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1 INTRODUCTION 

In 2015, the Australian Government established Primary Health Networks (PHNs) as regional entities 

with the key objectives of: 

 Increasing the efficiency and effectiveness of medical services for patients, particularly those 

at risk of poor health outcomes, and  

 Improving coordination of care to ensure patients receive the right care in the right place at 

the right time. 

The Murrumbidgee Primary Health Network (MPHN) is the regional entity with coverage of 

communities in south west NSW.   

The Australian Government has identified six priorities for targeted work by PHNs. These are mental 

health, Aboriginal and Torres Strait Islander health, population health, health workforce, eHealth and 

aged care.  

PHNs are commissioners of health services. At its simplest, commissioning is the process of planning, 

agreeing, funding and monitoring services. Central to this is the continuous assessment of the needs 

of the population, and determining priorities. 

This document is a summary of the analysis of the health and service needs within the Murrumbidgee, 

to inform and support priority setting and planning by the MPHN. This document draws on needs 

assessments undertaken by the MPHN in 2015 and 2016, and incorporates findings from more recent 

consultations and forums undertaken by the MPHN to identify service and system issues.  In response 

to the findings of the 2015-16 health needs assessments, the MPHN has recently commenced the 

commissioning or re-commissioning of services and programs. These will be described where relevant 

recognising that needs assessment, planning and commissioning is a dynamic and real-time process.  

This document is supported by a Data Book which provides detailed data relating to the demographic 

and socioeconomic profile of the Murrumbidgee, health status of the population, description of the 

health service system, service utilisation, and workforce.  

2 OVERVIEW OF THE MURRUMBIDGEE 

The Murrumbidgee Primary Health Network (MPHN) is located in the south-west of NSW and shares 

borders with Western NSW, South Eastern NSW, ACT, Gippsland and Murray PHNs in Victoria. Its 

boundaries align with the Murrumbidgee Local Health District (MLHD).  

The MPHN covers a geographic area of 124,413 square kilometres. Following local government 

amalgamations, the number of Local Government Areas (LGAs) in the MPHN has recently reduced 

from 29 to 21. Data presented in this health needs assessment draws on information as it relates to 

the newly configured LGAs. The MPHN has divided the region into four sectors for planning purposes. 
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Figure 1.1. Murrumbidgee PHN region showing LGAs and sectors  

 

 

 

The region is accessed by numerous north-south transport connections via the Hume, Olympic, 

Mallee, Silver City, Cobb, Newell highways and the Kidman Way. The Sturt, Riverina and Mid-Western 

highways and Burley Griffin way serve as east-west connections. Wagga Wagga is situated on the main 

Southern railway line between Melbourne and Sydney.  

Wagga Wagga is the principal commercial centre of the MPHN region, with Griffith as a secondary 

centre to the region and a key commercial centre for the Murrumbidgee Irrigation Area subregion. 

The majority of health services, higher education and employment opportunities are located in these 

larger centres. 

The Murrumbidgee River flows east-west through the entire PHN and the Murray River at the Victorian 

border forms part of the boundary in the southern part of the region. Both of these rivers are critical 

to agriculture, industry, tourism and development in the region.  

The Murrumbidgee region is characterised by extensive alluvial floodplains with low-lying lands, 

associated with the Murrumbidgee, Murray and Lachlan Rivers. The Murrumbidgee area has a 

semiarid climate with low, winter-dominant rainfall, hot summers and cool winters. In the higher 

regions, summers are cool and snow is common during winter. The main industry is agriculture with 

grains, almonds, wool, beef, cotton, wine grapes and rice. The Murrumbidgee area is also home for 

both Army and Air Force bases as well as the major campus of Charles Sturt University. 
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Towns along the Murray river often have ‘twin towns’ on the Victorian side of the river which have a 

high degree of inter-dependence in terms of services, employment, health, transport links, commerce 

and education. 

2.1 The Health Service System in the Murrumbidgee 

The health service system in the Murrumbidgee is funded through multiple Commonwealth and State 

sources. This section provides an overview of the key service providers operating in each sector.  

Wagga Wagga Sector 

Wagga Wagga is the major centre for many of the public sector health services provided by the MLHD. 

The Wagga Wagga Rural Referral Hospital provides emergency services, acute care, paediatrics, 

obstetrics, sub-acute care, acute mental health care, sub-acute mental health care (recovery model) 

radiography and radiology services. It has a key role in training medical, nursing and allied health 

professionals. The Aged Care Nursing specialist team has a district wide responsibility inclusive of Aged 

Care Assessment, Regional Assessment, Transition Care program, community nursing, occupational 

therapy and podiatry under the Commonwealth Home Support Program. 

The MLHD provides a range of chronic care services in Wagga Wagga, including diabetes education, 

cardiac care coordination and rehabilitation, pulmonary rehabilitation. The MLHD offers specialist 

palliative care services, child and family nursing services, community nursing, wound care, continence 

care and public dental services. The MLHD Aboriginal Health Unit provides a range of services to 

inpatients and people in the community including 48 hour follow up post discharge, chronic care 

support and self-management, Aboriginal maternal and infant health, healthy lifestyle programs. The 

Community Health Team Priority Population Program includes sexual assault services, child protection 

counselling service, Joint Investigation Response, generalist counselling service, Women’s Health, Out 

of Home Care, Child Wellbeing Unit Coordinator and Multicultural health. 

The MLHD has community based Specialist Mental Health and Drug and Alcohol teams across the 

District. Sub-specialties include Child and Adolescent Mental Health Services (CAMHS), specialist adult 

mental health services, youth mental health, perinatal mental health, specialist mental health services 

for older people, and drug and alcohol clinicians. One of the six mental health and Drug and Alcohol 

teams is based in Wagga Wagga. 

In the private sector, health service providers include general practices, dental practices, and allied 

health professionals. Some allied health professionals based in Wagga Wagga provide visiting services 

to communities in other sectors under commissioning arrangements through the MPHN. Calvary 

Health Care Riverina is a private hospital offering cancer care, rehabilitation, inpatient and outpatient 

drug and alcohol services, cardiovascular and surgical services and maternity services. 

The Riverina Medical and Dental Corporation (RivMed) is an Aboriginal Community Controlled Health 

Organisation and provides a range of primary health care services in Wagga Wagga and surrounding 

areas including medical services, dental services, paediatric, psychology and counselling, family health, 

eye health, ear health, transport and visiting specialist services.  

There are a range of Non-Governmental Organisation (NGO) providers located in Wagga Wagga that 

provide mental health, alcohol and other drug services, social care services and aged care services. 
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Examples include Partners in Recovery (lead agency is MPHN with consortium including Schizophrenia 

Fellowship NSW; Intereach; Centacare South West NSW; Lambing Flat Enterprises; and MLHD), Drug 

and alcohol services (Calvary Healthcare Riverina and Directions), and headspace (Relationships 

Australia).  

There are five residential aged care services in Wagga Wagga. There are ten (10) providers of 

community aged care packages based in Wagga providing care in Wagga as well to residents in other 

towns across the region. 

Western Sector 

The MLHD has hospitals located at Griffith, Leeton, Hay and Narrandera, and Multipurpose Services 

at Lake Cargelligo and Hillston. Griffith is a Rural Base Hospital and Health Service and provides 

inpatient acute and sub-acute services, intensive care, emergency services, surgery, renal dialysis, 

paediatrics, maternity, dental radiology, pharmacy and pathology services. Leeton and Narrandera are 

District Level Hospital and Health Services and Hay is a Community level Hospital and Health Service. 

Private GPs are located in each of these towns and provide GP Visiting Medical Officer (VMO) services 

to the hospitals and Multipurpose Services. Private general practices are also located in Colleambally 

and Darlington Point. GP VMOs provide obstetric services to Griffith and Leeton. Narrandera offers 

antenatal and postnatal care with birthing services at Leeton, Wagga or Griffith. 

The MLHD offers chronic care services in the Western Sector inclusive of diabetes educators, based in 

Griffith, Leeton and Narrandera; cardiac rehabilitation at Griffith, Hay, Hillston, Leeton and 

Narrandera; and pulmonary rehabilitation programs at Griffith, Hay, Hillston, Leeton and Narrandera. 

Specialist palliative care services are based in Griffith. Public dental services are provided for children 

in Hay, Hillston and Leeton, and for children and adults in Griffith. The MLHD provides Child and Family 

services in this sector. The Priority Population Program has services located in Griffith and Leeton. The 

LHD also provides residential aged care in Leeton, Hillston and Lake Cargelligo.  

The MLHD has Community Mental Health and AOD clinicians located in Griffith and Leeton. Child and 

Adolescent Mental Health workers are co-located with these teams. The MLHD community mental 

health and AOD teams provide outreach services across their geographical catchment. 

With respect to private sector services, in addition to GP services outlined above, there are private 

dentists in Griffith, Hay, Leeton and Narrandera. Community pharmacists are located in each LGA in 

the Western Sector. Private allied health services are predominantly located in Griffith and Leeton.  St 

Vincent’s Private Hospital is co-located with Griffith Base Hospital.  

The Griffith Aboriginal Medical Service (GAMS) provides a range of services based in Griffith including 

enhanced primary care provided by GPs and practice nurse, social and emotional wellbeing, Bringing 

them Home worker, dietetics and child and maternal health. Visiting services provide clinics at GAMS 

including sexual health, women’s health, optometry, podiatry, immunisation and psychology. An 

Alcohol and Other Drug team (inclusive of a coordinator and four workers) service the communities in 

the western sector. GAMS has established a medical service in Hay, operating two days per week and 

also provides services to Lake Cargelligo. 
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There are a range of NGOs operating in the Western Sector providing social care services. headspace 

is located in Griffith providing mental health services to young people, and is operated by MPHN. 

There are ten (10) residential aged care facilities located in the western sector, in addition to the 

Multipurpose Services operated by the MLHD. There are five providers of community aged care 

packages based in Griffith, Hillston and Colleambally providing packages to residents in the sector. 

Riverina Sector 

The MLHD has hospitals located at Young, Temora, Cootamundra, Tumut (all District Level Hospital 

and Health Service), West Wyalong and Murrumburrah/Harden (Community Level Hospital and Health 

Services), and Multipurpose Services at Junee, Gundagai, Batlow and Tumbarumba. GPs are located 

in each of these towns and provide GP Visiting Medical Officer (VMO) services to the hospitals and 

Multipurpose Services. Private general practices are also located in Coolamon and Adelong. GP VMOs 

provide obstetric and maternity services in Young, Cootamundra, Temora and Tumut.  

The MLHD offers chronic care services in the Riverina Sector inclusive of diabetes educators based in 

Junee and Young; cardiac care coordination and cardiac rehabilitation at Cootamundra, Temora, 

Tumut and Young; pulmonary rehabilitation programs at Cootamundra, Temora, Tumut and Young.  

Specialist palliative care services are provided by the MLHD and based at Young. Public dental services 

are available for children in West Wyalong, Tumbarumba, Tumut, Temora, and Junee and public dental 

services for adults and children are offered in Cootamundra and Young. The MLHD provides Child and 

Family services across the sector. The Priority Population Program has services located in Young and 

Temora. The Women’s Health Service is located in Young, Cootamundra and Tumut, but has coverage 

across the MLHD area. 

The MLHD has Community Mental Health and AOD clinicians located in Young, Tumut and Temora.  

Child and Adolescent Mental Health workers are co-located with these teams. The MLHD community 

mental health and AOD teams provide outreach services across their geographical catchment. 

With respect to private sector services, in addition to GP services outlined above, there are private 

dental services in West Wyalong, Coolamon, Cootamundra, Gundagai, Harden, Temora, Tumbarumba, 

Tumut and Young. Community pharmacists are located in each LGA in the Riverina Sector. Private 

allied health services are predominantly located in Young, Cootamundra, Temora and Tumut.  

