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HOW TO USE THIS RESOURCE 
 
Specifically commissioned and designed to be a resource for health and community 
professionals who are charged with delivering a wide range of health services throughout the 
North Burnett-Bundaberg and Fraser Coast region, this document delivers a range of 
information in a variety of formats. 
 
Although specifically commissioned to examine the four key health areas of mental health, 
chronic and complex care, children, youth and families and drug and alcohol, the research 
also reports on other related and unrelated areas of health, as reported by participants in this 
research. 
 
The Introduction to the report, provides a rich source of background context to the North 
Burnett, Bundaberg and Fraser Coast region, and should be useful for preparing general 
background in funding submissions and reports. 
 
Four specific methods of data collection on the health needs of the region were used to 
develop this tool: 
 

1. A literature review of current studies and information that is publicly available for the 
region. 

2. A survey of residents across the region that sought specific information about their 
patterns of health service use and needs. 10,000 surveys were distributed in more 
than 80 venues across the region. 586 surveys were returned. 

3. Four public forums, to which all residents across the region were invited to attend to 
discuss their health needs. A total of more than 100 people attended these forums. 

4. Individual interviews with 17 key health and community service providers across the 
region. 

 
The findings from each of these four sources of information are individually summarised into 
five areas of interest: 
 

1. General findings (includes factors indirectly affecting health such as transport, 
affordability, accommodation or emergency childcare. Also includes reference to a 
number of health areas that are not one of the studyôs four key health areas e.g.: 
dentistry).  

2. Chronic and complex care 
3. Mental health 
4. Children, youth and families 
5. Drug and alcohol. 

 
There were a total of 37 significant health needs areas that arose from this study in the four 
key health areas, and these are all summarised in the recommendation section at the end of 
this report. 
 
There is also a range of data, qualitative and quantitative, that planners, submission and 
report writers will find useful, specifically related to this region.   
 
The Table of Contents to this report provides a quick reference overview, for those wanting 
to look at specific issues of interest.   
 
The summary tables and diagram, that list the issues arising at the end of each of the four 
data collection sections (literature review, surveys, forums and individual interviews), provide 
a summary of key material from each of these sources. 
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The discussion of findings, conclusion and recommendations sections of the report provide 
an overview of the health needs of the region, and some insight for consideration of priority 
areas for the regionôs health and community service providers. 
 
 
 
 
 
 
 
 
And finally, the References section at the end of the report provides a complete list of all 
reports and other sources of information that have been referenced in this report.  This list of 
sources may provide a quick pick list for those who require further reading and in-depth 
information on various issues.    

  

Throughout this document you will also find various key pieces of information that 

have been highlighted in text boxes, that may provide particular summaries or draw 

attention to key issues throughout the discussion and analysis. 
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EXECUTIVE SUMMARY 
 
The challenges currently facing Queenslandôs health system are common to health systems 
in developed nations worldwide. An ageing population, increasing prevalence of chronic 
diseases, many of which are preventable, and greater public expectations are responsible 
for a rising demand for health services. A further challenge for Queensland is its status as 
one of the fastest growing but most dispersed populations in Australia (Queensland Health 
2008b). Further to this little actual data relating to the North Burnett-Bundaberg-Fraser Coast 
health status and /or needs is publicly available at this time in any organized single form. 
 
The Wide Bay-Burnett Statistical Division (comprising the Wide Bay and Fraser Coast 
regions within the Sunshine Coast Health service district- later known as the Northern 
Cluster until November 1 2010) comprises 56 urban centres and localities. The urban centre 
or locality in the Wide Bay-Burnett Statistical Division with the largest population at 30 June 
2007 was the urban centre of Bundaberg, with a population of 49,745 persons, followed by 
the urban centre of Hervey Bay (43,509 persons) and the urban centre of Maryborough 
(22,760 persons). Of the major urban centres and localities, the urban centre of Cherbourg 
had the highest population density in the Wide Bay-Burnett Statistical Division, with 1,263.6 
persons per square kilometre.  
 
At the time of the 2006 Census, there were 28,238 persons in the Wide Bay-Burnett 
Statistical Division, who stated that they were born overseas (11.1 per cent of the total 
population) and 210,557 persons who were Australian-born (82.7 per cent of the total 
population). In Queensland as a whole, 17.9 per cent of the Queensland population were 
born overseas and 75.2 per cent were Australian-born. Within the region, Hervey Bay City 
contained the largest number of overseas-born persons (8,339) followed by Bundaberg City 
(4,072) (Office of Economic and Statistical Research (OESR) 2008). 
 
Most Queensland Health Districts including the WBFC report a lower rate than the national 
average of 86 General Practitioners per 100,000 population. When General Practitioners are 
not available, people will seek alternative sources of care, for example a pharmacist or a 
hospital emergency department. 
 
The Wide Bay Cluster Draft Planning Proposals 2008-2013 (Queensland Health 2008d) 
identifies 10 goals for the then northern cluster (comprising Bundaberg and surrounds north 
to Agnes waters, Hervey Bay, Maryborough and surrounding areas south to Gympie) and 
provides plans for the necessary infrastructure to deliver adequate services. The plan 
presents current statistics for the cluster region indicating that needs are higher in all areas 
than for the rest of Queensland as stated above.  
 
For example, the ratio of high and low care places for those 70 years and over falls below 
the aged care provision ratio (32 high care and 40 low care places per 1,000 compared with 
the recommended rate of 44 places for both high and low care. A higher proportion of people 
over the age of 65 exists in the region (17.7%) compared to QLD (12.4%) with this total 
expected to increase by 2026 at a higher rate (122.2%) compared to 54.9 % for QLD (p.31). 
This immediately points to a need for improved access for post acute rehabilitation services 
such as stroke, cardiac, amputee, spinal injury and acquired brain injury (p.31) as well as 
palliative care services. 
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Perceptions were gathered through a combination of survey, focus groups and face to face 
interviews.  
 
The region would benefit from an awareness program on various service provision and 
access schemes and it would be advantageous for the community development sector, 
health regional councils and all key health care providers in the region to collaborate and to 
replicate this study with more input from more of the key stakeholders in order to continue to 
develop this resource or ongoing future use.  
 
It has been important to include consumer perceptions especially as the North Burnett-
Bundaberg-Fraser Coast regions are expected to rapidly increase in population in the 
coming 15-20 years thereby increasing the need for specific health infrastructure to be put 
into place in order to prevent a crisis situation.  
 
Ultimately as people age their dependence on health services will increase. If the burden of 
cost associated with travel costs, disenfranchising families and inadequate access to local 
services, accommodation and transport are not planned and met disproportionate 
disadvantage will continue and possibly increase in the region.  
 
In summary thirty seven (37) significant gaps were identified by participants representing 
various community groups and individuals. The following list of recommendations represents 
the most frequently occurring gaps identified by the researchers as being the most useful in 
terms of planning for current and future services in the region. The recommendations arising 
out of this study are summarised in the table below 
 
SUMMARY OF RECOMMENDATIONS ARISING FROM STUDY 
 
Mental Health Issues 

1. Increase availability of affordable Psychologists and Counsellors throughout region 
2. Develop a youth specific treatment centre for acute and ongoing mental health 

patients 
3. Seek the re-introduction of subsidised psychology services for assessments 
4. Expand the mental health service options to include non acute patients and address 
the needs of people who are ófalling through the gapsô. 

5. Expand free counselling services into remote areas 

In the context of the growing needs of the North Burnett-Bundaberg-Fraser 
Coast region of Queensland, this study was commissioned to evaluate 
community perceptions of the health service accessibility and needs and to 
provide a single resource which identified the health needs information.  In 
keeping with prevailing health need areas identified in National health 
planning, researchers were asked to concentrate specifically on the four 
key health areas of  

¶ Chronic and complex care 

¶ Mental Health 

¶ Children, youth and families 

¶ Drug and alcohol 
This information developed in this research will in turn provide a valuable 
tool for health and community service providers and the people who are 
charged with planning health services throughout the region.  
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6. Develop quality, affordable supported housing options for the mentally ill, recognising 
their special needs 

7. Seek the introduction of ócare packagesô or bulk billing of a range of allied health 
services for those who can least afford these services 

8. Develop a gerontology service for the region, including specialist services for mental 
health and dementia patients 

9. Provide improved support to Indigenous mental health services, with an emphasis on 
culturally appropriate service delivery. 

 
Chronic and complex care 

1. Seek improved and more flexible funding packages for palliative care patients. 
2. Establish palliative care specialist services in the region, joined with other specialist 

gerontology services in particular. 
3. Develop a specialist palliative care hospice in the region, including accommodation 

options for carers and partners. 
4. Increase dialysis capability in region including supported home dialysis as well as 

increased chairs in hospitals, so that no dialysis patients have to travel further than 
Bundaberg or Hervey Bay. 

5. Continue to improve cancer treatments available in the region, including developing a 
radiation centre based in the region. 

6. Increase number of high care beds in Hervey Bay hospital 
7. Continue to investigate and seek funding for affordable, improved transport options 

for patients and their carers.  
8. Develop residential services specifically for younger people with disabilities and 

acute conditions that require full time care. 
9. Continue to promote and develop services for Indigenous populations in the region, 

concentrating on health areas of high need. 
10. Seek funding to develop affordable Allied health services for those on low and fixed 

incomes. 
11. Seek to attract funding and specialists to the region in the areas of Ophthalmology, 

Orthopaedics, Cardiology, Oncology, Gynaecology, Paediatrics and Urology (linked 
to a gerontology centre). 

12. Ensure that veteranôs needs, particularly in mental health, are being catered for 
 
Children youth and families 

1. Establish improved integrated services across the region for family case 
management 

2. Seek improved neonatal emergency retrieval and routine transport options 
3. Continue to increase resourcing for improved Indigenous ante natal and post natal 

care 
4. Develop a centre for young peopleôs health services, in partnership with existing 

services in the region. 
5. Seek resources to establish a sexual health services on the Fraser Coast, replacing 
the óoutreachô service from Bundaberg 

6. Investigate and improve maternity support services, seeking to reduce the number of 
caesarean sections undertaken across the region. 

7. Investigate options for medium to long term childcare for parents needing to access 
medical treatment 
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Drug and alcohol  
1. Seek funding to develop a dedicated detoxification service in the region, with ongoing 

follow up care and support for patients. 
2. Seek funding for residential rehabilitation centre services for the region.  The areas of 

13-17 and adults will require separate services that may share professional 
resources. 

3. Investigate improved Methadone program access, with improved support services for 
patients 

4. Seek increased specialist drug and alcohol counselling services across the region, 
with particular attention to remote location service delivery. 

5. Review ATOD services and increase resources for program expansion of services. 
6. Support improved supported housing options for people experiencing drug and 

alcohol problems. Provide a range of supported options for different patient needs. 
7.  Increase services and funding across the region to provide improved, integrated 

service options for patients, many who present with complex needs. 
8. Provide increased specialist support and options for Indigenous communities 

throughout the region in relation to drug and alcohol conditions. 
9. Recognise and provide assistance for the health needs of prisoners, including 

ongoing support for drug and alcohol conditions upon exiting prison 
 
Each of the above were identified consistently by respondents as being of a high priority 
locally as part of the health service needs required to address current perceived gaps in the 
North Burnett-Bundaberg-Fraser Coast region.  
 
This study has not focussed on future needs of the region in terms of infrastructure or 
funding support rather it reports on responses from participants about their own health 
support service needs as well as those needs identified by local health and community 
professionals,  who were reacting to current situations affecting them locally at this point in 
time. 
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1.0 INTRODUCTION - THE REGION IN CONTEXT 
 
The challenges currently facing Queenslandôs health system are common to health systems 
in developed nations worldwide. An ageing population, increasing prevalence of chronic 
diseases, many of which are preventable, and greater public expectations are responsible 
for a rising demand for health services. A further challenge for Queensland is its status as 
one of the fastest growing but most dispersed populations in Australia (Queensland Health 
2008a; Queensland Health 2008b).  
 
Further to this, little actual data relating to the North Burnett-Bundaberg-Fraser Coast health 
status and /or needs is publicly available at this time in any organized single form. It is only 
with the availability of more rigorous evidence and sufficient political commitment that we will 
be able to address the pressing issue of equitable healthcare delivery and identify winning 
strategies to guide future practice and policy (Wilson et al. 2009).  
 
The Wide Bay-Burnett Statistical Division comprises 56 urban centres and localities. The 
urban centre or locality in the Wide Bay-Burnett Statistical Division with the largest 
population at 30 June 2007 was the urban centre of Bundaberg, with a population of 49,745 
persons, followed by the urban centre of Hervey Bay (43,509 persons) and the urban centre 
of Maryborough (22,760 persons). Of the major urban centres and localities, the urban 
centre of Cherbourg had the highest population density in the Wide Bay-Burnett Statistical 
Division, with 1,263.6 persons per square kilometre. At the time of the 2006 Census, there 
were 28,238 persons in the Wide Bay-Burnett Statistical Division, who stated that they were 
born overseas (11.1 per cent of the total population) and 210,557 persons who were 
Australian-born (82.7 per cent of the total population). In Queensland as a whole, 17.9 per 
cent of the Queensland population were born overseas and 75.2 per cent were Australian-
born. Within the region, Hervey Bay City contained the largest number of overseas-born 
persons (8,339) followed by Bundaberg City (4,072) (Office of Economic and Statistical 
Research (OESR) 2008). 
 
Most Queensland Health Service Districts including the WBFC report a lower rate than the 
national average of 86 General Practitioners per 100,000 population. When General 
Practitioners are not available, people will seek alternative sources of care, for example a 
pharmacist or a hospital emergency department. A report commissioned by a collaboration 
of State Health Departments in late 2007 and delivered by Booz-Allen-Hamilton identified 
that one of the major drivers of increased hospital emergency department demand is 
reduced accessibility to GP services (The Australasian Medical Publishing Company Pty 
Limited 2008).  
 
A national patient survey conducted through this review showed 75 per cent of patients 
surveyed said GP accessibility related problem was their reason for attending an emergency 
department, and only 34 per cent really thought they needed hospital or emergency 
treatment. The report also showed that rural areas have a significantly higher level of 
presentations of primary care patients to the emergency department than metropolitan 
areas, reflecting the lower GP to population ratios in these regions 
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Figures 1 and 2 present the areas encompassed by the Wide Bay Division of General 
Practice. 
 

 
 
 

Figure 1: The Wide Bay Division of General Practice. 
Source: Population Health Profile of the Wide Bay Division of General Practice 2004 (Population profile series no. 
85) p.5. 

 

 
 
 
Figure 2: Breakdown of the Geographical Areas within the Wide Bay Division of General Practice.  

Source: Population Health Profile of the Wide Bay Division of General Practice 2004 (Population profile series no. 
85) p.5. 
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Table 1: Population per GP in the Wide Bay Division of General Practice QLD and Australia 2003-2004 

 
 

1.1 Community Profile  

 
The North Burnett-Bundaberg-Fraser Coast Region comprises the 3 local government areas 
of Bundaberg Regional Council, Fraser Coast Regional Council and North Burnett Regional 
Council. It has a total area of 33,270.8 km2, or 1.9% of the total area of the state.  
 
According to the most recent ABS data sets available for the region, at 30 June 2009, the 
estimated resident population of North Burnett-Bundaberg-Fraser Coast Region was 
205,614 persons, or 4.6 per cent of the state's population. North Burnett-Bundaberg-Fraser 
Coast Region's population in 2026 is projected to be 271,787 persons. At the same time 
there were 5,151 persons in North Burnett-Bundaberg-Fraser Coast Region who stated they 
were of Aboriginal or Torres Strait Islander origin, or 2.9 per cent of the total population.  
 
At that time in the North Burnett-Bundaberg-Fraser Coast Region, 48.3 per cent of persons 
lived (usually resided) at a different address than they did five years earlier. 11.7 per cent of 
persons in North Burnett-Bundaberg-Fraser Coast Region stated they were born overseas, 
49.7 per cent of the usual resident population was in the most disadvantaged quintile and 
2.4 per cent of the population of North Burnett-Bundaberg-Fraser Coast Region were in the 
least disadvantaged quintile (ABS, 2007). 
 

