2008-09, 4 of 205 services reporting to the OSR collection did not provide valid data for this question. 

The denominator for 2008-09 is the number of services that provided valid data for this question (201).

Includes only services which report data for the Online Services Report (OSR; previously the OATSIH 

Services Report). 

The OSR only includes Aboriginal and Torres Strait Islander health organisations that receive at least 

some of their funding from the Australian government to facilitate access to primary health care 

(including health promotion, dental and counselling services).

The OSR data collection replaced the previous Service Activity Reporting (SAR) data collection from 

2008-09. OSR data are not comparable with SAR data due to changes in collection methodology.

AIHW 2013 and previous issues, Aboriginal and Torres Strait Islander health services report: 

online services report - key results , 2008-09, 2009-10, 2010-11 and 2011-12,

Cat. no.s IHW 31,56,79,104, Canberra. 
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TABLE 11A.31
UNDER EMBARGO

Table 11A.31

Unit NSW Vic Qld WA SA Tas  (f) ACT  (f) NT Aust

2009-10

%   27.8   21.7   35.2   35.5   17.3 np np   45.5   31.0

%            20.3              6.7            28.1            15.1            10.2            20.5            12.4            17.6            17.2 

Total % 20.6 6.9 28.5 16.3 10.5 19.2 12.3 29.2 17.8

2010-11

%            37.7            23.2            47.7            36.2            17.9              5.2              9.9            63.6            40.1 

%            25.7              7.1            34.4            16.3            12.5            22.8            12.8            31.2            20.7 

Total %   26.3   7.3   35.2   17.5   12.7   21.5   12.8   44.6   21.7

2011-12 (i)

no.   2 326    338   3 185    774    204    47    61   1 365   8 300

Target population (e) no.   4 071    847   4 026   1 691    690    477    113   1 507   13 427

%   57.1   39.9   79.1   45.8   29.6   9.9   54.0   90.6   61.8

no.   46 370   16 878   37 594   12 480   7 201   3 219   1 218    805   125 765

Target population (e) no.   88 617   68 125   55 505   28 911   18 391   5 752   4 608   2 071   272 003

%   52.3   24.8   67.7   43.2   39.2   56.0   26.4   38.9   46.2

Total no.   48 696   17 216   40 779   13 254   7 405   3 166   1 176   2 170   134 065

Target population no.   92 359   68 824   59 740   30 819   19 183   6 350   4 530   3 598   285 430

%   52.7   25.0   68.3   43.0   38.6   49.9   26.0   60.3   47.0

2012-13 (a), (i)

no.   2 864    403   3 791   1 106    271    64    48   1 489   10 036

Proportion of children receiving a fourth year developmental health check, by type of health check

(per cent) (a), (b), (c), (d), (e)

Aboriginal and Torres Strait Islander 

Child Health Check (f), (g)

Healthy Kids Check (h)

Aboriginal and Torres Strait Islander 

Child Health Check (g)

Healthy Kids Check (h)

Aboriginal and Torres Strait Islander 

Child Health Check (g)

Proportion of target population 

assessed

Healthy Kids Check (h)

Proportion of target population 

assessed

Proportion of target population 

assessed

Aboriginal and Torres Strait Islander 

Child Health Check (g)
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TABLE 11A.31
UNDER EMBARGO

Table 11A.31

Unit NSW Vic Qld WA SA Tas  (f) ACT  (f) NT Aust

Proportion of children receiving a fourth year developmental health check, by type of health check

(per cent) (a), (b), (c), (d), (e)

Target population (e) no.   4 242    886   4 205   1 743    717    505    116   1 524   13 944

%   67.5   45.5   90.2   63.4   37.8   12.7   41.5   97.7   72.0

no.   56 161   21 191   42 935   14 014   9 498   3 666   1 821    932   150 218

Target population (e) no.   91 948   72 693   60 619   31 657   19 613   6 007   5 176   2 197   289 805

%   61.1   29.2   70.8   44.3   48.4   61.0   35.2   42.4   51.8

Total no.   59 025   21 594   46 726   15 120   9 769   3 730   1 869   2 421   160 254

Target population no.   96 190   73 579   64 824   33 400   20 330   6 512   5 292   3 722   303 749

%   61.4   29.3   72.1   45.3   48.1   57.3   35.3   65.0   52.8

a)

(b)

(c)

(d)

(e)

(f)

Proportion of target population 

assessed

Healthy Kids Check (h)

Proportion of target population 

assessed

Proportion of target population 

assessed

Computed by the Secretariat from the 2011-12 reference period. Historical data were sourced from the National Healthcare Agreement and do not include 

underlying data. The considerable increase in proportion of target population assessed compared to previous years is associated with a considerable increase in 

the number of children receiving fourth year developmental health checks (Department of Health, pers. comm, 25 October 2012).

Patient allocation based on patient postcode at the date their last service was processed in the reference period. This is not necessarily where the service was 

received. Data are for number of patients receiving a health assessment/check rather than number of health assessments/checks provided.

Children are counted only once in the numerator. 

From the 2010-11 reference period, children who received both a healthy kids check and an Aboriginal and Torres Strait Islander people's health assessment 

during the reference period were counted against the Aboriginal and Torres Strait Islander health assessment.

Rates are computed using as denominator the population of children aged 4 years, derived from ABS ERP data based on the 2006 Census. It was derived by 

multiplying the ERP for 0–4 years, disaggregated by Indigenous status, by the proportion of children aged 4 years in this age group nationally. Non-Indigenous 

population estimates are available for census years only. For inter-censal years, experimental estimates and projections data for the Indigenous population are 

derived using various assumptions. These can be used to derive denominators for calculating non-Indigenous rates for the inter-censal years. However, such 

figures have a degree of uncertainty and should be used with caution, particularly as the time from the base year of the projection series increases.

Data for Aboriginal and Torres Strait Islander Child Health Checks are not published for Tasmania or the ACT for 2009-10 due to small numbers, but are included 

in the total for Australia.
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TABLE 11A.31
UNDER EMBARGO

Table 11A.31

Unit NSW Vic Qld WA SA Tas  (f) ACT  (f) NT Aust

Proportion of children receiving a fourth year developmental health check, by type of health check

(per cent) (a), (b), (c), (d), (e)

(g)

(h)

(i)

Source :

From 2011-12, data include Indigenous and non-Indigenous children aged 3, 4 or 5 years who received a health assessment under the specified MBS items, 

provided they had not received such a check in a previous reference period. This constitutes a break in time series for the data. Data for 2011-12 and 2012-13 

should not be compared with data for previous years, which are limited to children aged 3 or 4 years.

np Not published.

Department of Health unpublished, MBS Statistics; ABS unpublished, Australian demographic statistics, Cat. no. 3101.0, Canberra; ABS 2009, 

Experimental Estimates and Projections, Aboriginal and Torres Strait Islander Australians, 1991 to 2021, B series, Cat. no. 3238.0, Canberra.

Includes claims for Medicare Benefits Schedule (MBS) Item 708 (Aboriginal and Torres Strait Islander Child Health Check, available to 30 April 2010) and Item 

715 (Aboriginal and Torres Strait Islander People's Health Assessment, available from 1 May 2010) for children aged 3, 4 or 5 years for the 2012-13 reference 

period, and 3 or 4 years for the 2011-12 reference period. Data exclude health assessments provided outside DHS Medicare under service models used to 

increase access for people in remote areas and for Indigenous Australians. Data for Indigenous Australians are therefore likely to understate the proportion who 

access health assessments.

Includes claims for MBS items 709 and 711 (Healthy Kids Check, available to 30 April 2010) and items 701, 703, 705, 707 and 10986 (Health Assessment, 

available from 1 May 2010) for children aged 3, 4 or 5 years from 2011-12, and 3 or 4 years for data to 2010-11. Data do not include developmental health check 

activity conducted outside Medicare, such as State and Territory early childhood health assessments in preschools and community health centres. This is known 

to be a particular issue for several jurisdictions. For example, in Victoria, the Victorian Maternal and Child Health Service provided a 3.5 year old Key Ages and 

Stages consultation to 47 638  children in the 2011-12 financial year. Data include Indigenous children who received a Healthy Kids Check and did not also 

receive a health check under MBS items 708 or 715.
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TABLE 11A.36

Table 11A.36

Unit NSW Vic Qld WA SA Tas ACT NT Aust

%   11.1   12.3   13.0   13.8   7.7   16.3   20.7   11.0   12.2

%   24.5   28.4   26.9   20.7   43.8   23.9   24.3   40.2   10.2

+ %   5.3   6.9   6.8   5.6   6.6   7.6   9.9   8.7   2.4

RSE = Relative standard error.

(a)

(b)

(c)

(d)

(e)

Source :

Indigenous Australians deferring access to GPs due to cost,

2012-13 (per cent) (a), (b), (c), (d), (e)

Proportion

RSE (c)

95 per cent 

confidence interval

Indigenous people aged 15 years or over who reported needing to see a GP in the last 12 months but 

did not because of cost, divided by the number of Indigenous people aged 15 years or over who reported 

needing to see a GP in the last 12 months.

Rates are agestandardised to the 2001 estimated resident population using 5 year ranges.

Rates with RSEs greater than 25 per cent should be used with caution. Rates with RSEs greater than 50 

per cent are considered too unreliable for general use.

Data are not comparable with data for all Australians that were sourced from the ABS Patient

Experience Survey, due to differences in survey design and collection methodology.

Information on how to interpret and use the data appropriately is available from Explanatory Notes in

Australian Aboriginal and Torres Strait Islander Health Survey: First Results, 2012-13 (Cat. no.

4727.0.55.001) and the Australian Aboriginal and Torres Strait Islander Health Survey: Users’ Guide,

2012-13  (Cat. no. 4727.0.55.002). 

ABS (unpublished) Australian Aboriginal and Torres Strait Islander Health Survey, 2012-13, Cat. 

no. 4727.0.
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TABLE 11A.42

Table 11A.42

Unit NSW Vic Qld WA SA Tas ACT NT Aust

%   24.4   36.3   47.0   45.2   35.3   46.5   24.1   22.8   34.6

%   19.7   14.8   15.0   19.3   26.0   14.9   37.2   34.1   8.4

+ %   9.4   10.5   13.8   17.1   18.0   13.5   17.6   15.2   5.7

RSE = Relative standard error.

(a)

(b)

(c)

(d)

(e)

Proportion

RSE (c)

95 per cent 

confidence interval

Indigenous people deferring access to prescribed medication

due to cost, 2012-13 (per cent) (a), (b), (c), (d), (e)

Information on how to interpret and use the data appropriately is available from Explanatory Notes in

Australian Aboriginal and Torres Strait Islander Health Survey: First Results, 2012-13 (Cat. no.

4727.0.55.001) and the Australian Aboriginal and Torres Strait Islander Health Survey: Users’ Guide,

2012-13  (Cat. no. 4727.0.55.002). 

Indigenous people aged 15 years and over who received a prescription for medication in the last 12 

months and did not get the medication due to the cost, divided by the number of Indigenous people who  

received a prescription for medication in the last 12 months.

Rates are agestandardised to the 2001 estimated resident population (5 year ranges).

Estimates with RSEs between 25 and 50 per cent should be used with caution.

Data are not comparable to data for all Australians that were sourced from the ABS Patient Experience

Survey, due to differences in survey design and collection methodology.

Source : ABS (unpublished) Australian Aboriginal and Torres Strait Islander Health Survey, 2012-13 , Cat.

no. 4727.0.
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TABLE 11A.45

Table 11A.45

Unit
Major cities Inner regional Outer regional Aust  (c)

Less than 1 month

Proportion % 57.8 56.6 63.2 59.0

RSE % 6.5 8.0 8.1 4.5

95% CI ± % 7.4 8.9 10.0 5.2

1 month or more

Proportion % 29.5 33.8 21.2 28.0

RSE % 14.2 13.7 19.8 9.1

95% CI ± % 8.2 9.1 8.2 5.0

(a)

(b)

(c)

(d)

(e)

Source : ABS (unpublished) Australian Aboriginal and Torres Strait Islander Health Survey, 2012-13 , Cat. 

no. 4727.0.

CI = confidence interval. RSE = relative standard error. Estimates with RSEs between 25 percent and 50 

percent should be used with caution.

Waiting times for public dentistry, Indigenous Australians, by 

remoteness, Australia, 2012-13 (per cent) (a), (b), (c), (d), (e)

Indigenous people aged 15 years or over who reported seeing a dental professional at a government

dental clinic within specified waiting time categories for non-urgent treatment in the last 12 months,

divided by the number of Indigenous people aged 15 years or over who reported seeing a a dental

professional at a government dental clinic in the last 12 months.

Rates are agestandardised to the 2001 estimated resident population using 5 year age ranges.

Includes persons in non-remote areas only, as the survey questions were not asked of people in remote 

areas.

Data are not comparable with data for all Australians that were sourced from the ABS 2012-13 Patient 

Experience Survey, due to differences in survey design and collection methodology.

Information on how to interpret and use the data appropriately is available from Explanatory Notes in 

Australian Aboriginal and Torres Strait Islander Health Survey: First Results, 2012-13  (Cat. no. 

4727.0.55.001) and the Australian Aboriginal and Torres Strait Islander Health Survey: Users’ Guide, 

2012-13  (Cat. no. 4727.0.55.002). 
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TABLE 11A.61

Table 11A.61

Unit NSW Vic Qld WA SA Tas ACT NT Aust

Indigenous people

Proportion % 30.2 22.5 17.2 11.9 20.4 29.8 20.5 7.9 20.4

RSE % 15.6 43.3 28.9 21.0 24.1 30.5 39.7 19.9 9.7

% ± 9.2 ± 19.1 ± 9.8 ± 4.9 ± 9.6 ± 17.8 ± 16.0 ± 3.1 ± 3.9

Non-Indigenous people

Proportion % 23.6 26.3 20.5 15.8 21.9 17.5 28.3 – 22.5

RSE % 11.8 9.2 10.7 15.8 10.2 12.6 15.6 – 5.4

% ± 5.5 ± 4.8 ± 4.3 ± 4.9 ± 4.4 ± 4.3 ± 8.6 – ± 2.4

(a) Persons who have been told by a doctor they have asthma, and the asthma is current and long-term.

(b)

(c)

– Nil or rounded to zero. 

Source : 

95 per cent 

confidence interval

Proportion of people with asthma with a written asthma plan, by 

Indigenous status, 2004-05 (a), (b), (c)

ABS unpublished, National Aboriginal and Torres Strait Islander Health Survey , 2004-05;

ABS unpublished, National Health Survey , 2004-05.

RSE = relative standard error.

Estimates with RSEs between 25 per cent and 50 per cent should be used with caution.

Rates are age standardised to the Australian estimated resident population at 30 June 2001.

95 per cent 

confidence interval
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TABLE 11A.72

Table 11A.72

Unit Major cities Inner regional Outer regional Total  (e)

2012-13 (e)

GP always or often listened carefully

Proportion %   89.8   88.8   86.4   88.5

RSE %   1.4   1.9   2.3   1.0

95% CI ± %   2.5   3.3   3.9   1.8

GP always or often showed respect

Proportion %   90.5   88.0   87.5   89.0

RSE %   1.7   1.9   1.4   1.0

95% CI ± %   3.0   3.3   2.4   1.7

GP always or often spent enough time

Proportion %   86.2   85.0   83.2   85.0

RSE %   1.8   2.1   2.3   1.1

95% CI ± %   3.0   3.4   3.7   1.9

RSE = Relative standard error. 95% CI = confidence interval.

(a)

(b)

(c)

(d)

(e)

Source : ABS (unpublished) Australian Aboriginal and Torres Strait Islander Health Survey, 2012-13 , Cat. 

no. 4727.0.

Client experience of GPs by remoteness, Indigenous people, 

Australia, 2012-13 (a), (b), (c), (d)

Persons 15 years and over who saw a GP in the last 12 months for their own health (excluding 

interviews by proxy), reporting the GP always or often: listened carefully, showed respect, and spent 

enough time with them.

Rates are age standardised to the 2001 estimated resident population (5 year ranges).

Data are not comparable with data for all Australians that were sourced from the ABS 2012-13 Patient 

Experience Survey, due to differences in survey design and collection methodology.

Information on how to interpret and use the data appropriately is available from Explanatory Notes in 

Australian Aboriginal and Torres Strait Islander Health Survey: First Results, 2012-13  (Cat. no. 

4727.0.55.001) and the Australian Aboriginal and Torres Strait Islander Health Survey: Users’ Guide, 

2012-13  (Cat. no. 4727.0.55.002). 

Includes major cities, inner and outer regional areas only, as these survey questions were not asked in

remote and very remote areas.
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TABLE 11A.76

Table 11A.76

Unit NSW Vic Qld WA SA Tas ACT NT Aust (d)

Valid vaccinations provided 

GPs no. 5 961 186 3 169 975 3 974 396 1 684 717 1 098 617  410 369  208 187  41 521 16 547 160

Council no.  236 940 2 160 911  279 374  90 716  274 053  31 230 – – 3 073 224

no. – –   620  156 231   403 –  4 331  1 642  163 227

Public hospital (e) no. na na na na na na na na na

Private hospital no.   22   10   969   7 – –   2  2 487  3 497

Aboriginal health service no.  37 566  9 009  30 583  9 832  9 422   46 –  68 836  165 294

no.  457 424  14 732  291 583  508 938  97 325   195  144 957  199 469 1 715 150

Other (f) no.   832  3 203  5 020  1 681   697 – – –  11 433

Total no.  6 693 970  5 357 840  4 582 545  2 452 122  1 480 517   441 840   357 477   313 955  21 678 985

Proportion of total valid vaccinations 

GPs %   89.05   59.17   86.73   68.70   74.20   92.88   58.24   13.23   76.33

Council %   3.54   40.33   6.10   3.70   18.51   7.07 – –   14.18

%
– –   0.01   6.37   0.03 –   1.21   0.52   0.75

Public hospital (e) % na na na na na na na na na

Private hospital % – –   0.02 – – – –   0.79   0.02

Aboriginal health service %   0.56   0.17   0.67   0.40   0.64   0.01 –   21.93   0.76

%
  6.83   0.27   6.36   20.76   6.57   0.04   40.55   63.53   7.91

Other (f) %   0.01   0.06   0.11   0.07   0.05 – – –   0.05

Total %   100.00   100.00   100.00   100.00   100.00   100.00   100.00   100.00   100.00

Community health centre

Community health centre

Valid vaccinations supplied to children under seven years of age, by type of provider, 2008–2013 (a), 

(b), (c)

State or territory health 

department

State or territory health 

department
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TABLE 11A.76

Table 11A.76

Unit NSW Vic Qld WA SA Tas ACT NT Aust (d)

Valid vaccinations supplied to children under seven years of age, by type of provider, 2008–2013 (a), 

(b), (c)

(a) 1 July 2008 to 30 June 2013.

(b) Totals may not add as a result of rounding.

(c) Data reported by the State or Territory in which the immunisation provider is located. 

(d) Includes data for unknown State or Territory.

(e) Data for 2008–2013 for vaccinations provided at public hospitals are not available.

(f) Other includes Divisions of GP, Flying Doctors Services, Indigenous Health Workers, Community nurses and unknown providers.

– Nil or rounded to zero. np Not published.

Source : Department of Health unpublished, Australian Childhood Immunisation Register (ACIR) data collection.
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TABLE 11A.85

Table 11A.85

NSW Vic  (d) Qld WA  (e) SA Tas ACT  (f) NT Aust

2007–2008

Aged 40–49 years   6.6   3.1   24.7   14.3   9.9   12.6   5.8   4.6   12.5

Aged 50–59 years   34.5   23.9   45.2   27.2   30.8   29.0   23.5   23.1   33.8

Aged 60–69 years   40.8   33.3   48.3   36.5   32.8   55.6   76.0   25.8   39.1

Aged 70–79 years   10.1   15.7   30.6   18.7   13.4 np np   7.1   16.8

Aged 80+ years   1.8   0.6   5.4   7.8   3.1 np –   1.6   3.6

Age 40+ years (ASR)   20.5   15.8   34.0   21.9   19.8 np np   13.6   23.1

Age 50–69 years (ASR)   37.0   27.6   46.4   30.8   31.6   39.5   44.2   24.2   35.9

2008–2009

Aged 40–49 years   7.2   3.7   24.6   12.0   10.1   16.3   6.8   3.8   12.5

Aged 50–59 years   34.3   23.9   47.1   26.6   31.9   36.2   25.3   23.2   34.5

Aged 60–69 years   41.1   32.8   50.6   31.1   34.1   75.6   85.7   26.5   39.7

Aged 70–79 years   11.1   12.4   32.1   14.4   22.1 np np   5.3   16.9

Aged 80+ years   2.7   0.2   6.7   3.8   4.1 np –   1.6   4.1

Age 40+ years (ASR)   20.9   15.4   35.2   19.2   21.6 np np   13.2   23.4

Age 50–69 years (ASR)   37.0   27.4   48.5   28.4   32.8   51.7   49.1   24.5   36.6

2009–2010

Aged 40–49 years   7.4   4.1   22.9   12.8   8.9   17.8   7.3   3.1   12.1

Aged 50–59 years   32.5   24.4   44.8   29.0   31.5   37.5   26.9   23.2   33.8

Aged 60–69 years   40.8   32.9   50.5   32.8   35.8   77.4   84.4   25.3   39.9

Aged 70–79 years   10.4   12.9   33.2   14.1   17.7 np np   4.7   16.6

Aged 80+ years   3.0   3.7   5.2   3.8   3.0 np –   2.1   3.9

Age 40+ years (ASR)   20.4   16.0   34.0   20.4   20.7 np np   12.7   23.1

Age 50–69 years (ASR)   35.8   27.7   47.0   30.5   33.2   53.2   49.6   24.0   36.2

2010–2011

Aged 40–49 years   7.3   5.8   22.3   13.9   8.2   16.7   7.0   3.1   12.1

Aged 50–59 years   31.4   27.4   43.8   31.7   32.9   31.4   27.4   24.3   33.7

Aged 60–69 years   39.3   33.4   50.5   36.0   33.9   68.5   78.4   25.5   39.7

Aged 70–79 years   10.1   10.3   34.7   13.8   15.6 np np   5.3   16.6

Aged 80+ years   2.2   4.9   4.1   6.3   1.0 np –   3.0   3.6

Age 40+ years (ASR)   19.7   17.2   33.7   22.2   20.1 np np   13.2   23.0

Age 50–69 years (ASR)   34.5   29.8   46.4   33.4   33.3   46.1   47.5   24.8   36.1

2011–2012

Aged 40–49 years   8.1   7.4   22.9   15.4   8.6   18.4   6.8   3.6   13.0

Aged 50–59 years   33.0   27.3   45.0   35.8   33.5   31.9   32.8   23.1   35.1

Aged 60–69 years   41.7   35.4   51.8   38.4   34.6   71.4   76.7   26.8   41.6

Aged 70–79 years   10.8   9.5   35.8   16.2   20.0 np np   4.3   17.7

Aged 80+ years   3.2   3.1   4.9   7.1   1.0 – –   2.5   3.8

Age 40+ years (ASR)   21.0   17.9   34.7   24.7   21.1 np np   13.1   24.2

Age 50–69 years (ASR)   36.4   30.5   47.7   36.9   34.0   47.5   50.1   24.6   37.7

Participation rates for Indigenous women screened by

BreastScreen Australia (24 month period) (first and subsequent

rounds) (per cent) (a), (b), (c)
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TABLE 11A.85

Table 11A.85

NSW Vic  (d) Qld WA  (e) SA Tas ACT  (f) NT Aust

Participation rates for Indigenous women screened by

BreastScreen Australia (24 month period) (first and subsequent

rounds) (per cent) (a), (b), (c)

(a)

(b)

(c)

(d)

(e)

(f)

– Nil or rounded to zero. np Not published.