There are a range of NGOs operating in the Riverina Sector providing social care services. 

Residential aged care services managed by the MLHD are located Batlow, Coolamon, Gundagai, 

Murrumburrah Harden, Junee and Tumbarumba. Residential aged care services operated by not-for-

profit and for-profit providers are located in Young, Tumut, Boorowa, West Wyalong and Harden. 

There appears to be limited aged community care providers in the Riverina sector. 

Border Sector 

The MLHD has hospitals located at Deniliquin and Corowa (District Level Hospital and Health Services), 

Finley and Holbrook (Community Level Hospital and Health Services), and Multipurpose Services at 

Lockhart, Tocumwal Berrigan, Culcairn, Henty, Jerilderie and Urana. GPs are located in each of these 

towns and provide GP Visiting Medical Officer (VMO) services to the hospitals and Multipurpose 
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Services. Private general practices are also located in Howlong, Jindera, The Rock, Moama and 

Barham. GP VMOs provide obstetric and maternity services in Deniliquin.   

The MLHD offers chronic care services in the Border Sector inclusive of diabetes educators, based in 

Corowa, Deniliquin and Finley; cardiac care coordination and cardiac rehabilitation at Corowa, 

Deniliquin and Finley; and pulmonary rehabilitation programs at Corowa and Deniliquin. Specialist 

palliative care services are based in Deniliquin. Public dental services for children and adults are 

available in Deniliquin and Berrigan. The MLHD provides Child and Family services in sector. The 

Priority Population Program has services located in Deniliquin, Finley and Corowa. 

The MLHD has Community Mental Health and AOD clinicians located in Deniliquin. Child and 

Adolescent Mental Health workers are co-located with these teams. The MLHD community mental 

health and AOD teams provide outreach services across their geographical catchment. 

With respect to private sector services, in addition to GP services outlined above, there are private 

dental services in Deniliquin, Corowa, Finley and Tocumwal. Community pharmacies are located in 

each LGA. Private allied health services are predominately located in Deniliquin and Corowa. 

The Viney Morgan Aboriginal Medical Service provides primary health care to the Aboriginal people 

of Cummeragunja and surrounding areas of Southern NSW. They provide GP services, podiatry, 

optometry and chronic disease care. There are a range of NGOs operating in the Border Sector 

providing social care services. 

Residential Aged Care facilities managed by the MLHD are located in Berrigan, Barham, Corowa, 

Culcairn, Henty, Jerilderie, Lockhart, Tocumwal and Urana. Residential aged care facilities operated by 

not for profit and for profit providers are located in Deniliquin, Corowa, Howlong, Jindera, Henty, 

Holbrook, Berrigan, Finley, Tocumwal, Moama, and Barham. Many of the providers of aged care 

packages to communities in this sector are based in Albury and Victoria (Shepparton). 
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3 UNDERSTANDING OUR COMMUNITY: KEY FACTS ABOUT THE POPULATION 

3.1 Who lives in the Murrumbidgee PHN? 

In 2016, 237,680 people resided in Murrumbidgee PHN, which accounted for 3.2% of the NSW 

population. 

Overall 4.8% of the MPHN population identified as Aboriginal (11,505 people), which is higher than 

NSW (2.9%) and Australia (2.8%). The largest Aboriginal populations are in Wagga Wagga and Griffith. 

The LGAs with highest proportion of Aboriginal people are Lachlan – the Lake Cargelligo Area (17.6%), 

Narrandera (9.7%), Carrathool (7.9%) and Junee (7.9%) (ABS, URP 2016 Census). 

In 2016, nearly 1 in 5 people (18.9%) from the MPHN were aged 65 years and over, which was higher 

than NSW (15.7%). The Border sector (23.9%) and the Riverina Sector (21.5%) had the highest 

percentages of older people (PHIDU PHN data).  

Over the entire MPHN footprint the population density is 1.94 persons per km2. However, this ranges 

from 0.1 persons per km2 in parts of the Western Sector (e.g. Carrathool), to 15.5 persons per km2 in 

Griffith LGA, and Wagga Wagga LGA (13 persons/km2 (Wagga Wagga Sector).  

In 2011, the proportion of Culturally and Linguistically Diverse (CALD) people within MPHN was 4.4% 

(PHIDU, PHN data). Between 2009 and 2013 the Murrumbidgee received 408 refugees from Myanmar, 

Afghanistan and African nations settling in Wagga Wagga, Griffith, Leeton and Narrandera.    

Data from 2011 indicates that at that time there were 11,284 people residing in the Murrumbidgee 

who had a severe or profound disability (5.1% of the population) including just over five percent (5.6%) 

of Aboriginal people. At a state level 4.9% of the population had a severe or profound disability 

(PHIDU, PHN data). The LGAs of Urana, Cootamundra, Temora, Narrandera and Berrigan have higher 

proportion of the population with a disability (ranging from 6.4-7.6%). 

Proposed Response: 

With recent refugee settlement and the introduction of the National Disability Insurance Scheme 

(NDIS), the MPHN will need to update data on the CALD and disability populations when the full 2016 

Census data is released to inform targeted service planning.  

3.2 Population Flows 

Health services in the MPHN catchment are accessed by residents and non-residents of the sectors 

within its boundaries. Of note are the outflows of Murrumbidgee residents to public and private 

hospital facilities in Victoria, the ACT and other parts of NSW particularly Sydney and Orange. This 

increases the complexity of service planning and requires consideration in development of integrated 

care strategies. Residents in the Border Sector may access screening services and birthing services in 

Victoria and this impacts on the reliability of reported data. There is an Aboriginal community of about 

100 people at Murrin Bridge situated outside the boundary of the MPHN but part of the catchment of 

the Lake Cargelligo health service, and needs to be considered when planning and commissioning 

services. 
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3.3 Population Growth 

Between 2016 and 2036 the MPHN population is expected to grow by only 1.2%, which is much lower 

than the growth rate in NSW (28.1%) and Australia (33.1%). The Wagga Wagga LGA is the only sector 

where there will be significant growth (18.4%). The three other sectors are projected to decline 

(Border -3.4%, Western – 4.9%, Riverina -7.1%) (Department of Planning and Environment, 2016).  

Into the future, the MPHN will need to monitor population movement to re-orient services and/or 

reallocate resources in response to demographic change. 

3.4 Aboriginal People 

The Aboriginal population in the MPHN is a young population with over one third of Aboriginal people 

aged under 15 years (compared with 19% of the non-Aboriginal population), and more than half (55%) 

under 24 years (compared with 30.7% of the non-Aboriginal population) (PHIDU, IARE data, 2016). 

Less than 5% of the Aboriginal population of the MPHN are 65 years or over, compared with 20.5% of 

the non-Aboriginal population. These trends are similar to NSW (HealthStats NSW). 

Aboriginal people in general experience shorter life expectancy and poorer health outcomes across a 

wide range of health indicators than non-Aboriginal Australians. In 2010-2012, life expectancy in NSW 

was estimated to be 70.5 years for Aboriginal males and 74.6 years for Aboriginal females, nearly 10 

years lower than males and females in the general population (Gilchrist, 2017a). 

This is reflected in the Murrumbidgee region where only 4% of Aboriginal people are aged 65 years or 

over compared with 18% of non-Aboriginal people. 
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4 HEALTH DETERMINANTS 

4.1 Socioeconomic Status 

The Index of Relative Socio-Economic Disadvantage (IRSD) ranks geographical areas in terms of their 

relative socio-economic disadvantage in Australia. The index focuses on low-income earners, relatively 

lower educational attainment, high unemployment and dwellings without a motor vehicle.  

With the exception of the Wagga Wagga LGA, households within the MPHN experience greater 

disadvantage than NSW and Australia. In 2011, the most disadvantaged LGAs within the MPHN were 

Narrandera, Hay and Murrumbidgee. However, analysis of ISRD scores at SA1 level show pockets of 

high disadvantage around Griffith, Harden, Junee, Young, Narrandera, Moulamein and the Wagga 

Wagga suburbs of Ashmont, Moorong, San Isidiore and Kapooka (Murrumbidgee Mental Health, 

Suicide Prevention, and Alcohol and Other Drugs Needs Assessment, 2016). 

With respect to the social determinants, characteristics of residents in the MPHN include: 

 Lower levels of education attainment i.e. in the Murrumbidgee 29.7% of the population had 

a Year 12 education (or equivalent) compared with 42.4% for NSW. About one fifth of people 

living in the Murrumbidgee had a university education compared with 30% for NSW 

(Murrumbidgee Mental Health, Suicide Prevention, and Alcohol and Other Drugs Needs 

Assessment, 2016, derived from ABS Census 2011).  

 Lower levels of health literacy, evidenced by some health behaviours contributing to chronic 

disease risk factors, and poor understanding of chronic conditions where exacerbation of 

symptoms leads to hospitalisation (MPHN Clinical Council consultations, 2016) 

 While unemployment at a whole of region level is lower than NSW (4% v 5.4%, 2016), incomes 

are lower for families and households compared with NSW (Gilchrist, 2017b).   

 Unemployment in the Aboriginal population is higher (17%, ABS 2011) than whole of region 

population. 

 Similar access to the aged care pension and concession cards to the NSW population, however 

there is variation across LGAs with 35% of the population accessing a concession card in 

Cootamundra, Urana and Murray LGAs, compared with 21 % in Carrathool, 23% in Wagga 

Wagga, and 24% at NSW level (Gilchrist, 2017b, derived from PHIDU Social Atlas, June 2015). 

 Higher rates of domestic and non-domestic assaults in the LGAs of Lachlan, Narrandera, 

Wagga Wagga, Griffith and Tumut compared with NSW rates. (Bureau of Crime Statistics and 

Research, 2017). 

Proposed Response: 

Variation in disadvantage across the MPHN requires targeted planning and commissioning of health 

and social care services with consideration of the factors that promote access and utilisation.  A useful 

framework has been developed that identifies dimensions of access, and poses questions that can be 

pursued to determine how a health service seeks to promote access to services for residents across 

dispersed communities (Russell et.al., 2013). This can be equally applied to regional, rural, remote and 

urban centres. 
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Access 
dimensions 

Key questions 

Availability Are sufficient core primary health care and specialised health services available 
to consumers in the region? 

Geography How easily can consumers get to primary health care services, or services be 
delivered to residents of the area/region? 

Affordability Are services affordable? 

Accommodation Are primary health care and specialised services organised in a way that enables 
contact with, entry to services and navigation of the system? Consideration of 
primary care, and secondary and tertiary treatment. How does the service 
promote this for residents, and what are the costs to the health service 
providers? 

Timeliness Is the health service easily obtained in a timely way? How is this 
promoted/achieved? 

Acceptability How well does the service meet the sociocultural needs of consumers? What 
does the service do to promote acceptability? 

Awareness How well do consumers understand their health issues and the primary and 
specialised services available to them? What does the service do to promote 
health literacy? 
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5 RISK FACTORS AND HEALTH STATUS 

5.1 Childhood Immunisations 

In 2016, childhood immunisation rates in the Murrumbidgee were higher than NSW. In the 

Murrumbidgee 95.7% of non-Aboriginal children and 92.8% of Aboriginal children were fully 

immunised at 1 year of age, compared with the NSW general population coverage of 93.3%. At 2 years, 

94.0% of non-Aboriginal children and 91.4% of Aboriginal children were fully immunised compared 

with 91.1% for 2 year olds in NSW. At 5 years, 96% of non-Aboriginal children and 97% of Aboriginal 

children were fully immunised, compared with 93.5% of 5 year olds in NSW (HealthStats NSW, 

Immunisation). 