1.2 Socio-Economic  Index of Disadvantage in the North  Burnett, 

Bundaberg and Fraser Coast Region. 

 
Socio-Economic Indexes for Areas (SEIFA) (Queensland Health 2009b) is a summary 
measure of the social and economic conditions of geographic areas across Australia. SEIFA 
comprises a number of indexes, which are generated at the time of the ABS Census of 
Population and Housing. In 2006, a Socio-Economic Index of Disadvantage was produced, 
ranking geographical regions to reflect disadvantage of social and economic conditions. The 
index focuses on low-income earners, relatively lower education attainment, high 
unemployment and dwellings without motor vehicles. Low index values represent areas of 
most disadvantage and high values represent areas of least disadvantage. There is a social 
gradient in health-the lower a personôs social position, the worse his or her health. Action 
should focus on reducing the gradient in health (Marmot 2010).  
 
In Queensland in 2006, based on Statistical Local Area groupings, 12.5% or about 486,000 
Queenslanders had a profile of greatest socioeconomic disadvantage. There were pockets 
of people with such a profile across the state in locations from urban to coastal, regional and 
remote areas (Harper 2009). 
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The following table shows the percentage of the population in each quintile (one-fifth or 20 
per cent of the population) according to the Socio-Economic Index of Disadvantage. Quintile 
1 represents the most disadvantaged group of persons, while quintile 5 represents the least 
disadvantaged group of persons.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 2: Socio-Economic Index of Disadvantage by local government area, North Burnett-Bundaberg-
Fraser Coast Region, 2006 

 
Note: Based on ASGC 2006.Source: Australian Bureau of Statistics, Census of Population and Housing: Socio-
Economic Indexes for Areas (SEIFA), Australia - Data only, 2006, Cat. no. 2033.0.55.001 (OESR derived) 

 
The Wide Bay Division of General Practice also reports a higher proportion of the Divisionôs 
households received rent assistance from Centrelink (24.4%) compared to country 
Queensland (21.3%), while there was little difference in the rate for dwellings rented from the 
State Housing Authority (2.7%, compared to 2.8%). The proportion of dwellings with no 
access to a motor vehicle (9.3%) was marginally higher than that for country Queensland 
(8.8%) and the same as Queensland (Wide Bay Division of General Practice 2005). 
 

1.3. Population Projections  

 
The North Burnett-Bundaberg Fraser Coast Region's population in 2026 is projected to be 
271,787.0 persons. This will account for 4.6 per cent of Queensland's total population at this 
time.  
 
The population for North Burnett-Bundaberg-Fraser Coast Region is projected to increase by 
an average annual growth rate of 1.9 per cent over the 20-year period between 2006 and 
2026. In comparison, Queensland is projected to have an average annual growth rate of 1.8 
per cent over the same period.  
 
Within the region, the largest increase in population is projected to be the Fraser Coast 
Regional Council Local Government Area (LGA), up by 50,428 persons over the 20-year 
period, between 2006 and 2026.  

By definition, Queensland has 20 per cent of the population in each quintile. 

In comparison, 49.7 per cent of the population of North  Burnett -Bundaberg-

Fraser Coast Region was in the most disadvantaged quintile. Compared with 

the 20 per cent average across Queensland, 2.4 per cent of the population of 

North  Burnett -Bundaberg-Fraser Coast Region were in the most advantaged 

quintile. 
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Table 3: Projected Population 2006 to 2026 by local Government area Bundaberg Fraser Coast region. 

 
 
(a) 2006 figures are final release based on estimated resident population. 
(b) Projections for Aboriginal Communities and Islander Communities have not been included in the local 
government area estimates due to lack of input data. Aboriginal and Islander Communities are however included 
in the statistical division projections (Note: Based on ASGC 2006). 
(c)The sum of the local government areas may not be equivalent to the region total due to confidentiality of the 
local government area data. Data for reformed local government areas are derived from population-based 
statistical local area data (ASGC 2006 
 
(Source: Queensland Government Department of Infrastructure and Planning, Planning Information and 
Forecasting Unit, SLA population projections 2008 edition (Medium series; Queensland Government, Population 
Projections to 2056: Queensland and Statistical Divisions, 3rd edition, 2008; Australian Bureau of Statistics, 
Population Estimates by Age and Sex, Australia and States (Cat. no. 3235.0.55.001). 

 
According to the self reported health status survey (Queensland Health 2009b) (2009) of the 
Sunshine Coast Wide Bay Health Service District, 20% of the population earn less than 
$20,000, p.a., 14.6% earn $20,001-$30,000, 18.9% earned $30,001-$50,000, 27.9% earn 
$50,001-$100,000 while only 3.9% earn over $150,000 24 3.9. This places many of the 
North Burnett-Bundaberg-Fraser Coast region respondents within the Socio-Economic Index 
For Areas (SEIFA) Index of Relative Socio-Economic Advantage and Disadvantage ranges 
of respondents with a SEIFA quintile 1-3 in SLAs classified as 'most disadvantaged' 
(Queensland Health 2009b). 

The fastest-growing LGA in the North  Burnett -Bundaberg-Fraser Coast 

Region between 2006 and 2026 is projected to be Fraser Coast Regional 

Council LGA, with an average annual growth rate of 2.3 per cent, followed 

by Bundaberg Regional Council LGA (1.6 per cent). 
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Table 4: Geographic Characteristics of the Sunshine Coast Fraser Coast Health Service District 
participants in the Health Status Survey 2006  

 
 

1.4 Issues in relation to context a nd health  

 
The urban centre or locality in the Wide Bay-Burnett Statistical Division with the largest 
population at 30 June 2007 was the urban centre of Bundaberg, with a population of 49,745 
persons (see following table), followed by the urban centre of Hervey Bay (43,509 persons) 
and the urban centre of Maryborough (22,760 persons).  
 
At the time of the 2006 Census of Population and Housing there were 8,279 persons in the 
Wide Bay-Burnett Statistical Division who stated that they were of Aboriginal or Torres Strait 
Islander origin. These persons made up 3.3 per cent of the total population (which is exactly 
the same as the Queensland average). Bundaberg City contained the largest number of 
Indigenous persons (1,615 persons) followed by Hervey Bay City (1,338 persons). Of the 
8,279 persons usually resident in the Wide Bay-Burnett Statistical Division who stated that 
they were of Indigenous origin, 7,353 persons stated that they were of Aboriginal origin, 466 
persons stated that they were of Torres Strait Islander origin, and 460 persons stated that 
they were of both Aboriginal and Torres Strait Islander origin (ABS. 2007).  
 
At the time of the 2006 Census of Population and Housing there were 11,122 one-parent 
families in the Wide Bay-Burnett Statistical Division, representing 15.6 per cent of all 
families. In comparison, 15.9 per cent of Queensland families were one-parent families. 
Within the region, Bundaberg City contained the largest number of one parent families 
(2,420) followed by Hervey Bay City (2,346). 
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Table 5: Estimated Resident by age group (years) population by local government area- Wide Bay Burnett 
Region 

 
 

 
Figure 3: Birth Rates in the North Burnett-Bundaberg-Fraser Coast region 2001-2005 

 
Source: Health Surveillance and Epidemiology Team Central Area Population Health Services 2009 
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The Wide Bay cluster has significantly higher rates than Queensland for; 

¶ suicide, 

¶ stroke,  

¶ injury and poisoning, 

¶ diabetes and  

¶ coronary heart disease*. 
 

* Also highly avoidable 
 
Table 6: Information relating to premature mortality in the North Burnett-Bundaberg-Fraser Coast region 

 
Source: Population Health Profile Series No 5 WBDGP 

 
 
Table 7: Socio demographic indicators Wide Bay Division of General Practice (WBDGP) Queensland 2001 

  
Source: PHIDU.(2005) population health profile of the Wide Bay Division of General Practice. Population Profile 
series No 85. Public Health Information Development Unit (PHIDU) Adelaide. http://www.publichealth.gov.au/  

  

http://www.publichealth.gov.au/
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1.5 Indigenous population  

The AIHW (2009) suggests that (Australian Institute of Health and Welfare 2009) the social 
and emotional wellbeing of Aboriginal and Torres Strait Islander people is an area of 
particular concern and has been identified as a priority area of the National Strategic 
Framework for Aboriginal and Torres Strait Islander Health (NATSIHC 2004). While there is 
a scarcity of national data that specifically measure the social and emotional wellbeing of 
Indigenous Australians, data that are available paint a consistent pictureðone of much 
higher rates of use of mental health services by Indigenous Australians compared with other 
Australians (ABS and AIHW 2005; AIHW 2008b). 
 
The need for better national data on the social and emotional wellbeing of Indigenous 
Australians has been noted in numerous reports over many years (for example NHMRC 
2002; SHRG 2004; Swan and Raphael 1995). Information is needed to support the 
development and assessment of policies and programs aimed at addressing this area of 
disadvantage among Indigenous Australians.  
 
While the importance of social and emotional wellbeing has been recognised, as a concept it 
is difficult to define and to measure and, until recently, there was a lack of agreed-upon 
national measures of social and emotional wellbeing (Australian Institute of Health and 
Welfare 2009). 
 
Main issues raised in this document included social and emotional well being, supported 
housing needs, access to mental health services reflecting findings of most other studies 
identifying that major access issues or support issues have not yet been effectively dealt 
with. The report did suggest however that racial discrimination appeared to have decreased 
in 2004-5.  
 
Further discussion suggested that Indigenous Australians were twice as likely to report high 
or very high levels of psychological distress as non-Indigenous Australians.  Almost one in 
10 Indigenous Australians had visited a doctor or health professional in the 4 weeks prior to 
interview due to feelings of psychological distress. In relation to life stressors, four in 10 
Indigenous adults indicated that they or their family or friends had experienced the death of a 
family member or close friend in the previous year, 28% reported serious illness or disability 
and 20% reported alcohol related problems. On the other hand:  Over half of Indigenous 
adults reported feeling calm and peaceful (51%) and/or full of life (55%) all or most of the 
time (Australian Institute of Health and Welfare 2009).  
 
Further findings from this 2004-5 (p.x) report indicate that the rate of community mental 
health service contacts for Indigenous people was more than twice that for non-Indigenous 
people. Aboriginal and Torres Strait Islander people were twice as likely to be hospitalised 
for intentional self-harm as non-Indigenous people. 
 
Interventions need to address underlying social determinants including: poverty, disrupted 
family and community cohesion, social marginalisation, lower level of education, 
unemployment, overcrowding, inadequate sanitation, water supply and hygiene, other 
housing issues, limited access to healthy affordable food, transport issues and discrimination 
(Australian Institute of Health and Welfare 2009) 
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Table 8: Number of persons by Indigenous status (a) by local government for the region 2006 

  Torres 
Strait 

Islander 

     

Local government area Aboriginal Both (b) 
Total 

Indigenous 
Indigenous 
Proportion 

Non- 
Indigenous 

Total 
Persons 

(c) 

 ð number ð % ð number ð 

Bundaberg (R) 1,952 154 171 2,277 2.7 76,272 82,963 
Fraser Coast (R) 1,987 177 161 2,324 2.7 78,715 84,629 

North Burnett (R) 481 36 33 550 5.4 9,171 10,155 

        Queensland 98,716 18,374 10,488 127,578 3.3 3,552,041 3,904,532 

        Region as % of Qld 4.5 2 3.5 4 . . 4.6 4.6 

..= not applicable 
       

C = City     S = Shire     R = Regional     T = Town     AC = Aboriginal Council     IC = Island Council     

(a) Based on place of usual residence. 
     

(b) Applicable to persons who are of 'Both Aboriginal and Torres Strait Islander origin'. 
 

(c) Includes Indigenous status not 
stated.      

 
       

Note: Based on ASGC 2010.     
      

The sum of the local government areas may not be equivalent to the region total due to confidentialisation of  

the local government area data. 
      

Data for local government areas (2010) are derived from concorded population-based statistical  

local area data (ASGC 2006). 
      

Source: Australian Bureau of Statistics, Census of Population and Housing, Indigenous Profile - I02 

        

1.6 Need for assistance 

At the time of the 2006 Census, there were 11,563 persons in need of assistance with a 
profound or severe disability in North Burnett-Bundaberg-Fraser Coast Region. This 
represented 6.5 per cent of the total persons in the region. In comparison, Queensland had 
154,707 persons in need of assistance or 4.0 per cent of the total population.  
 
The North Burnett-Bundaberg-Fraser Coast Region represented 7.5 per cent of the total 
persons in need of assistance in Queensland. Within the region, Fraser Coast Regional 
Council Local Government Area (LGA) had the highest proportion of people in need of 
assistance (7.0 per cent) and North Burnett Regional Council LGA was the region with the 
lowest proportion of people in need of assistance (5.2 per cent) as shown in Table 9 below. 
  

The major contributor to the burden of disease for Indigenous people in the 

Fraser Coast region was mental health (20%) followed by cardiac disease 

(16%), Chronic Respiratory disease (11%), Cancer (8%) and diabetes (7%). 

These 5 broad condition groups contributed to 62% of the burden of disease 

for Indigenous people in the Fraser Coast district (Service.). 
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Table 9: Persons in need of assistance (a) by local government area, North Burnett-Bundaberg-Fraser 
Coast Region, 2006 

 
(a) In need of assistance includes people with a profound disability or severe disability. People with a profound or 
severe disability are defined as needing help or assistance in one or more of the three core activity areas of self-
care, mobility and communication because of a disability, long term health condition (6 months or more) or old 
age. 
(b) Includes in need of assistance not stated. 
 
Note: Based on ASGC 2006. 

The sum of the local government areas may not be equivalent to the region total due to confidential nature of the 
local government area data. Data for reformed local government areas are derived from population-based 
statistical local area data (ASGC 2006).Source: Australian Bureau of Statistics, Census of Population and 
Housing, 2006, Basic Community Profile. 

 
 
 
 

 

 

 

 

 
 

 

  

Key findings from the work by Butler et al 2010, included;   

¶ The percentage of small areas and populations within the most 

socioeconomically disadvantaged quintile rose with increasing 

remoteness.  

¶ However, 12.8 per cent of small areas within major cities and 

40.7 per cent of outer regional areas were also within the 

lowest socioeconomic quintile.  

¶ Across all areas in Australia, mortality is associated with 

socioeconomic disadvantage, workforce shortages and the 

percentage of people within an area who are Indigenous.  
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2.0 LITERATURE REVIEW 
 
Literature responding to the key concepts of; óchronic illness; mental health; child youth and 
family health; drug and alcohol; Indigenous Health; needs; assessment and Australiaô were 
sourced. Search engines used included EBSCOHOST Mega File primer including CINAHL, 
Health Business (Academic) Indices. Relevant web pages such as Cancer QLD, Australian 
Institute of Health and Welfare and Australia and Diabetes Australia and QLD were also 
resourced. Added to the search was ABS demographic data and social indices relating to 
the North Burnett-Bundaberg-Fraser Coast Cluster Regions. Year limiters set were generally 
1996-2010.  It was quickly identified that a paucity of information is available for the WBFC 
region 
 
Inclusion data - Articles were searched for relevant, useful data relating to the key 
concepts. Papers were reviewed in relation to the following key issues: a) relevance to the 
North Burnett-Bundaberg-Fraser Coast Region (WBFC); b) assumptions and service 
presentations; c) research method used by authors; d) types and categories of services 
provided to clients and e) ages and ranges of groups explored (chronic and complex illness, 
mental health child youth and family groups, drug and alcohol). Exclusion data included 
general information which provided useful background information but did not directly inform 
the specific needs assessments of the region. The primary focus of the articles searched 
was on rural, remote Australian health status and needs now and in the near future which 
would have relevance for the Fraser Coast Wide Bay health region. In fact, a paucity of 
literature exists which focuses solely on Australian needs and issues especially in relation to 
rural and regional Australia; therefore some international literature was also used to provide 
evidence of ways of addressing some of the issues where relevant. 
 