Source : 

Indigenous women are women who self-identified as being of Aboriginal and/or Torres Strait Islander 

descent.

Residents of Victorian postcodes allocated to the Albury/Wodonga catchment (NSW jurisdiction) are

included in Victoria's population estimate, accounting for the slight decrease in participation rates

compared to those published by BreastScreen Victoria.

State and Territory governments unpublished; ABS unpublished, Experimental Estimates And 

Projections, Aboriginal And Torres Strait Islander Australians, 1991 to 2021 , Cat. no. 3238.0.

ASR = age standardised rate.

The participation rate is the number of women resident in the catchment area screened in the reference

period, divided by the number of women resident in the catchment area in the reference period based

on Australian Bureau of Statistics (ABS) ERP data. Where service boundaries cross State localised

areas, calculation of resident women is made on a proportional basis. If a woman is screened more than

once during the reference period then only the first screen is counted. Catchment area: a geographic

region based on service size in relation to the population, accessibility and the location of other services.

It is uniquely defined for each service based on postcode or Statistical Local Area (SLA). Reference

periods are from 1 January at commencement to 

31 December at end of the 24 month period.

Data for WA may include some Indigenous women usually resident in the NT in in WA catchment areas.

The populations used to derive rates for Indigenous Australians are based on the 2006 Census and are

not comparable with the 2011 based populations used to derive the rates for all Australians and for

women who speak a language other than English at home.

In general, over 99 per cent of women screened are residents of the jurisdiction in which screening took

place. An exception is the ACT, where, for the 2011–2012 reference period, 6.4 per cent of women

screened were not ACT residents (table 11A.84).
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TABLE 11A.89

Table 11A.89

Unit NSW Vic Qld WA SA Tas ACT NT Aust

Age standardised rate (a) % 41.5 44.6 53.1 42.6 48.0 52.7 53.2 68.5 49.5

RSE % 7.3 14.4 7.1 6.4 9.1 9.8 12.2 7.9 3.3

% ± 8.9 ± 16.5 ± 6.8 ± 7.6 ± 9.7 ± 9.5 ± 11.7 ± 5.9 ± 3.4

(a)

Source : ABS unpublished, National Aboriginal and Torres Strait Islander Health Survey , 2004-05;

ABS 2009, Experimental Estimates and Projections, Aboriginal and Torres Strait Islander

Australians, 1991 to 2021 , 30 June 2004, Series B, Cat. no. 3238.0.

Cervical screening rates among Indigenous women aged 20 to

69 years, who reported having a Pap smear at least every 2 years,

2004-05 (per cent)

Rates are age standardised by State and Territory, to the 2001 Estimated Resident Population.

95 per cent 

confidence interval

RSE = Relative standard error.
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TABLE 11A.92

Table 11A.92

Unit NSW Vic Qld WA SA Tas ACT NT Aust

Proportion % 18.8 23.0 36.6 29.6 35.9 32.7 8.6 54.7 31.1

Relative standard error % 19.7 23.8 11.1 13.1 19.8 14.9 54.0 8.9 6.2

(a)

(b)

Proportion of Indigenous Australians aged 50 years or over who were fully vaccinated against influenza

and pneumococcal disease, 2004-05 (a)

Estimates with RSEs between 25 per cent and 50 per cent should be used with caution. Estimates with RSEs greater than 50 per cent 

are considered too unreliable for general use.

ABS unpublished, National Aboriginal and Torres Strait Islander Health Survey, 2004-05 . Source :

Vaccinations against influenza and pneumococcal disease have been available free to Indigenous people aged 50 years or over since 1999.
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TABLE 11A.94

Table 11A.94

NSW Vic Qld WA SA Tas  (f), (g) ACT  (f) NT Aust  (d)

Indigenous Australians

2007-08   1.4   1.4   1.8   4.2   3.4  np  np   6.9   2.7

2008-09   1.6   1.3   1.9   3.4   3.3   0.3 np   6.8   2.7

2009-10   2.0   1.3   3.7   5.5   4.2   0.8 np   7.5   3.7

2010-11   1.7   1.6   2.9   4.0   3.7   0.5   0.4   9.6   3.4

2011-12   1.8   2.1   2.4   4.6   4.0   0.5   1.9   9.3   3.3

Non-Indigenous Australians (h)

2007-08   0.7   0.7   0.8   0.6   0.7  np  np   1.0   0.7

2008-09   0.7   0.8   0.8   0.5   0.7   0.6   0.5   0.9   0.7

2009-10   0.7   0.7   0.8   0.7   0.9   0.7   0.5   0.9   0.8

2010-11   0.6   0.8   0.8   0.5   0.9   0.4   0.5   1.0   0.7

2011-12   0.8   0.8   0.8   0.6   0.9   0.5   0.7   1.1   0.8

Indigenous Australians

2007-08   20.3   15.7   28.0   39.9   32.5  np  np   35.5   26.7

2008-09   19.7   17.2   27.7   36.7   31.1   6.6   13.2   39.7   27.5

2009-10   19.2   16.9   26.6   36.5   31.6   9.1   10.1   39.4   26.1

2010-11   21.3   21.5   28.5   42.0   33.1   8.3   14.9   37.3   29.0

2011-12   23.1   23.5   29.3   43.0   36.9   9.5   20.9   40.2   29.8

Non-Indigenous Australians (h)

2007-08   10.2   11.3   10.9   10.3   11.6  np  np   10.0   10.7

2008-09   9.9   11.0   11.3   10.3   11.5   8.2   9.5   10.1   10.6

2009-10   9.9   11.1   11.4   10.5   11.7   8.6   7.9   9.6   10.7

2010-11   10.5   11.6   11.8   11.8   12.2   6.6   7.0   9.1   11.3

2011-12   10.7   12.1   12.2   12.7   12.6   8.4   9.4   11.6   11.6

Vaccine preventable conditions

Separations for selected potentially preventable hospitalisations by Indigenous status (per 1000

people) (a), (b), (c), (d), (e), (f)

Acute conditions excluding dehydration and gastroenteritis
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TABLE 11A.94

Table 11A.94

NSW Vic Qld WA SA Tas  (f), (g) ACT  (f) NT Aust  (d)

Separations for selected potentially preventable hospitalisations by Indigenous status (per 1000

people) (a), (b), (c), (d), (e), (f)

Indigenous Australians

2007-08   36.3   25.2   49.0   59.1   60.8  np  np   51.6   44.2

2008-09   36.0   27.0   49.7   55.6   55.8   16.6   23.6   53.4   45.4

2009-10   34.7   29.1   46.1   53.1   47.3   13.1   16.3   56.3   43.7

2010-11   30.4   26.4   38.3   45.9   41.7   12.9   27.3   52.5   38.0

2011-12   35.7   31.9   39.5   45.5   42.9   17.3   26.0   52.0   39.5

Non-Indigenous Australians (h)

2007-08   12.3   14.5   14.3   11.9   14.3  np  np   15.9   13.3

2008-09   12.1   14.0   13.6   11.9   14.1   11.9   10.7   14.9   13.0

2009-10   11.9   13.9   13.5   12.0   13.2   11.2   9.4   12.8   12.8

2010-11   10.0   12.1   11.5   9.9   11.5   7.3   7.2   11.3   10.9

2011-12   10.3   12.1   11.9   10.0   11.4   9.0   8.4   11.4   11.0

Indigenous Australians

2007-08   57.8   42.2   78.1   101.6   96.0  np  np   92.3   72.8

2008-09   57.1   45.3   78.3   94.3   89.6   23.3   38.1   98.2   74.7

2009-10   55.6   47.0   75.6   93.9   82.6   22.4   26.8   101.5   73.6

2010-11   53.2   49.2   69.2   91.1   78.0   21.6   42.6   97.5   69.8

2011-12   60.3   57.2   70.5   92.4   82.8   27.2   48.8   99.7   72.0

Non-Indigenous Australians (h)

2007-08   23.0   26.4   25.8   22.7   26.5  np  np   26.7   24.6

2008-09   22.6   25.7   25.5   22.7   26.2   20.6   20.6   25.8   24.3

2009-10   22.5   25.7   25.5   23.0   25.6   20.4   17.8   23.1   24.2

2010-11   21.0   24.5   24.0   22.1   24.4   14.2   14.7   21.3   22.9

2011-12   21.7   24.8   24.8   23.2   24.7   17.8   18.4   24.0   23.3

All potentially preventable hospitalisations excluding dehydration and gastroenteritis and diabetes complications (additional diagnoses only)  (i)

Chronic conditions excluding diabetes complications (additional diagnoses only)
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TABLE 11A.94

Table 11A.94

NSW Vic Qld WA SA Tas  (f), (g) ACT  (f) NT Aust  (d)

Separations for selected potentially preventable hospitalisations by Indigenous status (per 1000

people) (a), (b), (c), (d), (e), (f)

(a) 

(b)

(c)

(d)

(e)

(f)

(g)

(h)

(i)

np Not published.

Source :

Tasmanian data are not comparable over time as 2008-09 data exclude two private hospitals that account for approximately one eighth of Tasmania’s total

hospital separations, while data for subsequent reference years include these hospitals.

Cells have been suppressed to protect confidentiality where a patient or service provider could be identified or where rates are likely to be highly volatile, for

example, where the denominator is very small.

The populations used to derive the Indigenous Australians and non-Indigenous Australians’ rates are based on the 2006 Census and are not comparable with

the 2011 based populations used to derive the rates for all Australians.

Separation rates are based on state or territory of usual residence, not state or territory of hospitalisation. Separations for patients usually resident overseas are

excluded. Totals include Australian residents of external Territories.

Non-Indigenous Australians includes separations where Indigenous status was not stated.

More than one category may be reported during the same hospitalisation. Therefore, the total is not necessarily equal to the sum of the components.  

AIHW unpublished, National Hospital Morbidity Database; ABS unpublished, Estimated Resident Population, 30 June preceding the reference period.

ABS 2009, Experimental Estimates and Projections, Aboriginal and Torres Strait Islander Australians, 1991 to 2021 , Series B, Cat. no. 3238.0.

Caution should be used in comparing data over time due to changes between the ICD-10-AM 5th edition (used in 2007-08), the ICD-10-AM 6th edition (used in

2008-09 and 2009-10) and ICD-10-AM 7th edition (used in 2010-11 and 2011-12) and the associated Australian Coding Standards.

From 2011-12, Indigenous status data are of sufficient quality for statistical reporting purposes for all states and territories. Data for Tasmania and the ACT were

not included in national totals in previous years, and were not published for 2007-08.

Rates are age-standardised to the Australian estimated resident population at 30 June 2001.
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TABLE 11A.96

Table 11A.96

Major cities Inner regional Outer regional Remote Very remote

Indigenous Australians

2007-08 43.3 59.4 95.3 195.7 152.4

2008-09 49.2 59.5 96.7 184.9 158.9

2009-10 46.6 60.9 98.0 183.1 153.2

2010-11 44.5 56.9 89.8 184.1 146.3

2011-12 49.2 64.8 98.2 175.7 161.5

Non-Indigenous Australians (g)

2007-08 22.7 26.0 29.9 32.5 33.5

2008-09 22.9 25.9 29.9 31.1 34.0

2009-10 22.9 25.9 29.3 31.5 33.8

2010-11 21.7 24.8 28.0 30.7 33.3

2011-12 22.5 26.9 30.4 31.1 35.0

(a) 

(b)

(c)

(d)

(e)

(f)

(g)

Source : AIHW (unpublished) National Hospital Morbidity Database; ABS (unpublished) Estimated Resident

Population, 30 June preceding the reference period. ABS (2009) Experimental Estimates and

Projections, Aboriginal and Torres Strait Islander Australians, 1991 to 2021 , 

Series B, Cat. no. 3238.0.

Separations for patients usually resident overseas are excluded. 

Separation rates are based on patient's usual residence (not hospital location).

Caution should be used in comparing data over time due to changes between the ICD-10-AM 

5th edition (used in 2007-08), ICD-10-AM 6th edition (used in 2008-09 and 2009-10) and ICD-10-AM 

7th edition (used in 2010-11).

 'Non-Indigenous Australians' includes separations where Indigenous status was not stated.

Cells have been suppressed to protect confidentiality where a patient or service provider could be

identified or where rates are likely to be highly volatile, for example, where the denominator is very small.

Separations for selected potentially preventable hospitalisations by

Indigenous status and remoteness, Australia (per 1000 people) (a),

(b), (c), (d), (e), (f)

Potentially preventable hospitalisations excluding dehydration and gastroenteritis and additional diagnoses of 

diabetes complications

Rates are age-standardised to the Australian estimated resident population at 30 June 2001.

Historical data have been revised and differ from previous reports.

The populations used to derive the Indigenous Australians and non-Indigenous Australians’ rates are

based on the 2006 Census and are not comparable with the 2011 based populations used to derive the

rates for all Australians.
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TABLE 11A.97

Table 11A.97

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Vaccine preventable conditions per 1000 Indigenous Australians

Influenza and Pneumonia   1.4   1.5   2.0   3.8   3.7   0.5   1.6   7.3 2.7

  0.4   0.6   0.4   0.9   0.3 –   0.2   2.0 0.6

Total   1.8   2.1   2.4   4.6   4.0   0.5   1.9   9.3 3.3

Vaccine preventable conditions per 1000 non-Indigenous Australians (i)

Influenza and Pneumonia   0.6   0.5   0.7   0.5   0.8   0.4   0.6   0.8 0.6

  0.1   0.2   0.2   0.2   0.1   0.1   0.1   0.3 0.2

Total   0.8   0.8   0.8   0.6   0.9   0.5   0.7   1.1 0.8

Vaccine preventable conditions per 1000 people (all people) (j)

Influenza and Pneumonia   0.6   0.5   0.7   0.6   0.8   0.4   0.6   2.5   0.6

  0.1   0.2   0.2   0.2   0.1   0.1   0.1   0.6   0.2

Total   0.8   0.8   0.9   0.8   0.9   0.5   0.7   3.1   0.8

(a)

(b)

(c)

(d)

(e)

(f)

(g)

The populations used to derive the Indigenous Australians and non-Indigenous Australians’ rates are based on the 2006 Census and are not

comparable with the 2011 based populations used to derive the rates for all Australians.

Indigenous status data reported for Tasmania and the ACT are included in the Australian total for the first time. Indigenous status data for all states

and territories are of sufficient quality for statistical reporting purposes from the 2011-12 reporting year.

NT data for Indigenous and non-Indigenous Australians are for public hospitals only.

Separations for selected vaccine preventable conditions by Indigenous status, 2011-12 (per 1000

people) (a), (b), (c), (d), (e)

Separation rates are directly age standardised to the Australian population at 30 June 2001.

Separation rates are based on state or territory of usual residence.

Excludes separations with a care type of Newborn without qualified days, and records for Hospital boarders and Posthumous organ procurement.

Other vaccine preventable 

conditions

Other vaccine preventable 

conditions

Other vaccine preventable 

conditions

Conditions defined by ICD-10-AM codes as in AIHW 2013 Australian hospital statistics 2011-12 . 
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TABLE 11A.97

Table 11A.97

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Separations for selected vaccine preventable conditions by Indigenous status, 2011-12 (per 1000

people) (a), (b), (c), (d), (e)

(h)

(i)

(j)

– Nil or rounded to zero.

Source :

Data for Australia include Australian residents of external Territories.

AIHW 2013, Australian hospital statistics 2011-12 , Cat. no. HSE 134; AIHW unpublished, National Hospital Morbidity Database.

The rates presented for Indigenous people and non-Indigenous Australians are based on a slightly different methodology than those for all people.

Direct comparisons of rates for all people to either the Indigenous or non-Indigenous rates should therefore be made with caution.

Data for non-Indigenous Australians include separations where Indigenous status was not stated.
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TABLE 11A.98

Table 11A.98

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Acute conditions per 1000 Indigenous Australians

  0.3   0.3   0.5   0.5   0.4   0.4   0.1   0.8 0.5

Cellulitis   4.3   3.2   6.3   7.8   4.8   1.2   1.5   7.2 5.5

  6.2   5.1   6.0   10.0   14.0   1.0   5.5   10.6 7.4

  4.1   4.7   3.8   4.8   5.2   1.3   1.2   5.0 4.2

Dental conditions   3.5   4.8   3.9   4.9   5.5   2.3   5.9   5.7 4.2

  2.8   3.3   3.1   6.1   4.3   1.3   1.6   4.7 3.6

Gangrene   0.4   1.2   1.1   2.5   0.7   0.6   0.3   1.8 1.1

  0.4   0.3   0.6   1.5   0.7   0.4   0.3   1.2 0.7

Perforated/bleeding ulcer   0.4   0.3   0.6   0.3   0.3   0.2 –   0.2 0.4

Pyelonephritis (i)   4.8   5.0   7.2   9.5   6.2   2.1   5.5   8.1 6.5

Total   27.2   28.2   33.1   47.7   42.1   10.7   22.1   45.2 34.0

  23.1   23.5   29.3   43.0   36.9   9.5   20.9   40.2 29.8

Acute conditions per 1000 non-Indigenous Australians (j)

  0.4   0.3   0.4   0.4   0.4   0.3   0.2   0.4 0.4

Cellulitis   1.9   1.8   2.0   1.7   1.6   1.3   1.4   2.7 1.8

  1.5   1.5   1.5   1.3   1.5   1.2   1.4   1.1 1.5

Separations for selected acute conditions by Indigenous status, 2011-12 (per 1000 people) (a), (b), (c), (d), (e), (f)

Pelvic inflammatory 

disease

Appendicitis with 

generalised peritonitis

Dehydration and 

gastroenteritis

Convulsions and epilepsy

Ear, nose and throat 

infections

Total — excluding 

dehydration and 

gastroenteritis

Appendicitis with 

generalised peritonitis

Convulsions and epilepsy
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TABLE 11A.98

Table 11A.98

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Separations for selected acute conditions by Indigenous status, 2011-12 (per 1000 people) (a), (b), (c), (d), (e), (f)

  2.6   3.5   3.0   2.6   2.7   2.0   1.8   2.2 2.9

Dental conditions   2.3   3.1   2.8   3.8   3.6   2.3   2.2   1.7 2.8

  1.5   1.7   1.8   1.9   2.2   1.2   1.1   1.9 1.7

Gangrene   0.2   0.4   0.3   0.3   0.2   0.2   0.1   0.5 0.3

  0.2   0.2   0.3   0.2   0.2   0.2   0.2   0.3 0.2

Perforated/bleeding ulcer   0.2   0.2   0.2   0.2   0.2   0.2   0.2   0.2 0.2

Pyelonephritis (i)   2.6   2.9   2.9   2.9   2.6   1.6   2.6   2.8 2.7

Total   13.4   15.6   15.3   15.3   15.3   10.4   11.2   13.9 14.6

  10.7   12.1   12.2   12.7   12.6   8.4   9.4   11.6 11.6

Acute conditions per 1000 people (all people) (k)

  0.4   0.3   0.4   0.4   0.4   0.3   0.2   0.5   0.4

Cellulitis   1.9   1.8   2.1   1.9   1.7   1.3   1.4   4.1   1.9

  1.6   1.5   1.7   1.5   1.7   1.2   1.4   3.4   1.6

  2.6   3.5   3.1   2.7   2.7   2.0   1.8   3.2   2.9

Dental conditions   2.3   3.1   2.9   3.9   3.6   2.3   2.2   3.1   2.9

  1.6   1.8   1.9   2.1   2.3   1.1   1.1   2.8   1.8

Gangrene   0.2   0.4   0.3   0.4   0.2   0.2   0.1   0.8   0.3

Dehydration and 

gastroenteritis

Total — excluding 

dehydration and 

gastroenteritis

Appendicitis with 

generalised peritonitis

Pelvic inflammatory 

disease

Ear, nose and throat 

infections

Convulsions and epilepsy

Dehydration and 

gastroenteritis

Ear, nose and throat 

infections
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TABLE 11A.98

Table 11A.98

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Separations for selected acute conditions by Indigenous status, 2011-12 (per 1000 people) (a), (b), (c), (d), (e), (f)

  0.2   0.2   0.3   0.2   0.2   0.2   0.2   0.6   0.2

Perforated/bleeding ulcer   0.2   0.2   0.2   0.2   0.2   0.2   0.2   0.2   0.2

Pyelonephritis (i)   2.6   2.8   3.0   3.0   2.5   1.6   2.6   4.4   2.7

Total   13.5   15.6   15.8   16.2   15.6   10.4   11.3   23.0   14.9

  10.9   12.0   12.7   13.6   12.8   8.5   9.5   19.8   12.0

(a)

(b)

(c)

(d)

(e)

(f)

(g)

(h)

(i)

(j)

(k)

– Nil or rounded to zero.

Source :

Separation rates are based on state or territory of usual residence.

Conditions defined by ICD-10-AM codes as in AIHW 2013 Australian hospital statistics 2011-12 . 

Excludes separations with a care type of Newborn without qualified days, and records for Hospital boarders and Posthumous organ procurement.

Separation rates are directly age standardised to the Australian population at 30 June 2001.

Total — excluding 

dehydration and 

gastroenteritis

Pelvic inflammatory 

disease

AIHW 2013, Australian hospital statistics 2011-12 , Cat. no. HSE 134; AIHW unpublished, National Hospital Morbidity Database.

The rates presented for Indigenous people and non-Indigenous Australians are based on a slightly different methodology than those for all people. Direct

comparisons of rates for all people to either the Indigenous or non-Indigenous rates should therefore be made with caution.

Data for Australia include Australian residents of external Territories.

The populations used to derive the Indigenous Australians and non-Indigenous Australians’ rates are based on the 2006 Census and are not comparable with

the 2011 based populations used to derive the rates for all Australians.

NT data for Indigenous and non-Indigenous Australians are for public hospitals only.

Indigenous status data reported for Tasmania and the ACT are included in the Australian total for the first time. Indigenous status data for all states and

territories are of sufficient quality for statistical reporting purposes from the 2011-12 reporting year.

Data for non-Indigenous Australians include separations where Indigenous status was not stated.