5.1.1 MPHN Response 2016 

The MPHN Updated Activity Workplan 2016-18 indicates that the MPHN will continue to support 

general practices to maintain high childhood immunisation rates and effective cold chain system, 

employing a dedicated Registered Nurse to provide in-practice and remote support. The MPHN and 

MLHD are developing a single Murrumbidgee Childhood Immunisation Plan to review emerging and 

existing hot spots across the region, and provide targeted support to practices in postcodes where 

there are lower immunisation rates. 

5.2 Risk factors and Living with Long term conditions 

Behaviour and lifestyle factors impact on the development and progression of chronic illness. Poorer 

health outcomes are associated with poor nutrition, obesity, physical inactivity, smoking and risky 

alcohol consumption. 

The rates of some chronic disease risk factors are higher for people in the Murrumbidgee than NSW:   

 Nearly two thirds of MPHN adults (63.6%) are overweight or obese compared with 53.3% for 

NSW. Obesity rates in the Murrumbidgee are highest compared with all other NSW PHNs.  

(NSW Health Survey, 2016)  

 High blood pressure. Nearly one third of residents over 16 years reported having high blood 

pressure compared with 28.4% for NSW (NSW Health Survey, 2016) 

 While the estimated smoking rates for people in the Murrumbidgee was comparable to NSW 

(MPHN 17%, NSW 15%, 2016), [NSW Health Survey, 2016], hospitalisation data shows 

Aboriginal people are hospitalised for smoking related issues at 2.7 times the rate of Non-

Aboriginal people in the Murrumbidgee, and smoking related hospitalisations for both 

Aboriginal and non-Aboriginal people are higher than their NSW counterparts (MLHD 

hospitalisation, Murrumbidgee Primary Health Needs Analysis, 2016). 

There are other chronic disease risk factors where people living in the Murrumbidgee have similar 

behaviours to the NSW population. 

 The estimated percentage of people who consumed alcohol at risky levels was 29% for both 

residents of the Murrumbidgee and NSW (HealthStats NSW, NSW Population Health Survey, 

2016). However, feedback from stakeholder consultations identified concerning alcohol 
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consumption in vulnerable groups including young people, Aboriginal people, lower 

socioeconomic groups.  

 Murrumbidgee adults exercise at similar rates to NSW adults (about 43% of the population) 

[HealthStats NSW, NSW Population Health Survey 2016].  

 Nearly 8% of adults in the Murrumbidgee report adequate vegetable consumption compared 

with 5.8% for NSW adults (HealthStats NSW, NSW Population Health Survey 2016), however 

it should be noted that this is not a particularly “good” comparator as adequate vegetable 

consumption by the adult population is low. 

5.2.1 MPHN Response 2016 

The MPHN is funding a Murrumbidgee Weight Management program to be delivered in general 

practices, using a multicomponent approach addressing lifestyle areas of nutrition, physical activity 

and psychological approaches to behaviour change. General practices in specific LGAs are invited to 

submit expressions of interest to deliver the program. 

5.3 Cancer Screening 

Overall, cancer screening rates in the Murrumbidgee are similar to NSW with some sub-population 

differences. It should be noted that cancer screening rates may be under-reported in areas where 

people access services in Victoria and hence are not captured in NSW data e.g. communities on the 

Victorian border. 

Breastscreen Australia aims to screen at least 70% of women aged 50-74 years every two years. In the 

Murrumbidgee, nearly 54% of women aged 50-69 years participated in biennial breast screening in 

2014-15, which was similar to NSW (51.6%). However, participation was lower for CALD women (30%) 

in the Murrumbidgee and Aboriginal women (34%) compared with their NSW counterparts (46% and 

40% respectively) (Cancer Institute NSW, Annual report 2017). 

Cervical screening rates for women aged 20-69 years is similar in the Murrumbidgee to NSW (56%), 

with just over three quarters of cervical screening in the region undertaken by a GP (77.4%). Lower 

screening rates were identified in Conargo, Snowy Valley, Wakool and Murrumbidgee (Cancer 

Institute NSW, Annual report 2017). The Border Sector Clinical Council identified a gap in Women’s 

Health Services in the sector. Many of the smaller towns in this sector are 1 or 2 doctors and hence 

may have limited access to female GPs impacting on participation. 

Australia has one of the highest rates of bowel cancer in the world. Around one in 27 Australians will 

develop bowel cancer during their lifetime. The National Bowel Cancer Screening Program (NBCSP) 

targets people aged 50 - 74 to be screened for bowel cancer. By 2020 it is seeking to offer screening 

every 2 years. In 2014-15, over one third of eligible adults participated in bowel screening in the 

Murrumbidgee (37.2%) and NSW (35.1%) (Cancer Institute NSW, Annual report 2017]). 

5.3.1 MPHN Response 2016: 

While these data indicate MPHN residents participate in screening at similar rates to NSW, there is a 

need to: 

 Promote and increase breast screening in CALD and Aboriginal women 

 Determine if there are potential barriers to cervical screening in specific locations 
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 Continue to promote bowel cancer screening.  

 

The MPHN Updated Activity Workplan 2016-2018 for Core Funding and After Hours Funding includes 

activities to build capability in general practices and community pharmacies to engage their relevant 

patient populations in cancer screening, particularly targeting general practices in LGAs with lower 

screening rates and targeting the pharmacy bowel screening initiative to LGAs of Leeton, Bland, 

Boorowa, Hay, Harden, Narrandera, Deniliquin and Young. 

 

The MPHN is also seeking to identify barriers specific to cultural cohorts to inform marketing 

approaches to increase participation. 

 

Proposed Response 

An issue to be considered in the identification of barriers to cervical screening may relate to the 

availability of female GPs or women’s health nurses in particular communities. Many of the smaller 

towns have 1 or 2 GPs and women may not have the choice of a female GP or access to a women’s 

health nurse. 

5.4 Chronic conditions 

Prevalence of chronic disease is often estimated from population surveys which can be unreliable and 

biased particularly if survey respondents have a poor awareness of their health. Due to its availability, 

hospitalisation data is often used to identify health conditions of concern at a regional, state and 

national level. Primary Health Networks across Australia are developing methods to collect and report 

aggregated data from general practices to provide local, regional and national real-time reports of the 

health status of patients and provide more reliable indicators of prevalence of particular health 

conditions. Over the next 2-3 years there will be much better data available to understand and 

describe the health of people at a community and regional level to plan and deliver more targeted 

health services.  

Chronic conditions are responsible for most of the burden of disease in Australia. National survey data 

indicates that over half of all Australians from regional, rural and remote areas of Australia have a 

chronic health condition. The prevalence of chronic illness is higher in regional and remote areas (54%) 

than major cities (48%) (AIHW 2016). 

This Population Health Needs Assessment has drawn on MPHN de-identified PENCAT data to provide 

an indication of the prevalence of chronic conditions in the Murrumbidgee. Data was extracted from 

51 participating general practices and an Aboriginal Community Controlled Health Service 

participating in the PHN’s practice support program. Data has been captured from 62% of practices in 

the MPHN with a total of over 144,000 active patients. The representation of Aboriginal persons in 

the PENCAT data extract is similar to the percentage in the MPHN population and hence provides a 

reasonable estimate of disease prevalence in this population. 
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Table 5.2 Estimated prevalence of chronic disease, PENCAT 2017 vs National Health Survey  

Chronic illness PENCAT National Health Survey 

CKD 1.6% 0.9% 

Diabetes 7.1% 5.1% 

COPD 3.5% 2.6% 

Asthma 10.4% 10.8% 

Cardiovascular disease 4.7% 5.2% 

Hypertension 16.1% 11.3% 

Heart failure 1.0% n.a. 

Total chronic 44.4%  

Source: MPHN PENCAT extract, August 2017; ABS, National Health Survey, 2014-15. 

Table 5.1 shows that just over two fifths of patients had a chronic condition, and that prevalence of 

chronic conditions in the general practice data extract were similar to estimated prevalence derived 

from the National Health Survey (2014-15). This indicates that the PENCAT data will be a useful tool 

for further interrogation for ongoing planning, monitoring and review of programs, services and 

interventions in the MPHN.  

Analysis of the PENCAT data by Indigenous status indicates that the prevalence of diabetes, asthma 

and COPD appear to be higher for Aboriginal people in the MPHN than the whole population, and 

hypertension is lower (Table 5.2). The increased prevalence of these respiratory conditions may help 

to explain the higher rates of hospitalisation of Aboriginal people for smoking related issues.  

Table 5.2. Estimated prevalence of chronic disease in MPHN, by Indigenous status, 2017 

Chronic illness 

% of all active 

patients 

% Indigenous (of all 

Indigenous active patients)  
% non-Indigenous (of all 

non-Indigenous active patients) 

CKD 1.6% 1.7% 1.7% 

Diabetes 7.1% 8.2% 7.3% 

COPD 3.5% 4.5% 3.9% 

Asthma 10.4% 19.8% 13.1% 

Cardiovascular disease 4.7% 4.2% 6.2% 

Hypertension 16.1% 11.7% 21.6% 

Heart failure 1.0% 0.8% 1.4% 

Total chronic 44.4% 51.1% 55.2% 

Source: MPHN PENCAT extract, August 2017; Note: % of all active patients includes those with 

Indigenous status not stated 

While the percentage of Indigenous residents having Indigenous Health Checks has increased in the 

Murrumbidgee (from 16% in 2011-12 to 23.4% in 2013-14), this is less than a quarter of the 

population, which suggests that there is likely to be undiagnosed chronic illness in the population and 
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the prevalence of these conditions may be higher (AIHW Indigenous health check (MBS 715) data 

tool).1  

Proposed Response 

The MPHN has allocated sector development coordinators to each of the four regions who are 

responsible for, among other things, working with general practices to implement data driven 

improvement using practice-based, regional and national data reports. This activity is designed to 

develop practice capability to capture and use practice-level data to measure change in headline 

indicators including immunisation, cancer screening and mental health assessments, in addition to 

local priorities. 

A preliminary review of the PENCAT data indicates that the MPHN is developing a useful data 

repository to enable real time measurement of quality improvement processes as well as providing 

valuable local and regional data to inform planning, monitoring and evaluation. 

The MPHN can identify specific measures for monitoring and quality improvement. One such measure 

could be an assessment of utilisation of Indigenous health checks to gain better knowledge of the 

prevalence of chronic conditions in the Murrumbidgee Aboriginal population for service planning.  

5.5 Life Expectancy 

Life expectancy is an estimate of how long a person born today would live (on average) if current 

mortality rates in every age group remained constant throughout a person’s life. Life expectancy in 

the Murrumbidgee for males and females is about one year less than NSW (MPHN males 79.8, MPHN 

females 83.9 years; NSW males 80.8, NSW females 85.0 years) (HealthStats NSW, Life Expectancy). 

Median age of death is an important measure of outcome based on factors affecting the health of the 

individual prior to death.  

The median age at death for all persons at a MPHN level is 81 years, the same as NSW (PHIDU PHN, 

data). However, the median age at death of Aboriginal people in the MPHN ranges from 56 to 63.5 

years (across Indigenous Areas), this compares with 61 years for NSW Aboriginal people (PHIDU, IARE 

data). 

5.5.1 Causes of death 

In the Murrumbidgee, the main causes of death (as a percentage of all deaths) are cancer, circulatory 

disease, respiratory disease, injury and poisoning, endocrine diseases and mental and behavioural 

disorders. In total, these contribute to 85% of deaths in the region, with cancer and circulatory disease 

the main contributors (60%). This pattern is similar to NSW (HealthStats NSW, Death by Cause). 