Chronic disease does not exist in a clinical framework of expiratory peak flows and 
medication management nor does it necessarily require us to provide 'off the shelf' self 
management education about how we think that people ought to cope (Koch et al. 2004). 
Health needs assessment should not just be done to measure ill health (p.13) as this 
assumes that something must be done to tackle it. Capacity to benefit should be employed 
as the guiding principle but need is always going to be greater than the available resources 
(Fuller et al. 2001). Fuller et al suggest that needs analyses should not be broad-brushed but 
more focussed on changes that health services would support and that they should be used 
to determine where maximum gain can be obtained and that they should focus on population 
health rather than institutional focus (Fuller; Bentley and Shotton 2001) suggesting that such 
analysis must specifically target local issues. In their study, authors discussed the 
advantages/ disadvantages of needs assessment, asking whether results translated into 
health service plans and what did they learn about the use of community health needs 
assessments in the process (p.13)? This implies that simply to collect data and then not 
have it translated into practice at community negates the findings of the research and does 
little to address the issues. 
 
International studies suggest that the quality of care for individuals with chronic illness is less 
than optimal (Brand et al. 2007) prompting the development of chronic disease management 
(CDM) models which have proved effective in outcomes for conditions such as heart failure, 
asthma and diabetes (Brand et al. 2007). They identify that the roles of the providers are 
changing (p.654). For example, health needs concepts explored by others studied concepts 
including; quality of life; safety; informed communities; accessibility; equity; dignity; 
appropriate; ownership; inclusive population based activities; engagement; flexibility; 
develop community capacity (Fraser Coast Public Health Plan 2003-2006).  
 
This study asked consumers questions relating to key priorities for childrenôs and youth 
health and wellbeing in the community; accidents; behavioural problems; housing; access to 
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services). Also explored were concerns for the future of childrenôs and youth health and well 
being in the community; What priority services should be provided to address concerns; 
What type of support / services do parents/ guardians most require for their children in their 
early years (0-5 years) / later years (adolescence, teens)(QLD State-wide Health Services 
Plan (2009-2019). The Colorado Client Assessment Record (CCAR) explored concepts of 
security/management/ problem severity/ suicide, danger to self / violent-danger to others / 
self care basic needs overall strengths, resources (Durbin, Cochrane, Goering, McFarlane 
2001). The Australian National Survey 1997ïobtained socio demographic information, 
education, labour force details used the Composite International Interview (CODI) (Parslow 
and Jorm 2000). 
 
Studies exploring the perspectives of consumers who experienced a disability perspective 
indicated that there is a lack of policies and guidelines; lack of adequate competency based 
training for support workers; tension between disability legislation and industrial legislation; 
difficulty accessing nursing services; problems with specialist services; agreement need 
between professional and industrial bodies; need guidelines; model of service delivery 
needed (Mott, Chau and Chan 2007). While these studied were not undertaken in Australia, 
it is anticipated that similar issues may emerge in the current study. 
 
Knightbridge, King and Rolfe (2006) conducted focus groups and asked ñOn the basis of 
your experience what are the types of difficulties that identify complex/patients/ needs? What 
in your experience helps? Can you suggest reasons why people may not be getting 
adequate services? Can you think of anything that could make a difference to enable people 
to get better services? Issues identified by consumers: identified beliefs about deservedness 
of certain types of problems in relation to others; relative worth or moral legitimacy of certain 
coping choices; value judgements about abstinence as opposed to empowerment based or 
harm minimizing models; professional blind spots and rivalries between services; 
Knightbridge, King and Rolfe 2006). Oral health was explored by Kruger, Smith, Atkinson, 
Tennant (2007) who identified major gaps and long waiting lists for services in the region. 
 
Hayhurst (physiotherapist) proposed a model that included convenience, outcomes, choices, 
service, and focussed specifically on an environment of care. However while consumers 
were considered it focussed on delivery of physiotherapy services in a metropolitan clinic. 
Factors of demand  for services, gender, age, household, health consumption behaviours; 
consumer behaviours; were explored by La fleur, Taylor, Sumrall (1997) who developed an 
assessment tool which influenced the development of the tool used in the current study. 
 
The 2009 work of Pollard, White and Harper for Queensland Health on óself-reportedô health 
status by consumers within the Sunshine Coast-Wide Bay Health Service District used a 
model that interviewed consumers across a range of 20 health indicators including such 
indicators as alcohol consumption, level of psychological distress, blood pressure testing, 
smoking status and sun protective behaviours.  The purpose of this work was to be able to 
compare regions of Queensland in terms of population health indicators.   
 
Butler, Patterson, Douglas and Bazemore 2010 in their recent work at the ANU, ñThe use of 
measures of socioeconomic deprivation in planning primary health care workforce and 
defining health care need in Australiaò, examined health care and health care equity across 
Australia. Their study sought to examine whether measures of remoteness areas adequately 
reveal high need populations, measured against socioeconomic disadvantage and physician 
to population ratios using GIS methodology.  This work indicated that the use of geospatial 
mapping to highlight areas of disadvantage was a highly effective emerging method for 
targeting health needs and resource planning.   
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These statistics set context for the region, while providing a foundation for the issues of a 
region of socioeconomic disadvantage, remoteness and relatively high growth ï three key 
issues that are  repeatedly referred to in literature as being linked to health inequalities often 
expressed as being ósocial determinants of healthô and/or by way of the ósocial gradientô.  
 

2.1. Health Needs 

Swann et al. suggest that health systems are determinants of health in two distinct senses:  
 
1. Socially-because their existence has both intended and unintended effects on the health 
of individuals and populations.  
 
2. As agents themselves, since they make deliberate attempts to affect human behaviour 
(Swann et al. 2009).  
 
As óagentsô, health systems further attempt to change the client group through the actions of 
the system, and by attempting to change its constituent parts ï that is, by changing the 
behaviour of internal personnel and the way services are provided (Swann et al. 2009).  
 
This provides relevant insight into the current situation of the WBFC region in that access to 
health services directly impacts on health status and health seeking and other behaviours on 
the part of the general population.  
 
They further suggest (p.5) that the boundaries of any system-the gateways and entry points, 
the extent to which it reaches into other domains, the passage of clients and resources 
through it-are all facets of a óliveô, evolving system, rather than inherent aspects of the 
structures themselves. Boundaries are also embedded in their broader social context. While 
this study was undertaken in relation to European conditions, these findings hold much 
relevance for the current study in that such boundaries have the power to engage or isolate 
vulnerable persons from access to needed health care. 
 
Nationally, the Australian Institute of Health and Welfare produces regular reports on 
Australian health status.  Their most recent report, Australiaôs Health 2010, examines 
personal health and system indicators such as: 

¶ Life expectancy and death 

¶ Health risks 

¶ Diseases 

¶ Mothers and babies 

¶ Children and young Australians 

¶ People aged 25-64 years 

¶ Older Australians 

¶ Groups of special interest 

¶ Health services 

¶ Health workforce 

¶ Health expenditure 
 
Given the demographic profile of the Bundaberg-North Burnett-Fraser Coast Region, the 
following findings from this most recent report are cause for concern: 
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NOTE: Data sourced from the Australian Bureau of Statistics (ABS) and Australian Institute of Health and 

Welfare (AIHW) reports for the purposes of data comparison. 

  

¶ Cancer is Australiaôs leading broad cause of disease burden (19% of the total), 

followed by cardiovascular disease (16%) and mental disorders (13%).  

¶ Around 1 in 5 Australians aged 16ï85 years has a mental disorder at some time 

in a 12-month period, including 1 in 4 of those aged 16ï24 years.  

¶ The burden of Type 2 diabetes is increasing and it is expected to become the 

leading cause of disease burden by 2023.  

¶ The incidence of treated end-stage kidney disease is increasing, with diabetes 

as the main cause.  

¶ People with disability are more likely than others to have poor physical and 

mental health, and higher rates of risk factors such as smoking and overweight.  

¶ Compared with those who have social and economic advantages, disadvantaged 

Australians are more likely to have shorter lives.  

¶ Indigenous people are generally less healthy than other Australians, die at much 

younger ages, and have more disability and a lower quality of life.  

¶ People living in rural and remote areas tend to have higher levels of disease 

risk factors and illness than those in major cities.  

¶ Compared with the general community, prisoners have significantly worse 

health, with generally higher levels of diseases, mental illness and illicit drug use 

than Australians overall.  

¶ For older people, the main causes of death are heart disease, stroke and 

cancer. Compared with those in the general community.,  

¶ In 2008ï09, about 1 in 9 of all prescriptions under the Pharmaceutical Benefits 

Scheme and Repatriation Pharmaceutical Benefits Scheme were for a mental 

health-related medication. 

¶ The veteran community is less likely than the general community to report 

being in very good or excellent health.  

¶ The proportion of females having caesarean sections has continued to increase 

over the latest decade, from 21% in 1998 to 31% in 2007.  

¶ The perinatal death rate of babies born to Indigenous mothers in 2007 was 

twice that of other babies 

(Australian Institute of Health and Welfare 2008) (Source: AIHW 2010, Australiaôs Health 2010). 
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Figure 4: Gestational diabetes 
Source: Health Surveillance and Epidemiology Team Central Area Population Health Services (2008 

 

2.1.1 Major health issues for  the WBFC region. 
 
Literature suggests that the current issues and statistics for the WBFC cluster region indicate 
that needs here are higher in all key areas than for the rest of Queensland. Higher 
incidences are noted of chronic illness and complex care needs, mental health, child youth 
and family issues such as smoking mothers, low birth-weight babies, and low numbers of 
designated beds for aged care needs in the region.  
 
The Wide Bay Cluster Draft Planning Proposals 2008-2013 (Australian Institute of Health 
and Welfare 2008) identifies 10 goals for the northern cluster and provides plans for the 
necessary infrastructure to deliver adequate services. The plan presents current statistics for 
the cluster region indicating that needs are higher in all areas than for the rest of 
Queensland as stated above. The ratio of high and low care places for those 70 years and 
over falls below the aged care provision ratio (32 high care and 40 low care places per 1,000 
compared with the recommended rate of 44 places for both high and low care.  
 
A higher proportion of people over the age of 65 exists in the region (17.7%) compared to 
QLD (12.4%) with this total expected to increase by 2026 at a higher rate (122.2%) 
compared to 54.9 % for QLD (p.31). This immediately points to a need for improved access 
for post acute rehabilitation services such as stroke, cardiac, amputee, spinal injury and 
acquired brain injury (p.31) as well as palliative care services. 
 
Positive achievements in the WBFC  up to 2008 as noted in the Cluster Planning document 
include the increase in the Community Health Interface program (CHIP); the appointment of 
a cancer care coordinator for the WBFC region; establishment of a bowel screening 
program; appointment of a project officer working with an extended midwifery program; 
securing of funding for a second Nephrologist for the region; an increase in heart failure 
services across the region; various other programs to address the high prevalence of 
diabetes in the region as well as the increased utilisation of telehealth services for the region 
(p.1) however with the rapid growth of the region there remains a need for further 
development of services locally.  
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2.1.2 Bowel cancer  
 
Currently in Queensland bowel cancer is the most commonly diagnosed internal cancer in 
men and women combined, with those aged over 50 years most at risk (Queensland Health 
2009a). In 2005 alone in Queensland there were 2,601 new cases diagnosed here and 912 
deaths. ñBowel cancer can be prevented if detected and treated early and anyone who 
receives a bowel cancer screening test is strongly encouraged to participateò. The local 
screening program has shown to be successful in detecting pre-cancerous growths and 
bowel cancer.  
 
By mid 2011, about 33,000 Bundaberg and Wide Bay residents will have been sent a 
Program of Faecal Occult Blood testing (FOBT) as part of a screening program to detect 
bowel cancer. As of April 2008, about 1100 program participants in Queensland who 
completed a FOBT went on to have a colonoscopy in a Queensland Health facility. Of these 
people, 70 per cent had a growth (a precursor to bowel cancer) removed and just over 50 
per cent had a pre-cancer detected and treated. Significantly, about 5 per cent of Program 
participants who had a colonoscopy at a Queensland Health facility had bowel cancer 
detected and treatment undertaken as a result of the program (Queensland Health 2009a).  

2.1.3 Diabetes 
 
In QLD, Diabetes costs the State $11.6 billion dollars annually. Diabetes and other chronic 
diseases now pose the greatest threat to worldwide health. In contrast, the World Health 
Organization retains a strong focus on infectious diseases. The WHO budget of $4.3 billion 
in 2008/09 commits only 2% of funds to non-communicable diseases, even though they are 
responsible for 60% of mortality.  
A better balance between infectious and non-communicable diseases are required, so 
improvements in both areas can be pursued simultaneously (Parliamentary Diabetes 
Support Group et al. 2007). The rates in the WBFC are higher than for the rest of 
Queensland indicating a greater need for enhanced access to educational support programs 
in the region.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

2.1.4 Service occasions at Bundaberg Hospital 
The Bundaberg Hospital provided 16,450 outpatient occasions of service, an increase of 
29.2 per cent on the 12,729 patients seen in the previous March 2009 quarter. Maternity 
staff were kept busy with 314 babies delivered, an increase of 7.5 per cent on the previous 
March quarter (292 births). 
 

Mortality rates in the Wide Bay cluster are higher than those for 

Queensland due to: Stroke (M= 50.4, F= 58.1 per 100,000 population), 

injury and poisoning (M=49.4, F=22.7 per 100,000 population), and diabetes 

(M=23.3, F=15.5 per 100,000 population)(Queensland Health 2008b) .  

Together the statistics for the Wide Bay are poorer than the Queensland 

average and describe a population that is older and requires additional 

services.  
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The hospital had 9,457 emergency department attendances, representing an increase of 8.8 
per cent from the 8,694 attendances in the March 2009 quarter. Staff provided 6,881 
admitted patient episodes of care, an increase of 13.2 per cent from the 6,080 admitted in 
the March 2009 quarter.  
 
There were 443 patients admitted from the elective surgery waiting list, a decrease of 3.5 per 
cent from the corresponding 2009 quarter (459 patients). In 2007ï08, health service users 
were more likely to be male than female. Notable differences between the sexes in relation 
to primary disability include: males were more likely to report autism (8.2% compared to 
2.6%) and females were more likely to report neurological disability (7.0% compared to 
4.0%). Similar patterns were seen in 2006ï07 (Britt et al. 2009). 
 

 
Figure 5: Frequency of visits to GP across Australia during 2009 (Source ABS 2009) 

  

2.1.5 Media release in relation to ACAT test waiting periods   
As a result of a local media campaign the following statement was released in relation to 
local waiting times for services for health care. (April 23, 2010) (Sunshine Coast-Wide Bay 
Health Service District Northern Cluster Manager Beth Norton) indicated the following 
responses to questions posed indicating in relation to waiting times that the waiting period to 
have the [ACAT] test done [in Bundaberg]; 
 
ñPeople who have urgent care needs (category one) are seen within 48 hours, people who 
have moderate care needs (category two) are seen within 3-14 days. Those who have been 
prioritised as ñnon-urgentò are booked in for the next available appointment. She stated that 
there are 3.4 staff who assess Bundaberg residents and people living in surrounding areas 
such as Gin Gin, Mt Perry, Bargara and the North Burnett. They also receive support from 
their Fraser Coast colleagues.   
 
Further in the media release it was also stated that  Bundaberg Home Care was unable to 
take on any new clients unless there were exceptional circumstances and that there were no 
other options available in the community at that time. However Bundaberg Home Care is not 
the only home help option for people awaiting ACAT assessments in the region, with many 
nongovernment organisations receiving HACC funding for domestic assistance in the 
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Bundaberg region. However, there were 70 people at that time on these waiting lists for 
services through Bundaberg Home Care (Norton 2010). 

2.1.6 Disability support services   
The Australian Institute of Health and Welfare (2009 P.14 ) reports that  in terms of disability 
support services accessed throughout Australia ; Service users aged 25ï44 years and 45ï
64 years represented the largest proportions of service users in 2007ï08 (31% and 25% 
respectively). At these ages, intellectual, physical and psychiatric disabilities were the most 
common primary disability.  
 