Kidney inflammation caused by bacterial infection. 
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TABLE 11A.99

Table 11A.99

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Chronic conditions per 1000 Indigenous Australians

Angina   4.1   3.6   5.2   4.5   3.5   1.7 –   2.8 4.1

Asthma   3.5   3.5   3.2   5.2   4.5   0.8   2.0   4.0 3.7

  14.9   12.5   12.0   12.3   17.8   6.2   6.1   20.4 14.1

Congestive heart failure   4.5   2.9   6.2   8.6   5.8   3.1   4.6   8.9 5.9

Diabetes complications (i)   5.6   6.5   8.6   10.0   8.7   2.5   10.0   9.8 7.6

Hypertension   0.9   0.4   0.8   1.0   0.7   0.5   0.3   0.7 0.8

Iron deficiency anaemia   1.9   1.8   2.5   2.9   1.5   2.4   2.0   3.1 2.4

Nutritional deficiencies   0.1   0.2   0.1 – – – –   0.1 0.1

  0.2   0.3   0.7   0.9   0.4 –   1.1   2.2 0.7

Total (i), (k)   35.7   31.9   39.5   45.5   42.9   17.3   26.0   52.0 39.5

Chronic conditions per 1000 non-Indigenous Australians (l)

Angina   1.0   1.2   1.8   1.3   1.3   0.9   0.7   2.1 1.3

Asthma   1.8   2.0   1.6   1.3   1.8   1.1   1.2   1.3 1.7

  2.6   2.6   2.9   2.2   2.6   2.0   2.3   3.2
2.6

Congestive heart failure   1.9   2.3   2.0   1.9   2.0   1.4   1.7   1.8 2.0

Diabetes complications (i)   1.3   1.7   1.7   1.4   1.8   1.8   1.1   1.7 1.5

Hypertension   0.3   0.3   0.4   0.3   0.3   0.2   0.2   0.1 0.3

Iron deficiency anaemia   1.1   1.9   1.2   1.5   1.4   1.6   1.1   0.9 1.4

Nutritional deficiencies – – – – – – – – 0.0

  0.1   0.1   0.1   0.1   0.1   0.1   0.1   0.2 0.1

Separations for selected chronic conditions by Indigenous status, 2011-12 (per 1000 people) (a), (b), (c), (d),

(e), (f)

Chronic obstructive pulmonary 

disease

Rheumatic heart disease (j)

Chronic obstructive pulmonary 

disease

Rheumatic heart disease (j)
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TABLE 11A.99

Table 11A.99

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Separations for selected chronic conditions by Indigenous status, 2011-12 (per 1000 people) (a), (b), (c), (d),

(e), (f)

Total (i), (k), (l)   10.3   12.1   11.9   10.0   11.4   9.0   8.4   11.4 11.0

Chronic conditions per 1000 people (all people) (m)

Angina   1.0   1.2   1.9   1.3   1.3   0.9   0.7   2.4   1.3

Asthma   1.8   2.0   1.7   1.4   1.9   1.0   1.2   1.9   1.8

  2.7   2.6   3.1   2.4   2.7   2.1   2.4   7.1   2.8

Congestive heart failure   1.9   2.2   2.1   1.9   1.8   1.4   1.6   3.5   2.0

Diabetes complications   2.5   3.1   4.3   8.0   3.1   2.9   2.0   6.8   3.6

Diabetes complications (i)   1.4   1.7   1.8   1.6   1.9   1.8   1.2   3.3   1.6

Hypertension   0.3   0.3   0.5   0.3   0.3   0.2   0.2   0.2   0.3

Iron deficiency anaemia   1.1   1.9   1.3   1.6   1.4   1.6   1.1   1.5   1.4

Nutritional deficiencies <0.1 <0.1 <0.1 <0.1 <0.1 .. <0.1   0.1 <0.1

  0.1   0.1   0.2   0.1   0.1   0.1   0.1   0.9   0.1

Total (k)   11.3   13.0   14.5   16.8   12.3   9.9   9.1   23.4   13.0

Total (i), (k)   10.4   11.9   12.5   10.7   11.4   9.1   8.5   21.0   11.3

(a)

(b)

(c)

(d) Separation rates are based on state or territory of usual residence.

Chronic obstructive pulmonary 

disease

Rheumatic heart disease (j)

Conditions defined by ICD-10-AM codes as in AIHW 2013 Australian hospital statistics 2011-12 . Changes to the Australian Coding Standards between ICD-10-

AM 5th edition (used in 2007–08) and ICD-10-AM 6th edition (used in 2008–09, 2009-10) and between 6th edition and ICD-10-AM 7th edition (used in 2010-11

and 2011-12) resulted in decreased reporting of additional diagnoses for diabetes. Therefore caution should be used in comparisons of these data with earlier

periods.

Separation rates are directly age standardised to the Australian population at 30 June 2001.

Excludes separations with a care type of Newborn without qualified days, and records for Hospital boarders and Posthumous organ procurement.
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TABLE 11A.99

Table 11A.99

NSW Vic Qld WA SA Tas  (f) ACT  (f) NT (g) Aust  (f), (h)

Separations for selected chronic conditions by Indigenous status, 2011-12 (per 1000 people) (a), (b), (c), (d),

(e), (f)

(e)

(f)

(g)

(h)

(i)

(j)

(k)

(l)

(m)

.. not applicable. – Nil or rounded to zero.

Source :

Total may not sum to the individual categories as more than one chronic condition can be reported for a separation.

The populations used to derive the Indigenous Australians and non-Indigenous Australians’ rates are based on the 2006 Census and are not comparable with

the 2011 based populations used to derive the rates for all Australians.

Indigenous status data reported for Tasmania and the ACT are included in the Australian total for the first time. Indigenous status data for all states and

territories are of sufficient quality for statistical reporting purposes from the 2011-12 reporting year.

Data for Australia include Australian residents of external Territories.

NT data for Indigenous and non-Indigenous Australians are for public hospitals only.

Excludes separations with an additional diagnosis of diabetes complications.

Rheumatic heart disease includes acute rheumatic fever as well as the chronic disease.

Data for non-Indigenous Australians include separations where Indigenous status was not stated.

The rates presented for Indigenous people and non-Indigenous Australians are based on a slightly different methodology than those for all people. Direct

comparisons of rates for all people to either the Indigenous or non-Indigenous rates should therefore be made with caution.

AIHW 2013, Australian hospital statistics 2011-12 , Cat. no. HSE 134; AIHW unpublished, National Hospital Morbidity Database.
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TABLE 11A.100

Table 11A.100

Unit NSW Vic Qld WA SA Tas  (b) ACT  (b) NT  (b) Total

no.  632  173 1 203  494  181  37  27  645 3 392

SHSR 4.18 3.91 5.93 6.59 4.32 1.38 7.06 6.86 5.40

 

no.  876  219 1 487  781  251  50  33  834 4 531

SHSR 3.36 2.91 4.20 6.48 4.45 1.27 5.92 6.71 4.32

All diabetes (j) no. 2 528  670 4 947 10 424 1 062  141  71 3 556 23 399

 SHSR 3.66 3.07 5.20 26.42 7.51 1.72 4.04 9.03 8.24 

SHSR = Standardised Hospital Separation Ratio

(a)

(b) 

(c)

(d)

(e)

(f)

(g)

(h)

(i)

(j)

Source : AIHW unpublished, National Hospital Morbidity Database.

All diabetes refers to separations with either a principal or additional diagnosis of diabetes. Includes ICD-10-AM codes in: 'E10', 'E11', 'E13', 'E14' or O24'.

Separation rates are based on state of usual residence.

Includes ICD-10-AM codes of Principal diagnosis in: 'E10', 'E11', 'E13', 'E14' or O24'.

Includes ICD-10-AM codes of Principal diagnosis in: 'E10', 'E11', 'E13', 'E14' or 'O24' or Additional diagnosis in 'E109', 'E119', 'E139' or 'E149'.

All diabetes — excluding 

diabetes complications as 

an additional diagnosis (i)

Changes to the Australian Coding Standards between ICD-10-AM 5th edition (used in 2007–08) and ICD-10-AM 6th edition (used in 2008–09, 2009-10) and

between 6th edition and ICD-10-AM 7th edition (used in 2010-11 and 2011-12) resulted in decreased reporting of additional diagnoses for diabetes. Therefore

caution should be used in comparisons of these data with earlier periods.

Patients aged 75 years or over are excluded.

Ratio of separations for Indigenous Australians to all Australians, diabetes, 2011-12 (a), (b), (c), (d), (e), 

(f), (g)

Excludes separations with a care type of Newborn without qualified days, and records for Hospital boarders and Posthumous organ procurement.

Diabetes as a primary 

diagnosis (h)

Caution should be used in the interpretation of these data because of jurisdictional differences in data quality. 

Ratios are directly age standardised to the Australian estimated resident population at 30 June 2001.

Data are available for Tasmania and the ACT for the first time. NT data are for public hospitals only. 
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Community health services 

programs
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

Asthma Australia – 

Adolescent and 

Child Asthma 

Program

The Adolescent and Child Asthma Program is a national health

promotion and prevention program delivered by Asthma Australia.

The program aims to provide information and training about

asthma and linked chronic respiratory conditions across schools

and educational settings with a focus on social inclusion and

includes tools and training for better self-management of these

conditions among children, young people, parents, care givers

and school staff in schools and community settings.

Funding is provided through the 

Department of Health’s Chronic 

Disease Prevention and Service 

Improvement Fund.  The program 

is administered by Asthma 

Australia.

Financial and program performance 

reports are submitted biannually for 

assessment against an agreed 

reporting framework and funding 

agreement.

Asthma Australia – 

Community Support 

Program

The Community Support Program is a national health promotion

and prevention program delivered by Asthma Australia.  

The program aims to provide information, support and training

within community settings to improve the self-management of

asthma and linked chronic respiratory conditions.

Target groups for the program are older Australians, culturally and

linguistically diverse Australians, Aboriginal and Torres Strait

Islander peoples, rural and remote communities, people residing

in lower socio-economic areas and those with limited literacy

skills. 

Delivery of the program takes place within primary health care

and other community settings to increase the capacity of people

with asthma and linked chronic respiratory conditions to access

medical support and assistance.

Funding is provided through the 

Department of Health’s Chronic 

Disease Prevention and Service 

Improvement Fund.  The program 

is administered by Asthma 

Australia.

Financial and program performance 

reports are submitted biannually for 

assessment against an agreed 

reporting framework and funding 

agreement.
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

Healthy 

Communities 

initiative under the 

National 

Partnership 

Agreement on 

Preventive Health

The Healthy Communities initiative provides grant funding to

Local Government Areas (LGAs) to implement a range of

community-based healthy lifestyle programs that facilitate

increased access to physical activity, healthy eating and healthy

weight programs and activities. 

This preventive health initiative seeks to address the rising

prevalence of lifestyle related chronic disease by laying the

foundations for healthy behaviours in the daily lives of Australians

through the community setting. 

The initiative targets disadvantaged populations and adults

predominantly not in the workforce. 

Grants to LGAs support the delivery of proven and effective

healthy lifestyle programs in every state and territory.  

Funding for the Healthy 

Communities initiative is under 

the National Partnership 

Agreement on Preventive Health.

The Department of Health is 

responsible for administering 

funding agreements with 92 LGAs 

to deliver programs in their local 

area.  

Financial and activity reports 

submitted regularly to the Department 

in line with funding agreements 

between the Commonwealth and 

individual LGAs. Progress and 

financial reporting is not publicly 

available.

Evaluation of the initiative is being 

undertaken by a consultancy under 

contract with the Department.

Medical Specialist 

Outreach 

Assistance 

Program

The Medical Specialist Outreach Assistance Program (MSOAP)

improves access to medical specialist services for people living in

rural and remote locations, by removing the financial disincentives

incurred by specialists who provide outreach services. This is

achieved by meeting costs associated with delivering outreach

services such as travel, accommodation, and venue hire.

Funding for MSOAP is provided 

by the Department of Health.  The 

program is administered by Rural 

and Regional Health Australia.

Quarterly financial and service activity 

reports.

The MSOAP-Indigenous Chronic Disease (MSOAP-ICD) is an

expansion of the MSOAP, focusing on chronic disease in

Aboriginal and Torres Strait Islander communities. The MSOAP-

ICD supports specialists, allied health professionals and general

practitioners as part of a multidisciplinary team.

Funding for MSOAP-ICD is 

provided by the Department of 

Health by Rural and Regional 

Health Australia.

Quarterly financial and service activity 

reports, as well as Sentinel Sites 

Evaluation.
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

Rural Primary 

Health Services 

Program (RPHS)

The aim of the RPHS program is to improve the health and

wellbeing of people in rural and remote Australia.

The program funds a range of organisations such as state health

entities, local governments, Indigenous health services, Medicare

Locals and other non-government organisations, to provide

supplementary primary and allied health care services in rural and

remote communities. Services included mental health, social

work, community nursing, Aboriginal health, family health, and

community health education, promotion and prevention.The type

of services delivered depends on the identified needs of the target

communities.  

Funding for the RPHS program is 

provided by the Department of 

Health.

Non-Medicare Local funded 

organisations  provide six and twelve 

month financial and activity reports, 

as well as final reports.

Medicare Locals provide six and 

twelve month financial and activity 

reports. 

Royal Flying Doctor 

Service of Australia 

(RFDS)

The Royal Flying Doctor Service of Australia (RFDS) is funded to

provide ‘traditional services’; these are, emergency primary aero-

medical transfers, primary health (GP and nursing), medical

chests and remote (telehealth) consultations in rural and remote

Australia (NSW, QLD, SA, WA and NT from Tennant Creek to the

SA border).

The services are provided for people, living, working and travelling

in rural and remote Australia who are beyond the normal medical

infrastructure.

Funding for the delivery of RFDS 

‘traditional services’ is provided by 

the Department of Health. 

Quarterly activity and financial 

reporting as well as annual activity 

and financial reports.

Rural Women’s GP 

Service Program 

(RWGPS)

The Royal Flying Doctor Service of Australia (RFDS) is funded to

provide the Rural Women’s GP Service Program (RWGPS). 

The RWGPS aims to improve access to primary health care

services for women in rural and remote Australia who currently

have little or no access to a female GP, by facilitating the travel of

female GPs to these communities. 

The RWGPS is open to all members of the community, including

men and children.

Funding for the delivery of the 

RWGPS is provided by the 

Department of Health.

Brief quarterly reports and six and 

twelve month reports.
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

Medicare Locals 

Program

Medicare Locals operate as health system planners at the

regional level. They are working with service providers and the

community to identify the health needs and service gaps of their

local area populations, including for disadvantaged or

underserviced populations (e.g. Aboriginal or Torres Strait

Islander people and people from culturally and linguistically

diverse backgrounds). 

Medicare Locals deliver a variety of health services to address

service gaps and barriers (e.g. cultural, language, financial,

service availability, geographical) to accessing services. The

range of services delivered by Medicare Locals varies according

to the health needs of the local community and includes after

hours services, psychological services, Aboriginal and Torres

Strait Islander health, care coordination and supplementary

services, community health promotion and self-management,

eHealth change and adoption, nursing, pharmacy support,

asthma and diabetes education. 

Primary and community health objectives targeted by the program

include:

- Reorientating the health system from acute to primary health

care;

- Health promotion/prevention;

- Early detection/intervention;

- Improving access to services;

- Improving timeliness and quality of services;

- Ensuring locally focused and responsive services;

- Improving coordination and integration of primary health care

services; 

- Reducing health inequalities; and

- Supporting delivery of best practice services.

The Department of Health 

provides approximately $327.5 

million in 2012-13 (Note: Some 

Medicare Locals also receive 

State funding). 

The Department of Health is 

responsible for program spending, 

oversight and delivery.

Medicare Locals are required to 

provide an Annual Plan and Annual 

Budget (including Needs Assessment 

Report), Strategic Plan (Annual), Six 

Month Report and Twelve Month 

Report as a part of the reporting 

requirements under the Medicare 

Locals Deed for Funding. 

Components of the Six and Twelve 

Month Reports are available to the 

public.

As Medicare Locals also receive 

additional funding from State Health 

Departments and other departmental 

program areas for specific service 

delivery there are additional reporting 

requirements as dictated by the 

respective program areas.

An independent program evaluation is 

being undertaken.
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

Practice Incentives 

Program (PIP)

The PIP is aimed at supporting general practice activities that

encourage continuing improvements and quality care, enhance

capacity and improve access and health outcomes for patients.

There are 10 separate incentives under PIP that focus on topics

including eHealth, diabetes, asthma, cervical screening,

Indigenous health, quality prescribing, aged care access, GP

procedural services, teaching and rural services.  

Funding for PIP is provided by the 

Department of Health. PIP is 

administered by the Department 

of Human Services. 

Quarterly reporting by the Department 

of Human Services, via the Medicare 

Australia Statistics web portal. 

Life Saving Drugs 

Program

The Life Saving Drugs Program provides patients with very rare

and life threatening conditions with financial assistance to access

expensive and ‘life-saving’ drugs not available on the

Pharmaceutical Benefits Scheme (PBS). In 2012-13, the Life

Saving Drugs Program provided 228 eligible patients with free

access to expensive lifesaving medicines for very rare life-

threatening conditions at a cost of $79 million.

During 2012-13, ten medicines were funded through the program

for the treatment of seven separate disorders including: 

• imiglucerase (Cerezyme®), velaglucerase (VPRIV®) and

miglustat (Zavesca®) to treat Gaucher’s disease;

• agalsidase alfa (Replagal®) and agalsidase beta (Fabrazyme®)

for Fabry disease;

• laronidase (Aldurazyme®) for Mucopolysaccharidosis Type I;

• idursulfase (Elaprase®) for Mucopolysaccharidosis Type II; 

• galsulfase (Naglazyme®) for Mucopolysaccharidosis Type VI; 

• alglucosidase alfa (Myozyme®) for infantile-onset Pompe

disease; and

• eculizumab (Soliris®) for Paroxysmal Nocturnal

Haemoglobinuria. 

Each condition has separate eligibility guidelines, developed and

administered with the advice of an expert disease advisory

committee.

Funding for the Life Saving Drugs 

program is provided by the 

Department of Health.

Annual Report and the Portfolio 

Budget Statements (under Program 

2.3:  Targeted assistance – 

pharmaceuticals)

Further information about the Life 

Saving Drugs Program can be found 

on the Department of Health’s 

website at www.health.gov.au/lsdp
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

The Pharmaceutical Benefits Advisory Committee is an

independent, expert advisory body comprising doctors, other

health professionals and a consumer representative, which

makes recommendations to the Australian Government about

medicines funded through the PBS. In order for a medicine to be

made available for the treatment of patients through the Life

Saving Drugs Program, the medicine must first be rejected for

PBS listing because it fails to meet the required cost effectiveness

criteria.

The Life Saving Drugs Program Criteria and Conditions for

Funding must be satisfied, which include that there is acceptable

evidence to predict that a patient’s life-span will be substantially

extended as a direct consequence of the use of the medicine, and

that the medicine is clinically effective.

Fifth Community 

Pharmacy 

Agreement (5CPA)

5CPA provides $15.4 billion for the dispensing of PBS medicine

and to ensure vital medicines are accessible to the Australian

community. The 5CPA includes $663.4m over the life of the

Agreement for Professional Services and Programs which

promote access to services that assist patient medication

management and support the quality use of medicine and through

this, improve consumer health outcomes. A number of these

programs target particular population groups (such as the Quality

Use of Medicines Maximised for Aboriginal and Torres Strait

Islander people) and geographical settings (such as the Rural

Pharmacy Workforce Program).

·   $13.7b over five years for the 

dispensing of PBS medicines.

·   $952m for the Community 

Service Obligation funding pool, 

which supports the timely supply 

of medicines to all Australians.

·   $663.4m for a range of 

Programs and Services that 

increase patient health outcomes.

·   Data via PBS

·   Department of Human Services 

report data on a number of 5CPA 

Programs

·   Reporting data or activity for 5CPA 

programs by funding recipients
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

Section 100 

Programs

In addition to the drugs and medicinal preparations available

under normal PBS arrangements, a number of drugs are also

available as pharmaceutical benefits but are distributed under

alternative arrangements provided for under section 100 of the

National Health Act 1953 . These programs include the Highly

Specialised Drugs Program, Efficient Funding of Chemotherapy,

Botulinum Toxin Program, Human Growth Hormone Program,

InVitro Fertilisation/Gamete Intra Fallopian Transfer (IVF/GIFT)

Program, and Opiate Dependence Program.

·   The PBS is an uncapped 

special appropriation.

·   Regular service activity and 

financial reports provided in line with 

an agreed reporting framework.

Closing the Gap – 

PBS Co-payment 

Measure

The Closing the Gap (CTG) Pharmaceutical Benefits Scheme Co-

Payment Measure, is one of 14 measures under the Indigenous

Chronic Disease Package. The CTG lowers or removes the

patient co-payment for PBS medicines. The CTG improves

access to Pharmaceutical Benefits Scheme medicines for eligible

Aboriginal and Torres Strait Islanders living with, or at risk of,

chronic disease. Eligible Practice Incentive Program (PIP)

accredited general practices and non-remote Indigenous Health

Services (IHS) may participate in the measure which commenced

on 1 July 2010.

· Commonwealth contribution to 

the National Partnership 

Agreement – Closing the Gap.

· Funding is provided by the 

Department of Health.

·  Department of Human Services 

records registration of PIP accredited 

GP practices and non-remote IHS, as 

well as eligible registered patients.

·  Measure expenditure data is 

reported monthly through DHS.
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TABLE 11A.105

Table 11A.105 Australian Government, community health services programs

Programs funded by the Australian Government during 2012-13

Program Description Budgetary context Reporting 

Primary Health 

Care (Office for 

Aboriginal and 

Torres Strait 

Islander Health)

The program supports Community Controlled Organisations to

improve community access to a broad range of clinical and

population health services. Organisations funded under this

program must deliver primary health care services and/or

advocacy services tailored to the needs of the community. These

services include population health activities; and clinical services

including the treatment of acute illness, emergency care,

management of chronic conditions, crisis intervention and referral.

Funding is provided by the 

Department of Health. 

The program is delivered by a 

range of Aboriginal Community 

Controlled Health Services, Non-

Government Organisations and 

some State and Territory health 

departments.

·  Services are required to undertake 

a quarterly review of progress against 

agreed plans.

·  Organisations provide an annual 

report of service activity. Services 

providing clinical primary health care 

also report biannually against agreed 

national key performance indicators.

Closing the Gap in 

Indigenous Health 

Outcomes -

Indigenous Chronic 

Disease Package

The Indigenous Chronic Disease Package (ICDP) aims to

improve the prevention, detection and management of chronic

disease in Aboriginal and Torres Strait Islander peoples to close

the gap in life expectancy. The ICDP is helping to build a health

system that meets the needs of Aboriginal and Torres Strait

Islander people, providing support to both Aboriginal community

controlled health organisations and mainstream general practices.  

The package provides funding for prevention programs and

community education initiatives to reduce the key risk factors that

contribute to chronic disease; improved access to best practice

chronic disease management and follow up care; and an

expanded Indigenous health workforce to increase the use of

health services by Aboriginal and Torres Strait Islander people

with, or at risk of developing, chronic disease.