                                                           
1 

http://analytics.aihw.gov.au/Viewer/VisualAnalyticsViewer_guest.jsp?reportPath=%2FAIHW%2FRele

asedPublic%2FISHC%2FReports&reportName=R4%20PHN&appSwitcherDisabled=true . 

 

http://analytics.aihw.gov.au/Viewer/VisualAnalyticsViewer_guest.jsp?reportPath=%2FAIHW%2FReleasedPublic%2FISHC%2FReports&reportName=R4%20PHN&appSwitcherDisabled=true
http://analytics.aihw.gov.au/Viewer/VisualAnalyticsViewer_guest.jsp?reportPath=%2FAIHW%2FReleasedPublic%2FISHC%2FReports&reportName=R4%20PHN&appSwitcherDisabled=true
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However, within these causes there are some differences between the Murrumbidgee and NSW with 

ischaemic heart disease (i.e. heart attack) and injuries related to motor vehicle accidents higher than 

NSW. Deaths from motor vehicle accidents (all ages) are much higher in the MPHN compared to NSW 

(i.e. motor vehicles account for more than one fifth (22.4%) of all deaths from injury in the MPHN 

compared with 12.7% of deaths from injury in NSW) (HealthStats NSW). 

Proposed Response 

Recent meetings of the Local Health Advisory Councils highlighted farm injury as key area of concern 

and the need to work with local and national agricultural peak bodies such as Farm Safe Australia to 

improve safety messages to farmers. 

5.6 Cancer incidence 

In comparison with NSW, the cancer incidence is slightly higher than NSW (MPHN 520.5 per 100,000, 

NSW 498.8 per 100,00) with urogenital including prostate cancer slightly higher as the contributor to 

the higher incidence. However, mortality rates are slightly lower in the Murrumbidgee compared with 

NSW (MLHD 161.0 per 100,000, NSW 165.6 per 100,000; 2008-2012) [Cancer Institute NSW, Cancer 

Statistics NSW Portal].  

5.7 Hospitalisations and Potentially Preventable Hospitalisations 

Over the last 15 years hospitalisations (for all causes) has been increasing in the MPHN and has been 

consistently higher than all PHNs in NSW including the adjacent Western NSW PHN (HealthStats NSW, 

Hospitalisations all cause). Key features: 

 Admissions of people over 65 years of age account for more than half the total bed days in 

the Murrumbidgee. 

 Digestive system disease (e.g. irritable bowel, crohn’s disease, celiac disease, diarrhea) and 

‘other factors influencing health’ are the two highest causes for people to be hospitalised 

Mental health disorders and dialysis are the only two conditions where hospitalisations were lower 

than NSW in 2015-16. 

Potentially preventable hospitalisations are those that may have been prevented by timely access 

and appropriate provision of primary health care. 

The rate of potentially preventable hospitalisations can be used as an indicator of patients’ access to 

community-based health care services and the effectiveness of these services. It can also be an 

indicator of patients’ understanding of their own health and ability to self-manage their condition, and 

to take early action if their condition is worsening.  

Since 2008-09, the MPHN has had the highest rate of potentially preventable hospitalisations amongst 

all PHNs in NSW (NPHA, My Healthy Community). In 2015-16, 6.9% of all hospitalisations in the MPHN 

were potentially preventable (HealthStats NSW). The chronic conditions of particular concern include: 

 Respiratory conditions of COPD, asthma and chronic recurring lung infections (bronchiectasis) 

 Circulatory conditions of congestive heart failure, angina and hypertension 

 Diabetes 
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 Iron deficiency anaemia 

The acute conditions of concern are: 

 Urinary tract infections 

 Cellulitis 

 Ear Nose and Throat Infections 

 Convulsions and epilepsy. 

Drawing on hospitalisation information (HealthStats NSW), in comparison to NSW, residents of the 

Murrumbidgee tend to be: 

 Hospitalised for circulatory disease (i.e. heart disease and peripheral vascular disease) at a 

higher rate than NSW counterparts, with deaths from circulatory disease slightly higher (1.05 

times, MPHN 163.4 deaths per 100,000 v NSW 155.7 deaths per 100,000, 2015 data). 

Murrumbidgee males have higher rates of death than Murrumbidgee females, but 

promisingly, deaths from circulatory disease have been decreasing in the Murrumbidgee over 

the last decade. 

 Hospitalised for respiratory disease (asthma, chronic obstructive pulmonary disease (COPD), 

lung disease) at 1.6 times the rate of NSW residents, (MPHN 2683.3 per 100,000 v NSW 1731.3 

per 100,000) which is the highest of all PHNs in NSW. COPD accounts for one fifth of these 

hospitalisations, with the majority (78%) being people over 65 years. Interestingly, while 

hospitalisations for respiratory conditions is much higher than NSW, the rate of death from 

respiratory disease is only slightly higher than NSW (1.1 times). 

 Hospitalised for diabetes at 1.8 times their NSW counterparts (which is higher than all other 

PHNs in NSW), however, across the 10 PHNs in NSW, Murrumbidgee has the fourth lowest 

rate of diabetes related death, and is lower than NSW (MPHN 27.8 per 100,000; NSW 29.7 per 

100,000). The prevalence of diabetes in the Murrumbidgee is estimated to be 9.7%, similar to 

NSW (8.9%) (HealthStats NSW, NSW Population Health Survey).  

 Hospitalised for urinary tract infections, ear nose and throat infections, and convulsions and 

epilepsy at >1.4 times the rate of NSW (highest for all PHNs in NSW). Hospitalisations for UTIs 

(including pyelonephritis – common in diabetics) have been increasing in both NSW and 

MPHN over the last 15 years, and the gap between MPHN and NSW is widening. 

In summary, people in the Murrumbidgee are hospitalised for chronic conditions at a higher rate than 

people residing in other metropolitan and rural regions of NSW (more than 1.5 times). However, 

mortality is only slightly higher or in the case of diabetes, below NSW for these conditions. 

Hospitalisation for UTIs is increasing in the MPHN, which might be explained by diabetes and 

complications from diabetes. 

Proposed Response: 

There needs to be caution in the interpretation of this data. High rates of potentially preventable 

hospitalisations are an indicator of poor access to, and/or poor effectiveness of community based 

health care services. While there may be issues in coordination of care across the continuum, there is 

reasonable coverage of general practice and other community based chronic care services in the 

MPHN.  
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A potential confounder is how data is reported for residents of Multipurpose Services when they have 

an acute exacerbation of a chronic condition or develop a UTI. Advice provided by the MLHD is that 

these residents are “converted to an acute admission” and hence may be inflating the number of total 

admissions and potentially preventable hospitalisations. Thirteen of the 31 facilities in the MLHD are 

Multipurpose services. Analysis of potentially preventable hospitalisations at a facility level indicates 

that multipurpose services represent 7 of “top 10” facilities for the highest rates of Chronic and Acute 

potentially preventable hospitalisations. Similarly, ‘hospitalised for other factors influencing health’ is 

the second highest Diagnostic Related Group (DRG) for people aged over 70 years, which could also 

be confounded by residents being in a Multipurpose Service. 

The MPHN and MLHD should interrogate this data and investigate to what extent the rates of 

potentially preventable hospitalisation are a true indicator of (poor) access to planned and 

coordinated primary care and/or poor health literacy and self-management. Once these issues are 

discerned, appropriate responses can be devised. 

5.8 MPHN Integrated System of Primary Care  

The MPHN has embarked on the development of an Integrated of System of Primary Health Care. Key 

components of the system include: 

 Purchase and implementation of an electronic shared care planning tool available to general 

practice, primary health providers and MLHD clinicians 

 Continued commissioning of allied health services in rural areas but with realignment of 

funding and services towards models of care for chronic disease management  

 Commissioning care coordination services for people living with chronic conditions, cancer, 

palliative care, older people, and CALD, Aboriginal and Torres Islander people and children 

with complex care needs 

 Purchasing Canterbury Health Pathways licence and development of pathways to improve 

management of acute infections, and other priority health conditions 

 Commissioning a frailty intervention service to targeted locations.  

The MPHN is also commissioning general practices to develop Health Care Home models for priority 

conditions of COPD, diabetes, cardiovascular conditions and chronic kidney infections. 

Proposed Response 

The MPHN Undated Activity Workplan 2016-2018 indicates evaluation activities specific to most of 

the key components as well as an evaluation of the Health Care Home models. There will be many 

“moving parts” as the Integrated System of Primary Care is implemented. The MPHN should give 

consideration to a Development Evaluation approach as it is particularly suited to innovation, radical 

program re-design, replication and complex issues. In these situations, Development Evaluation can 

help by: framing concepts, test quick iterations, tracking developments and surfacing issues. 
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6 SPECIFIC POPULATION GROUPS 

This section describes the issues impacting on the health of infants and children, young people and 

older people. As in the earlier sections, the health needs of Aboriginal people are reported, but not as 

a separate population group, recognising that meeting their needs is a responsibility of the whole 

service system in conjunction with Aboriginal community controlled health and community services. 

6.1 Child and Maternal Health and the Early Years 

In 2015, the MPHN total fertility rate was similar to NSW (MPHN 1.78 per woman; NSW 1.79 per 

woman) (HealthStats NSW).2 The number of births occurring in the MPHN boundaries has been 

trending downward from 2,788 in 2001 to 2,412 in 2015 (HealthStats NSW). 

Maternal and infant health indicators show that: 

 Murrumbidgee women are less likely to attend an antenatal visit early in pregnancy. In 2015, 

75.8% of MPHN non-Aboriginal women had a first antenatal visit before 20 weeks compared 

to 68% of MPHN Aboriginal women and 87.8% of all pregnant women in NSW (HealthStats 

NSW). 

 Higher rates of smoking during pregnancy for both Aboriginal and non-Aboriginal women. 

In 2015, 49% of Aboriginal mothers reported smoking during pregnancy compared to 15% of 

non-Aboriginal mothers. While there is a decreasing trend in both Aboriginal and non-

Aboriginal mothers who smoke during pregnancy, rates continue to be higher than the rest of 

NSW (9%). (HealthStats NSW).  

 Higher proportion of mothers are aged under 20 years, particularly Aboriginal mums in the 

Murrumbidgee. In 2015 in the Murrumbidgee, 14% of Aboriginal mothers were aged under 

20 years compared to 3.8% for non-Aboriginal mothers, this compares with NSW at 2% (MLHD 

Aboriginal Health Profile derived from NSW Mothers and Babies, 2015) 

 Proportion of low birth weight babies is higher for Aboriginal mothers in the MPHN 

compared with non-Aboriginal mothers. In 2015, 5.5% of babies born to non-Aboriginal 

mothers in MPHN were of low birth weight compared with 6.4% of babies born in NSW.  The 

proportion of low birth weight babies born to Aboriginal mothers in the MPHN is higher 

(12.1%) compared with non-Aboriginal mothers (5.5%) (HealthStats NSW). 

Consultations with the MPHN clinical council and other stakeholders to inform the 2015-16 MPHN 

Health Needs Assessment identified concerns with risky alcohol consumption and addiction amongst 

vulnerable groups including young people, Aboriginal and Torres Strait Islander people, pregnant 

women and new mothers and people from low socio-economic backgrounds. Collectively this suggests 

increased risk of alcohol and other drug use in younger Aboriginal and non-Aboriginal women in the 

MPHN that may continue into pregnancy. 

                                                           
2 Note that Total Fertility Rate of the MPHN may be underestimated, as interstate births are not recorded. 
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6.1.1 Child Development 

The Australian Early Development Census (AEDC) is a nationwide measure that looks at how well 

children are developing by the time they reach school. The AEDC looks at five different domains that 

are important for child development. These include; 

 Physical health and wellbeing 

 Social competence 

 Emotional maturity 

 Language and cognitive skill (school- based); and 

 Communication skills and general knowledge.  