Children and young people aged up to 24 years accounted for a further 38.4% of service 
users. Analysis of age groups reveals a year-on-year rise in the number and proportion of 
service users aged 45ï64 years. In 2003-04, some 20% of service users were aged 45ï64 
years, which grew to around 25% in 2007ï08. In contrast, all other age groups (less than 65 
years) have either decreased (as a proportion) or showed minor year-on-year fluctuations.  
 

2.1.7 Wide Bay cluster birth rate  
The Wide Bay cluster birth rate is higher than for the rest of QLD according to the ABS 
(2009) see Figure 3.  
 

2.1.8 Findings from a 2008 Fraser Coast community forum  
On Friday 17 October, 2008, key stakeholders from local health services and community 
providers were invited to a forum convened by the Regional Council in Maryborough to 
commence discussions on this strategy (draft report from steering committee   of the North 
Burnett-Bundaberg-Fraser Coast Council 2010). Participants were divided into small working 
groups to discuss the following themes: 
 

¶ Built environment-domestic, commercial and neighbourhoods. 

¶ Socialïtransport, multicultural and Indigenous, education and volunteering. 

¶ Safetyïat home and in community,  

¶ Elder abuse, security and street lighting, technology. 

¶ Healthy lifestyles ï nutrition, falls prevention, sport and recreation. 

¶ Workforce, services and supportsïcarers, families, professional and volunteers, 
employers and providers such as TAFE and universities 
 

Major concerns raised by the working groups included a lack of equity across the region for 
Extended Care at Home (EACH) packages. It appears from the draft report that most 
organisations choose to provide support in Hervey Bay with no clear reasons being provided 
for this choice. However, there is ongoing need in Bundaberg and North Burnett 
{Queensland Department of Communities, 2010 #38; p7} which has not yet been addressed. 
 
Other community issues identified in the draft report suggest a need for public spaces that 
are easy to access that promote affordable physical activities and opportunities for social 
interactions; Safe neighbourhoods with smooth pathways, adequate pedestrian crossings 
and street lighting; Ageing in place-People need to be able to access care in their own 
communities.  
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Technology and e-medicine or e-health was identified as also lacking. It is evident that the 
Wide Bay Burnett region is lacking in medical specialists. The committee suggested that the 
implementation of e-medicine will provide a solution to the ongoing health care needs of our 
ageing community. 
 
Greater recognition for the role that carers play in supporting older people was needed as by 
supporting people to remain at home with family and friends, the demand on aged care 
facilities will be lessened (p.6). 
 
Other major issues identified in the draft report included; 

¶ Lack of availability and retention of allied health staff; 

¶ significant cost to outreach services (notably specialist) to rural communities which often 
means they lack essential support services; 

¶ High migration of older persons into the region from other States often means severing 
of supports such as family and other carers; 

¶ Need for more holistic, case management approaches for clients and families; 

¶ cost of entry to aged care facilities is often extreme and entry processes are often quite 
complex; 

¶ Link between acute and community support services needs strengthening; 

¶ Ageing needs positive promotion in the community. 

¶ The committee identified that lack of intensive rehab services may have an effect on the 
percentage of population with significant disability because if clients are unwilling to 
travel to Bundaberg, Gympie or Nambour for rehabilitation, they are sent home.  

 

2.1.9 Serious illness 
In QLD, Diabetes costs the State $11.6 billion dollars annually (Parliamentary Diabetes 
Support Group and Diabetes Australia 2007). Diabetes and other chronic diseases now pose 
the greatest threat to worldwide health. In contrast, the World Health Organization retains a 
strong focus on infectious diseases.  
 
The WHO budget is of $4.3 billion in 2008/09 commits only 2% of funds to non-
communicable diseases, even though they are responsible for 60% of mortality. A better 
balance between infectious and non-communicable diseases is required so improvements in 
both areas can be pursued simultaneously (Parliamentary Diabetes Support Group and 
Diabetes Australia 2007).  
 
The rates in the WBFC are higher than for the rest of Queensland indicating a greater need 
for enhanced access to educational support programs in the region. (The incidence of 
Gestational Diabetes in the region reflects that of the rest of Queensland (see Figure 4)) 
 
In 2007, The Diabetes Futures Forum brought stakeholders together in Canberra to discuss 
the optimal response to diabetes. Following presentations from Australian and New Zealand 
experts, a series of working groups and panel discussions defined the actions needed to 
bridge the gap between ówhere we are nowô and ówhere we want to beô (Parliamentary 

Public transport was stated as being a recurrent issue for the Wide Bay Burnett 

in general. Lack of public transport options is particularly disadvantageous to 

older people as it results in social isolation. 
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Diabetes Support Group and Diabetes Australia 2007) calling for national policies on the 
prevention and treatment of Diabetes. 
 
Diabetes Australia will be supporting the development and implementation of a National 
Diabetes Action Plan that sets out a framework for collaboration and key actions needed to 
address the recommendations from the Forum (Parliamentary Diabetes Support Group and 
Diabetes Australia 2007). It has been suggested that Physicians need to adopt an approach 
that takes responsibility for delivering effective interventions to all patients-not just those who 
happen to be selected for referral or hospital admission (p.656). As a result of these findings, 
professional accountability, patient empowerment and evidence based medicine need 
integration to be truly effective (p.656). 
 
Mortality rates in the Wide Bay cluster are higher generally than for the rest of Queensland 
due to: Stroke (M= 50.4, F= 58.1 per 100,000 population), injury and poisoning (M=49.4, 
F=22.7 per 100,000 population), and diabetes (M=23.3, F=15.5 per 100,000 population). 
 

2.1.10 Health provider models for chronic and complex health management  
There is little available research which has explored the views formally of health care 
providers into needs of those with chronic illness in the community. However, in Australia, 
the introduction of the enhanced Primary Care items into the Medicare Benefits is one formal 
attempt to encourage better chronic care management (Department of Health and Ageing 
2007).  
 
Australian practice models however appear to be lagging behind the practice being adopted 
in the UK in recent times. 
 
 
 
 
 
 
 
 
 
This suggests that a natural tension exists between professional groups that can serve in a 
positive way to competitively drive research into newer more effective CDM models should 
consultant physicians choose to take the lead collectively (Brand et al. 2007 p.658).  
 
Nurses play a pivotal role in discharge planning which can reduce the length of stay (LOS), 
reduce admission rates (Armitage and Kavanagh 1998) and the amount of help needed by 
patients. Implications for research are therefore that it is reasonable to question how patients 
with co-morbidities are cared for and how the care of their co-morbidities is coordinated 
(Williams et al. 2002). 
 

2.1.11 Older consumer views 
Most elderly and a significant number of younger people will experience a chronic illness in 
their lifetime (Williams and Botti 2002). The outcomes of experiencing chronic illness may 
necessitate visits to doctors and other health practitioners, therapies, surgery, dependency 
on equipment and people, sadness and fear (Verbrugge et al. 1995). 
 
This is supported by Grau and Kovner (1986) who suggest that the mixture of acute and 
chronic needs presents an added complexity to the dimensions of care (Grau et al. 1986). 
Williams et al continue that as chronic illnesses are incurable, there is arguably no limit to 

Currently, less than 1/3 of Australian practices use multidisciplinary teams as 

compared with more than 80% in the UK (Schoen, Osborn, Huynh, Doty, Peugh 

and Zapert 2006 cited in Brand et al 2007). 
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the amount of money that could be spent in attempting to improve peopleôs lives and that as 
a result of the specialization of medicine means that people's co-morbidities are treated in 
isolation from one another (p.134). Given this it is imperative to identify consumer views as 
to what is needed to best serve them to manage their conditions in the community. 
 
Taylor and Currow (2003) suggest that previous studies have found that age is inversely 
related to unmet needs with more females than males identifying this unmet need. Few 
respondents in the community indicated unmet personal care needs most likely reflecting the 
quality of integrated acre offered by the community in that region (p.83).  
 
It has been suggested that disease progression and functional deterioration also relate 
proportionally to increased needs (Mor et al. 1987) as cited by (Taylor et al. 2003). Taylor 
and Curro conclude that people with Cancer have a range of unmet needs that perhaps 
could be addressed by occupational therapy assessment and intervention. 
 
Williams and Botti (2001) identify that the consumerist approach to health care in Australia 
has made comprehensive nursing care difficult to provide (Parker 1999 cited in Williams and 
Botti). Anecdotal evidence suggests that ongoing care and the opportunity to improve overall 
health outcomes is often overlooked and is attributable to not only economic pressures but 
to the different underpinnings and perceived importance of acute and long term care by all 
parties including consumers.  
 
Gaps in care have been identified that impact negatively on a person's post-discharge 
quality of life .These can include delayed entry of support systems and insufficient quality of 
help from formal and informal providers according to other researchers (Armitage et al. 
1998; Epstein et al. 1998). 
 
Richardson et al used a mixed method approach with non probability. They used purposive 
sampling and explored current practices by audit and interviewed participants 80 years and 
older. They looked at whether admission, transfer and discharge processes could be 
improved. Their findings indicated that primarily older people relinquished control to the 
system (p.137) on admission. Emergent themes included trust, acceptance, relinquishment, 
and deference and were reluctant to criticize (Richardson et al. 2007) suggesting that the 
only valid way to collect data from this group may be by anonymous survey or focus groups.  
 
Way (2008) surveyed older people using emergency departments. Findings were structured 
under 3 headings: accessing services, receiving services, role of carers. She found that 
older people are passive and feel they do not matter. This makes them vulnerable (p.22) 
indicating scope exists for ED staff to refine assessment processes, avoid repetition provide 
more information and use shared documentation across disciplines (Way 2008).  
 
Fear and anxiety about treatments were common emotions expressed (p.21) as was 
frustration at repeated assessments by different people. Participants indicated that they 
valued the role of friends and relatives but were reluctant to access services because of 
previous negative experiences in Emergency Departments (ED). 
 
It must be noted at this point that the various reports and work produced by or in partnership 
with the Australian Bureau of Statistics, and already referenced in this report, also sought the 
views of consumers of health services and resources across a range of health topics.  

2.2 Presentations for services at Bundaberg and Hervey Bay Hospitals   

During the period to from July 2006 to July 2007 a total of 24,161 patients were admitted to 
Hervey Bay Hospital representing an increase of 14.67% on the previous year (Fraser Coast 
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Health Service District 2007). During the same time emergency departments increased 
10.04% in patients treated.  
 
Almost 27,000 appointments for service have been provided to the existing and new patients 
in this area with Outpatients experiencing a 5.65% increase in presentations (p.5).  
 
In the WBFC Region for the September 2008 quarter at Bundaberg Hospital 9,106  people 
were treated in ED, 5,997 people were admitted, 13, 145 people attended outpatients, 571 
people received elective surgery and 331 babies were born.  
 
In Hervey Bay Hospital 8,952 people were treated in EDs, 4,600 people were admitted to 
hospital 8,684 people attended outpatient services, 204 people underwent elective surgery 
and 263 babies were born (Queensland Health 2008a).  
 
The increasing use of emergency departments for primary health care service is an issue 
with the need to trial new ways of delivering services to meet this need locally away from the 
emergency departments (ED). In the same document (p.3) mention is made of the high 
proportion of socio-economically disadvantaged and older people compared to other Qld 
regions and higher rates of poisoning and injury and coronary heart disease. However 
immunization rates for under 4 year olds in the region appears satisfactory (Queensland 
Health 2008d). 
 
The Wide Bay Cluster Draft Planning Proposals 2008-2013 (Queensland Health 2008d) 
provides plans for the necessary increased infrastructure to deliver adequate services. 
These findings reflect those of a New Zealand study that explored whether admission, 
transfer and discharge processes could be improved between emergency departments and 
wards and discharge (Richardson; Casey and Hider 2007).  
 
Findings indicated that primarily older people relinquished control to the system (p.137) on 
admission. Other emergent themes included trust, acceptance, relinquishment, deference 
and a reluctance to criticize (p.138). Comparison of age standardised hospital separations 
for all causes and seven National Health Priority Areas (NHPAs), Wide Bay cluster and 
Queensland 2002-2005, with 95% Confidence Interval indicate that causes including mental 
health and behavioural disorders, are slightly lower than for the rest of QLD but that coronary 
heart disease, injury, poisonings, diabetes mellitus and suicide are higher (Health 
Surveillance and Epidemiology Team Central Area Population Health Services 2008). 
 

2.3 Chronic illness and complex care   

There is an urgent need globally for health service reforms that move the model of care from 
provider focussed episodic care to more continuous and patient centred care for those with 
chronic illness.  
 
 
 
 
 
 
 

 
  

International studies suggest that the quality of care for individuals with 

chronic illness is less than optimal prompting the development of chronic 

disease management (CDM) models which have proved effective in 

outcomes for conditions such as heart failure, asthma and diabetes 

(Brand et al. 2007). 
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The WBFC region has higher hospital separation rates for males with Diabetes Mellitus 
(405.2 per 100,000) compared to 342.8 per 100,000 in QLD; the leading cause of avoidable 
admissions for the cluster is renal and cardiology issues (Queensland Health 2008d). This 
reflects global trends and there exists an urgent need for health service reforms that move 
the model of care from provider focussed episodic care to more continuous and patient 
centred care for those with chronic illness (Brand et al. 2007).  

These authors indicate that in Australia, the roles of the providers are changing (p.654) and 
that less than 1/3 of Australian practices use multidisciplinary teams as compared with more 
than 80% in the UK (citing Schoen, et al 2006). Here a natural tension exists between 
professional groups that can serve in a positive way to competitively drive research into 
newer more effective CDM models should consultant physicians choose to take the lead 
collectively (p.658).  
 
Specific issues raised in The Wide Bay Cluster Draft Planning Proposals 2008-2013 
(Queensland Health 2008d) include lack of WBFC care options to support the increasing 
aged population. Such care support options should include: 
 

¶ falls prevention screening and assessment services for all people over 58 years of 
age;  

¶ need to expand the home support programs such as hospital in the home, 

¶  increased access to out of hospital rehabilitation services 

¶ need for extra renal dialysis chairs,  

¶ specific screening needs of Aboriginal and Torres Straits Islanders,  

¶ increased need to deliver vascular surgery in the region and  

¶ the implementation of a chronic disease clinic in the region.  
 

 
Asthma is the fifth most common chronic condition in Australia and results in a very 
substantial health burden (Goeman et al. 2007). Similarly in the WBFC region this provides 
clinicians with specific challenges in providing healthcare with respect to both asthma 
diagnosis and treatment especially in the older age groups in relation to non adherence to 
management protocols.  
 
In a 2004 study in Geelong (a regional area in Australia), Koch et al made statements that 
hold relevance for the management of chronic illness in the Wide Bay region suggesting that  
 

....chronic disease does not only exist in a clinical framework of expiratory peak flows 
and medication management nor does it necessarily require us to provide 'off the 
shelf' self management education about how we think that people ought to cope 
(p.490).  

 
 
 
 
 
 
 
 
 
 
 
 

In order to provide a  solution to this (decreasing self management of health), they 

suggest that it is essential to provide ways for older people who are not yet self 

agents in their care in providing the clinical and social environments to grow and 

learn these abilities where possible (Koch, Jenkin and Kralik 2004). 
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Such solutions may well be relevant to the WBFC region as well given the disproportionately 
high number of older people living in the region and the projected increases of same by 
2020. 

Cancer management is another issue which causes distress for many residents of the 

WBFC. It has been identified that ñThe gap between the 1986 accommodation subsidy still 

being given by Queensland Health and the 2007 commercial accommodation cost having to 

be paid by regional cancer patients needing weeks of treatment often amounts to more than 

$1500-an amount outside the reach of some patients and their families.  

 

 

 

 

 

 

2.4 Child, youth and family health issues  

According to the Australian Bureau of Statistics (ABS) (2006) there are approximately 14-
15,000 children under the age of 15 in the Wide Bay Region. Kelly and Hewson (2000) 
suggest that in Geelong Australia severe chronic medical illness, medical dependency, 
vulnerable families, lack of community alternatives and differences of medical opinion were 
the most frequent factors associated with recurrent hospital readmission (p.17). It is likely 
that this is also true of the WBFC (Source: (ABS 2006 Census family profiles in the Wide 
Bay Region Table B24). 
 