Funding for the ICDP is provided 

through the Aboriginal and Torres 

Strait Islander Chronic Disease 

Fund, and the Practice Incentives 

Program – Indigenous Health 

Incentive. 

·  The Department of Health reports 

annually on implementation and 

progress of the Indigenous Chronic 

Disease Package to the Standing 

Council on Health.

Source : Australian Government unpublished.
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TABLE 11A.106

Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

Child Adolescent 

and Family 

Services

Covers services such as youth health, paediatric allied health

(physiotherapy, occupation therapy, social work and counselling,

speech pathology, psychology, audiology), specialist medical

services, early childhood nursing, immunisation, post natal

programs, early intervention and school surveillance services.

Personal Health Record (PHR) - The NSW PHR (also known as

‘the Blue Book’) is distributed to all families with a newborn in

NSW and provides a schedule of nine recommended child health

checks from birth to four years of age. The PHR uses a joint

parental-professional approach to detect or anticipate problems. 

Early Childhood Health Services provide a range of services to

support good health outcomes of children, including parenting

support and education, breastfeeding support, universal health

home visiting, screening for postnatal depression and referral if

necessary, and health and development advice for families with

young children.

Local Health Districts (LHDs) 

receive block funding from the 

Department of Health to provide 

health services to their population. 

Each LHD determines how much 

money is allocated to this 

program.

These services are measured as Non 

Admitted Patient Occasions of 

Service. The number of occasions on 

which one or more health care 

professional provides services to a 

Non-admitted Patient is reported by 

LHDs to the Department of Health 

(DoH) on a quarterly basis.
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TABLE 11A.106

Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

Children’s health 

and wellbeing

Children’s Health and Wellbeing services include universal

services provided to the whole population and targeted services.

Universal services including Postnatal child and family health

services such as early childhood health services and Universal

Home Health Visiting.

Universal Health Home Visiting (UHHV) – is the offer of a home

visit by a Child and Family Health Nurse to all families in NSW

after the birth of their baby. At the UHHV the nurse assesses the

baby’s health and development, and identifies the level of support

the family needs. The nurse can then link parents identified as

requiring additional support to appropriate support and/or

secondary services.

LHD funds Varies by program.  Some services 

measured as Non Admitted Patient 

Occasions of Service.  Other 

programs require quarterly reports on 

tests offered and conducted.

Sustaining NSW Families is a program of nurse led structured

evidenced based sustained health home visiting provided to

vulnerable children at risk of poor developmental outcomes and

their families in selected low socio-economic areas. The program

actively supports parents’ aspirational goals for themselves and

their child and builds parenting capacity and secure parent/ child

relationships. It is prevention and early intervention strategy which

commences in the antenatal period and continues until child is 2

years of age with the aim of optimising child health and

development outcomes. Services include bi-lingual nurses

(English/Arabic and English/Mandarin) and services in a rural

area with a focus on engaging vulnerable Aboriginal families. 

Most funding is Keep Them Safe 

dedicated funding 

Milestone reporting to Department of 

Premier and Cabinet; Quarterly 

acquittals to Treasury on expenditure 

of Keep Them Safe component of the 

budget.
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TABLE 11A.106

Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

Health care needs of children in Out Of Home Care -

coordination and provision of health development and wellbeing

assessments, reviews and interventions of children and young

people in OOHC. This state-wide project is being implemented in

phases commencing with children/young people entering

Statutory Out of Home care who are expected to remain in care

for more than 90 days.

Keep Them Safe funding Quarterly data reporting to Ministry of 

Health.  Milestone reporting to 

Department of Premier and Cabinet; 

Quarterly acquittals to Treasury on 

expenditure of Keep Them Safe 

component of the budget.

Building Strong Foundations for Aboriginal Children Families

and Communities is a culturally safe early childhood health

service for Aboriginal children birth to school entry age and their

families. It aims to support parents and communities to provide an

environment that will optimise the health, development and

wellbeing of their child so that children are ready able to engage

fully in life and learning. It has close links to Aboriginal maternity

services including NSW Aboriginal Mothers and Infants Health

Services and New Directions as well as mains team services.

Teams comprising Aboriginal Health Workers and Child and

Family Health nurses provide the main frontline service. Seven

new sites were funded late 2011/12 bringing total to 15 across

NSW. 

State program funding to selected 

sites.

Annual Reporting and six monthly 

financial acquittal.
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TABLE 11A.106

Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

Screening Domestic Violence Routine Screening - Women are routinely

screened for recent or current domestic violence in antenatal and

early childhood health services, and women aged 16 and over are

screened in mental health and alcohol and other drugs services.

Screening is an early identification and education strategy.

Covers screening and assessment programs particularly directed

towards children to identify problems early so treatment options

are optimized. Program includes the Statewide Eyesight

Preschooler Screening (StEPS) program, Statewide Infant

Screening Hearing (SWISH) program, universal health home

visiting for mothers and babies. 

-         Statewide Eyesight Preschooler Screening (StEPS) - is a

free vision screening program for all four year old children in

NSW. The program is designed to identify childhood vision

problems early which cannot be detected by observation,

behaviour, family history or vision surveillance. By identifying and

treating vision problems during the critical visual development

period, treatment outcomes can be maximised.

LHDs receive global funding from 

the Ministry of Health via annual 

Service Agreements to provide 

health services to their population. 

Domestic Violence Routine 

Screening funding is implemented 

within service agreement 

allocations.

A mix of LHD and Australian 

Government funding.

A one-month data collection snapshot 

from all LHDs is conducted in 

November of each year. This 

provides information on outcomes 

such as screening and identification 

rates, and referrals. Domestic 

Violence Routine Screening is also 

included within the Service Schedule 

of the Ministry of Health and LHD 

annual Service Agreements.

Varies by program. Some services 

measured as Non Admitted Patient 

Occasions of Service. Other 

programs require quarterly reports on 

tests offered and conducted.

Youth health and 

wellbeing

Provides education and health promotion programs, clinical

services and planning of youth friendly services. Also provides

specific health services for homeless and at risk young people.

A mix of LHD and Australian 

Government funding is allocated 

for Innovative Health Services for 

Homeless Youth (IHSHY).

These services are measured as Non 

Admitted Patient Occasions of 

Service. The number of occasions on 

which one or more health care 

professional provides a services to a 

Non-admitted Patient and reported by 

the LHDs to the Department of Health 

on a quarterly basis.

ISHSY program reports annually to 

MCYPH branch.
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TABLE 11A.106

Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

Maternal and

child health

Maternity services are part of the core services provided by LHDs

to their population. Community antenatal and postnatal care is

provided including through shared care arrangements with GPs.

Targeted programs for vulnerable populations include: 

- Aboriginal Maternal and Infant Health Service (AMIHS) provides

culturally appropriate antenatal and postnatal care up to 8 weeks,

to Aboriginal mothers and babies. Mental health and drug and

alcohol secondary services are being delivered in selected AMIHS

sites across the state as part of the Indigenous Early Childhood

Development National Partnership Agreement (IECD NP). Quit for

new life, a smoking cessation intervention specifically for

Aboriginal pregnant women is also being rolled out across AMIHS

programs. 

LHD block funding and some 

IECD NP funds (Commonwealth)

Varies by program. Some services 

measured as Non Admitted Patient 

Occasions of Service.

Regular reports on activity, outcomes 

against indicators

Child Protection 

Counselling 

Services

CPCS are located in each NSW Local Health District and provide

specialist, tertiary-level counselling and casework services to

children and young people and their families, where abuse or

neglect has been substantiated by Community Services. This

usually involves a medium- to long-term intervention (between 3

months and 18 months). Interventions are child-focussed and

family-centred, and aim to address and stop the effects of abuse

and neglect and exposure to domestic violence on children and

young people. The aim is to work toward maintaining the child or

young person living with their family wherever this is possible. 

LHD receive block funding from 

the Ministry of Health to provide 

health services to their population. 

Each LHD determines how much 

money is allocated to this 

program.

These services are measured as Non 

Admitted Patient Occasions of 

Service. The number of occasions on 

which one or more health care 

professional provides a services to a 

Non-admitted Patient and reported by 

the LHDs to the Ministry of Health on 

a quarterly basis.

PRIMARY AND

COMMUNITY HEALTH

PAGE 5 of TABLE 11A.106

INDIGENOUS

COMPENDIUM 2014  



TABLE 11A.106

Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

Family Referral 

Services

Family Referral Services (FRS) are intended to link vulnerable

children, young people, and families with appropriate available

support services in their local area. FRS refer clients to a range

of local support services such as case management, housing,

childcare, supported playgroup, drug and alcohol/mental health

services, youth services, hoe visiting, family support, parenting

education and respite care. 

The target group is vulnerable children and young people who are

below the threshold for statutory child protection intervention, and

their families. Government agencies, non-government

organisations, and the private sector (e.g., general practitioners,

childcare workers) can refer families to Family Referral Services.

Families may also self-refer.

There are 8 Family referral Services currently operating in NSW

covering the following regional areas: Western NSW, Hunter

Central Coast, Western Sydney (2), Illawarra, New England North

West, Mid North Coast and Far North Coast.

Keep Them Safe ‘protected item’ 

funding.  NSW Ministry of Health 

procures these services from non-

government organisations on 

behalf of the whole of 

government.

Milestone reporting to Department of 

Family and Community Services. 

Quarterly acquittals to Treasury on 

expenditure of Keep Them Safe 

component of the budget

Services for 

Children under 10 

years with 

Problematic or 

Harmful Sexual 

Behaviour

Under Keep Them Safe (KTS) NSW Health committed to

expanding services for children aged under 10 years who display

problematic or harmful sexualised behaviour, including Aboriginal

children. To increase service delivery, the Ministry of Health

allocated KTS funding to enhance the Sparks program in the

Hunter New England LHD, which is the only NSW Health

specialist  service responding to this client group. The Ministry is

also developing a statewide policy directive and guidelines on

best practice service delivery, including training requirements for

staff, were necessary to resolve current issues and assist LHDs in

their local responses to the target group. 

LHD funding and Keep Them 

Safe ‘protected item’ funding

Milestone reporting to Department of 

Premier and Cabinet; Quarterly 

acquittals to Treasury on expenditure 

of Keep Them Safe component of the 

budget.
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Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

New Street New Street provides a coordinated, consistent, quality response

to children and young people aged 10–17 years who sexually

abuse and their families, through an expanded network of

specialised NSW Health New Street services. New Street

Services for Children and Young people have been enhanced

through the establishment of an additional site in Newcastle

(Hunter New England LHD), a new service in Dubbo (Western

NSW LHD) and an additional clinical position at the Sydney and

Central Coast New Street Service.  A Clinical Advisor position for

New Street Services and the Pre-Trial Diversion of Offenders

Program has been created and filled. 

LHD funding and Keep Them 

Safe funding

Milestone reporting to Department of 

Premier and Cabinet; Quarterly 

acquittals to Treasury on expenditure 

of Keep Them Safe component of the 

budget.

Health Child 

Wellbeing Units

Health Child Wellbeing Units provide support and assistance to

health mandatory reporters to assist them to identify and provide

appropriate responses for children and young people at risk of

significant harm and to determine what other supports should be

put in place for vulnerable children and young people below this

statutory reporting threshold.

Keep Them Safe ‘protected item’ 

funding. 

Milestone reporting to Department of 

Premier and Cabinet. Quarterly 

acquittals to Treasury on expenditure 

of Keep Them Safe component of the 

budget

Medical and 

forensic services 

for victims of sexual 

assault

This program area aims to improve forensic and medical services

for victims of sexual assault and child abuse and ensure these

services are culturally competent. The program has a particular

focus on improving access in rural and remote communities.

Combination of Ministry of Health 

allocation, LHD block funding and 

Commonwealth funding 

(Indigenous Health-National 

Partnership Agreement)

LHDs report on service provision via 

a payment determination for a fee to 

be payable to non-salaried medical 

practitioners in designated rural LHDs 

conducting forensic and medical 

examinations for sexual assault 

victims.
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Table 11A.106 New South Wales, community health services programs

Programs funded by the NSW Government during 2012-13

Program Description Budgetary context Reporting 

Joint Investigation 

Response Teams 

(JIRT)

JIRT is collaborative arrangement between NSW Community

Services, NSW Police and NSW Health. The primary aim of JIRT

is to minimise the number of investigative interviews child victims

of sexual abuse, physical abuse and extreme neglect have to

undertake and to provide seamless service delivery to child

victims and their non-offending family members. NSW Health

became an equal partner in JIRT in 2009. As the 2012 JIRT

Secretariat, NSW Health is responsible for leading the review of

the JIRT Policy and Procedures Manual (2001), the Memorandum

of Understanding between the three partner agencies and the

Statewide Management Group’s Terms of Reference. NSW

Health is also in the final stages of recruiting and placing 24

Senior Health Clinicians in every JIRT office across the state.

LHDs receive global funding from 

the Ministry of Health via annual 

Service Agreements to provide 

health services to their population. 

JIRT funding is implemented 

within service agreement 

allocations.

Keep Them Safe (KTS) requires an 

audit of the JIRT Program every three 

years. An annual JIRT CEO Report 

Card is collated each year to meet the 

KTS audit requirements.

Sexual Assault 

Services

NSW Health’s 55 Sexual Assault Services provide holistic

specialist assistance to adult and child victims of sexual assault

including supporting their psycho-social, emotional and cultural

wellbeing. Free counselling, court support, medical and forensic

examinations and medical treatment are available to anyone who

has recently been sexually assaulted in NSW. 

LHDs receive global funding from 

the Ministry of Health via annual 

Service Agreements to provide 

health services to their population. 

Sexual Assault Service funding is 

implemented within service 

agreement allocations.

Sexual Assault Services are included 

within the Service Schedule of the 

Ministry of Health and LHD annual 

Service Agreements.

Source : NSW Government unpublished.

PRIMARY AND

COMMUNITY HEALTH

PAGE 8 of TABLE 11A.106

INDIGENOUS

COMPENDIUM 2014  



TABLE 11A.107

Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Primary Care 

Partnerships 

(PCPs) Strategy

Primary Care Partnerships (PCPs) are cross government funded

voluntary alliances of heath and human services provider

organisations. There are 29 PCPs in Victoria which engage over

1000 organisations. PCPs deliver local service system reforms

to:

• improve the coordination of services

• improve the way health promotion is planned, implemented and

evaluated; and

• improve the management of chronic disease.

The strategy to improve the coordination of services is supported

by a state-wide policy and operational framework and includes:

state-wide practice standards and a continuous improvement

manual

tools for screening, referral and coordinated care planning

• data standards for sharing client health and care information

embedded in agency client management software applications;

and

• e-referral systems to securely share client information with client

consent.

PCPs identify local health and well being priorities and ways to

address these priorities. ‘Place based’ partnership approaches

are used to assess and engage with communities that experience

significant disadvantage. Interventions may be targeted to

particular population groups, for example, farmers, people with a

refugee background and ethnic communities. 

Core funding provided by the 

Victorian Department of Health.  

Additional funding provided by 

other Victorian government 

departments including the 

Department of Justice and the 

Department of Transport, 

Planning and Local Infrastructure.

Suite of reports as part of the 

2009–2012 PCP planning and 

reporting requirements.  This includes 

a three year strategic plan and impact 

oriented reports against each area of 

the PCP program logic.

A new PCP Program Logic for 2013-

17, with changed reporting 

requirements for PCPs, will be 

implemented in 2013-14.
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TABLE 11A.107

Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Refugee Health 

Nurse Program

The Refugee Health Nurse Program (RHNP) seeks to optimise

the long-term health of asylum seekers/ refugees by promoting

accessible and culturally appropriate health care services that are

innovative and responsive to the unique needs of asylum

seekers/refugees. The program supports a coordinated model of

care, and acknowledges the importance of early identification and

intervention in health issues in the early stages of settlement.

The RHNP has three aims: 

• to increase refugee access to primary health services

• to improve the response of health services to refugees’ needs;

and 

• to enable refugee individuals, families and communities to

improve their health and wellbeing.

The RHNP builds the capacity of individuals, families and refugee

communities to improve their health through: disease

management and prevention; the development of referral

networks and collaborative relationships with general practitioners

and other health providers; connection with social support and

orientation programs. 

• The Victorian Government funds 

the RHNP through the 

Department of Health.

• Community health services are 

funded to deliver the RHNP.

• Community health services funded 

under the RHNP report hours of 

service on a quarterly basis. 
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Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Dental Health 

Program

All health care and pensioner concession care holders and their

dependants are eligible for public dental services in Victoria.

Services are provided to eligible Victorians through community

dental clinics in community health services, rural hospitals and the

Royal Dental Hospital of Melbourne. 

There are waiting lists for public dental care at all clinics, however

eligible people with urgent needs are given priority and are

assessed within 24 hours of contacting a clinic. Urgent dentures

are provided within 3 months. 

In addition to people with urgent dental needs, people who have

priority access are offered the next available appointment for care

and are not placed on a wait list. Priority access to public dental

care is provided to:

• Children up to the age of 12

• Young people aged 13 – 17 who are dependants of holders of

health care or pensioner concession cards

• Registered clients of mental health and disability services,

supported by a letter of recommendation from their case manager

or staff of special development schools

• Refugees and Asylum Seekers

• Aboriginal and Torres Strait Islanders 

• Pregnant women

• State funded public dental 

services are output funded and 

supported by an activity based 

funding model.

• From 1 July 2013, with the 

implementation of the National 

Partnership Agreement on 

Treating More Public Dental 

Patients, the funding unit is a 

Dental Weighted Activity Unit 

(DWAU), calculated using the 

Australian Dental Association 

(ADA) three digit item codes and 

a weighting.

• Performance targets are set by the 

department and monitored through 

various reporting mechanisms to 

demonstrate program delivery.  

Examples of targets are people 

treated, waiting times and quality 

measures.

• Funded agencies delivering dental 

services are set DWAU targets based 

on their total service delivery funding.  

For performance monitoring, all 

activity (treatment items) are 

converted to DWAUs.
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Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Fees for public dental services apply to people aged 18 years and

over, who are health care or pensioner concession card holders

or dependants of concession card holders and children aged

0–12 years who are not health care or pensioner concession card

holders or not dependants of concession card holders. An

inability to pay fees cannot be used as a basis for refusing a

dental service to an eligible person. Exemption from fees for

public dental services applies to the following people:

• Aboriginal and Torres Strait Islanders 

• Homeless people and people at risk of homelessness 

• Refugees and Asylum Seekers

• Children & young people aged 0-17 years who are health care or

pensioner concession card holders or dependants of concession

card holders 

• All children and young people up to 18 years of age, who are in

out-of-home care provided by the Children Youth & Families

Division of DHS 

• All youth justice clients up to 18 years of age in custodial care 

• Registered clients of mental health and disability services,

supported by a letter of recommendation from their case manager

or staff of special developmental schools

• Those receiving care from undergraduate students

• Those experiencing financial hardship
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Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Nurse on Call NURSE-ON-CALL is a statewide telephone-based health line that

provides residents of Victoria with timely access to health

information, assistance and advice for the cost of a local phone

call. The service operates 24 hours, 7 days a week and takes

about 1,000 calls per day. NURSE-ON-CALL uses registered

nurses to triage callers’ symptoms and health issues so as to

advise on health care needs. NURSE-ON-CALL also provides

callers with health information; and information about local health

providers.

NURSE-ON-CALL is delivered by 

Medibank Health Solutions under 

contract to the Department of 

Health. 

Medibank Health Solutions provides 

the department with a number of 

monthly reports.

IHSHY Program The Innovative Health Services for Homeless Youth (IHSHY)

program is a Commonwealth/State funded initiative that promotes

health care for young people who are homeless or at risk of

homelessness. Funding is provided to community health services

to deliver innovative and flexible health services for the target

population. The services respond to the complex health needs

and improve their access to mainstream health services. IHSHY

provides a means of engaging young people who may not

otherwise access health services.

Joint state/Commonwealth 

funded. IHSHY is provided under 

the National Healthcare 

Agreement. 

Quantitative performance targets are 

set by the department and monitored 

quarterly.
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Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Maternal & Child 

Health

The Healthy Mothers, Healthy Babies program aims to reduce the

burden of chronic disease and reduce health inequity by

addressing maternal risk behaviours and providing support during

pregnancy. The program is delivered by community health

services in areas that have high numbers of births and higher

rates of relative socioeconomic disadvantage. The objectives of

the program are to: 

• improve women’s access and attendance at antenatal and post

natal services

• improve women’s access to a range of support services which

may include health, welfare, housing and education services

• deliver health promotion messages that aim to reduce risk

behaviours, and promote healthy behaviours.

Women eligible for the program are those women who are not

able to access antenatal care services or require additional

support because of their: 

• socioeconomic status

• culturally and linguistically diverse backgrounds

• Aboriginal and Torres Strait Islander descent

• age, or 

• residential distance to services.

The Victorian Government funds 

the program through the 

Department of Health.

Funding of this program continues 

until June 2014. 

Extension of funding for this 

program beyond 30 June 2014 is 

subject to budget outcomes.

Quantitative performance targets are 

set by the Department of Health and 

monitored quarterly.  

The performance of the program was  

monitored through a formal evaluation 

completed in August 2011.
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Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Children’s Health & 

Wellbeing

Services for children and families within community health are

based on evidence which identifies the significance of the early

years. Through supporting early identification and treatment of

health and developmental problems, community health services

respond to the needs of young children and their families.  

Child health teams provide multidisciplinary care through a mix of

group and individual interventions. Services promote positive

health, growth and functioning within the community. Their focus

is the provision of early interventions as well as to improve the

capacity of parents and families to understand and manage the

health and development needs of their child. Community health

practitioners also support families to access additional services

they may require in the community.

The Victorian Government funds 

the program through the 

Department of Health.

Quantitative performance targets are 

set by the department and monitored 

quarterly.  
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Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Community Health 

Program

The Community Health Program provides funding to

approximately 100 Community Health Services (CHSs) operating

from approximately 350 sites across Victoria. This strong

connection to communities enables community health services to

develop models of care that are responsive to their consumers

and reflect the diverse underlying determinants of health. In this

way, community health services combine the social model of

health with clinical care to maximise outcomes for their

consumers.

CHSs play an important role in preventive, rehabilitative,

maintenance and support services for people at risk of, or with

complex conditions and chronic illnesses. In addition, community

health prioritises services to population groups that are known to

have poor health status, are subject to disadvantage or are at

risk. These include people who are homeless or at risk of

homelessness, refugees, aboriginal people, people with an

intellectual disability or a serious mental illness. Funding is

provided for the provision of direct care, and for health promotion.

CHSs are also major providers of Home and Community Care

Services, Dental, General Practice, Drugs Program, Disability and

other State and Commonwealth programs.

These services are funded under 

the Primary Health Funding 

Approach. The Approach includes 

two components (1) direct care 

and (2) health promotion.

Quantitative performance targets are 

set by the department and monitored 

quarterly. 

CHSs report annually to their 

consumers, carers, community and 

other stakeholders through the 

Quality of Care report. 