Children in MPHN have similar AEDC scores to NSW children, with pockets of increased developmental 

vulnerability.  Twenty-one per cent of MPHN children were developmentally vulnerable in one or more 

domain, which is similar to NSW (20.2%). However, the LGAs of Urana, Hay, Boorowa, Harden and 

Murrumbidgee had between 30 and 42.3% of children scoring as developmentally vulnerable in one 

or more domain (PHIDU, PHN, AEDC). 

6.1.2 Importance of the Early Years 

There is considerable evidence demonstrating the importance of the period from conception through 

the early years of a child’s life to provide strong foundations for lifelong physical, social and emotional 

wellbeing (Eades, 2004; Fox et al., 2010). 

Early childhood experiences – starting in pregnancy with fetal development and continuing through 

infancy, childhood and adolescence, shape outcomes throughout the lifespan. The origins of many 

chronic diseases are set in utero and early childhood, most notably through low birthweight, growth 

retardation, and repeated childhood infections. As such deficits in the early years (including before 

birth) can predispose people to a lifetime of ill health.  

Furthermore, the role of early childhood experiences in the development of emotional and social 

issues in adulthood are becoming better understood. Early childhood is a time of rapid growth and 

development, faster than at any other time of life, and establishes the foundations for a child’s future 

development, health, learning and social well-being. These early experiences set the stage for later 

success in school, adolescence and adulthood. As such, early childhood is a critical intervention point 

in which the foundation for future health and wellbeing is established (Rutter, 2012; Garner, 2013). A 

number of factors shape this foundation, including: 

 Maternal health and behaviours such as antenatal care, physical and mental health, tobacco use, 

alcohol consumption and nutrition 

 Brain development. The first three years of a child’s life (from conception) is a time of significant 

brain development. Several neural systems necessary for adult functioning are formed in this time 

period, including auditory and visual perception, mastery of motor skills, language development 

and self-regulation and control 

 Family and social environment has a significant effect on brain development, with normal 

development requiring a high level of sustained stimulation (e.g. being spoken or read to, 

engaging in play) 
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 Relationships with carer(s) are important for emotional regulation, impulse control and protection 

against the negative effects of stressful life events. Secure attachments, characterised by high 

quality carer-child interactions, help to mitigate against the effects of adverse situations  

 Good nutrition in infancy and early childhood supports healthy development, growth and 

functioning. 

Research has demonstrated that programs that intervene during pregnancy and during the first years 

of life are more successful at improving core developmental outcomes. The benefits of prevention and 

early intervention for children and their families are well documented.   

Response: 

Drawing together the child and maternal health indicators, AEDC measures and findings of the 

consultations indicates the need for focused efforts to improve access to and uptake of antenatal care 

and promotion of strategies for early childhood development, particularly for Aboriginal people and 

those living in more disadvantaged locations. The MPHN could consider the development of a Child 

and Maternal Health and Early Years Strategy, components of which would include: 

 Ensuring access to culturally safe antenatal care for Aboriginal women 

 Embedding interventions for smoking cessation during pregnancy as part of antenatal 

care for both Aboriginal and non-Aboriginal women  

 Access to interventions to assist women and their partners, reduce/cease alcohol and 

other drug use during pregnancy, in the postnatal period and their child’s early years   

 Targeted sexual health programs focusing on contraception and/or preparation for 

pregnancy for young women and teenagers.  

In developing a Child and Maternal Health and Early Years strategy the MPHN could draw on the 

National Framework for Health Services for Aboriginal and Torres Strait Islander Children and 

Families.3 It aims to provide guidance for policy and program design and the development and 

implementation of services to meet the needs of Aboriginal and Torres Strait Islander children and 

families, however, the evidence based approach is applicable to the whole population. 

Key features of the Framework include: 

 Ensuring that service delivery is culturally appropriate and reflects a genuine partnership of 

service providers and Aboriginal and Torres Strait Islander children and families; 

 Emphasising the importance of policies and programs which reflect best available evidence 

and the need for improved evaluation and research to assess the effectiveness of programs 

and service models; 

 Emphasising the importance of maternal and very early childhood (0-3) due to critical brain 

development and impacts on metabolic functioning in later life and the potential for primary 

prevention strategies to support families to have stable, secure and healthy home 

environments; 

                                                           
3 National Framework for Health Services for Aboriginal and Torres Strait Islander Children and Families (2016) 
http://www.coaghealthcouncil.gov.au/Portals/0/National%20Framework%20for%20Health%20Services%20for
%20Aboriginal%20and%20Torres%20Strait%20Islander%20Children%20and%20Families.pdf 
 

http://www.coaghealthcouncil.gov.au/Portals/0/National%20Framework%20for%20Health%20Services%20for%20Aboriginal%20and%20Torres%20Strait%20Islander%20Children%20and%20Families.pdf
http://www.coaghealthcouncil.gov.au/Portals/0/National%20Framework%20for%20Health%20Services%20for%20Aboriginal%20and%20Torres%20Strait%20Islander%20Children%20and%20Families.pdf
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 Recognising the importance of a life course approach to service delivery, which supports 

embedding the delivery of child and family health services in primary health care; and 

 Developing service models that focus on responding to child and family health and wellbeing 

needs rather than organisational structures and priorities.  

Rollout of the Child and Maternal Health and Early Years strategy could be staged, initially focusing on 

LGAs and communities with higher Aboriginal populations and disadvantage. 

6.2 Young People 

Adolescence can be a time of considerable change and, often, stress both for young people and their 

families. It is a time when patterns of behaviour can begin that potentially have serious implications 

for the young person, and in the future, individuals and their children, as we understand more about 

epigenetics. 

There is a lack of systematic or universal approach to health services for young people, once they pass 

beyond the universal child health services that typically end at either five or eight years. While there 

are many programs targeted at young people and their health, these are not universally available and 

there is a lack of evidence about their impact on measures of health and wellbeing. Unlike in early 

childhood, young people do not tend to have regular engagement with health services, except for the 

treatment of acute illness and injury. Hence, there is very limited information available to understand 

the health needs of young people at a regional level.  

6.2.1 What do we know about young people in the Murrumbidgee? 

In terms of risk factors: 

 Smoking in young people (12-17 years) has been declining in the Murrumbidgee.  In 2014, 

4.9% of secondary school aged children in the Murrumbidgee smoked, compared to nearly 

14% in 2005 (HealthStats NSW, NSW Population Health Survey, 2016)  

 Murrumbidgee young people (12-17 years) are more active than their NSW counterparts with 

27.4% reporting to be physically active compared with 21% for NSW (Health Stats NSW, NSW 

Population Health Survey 2016) 

 Overweight and obesity in secondary school students is slightly higher than NSW (MPHN 23%; 

NSW 20.6%) (Health Stats NSW, NSW Population Health Survey, 2016) 

 Vaccination coverage for Human Papilloma Virus (HPV), dTpa and Varicella is comparable or 

better for MPHN students compared with NSW counterparts i.e. >70% for MPHN and NSW 

students (HealthStats NSW). 

Concerning issues: 

 The rate of motor vehicle hospitalisations for young men and women in the MPHN (aged 15-

24 years) is about twice the rate of their NSW counterparts, and MPHN males are hospitalised 

for motor vehicle accidents at about twice the rate of MPHN females. 

 Mental health related disorders account for nearly half the hospitalisations of young non-

Aboriginal people (15-19 years) in the Murrumbidgee and just over 40% of admissions for 

Aboriginal people in this age group (Murrumbidgee Mental Health, Suicide Prevention and 

AOD Needs Assessment, 2016, derived from MLHD hospitalisations, SRGs 2013-14) 
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 Hospitalisations for intentional self-harm has been consistently higher for young people (15-

24 years) in the MPHN than their counterparts in other NSW PHNs, with females more at risk 

than males. The LGAS of Cootamundra, Young (which is now part of Hilltops), Tumut and 

Leeton were highest (HealthStats NSW). 

Consultations with stakeholders and the Youth Reference Group indicate: 

 Children and young people experience difficulty coping with parental substance abuse 

(particularly alcohol) 

 The importance of improving nutritional health and increasing physical activity of school aged 

children through cross sector collaborations. 

Proposed Response  

Through the Mental Health and Alcohol and Other Drug Activity Workplans 2016-2018, the MPHN has 

identified strategies to respond to mental health and AOD issues of young people including: 

 Continuing to fund the headspace centres in Wagga Wagga and Griffith 

 Increasing the capacity of headspace case managers and clinicians to provide brief 

interventions for young people, supported by a part time AOD clinician at each centre that 

would also provide more intensive AOD counselling for clients that require this 

 Continue commissioning telepsychology services that can be accessed by young people.  

The focus of much of the MPHN youth mental health services is on Wagga and Griffith. Within the 

timeframe available for this review of the Murrumbidgee HNA, it was not possible to access and 

analyse data relating to the utilisation of telepsychology services by young people, and by their place 

or residence. It will be important to review this data to determine the extent to which young people 

across the Murrumbidgee are accessing mental health services, and whether geography is impacting 

on access. 

The development of school based peer support and mental health literacy programs are an element 

of the Lifespan systems approach to suicide prevention (See Section 7.4). While the Mental Health 

Activity Workplan 2016-18 is not explicit whether all elements of the Lifespan approach will be 

implemented, the concerning rates of hospitalisation of young people for mental health related 

disorders and self harm indicate school based peer support and mental health literacy programs would 

be warranted.  

The MPHN has established a Youth Reference Group that meets in Wagga Wagga and Griffith. It is 

important that the MPHN develop strategies to engage with young people more broadly across the 

region, particularly in more disadvantaged areas and where there are limited options for mental 

health services. 

While the health behaviours of young people in the Murrumbidgee are not particularly worse than 

NSW as a whole, there is obviously opportunity for improvement across all healthy lifestyle factors, 

progressed in collaboration with education providers (public, private, TAFE, Charles Sturt University). 

As stated above, young people have limited planned contact with health services and hence there is 

limited data on their health needs. This is an area for further development for the MPHN, recognising 
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that it will need to draw on quantitative and qualitative data and information sources external to 

health.  

6.3 Older People 

In 2016, there were 45,755 people aged over 65 years living in the Murrumbidgee, making up nearly 

one fifth of the population (19%), which is slightly higher than NSW (16%) (ABS, URP Census 2016). 

By 2036, it is projected that the number of people aged 65 and over will be 68,090.  This represents a 

growth in this age group of 44%, although lower than NSW (67%). The greatest change will be in Wagga 

Wagga sector (72% growth) (Department of Planning and Environment, 2016). 

6.3.1 What do we know about the older population of the Murrumbidgee? 

 Older people account for just over two fifths (41%) of hospitalisations, with exacerbation of 

respiratory conditions, heart failure, rehabilitation and follow up post-operative care among 

the top 10 DRGs for older people (MPHN Health Needs Assessment, 2016) 

 Just over half the people aged over 65 years were vaccinated for pneumococcal (52%), and 

not quite three quarters (71%) had an influenza vaccination in 2015-16 (NSW Stats), similar to 

NSW (HealthStats NSW) 

 Over the last 15 years, the rate of dementia related hospitalisations has been decreasing in 

the Murrumbidgee, a similar tend to NSW (HealthStats NSW, Dementia) 

 Falls related hospitalisations are similar to NSW, and much higher among females over 65 

compared to males (HealthStats NSW, Falls) 

 Older people also have prolonged length of stay for ill-defined causes i.e. “other factors 

influencing health status” is the second higher DRG for older people (HealthStats NSW) 

 Only 10% of community aged care recipients (commonly referred to as HACC clients), live with 

a carer, which is much lower than NSW (21%) and Australia (25%), and about two fifths (41%) 

of HACC clients live alone, which is similar to NSW (39%) and slightly higher than Australia 

(37.5%). [PHIDU, PHN] 

Information compiled by the MPHN indicates that there are 46 residential aged care facilities in the 

region, 14 MLHD facilities providing residential aged care, and 39 providers of community aged care 

packages (some of which provide both residential and community care, and some providers based 

outside the MPHN).  