It appears that some children, adolescents and their families become stuck in their 
adjustment to chronic illness and that a stalemate is reached in helping them become 
medically and socially independent. Dealing with this in a regional setting requires reliance 
on well coordinated team approach among cooperative medical and allied health 
professionals, using evidence based or best practice practices (Kelly et al. 2000). 
 
These authors make three suggestions; (p.17) first that optimal management for families 
dealing with complex or chronic illness requires balancing seemingly contradictory issues 
and approaches such as sensitivity to psychosocial issues versus detailed medical 
exploration for  uncommon organic diseases, second that professionals balancing empathy 
and involvement risking enmeshment and dependence while maintaining more detached 
clinical acumen and judgement.  
 
Thirdly they suggest it is important to accept the value of the child and family belief/ 
traditions/ opinions  and at times allow them to lead while still remaining able to (Queensland 
Health 2008d) challenge the familyôs unhelpful view of a situation without being seen as 
being threatening. 
 
This indicates a higher need for greater integration of primary health care services into the 
community as well as reducing the avoidable admissions to hospital.  
 

é Even for those South East Queensland families who can meet the 

cost gap, the burden often adds a huge financial stress to the emotional 

distress they are already experiencing from the diagnosis and 

treatment. ñFor those who cannot afford to pay for the travel and 

accommodation costs, the only option is no treatmentò (Hegarty 2007).  
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In Hervey Bay there are currently 6 State funded cots for Neonatal Intensive Care Units 
(NICU) services, while in Bundaberg there are 8. It is anticipated that this total will continue 
until 2016 (Queensland Health 2008c). This has implications for the capacity building needs 
of the region. According to personal communications (2008) it is anticipated that the rate of 
births at Hervey Bay Hospital will increase to 100 per month with the resulting need for 
additional birthing facilities. 
 

The Report of the State-wide Neonatal Intensive Care Services Project (2006) to the Minister 
Summary Report identifies that in Queensland Neonatal and Paediatric Emergency 
Transport Service (QNETS), as part of Queensland Emergency Medical System 
Coordination Centre, has over the last year been charged with organising speciality neonatal 
transport and the coordination of neonatal and high-risk obstetric patients.  
 
 

 

 

 

 

 

 

 

Throughout QLD, a large percentage of all transfers are routine after complex care in a 
NICU, SCN and/or maternity facility has been completed, and babies are to be transferred 
back to a SCN near their home (in this case The WBFC Region).  
 
Routine transfers or óback transfersô often involve less specialised skills and equipment. 
However, back transferring is also regularly difficult if not impossible, because of a lack of 
SCN cots, skilled staff and available transport, resulting in NICU óbed blockô, further 
complicating the ability to accept emergency admissions to NICU and or SCN (p.11). 
However it is planned that by 2014 a new maternity unit and special care unit will be built in 
Bundaberg (p22). 

In addition to the need for dedicated neonatal retrieval teams, there is a separate but 
complimentary role required with managing neonatal transfer and retrieval issues. A State-
wide neonatal transport coordination team, working in collaboration with QNETS, is required 
to manage not only State-wide strategic transfer issues (including but not limited to 
emergency retrieval), but also the daily demand management for NICU and SCN cots to 
prevent óbed blockô. This team would require knowledge of several interrelated factors 
including:  

 
Å the complexity of care required,  
Å the immediacy of cot requirements,  
Å an extensive knowledge of cot availability and  

The above findings reflect those of Gross (2007) who summarised media 

reports relating to various youth related issues and found that alcohol abuse 

among young people is one of the most extreme relative to comparable 

developed countries (Gross 2007). 

 

However as there are no dedicated emergency retrieval teams or routine 

neonatal transport teams within QNETS, many problems with neonatal 

transport have not been resolved creating óbed blockô in both NICUs and 

SCN.  
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Å the ability to manage critical care situations often in a rural or remote areas (Queensland 
Health 2008c).  

 

2.5 Indigenous health  

At the time of the 2006 Census of Population and Housing there were 8,279 persons in the 
Wide Bay-Burnett Statistical Division who stated that they were of Aboriginal or Torres Strait 
Islander origin. These persons made up 3.3 per cent of the total population (compared with 
3.3 per cent in Queensland). Bundaberg City contained the largest number of indigenous 
persons (1,615 persons) followed by Hervey Bay City (1,338 persons).  
 
Of the 8,279 persons usually resident in the Wide Bay-Burnett Statistical Division who stated 
that they were of Indigenous origin, 7,353 persons stated that they were of Aboriginal origin, 
466 persons stated that they were of Torres Strait Islander origin, and 460 persons stated 
that they were of both Aboriginal and Torres Strait Islander origin (ABS 2006). Indigenous 
Mental health workers are based in the WBFC region to provide culturally appropriate 
support to Indigenous consumers accessing the services this occurs under the Aboriginal 
and Torres Strait Islander Mental Health Worker Career Structure 2007 (Plint 2007 p. 19).  
 
The WBFC draft cluster planning 2008-2013 project reports the following poor health trends 
for Indigenous children and young people in the region: 
 

¶  a high proportion of Indigenous infants born weighing less than 2500gms at birth,  

¶ double the smoking rates of mothers;  

¶ delay in vaccinating infants lower than for rest of state; 

¶  higher incidences of parasitic and infectious eye and ear diseases and respiratory 
diseases among these children; 

¶  high need for dental care;  

¶ higher rates of teen pregnancies;  

¶ high incidences of drug and alcohol and volatile substances abuse for all ages but 
particularly high in 15-24 age bracket; 

¶  high incidences of self harm and suicide among teenagers, children and adult males 
especially within the juvenile system;  

¶ high incidences of diabetes,  

¶ High incidence of post natal depression among new mothers;  

¶ lower infertility rates  among male Indigenous people and  

¶ higher incidences of cervical cancer among Indigenous women (p.43). 
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Table 10: Indigenous status by age by sex 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Australian Bureau of Statistics 2006 Census of population and Housing Wide Bay (CED07) (CED07 328) 12427.4 
sq. Kms.  Source: ABS 2006 Community Profile Wide Bay region 

 
Across Australia in 2004-05, $1.17 was spent on Aboriginal and Torres Strait Islander health 
for every $1.00 spent on the health of non-Indigenous Australians.  
 
The relatively high levels of morbidity and mortality among Indigenous Australians, however, 
suggest that current expenditures for Aboriginal and Torres Strait Islander people may not 
be sufficient to address their health needs (Australian Bureau of Statistics 2008).  
 
Access of Aboriginal and Torres Strait Islander people to health services may be hindered by 
a number of barriers, sometimes resulting in them not accessing care when needed. In the 
2004-05 NATSIHS, for example, 21% of Indigenous Australians reported they had needed to 
go to a dentist in the last 12 months, but had not gone, and 15% had needed to go to a 
doctor, but had not gone.  
 
 
 
 
 
 
 
 
 
Information on use of health care services when needed by Aboriginal and Torres Strait 
Islander people was collected in the 2004-05 National Aboriginal and Torres Strait Islander 
Health Survey (NATSIHS); a survey of around 10,400 Indigenous Australians of all ages. In 
2004-05, one in seven Indigenous Australians (15%) reported that they needed to go to a 
doctor in the previous 12 months, but had not gone; 8% needed to go to another type of 
health professional (e.g. nurse, Aboriginal health worker), but had not gone; 7% needed to 
go to a hospital, but had not gone; and 21% needed to go to a dentist, but had not attended 
(Australian Bureau of Statistics 2008). 
 
  

 Males Females Persons 

0-4 years 249 265 514 
5-9 years 297 262 559 
10-14 years  261 246 507 
15-19 years 201 169 370 
20-24 years 134 122 256 
25-29 years 130 117 247 
30-34 years 109 104 213 
35-39 years 119 130 249 
40-44 years  84 104 188 
45-49 years 94 97 191 
50-54 years 64 83 147 
55-59 years 56 71 127 
60-64 years 41 33 74 
65years and over 44 50 94 
Total 1,883 1,853 3,736 

Reasons reported for not accessing care include lack of availability of 

services, transport and distance to services, cost, and language and cultural 

barriers.  
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A higher proportion of Indigenous people in non-remote areas reported cost as a reason for 
not seeking health care, while for those in remote areas, transport/distance and the service 
not being available in the area were more commonly reported(Australian Bureau of Statistics 
2008). 
 
It is anticipated that such findings will emerge in the North Burnett-Bundaberg-Fraser Coast 
Region. Findings of the ABS suggest that Indigenous participation in the delivery of services 
is considered an important factor for improving access to services. In 2006 Indigenous 
Australians were under-represented in almost all health-related occupations throughout 
Australia and comprised only 1% of the health workforce.  
 
Indigenous students were also under-represented among those completing graduate 
courses in health. Aboriginal and Torres Strait Islander people, however, were better 
represented in selected welfare and community service occupations, comprising 3.6% of 
people employed in this sector (Australian Bureau of Statistics 2008). Indigenous 
participation in the delivery of services is considered an important factor for improving 
access to services. 
 
In 2006 Indigenous Australians were under-represented in almost all health-related 
occupations and comprised 1% of the health workforce. Indigenous students were also 
under-represented among those completing graduate courses in health. Aboriginal and 
Torres Strait Islander people, however, were better represented in selected welfare and 
community service occupations, comprising 3.6% of people employed in this sector 
(Australian Bureau of Statistics 2008).  
 

2.6 Mental Health  

The WBFC reports higher rates of intentional self harm (177.3 per 100,000) (Plint 2008). As 
stated above all areas of health are worse for the Indigenous population in the WBFC areas. 
This includes all ages, both sexes.  
 
In 2008 the WBFC Integrated Mental Health Cluster introduced a new model of service 
delivery which is now a framework for the routine provision of consumer centred, recovery 
focussed, family inclusive mental health services grounded by evidence base and best 
practise (p.1).  
 

In the WBFC region, the rate of smoking by Indigenous mothers is 60.4% 

(compared to 52.9% for the rest of Queensland), Births to teenage mothers is 

8.6% (compared to 5.6 % for Queensland (QLD) (Queensland Health 2008d); 

perinatal and infant mortality rates  for Aboriginal and Torres Strait Islander 

infants is currently twice that of non Aboriginal and Torres Strait Islander 

infants as well as which Aboriginal and Torres Strait Islander children are over-

represented in the justice system (p.10).  
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Currently case load data suggests that during 2008 approximately 800 clients were serviced 
in the region (p.4). It is suggested that if each client had 1 carer, 1600 people require the 
services of the team (p.4). An appropriate case load for the health team is identified (p.10) 
as being approximately 25-30 with services being provided to child and youth clients as well 
as 16 yrs to over 65 years (p.19). This reflects findings published in 2008 (Australian Bureau 
of Statistics 2008). 
 
With the clustering of the Fraser Coast and Wide Bay Integrated Mental Health Services 
Cluster the opportunity to expand both the scope and quality of mental health services to the 
communities within the Fraser Coast and Wide Bay regions now exists and as a result in 
2009 the North Burnett-Bundaberg-Fraser Coast Integrated Mental Health services has 
adopted a new model of care (Fraser Coast Health Service District 2007). Consumers within 
these regions will now be able to access services which are consistent in their application 
and quality. 
 
The Cluster is positioned to be able to attract additional resources comparable to the size of 
the population and specific funding for programs highlighted under the Queensland Mental 
Health Plan. With the introduction of registrar training and work currently being undertaken to 
establish links with other educational institutions for all professional groups the sustainability 
and growth of the Fraser Coast Integrated mental health services (FC/WBIMHS) cluster is 
robust.  
 
This model of care including the identified priorities for service development is the result of 
extensive consultation with every available clinician and administration officer employed by 
the mental health cluster at the time of writing. Hence there is a shared ownership of the 
model of care and joint responsibilities for the successful implementation of this model of 
care (Executive summary Fraser Coast Health Service District 2007). These changes should 
enhance the delivery of care to this area of the community in improved times and manners.  
 
At a national level, the Federal Governmentôs National Mental Health Report 2004 provided 
an analysis of Mental Health services and spending across Australia, and although funding 
had increased significantly over the period reviewed 1992-2004 growth in mental health 
spending by governments paralleled growth in the overall health sector. Although significant, 
the implication is that the mental health sector maintained its position, but not increased its 
share of the health dollar suggesting further restrictions to actual care outcomes. 
 
The report also demonstrated differences in spending between the states and territories and 
pointed to wide variation in the level of mental health services available to their populations.  
Having said this, Queensland spending on mental health made significant gains over the 
period 1992-2004. 
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Figure 6: Spending on Mental Health per capita by the States and Territories 1992-2004 

Source: Department of Health and Ageing 2007, Summary of twelve years of reform in Australiaôs mental health 
service under the National Mental Health Strategy 1993-2005 

 
 
 
 
 
 
The report stated that it was not known how much spending on mental health services was 
required to meet the priority needs of the Australian population. However, surveys conducted 
of the extent of mental illness in the community at that time, highlighted a high level of unmet 
need. Similar findings were reported in other countries. 

More recently the Australian Bureau of Statistics (ABS) conducted a national survey of 

mental illness and well-being based on the World Health Organisation International 

Classification of Diseases, Tenth Revision (ICD_10).   

8,841 Australian households responded to the survey which collected information about:  

Á lifetime and 12-month prevalence of selected mental disorders;  
Á level of impairment for these disorders;  
Á physical conditions;  
Á health services used for mental health problems, such as consultations with 

health practitioners or visits to hospital;  
Á social networks and care giving; and  
Á demographic and socio-economic characteristics. 

 
 
 
 
 
 
 
 

In 2004 QLD was still placed lowest on a per capita spend for mental health across 

all states and territories.  

 

The report found of the 16 million Australians aged 16-85 years, almost 

half (45% or 7.3 million) had a lifetime mental disorder, i.e. a mental 

disorder at some point in their life.  

One in five (20% or 3.2 million) Australians had a 12-month mental 

disorder.   
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The report recognised that mental health may be impacted by individual or societal factors, 
including economic disadvantage, poor housing, lack of social support and the level of 
access to, and use of, health services. A person's socio-economic circumstances (e.g. 
access to stable housing), may impact on their likelihood of developing a mental disorder. 
Mental illness may also impact on a person's employment, housing, social support, etc.  
 
In a report on the update of mental health issues including an analysis of federal, state and 
territory governments, researchers found that there has been  no progress reported since 
September 2008 on the status of rural and remote mental health funding. The 2008-09 
Budget cut this program by $15.5 million, but $6.7 million of this is restored in the 2009-10 
Budget. (Russell 2009).  This study paints a picture of diminishing mental health funding 
nationally by DoHA, illustrated in the table 11.  
 
Table 11: Mental Health-continuation of existing services in rural and remote areas. 

 
Source: An update on mental health issues (Russell 2009).  

 

2.7 Drug and alcohol  

According to the findings of the 2007 National Drug Strategy Household Survey produced by 
the Australian Institute of Health and Welfare (AIHW), the use of illicit and prescription drugs, 
alcohol and tobacco continue to be major factors in preventable disease in the Australian 
population. 
 
A summary of key findings from the survey are outlined below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

¶ Of 17.2 million Australians, one in six smoked daily. 

¶ Lower socioeconomic status appeared to be related to higher levels of 

smoking. 

¶ Smoking rates were also higher in rural and remote areas and among 

Aboriginal and Torres Strait Islander peoples. 

¶ One in ten consumed alcohol at levels consider to be harmful in the long 

term, and one in five consumed alcohol once a month or more at levels 

considered to be harmful in the short term.  

¶ People living in Remote or Very Remote areas were more likely to 

drink at risky or high -risk levels than those living in other areas.  

¶ Aboriginal or Torres Strait Islander peoples were more likely than 

other Australians to abstain from drinking alcohol, but those who did 

drink were more likely to drink at risky or high -risk levels for short-

term harm. 