Agencies funded for health promotion 

are required to develop four year 

health promotion plans and report on 

those plans on an annual basis.
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Table 11A.107 Victoria, community health services programs

Programs funded by the Victorian Government during 2012-13

Program Description Budgetary context Reporting 

Family Planning Family planning services assist Victorians to make individual

choices on sexual and reproductive health matters by providing

services that are accessible, culturally relevant and responsive to

people who experience difficulty accessing mainstream services. 

Family planning health promotion focuses on promoting the

sexual and reproductive health of Victorians, with a focus on

groups at higher risk of ill-health.

Funding for family planning services is provided to community

health services, and to a statewide service, Family Planning

Victoria (FPV). 

From 2009-10, funding is 

provided under the National 

Healthcare Agreement. 

Quantitative performance targets are 

set by the department for direct 

service provision, and monitored 

quarterly.  

In line with broader Integrated Health 

Promotion Program requirements, 

agencies funded for family planning 

health promotion are required to 

submit a health promotion plan every 

four years and report on this plan 

annually.

Early Intervention in 

Chronic Disease 

(EIiCD)

EIiCD focuses upon community based early intervention services

for people with chronic diseases.

The aim of the initiative is to enhance existing capacity of

community health services in supporting people with chronic

disease in managing the impact of their condition including the

physical, emotional and psychological impact of having a chronic

disease. Services aim to reduce the impacts of chronic disease,

slow disease progression and reduce potential/future

hospitalisation. Models of care are multidisciplinary and provide

self management support, care coordination, education, allied

health and nursing.

These services are funded under 

the Primary Health Funding 

Approach

Quantitative performance targets are 

set by the department for direct 

service provision, and monitored 

quarterly.

Source : Victorian Government unpublished.
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Table 11A.108 Queensland, community health services programs

Programs funded by the Queensland Government during 2012-13

Program Description Budgetary context Reporting 

Alcohol, Tobacco  

and Other Drug 

Services

Alcohol, Tobacco and Other Drug Services in Queensland are

delivered through approximately 97 public and non-government

organisations. Services include a range of prevention and health

promotion activities; screening and assessment; care

coordination and support; counselling; early and brief intervention;

referral and aftercare. 

Services are provided to a broad population (including men,

women and Indigenous Australians) who are referred from a

range of sources including self, family and friends, community

and health services, GPs and, law and justice agencies.

Alcohol and other drug services are delivered within a harm

minimisation framework, consistent with the National Drug

Strategy 2010-2015.

Funded through State Output 

Revenue and Commonwealth 

funds.

National reporting through National 

Minimum Data Set (NMDS) 

processes - national publication is 

prepared from the NMDS.

Oral health services Oral health services are provided to eligible children and adults

via community and school-based mobile and fixed public dental

clinics. Services include general and specialist dental care, and

health promotion and disease prevention activities.

Services are primarily funded by 

the Queensland Department of 

Health, with some 

Commonwealth funding.  

Services are delivered by Hospital 

and Health Services.

Performance targets and overall 

financial reporting are published in 

Queensland Health’s annual report 

and Service Delivery Statement.
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Table 11A.108 Queensland, community health services programs

Programs funded by the Queensland Government during 2012-13

Program Description Budgetary context Reporting 

Retrieval Services 

and Counter 

Disaster (RSCD)

The emergency retrieval and aeromedical transport of critically ill

or injured patients across Queensland and the north coast of New

South Wales is coordinated by RSCD to improve access to, and

the quality of available transport resources to support patients

ranging from acute, urgent, high dependency care to non-urgent,

low dependency care.

These transport services are provided under statewide service

agreements in partnership with non-government organisations

including: Royal Flying Doctor Service (RFDS), community

helicopter providers and CareFlight Medical Services; and with

Emergency Management Queensland and the Queensland

Ambulance Service, Department of Community Safety and

Australian Helicopters Pty Ltd.

For patients who can travel by themselves and are required to

travel away from their home to access specialist medical

services, financial assistance is provided to eligible patients

through the Patient Travel Subsidy Scheme (PTSS).

Funding source - State Output 

Revenue (except for the RFDS 

aeromedical services provided 

from the Cairns, Mt Isa and 

Charleville bases which are 

partially funded by the 

Commonwealth.  RFDS also 

provides primary health care 

services funded by the 

Commonwealth.)

Budget oversight - RSCD

Governance oversight - RSCD

Delivered - RSCD

No patient transport reports are 

provided externally. 

Internally, activity reports are provided 

to the Hospital and Health Services 

(HHSs) to assist in the monitoring of 

usage of road ambulance, fixed-and 

rotary wing aeromedical transport at 

HHS and facility level.

PTSS activity and expenditure reports 

are provided monthly to HHSs and will 

be provided to CBRC in the mid-year 

financial review 2013-14
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TABLE 11A.108

Table 11A.108 Queensland, community health services programs

Programs funded by the Queensland Government during 2012-13

Program Description Budgetary context Reporting 

Blood Borne 

Viruses and 

Sexually 

Transmissible 

Infections (BBVs 

and STIs)

The program implements five national strategies:

1. The Sixth National HIV Strategy 2010-2013;

2. The National Hepatitis B Strategy 2010-2013.

3. The Third National Hepatitis C Strategy 2010-2013;

4. The Second National Sexually Transmissible Infections

Strategy 2010-2013;

5. The Third National Aboriginal and Torres Strait Islander Blood

Borne Viruses and Sexually Transmissible Infections Strategy

2010-2013.

Services and public health programs are delivered through public,

non-government and private organisations including 16 Hospital

and Health Service (HHS) Sexual Health Clinics providing

preventative and clinical BBV and STI services.  

Clinical and funded non-government programs target groups

most at risk of BBVs and STIs. (e.g. gay men, injecting drug

users, culturally and linguistically diverse, Aboriginal and Torres

Strait Islanders and young people).

The Queensland HIV Strategy 2012-2015 outlines the strategic

direction for HIV prevention and management in Queensland. 

Funded through the National 

Healthcare Agreement (NHA) and 

a combination of other 

Commonwealth and State Output 

Revenue.

Six monthly performance reports on 

activities by funded NGO programs

Quarterly report provided to the BBV 

and STI Standing Committee 

(BBVSS)

Commonwealth Indigenous funding 

reports

Notification data for BBVs and STIs 

provided for the NHA report.
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TABLE 11A.108

Table 11A.108 Queensland, community health services programs

Programs funded by the Queensland Government during 2012-13

Program Description Budgetary context Reporting 

Get Healthy 

Services

Under an agreement with New South Wales Ministry of Health,

Queensland has implemented the Get Healthy Information and

Coaching Service (GHS) available to Queensland adults through

13Health (13 432584) or via www.gethealthy.qld.gov.au. 

Since commencement on the 8 February 2013 to the 30 June

2013, over 1300 contacts were received resulting in 452

participants enrolling in the Get Health Coaching program.

The Service has been promoted through a range of channels to

the broader community, community organisations, health service

providers, workplaces and state and local government.

Funding for the Get Health 

Information and Coaching Service 

is provided through the National 

Partnership Agreement on 

Preventive Health, Healthy 

Workers initiative.

Reports are received as per 

contractual requirements between 

Queensland Department of Health 

and New South Wales Ministry of 

Health.

Women's health Queensland Health supports remote Aboriginal and Torres Strait

Islander women’s participation in cervical screening through the

Healthy Women’s Initiative (HWI). The HWI is a network of 16

designated Aboriginal and Torres Strait Islander women’s health

workers who focus on cervical screening and women’s health

issues to improve the health outcomes for Aboriginal and Torres

Strait Islander women.

The Department of Health funds the Mobile Women’s Health

Service (MWHS) to provide an outreach health service to women

in rural and remote communities who may be geographically

and/or socially isolated. The service is a network of 15 clinical

nurse consultants and 2 Indigenous Women’s Health Workers

who provide cervical screening and women’s health clinics in over

200 communities across Queensland. 

Funding for the HWI and MWHS 

are provided through the National 

Healthcare Agreement and State 

Output Revenue. 

Delivery of the HWI and MWHS is the 

responsibility of Hospital and Health 

Services in accordance with Service 

Level Agreements.
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TABLE 11A.108

Table 11A.108 Queensland, community health services programs

Programs funded by the Queensland Government during 2012-13

Program Description Budgetary context Reporting 

Enhanced Maternal 

and Child Health 

Service

Queensland Health is implementing the Enhanced Maternal and

Child Health Service to ensure all families have access to two

home visits in the first month following birth and community clinics

at key stages during the first year of a child's life.

State government

Delivered by state government, 

may be delivered in partnership 

with other providers

Quarterly reporting

Child health 

services

A range of child health services are provided to children and

young people aged 0-18 years and their families in the

community. These services may include interventions such as

child development checks, lactation support, parent information

sessions; as well secondary and/or tertiary health services such

as parenting and behaviour support, nutrition support, or referrals

to other service providers. Services are available to all children

and young people aged 0-18 years and their families as well as

targeted services to particular or ‘at risk’ populations such as

young parents, Aboriginal and Torres Strait Islander families, and

refugee families. 

State and Commonwealth 

government funding. 

Delivered by state government, 

may be delivered in partnership 

with other providers

Local Hospital and Health Service 

reporting arrangements are in place.

Source : Queensland Government unpublished.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

National 

Partnership 

Agreement (NPA) - 

Closing the Gap in 

Indigenous Health 

Outcomes

The Closing the Gap NPA is centred on five priority areas through

the delivery of services to Indigenous communities throughout

WA:

Area 1 – Tackling Smoking

• Outcomes – Reduction in smoking prevalence and in the burden

of tobacco related disease for Aboriginal communities. 

• Outputs - 11 State funded Tackling Smoking programs were

successfully implemented throughout the State and all are

delivering a range of strategies and activities for smoking

cessation and/or prevention. Interventions include education,

social marketing, brief intervention and smoking cessation quit

groups. 

Area 2 – Healthy Transition to Adulthood 

• Outcomes – Increased sense of social and emotional wellbeing;

Reductions in uptake of alcohol, tobacco and illicit drugs, rates of

sexually transmissible infections, hospitalisations for violence and

injury and morbidity and mortality amongst Aboriginal men.

• Outputs - 24 programs continue to increase the access and

uptake of services supporting social and emotional well being

among young Aboriginal people. Initiatives include self-esteem,

sexual health and drugs and alcohol education, social marketing,

training, counselling and peer mentorship and leadership

strategies.

• Area 1 – Commonwealth and 

State funded

• Area 2 – State funded

• Area 3 – State funded

• Area 4 Commonwealth and 

State

• Area 5 – Commonwealth and 

State

• Programs delivered by both WA 

Health and non-government 

organisations (Aboriginal 

Community Controlled Health 

Organisations)

• WA requires biannual reporting from 

all COAG Closing the Gap programs. 

Service providers report on contract 

outputs using a defined template.

• Templates are reviewed to monitor 

performance. Quantitative and 

qualitative data is also collated to 

provide an overview of levels of 

service provision.

• WA reports annually through 

AHMAC for Closing the Gap funded 

programs.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

Area 3 – Making Indigenous Health Everyone’s business 

• Outcomes - Increase health outcomes for Indigenous people in

prison settings and Aboriginal men’s health.

• Outputs - 14 programs continue to increase health outcomes for

Aboriginal men and Aboriginal people in the prison settings and

post-release. Ten of these are Aboriginal Health Community Re-

Entry programs.

Area 4 – Primary Health Care Services that can deliver

• Outcomes - Improved access to quality primary health care;

increased uptake of MBS-funded services; Implementation of best

practice standards and accreditation and increased cultural

competence of primary care services.

• Outputs – A suite of 26 State funded primary health care

services continue to be delivered through culturally secure

community health care settings with a focus on the prevention,

early detection, treatment and self management of chronic

disease.

Area 5 – Fixing the gaps and improving the patient journey

• Outcomes - Reduced average length of stay; Improved level of

engagement to deliver better follow up and referrals; Improved

patient satisfaction and health journey and reduced admissions

and incomplete treatments.

• Outputs - 24 State funded programs continue to support access

to patient transport services and improvements in continuum of

care particularly for Aboriginal people living in rural and remote

WA.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

NPA Indigenous 

Early Childhood 

Development 

(IECD)

The IECD NPA is centred on the following element:

Element 3: Increase access to, and use of, maternal and child

health services by Indigenous families

• Outputs - A further 14 programs continue to provide postnatal

services and outreach programs with a focus on adolescent

mothers. These programs provide clinical policies, guidelines and

standards of practice, and work force support and development to

maternal and child health services delivering care to Aboriginal

women. These services also include the provision of child health

checks and immunisation services.

• Element 3 – State funded

• Programs delivered by both WA 

Health and non-government 

organisations (Aboriginal 

Community Controlled Health 

Organisations)

• WA requires biannual reporting from 

all COAG IECD programs. Service 

providers report on contract outputs 

using a defined template.

• Templates are reviewed to monitor 

performance. Quantitative and 

qualitative data is also collated to 

provide an overview of levels of 

service provision.

• WA reports annually to Australian 

Government Department of Health for 

the programs.

Primary 

health/chronic 

disease programs 

for Aboriginal 

communities

WA has carriage of approximately 18 contracted primary

health/chronic disease programs across the State in a community

health care setting with a focus on the prevention, early detection,

treatment and self management of chronic disease.

• Outcomes – the majority of these services aim to increase

access to culturally appropriate primary health care services for

Aboriginal people in WA.

• Outputs – provision of 24-hour accident and emergency

services, outpatient services, management of chronic conditions,

immunisation, health promotion, screening and associated

treatment, maternal and child health and integration of service

delivery.                                                                                             

• State funding is provided

• Programs delivered through 

Aboriginal Community Controlled 

Health Organisations (non-

government).

• WA requires biannual reporting from 

all COAG IECD programs. Service 

providers report on contract outputs 

using a defined template.

• Templates are reviewed to monitor 

performance. Quantitative and 

qualitative data is also collated to 

provide an overview of levels of 

service provision.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

Aboriginal Child 

Health Interim 

Schedule

A comprehensive schedule of maternal and child contacts for

Aboriginal families with young children (0-5 years) is provided in

Country WA. The approach builds on and strengthens the existing

universal child health schedule by offering additional visits to

families who do not wish to access mainstream child health

services or those families who need additional support. 

• State funding is provided directly 

to individual health services or 

regions.

• Health services or regions are 

responsible for delivering 

Aboriginal child health services.

• Services are reported as Occasions 

of Service for non-admitted patients  

• Reports are produced for service 

planning and reviews. 

WA Country Health 

Service programs

Pit Stop Men’s Health program encourages men to have regular

health checkups through attaching the concept of mechanical

tune-ups for their cars to their own health. WA delivers the

program and provides resources to other service providers.

• State funding was provided to 

set up the program. State funding 

is used to administer the program. 

• Reporting provided on an annual 

basis.

Subsidised Dental 

Care Program

Dental care is provided to eligible financially disadvantaged

people (pensioners and other recipients of a benefit/allowance

from Centrelink or Department of Veterans’ Affairs) via:

• Public dental clinics in the metropolitan and country areas

• Private practitioners participating in the Metropolitan and Country 

Patients’ Dental Subsidy Scheme

• In addition, a Domiciliary Unit provides dental care for

housebound patients. Dental care is also provided for special

groups and institutionalised people

• Aged Care Dental Program provides dental care to residents of

registered aged care facilities. Residents are eligible to receive

free annual screening dental examinations and a care plan.

Further treatment needs are advised and the patient is referred to

an appropriate provider. Ongoing treatment is through one of the

Government programs for eligible residents.

State funding is provided. Program measures include:

• Access to dental treatment for 

eligible people

• Average waiting times

• Average cost of completed courses 

of adult dental care.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

Child and 

Adolescent 

Community Health - 

Child Health 

Services 

(statewide)

• Child health services aim to promote improved health outcomes

for babies, young children and their families across Western

Australia through the provision of a range of universal and

targeted prevention, early identification and intervention

community health services. 

• WA offers a universal Birth to School Entry community child

health service that begins with a child health nurse contacting all

mothers of new babies within 10 days of birth and the offer of an

additional 6 contacts at the critical points in the child’s

development throughout the first four years of life. More intensive

services are offered and provided to individual families and

groups according to need. 

• The Enhanced Aboriginal Child Health Schedule provides a

modified and expanded version of the Universal Child Health

Contact Schedule, offering to families 15 scheduled contacts from

pregnancy to five years of age. These are offered in a consistent

and culturally appropriate manner. The object is to proactively

engage with Aboriginal families who do not access mainstream

services and are known to have higher health needs.

• Services are delivered in child health centres, community based

centres and in homes. Information and support is offered

regarding parenting, child health and development, child

behaviour, maternal health and wellbeing, child safety,

immunisation, breast feeding and nutrition. 

• State funding is provided. 

• WA Health Services are 

responsible for delivering child 

health services.

• Services are reported as Occasions 

of Service for non-admitted patients. 

• Reports are produced as required 

for service planning and reviews. 

• Quarterly reports against key 

performance indicators are provided 

to the Government.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

School Health 

Services 

(statewide)

• School health services aim to promote improved health

outcomes for school aged children and young people through

universal and targeted prevention, health promotion, early

identification and intervention. 

• Services are provided by the WA Department of Health on

school sites in collaboration with education providers. 

• Key elements of the program are universal health assessments

at school entry to all students in government and non government

schools, support to children in schools with particular health

needs, access to health care for adolescents and health

promotion for all students. In secondary government schools the

focus is more on health promotion and providing to students the

opportunity for access to a health professional who can advise,

assess and refer according to the presenting health issue.

• The program is State funded.

• Agreement is between the WA 

Department of Education and WA 

Department of Health which 

underpins the delivery of School 

Health Services. 

• The WA Department of 

Education partly funds School 

Health Services in WA

• Services are reported as Occasions 

of Service for non-admitted patients. 

• Reports are produced as required 

for service planning and reviews.

• Service delivery reports are not 

accessible to the public.

Child and 

Adolescent 

Community Health - 

Child Development 

Services 

(Statewide)

• Community child development services in Western Australia

provide a range of assessment, early intervention, and treatment

(therapy) services to children with or at risk of developmental

delay and disorders. The intention is to assess and intervene

early to address developmental issues to maximise a child’s

potential and reduce the likelihood of conditions becoming

consolidated and requiring more intensive and expensive

therapeutic services later in life.

• Child development services work with mental health, education

and disability service providers to maximise opportunities for a

child as part of a holistic and family centred approach.

• The child development service workforce comprises: speech 

• State funding is provided. 

• WA Health Services are 

responsible for delivering child 

development services.

• Services are reported as occasions 

of service (for non-admitted patients). 

• Additional reports are produced as 

required for service planning and 

review, including for example number 

of new referrals and wait times.  
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

Chronic Disease 

Management

A range of non-hospital care is provided across the spectrum of

chronic disease management including cardiovascular, diabetes,

musculoskeletal conditions, respiratory and renal disease.

Programs are delivered through the Better Health Improvement

Projects (BeHIP) in line with the WA Chronic Health Conditions

Framework (2011) and Chronic Conditions Self-Management

(CCSM) Strategic Framework, including:

• Metropolitan Healthy Lifestyles

• Chronic Condition Self-Management (CCSM)

• Familial Hypercholesterolemia

• Multidisciplinary Diabetes Services

• Chronic condition Service Coordination (CCSC)

• Funding for these services is 

mainly via core WA Department 

of Health funding to Health 

Services and Medicare Locals.

• The State program measure for all 

non-admitted patient services is 

Occasions of Service. 

• In some areas quantitative and 

qualitative data is collected including 

client questionnaires and clinical 

outcome measures. 

• Program measures include numbers 

of programs and services delivered; 

clients and referrals; referral sources; 

service providers trained. 

The CCSM programs are multi-disciplinary and often inter-

agency, and educate consumers on symptom monitoring, action

planning and self efficacy as well as supporting access to health

and social care services in a timely manner to prevent

deterioration of their condition and ultimately reduce

hospitalisation. The multidisciplinary teams include nursing,

psychology, dietetics, occupational therapy, physiotherapy,

podiatry and social work. Aboriginal Health Liaison Officers

facilitate and improve access to services and programs for the

Aboriginal population. 

The CCSC is integrated into other National Partnership

Agreement programs and provide multi-agency care co-

ordination, planning and case management, individual and group

education and physical rehabilitation. Extensive stakeholder

engagement, consultation and collaboration with government

community health services, government and non-government

providers, consumers, carers, and Medicare Locals enables the

team to integrate services to support ongoing consumer self-

management.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

Alcohol and other 

drug treatment 

services 

The WA Drug and Alcohol Office (DAO) provides or contracts a

statewide network of services relating to prevention, treatment,

professional education and training, and research activities to

prevent and reduce the adverse impacts of alcohol and other

drugs in the Western Australian community.

DAO clinical services are integrated with key non-government

agencies to provide counselling and treatment services to youth,

adults and families and also support local communities to prevent

alcohol and other drug problems.

DAO supports a comprehensive range of outpatient counselling

and residential rehabilitation services, including specialist youth,

women’s and family services, provided primarily by non-

government agencies. Most of these agencies are members of

the Western Australian Network of Alcohol and other Drug

Agencies (WANADA).

Treatment includes:

• outpatient and inpatient withdrawal; 

• assessment and counselling;

• rehabilitation;

• community-based pharmacotherapy; 

• supported accommodation; and 

• treatment for people engaged in a range of diversion programs. 

• Funding to DAO is allocated 

from the Western Australian State 

Government through the Mental 

Health Commission.

• Funds are allocated within DAO 

to direct government treatment 

services; and non-government 

funded service providers.

 


• As a statutory authority, DAO 

reports to the Board of the Western 

Australian Drug and Alcohol Authority.  

• DAO reports financial, performance 

indicators and information on activity 

and outcomes related to State 

Government goals in its Annual 

Report to Parliament. 

• Performance reporting at State level 

is through the Treasury budget 

statements. 

• At a National level, performance 

reporting is provided against the 

Intergovernmental Committee on 

Drugs (IGCD) (through the Australian 

Government Department of Health).
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

DAO’s Next Step Drug and Alcohol Services comprise:

• a specialist clinic in East Perth providing outpatient clinical

programs for youth and adults

• a residential withdrawal service, including dedicated beds for

Aboriginal people

• clinical services throughout the metropolitan area that are

integrated with Community Drug Service Teams (CDST) 

• support for a state-wide network of general practitioners

providing pharmacotherapy.

The Drug and Alcohol Youth Service (DAYS) is an integrated

outpatient service, operated as a partnership between Mission

Australia and Next Step, for young people between the ages of 12

to 18 and their families. DAYS provides a comprehensive range of

alcohol and other drug assessment and treatment services. The

service provides comprehensive multidisciplinary assessment and

treatment both on-site and on an outreach basis.

The WA Diversion Program aims to reduce crime by diverting

offenders with drug use problems away from the criminal justice

system and into treatment to break the cycle of offending and

address their drug use.