While the number of aged care places in the Riverina/Murray Aged Care Planning Region increased by 

more than a third between 2009 and 2016 (across residential, home care and transition care), Local 

Health Advisory Council (LHAC) forums, clinical council consultations, and the aged care survey 

conducted by the MPHN have identified a number of issues including:  

 Difficulties in accessing and interpreting My Aged Care online information – the gateway for 

assessment and access to aged care services 

 The need for addition supports to enable people to continue to live independently for as long 

as possible including: home care support; social support for carers; community transport 

 Limited availability respite and dementia care options particularly in smaller towns 

 More information about putting advanced care directives in place 



KBC Australia | Rebbeck Consulting  P a g e  | 30 

 Increasing complexity of health needs of older people, and the developing the knowledge and 

skills of GPs, nurses and allied health professionals to meet the care demands of this cohort.  

Proposed Response: 

These findings indicate the need for: 

 Interrogation of reasons for hospital admission of older people in the MPHN for “other factors 

influencing health status”, to determine if this is related to residents of Multipurpose Services 

and anomalies of data coding (as discussed before), or whether it is due to other issues such 

as difficulties in accessing respite care, delays in accessing a place in a residential aged care 

facility, or an older person living alone and admitted to hospital for care when unwell as they 

cannot manage the ailment on their own and may not have local support. 

 Detailed mapping of respite and dementia care places in the MPHN to identify locations where 

there may be under supply to inform planning 

 Strategies in general practice, and with aged care providers (residential and community based) 

to promote influenza and pneumococcal vaccination for older people in recognition of 

hospitalisations for exacerbation of respiratory conditions. 

 A program of work that may include: 

o Development of strategies to promote better understanding of My Aged Care 

gateway, and advanced care directives to communities, older people and their 

families through activities such as Pop Up Aged Care Expos, information sessions, 

working with aged care providers, local government and other stakeholders.  

o Incorporation of templates for My Aged Care referrals on general practice software 

(note Country SA PHN has developed these). 

o Upskilling and professional development for health professionals to meet the needs 

of older people covering topics such as frailty, advanced care planning, dementia care.  
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7  MENTAL HEALTH, SUICIDE PREVENTION AND ALCOHOL AND OTHER DRUGS 

7.1 Introduction 

Mental health was one of the six key priorities initially identified by the Australian Government for 

targeted work by PHNs. Following the work and findings of the National Ice Taskforce and the National 

Mental Health Commission Review, PHNs became accountable for commissioning in mental health, 

suicide prevention and alcohol and other drugs, to meet local need with a focus on culturally 

appropriate mainstream services and Indigenous-specific services.  

While this section is focused specifically on mental health, alcohol and other drug issues, it is 

recognised that these issues do not define a person. Someone with a mental health diagnosis is more 

likely to have a chronic condition (National Health Survey, Mental Health and co-existing physical 

health conditions, Australia, 2014/15), they may be pregnant, may be young or may be old. This serves 

to highlight the importance of primary care because GPs and Aboriginal Community Controlled Health 

Services care for the “whole” person, not only their chronic condition, pregnancy, depression, bi-polar 

disorder, tonsillitis, addiction, vaccination, or writing the medical certificate.  

There isn’t robust data at a local or regional level about the prevalence of mental health issues yet. 

While there is data about mental health and AOD related hospitalisation, this is usually for people with 

more severe mental health disorders and drugs and alcohol problems. Prevalence of milder forms of 

depression and anxiety, which is managed in the community by GPs and other primary care providers 

has largely been estimated from national survey data. However, as with chronic conditions, 

aggregated data extracts from general practice and ACCHOs will build a more accurate understanding 

of prevalence of mental health issues in the community (e.g. by age, Aboriginality, other ethnicities) 

over the next couple of years that will inform more targeted service planning. The following section 

includes data from a preliminary PENCAT extract undertaken in August 2017.  

7.2 What do we know about the mental health of people living in the Murrumbidgee? 

Survey data indicates: 

 The proportion of residents of the Murrumbidgee (over 16 years) that experience high or very 

high psychological distress is similar to NSW (MPHN 10.8%; NSW 11.8%) (Health Stats, NSW 

Population Health survey). 

 Prevalence of mental health disorders in children and secondary school students in the 

Murrumbidgee appear to be similar state and national estimates. The NSW Schools Students 

Health Behaviours Survey 2014, Young Minds Matter Survey, 2013-14, and Mindspot service 

indicate similar prevalence of depression, anxiety and externalising disorders (ADHD, conduct 

disorder). 

 Mental health and drug and alcohol issues of older people are not well understood in the 

Murrumbidgee. National data indicates that 15% of older people consume alcohol daily, 8% 

use tobacco daily and 3% use pain killers or non-opioid analgesics for non-medical purposes.
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PENCAT extract from MPHN GP data, 2017, shows that: 

 18.5% of active patients had a diagnosed mental illness, similar to the National Health Survey 

2014-15, 17.5%). 

 Depression was the most common mental illness (9.6% MPHN, 9.3 % National Health Survey). 

 In the MPHN, 5.9% of active patients had a diagnosis of anxiety, which was lower the 

estimated national prevalence (11.6%). 

 In the MPHN, ADHD and Autism are the most common mental illnesses in children, whereas 

anxiety and depression are the most common diagnosis in youth, adults and older people. 

 There is an over representation of Aboriginal people with mental health issues attending GPs 

and ACCHOs. 4.7% of active patients in the PENCAT extract identified as Aboriginal. However, 

there was higher representation of Aboriginal people in all mental health disorders analysed 

i.e. 9.8% of Aboriginal patients had a diagnosis of postnatal depression, autism 7.5%, ADHD 

18.4%, depression 8.5%, anxiety 7.8%, bipolar 10.7%, schizophrenia 18.3%, dementia 7%. 

MLHD hospitalisation data indicates: 

 Aboriginal people are hospitalised at 2.6 times the rate of non-Aboriginal people for mental 

health related disorders (NSW Ministry of Health, hospitalisation data, 2011-12). 

 Aboriginal children are markedly over-represented for childhood mental disorders (36% of 

separations). 

 Mental health related disorders account for nearly half the hospitalisations of young non-

Aboriginal people (15-19 years) in the Murrumbidgee and just over 40% of admissions for 

Aboriginal people in this age group.  

 Hospitalisations for intentional self-harm has been consistently higher for young people (15-

24 years) in the MPHN than their counterparts in other NSW PHNs, with females more at risk 

than males. The LGAS of Cootamundra, Young (which is now part of Hilltops), Tumut and 

Leeton were highest. 

Drawing this information together suggests that while prevalence of mental health issues in the 

Murrumbidgee appear to be similar to state and national estimates, within the MPHN population, 

Aboriginal people of all ages and young non-Aboriginal people appear to be most at risk of poor mental 

health and potentially more severe disorders.  

7.3 Service and System Needs 

The MPHN has undertaken and/or commissioned extensive consultation with communities, people 

with lived experience, their families, clinicians and social care providers to identify service gaps and 

mental health system issues (ConNetica, 2017). These include: 

Service gaps 

 Geographic mal-distribution of allied mental health services across the region, with some 

communities not having access to community based psychological services i.e. Better Access 

psychological services, and other psycho-social supports. 

 Limited availability of community based mental health nurses working outside the MLHD 

Community Mental Health Teams to support GPs and NGOs manage people with severe 
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mental illness. Furthermore, timely access to GP services (impacted by GP availability/capacity 

in some towns) can be a barrier to referral to psychological services. 

 Programs and Services not suitably targeted and tailored to meet varied and changeable 

needs of consumers. In the Murrumbidgee, there are very few non-digital low intensity service 

options, and a lack of therapeutic options for people with severe and persistent mental illness. 

 Inappropriate use of Hospital based service. Lack of services in the community, limited 

capacity of community based services to respond to worsening condition, and a lack of 

knowledge about alternative pathways to care are contributing to a local reliance on hospital 

and emergency services, and prolonged length of stay. 

 Limited availability of community based supported accommodation. There is an absence of 

long term residential and accommodation, and shortfall in supported living packages for 

people with a severe and complex mental illness in the Murrumbidgee. This contributes to 

prolonged length of stay in inpatient settings, consumers moving out of the region to access 

necessary supports and increasing demands on carers. 

System issues 

 Lack of ongoing therapeutic follow up and care coordination post-discharge for mental health 

or suicide related admission. 

 Inadequate communication and engagement by providers with family members and carers in 

service provision, care planning and decision-making. 

 Poor access to services at time of need or crisis.  Community members encounter delayed 

access to services in times of crisis, particularly if not requiring acute and specialist response 

provided by MLHD and in the absence of a suitable community based service are presenting 

to emergency departments or their GP. 

 Complicated referral pathways. Poorly articulated referral pathways, eligibility, suitability, 

capacity, and target groups despite previous attempts to communicate more clearly. Multiple 

and complicated entry points, which are a barrier to access, delay timely access or contribute 

to people falling through the gaps.  

 Limited integration and opportunities for team care led by the consumer.  Current programs 

tend to cater for a single need and services are provided in silos, rather than by providers 

connected across agencies as one team. Particularly where the individual has complex needs 

requiring a multi-agency response (including mental health, general health, but also housing, 

education, employment). This is further compounded through lack of information sharing 

capabilities (e.g. safety plan, care plan and shared care planning tool).  

 Multiple NGOs offering mental health related services in the Murrumbidgee adds to system 

complexity. The MPHN Mental Health, Suicide Prevention and AOD Needs assessment, 2016 

reported more than 100 NGOs operating in the MPHN region providing services and support 

to people and families with or at risk of mental health and alcohol and other drug issues. While 

the actual number has been disputed, it is a complex service system for consumers and health 

service providers e.g. hospitals, GPs, allied health professionals, to navigate.  
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Stigma and awareness 

 Stigma and discrimination towards people with severe and enduring mental illness, people 

who self-harm, and individuals who have personality disorders by health professionals, social 

care providers, and mainstream services 

 Awareness of mental illness and suicide and where to access information and services. 

Multipronged approaches are required to enable individuals, their families and the broader 

community to access information about mental illness and suicide risk, and where services 

and supports are available. Suggested mechanisms include social media, through education 

curriculum, media, localised brochures  

 Limited awareness of Accessline. While the MLHD uses AccessLine as a telephone triage, 

counselling and advice service, the extent to which the community is aware of it is not known, 

particularly for community members that have had limited engagement with mental health 

services.  

7.3.1 MPHN response 2016 

In 2016, the MPHN identified a number of planned activities to be commissioned or progressed 

internally in response to the 2016 mental health needs analysis (MPHN Updated Activity Workplan 

2016-2018, Primary Mental Health Care). These included: 

 Continued commissioning of low intensity mental health services (NewAccess program) 

targeting: 

o People at risk of development a mild mental illness 

o Young people aged 18-25 through headspace 

o Women with perinatal depression, parents supporting children at risk of mental 

illness and people experiencing anxiety, through group work programs. 