¶ Significant increases were recorded for two drugs in 2007 compared 

with 2004: cocaine (from 1.0% to 1.6%), and tranquilizers/sleeping pills 

used for non medical purposes (from 1.0% to 1.4%). 
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The data about the trends in Australian drug, alcohol and Tobacco use is normally collected 
in a national survey involving more than 20,000 respondents. The 2007 national survey was 
the ninth in a series which commenced in 1985. The  AIHW also collect and publish data on 
alcohol and other drug treatment services as a National Minimum Data Set, the most recent 
being the 2007-08 survey report.  
 
This survey collected data about the drug use that clients are concerned about and the types 
of treatment they receive. The information was gathered from 658 government-funded 
treatment agencies, and tellingly, only 16% of those agencies came from Queensland most 
treatment agencies were located in Major Cities (57%) followed by Inner regional areas 
(26%) (Australian Institute of Health and Welfare 2008). 
 
At a local level, the impact of drug and alcohol and an analysis of treatments available to 
residents of the Fraser Coast community were examined in a Discussion Paper that was 
commissioned by the Building Safer Communities Action Team (Butler 2008).  
 
In the preparation of that paper, service providers and other allied professionals, such as 
QLD Police and a local Magistrate were interviewed about the effects of drugs and alcohol in 
the Fraser Coast community and services that were available for people demonstrating need 
for support and treatment. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
  

The services and resources that are available to Fraser Coast residents 

were demonstrated to be inadequate for the scope of potential clients 

seeking treatment in the region, in particular: 

¶ a lack of detoxification facilitiesï just one bed in Maryborough 

and not assigned, only if it becomes available and no aftercare 

support 

¶  no residential rehabilitation services within 2.5 hours of the 

region.  

¶ no methadone program available in Hervey Bay and 

surrounds, other than one doctor operating a clinic from 

Bundaberg-1.5 north of the Fraser Coast, 

¶ the ATODS service is totally inadequate to service the needs of 

the growing region (six one hour sessions offered and only for 

selected patients.) 

¶ No dedicated, long term free counselling services specific for 

adult drug and alcohol counselling on the Fraser Coast 
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This discussion paper led to a Community Forum where more than 25 service providers and 
interested parties gathered to verify the findings of the discussion paper and identify service 
gap areas for clients/patients in the Fraser Coast and Bundaberg. Bundaberg was identified 
as having some services that were not available in Hervey Bay and Maryborough, such as 
the Bridges Aligned Service and an active Duel Diagnosis Coordinator and referral 
pathways.  
 
This taskforce is developing a submission for a case to government about the need for new 
and improved drug and alcohol services in the region, based on obvious gaps in service 
provision and growing population need. (Personal communication; Chairperson, Fraser 
Coast Drug and Alcohol Taskforce, 2010). 
 

2.8 Summary of Literature Review  

Findings from the literature review indicate that while some assessments of need are being 
done by communities and organisations (government and non-government) throughout 
Australia, including locally, it is fragmented and there is no single repository for all of the data 
collected. This indicates the value of a study such as this to establish a single source of 
relevant information for all stakeholders to access in terms of meeting the complex needs of 
communities. 
 
Particular health issues raised through the review of related literature included the following: 
 
Tables 12 to 16 on the next pages are a summary of the significant findings arising from the 
regional survey.  These findings reflect the views and personal circumstances of the 
respondents who self selected to complete a survey.  
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Table 12: Summary of significant findings from literature review (General) 

ISSUE DESCRIPTION OF SIGNIFICANT INFORMATION 

Aged care 

The ratio of high and low care places for those 70 years and over falls below the 
aged care provision ratio (32 high care and 40 low care places per 1,000 
compared with the recommended rate of 44 places for both high and low care. 
 
A higher proportion of people over the age of 65 exists in the region (17.7%) 
compared to QLD (12.4%) with this total expected to increase by 2026 at a higher 
rate (122.2%) compared to 54.9 % for QLD. 
 
Ageing needs positive promotion in the community. 
 
Cost of entry to aged care facilities is often extreme and entry processes are often 
quite complex. 
 
Need to expand the home support programs such as hospital in the home. 

Aged 
rehabilitation 

Lack of intensive rehab services may have an effect on the percentage of 
population with significant disability as if clients are unwilling to travel to 
Bundaberg, Gympie or Nambour for rehabilitation, they are sent home. 
 

Population of 
disadvantage 

North Burnett and to a lesser extent, both Bundaberg and the Fraser Coast 
populations are amongst some of the most disadvantaged populations in regional 
Australia, based on the ABS Socio-Economic Index of Disadvantage. 
 

Population 
growth 

The regional population growth will continue to be above the average Queensland 
pollution growth for the next 20 years.  Pockets of that population growth will be 
significantly higher than the Queensland average, in particular Hervey Bay and 
parts of Bundaberg. 
  

Wide Bay 
Health cluster 
summary 

The Wide Bay cluster has significantly higher rates than Queensland for; 

¶ suicide, 

¶ stroke,  

¶ injury and poisoning, 

¶ diabetes and  

¶ coronary heart disease*. 
Also highly avoidable 

Indigenous 
health 

The major contributor to the burden of disease for Indigenous people in the Fraser 
Coast region was mental health (20%) followed by cardiac disease (16%), Chronic 
Respiratory disease (11%), Cancer (8%) and diabetes (7%). These 5 broad 
condition groups contributed to 62% of the burden of disease for Indigenous 
people in the Fraser Coast district (Service.). 
Indigenous people are generally less healthy than other Australians, die at much 
younger ages, and have more disability and a lower quality of life.  
 

Remoteness 
and health 

The percentage of small areas and populations within the most socioeconomically 
disadvantaged quintile rose with increasing remoteness.  
 
However, 12.8 per cent of small areas within major cities and 40.7 per cent of 
outer regional areas were also within the lowest socioeconomic quintile. 
 
Across all areas in Australia, mortality is associated with socioeconomic 
disadvantage, workforce shortages and the percentage of people within an area 
who are Indigenous. People living in rural and remote areas tend to have higher 
levels of disease risk factors and illness than those in major cities.  
 
Significant cost to outreach services (notably specialist) to rural communities 
which often mean they lack essential support services. 
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ISSUE DESCRIPTION OF SIGNIFICANT INFORMATION 

Life expectancy 
and social 
disadvantage 

Compared with those who have social and economic advantages, disadvantaged 
Australians are more likely to have shorter lives.  

Veterans 

The veteran community is less likely than the general community to report being in 
very good or excellent health.  

Transportation 

Public transport was stated as being a recurrent issue for the Wide Bay Burnett in 
general. Lack of public transport options is particularly disadvantageous to older 
people as it results in social isolation.  
 

Carers 

Greater recognition for the role that carers play in supporting older people was 
needed as by supporting people to remain at home with family and friends, the 
demand on aged care facilities will be lessened. 
 

Staffing- 

Lack of availability and retention of allied health staff; 
 
Nurses play a pivotal role in discharge planning which can reduce the length of 
stay (LOS), reduce admission rates. 

Equity of 
service across 
region 

Major concerns raised by the working groups included a lack of equity across the 
region for Extended Care at Home (EACH) packages.  There is ongoing need in 
Bundaberg and North Burnett {Queensland Department of Communities, 2010 
#38; p7} which has not yet been addressed. 
 

Integration 
between 
services 

Link between acute and community support services needs strengthening 
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Table 13: Summary of significant findings from literature review (Mental health) 

ISSUE DESCRIPTION OF SIGNIFICANT INFORMATION 

Mental health 
issues 

Around 1 in 5 Australians aged 16ï85 years has a mental disorder at some time 
in a 12-month period, including 1 in 4 of those aged 16ï24 years.  

 

Disability co-
morbidity 

People with disability are more likely than others to have poor physical and 
mental health, and higher rates of risk factors such as smoking and overweight.  

 

Prisoner health 
co-morbidity 

Compared with the general community, prisoners have significantly worse 
health, with generally higher levels of diseases, mental illness and illicit drug use 
than Australians overall.  

 

Medication 

In 2008ï09, about 1 in 9 of all prescriptions under the Pharmaceutical Benefits 
Scheme and Repatriation Pharmaceutical Benefits Scheme were for a mental 
health-related medication. 

 

Indigenous 

The major contributor to the burden of disease for Indigenous people in the 
Fraser Coast region was mental health (20%). 

 
 

 
Table 14: Summary of significant findings from literature review (Chronic and complex care) 

ISSUE DESCRIPTION OF SIGNIFICANT INFORMATION 

Cancer 

Cancer is Australiaôs leading broad cause of disease burden (19% of the total), 
followed by cardiovascular disease (16%) and mental disorders (13%).  

Cancer management is another issue which causes distress for many residents of 
the WBFC. It has been identified that ñThe gap between the 1986 accommodation 
subsidy still being given by Queensland Health and the 2007 commercial 
accommodation cost having to be paid by regional cancer patients needing weeks 
of treatment often amounts to more than $1500-an amount outside the reach of 
some patients and their families.  

Diabetes 
The burden of Type 2 diabetes is increasing and it is expected to become the 
leading cause of disease burden by 2023.  

Kidney disease 

The incidence of treated end-stage kidney disease is increasing, with diabetes as 
the main cause.  

Need for extra renal dialysis chairs 

Age 
For older people, the main causes of death are heart disease, stroke and cancer. 
Compared with those in the general community 
 

Model of care 

There is an urgent need globally for health service reforms that move the model of 
care from provider focussed episodic care to more continuous and patient centred 
care for those with chronic illness. 
 

Indigenous 
Specific screening needs of Aboriginal and Torres Straits Islanders 
 

Cardiovascular 
Increased need to deliver vascular surgery in the region 
 

Chronic disease 
clinic 

Implementation of a chronic disease clinic in the region. 
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Table 15: Summary of significant findings from literature review (Child, youth and family)  

ISSUE DESCRIPTION OF SIGNIFICANT INFORMATION 

Women and birth 
The proportion of females having caesarean sections has continued to 
increase over the latest decade, from 21% in 1998 to 31% in 2007.  

Indigenous 
women and birth 

The perinatal death rate of babies born to Indigenous mothers in 2007 was 
twice that of other babies.  In the WBFC region, the rate of smoking by 
Indigenous mothers is 60.4% (compared to 52.9% for the rest of Queensland). 
Births to teenage mothers is 8.6% (compared to 5.6 % for Queensland (QLD) 
(Queensland Health 2008d) 

Neonatal 
Intensive Care 
Services 
(statewide issue) 

A 2006 report showed that there was no dedicated emergency retrieval teams 
or routine neonatal transport teams within QNETS, At that time there were still 
many problems with neonatal transport that had not been resolved creating 
óbed blockô in both NICUs and SCN. 

 

Case 
management 

Need for more holistic, case management approaches for clients and families 

 
 
Table 16: Summary of significant findings from literature review (Drug and alcohol) 

ISSUE DESCRIPTION OF SIGNIFICANT INFORMATION 

Prisoner health 
co-morbidity 

Compared with the general community, prisoners have significantly worse 
health, with generally higher levels of diseases, mental illness and illicit drug 
use than Australians overall.  

Indigenous 

Smoking rates were also higher in rural and remote areas and among 
Aboriginal and Torres Strait Islander peoples. 
 
Aboriginal or Torres Strait Islander peoples were more likely than other 
Australians to abstain from drinking alcohol, but those who did drink were 
more likely to drink at risky or high-risk levels for short-term harm. 
 

Alcohol 
consumption 

One in ten consumed alcohol at levels consider to be harmful in the long term, 
and one in five consumed alcohol once a month or more at levels considered 
to be harmful in the short term.  
 

Remoteness 
People living in Remote or Very Remote areas were more likely to drink at 
risky or high-risk levels than those living in other areas.  
 

Types of drugs 

Significant increases were recorded for two drugs in 2007 compared with 
2004: cocaine (from 1.0% to 1.6%), and tranquilizers/sleeping pills used for 
non medical purposes (from 1.0% to 1.4%). 
 

Detoxification 
A lack of dedicated detoxification facilities with post treatment support. 
 

Residential 
rehabilitation 

No residential rehabilitation services within 2.5 -5.5 hours of the region.  
 

Pharmacotherapy 
treatment 

No methadone program available in Hervey Bay and surrounds, other than 
one doctor operating a clinic from Bundaberg-1.5 north of the Fraser Coast, 
 

ATODS service 
The ATODS service is totally inadequate to service the needs of the growing 
region (six one hour sessions offered and only for selected patients.) 
 

Counselling 
No dedicated, long term free counselling services specific for adult drug and 
alcohol counselling on the Fraser Coast. 
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Planning for the health service needs of the community must address many issues. The 
above information reflects a number of quantitative studies identifying, exploring current 
health population status throughout the WBFC region albeit based on a paucity of public 
domain information. 
 
Findings indicate that while most services are available in the region in some form they 
currently do not adequately meet the needs for the present or anticipated population in all 
areas.  
 
Gaps remain in the provision of many services throughout the region requiring patients to 
travel to Brisbane to access these support services thus increasing the economic 
disadvantages already experienced by the region. In many instances, the travel options 
mean that it may not even be an option for the elderly, those with serious mental health 
issues or those who simply cannot afford the costs to access the distant services.  
 
If these needs are to be proactively addressed then the current infrastructure must be 
urgently enhanced to provide adequate venues and services to enable this to occur. 
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3.0 METHOD 

3.1 Problem Statement  

According to the Queensland Health 2008-2013 draft Cluster planning proposal document, 
the Fraser Coast Wide Bay region focussed on key priorities within the region with the aim to 
develop health services in the region which will be sustainable until 2013 (p.1). Priorities 
have been set in relation to resource availability and years. It is widely acknowledged that 
the demographics of people presenting with complex care needs to the health system is 
changing in all areas of Australia (Bird et al. 2007; Brand et al. 2007; Queensland Health 
2008d; Richardson, Casey and Hider 2007; Way 2008).  
 
This is also evident in the North Burnett-Bundaberg-Fraser Coast Region (WBFC). 
International and Australian studies suggest that the quality of care for individuals with 
chronic illness is less than optimal (Queensland Health 2008b, p. 653; The Australasian 
Medical Publishing Company Pty Limited 2008) prompting the development of chronic 
disease management (CDM) models which have proved effective in outcomes for conditions 
such as heart failure, asthma and diabetes.  
 
This analysis has been commissioned to undertake a health needs assessment of the region 
in terms of  

1. chronic disease and complex care issues,  
2. mental health issues;  
3. mothers, children and family health issues;  
4. drug and alcohol issues.  
 

Currently no single repository of information on these areas of health need is available in this 
region to facilitate the planning for smooth and appropriate care provision within the region.  
 
In order to develop a single resource that all health agencies can access and that provides 
evidence about the health status of the Wide Bay and Fraser Coast region in these four 
areas of concern quantitative surveys, community workshops  and a sample of in-depth 
interviews with service providers will be conducted with different target groups across the 
region.  
 

3.2 Aim  

The aim of this study was to evaluate community perceptions of the health service 
accessibility and needs and to provide a single resource which identifies the health needs 
information for the North Burnett-Bundaberg-Fraser Coast region of Queensland. This 
resource will be of value to both planners and providers of health care and allied services 
within the region. (e.g. Community service providers). 
 

3.3 Research Question 

What do consumers and health care providers in the North Burnett-Bundaberg-Fraser Coast 
region perceive are the greatest health care needs within the region? 
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3.4 Research Design 

A triangular, cross sectional method using purposive community sampling was employed for 
this study. This approach to evaluation research lessens the possible effects of testing, 
maturation and history risks to the results by testing each participant only once (Roberts et 
al. 1989). Data was collected via survey followed by in-depth interview and focus groups in 
order to collect information regarding opinions and expectations of key community 
stakeholdersô views of health service provision within the region. Given that data is sought 
reflecting only one point in time, this method is appropriate. A major advantage of the cross 
sectional approach is that large amounts of data may be collected fairly quickly giving a fairly 
accurate reflection of the community views that should lead to the generation of hypotheses. 
However at times the information may be superficial and brief (Elliott et al. 2004) due to the 
once only approach. This however provides no opportunity to test the hypotheses and 
identifies no temporal relationship between the outcome and the study factor (p.305). In 
order to reduce this factor data was collected simultaneously from different cohort groups as 
per below in order to compare the findings between the groups. To further minimise any bias 
in the data resulting from an over- or under- representation of any particular age group or 
sex, the data obtained was weighted, according to age (in 10 year age groups) and gender.  
A specific survey was developed with pilot testing being undertaken in order to ensure 
validity and reliability of the tool.  
 