The Alcohol and Drug Information Service (ADIS) is a 24-hour,

state-wide, confidential telephone service providing information,

advice, counselling and referral to anyone concerned about their

own or another person’s alcohol and other drug use. ADIS also

encompasses the Parent Drug Information Service (PDIS), a

specific support service for parents, and the Quitline telephone

counselling service and the Quitline Aboriginal Liaison Team for

tobacco users.

PDIS works in partnership with other programs within DAO and PRIMARY AND
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Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

The Alcohol and Drug Information Service (ADIS) is a 24-hour,

state-wide, confidential telephone service providing information,

advice, counselling and referral to anyone concerned about their

own or another person’s alcohol and other drug use. ADIS also

encompasses the Parent Drug Information Service (PDIS), a

specific support service for parents, and the Quitline telephone

counselling service and the Quitline Aboriginal Liaison Team for

tobacco users.

PDIS works in partnership with other programs within DAO and

relevant agencies to provide support for parents and families in

WA who may be experiencing alcohol and other drug problems.

Callers have the option of talking to a professional counsellor, a

volunteer parent or both.

PRIMARY AND

COMMUNITY HEALTH

PAGE 10 of TABLE 11A.109

INDIGENOUS

COMPENDIUM 2014  



TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

Prevention and 

community action

DAO conducts a range of prevention and early intervention

programs and services to:

• prevent and delay the onset of alcohol and other drug use

• support environments that discourage risky use

• enhance healthy community attitudes and skills to avoid risky

use

• support and enhance the community’s capacity to address

alcohol and other drug problems 

• support initiatives that discourage inappropriate supply of alcohol

and other drugs.

Prevention includes a range of activities:

• prevention and early intervention programs and services; 

• community based education programs; and 

• public health prevention campaigns and support for regional

prevention networks.  

DAO delivers public health campaigns and initiatives to reduce

risky alcohol use and prevent illicit drug use including:

• The Alcohol.Think Again campaign encourages and supports

communities to achieve a safer drinking culture in WA.

• The Drug Aware program focuses on reducing the harm from

illicit drugs by encouraging sensible informed decisions about illicit

drug use, through providing credible, factual information and

delivering comprehensive strategies to address drug-related

issues.

State funding is provided • As a statutory authority, DAO 

reports to the Board of the Western 

Australian Drug and Alcohol Authority.  

• DAO reports financial, performance 

indicators and information on activity 

and outcomes related to State 

Government goals in its Annual 

Report to Parliament. 

• Performance reporting at State level 

is through the Treasury budget 

statements. 

• At a National level, performance 

reporting is provided against the 

Intergovernmental Committee on 

Drugs (IGCD) (through the Australian 

Government Department of 

Health+D23).

DAO supports a state-wide network of local drug action groups

that deliver preventative activities and education for youth and

support for families. DAO also supports school drug education

through the state, Catholic and independent school sectors.
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TABLE 11A.109

Table 11A.109 Western Australia, community health services programs

Programs funded by the WA Government during 2012-13

Program Description Budgetary context Reporting 

Aboriginal 

Programs

DAO provides culturally secure workforce and organisational

development programs for human service agencies and staff to

respond effectively to Aboriginal people affected by alcohol and

other drug use. 

This involves policy advice and professional education and

training, as well as strategic support and planning for treatment

and prevention programs. DAO is a Registered Training

Organisation offering nationally recognised training that complies

with the Australian Quality Training Framework.

State funding is provided, with 

additional funding from:

• WA Department of Families, 

Housing, Community Services 

and Indigenous Affairs - Breaking 

The Cycle of Alcohol and Drug 

Abuse in Indigenous Communities

• COAG, Closing the Gap, Healthy 

Transition to Adulthood, National 

Partnership Agreement.

As above. 

Additional reporting to WA 

Department of Families, Housing, 

Community Services and Indigenous 

Affairs and COAG. 

Workforce 

Development

Workforce development initiatives include:

• education and training for a range of human service

professionals in health, justice, child protection, community

services and for specialist alcohol and drug workers; 

• clinical placements; and 

• Indigenous workforce development including nationally

recognised certificate III programs for Aboriginal alcohol and drug

workers.

Drug and Alcohol Office recurrent 

State Appropriation

• As a statutory authority, DAO 

reports to the Board of the Western 

Australian Drug and Alcohol Authority.  

• DAO reports financial, performance 

indicators and information on activity 

and outcomes related to State 

Government goals in its Annual 

Report to Parliament. 

• Performance reporting at State level 

is through the Treasury budget 

statements. 

• At a National level, performance 

reporting is provided against the 

Intergovernmental Committee on 

Drugs (IGCD) (through the Australian 

Government Department of Health).

Source : WA Government unpublished.
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Aboriginal Health 

Services

A number of primary health services are accessible across South

Australia aimed at providing health care checks and improving the

health outcomes of the Aboriginal community across metropolitan, 

regional and rural areas of SA. Services provided include: 

• Aboriginal Family Clinic

• Aboriginal Primary Health Care Access Program

• Watto Purrunna Aboriginal Primary Health Care Service

• Aboriginal Well Health Checks Programs

• Aboriginal Family Wellness Groups

Further targeted services include:

• The Strong Fathers, Strong Families Project, encouraging the

role and participation of Aboriginal fathers, partners, grandfathers

and uncles in their children’s and families’ lives

• Metropolitan Aboriginal Family Birthing Program, providing a

culturally respectful and clinically safe program providing

continuity of care for Aboriginal women during their pregnancy,

birthing, and up to six weeks post natal  

• Aboriginal Step Down Services, aiming to improve

accommodation option, access to appropriate health services and

support transition of care

• Country Metro Liaison Officers, enhancing the quality, safety and

continuum of care for individual Indigenous patients referred to

metropolitan and country general hospitals.

Additionally, a number of services are provided under the COAG

National Partnership on Closing the Gap in Indigenous Health

Outcomes, with a specific focus on children, including:  

Funding is provided through a mix 

of:

• Commonwealth Government 

funding

• Recurrent State Government 

and COAG funding 

• Commonwealth Government 

funding to a NGO 

• Commonwealth COAG 

Indigenous Nation Partnership 

funding 

• State Government funding under 

the COAG National Partnership 

Agreement on Closing the Gap in 

Indigenous Health Outcomes until 

June 2013. 

• Monthly, quarterly and annual 

activity and financial data 

reporting.

• Quarterly activity and financial 

data reporting to non-government 

organisation.
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

• Aboriginal focus schools and Investing in Aboriginal Youth, 

providing relationship education, health literacy education and 

the promotion of health-protective behaviours for Indigenous 

youth 

• Children’s Services as part of the Making Indigenous Health 

Everyone’s Business initiative, aiming to increase access for 

Indigenous children and families to health promotion and 

intensive intervention services through children’s services 

• The Early childhood services including the Aboriginal Family 

Birthing Program, Aboriginal Step Down Units and initial funding 

for support for three Aboriginal Patient Pathways Officers

• The Aboriginal Health Promotion program.

Further information on the above services can be found at 

www.sahealth.sa.gov.au/wps/wcm/connect/public+content/SA+

Health+Internet/Health+services/Aboriginal+health+services/ 

Allied Health 

Services

Non hospital based allied health services (including: speech 

pathology; occupational therapy; social work; psychology; 

dietetic/nutrition; and podiatry) are provided through CALHN, 

CHSALHN and NALHN. Within these services are programs 

specifically targets at children’s health and development, 

including the Allied Health Services in Children’s Centres 

Program. 

Allied health services are also provided through the Supported 

Residential Facilities (SRFs) Allied Health Program, providing 

assessment and care co-ordination to residents in SRFs who 

have disability, mental illness and complex chronic health 

conditions.

Funding provided through: 

• CALHN Intermediate Care 

funding

• CHSALHN and NALHN funding 

through recurrent State 

Government Funding

• State Government funding 

through the Department of 

Education and Child Development 

and delivered by CHSALHN.

Quarterly and annual client 

activity reports. 
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Child Development 

Services

A number of services aimed at child development services are 

offered across South Australia, which include:

Early Childhood Development Services, providing 

multidisciplinary interventions for children 0-4 years of age with, 

or at risk of, developmental delays.  Service models are 1:1; 

group and supported playgroups options for families; and 

provided from primary health care centres.  Children are 

prioritised according to levels of active adversity with 

Guardianship of the Minister and Aboriginal children are of the 

highest priority. 

The Child Development Unit Program, delivered through WCHN 

and CHSALHN, providing specialist paediatricians and allied 

health staff undertake comprehensive assessments of children 

with complex developmental/ behavioural issues which are 

impacting on the child’s functioning and development.  

Funding provided through 

recurrent State Government 

funding. The programs are 

delivered by CALHN, WCHN, and 

CHSALHN respectively.

Monthly activity and financial data 

reporting.

Early Childhood Development and Disability Services, providing 

multi-disciplinary therapy and health interventions for children 0-

5years of age (to school entry) with or at risk of developmental 

delays or with a disability. Some sites provide services above 

this age for specific needs.

Financial data reporting only.
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Early Childhood 

Health Services 

Under the Child and Family Health Service specific programs 

are available targeted at support in the early childhood years, 

including: 

• The Early Childhood Intervention Program which provides 

consultants to work within the local community to assist parent 

access to support services for children aged 0-8 years with a 

disability and/or developmental delay.

• The Early Child Parent Services, providing therapeutic and 

family support services to families of children aged 0-3 years to 

improve infant wellbeing, enhance parental capacity and 

problem solving ability. Teams of Allied Health staff include 

Aboriginal and culturally specific staff, Psychologists, Social 

Workers and Family Workers. Services may be provided on an 

individual or group basis.

Funding is provided through 

recurrent State Government 

funding. The service is provided 

by WCHN staff and delivered 

under the policy direction of The 

Department for Education and 

Child Development (DECD).   

Monthly activity and financial data 

reporting.

Child and Family 

Health Service

The Child and Family Health Service provides a range of child 

wellbeing, development and parenting supports for families of 

children 0-5 years of age, over 120 sites across the state.  

These are provided in a variety of settings, and include early 

parenting groups, 1:1 consultations, a residential feeding and 

settling service, and access to information via the telephone and 

internet.  Where appropriate, families are linked in with other 

services.  

Parenting SA is provided through the Child and Family Health 

Service, offering a population strategy providing information on 

quality parenting practices for parents and carers of children 

aged 0-18 years, through free printed Parent Easy Guides for 

mainstream, Aboriginal and migrant families, free public 

seminars, and grants to local parent groups.

Funding is provided through 

recurrent State Government 

funding. The service is provided 

by WCHN staff and delivered 

under the policy direction of The 

Department for Education and 

Child Development (DECD).   

Monthly activity and financial data 

reporting.
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Child Health 

Screening Services 

`

Newborn and child screening services are available across the

state to assist in the early identification of health issues. Such

services include:

• Universal Contact Visit service providing a visit from a

community Child and Family Health Nurse following the birth of a

baby

• Newborn and Children’s Hearing Service providing Universal

Neonatal Hearing Screening and the Hearing Assessment service

• Autism Diagnostic Service providing specialist paediatricians

and allied health staff to undertake comprehensive assessments

of children an Autism Spectrum Disorder. 

The Family Home Visiting Program, under the Child and Family

Health provides a nurse led preventative home visiting program

over a period of up to two years with a focus on child development

and developing family and community relationships.  

Funding is provided through 

recurrent State Government 

funding and serviced by WCHN 

staff and delivered under the 

policy direction of The 

Department for Education and 

Child Development (DECD).   

Autism diagnostic service is State 

Government funded for 4 years 

from 1 July 2010 to 30 June 2014.

Monthly activity and financial data 

reporting.

Community Nursing A number of community nursing services are provided across the

State, which include: 

Monthly activity and financial data 

reporting.

The CHSALHN Community Nursing Services, providing a broad

range of community nursing services across country areas via

home care nursing, including post-acute care, pre and post natal

care and midwifery in select locations, palliative care, chronic

disease management/ support i.e. end stage vascular disease,

diabetes, respiratory disease. Provide wound management, burns

management, domiciliary oxygen management, continence

nursing (including stomal therapy), Diabetes Nurse Educators,

breast care nursing and domiciliary care services. 

Funding is provided through 

recurrent State Government 

funding. The program is delivered 

by CHSALHN. 
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Additionally the Community Nursing Service is delivered through

RDNS, providing longer term specialised nursing care, education,

management and monitoring of clients in the extended community

care and palliative care target groups. All referrals go through the

Metropolitan Referral Unit. 

Funding is provided by the State 

Government until December 

2016. The program is delivered by 

RDNS. 

The Health Care at Home program, aiming to provide a short term

flexible, rapid response service for clients avoiding an immediate

presentation to a metropolitan public hospital or Emergency

Department or requiring short term post-acute services. This

program operates 24 hours, seven days a week to clients in their

homes/community or residential care facilities. The services

provided include: neonatal, babies, children, postnatal and

antenatal care, general, sub and post-acute care; end of life care,

rehabilitation; wound care; medication management; mental

health, and specialist nursing services. All referrals go through

the Metropolitan Referral Unit.

Funding is provided by the State 

Government until December 

2016. The program is delivered by 

RDNS. 

Criminal Justice 

Services

The Journey Home service offers mental health and wellbeing

support for young people exiting the juvenile justice system,

aiming to provide a culturally relevant, family inclusive and

effective transition program for young offenders.

Funding is provided by the State 

Government funding under the 

COAG National Partnership 

Agreement on Closing the Gap in 

Indigenous Health Outcomes until 

June 2013 and delivered by 

RDNS. 

Monthly, quarterly and annual 

activity and financial data 

reporting.
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Drug and Alcohol 

Services

The Drug and Alcohol Service South Australia (DASSA) deliver a

number of drug and alcohol related initiatives statewide aimed at

providing support for those suffering from alcohol and substance

abuse and related health issues. Services include:

• Drug and alcohol support for the Reunification Initiative providing

services which aim to reduce the alcohol and other drug intake of

parents involved in the program thereby contributing to a

reduction in the numbers of children entering alternative care

• Withdrawal Management Service, offering assessment and

inpatient medical detoxification for people withdrawing from

alcohol and a range of other drugs

• Drug and Alcohol Services Program providing funding to non-

government organisations to deliver counselling, residential and

non-residential rehabilitation, sobering up services, Mobile

Assistance Patrol services and training and sector development.

Similarly community based drug and alcohol services provided

include: 

• Alcohol and drug information service, providing a 24 hour

telephone information line

• Community service centres, providing counselling, assessment

and referral services across Adelaide (4 clinics) and regional

centres (13 clinics)

• The Woolshed, a therapeutic community for 18 years and over

with alcohol and drug related problems

• Day centres at Ceduna and Port Augusta provide diversionary

activities and non-residential rehabilitation and support

• The Clean Needle Program, a public health initiative aimed at

reducing the spread of blood borne viruses

Further information about the above services can be found at

www.dassa.sa.gov.au/site/page.cfm?u=455

Funding is provided by: 

• State Government funding until 

March 2014

• recurrent State Government 

funding 

• funding under the National 

Health Care Agreement 

• Commonwealth Government 

funding and reviewed annually. 

All programs are delivered by 

DASSA.

• Ad-hoc reports as required.

• Expenditure report at end of 

financial year. 

• Monthly activity reports.

• Quarterly service activity and 

financial reports. Annual activity 

report. National Minimum Data 

Set – Alcohol and Other Drug 

Treatment Services (NMDS-

AODTS). 

• Quarterly and annual client 

activity reports.

• Monthly activity reporting.

• Six monthly activity and annual 
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Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Drug and Alcohol 

Services – Criminal 

Justice

Drug and alcohol services with a specific focus on the interaction

with the criminal justice system include: 

• The Illicit Drug Diversion Initiative, a service for people

apprehended by police for minor drug offences to be diverted

from the criminal justice system into education, assessment and

treatment

• The Community Protection Panel Assertive Case Management

(CPPACM) Team, providing assertive case management to

repeat young offenders (12 -20 years) and their families with the

aim of reducing re-offending and promote integration, functionality

and participation in their communities

• The Driver Assessment Clinic, assessing drivers for alcohol

and/or other drug dependency who have been referred by the

Courts Administration Authority and the Registrar of Motor

Vehicles 

• The City Watch House Community Nursing Service (CWHCNS),

providing assessment, treatment, management and referral of

people held in police custody at the City Watch House. 

Funding is provided through:

• Annual State Government 

funding and administered by 

DASSA 

• Funding is provided under the 

National Health Care Agreement

• Funding is provided by the State 

Government until 30 June 2013 

• Funding is provided through 

recurrent State Government 

funding.

Programs delivered by DASSA.

• Quarterly client activity and 

annual financial reports to 

DASSA.

• Quarterly service activity and 

financial reports. Appointment 

summary data. Monthly statistical 

reports. Annual activity report. 

Six-monthly progress reports.

• Quarterly activity report. Annual 

attendance / non-attendance 

reports to Courts Administration 

Authority and the Registrar of 

Motor Vehicles.
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Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Drug and Alcohol 

services - 

Aboriginal Health

Services with a focus on drug and alcohol issues within the

Aboriginal Community include: 

• The Aboriginal Population Health Programs, which identify,

develop and evaluate strategies that effectively respond to the

needs of Aboriginal people and communities affected by

substance misuse

• The Aboriginal Connection Program, a dedicated drug and

alcohol treatment service for Aboriginal clients with complex

needs and who are at risk of homelessness, primarily based in

metropolitan Adelaide

• The APY Lands Substance Misuse Services provide a range of

specialist treatment interventions for Anangu with problematic

alcohol and other drug use.

Funding is provided through:

• Recurrent State Government 

funding. 

• State Government funding until 

December 2013 

• Recurrent State and 

Commonwealth Government 

funding.

Programs delivered by DASSA.

Monthly activity and financial data 

reporting.
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Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Health Promotion A number of primary and community services and programs with

a focus on health promotion including obesity prevention, smoking

prevention and active lifestyle promotion. Such services include: 

• The Eat Well Be Active program, addressing and advocating for

programs that support healthy eating and physical activity with

children and their families

• The Centre for Health Promotion, statewide programs promoting

parenting, breastfeeding, youth health and safe sleeping for

infants

• The Do it for Life Program, a lifestyle modification program

aimed at high risk adults with SNAPS risk factors (Smoking,

Nutrition, Alcohol, Physical Inactivity and Stress). Eligible clients

are from vulnerable and disadvantaged populations who are

assessed at risk of developing chronic disease

• The Tackling Smoking initiative, including:

o Specific initiatives aimed at the Aboriginal Community

o Quit Smoking initiatives and social marketing campaigns,

increasing awareness of the harms associated with tobacco use

and encouraging quit attempts

o The Quit SA service, smoking cessation support for South

Australians through telephone counselling, and internet based

information.

Funding is provided through a mix 

of:

• Recurrent State Government 

and GPS funding, with programs 

delivered by the relevant LHNs  

• State Government funding under 

the COAG National Partnership 

Agreement on Closing the Gap in 

Indigenous Health Outcomes until 

June 2013 

• Funding is provided through a 

contract with SA Health until 30 

June 2014. Governance is 

provided by DASSA and the 

program is delivered by Cancer 

Council SA.  

• Quarterly activity and financial 

data reporting. 

• Quarterly performance and 

monthly financial data reporting.

• Final report completed.

• Monthly, quarterly and annual 

activity and financial data 

reporting. 

• Quarterly activity and financial 

data reporting. 
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Maternal Health 

Services

A number of programs are accessible across South Australia

aimed at providing support and services to pregnant women and

their families, these include:

• The Pregnancy to Parenting Programs, offering support and

education to families in the early pregnancy to early parenting

period. Families are particularly targeted where there are

vulnerable infant risk factors. One to one counselling and support

particularly in relation to antenatal care, emotional well-being,

psycho social issues, early parenting and child development.

Services/activities provided include: antenatal education classes;

postnatal reunion; young and pregnant; birth & babies;

breastfeeding education; and postnatal support group

• The Maternal Health Program, within CHSALHN, has a Country

Maternity Services Committee to advise on models of maternity

service provision for country communities. Additionally, through

this program the Aboriginal Family Birthing Program provides

maternal and family services to high risk pregnant Aboriginal

women and families at Port Augusta, Whyalla, Ceduna, and

Murray Bridge

• The Community Midwifery Program, providing antenatal, birthing

and postnatal services to women across Country Health South

Australia.

Funding is provided through a mix 

of:

• Recurrent State Government 

funding and delivered by SALHN 

and CHSALHN

• State and Commonwealth 

Government funding.

Monthly activity and financial data 

reporting. 
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Oral Health 

Services

A significant number of oral health programs are undertaken

statewide by the South Australian Dental Service (SADS) with

such initiatives including:

• The Community Dental Service, Specialist Dental Service and

Clinical Placements Program, providing emergency and general

dental care (including dentures) for adult holders of a concession

card and their dependents in public dental clinics

• The Population Oral Health Program, undertaking the

development and implementation of a Lift the Lip referral tool for

general practitioners, nurses and childcare workers.

• The School Dental Service, general dental care for pre-school

aged, primary and secondary school children under 18 years of

age. 

Additionally, oral health services are provided with a particular

focus on vulnerable groups, including:

• Oral Health Care for People with Special Needs, identification

and referral to dental services of people living in Supported

Residential Facilities and those experiencing homelessness

• Aged Care Oral Health Projects, improving oral health of certain

aged care populations, both in residential care and community

living 

• Aboriginal Oral Health program, aiming to increase attendance

of Aboriginal children and adults in mainstream dental services

• Services for newly arrived migrants with a refugee background. 

Funding is provided through 

recurrent State Government and 

SAIP funding. All programs are 

delivered by SADS.

Monthly activity, waiting list and 

financial data reporting. 

Monthly activity and financial data 

reporting.
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Palliative Care 

Services

Palliative care services are delivered across two Local Health

Networks, which include:

• The provision of palliative care services delivered through

CALHN, involving integrated care across in-hospital, hospice and

home. Providing links with other primary care providers for

people on an end of life care pathway, with a focus on supporting

people to die in their place of choice

• NALHN palliative care services involving integrated care across

in-hospital and out-of -hospital settings, linking with other primary

care providers for people on an end of life care pathway.

Funding is provided through 

COAG and GPS matched 

funding. The programs are 

delivered by CALHN and NALHN. 

KPI’s set by the Australian 

Government Department of 

Health. Monthly activity and 

financial reporting. 

Primary Health 

Nursing Programs

Multiple primary health nursing programs are delivered across

various areas of metropolitan South Australia, with such programs

including:

• Primary health nurses work in a range of settings, such as

chronic disease and risk factor programs, mental health, cancer

care, health ageing, pregnancy and antenatal care

• The Virtual Nursing Service, providing specialist nursing care to

assist patients with Tuberculosis who have complex medication

management and compliance issues to prevent a prolonged

public hospital admission

• Additionally offered are a range of programs aimed at reducing

demand on acute services by preventing admissions to hospital

and providing appropriate discharge to services closer to where

people live in the home or the community. 

Funding is provided through:

• Recurrent State Government 

funding and delivered by NALHN

• Recurrent State Government 

funding and delivered by RDNS

• Non-recurrent State 

Government project funding and 

delivered by NALHN. 

Monthly activity and financial data 

reporting. 