 Youth mental health services inclusive of team based psychological services, headspace 

centres in Wagga and Griffith, services for young people at risk of experiencing severe mental 

illness 

 Enhancing access to better integrated Aboriginal and Torres Strait Islander mental health 

services at a local level – connecting with social and emotional wellbeing, suicide prevention 

and alcohol and other drug services. This includes continued funding to Aboriginal Medical 

Services to engage allied mental health clinicians 

 Development of stepped care model in Murrumbidgee including health pathway 

development, shared care planning platform and establishment of a Regional Assessment 

Service as a single point of entry to MPHN commissioned mental health services 

 Continue commissioning team based psychological services and tele-psychological services for 

hard to reach groups and workforce development strategies for clinicians to improve 

confidence and competence to work with these groups 

 Develop an evidence based regional mental health and suicide prevention plan for the 

Murrumbidgee 

 Commission mental health services for people with severe and complex mental illnesses 

including: 

o Provider to deliver clinical care packages 

o Group based interventions  
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o GP liaison with Wagga Mental Health unit to improve transition into and out of 

hospital settings. 

The commissioned activities seek to address many of the service and system gaps identified in the 

2016 mental health needs assessment.  

Proposed Response 

Develop a Murrumbidgee Mental Health Plan 

There is a significant amount of new mental health activity being commissioned by the MPHN, with 

much of the activity focused on improving care pathways, addressing system issues and filling service 

gaps. While the National and NSW Mental Health Commissions have emphasised the importance of a 

system of stepped care, it is essential that there is an overarching framework or plan for an evidence-

based, integrated mental health system would look like at a regional level in the Murrumbidgee.  

The development of an evidence-based regional mental health and suicide prevention plan is 

identified as a priority area in the MPHN Updated Activity Workplan 2016-2018 for Primary Mental 

Health Funding. It is important that the plan for prevention and management of mental health 

consider key components including: 

 Prevention – promoting healthy lifestyle and protective behaviours 

 Early detection and intervention 

 Risk stratification to identify and target people with high needs, including those with complex 

co-morbidities 

 Planned care, initiated by the GP and documented in a care plan 

 Linking primary care effectively with specialist services 

 Shared health records, patient registers and care plan 

 Culturally informed practice 

 Strong linkages with social care 

 Workforce development. 

Once developed, the MPHN can assess where the commissioned services fit within the plan, whether 

other gaps remain, and how people move within the system and stay connected to care, as their needs 

change. 

It is important that the MPHN develop a comprehensive and cohesive monitoring and evaluation 

framework for the Mental Health and Suicide Prevention plan, to monitor implementation, identify 

areas where implementation is challenged, mitigate barriers or develop alternative approaches where 

needed. 

Mental health needs of older people 

There is limited information available to understand or describe the mental health of older people in 

the MPHN. There are a range of risk factors contributing to the mental health of older people 

including: previous episodes of depression, personality or psychiatric disorders; chronic illness; 

cognitive change; substance dependence; bereavement; life events such as life-threatening illness or 
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moving to an aged care facility. With the ageing of the Murrumbidgee population, a deep dive into 

the mental health and AOD needs of the older population is warranted. 

7.4 Suicide in the Murrumbidgee 

There are many groups who are at increased risk of suicide, these include: 

 Young people aged 15-24 

 Aboriginal and Torres Strait Islander people 

 Men living in rural and remote Australia 

 People who have been bereaved by suicide 

 Lesbian, gay, bisexual, transgender, intersex and other sexuality, sex and gender diverse 

people (LGBTI) 

 People experiencing mental illness 

 People who have previously attempted suicide or who engage in self-harm 

 People who’ve experienced an unexpected situational stressor (e.g., job loss, 

relationship breakdown) 

7.4.1 What do we know about suicide in the Murrumbidgee? 

In the period 2011-2015, suicide accounted for 23.2% of deaths as a result of injury and poisoning in 

the Murrumbidgee, which is similar to NSW (26.5%). This is higher than motor vehicle accidents, which 

cause 22.4% of injury related deaths in the Murrumbidgee (HealthStats NSW). 

Over the past 5 years (2010 to 2015) suicide rates in MPHN have been volatile. In 2015, 33 persons 

residing within MPHN died by suicide. This equates to a rate of 14.7 per 100,000 (95%CI 10-20.8). 

Although this rate is higher than NSW it is not significantly different (NSW; 10.6 per 100,000 (95%CI 

9.9-11.3) (HealthStats NSW). 

Of the suicide/ self-harm attempts involving Wagga Local Area Command police (Murrumbidgee 

Mental Health, Suicide Prevention and AOD Needs Assessment, 2016): 

 Over half were related to mental illness and one quarter related to alcohol.  

 Of the suicide attempts, there was an immense over representation of Aboriginal people i.e. 

44% identified as Aboriginal, 56% as non-Aboriginal 

 68% were females and 32% male. 

7.4.2 Service and system needs 

The MPHN has undertaken and/or commissioned extensive consultation with communities, people 

with lived experience, their families, clinicians and social care providers to identify service gaps and 

system issues for people at risk of suicide or have died by suicide. These include: 

Service gaps 

 Limited access to follow up counselling and support (and absent in many rural communities) 

contributing to re-admission and suicide 
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 Absence of afterhours mental health and AOD services. Community Mental Health Team 

(CMHT) operates during business hours, Monday to Friday and present to local hospitals for 

support, but not equipped to respond 

 Under-developed gatekeeper responses to psychological distress, mental illness and suicide 

risk. There is an expressed need for: 

• Mental health first aid and suicide prevention training for GPs, Practice Nurses, 

Aboriginal Medical Services and Aboriginal Health Workers, Allied health 

professionals, pharmacists, ED staff 

• Equipping GPs and Aboriginal Medical Services to identify mental health and 

suicide risk through inclusion of screening tools, evidence based risk assessment 

tools and safety plan templates 

• Clear information about pathways in to care. 

 Underdeveloped frontline response to people in psychological distress, at risk of suicide i.e. 

the need to build the capacity of community members and those people in contact with 

vulnerable groups e.g. clergy, Centrelink staff, teachers, to identify people in distress and at 

risk of suicide, and knowledge of how at risk people can access support/ care.   

 Family and carer supports following a suicide attempt or suicide death. Facilitated mutual aid 

support groups and self-help groups are absent in the Murrumbidgee. While information is 

available on the internet (e.g. Beyondblue), this is not accessible for some groups in the 

community e.g. older people, people at risk of homelessness. 

System issues 

 Sub-optimal response of emergency department and hospital staff for persons in a suicidal 

crisis. Lack of understanding by hospital nurses of underlying issues contributing to suicide 

risk, and appropriate responses including AccessLine, and local service supports.  

 Inadequate post-discharge planning and handover to community based primary care/GPs 

following hospitalisation or presentation to ED for people with serious mental illness and 

threatened or attempted suicide and limited options for follow-up immediately post discharge  

 More timely follow up by Community Mental Health Team (CMHT) and greater 

opportunity/flexibility for CMHT to have more frequent contact with clients who have 

attempted suicide on a client need basis 

 Absence of formal protocols to instigate postvention response for bereaved. There is no 

formal mechanism to notify the Community Mental Health Team of a suicide death and put 

in place appropriate response. Developing a place-based postvention protocol would include 

CMHT, police, funeral directors, clergy, relevant NGOs/ social support providers.  

7.4.3 MPHN Response 2016 

The MPHN is a site for the Life Span Integrated Suicide Prevention trial being run by the Black Dog 

Institute, with the Wagga Wagga LGA identified as suicide hot spot in NSW (Black Dog Institute, 2016) 

As such, the MPHN will lead a regional, multi-sectoral, system-based response to suicide prevention. 

This includes working with key stakeholder to develop a plan, secure formal agreement and 

investments to drive activity that aligns with evidence based suicide prevention strategies (Figure 7.1). 
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Figure 7.1. Nine evidence based prevention strategies (Black Dog Institute 2016) 

 

To support implementation of the systems based model the MPHN has indicated it will: 

 Develop a workforce plan and invest in continuing professional development for GPs, practice 

nurses and allied health professionals to improve identification and management of suicide 

risk in general practice and primary care settings 

 Commission a local provider of the Way Back Service (or similar model), to provide assertive 

community based support for individuals at risk of suicide but do not meet the threshold for 

MLHD specialist mental health services. 

Proposed Response 

Suicide is a complex issue and often called a wicked or adaptive problem. The need for a systems-

based approach demonstrates the need for multiple stakeholders with different perspectives and 

from different sectors to come together to respond to effectively. 

The service and system gaps identified through the earlier consultations align with strategies required 

to support a community based suicide prevention plan i.e. gatekeeper training, frontline worker 

training, appropriate and continuing care after leaving ED, access to psychological services, improved 

awareness of suicide prevention. 
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The development of a systems based regional approach to suicide prevention, planned by the MPHN 

is a significant undertaking. It requires commitment and agreement by key service partners and cross-

sectoral stakeholders at a regional level, but requires local implementation.  

Collective impact is an approach to tackling complex social problems and achieving system change.  It 

is based on the principle that there is no single solution to a complex problem and if a solution were 

known no single entity has the resources or authority to change it (Kania and Kramer, 2011). Collective 

impact brings together stakeholders from different sectors and agencies within a community to 

commit to a common agenda for solving a specific social or environment problem. A key feature of 

this approach, which differs from many existing collaborations and partnerships, is the requirement 

for a centralised infrastructure (known as a “backbone organisation”) with dedicated staff to support 

the collective and assist organisations in acting together. Proponents of collective impact emphasise 

the importance of building on existing structures and action and the importance of engaging with key 

leaders and decision makers.  

The MPHN should consider: 

 Using a collective impact approach to develop community based suicide prevention activities 

 Identifying one or two communities to trial implementation of the systems model including a 

community with higher Aboriginal population in recognition of over-representation of 

Aboriginal people attempting suicide. There are multiple elements to the model, some of 

which require specific resourcing e.g. mental health first aid training for gatekeeper/ health 

professionals, safe talk training for key identified community members. Testing the 

development and implementation of these nine elements in one or two locations will provide 

learnings to scale to regional coverage through rolling implementation as funds are available. 

 Facilitating the development of postvention plans and protocols, identifying a lead agency to 

progress this at an LGA or community level.  

Incorporating the suicide prevention strategy into the Mental Health Plan is a sensible approach as 

there are many elements of the systems based approach that align with prevention of mental illness 

such as building mental health literacy and peer support, GP training and gatekeeper training, linkages 

across the primary and secondary care service system, referral to and utilisation of available Cognitive 

Behavioural Therapy and psychological services. 

7.5 Alcohol and Other Drugs 

While 2016 NSW Health Survey data indicates risky alcohol in the MPHN is similar to NSW, local clinical 

and stakeholder groups identify higher rates of AOD use in vulnerable groups including: 

 Young people with binge alcohol consumption, drug taking and poly substance use of 

particular concern 

 Aboriginal and Torres Strait Islander People 

 Men 

 Pregnant Women and New Mothers 

 People with mental illness 

 People from low-socio-economic backgrounds. 
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7.5.1 What do we know about Alcohol and Other Drugs in the Murrumbidgee? 

 Drug related hospitalisations are increasing, with methamphetamine related 

hospitalisations increasing in the region for both Aboriginal and non-Aboriginal people 

(HealthStats NSW). 

 Over-representation of Aboriginal people utilising AOD services and alcohol related 

hospitalisation. Aboriginal people are over-represented in utilisation of AOD services for 

all primary drugs of concern (alcohol 7% clients are Aboriginal; Cannabis 13%; 

Methamphetamine 19%; Amphetamine 19%) (Murrumbidgee Mental Health, Suicide 

Prevention, AOD Needs Assessment, 2016).  

 Aboriginal people in the Murrumbidgee are hospitalised for alcohol related issues at 2.5 

time the rate of non-Aboriginal people (Aboriginal 1641 v Non-Aboriginal 662 per 

100,000), which is similar to NSW (Aboriginal 1681 v non-Aboriginal 624 per 100,000). 

(Murrumbidgee Mental Health, Suicide Prevention, AOD Needs Assessment, 2016 derived 

from MLHD hospitalisation).  