Community Forums and In-Depth Interviews 
During the survey collection and analysis, community forums and in-depth interviews were 
also undertaken to validate survey outcomes. The purpose in conducting these community 
forums and interviews was to collect further information to support the quantitative findings.  
The advantage associated with community forums and interviews is that they provide an 
opportunity to discuss ideas and issues in a group and individual setting and thus a greater 
depth of information may be obtained.   
 
A total of three community forums were conducted within the Bundaberg and Fraser Coast 
regions, in high population areas.  It was hoped that 100 participants would be present at 
each forum.  The first forum was held at Hervey Bay (Fraser Coast Region, n=24), the 
second at Maryborough (Fraser Coast Region, n=7), and the third at Bundaberg (Wide 
Bay Region n=28).   
 
The in-depth interviews were conducted based on a determination of relevance and 
knowledge about services and needs made during the community forums.  Potential 
participants (n-17) in the interviews were identified through their involvement as service 
providers and their knowledge of specific subject matters in relation to community health 
needs and services, particularly in the four key health areas for this study. 
 

3.5 Sampling  

The Survey 
A purposive sample was sourced from within each of the key stakeholder groups (i.e. 
consumers, carers or parents) based on their roles as consumers or providers of health 
services within the Wide Bay and Fraser Coast communities. These people were accessed 
via media, group leaders, word of mouth, and posters.  
 
Sampling error is the potential variability in an observed value which results from taking a 
sample, rather than conducting a census of a population. If several samples are taken from 
the same population, a sample will produce slightly different results to any other sample 
simply because they are comprised of different respondents. How much we would expect an 
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estimate to vary between samples depends on the size of the sample, and to a lesser extent 
on the size of the population from which the sample is drawn. 
 
Distributing a quantitative survey enabled surveys to be individualised to each of the three 
targeted groups of participants and this provided a rich source of data. This information is 
relevant with regards to: chronic disease and complex care; early childhood health (including 
ante and post-natal care); mental health; and drug and alcohol use, all within the regions of 
Wide Bay and Fraser Coast.  
 
Approximately 10,000 questionnaires were distributed. throughout the region into libraries, 
community centres, Indigenous Corporations, a range of non-government organisations 
such as Youth services, Neighbourhood Centres, retirement villages and employment and 
training services, Radiology Clinic waiting rooms, private psychologist waiting rooms and GP 
waiting room. The surveys were conducted over a period of 6 months, allowing time for 
printing, distribution, completion time, data entry, and data analysis.  
 
Despite multiple, repeated media articles (newspapers, posters) personal contact reminders, 
the small numbers of people who attended the community forums was disappointing as was 
the approximately 5% response to the surveys and the poor support by the GP clinics 
throughout the region. Therefore it may not be appropriate to widely generalize the results 
even though the multiple collection methods have validated results in terms of the 
triangulation and cross references that occurred between the types of responses and the 
repeated emerging themes from each method of data collection. The second data collection 
exercise (n-70) did not provide any new information that differed from the previous collection 
round but led to a final total response number of 653 
 
The Community Forums 
Community consumers were asked to complete surveys and participate in a community 
forum in their local region. At the two larger community forums participants were divided 
randomly into 4 groups and asker to share any stories or experiences that they felt were 
relevant.  
 
Each group was asked to select one person to be the scribe to record the main points to 
emerge from the small group discussions. After approximately 45 minutes the groups 
reconvened as one group and shared the outcomes of each group. With the small 
(Maryborough) group participants divided into two small groups to share stories and 
document the outcomes of the discussions. They then reconvened and shared as a larger 
group as for the other two forums 
 
Attendance at the 3 community forums was disappointing (Hervey Bay n-24, Maryborough n-
7, Bundaberg n-28). This was despite media announcements, posters and word of mouth. 
 
The In-depth Interviews 
Health professionals were interviewed for the purpose of drawing upon their intimate 
knowledge of the health status of citizens in the Wide Bay and Fraser Coast regions. This 
included people involved in planning for aged health care and allied health care, two GPs 
one specialising in drug and alcohol issues and the other involved in geriatric care, amongst 
others. 
 
Non Government Service Providers throughout the North Burnett-Bundaberg-Fraser 
Coast region 
 
This group provides community support services to homeless people, Indigenous people, 
those suffering from mental health disorders and people with drug and alcohol addictions. 
Employees of Non Government (NGO) organizations were interviewed in order to provide a 
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wider perspective into the health status of the North Burnett-Bundaberg- Fraser Coast 
regions.   
 
Table 17: Methods and sites of data collection. 

GROUP FORUM SURVEY INTERVIEW 

Hervey bay retirement village ã ã ã 

Hervey bay community ã ã  

Maryborough community ã ã  

Bundaberg community ã ã  

Outlying smaller communities within the region  ã  

GPs/ Health planners   ã 

NGO service providers   ã 

Patients in GP, NGO service provider waiting 
rooms 

 ã  

Carers  ã  
Key: NGO=Non Government service providers 

  

3.6 Data analysis  

All quantitative data was analysed with SPSS software using a number of different statistical 
tests appropriate to the scale of measurement. Most data were expressed using cross 
tabulations. Main effects across groups (e.g. age groups, sex) were determined by Chi 
square. 
 
The qualitative data from focus groups and in-depth interviews was analysed using thematic 
analysis in order to identify the areas that the community feels most strongly are needed to 
serve its needs. Initially a qualitative data analysis was conducted using Leximancer 
application. However, the results of this exercise were found to be lacking depth. 
Subsequently, an in-depth analysis was conducted using NVivo by manually coding themes 
into groups of information repositories called the ónodesô.  The nodes were further examined 
and aggregated to arrive at four major themes.  
 
Data emerged as: 

1. themes (such as Alcohol and Drug issues, or transportation to services etc) 
2. gaps in service provision 
3. the most useful services required in the region,  
4. the most useful services that need to be planned for the region 

 
Other pertinent issues that were identified as a result of the interview data have been 
presented in the results section of this document and where appropriate, real transcript 
statement transcripts have been provided in italics. Certain statistics are also provided within 
the qualitative data at times to highlight the concentration of views by the participants of the 
study. 
 

3.7 Ethics   

Ethical clearance was obtained at University level from the University of Southern 
Queensland and permission to undertake the study was provided by the Wide Bay Division 
of General Practice. All participants were assured that anonymity, confidentiality and the 
right to withdraw at any time would be preserved in the study and subsequent report. This 
information was provided in the form of a plain language statement. Informed consent was 
indicated by the return of the consent forms in separate stamped addressed envelopes 
provided by researchers. Surveys were returned in their own sealed stamped addressed 
envelopes or in secured drop boxes placed at convenient venues such as local Libraries, GP 
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waiting rooms to ensure anonymity and confidentiality of participants. Data will be stored in a 
secured locked room to which only researchers have access as per NHMRC guidelines. 
Following completion of the study data will be maintained securely as per NHMRC 
guidelines for a period of 7 years. As part of the plain language statement, participants were 
also informed that may have a copy of the final report should they wish to do so. 

3.8 Quantity of surveys returned   

Surveys were distributed across the region across the region (see appendix ii) and 586 (5%) 
returned. In order to increase the return on the request of the funding body a second  two 
month long data collection was undertaken This only produced 70 more returns with only 2 
returns from Gayndah, 5 Indigenous responses and 2  carer responses. Those additions did 
not warrant further analysis as screening of these 70 in the self category indicated similar 
results to the 586 and repeating the entire analysis was considered not to be justified. It 
should be noted that many GPs did not choose to participate in the study and did not provide 
permission for the surveys to be placed in their waiting rooms. 
 
Because of the small response rate despite repeated data collection efforts, there is under-
representation in the sample of people in younger age groups (in particular, those aged 18 to 
34 years) with corresponding over-representation in those aged 60 years and over. 
However, the data in this report have been weighted by both sex and age (in ten year age 
groups) to account for these variations from the estimated resident population figures. 
However, the weighted results of this survey as presented in this report can be considered to 
provide an accurate representation of the demographic and health-related profile of adult 
residents of the HSD but is not large enough to be generalisable. 
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4.0 RESULTS 

4.1 Demographic information of the survey respondents  

31% of the respondents are over 60; 86% have a regular GP ï quite a few of those who 
donôt have one have just moved to the district or their GP has just retired. One third (33%) 
have a chronic condition and a third attended the local ED at least once. Over 50% believed 
there are gaps in the service. 1 in 6 is a carer and 1 in 4 has children less than 18 years of 
age.  
 
The proportion of respondents within the survey who identified as being Indigenous is 
reasonably similar to that of the Sunshine Coast-Wide Bay HSD population (Wide Bay 
Division of General Practice 2005). However, while 1.3 per cent of survey respondents 
identified as being Indigenous, the small number of individuals surveyed may not be 
representative of the broader Indigenous population of the region. Therefore, this data 
should not be used as a source of general information about Indigenous people in the 
region. 
 
Note: researchers endeavoured to bring some balance in demographic profile responseïas 
the region has such a high proportion of over people over the age of 55 and of course as 
people age, generally there are more health issues. 

4.2 Major themes to emerge from the 3 community forums (total n 59)  

4.2.1 Key Themes from the Bundaberg Community Forum 
 
Attendee profile 
A total of 29 participants attended the Bundaberg community forum held on the 24th 
November at 10.00am at the Civic Centre Bundaberg.  Participants were a mix of community 
members, health and community workers and health and community service providers.  The 
forum involved participants sharing their stories, or othersô, regarding health service 
experiences and encounters in Bundaberg.  A total of four groups were formed where the 
stories were told. The fourth group consisted of a focus group from a retirement village. 
Experiences and encounters were drafted on paper by the four groups.  At the end of the 
óstory sharing sessionô all four groups came back together and shared their ófindingsô as one 
large group.  Cohesiveness between the four groups was evident with regards to their health 
service experiences and encounters. 
 
Positive Comments 

¶ Community members who had a service experience with Friendlies private hospital, 
HACC, DVA, RSL or St John Ambulance were happy with the level of service 
provided. 

¶ The Accident and Emergency Department at Bundaberg public hospital was 
regarded as providing a good health care service. 

¶ Some participants indicated that getting access to a GP in Bundaberg was relatively 
straight forward and easy. 

¶ The 13Health number was regarded as a good source of information. 
 
Gaps 

¶ Lack of disability support services in the Bundaberg region and the oneôs that do 
exist are hard to access. 

¶ Discharge services in rural areas are troublesome as people are sent back home 
with little or no support after a major procedure. 

¶ Carers that could assist in the discharge services are needed. 
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¶ Post acute services for non-HACC clients are not currently possible, yet these are 
required in some situations. 

¶ In general services in rural areas are lacking. 

¶ Parenting support services are an essential part of the community, however, these 
were seen to be non-existent.  These support services would especially be relevant 
to new fathers and fathers of neonatal babies. 

¶ Number of GP clinics in the Bundaberg region 

¶ More specialist services within the local area to be offered. 

¶ Private psychiatrist was needed in the Bundaberg area who would bulk bill. 

¶ The pain clinic is under-resourced and a waiting period of three years or longer was 
not uncommon to access this service. 

¶ Drug rehabilitation and detoxification services are limited in the Bundaberg area, 
despite there being a need for these services. 

¶ A womenôs rehab centre would benefit the Bundaberg area. 

¶ Insufficient dedicated dementia care services due to the ageing population. 

¶ Paediatrician and dental services in the Bundaberg area resulting in long waiting list 

¶ No emergency accommodation services exist, with a definite need being visible in 
the community. 

¶ There is a lack of transparency in the health system and at Bundaberg hospital with 
regards to billing procedures. 

¶ More supervision was indicated as desirable for overseas trained doctors. 

¶ Too much bureaucracy is apparent in Queensland Health and more autonomy needs 
to be provided at a local health level and decisions made locally. 

¶ Mental health services in Bundaberg area are problematic in regards to: 
o Communication with clients breaks down 
o Clients are required to travel distance to receive services 
o Case support is not consistent and communication from case workers non-

committal. 
o A bi-polar support group would prove to be beneficial in the Bundaberg area. 
o After hours support for mental health patients is not acceptable and up to 

standard. 
 

Burdens 

¶ Travelling involved to receive services was regarded as a burden, especially when 
the patients were extremely ill or elderly.  

¶ Insufficient reimbursement for costs associated with travel, as reimbursements are 
not substantial substitution for the trouble and inconvenience that was caused by 
having to travel to receive treatment. 

4.2.2 Summary of key themes from Hervey Bay Community Forum 
 
Attendee profile 
A total of 25 participants attended the Hervey Bay community forum held at the Hervey Bay 
RSL Club.  Participants were a mix of community members, health workers and health 
service providers.  The forum involved participants sharing their stories, or others, regarding 
health service experiences and encounters in Hervey Bay.  A total of three groups were 
formed where the stories were told.  These experiences and encounters were drafted on 
paper by the three groups.  At the end of the óstory sharing sessionô all three groups came 
back together and shared their ófindingsô.  Cohesiveness between the three groups was 
evident with regards to their health service experiences and encounters. 
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Positive Comments 

¶ All service encounters with the Accident and Emergency Department at Hervey Bay 
hospital were positive.   

 
Gaps in services 

¶ Specialist services resulting in Hervey Bay residents forced to travel to 
Brisbane/Gympie/Nambour to receive specialist services.  This is not ideal for a 
person who is extremely ill or elderly. 

¶ Transport services in Hervey Bay are limited and restrictive.  The nearest train station 
is 40 minutes drive to catch the tilt train to Brisbane.  The other option is a bus trip to 
Brisbane or a car trip which is 4 hours long.  Again, an issue if the person is 
extremely ill or elderly. The cost to patients and their families of travel and 
accommodation was also discussed as an issue. 

¶ Rehabilitation services are limited in the Hervey Bay region.  When speaking on 
rehabilitation the participants referred to óstroke ó, both drug and alcohol rehabilitation 
and post-op rehabilitation.  Participants stated that there is one bed allocated within 
the Hervey Bay area for alcohol detoxification only, making it extremely difficult to 
access this service. People who request assistance are usually placed on a waiting 
list, and this is unsatisfactory for people with addictions. 

¶ Renal Dialysis services are limited and under resourced.  Essentially, the discussion 
pointed towards the demand for the services far out-weighed the supply.  Again, the 
transport issue was raised regarding this aspect, in having to travel to Nambour, 
Bundaberg or Gympie to receive these services on average three times per week. 
The cost of travel was also raised as an issue. 

¶ Renal dialysis home based service was very difficult to access due to the limited 
number of machines available for use in the community. Therefore, even families that 
are prepared to undertake this process in their homes, are not able to access the 
equipment cost effectively, and are forced onto waiting lists for local services and in 
the meantime have to travel from between 1.5-2.5 hours to reach a hospital with 
facilities. 

¶ Respite care was viewed as lacking in the Hervey Bay region, with residents having 
to place their loved ones in long term aged care facilities away from the region, such 
as Brisbane, to receive these services. 

¶ The concept of hospice services was indicated as being non-existent in the Hervey 
Bay region.  It was indicated that nursing homes within Hervey Bay were not willing 
to provide these services and a separate facility should be initiated especially for 
people under the age of 65 and in particular younger trauma victims. 

¶ A dual diagnosis coordinator for Hervey Bay was indicated as a requirement.  
Currently Hervey Bay is utilising the Dual Diagnosis coordinator from Bundaberg 
(Wide Bay), however, this is not working due to the demand in Bundaberg.   