Quarterly activity and financial 

data reporting. 
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Refugee and 

Migrant Health 

Services

The New Arrival Refugees program is a state wide specialist

General Practice service providing a range of health assessment,

coordination of health care planning for new arrivals with no

known medical history, complex needs and high risk indicators

relevant to country or camp of origin. Services include: medical

and nursing clinics; health information/ education; immunisation;

counselling; and capacity building for other health providers,

mainstream GPS etc.   

Funding is provided through 

CALHN Intermediate Care 

funding. The program is delivered 

by CALHN. 

Quarterly activity and monthly 

financial data reporting. 

Rehabilitation 

Services

Multiple rehabilitation services are delivered within the

metropolitan area, being:

The Paediatric Rehabilitation Program, providing rehabilitation

consultant services to community clinics to provide specialist

medical assessment and intervention. It provides both inpatient

and ambulatory intensive rehabilitation programs. Teams are

medically led and are comprised of multi-disciplinary Allied Health

Professionals. A Movement Disorders Program and Hip

Surveillance Service are run through the Paediatric Rehabilitation

Department located in the Women’s and Children’s Hospital

The Northern Rehabilitation Service, which provides the

maintenance of an individual’s independence, function and ability

through the provision of inpatient, Rehabilitation in the Home, and

outpatient rehabilitation services.

The funding is provided through a 

combination of recurrent State 

Government and Federal 

Government Funding. The 

program is delivered by WCHN. 

The funding is provided through a 

mix of COAG and GPS matched 

funding and core funding 

(Casemix). The program is 

delivered by NALHN.

Monthly activity and financial data 

reporting.

KPI’s set by the Australian 

Government Department of 

Health.

Monthly reporting to COAG and 

DHA.

Annual reporting to COAG and 

DHA.

Daily activity regarding bed 

capacity. Monthly activity and 

financial re+D31porting.
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Rural and Remote 

Services

Country Health South Australia Local Health Network (CHSALHN)

provide a range of primary and community health services in rural

and remote areas of South Australia, including:

• The GP Plus Services Better Care in the Community Chronic

Disease program, servicing 13 sites in country SA, which aims to

provide more coordinated and targeted care for people with

chronic disease (i.e. respiratory, cardiac and diabetes related

conditions) living in country SA thereby avoiding the need for

hospitalisation or an extended stay in hospital

• The GP Plus Services Country Nurse Initiative, aiming to

increase the capacity of primary health care nursing and other

service providers to provide quality health services for people with

chronic disease in country SA. A key component of this initiative is

to enhance the capacity of general practice through targeted

support for practice nurses enabling greater involvement in nurse-

led chronic disease services. Identified opportunities include direct 

clinical care and service coordination, maintaining good health

through screening, health promotion and education for individuals

and the community

• The Hep C Nursing Services, establishing nurse-led services for

clients with Hepatitis C living in country South Australia. Nurses

will have a key role in providing a link between GPs and tertiary

services, and will assess and manage Hep C clients as they

navigate the pathway through treatment

• The Country Home Link and Rapid Intensive Brokerage Support

(RIBS) Hospital Avoidance Programs, which provide access to

flexible services and equipment for country consumers to avoid

the need for hospital admission to metropolitan hospital (Country

Home Link) and country hospitals (RIBS). These programs also

support early discharge from hospitals.

Funding is provided through 

recurrent State Government 

funding and programs are 

delivered by CHSALHN.

Monthly activity and financial data 

reporting Quarterly reporting to 

DH about estimated admissions 

avoided.

Monthly activity and financial data 

reporting. 
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Screening Services The Port Pirie Lead Implementation Program (Environmental

Health Centre) monitors blood in lead levels of the Port Pirie

community with a particular focus on pregnant women and

children 0-5 years, provides intervention to reduce blood lead

levels in children and pregnant women and provides ongoing

community education around lead safe practices. 

The funding is provided through 

recurrent State Government 

funding. The program is delivered 

by CHSALHN. 

Quarterly lead in blood data used 

as the basis of the Technical 

Paper produced by the Public 

Health Department within the 

Australian Government 

Department of Health. 

Sexual Health 

Services

The Yarrow Place Rape and Sexual Assault Service provides 24

hour crisis response for recent sexual assault (age 16 years and

above) which can include crisis counselling, ongoing counselling

and support, medical care and follow up medical care, collection

of forensic evidence, group programs, education, training and

consultation for workers. 

The funding is provided through 

recurrent State Government 

funding. The program is delivered 

by CALHN. 

Monthly activity and financial data 

reporting.

Men’s Primary 

Health Care 

Services

The O’Brien Street Medical Practice specialising in Gay Men’s

Health offers a range of targeted General Practice and primary

health care services provided to HIV positive Men in partnership

with GP’s that are independent contractors. The practice also

engages its own multidisciplinary Services: for chronic disease,

HIV and HEP C management education/promotion; sexual health

clinics; Allied Health, therapeutic and lifestyle counselling within

CALHN.

Funding is provided through 

recurrent State Government 

funding. The program is delivered 

by CALHN. 

Monthly activity and financial data 

reporting. 
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Women’s Health 

Services

The provision of numerous women’s health services across

metropolitan and country South Australia includes:

Women's Primary Health Care Services, offering a range of

services provided by a multidisciplinary team from 3 community

settings aimed at prevention and early intervention to promote the

health and wellbeing of vulnerable populations. Services include

health education/promotion; sexual health clinics, well women

clinics, nursing and medical clinics, therapeutic and lifestyle

counselling and group interventions 

The Women's Health Statewide Service, focusing on mental

health and the effects of violence and abuse, including referral,

counselling in the areas of anxiety and depression related to

interpersonal trauma, disordered eating; health information and

resource development. Projects include a specific Aboriginal

Women’s health project. Key populations include Aboriginal and

Torres Strait Islander, culturally and linguistically diverse and rural

and remote clients. A community development project targeting

women of newly arrived communities from countries which

practice female genital mutilation. Support to HIV positive and

affected women via Women's Health Statewide Service

The Southern Women’s Health Service, offering programs that

focus on domestic violence, mental health and well-being, health

information, support for some specific groups of women (e.g.

older women, same sex attracted women and Indigenous

women), and risk factor and chronic disease management.

Funding is provided through 

recurrent State Government 

funding. The service is delivered 

by WCHN.  

Funding is provided through 

recurrent State Government 

funding and budget variations and 

Commonwealth Public Health 

Outcome Funding Agreements – 

HIV. Governance and delivery are 

provided by WCHN. 

Funding is provided through 

recurrent State Government 

funding. The service is delivered 

by SALHN. 

Monthly activity and financial data 

reporting. Quarterly performance 

reporting.
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TABLE 11A.110

Table 11A.110 South Australia, community health services programs

Programs funded by the SA Government during 2012-13

Program Description Budgetary context Reporting 

Youth Health 

Services

Youth health and wellbeing is serviced across metro and country

areas through a range of Youth Primary Health Care Services

offered to the community which include:

• Healthy lifestyle and counselling primary health care services for

young people 18-25 years

• Primary health care, sexual health, mental health and drug and

alcohol services for young people are provided through

community health services and at a youth health service that will

become part of GP Plus Health Care Centre, Marion

• The Second Story Youth Health Service, providing primary

health services to young people aged 12 – 25 years from key

population groups, including Aboriginal and Torres Strait Islander;

young people under Guardianship of the Minister, in care, or

involved in the justice system; young parents; newly arrived; at

risk of harm, same-sex attracted, or at risk of developing chronic

disease. Services include health information, assessment and

referral, sexual health, medical and nursing clinics, counselling

and group programs, and funded projects.

Funding is provided through 

recurrent State Government 

funding. The service is delivered 

by NALHN. 

Funding is provided through 

recurrent State Government 

funding. The service is delivered 

by SALHN. 

Funding is provided through 

Commonwealth Public Health 

Outcome Funding Agreements 

–HIV. Governance and delivery 

are provided by WCHN. 

Monthly activity and financial data 

reporting. 

Monthly activity and financial data 

reporting.

Monthly activity and financial data 

reporting. Quarterly performance 

reporting.

Source : SA Government unpublished.
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TABLE 11A.111

Table 11A.111 Tasmania, community health services programs

Programs funded by the Tasmanian Government during 2012-13

Program area Description Budgetary context Reporting 

Primary Health Primary Health brings together a wide range of community and

rural health services to meet the needs of both individuals and

local communities.

Community Health Centres offer a variety of services including

counselling and support, health promotion, medical, nursing, allied 

health services and accommodation and meeting spaces for

visiting services including housing, disability and family and child

health services. 

The majority of funding is 

allocated from the State budget.

During 2012-13 Tasmanian 

Health Organisations (North, 

South and North West) were 

responsible for area spending and 

overseeing program delivery.

Performance information is collected 

and reported at the State level 

through Budget Papers, Annual 

Report, Key Activity and Performance 

Information reports

Services vary from site to site based on community need and

accessibility to similar services provided by government or non-

government providers.

The size of sites also varies: small sites provide a limited range of

services generally based around community nursing. 

Rural Health Facilities provide core primary health and community

care services within a local community in addition to some

inpatient sub-acute beds. In addition, some rural sites provide

residential aged care and/or emergency services.

Services are provided in 

accordance with the Tasmanian 

Government’s Output Budgeting 

Framework.

Services are funded through 

identified outputs within the DHHS 

budget.

`

National reporting through: National 

Minimum Data Sets; Report on 

Government Services; Australian 

Institute of Health and Welfare 

(AIHW); Australian Council of 

Healthcare Standards.

Palliative Care Services - specialist palliative care clinicians work

within a consultancy framework across the health sector to

support primary health service providers in urban and rural areas

to provide quality palliative care.

Australian Government funds. Reporting in accordance with specific 

program requirements.
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TABLE 11A.111

Table 11A.111 Tasmania, community health services programs

Programs funded by the Tasmanian Government during 2012-13

Program area Description Budgetary context Reporting 

Other Primary Health services include Aged Care Assessment

Teams; Community Equipment Scheme; Community

Rehabilitation Services; Community Therapy Services

(Physiotherapy, Speech Pathology, Occupational Therapy and

Podiatry); Continence Services; Day Centres and Health

Promotion activities. These may be provided at a Community

Health Centre, Rural Health Facility or as a visiting service across

an entire region.

Australian Government funding. Reporting in accordance with specific 

program requirements.

The Australian Government funds the Rural Health Outreach

Fund (RHOF) and the Medical Outreach – Indigenous Chronic

Disease Program (MO-ICDP) to provide a broad range of

outreach medical, nursing and allied health services to rural and

remote areas of Tasmania.

Australian Government and State 

funding

Overcoming cultural/language barriers – The Tasmanian DHHS

provides access to Interpreter Services for CALD clients in all

health settings as required. 

Overcoming geographical barriers – emergency services are

provided at some rural sites and three sites also operate an

ambulance service.

Services purchased on an ‘as 

needs’ basis

As above

A range of services are provided on an outreach basis to rural

communities from an urban hub – allied health services, Aged

Care Assessment Teams, Continence Services, RHOF and MO-

ICDP.

Australian Government and State 

funding 

As above
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TABLE 11A.111

Table 11A.111 Tasmania, community health services programs

Programs funded by the Tasmanian Government during 2012-13

Program area Description Budgetary context Reporting 

Telehealth is available at 140 facilities in Tasmania to facilitate

clinical, administrative and professional education, supervision

and development for State, Federal, NGOs ad external

organisations.

In addition to Australian Government contributions, the State

provides funding to Health Recruitment Plus to assist recruitment

and retention of rural general practitioners and to support rural

medical practitioners to provide services to rural health facilities

around Tasmania.

Maternal and child 

health

Maternal and child health. The Child Health and Parenting Service

provides child health, growth and developmental assessments,

parent support and information and early intervention services. 

The service is provided in 

accordance with the Tasmanian 

Government’s Output Budgeting 

Framework. Services are funded 

through identified outputs within 

the DHHS budget.

Performance Information collected 

and reported at State level through 

Budget Papers, Annual Report and 

the Your Health and Human Services 

Progress Chart.

Oral Health 

Services

Oral Health Services Tasmania provides emergency, general

dental care and dentures to eligible adults (holders of a Health

Care or Pensioner Concession Card). Services are also provided

to all children up to (but not including) the age of 18. Oral Health

Services Tasmania also engages in health promotion and

prevention activities to promote oral health on a population basis.

As above As above

Alcohol and drug 

services

Alcohol and drug services provide a range of specialist alcohol

and other drug interventions and both individual and population

levels.

As above As above
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TABLE 11A.111

Table 11A.111 Tasmania, community health services programs

Programs funded by the Tasmanian Government during 2012-13

Program area Description Budgetary context Reporting 

Population and 

Health Priorities

Population and Health Priorities focuses on population groups

(including Indigenous health and women’s and men’s health) and

implements programs aimed at preventing or reducing risk factors

that lead to chronic conditions.

As above As above

Public and 

Environmental 

Health Services

Public and Environmental Health Services monitors the health of

the Tasmanian population, and implements programs to protect

and promote health.

As above As above

Overcoming socioeconomic barriers- a range of transport

services to access health care is available to people who are

transport disadvantaged either because of socioeconomic

circumstances or because health and disability preclude use of

their own or public transport. 

Any services that charge fees are means tested such that those in

receipt of pensions and are health care card holders either pay a

reduced fee or are exempt from fees.

As above As above

Overcoming social isolation barriers- day centres around the state

provide social support and activities for the frail, aged and people

with a disability.

Community Health provides coordination of community recovery

responsibilities covering the human and social elements of

disaster recovery.

As above As above

Source : Tasmanian Government unpublished.
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TABLE 11A.112

Table 11A.112 Australian Capital Territory, community health services programs

Programs funded by the ACT Government during 2012-13

Program Description Budgetary context Reporting 

Community Care, 

Division of 

Rehabilitation,

Aged and 

Community Care

Provides multidisciplinary continuum of care services (nursing,

podiatry, physiotherapy, occupational therapy, nutrition and social

work), acute, post acute and rapid response services, specialist

nursing assessments, self management of chronic conditions

program, and Falls & Falls Injury Prevention Program.

Through a designated budget:

• Some services HACC funded

• Remainder ACT Government 

funded

Monthly and annual reports 

against a range of indicators 

including output targets, budget 

and quality indicators.

The ACT Government Health 

Directorate’s Annual Report 

includes Accountability Indicators 

related to the achievement of 

occasions of service targets for 

nursing and allied health 

services.

HACC outputs data reported 

quarterly, submitted biannually.

Health Call Centre The ACT is one of the Australian jurisdictions which jointly funds

Healthdirect Australia.

Healthdirect Australia procures and contract manages third party

providers to deliver telehealth services free of charge to the

Australian public.  These services include:

-  24/7 nurse-based telephone triage

-  Health advice and information

-  After Hours GP Line

-  A Pregnancy, Birth & Babies Helpline and Website

-  Mental health information portal

-  HealthInsite - a health and wellbeing information website

-  National Health Service Directory

Healthdirect ensures patients access the right health advice at the

right time and identifies other health service providers for

improved connection of care.

Jointly funded by the ACT 

Government and the Australian 

Government.

Reporting is conducted by 

Healthdirect
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TABLE 11A.112

Table 11A.112 Australian Capital Territory, community health services programs

Programs funded by the ACT Government during 2012-13

Program Description Budgetary context Reporting 

Community Health 

Intake

Community Health Intake facilitates access to community health

services by providing a single point of entry to services.

The public can phone Community Health Intake for information

about health services or to arrange appointments with health

professionals in community settings.

Health professionals can fax referral forms to Community Health

Intake for processing.

Community Health Intake also has a dedicated GP phone line

which provides information about community health services,

provides information about clients with existing referrals, and

transfers GP calls to other services and programs.

Funded by the ACT Government. Monthly reporting to operational 

management

Primary Health 

Care (afterhours)

• Canberra Afterhours Locum Medical Service (CALMS) is an

accredited, primary medical care service available to all ACT

residents based on clinical need. The service is operated by

General Practitioners and nurses.

• CALMS provides high quality accredited, afterhours primary

medical care to residents of the ACT, including Residential Aged

Care Facilities (RACFs) through clinics at Calvary Public

Hospital, the Canberra Hospital and Tuggeranong Health centre

and the visitation to patient’s place of residence.

• The service operates throughout the entire afterhours period i.e.,

from 6:00pm to 8:30am Monday through Friday, and 24-hours a

day on weekends and public holidays. The services is open 365

days per year.

• In 2012-2013 CALMS operated 

under a Service Funding 

Agreement (SFA) with ACT 

Health. 

• ACT Health funds CALMS 

based on their operational activity 

in the previous quarter. 

• CALMS operates under the 

policy goals of the ACT Primary 

Health Care Strategy 2011-2014 

that take a broad view of 

comprehensive and inclusive 

approach in primary health care.

• The current requirements for 

ACT Health funded SFAs, 

require NGOs to provide ACT 

Health with

− 6-monthly financial and 

performance reports; and

− annual audited financial reports 

and performance requirements 

reports.
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TABLE 11A.112

Table 11A.112 Australian Capital Territory, community health services programs

Programs funded by the ACT Government during 2012-13

Program Description Budgetary context Reporting 

Justice Health

Services

The Justice Health Service provides:

1. The Justice Health Service represents a combination of the

Primary Health Team and Forensic Mental Health Services

delivered at the Alexander Maconochie Centre (Adults), the

Bimberi Youth Justice Centre (Adolescents and Youth) and the

Periodic Detention Centre (Adults). The Forensic Mental Health

Services also delivers services to the Courts and in the general

Community.  

  

2. The Primary Health Team provides and coordinates clinical

services at secondary and tertiary level to people in the Alexander

Maconochie Centre (AMC) and Bimberi Youth Justice Centre

(BYJC) respectively.

 

3. The Forensic Mental Health Services (FMHS) provides

specialist forensic mental health services within the AMC and

BYJC for people with moderate and severe mental illness. FMHS

also provides Mental Health services at the Courts and to high

risk and complex consumers in the Community via their Forensic

Community Outreach Service (FCOS).

 


Through a designated budget Monthly/Annual reports against 

output targets and budget
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TABLE 11A.112

Table 11A.112 Australian Capital Territory, community health services programs

Programs funded by the ACT Government during 2012-13

Program Description Budgetary context Reporting 

Women, Youth

and Children 

Community Health 

Program

Provides: 

• Maternal and Child Health nursing services including universal

first home visit, child health checks, early childhood immunisation,

parenting education and support and vulnerable families program. 

• Child Health Targeted Support services including Child Health

Medical Officers and Community Paediatricians; the Child at Risk

Health Unit. Provides specialist health services to children and

young people and their families or carers who have been affected

by abuse and neglect; and the IMPACT Program which supports

families who are pregnant or have children less than 2yrs and are

clients of Mental Health and or are receiving Opioid Replacement

Therapy.

• School based programs including immunisation programs;

kindergarten health checks, school youth health nurses; nursing

in special schools and support for children with complex health

issues in schools.

• Asthma education, nurse audiometrists and orthoptic screening,

social work physiotherapy, and nutrition services.

• Specialised services for children dependent on respiratory

technology in homes and schools.

• Women's Health Service provides nursing, medical and

counselling services, including cervical screening, for women who

experience significant barriers to accessing health services.

• Child Protection Training

Through a designated budget Monthly/Annual reports against 

output targets and budget

PRIMARY AND

COMMUNITY HEALTH

PAGE 4 of TABLE 11A.112

INDIGENOUS

COMPENDIUM 2014  



TABLE 11A.112

Table 11A.112 Australian Capital Territory, community health services programs

Programs funded by the ACT Government during 2012-13

Program Description Budgetary context Reporting 

Dental Screening The Dental Health Program conducts screening and health

promotion  activities targeting early childhood and primary school

aged children, Koori pre-schools and alcohol and drug programs.

The Dental Health Program has various Memorandum’s of

Understandings with external stakeholders to facilitate timely and

appropriate access. The targeted client groups include refugees,

homeless people, clients with disabilities, mental illness and

alcohol and drug programs, Winnunga Nimmityjah Aboriginal

Health Services and some specified medical conditions.

Through the collaboration with Adelaide University, the Dental

Health Program hosts dentistry student placements. With the

combination of student placements and a recruitment strategy,

the public dental workforce capacity is positive with no dentist

vacancies.

Through a designated budget Monthly reporting through 

scorecard

Source : ACT Government unpublished.
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Oral Health 

Services

Oral Health Services provide free assessment and treatment to all

children up to school-leaving age and to adults holding a current

Healthcare Concession Card or Pensioner Concession Card.

Services are delivered from community and school based clinics

in urban areas and clinics in health centres as well as mobile

trucks in remote communities. Services are also provided to

eligible clients through the Special Needs clinic and treatment

under general anaesthetic is provided in both urban and regional

centres. Community level and individual oral health promotion

activities are also conducted.

Primary and community health objectives targeted:

• promoting health and preventing illness

• providing timely and high quality healthcare that meets 

  individual needs, throughout the lifespan — directly, and/or by 

  facilitating access to the appropriate service(s).

Population groups served:

• children up to school-leaving age and 

• adults holding a current Healthcare Concession Card or 

  Pensioner Concession Card.

Funding sources:

• NT Department of Health 

• Australian Government via 

   National Partnership 

   Agreements (NPAs)

Budget management/oversight by 

Director Health Development 

Branch.

Governance oversight by 

Executive Director Territory-wide 

Services

Program delivery via services 

managed by Health Development 

Branch.

Routine reporting: 

• Executive Monthly Performance 

   Reports (internal) and 

• Department of Health Annual 

   Report, Health Development 

and 

   Promotion Output report 

(public). 

• Quarterly (internal) and bi-

annual 

   (public) against both NPAs 

   Implementation reports, 

   (internal/public).
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Men’s Health The Men's Health Strategy Unit (MHSU) provides expert advice,

leadership and strategic directions in men's health with a

particular focus on Aboriginal male health. The MSHU leads the

development of a men's health strategy and strategic planning of

programs and services to improve health outcomes of men living

in the NT, especially vulnerable populations of men.

The MHSU plays a support role for Aboriginal Male Health

Coordinators working in remote communities to engage men and

undertake health promotion activities. It coordinates the delivery

of urban based male health awareness activities through the

‘Pitstop’ program. It is involved in staff training on male health

aimed at improving service capability for males. The MHSU also

encourages and promotes the development of a research effort

around gender and health to improve access and use of gendered

data to inform program development.

Primary and community health objectives targeted:

• promoting health and preventing illness

Population groups served:

• men, with a particular focus on Aboriginal men.

Funding source:

Northern Territory Government 

via Department of Health budget

Budget spending / oversight by 

Director Health Development 

Branch.

Governance oversight by 

Executive Director Territory-wide 

Services.

Program delivery (limited direct 

funding) by NT Department of 

Health and NGO service 

providers

Routine reporting: 

Department of Health Annual 

Report, 

Health Development and 

Promotion Output report (public).
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Remote Health Remote Health delivers evidence based, best practice primary

health care services to Aboriginal and non-Aboriginal people in

remote areas from a network of 54 Department of Health

managed community health centres, and collaborates with non-

government Aboriginal community controlled health services. 