 The primary drug of concern differs across age groups. People aged 41-50 years access 

AOD services for alcohol issues, whereas people aged 21-30 year, the primary drug of 

concern is cannabis, methamphetamine and amphetamine (Murrumbidgee Mental 

Health, Suicide Prevention, AOD Needs Assessment, 2016).  

7.5.2 Service and System Needs 

Consultations undertaken by the MPHN to inform the MPHN 2016 Mental Health and AOD needs 

assessment identified a number of service gaps and systems issues impacting on access to AOD 

treatment in the Murrumbidgee.  

Service gaps 

 No available AOD counselling or rehabilitation services targeting young people in the region. 

There is an absence of youth specific community based AOD services and expressed needs for 

safe and youth-friendly services. 

 Lack of culturally appropriate and targeted services for Aboriginal people in the 

Murrumbidgee.  

 Absence of AOD counselling or rehabilitation services specifically for Pregnant Women and 

New Mothers. Stakeholders identified concerning use of alcohol and other drugs in 

pregnancy, and continued use in early childhood.  Providers and consumers identified a need 

for a service that combines family and parenting support/education/skill development and 

AOD support/treatment. 

 Inequitable geographic distribution of existing AOD services. Non-Government AOD Services 

in the MPHN are all based in Wagga – however community consultations indicate a preference 

for an out of town option due to stigma and discrimination.  

 Opportunity to develop a rapid post-crisis response to intervene and break the cycle for those 

whose AOD use has led to hospital admission, overdose, crime, or family breakdown through 

brief intervention and supported access to longer-term therapeutic options and support to 

alleviate psycho-social stressors. 

 Support for children and young people whose parents(s) have AOD issues/addiction.  
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 Access to services for people with a dual diagnosis. Consumers are being turned away from a 

service as ineligible if they have a dual diagnosis, or offered a disjointed service due to 

substance use or mental health issues 

 NGOs are the main provider of community managed care/ packages for people with mental 

health and/or AOD issues but do not have access to clinical supports.  

MPHN Response 2016 

In 2016, the MPHN identified a number of planned activities to be commissioned or progressed 

internally in response to the 2016 mental health and AOD needs analysis (MPHN Drug and Alcohol 

Treatment Activity Workplan 2016-17 to 2018-19). These include: 

 Increasing the service delivery capacity of the drug and alcohol treatment sector to provide: 

o Brief interventions and support for people waiting to access a specialised AOD service, 

following referral from GP or other health professional 

o Extended after-care following discharge of client from residential or day care 

programs. 

 Establish a AOD GP liaison position to design and implement a capacity development strategy 

for AOD in primary care inclusive of in-practice training and support to GPs for ambulatory 

withdrawal management; identification, assessment and management of consumers with 

AOD issues; improving linkages between AOD treatment services and general practice and 

lead development of healthcare pathways for AOD. 

 Commissioning AOD treatment services in the Wagga and Griffith headspace centres to 

support and supervise headspace case managers and clinicians to provide brief interventions 

to young people, and deliver AOD counselling to young people who would benefit from higher 

intensity services. 

 Co-commissioning with the MLHD and Murrumbidgee Family and Community Services to 

provide medium to high intensity AOD interventions to pregnant women and new mothers 

within a family based intervention framework and including positive parenting and practical 

parenting skills development. 

 Provide funding to support the establishment of partnerships between AOD specialist service 

providers and Aboriginal Community Services and Employment providers to implement 

innovative models to address AOD use and increase participation in employment or education 

– targeting high risk communities i.e. low Aboriginal employment/education participation 

rates and high AOD use. 

 Establish an AOD intersectoral regional planning and oversight committee to develop a 

Regional Drug and Alcohol Treatment Plan. 

Proposed Response 

The MPHN is initiating an extensive commissioning program as outlined in the Drug and Alcohol 

Treatment Activity Workplan 2016-17 to 2018-19, and summarised above.  

 

 



KBC Australia | Rebbeck Consulting  P a g e  | 42 

Regional Drug and Alcohol Treatment Plan 

A key activity is the establishment an AOD intersectoral regional planning and oversight committee to 

develop a Regional Drug and Alcohol Treatment Plan. This is an important and underpinning activity 

to enable a strategic approach to planning and commissioning services. Furthermore, there are 

obvious areas of overlap and synergy with a regional mental health plan and there may be benefit in 

having one Mental Health and AOD plan for the Murrumbidgee or ensuring clear articulation between 

the plans.   

As with the mental health plan, it is important that the MPHN develop a comprehensive and cohesive 

monitoring and evaluation framework for the Regional Drug and Alcohol Plan to monitor 

implementation, identify areas where implementation is challenged, mitigate barriers, modify 

approaches or develop alternative approaches where needed. 

Child and maternal health 

The AOD counselling services for pregnant women and new mothers is an important element of a 

Child and Maternal health and Early Years strategy. 
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8 WORKFORCE 

Health workforce is one of the six areas the Department of Health has determined are priorities for 

PHNs. The key objectives of the PHN relate to increasing the efficiency and effectiveness of medical 

services and ensuring patients receive the right care in the right place at the right time, placing general 

practice central the business of primary health networks. 

The accompanying Data Book includes an overview of the medical, allied health and nursing workforce 

in the Murrumbidgee. This section does not seek to replicate this information but rather identify 

current or emergent workforce issues. 

8.1 General Practitioner workforce 

The General Practitioner workforce is in undersupply and under pressure in the Murrumbidgee. This 

is evident from: 

 All areas of the MPHN other than the localities of Leeton, Griffith, Wagga Wagga, Deniliquin 

and Tumut are identified as Districts of Workforce Shortage at September 20174  

 MPHN workforce data indicates there are 168 GP FTE (213 headcount) working in the MPHN 

(August 2017). The ratio of population to GPs is low compared to national benchmarks. i.e. 

RDAA benchmarking (2003) recommended a GP: population ratio of 1:1,000 for office based 

practice and 1:750 where the GP provides VMO services. 

 GP: Population ratios in MPHN sectors vary from 1:1,509 in Riverina to 1:1,353 in Wagga 

Wagga.  

 A review of GP workforce data indicates that 21 of 39 towns in the MPHN have 1 or 2 doctors 

and the majority of these towns also have Community Level hospitals or MPSs where GPs 

operate as VMOs, and hence have high on-call demands. 

 Local Health Advisory Council forums have identified particular difficulties in recruiting and 

retaining GPs in smaller communities, which is likely to be linked to challenging on-call 

demand and workload. 

The MPHN has responsibility for maintaining a publicly available register of GP services across the 

catchment. It leads general practice workforce planning in the region and seeks to monitor and 

identify emergent GP workforce distribution issues, assist in recruitment of suitable qualified GPs, 

works with NSW Rural Doctors Network and the MLHD to ensure newly recruited GP and locums meet 

VMO credentialing requirements, and chairs a succession planning committee. The MPHN also actively 

supports retention of the GP workforce through facilitating access to GP locums for rural and remote 

GPs, facilitating access to scholarships and grants to meet VMO credentialing and supporting the 

provision of continuing professional development. The MPHN also has links with GP Synergy (GP 

regional training provider) and the University medical schools to promote training of medical students 

                                                           
4   A district of workforce shortage (DWS) is a geographical area in which the local population has less access to 
Medicare-subsidised medical services when compared to the national average. These areas are identified using 
the latest Medicare billing statistics, which are updated on an annual basis to account for changes in the 
composition and geographic distribution of the Australian medical workforce, and the latest residential 
population estimates as provided by the Australian Bureau of Statistics (ABS). 
http://www.doctorconnect.gov.au/internet/otd/publishing.nsf/Content/locator 
 

http://www.doctorconnect.gov.au/internet/otd/publishing.nsf/Content/locator
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and GP registrars in the region. The MPHN is working toward 80% of communities having a GP: 

Population ratio of 1:1,200. 

Proposed Response 

While the MPHN has an extensive program of activity in place to support the development and 

retention of the GP workforce, a key challenge is sustainability of general practice in small 

communities in terms of financial viability, workload (including on-call) and ensuring GPs have the 

necessary skills, and can maintain these skills to provide VMO services to the hospital or MPS. Nearly 

half the towns in the Murrumbidgee are 1 or 2 doctor towns.  

Investigating alternative models to improve the sustainability of GP services in these communities is 

warranted. A model operating in Western NSW LHD that could be explored is the RaRMS Remote GP 

Service, established to support local hospital nurses as appropriate, alleviating the need for resident 

GP/VMOs to be called inappropriately for GP type patient presentations.  

8.2 Mental Health Nurses 

Implementation of the Mental Health Nurse Incentive Program has been challenged by the availability 

of mental health nurses to work in the primary care setting. Workforce data indicates there is an 

undersupply of mental health nurses in the Murrumbidgee on a population basis compared with 

national supply (1:1,917 MPHN, 1:1,037 Australia) (Murrumbidgee Health Needs Assessment, 2016, 

derived from National Health Workforce data set). 

The MPHN is seeking to develop this workforce by supporting NGOs to engage a Registered Nurse to 

enrol in a credentialed training pathway to become a qualified mental health nurse. NGOs are key 

contacts and providers of care and support for people with mental health and AOD problems but often 

do not have clinical capability within the service. In addition to developing clinical capacity within the 

NGO, the mental health nurse will provide a clinical link to the client’s GP to meet the physical and 

mental health needs of clients. 

8.3 Allied Health Services 

Service mapping and workforce analysis undertaken in the MPHN HNA, 2016, identified that in 2014 

between 50 and 60% of allied health professionals (podiatry, occupational therapy, physiotherapy, 

psychology) working in the MPHN were based in Wagga. Around half the podiatrists and 

physiotherapists (47%) worked in private practice, 29% of psychologists and 22% of occupational 

therapists worked in this setting (Murrumbidgee Health Needs Assessment, 2016, derived from 

National Health Workforce data set). 

In most instances, the MPHN will draw from the private practice pool or not-for-profit providers for 

commissioned services. Advice from the MPHN executive indicates that providers commissioned to 

deliver psychological services are challenged by workforce recruitment and retention. The extent to 

which private allied health providers are able to recruit and retain workers is not known. 

The MPHN has undertaken a review of funding for allied health services to realign commissioning to 

increase efficiencies, improve access and equity, and in readiness for health care home model(s). 

Furthermore, implementing strategies to reduce potentially preventable hospitalisations requires 
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investment in early intervention and management by allied health professionals (provided through 

community health, hospital, private providers). The review found that there is no group that has 

oversight of allied health services available at a town or sub-region level (Keleher Consulting, 2017). 

Proposed Response 

The MLHD and MPHN are collaborating to develop an Integrated Care Strategy and Integrated System 

of Care, and prioritising care for people living with chronic conditions, cancer and palliation, all of 

which include allied health professionals in the models of care. Does the MPHN have a role in 

developing workforce planning for allied health services in the Murrumbidgee, working in 

collaboration with the MLHD and private providers, taking a similar approach to that used for General 

Practice Capacity Development and Support? 

8.4 Aboriginal Health Workforce 

The current status of the supply and demand of Aboriginal Health Workers, Aboriginal Health 

Practitioners and specialised providers (e.g. Aboriginal AOD workers, Aboriginal Mental Health 

Workers, Aboriginal Child Health Workers) in the MPHN has not been available to this analysis.  

Proposed Response 

The MPHN in collaboration with the Aboriginal Community Controlled Health Sector and MLHD 

undertake an analysis of the supply and demand of the Aboriginal health workforce with particular 

consideration of capacity in the priority areas of Child and Maternal Health and Early Years, Chronic 

Disease management, Mental Health and AOD. Where capacity and/or skills gaps are identified, 

develop strategies to build this workforce.   
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