Remote Health workforce consists of rural medical practitioners,

remote area nurses, Aboriginal health practitioners, Aboriginal

community workers and allied health professionals providing

direct care to clients as a collaborative multidisciplinary team.

Services include primary health care, 24 hour emergency care,

medical evacuations, care and treatment for chronic disease and

public health programs. In the remote setting, primary health care

professionals work collaboratively with other departmental

program professionals to deliver integrated and coordinated care,

targeting Preventable Chronic Disease, Maternal Child and Youth

Health, Oral and Ear Health, Sexual Health, Mental Health,

Alcohol and Other Drugs and Aged and Disability Services. 

Funding sources:

1. Northern Territory Government 

    via Department of Health

    budget

2. Australian Government 

    Department of Health through

    the Office for Aboriginal and

   Torres Strait Islander Health

   (OATSIH) 

    • Primary Health Care base

    • Stronger Futures Remote 

      Services Primary Health

      Care 

    • Child and Maternal Health 

    • Substance use

3. Medicare Local Northern 

    Territory (MLNT) Primary

    Health Care Initiative 

Routine Reporting:

Bi-annual

• Financial report to OATSIH

• Written report on Child and 

Maternal 

   Health to OATSIH

• Written report on CQI to 

OATSIH

• Written report to MLNT on PHC 

   initiative

Annual

• Department of Health Annual 

Report 

  (public).

• Financial report to OATSIH

Remote Health manages the relationships between the Northern

Territory and Australian Government agencies and non-

government organisations involved in primary health care, and for

developing sustainable systems for effective and efficient service

delivery. Consultation also occurs with the community to foster

and develop community capacity, facilitate community decision

making, promote and support the employment of local people and

establish effective governance systems so that health services

can successfully and confidently make the full transition to

community controlled entities.  

Budget spending/oversight by 

Director Remote Health Branch.

Governance oversight by 

Executive Director Territory-wide 

Services.

Program delivered by 

-Remote Health services and 

-Remote Health grant funded non-

government Aboriginal community 

controlled organisations.
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Child / Youth Health 

Services

Child and Youth Health supports service providers delivering

preventive health programs for children across the Northern

Territory. Acknowledging the role of social determinants as drivers

of poor child and adult health outcomes, and that these

determinants do not sit solely within a health context, there is

coordination between governmental and non-governmental

services supporting children’s and families’ health and well-being

in the Territory. This strategic approach supports frontline staff

working directly with children and families, to deliver evidence-

based programs, with a focus on client outcomes and program

evaluation. 

There has been significant work in progression of the Healthy

Under 5 Kids program as the universal child health program for all

children across the Northern Territory, regardless of geography or

service agency. Supporting this, is development of a child health

information management system that allows appropriate program

monitoring and workforce planning, indicates areas of high need

and that provides a clearer of the picture of children’s health in the

Territory.

Development of a number of high-level discussion papers looking

at the drivers of youth (12-24 y.o.) morbidity and mortality in the

NT provide the evidence-base for the ongoing development a

specific Youth Health Strategy for the Territory. 

Council of Australian Government Indigenous Early Childhood

Development NPA provides funding for programs supporting

young people in respect of pregnancy and parenting.

Funding sources:

-Northern Territory Government 

 Department of Health budget, 

 Remote Health Services Output.

-Northern Territory Government 

 Closing The Gap funds.

-Australian Government 

Indigenous Early Childhood 

Development NPA.

Routine reporting:

- Department of Health Annual 

Report, 

  Health Development and 

Promotion D7Output report 

(public).

Quarterly (internal) and annual 

external reports against 

Australian Government 

Indigenous Early Childhood 

Development NPA 

Implementation Plan. 
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Public Health 

Nutrition and 

Physical Activity

Services are delivered both by public health nutritionists usually

located within multi-disciplinary teams, and policy officers based

in the Strategy Unit.

Public health nutritionists (PHNs) provide training and support to

primary health care teams to promote healthy nutrition and regular

physical activity to the community, and assist with the

management of people with nutrition related conditions. They also

offer individual and group dietetic consultations through

community care centres and health clinics in both urban and

remote area. 

PHNs also work with agencies outside the health sector (e.g. the

Department of Families, Housing, Community Services and

Indigenous Affairs Stores Licensing Unit and Outback Stores) to

increase food security by improving food supply and stimulating

demand for healthy food in remote community stores.

PHNs also work with the education sector to ensure meals and

food provided at schools, are in line with the Australian Dietary

Guidelines for Children. 

The strategy unit focuses on providing strategic direction,

developing relevant Northern Territory policies and guidelines, or

contributing to national developments (e.g. the development of a

new National Nutrition Strategy). At times, this work involves

collaboration with other government agencies (e.g. the Northern

Territory Department of Education, and research institutions (e.g.

Menzies School of Health Research). 

Funding sources

1. Northern Territory Government 

    via Department of Health

    budget

2. Australian Government 

    Department of Health via 

   • the Stronger Futures NT

     NPA (previously Enhanced

     Health Services Delivery

     Initiative)

   • the NPA on Preventive

     Health, under the Healthy

     Children Initiative 

3. NT Medicare Local (under

    Medical Outreach Indigenous

    Chronic Disease Program) –

    provision of clinical dietetic

    services in remote

    communities.

Budget spending/oversight by 

Health Development Branch 

Directorate.

Governance oversight by 

Executive Director Territory-wide 

Services.

Program delivered by NT 

Department of Health with NGO 

partnerships. 

-Department of Health Annual 

Report, Urban and Remote 

Health Services Output reports 

(public).

-Quarterly (internal) and annual 

(public) reports to Australian 

Government 

-Monthly activity reporting to NT 

Medicare Local (internal/public) 
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

The strategy unit, in partnership with the South Australian

Government and the City of Palmerston, are currently piloting a

multi-strategy, community-based obesity prevention initiative

called Childhood Obesity Prevention and Lifestyle (COPAL) in

Palmerston. COPAL was developed as part of the National

Partnership Agreement (NPA) on Preventive Health under the

Healthy Children Initiative. It aims to promote healthy eating and

increase children’s participation in physical activity, with the long

term goal of reducing rates of childhood  obesity. 

Health Promotion 

Strategy Unit

The core function of the Health Promotion Strategy Unit (HPSU)

is to build and strengthen capacity for effective health promotion

and prevention in the Department of Health (Department of

Health) and its partners across government and non-government

sectors. 

This involves facilitating a uniform understanding of health

promotion across Government and non-Government health and

related sectors; providing strategic and policy support to key

stakeholders, staff and organisations; and a commitment to

planning for health promotion through investment in research,

program planning, and evaluation; social marketing; healthy

workplaces; and developing sustainable education and training

pathways. 

Funding sources

-NT Department of Health. 

-Australian Government via NPAs 

-Performance targets against key 

functions of Community Health 

and Public Health Services. 

-Financial reports in Department 

of Health Annual Report. 

-Six monthly and annual reports 

related to Australian Government 

funding.  

-Reporting against the 

Preventative Health NPA and 

Indigenous Early Childhood 

Development NPA
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

The HPSU plays a key role in providing leadership in relation to

Priority Area Action 1 in the Department of Health Corporate Plan,

which relates to promoting and protecting good health and

preventing injury. A key focus has been to develop and

implementing a Northern Territory Health Promotion Framework,

provide Health Promotion Training and Education options across

the Territory health and community sector, establishing and

supporting of healthy workers programs, supporting health

promotion settings approaches such as health promoting health

services and hospitals, providing health promotion information to

professionals, communities and individuals in the NT, working

with research organisations on identifying affective strategies and

enablers to develop a health literate system, and providing a

planning and evaluation system for health promotion programs for

Department of Health and its partners. The HPSU has continued

its commitment to maintain the relationship with education

institutions and research bodies. The HPSU also provides

jurisdictional leadership in relation to the national preventative

health agenda.
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Hearing Services Hearing Services are mostly provided in specialised hearing

centres located in remote and urban community health centres, or

hospital facilities. 

A multidisciplinary team of specialists provide; hearing loss

prevention, otitis media care coordination, diagnostic hearing

assessment and support ENT services including E-Teleotology. 

Hearing services are provided through integrated care pathways

and support community based health, early childhood and

education strategies for identifying, managing and promoting ear

health and hearing. 

The Universal Neonatal Hearing Screening (UNHS) program for

permanent hearing loss is provided through all urban birthing

hospitals.

Funding sources

- NT Department of Health, and

-Australian Government for 

additional ear health and hearing 

services for Indigenous children.

Budget spending/oversight by 

Directors of Health Development 

(remote areas) and Community 

Health Branches (urban areas)

Governance oversight by 

Executive Director Territory-wide 

Services.

Service delivery by Department of 

Health NT Hearing Program 

(Community Health) and Hearing 

Health Program (Health 

Development). 

Routine reporting: Annually 

Department of Health Annual 

Report public. 

Performance targets for 

Australian Government-funded 

programs and consented service 

event data shared with AIHW are 

published annually.
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Chronic Condition 

Services (previously 

Preventable chronic 

disease)

The Chronic Conditions Strategy Unit (CCSU) provides leadership

and evidence-based advice to support the implementation of

effective actions for prevention and management of chronic

conditions. The CCSU works closely with policy makers, senior

managers, health professionals, researchers and education

providers in government and non-government services across the

Territory. 

The Northern Territory Chronic Conditions Prevention and

Management Strategy 2010-2020 is the key document that guides

Northern Territory health services, with all services committed to

joint implementation. The priority areas include addressing social

determinants and an increased focus on primary prevention. 

Major work completed in 2012-13 including development and

trialling of a visual culturally appropriate self management

assessment tool, as a collaboration between Flinders University,

Menzies school of Health research and NT Department of Health.

The Diabetes in Pregnancy NHMRC partnership project has had

significant progress with the establishment of a NT clinical

register, development of referral pathways for each region,

implementation of formal early screening and enrolment in the

research project. 

Commitments of funding from NTG and AG for expanded cardiac

services has seen work done on introducing low risk angioplasty,

establishment of networked EGCs to enable a centralised

database and expansion of cardiac nurse coordinators. 

Funding sources

Northern Territory Department of 

Health. 

Australian Government and NT 

Government via 

-Closing the Gap Partnership 

Agreements to expand services 

for people with chronic conditions 

and 

-NPA / other Health Department 

funding for chronic conditions 

prevention related activities. 

Routine reporting: Department of 

Health Annual Report, annual, 

public. 

Chronic disease indicators in the 

Northern Territory Aboriginal 

Health KPIs. (not public)

Quarterly reporting per Closing 

the Gap NPA. 
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

School Health 

Services

Community Health provides a School Health Service to 15

Northern Territory Government middle, secondary and special

schools

Health Promoting School Nurses work in partnership with school

staff using a health promotion approach to integrate health

education into the curriculum within an overarching Health

Promoting Schools framework. The key outcome areas are:

1. support delivery of health education  in: 

• Smoking, alcohol and other drugs

• Nutrition 

• Physical Activity

• Health and Wellbeing

• Sexual Health

2. work with the school community to plan, develop, implement

and evaluate school identified health promoting programs,

policies and strategies

3. contribute to health and wellbeing through early intervention

efforts aimed at reducing the longitudinal incidence of chronic

disease, and risk taking behaviours during youth/adolescence 

4. establish networks to facilitate health and wellbeing information

to the school community through partnerships.

Funding Source 

Northern Territory Department of 

Health 

Budget spending/oversight by 

Director Community Health. 

Governance oversight by 

Executive Director Territory-wide 

Services

Program delivered by Community 

Health Branch via School Health 

Service. 

Routine reporting:

Quarterly internal.

Reported in Community Health 

section of Department of Health 

Annual Report, annual, public. 
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Urban Community 

Health

The Community Health Branch provides a range of key primary

health care services directly and in partnership with other health

stakeholders across the urban centres of Darwin, Palmerston,

Alice Springs, Katherine, Tennant Creek and Nhulunbuy.  

Services include Child, Youth and Family Health Services,

Community and Primary Care Services (including social work,

palliative care, specialist nursing services and a community

resource team), Hearing Services, School Health Services,

Sexual Assault Referral Centres and Home Birth Services in

Darwin. 

The Branch participates in regional and national primary health

care reforms and seeks to improve access and equity to services

for urban communities. 

The Branch also funds a number of non-government

organisations to provide services to achieve outcomes within the

areas of Child and Family Health, and Community and Primary

Care.

Funding sources 

-NT  Department of Health. 

-Australian Government funding 

(for Home And Community Care 

services via Specialist Nursing 

program) 

Budget spending/oversight by 

Director Community Health 

Branch.

Governance oversight by 

Executive Director Territory-wide 

Services.

Program delivered by Community 

Health plus small number of non-

government organisations in 

some regional centres. 

.

Routine Reporting: Department 

of Health Annual Report, annual, 

public.

-Service events, training and 

client numbers per the Specialist 

Nursing program supplied 

biannually to the Australian 

Government. 
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Women’s Health The Women's Health Strategy Unit (WHSU) engages in strategic

planning and policy development for women's health at the

national and Territory level in partnership with government and

community stakeholders and coordinates and leads Department

of Health responses to this work.

WHSU project instigates leads and project manages key strategic

pieces of work to progress priority women's health issues such as

those for Aboriginal and Torres Strait Islander Women, Migrant

and Refugee Women and Domestic and Family Violence.  

The Unit also manages the work of the Women's Information

Service (WISe) in Alice Springs, and acts as a source of

information and leadership across the Department in regard to all

aspects of women's health. 

WHSU has instigated and leads a strategic approach to gender

as a key determinant of health both in the Department of Health,

with other key stakeholders and services providers and as the

Department of Health representative on the Office of Women’s

Policy Gender Equity Panel.

Collaborative work has occurred with Branches across the

Department to promote screening for family violence and

consistent recording in clinical systems to enable better

monitoring.

Funding source

Northern Territory Government 

via an identified program within 

the Department of Health budget.

Budget spending/oversight by 

Director Health Development 

Branch.

Governance oversight by 

Executive Director Territory-wide 

Services

Program delivery via strong 

collaboration with NGO partners..

Routine reporting: Department of 

Health Annual Report, annual 

public
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Sexual Health and 

Blood Borne 

Viruses Program

NT wide program aimed at prevention, treatment, surveillance

and control of sexually transmitted infections and blood borne

viruses such as HIV/AIDS and Hepatitis C. The program operates

five sexual health clinics, known as Clinic 34, in the major towns

that aim to improve access to early testing and treatment for STIs

and BBVs for member of the priority populations identified in the

National STI and BBV strategies. The program provides technical

and financial support to primary care services in rural and remote

areas. The program funds community based organisations to

develop and implement STI and BBV prevention programs,

including an NT wide Needle and Syringe Program. Clinical

education programs are provided both directly and through

supporting the other training organisation. Several research

programs are supported, involving both local and national

partnerships.

• providing timely and high quality healthcare that meets individual

needs, throughout the lifespan — directly, and/or by facilitating

access to the appropriate service(s)

The Adolescent Sexuality Education Project (ASEP) is a

collaboration between the Northern Territory (NT) Department of

Education and Children’s Services (DECS) and the Department of

Health (DoH) in association with the Central Australian Aboriginal

Congress (CAAC) and is a component of the National Partnership

Agreement on Indigenous Early Childhood Development. The

partnership is funded for 5 years by the Office of Aboriginal and

Torres Strait Islander Health to provide targeted sexual and

reproductive health education to Indigenous adolescents in

schools and community settings

• promoting health and preventing illness.

Funding source:

NT Department of Health. 

OATSIH and an NPA.

• Budget/spending oversight:

• NT Department of Health and 

OATSIH

• Delivery oversight:

• NT Department of Health

• Program delivery:

• NT Department of Health, NT 

AIDS and Hepatitis C Council, 

Family Planning NT

• 

ASEP: Funding Source:

Australian Government NPA

• Budget/spending oversight:

• NT Department of Health and 

OATSIH

• Delivery oversight:

• NT Department of Health

• Program delivery:

NT Department of Health, NT 

AIDS and Hepatitis C Council, 

Family Planning NT

Routine Reporting:

Annually and Quarterly reporting 

against business plan of Sexual 

Health and Blood Borne Virus 

Unit, (internal).

ASEP

Routine Reporting:

Quarterly (internal), Quarterly 

(external) reporting against NPA
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Rheumatic Heart 

Disease

NT wide program aims to reduce the burden of rheumatic heart

disease amongst the Indigenous population by reducing the

occurrence of acute rheumatic fever. The program provides

health professionals and community members with best practice

support, education, resource development and supply and patient

care. 

• providing timely and high quality healthcare that meets individual

needs, throughout the lifespan — directly, and/or by facilitating

access to the appropriate service(s)

• promoting health and preventing illness

Funding Source:

Australian Government NPA

• Budget/spending oversight:

• CDC – NT DoH

• Delivery oversight:

• CDC – NT DoH

• Program delivery:

• CDC – NTDoH

Routine reporting:

6 monthly reporting against NPA

TB Control Unit The TB Control Unit covers screening of high risk groups

(contacts, refugees, prisoners, health workers, Irregular Maritime

Arrivals (IMAs) and fisherpersons); monitoring and administration

of directly observed treatment for active TB and leprosy; remote

community visits to implement preventive and early diagnostic

strategies (treatment of latent TB infection, community screening);

and provision of information to the public, service providers and

governments.

• providing timely and high quality healthcare that meets individual

needs, throughout the lifespan — directly, and/or by facilitating

access to the appropriate service(s)

• promoting health and preventing illness

Funding Sources:

• NT Department of Health 

• DIAC for the Illegal Foreign 

Fisherman (IFF) and IMAs.

• Budget/spending oversight:

• CDC - NTDoH

• Delivery oversight:

• CDC- NTDoH

• Program delivery:

• CDC - NTDoH

Routine reporting:

• Estimates data reports, 

annually, public 

• NT Department of Health 

Annual Report, annual, public.
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

Australian Bat 

Lyssavirus Pre and 

Post Exposure 

Prophylaxis (and 

rabies post 

exposure) Service

CDC provides education and (privately purchased) rabies vaccine

for pre-exposure prophylaxis against Australian Bat Lyssavirus

(ABL) to persons at risk of occupational exposure. Post-exposure

rabies immunoglobulin and vaccine is administered in Darwin and

some regional centres to those potentially exposed to both rabies

virus and ABL. Education programs are provided to the

community and to occupational groups.

• promoting health and preventing illness

Funding sources: 

1) NT Department of Health.  

2) Australian Government 

Department of Health refunds 

50% of the cost of rabies 

immunoglobulin administered to 

people who are bitten or 

scratched by bats only.

• Budget/spending oversight:

• NTDoH

• Delivery oversight:

• NTDoH

• Program delivery:

• NTDoH

Routine reporting:

• NT Department of Health 

Annual Report, annual, public. 
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

NT Trachoma 

Service

The trachoma service is a public health program that is working

towards the global elimination of blinding trachoma. Chlamydia

trachomatis is an infectious disease that is the most common

cause of preventable blindness and blindness resulting from

infection. Australia is the only first world nation that still has

blinding trachoma. The Surgery; Antibiotics; Facial cleanliness;

Environmental control (SAFE) strategy for the elimination of

trachoma underpins service provision. 

This manifests as: 

• establishing pathways of referral to ophthalmology services; 

• training the health workforce to identify Trichiasis (eye lashes

abrading the cornea); 

• conducting screening on high risk populations, and determining

the prevalence for a predetermined subset of the at risk

population, 

• coordinating the appropriate pharmacological intervention based

upon the prevalence of the trachoma in the population.

• training the health workforce to identify Trachoma and how to

provide appropriate individual and population controls.

• developing and implementing health promotion strategies to

enhance the frequency of “clean faces”, which is a key

intervention in interrupting the transmission of the infection. 

• identifying and advocating for the presence of suitable health

hardware such as taps and basins, which facilitates hand and

facial cleanliness.

 


Funding source: 

DoHA – OATSIH via NT 

Department of Health

Budget oversight:

program section head Centre for 

Disease Control (CDC) and the 

territory program coordinator.

Governance oversight:

OATSIH, the Director of Centre 

for Disease Control, the program 

section head (CDC) and the 

territory program coordinator

Program delivered by:

NT Department of Health: CDC, 

Remote Health, Health 

Development Unit; NGOs 

including Sunshine Health Board, 

Katherine West Health Board, 

CAAC, Indigenous Eye Health 

Unit – University of Melbourne, 

and the Kirby Institute.

`

Routine:

• Quarterly to OATSIH; Annually 

in Department’s Annual Report 

(public)
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TABLE 11A.113

Table 11A.113 Northern Territory, community health services programs

Programs funded by the NT Government during 2012-13

Program Description Budgetary context Reporting 

The primary goals of the service are: 

• to reduce the prevalence of trachoma infection to less than 5%.

This is evident when high risk populations have demonstrated

continuous and sustained prevalence below 5% for at least five

years as per the WHO guidelines.

• to demonstrate the continuous and sustained reduction of the

frequency of Trichiasis to below 1 in 1000 for at least five years in

at risk populations.

The target population for the service is those at risk of blinding

trichiasis / trachoma. This is comprised of indigenous people

living in remote locations.

• providing timely and high quality healthcare that meets individual

needs, throughout the lifespan — directly, and/or by facilitating

access to the appropriate service(s)

• promoting health and preventing illness

Source : NT Government unpublished.

PRIMARY AND

COMMUNITY HEALTH

PAGE 17 of TABLE 11A.113

INDIGENOUS

COMPENDIUM 2014  


	Volume E Chapter 11 Primary and community health
	11 Primary and community health
	Indigenous data in the Primary and community health chapter
	Profile of primary and community health
	Funding
	Size and scope
	Framework of performance indicators
	Early detection and early treatment for Indigenous Australians
	Developmental health checks
	Effectiveness of access to GPs
	Financial barriers to PBS medicines
	Public dentistry waiting times
	Quality — responsiveness — Patient satisfaction
	Health assessments for older people
	Efficiency — Cost to government of general practice per person
	Outcomes
	Selected potentially preventable hospitalisations
	Future directions in performance reporting
	Definitions of key terms
	List of attachment tables
	References

	11A Primary and community healt — attachment
	Attachment contents
	Table 11A.6
	Table 11A.8
	Table 11A.15
	Table 11A.16
	Table 11A.17
	Table 11A.18
	Table 11A.27
	Table 11A.28
	Table 11A.29
	Table 11A.30
	Table 11A.31
	Table 11A.36
	Table 11A.42
	Table 11A.45
	Table 11A.61
	Table 11A.72
	Table 11A.76
	Table 11A.85
	Table 11A.89
	Table 11A.92
	Table 11A.94
	Table 11A.96
	Table 11A.97
	Table 11A.98
	Table 11A.99
	Table 11A.100
	Table 11A.105
	Table 11A.106
	Table 11A.107
	Table 11A.108
	Table 11A.109
	Table 11A.110
	Table 11A.111
	Table 11A.112
	Table 11A.113