¶ Respondents were not happy that they have  to share services with Bundaberg, as it 
was often viewed that these services never reached Hervey Bay, due to demand in 
Bundaberg. 

¶ Mental Health services within Hervey Bay were seen to be inadequate and 
restrictive.  The restrictiveness was due to the limitation placed on who the service 
providers would take as clients, due to policy requirements. 

¶ Indigenous health needs were indicated as being affected by: (a) policies limiting 
what Indigenous health workers can do and (b) more coordination and promotion of 
health services within Indigenous communities being required. 

¶ A more coordinated approach between health service providers within Hervey Bay 
was viewed as being required.  It was indicated that service providers currently 
compete with each other and donôt always share resources however, this was 
indicated as a necessity due to the need to be competitive for funding. 



 
 

48 
 

¶ Discharge planning services from the Hervey Bay hospital were shown to be 
inadequate.  Some patients are sent home from hospital and they are not provided 
with the necessary services to ensure they are properly cared for post-hospital stay 
such as meals and hygiene needs. One group suggested that meals on wheels may 
be an option to include in post discharge care for frail isolated people 

4.2.3 Summary of key themes from Maryborough Community Forum  
 
Attendee profile 
A total of 7 participants attended the Maryborough community forum held on the 25th 
November at 1.00 pm at the Maryborough RSL Club.  Participants were a mix of community 
members, health workers and health service providers.  The forum involved participants 
sharing their stories, or others, regarding health service experiences and encounters in 
Maryborough.  One group was formed were the stories were told.  These experiences and 
encounters were drafted on paper and detailed information about each experience obtained.   
 
Positive Comments 

¶ Elective surgery at Maryborough hospital was seen as accommodating and prompt 
with minimal waiting time. 

¶ Some participants had a good experience with Accident and Emergency at 
Maryborough hospital. 

 
Gaps in services 

¶ A need for chemotherapy and dialysis services was indicated as being extremely 
important.  If provided locally it is thought that this would save costs associated with 
travel, accommodation, and inconvenience. 

¶ GPôs are in short supply in the Maryborough area, especially female GPôs. 

¶ Youth services in the areas of mental health and sexual health would be of benefit to 
the area. 

¶ Existing resources (i.e. buildings) are being under-utilised, and could be used to 
provide further services required within the community. 

¶ The Accident and Emergency Department at Maryborough hospitals could improve in 
the areas of: 

o Poor patient treatment and customer service 
o Communication with other staff and patients 
o Provide a visible customer feedback form for both complaints and 

compliments. 

¶ A team approach to palliative care would be of benefit, through undertaking a holistic 
team viewpoint.  This would involve the inclusion of non-clinical specialities in a 
patientôs care plan such as counselling. 

¶ The cost of transport, not just monetary costs, is hindering peopleôs ability to access 
services.  One person was heard to have said óI just have to dieô because they had 
no way of accessing services. 

¶ Discharge services should encompass: 
o A halfway house near the hospital to ensure people go home when they feel 

they can cope. 
o A list of accommodation options near the hospital where the patients receive 

treatment, both for the patient and carer. 
o Whatever happened to the red-cross rooms? 

¶ The waiting list on ophthalmology is large.  There is no public ophthalmologist, 
however, the population in Maryborough is ageing and requires this service. 

¶ Neonatal services provided need to accommodate both mother and baby. 

¶ Preventative drug and alcohol services would be beneficial in family situations, with 
regards to child welfare. 
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¶ Residential services provided to children and youth, for examples a hostel that would 
keep them safe would be beneficial.  This is especially relevant for children from 
Drug and Alcohol family situations.  This would prevent self-placement as they donôt 
like the foster system. 

¶ More communication between service providers regarding what services each offer 
in the Maryborough area needs to take place.  Only then can these services be 
effectively communicated to the community. 

¶ Recent times seem to have lost services in the Maryborough community.  Services 
lost include visiting specialists and the teaching status of the hospital. 

¶ An MRI machine that works would be used well in the Maryborough area. 

¶ Participants were interested to see how Maryborough fits within the state health plan 
for the next 5 ï 10 years. 

¶ Poor communication to patients and families in the health system exists, resulting in 
family members not being able to locate family members for hours on end. 

¶ Maternity services in Maryborough to give birth do not exist.  Patients are generally 
sent to Hervey Bay.  Women are leaving it too late to be sent to Hervey Bay and 
therefore force Maryborough hospital to deliver it.  This places staff under stress as 
they do not have adequate training in this area. 

¶ Home stay options in the metro areas could be explored.  This would enable cheap 
accommodation for patients and carers to be obtained. 

¶ Meals on Wheels (MOW) are struggling due to the costs associated with volunteer 
police checks and food safety regulations.  A number of MOW agencies have shut 
down due to the costs. 

¶ Dental services in the Maryborough area should focus on: 
o Preventative dental care 
o Reducing the waiting list 
o Introducing Medicare for dental services 
o óWhen are our mouths going to be considered part of our bodies?ô   

 

Table 18: Summary of findings from community forums 

Gap Hervey Bay Maryborough Bundaberg 

Transport ã ã ã 

Specialist services (orthopaedic, rheumatologists, 
oncologists, ophthalmologists) 

ã ã ã 

Hospice care ã ã ã 

No Post operative support for single people after 
hospital discharge 

ã ã  

GPs who bulk bill  ã ã ã 

Renal Dialysis chairs ã ã ã 

Dental ã  ã 

Drug and alcohol services ã  ã 

Medicare support for dental care ã   

Pain clinic ã   

Neonatal services  ã  

Accommodation support when travelling to 
Brisbane for treatment 

ã ã ã 

Respite care, residential aged care beds ã ã ã 

Lack of communication between service providers ã ã ã 

Youth residential care services ã ã  

Improved discharge care services ã   
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4.2.4 Summary of Themes from focus group held in the Retirement Village  
Following the community forums an aged care focus group was conducted at one of the 
Hervey Bay retirement villages (n=19) to canvas their perceptions of needs and access to 
services. Major issues presented at the form held at the retirement village reflected those of 
the three community forums held in Bundaberg, Maryborough and Hervey Bay.  
Extra issues raised by this group included  

¶ No access to hospice care available in the region,  

¶ The burden of finance imposed by the need to travel to Brisbane to see specialists 
coupled with the small amount of funds available to assist offered by Queensland 
Health travel assistance programs. 

¶ Lack of support for those single people over 50 who returned home following surgery 
and had no family/spouse support available to them was identified as a major 
concern 

¶ No local access to a pain clinic for those experiencing chronic pain meaning that 
once again people had to travel to Brisbane by train for treatment.  

¶ The lack of easy access to GPs who will bulk bill, 

¶ The long waiting lists for beds in aged care facilities, hospitals and dental services  

¶ Lack of adequate health infrastructure in the region  

¶ Lack of local access to renal dialysis 

¶ Lack of specialists especially Orthopaedic surgeons, rheumatologists, cancer 
specialist and ophthalmologists. 

 
It was noted that the expectation was that for the most part people were admitted to hospital 
to recover and not die. Participants identified that while they recognised that the health care 
staff are very busy, the majority of respondents from this group stated that they felt devalued 
as people each time they presented to the health sector for services. This was compounded 
by the lack of communication between providers leading to a need to continually repeat 
information to a number of people within the system. This was raised as another issue 
contributing to a sense of being devalued by health providers. Some respondents identified 
that there are too many gatekeepers within the health system that excluded people from 
services.  
 
In summary, the major needs in health services identified in concert between the groups who 
participated in the community forums across the region can be summarised as:  
Å Gaps in services such as specialists, GPs 
Å Access to services 
Å Burdens on people accessing health care 
Å Communication across consumers and services 
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Figure 7.  below identifies the specific issues that were raised under these four key area: 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 7: Emerging Themes from Community Forums held in Bundaberg, Maryborough and Hervey Bay  

 
 

¶ Mental health after hours 
support 

¶ Support for mental health 
patients during working 
hours 

¶ Support for renal patients 

¶ Disability support services 
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¶ Respite care 
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¶ Dental services 

¶ Dementia care 

¶ Rehabilitation services for 
the aged 

¶ Drug and alcohol services 
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¶ Service providers 

¶ Policy impact 
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¶ Between care 
providers 
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¶ Between patients and 
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¶ Cost 

¶ Travel 

¶ Family dislocation 

¶ Bureaucracy  
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4.3 FINDINGS FROM QUANTITATIVE ANALYSIS OF SURVEY DATA 

4.3.1 Demographics summary of survey respondents  
Total responses were received from surveys across the entire North Burnett-Bundaberg-
Fraser Coast region (n=583). Over 60% of responses came from the three major towns of 
Bundaberg (n=71), Hervey Bay (n=163) and Maryborough (n=125). Females and males 
provided 406 and 129 responses, respectively.. There was a bias towards older residents 
with 256 participants (45%) identified as being over 65 years of age.  Marital status favoured 
married with only 183 (34%) single of which 30 (5.6%) identified as being single parents .Of 
the 353 participants who were married or in de facto relationships 100 (28%) indicated that 
they had children living at home. Almost a quarter lived alone (124, 22.6%). Two thirds 
owned their own home, a quarter rented and 33 (5.89%) living in retirement village. Full 
details of demographic results are presented in Appendix 4.  
 
Part A. Respondents own health. Responses to all the questions are presented in 
Appendix i. 

4.3.2 Age impact 
 
Table 19: Percentages of Age and type of health cards possessed 

 
Age Group 

10-20 21-40 41-60 61-80 81-99 

Gold Card 

Count 0 0 0 4 8 

% within Age 
Group 

0 0 0 1.7 21.1 

Health Care 

Count 8 33 55 117 17 

% within Age 
Group 

50.0 33.3 29.9 50.6 44.7 

Other 

Count 3 11 29 92 10 

% within Age 
Group 

18.8 11.1 15.8 39.8 26.3 

Private Health 

Count 2 22 63 73 14 

% within Age 
Group 

12.5 22.2 34.2 31.6 36.8 

Total in age  16 99 184 231 38 

 
Approximately 34% of each age group identified as being in possession of Private health 
Cover. This would impact on their ability to quickly obtain access to some services such as 
bulk billing GPs, dental services, surgery (particularly orthopaedic) which has long waiting 
lists.  Only 1.7% of those respondents between 6- -80 years of age hold a Gold card and this 
rose to only 21.7% of those over the age of 81 years. 
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4.3.3 Marital status  
 
Table 20: Comparison of single versus married people requiring a carer  

 
 
Table 21:  Marital status of respondents. 

 
Age Group 

Total 
10-20 21-40 41-60 61-80 81-99 

Single 

Count 12 42 63 54 10 181 

% within Age 

Group 

85.7% 79.2% 50.0% 25.8% 34.5% 42.0% 

Married 

Count 2 11 63 155 19 250 

% within Age 

Group 

14.3% 20.8% 50.0% 74.2% 65.5% 58.0% 

Total 

Count 14 53 126 209 29 431 

% within Age 

Group 

100.0

% 

100.0% 100.0

% 

100.0% 100.0% 100.0% 

 
Responses to this question identified a significant difference (ɢĮ=67.562, p<0001) between 
marital status and age. 
  

 
 

Total 1 2 3 4 

Age 
Group 

1-20 
Count 10 1 0 0 11 

% within Age 
Group 

90.9% 9.1% .0% .0% 100.0% 

21-40 
Count 6 0 0 0 6 

% within Age 
Group 

100.0% .0% .0% .0% 100.0% 

41-60 
Count 2 0 4 3 9 

% within Age 
Group 

22.2% .0% 44.4% 33.3% 100.0% 

61-80 
Count 1 0 22 1 24 

% within Age 
Group 

4.2% .0% 91.7% 4.2% 100.0% 

81-99 
Count 8 0 18 0 26 

% within Age 
Group 

30.8% .0% 69.2% .0% 100.0% 

Total 
Count 27 1 44 4 76 

% within Age 
Group 

35.5% 1.3% 57.9% 5.3% 100.0% 
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4.3.4 Living arrangements  
 
Table 22: Recipients of care-Living alone or not 

Crosstab 

 
Q44 

Total 1 2 

Age Group 

10-20 
Count 11 0 11 

% within Age Group 100.0% .0% 100.0% 

21-40 
Count 6 0 6 

% within Age Group 100.0% .0% 100.0% 

41-60 
Count 9 0 9 

% within Age Group 100.0% .0% 100.0% 

61-80 
Count 21 2 23 

% within Age Group 91.3% 8.7% 100.0% 

81-99 
Count 18 6 24 

% within Age Group 75.0% 25.0% 100.0% 

Total 
Count 65 8 73 

% within Age Group 89.0% 11.0% 100.0% 

 
No significant relationship was noted between gender and living alone with 91 females 
(23%) and 31 males (20.6%) living alone. As shown in Table 23 below responses indicated 
that older people more likely to live alone (spouse deceased?) (ɢĮ=10.870, p=.028). 
 
Table 23 : Living arrangements of participants. 

 
Age Group 

Total 10-20 21-40 41-60 61-80 81-99 

 No Count 11 79 147 163 22 422 

% within AgeGroup 84.6% 82.3% 82.1% 74.1% 61.1% 77.6% 

Yes Count 2 17 32 57 14 122 

% within AgeGroup 15.4% 17.7% 17.9% 25.9% 38.9% 22.4% 

Total 

Count 13 96 179 220 36 544 

% within AgeGroup 100.0% 100.0
% 

100.0% 100.0% 100.0% 100.0% 

 

4.3.5 Type of housing  
A significant relationship was noted between age and home owning, renting and/or living in 
retirement village. The impact of age was noted to be significant as to whether or not 
respondents were owners, renting and/ or living in a retirement village. . Two thirds owned 
their own home, a quarter rented and 33 (5.89%) living in retirement village. Few 
respondents identified as being in crisis accommodation at the time of survey (see table 24). 
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Table 24: Type of housing 

Age <20 21-40 41-60 61-80 81-99 Chi  P 

Number 16 99 184 231 38   

Crisis 
accommodation. 1 3 1 0 0 

  

% 6.25 3.03 0.54 0.00 0.00   

No Fixed 
address 0 0 0 0 0 

  

% 0.00 0.00 0.00 0.00 0.00   

Own Home 3 37 126 171 21 56.741 P<.001 

% 18.75 37.37 68.48 74.03 55.66   

Rental 5 38 43 35 3 27.347 P<.001 

% 31.25 38.38 23.37 15.15 7.89   

Temporary 1 4 3 0 0   

% 6.25 4.04 1.63 0.00 0.00   

Nursing 0 0 0 0 0   

% 0.00 0.00 0.00 0.00 0.00   

Retirement 
Village 0 0 1 15 16 

111.231 P<.001 

% 0.00 0.00 0.54 6.49 42.11   

Caravan 0 1 1 0 0   

% 0.00 1.01 0.54 0.00 0.00   

With Children 0 0 2 3 2   

% 0.00 0.00 1.09 1.30 5.26   

With Parents 4 14 3 0 0   

% 25.00 14.14 1.63 0.00 0.00   

4.3.6 Access to or ownership of transport  
 
Table 25: Access to Transport 

 
Age Group 

Total 10-20 21-40 41-60 61-80 81-99 

Q11 No Count 3 79 158 181 18 439 

% within Age 
Group 

21.4% 84.0% 89.8% 86.2% 58.1% 83.6% 

Yes Count 11 15 18 29 13 86 

% within Age 
Group 

78.6% 16.0% 10.2% 13.8% 41.9% 16.4% 

Total Count 14 94 176 210 31 525 

% within Age 
Group 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

 
Significant difference was noted in response to availability of transport and whether or not 
transport was an issue (ɢĮ=60.201, p<.001). Respondents under 20ôs and 80+ groups most 
commonly suggested that transport was a problem for them and impacted on their ability to 
access health services as needed. Results from this question relate directly to the next 
question (see 26). 
  



 
 

56 
 

4.3.7 Access to health services  
Participants were asked if they had needed to access to health services in last 2 years. 
Results below indicate that most (87%) had needed some type of intervention during the last 
two years.  
 
Table 26: Need for health services in the last two years. 

 
Age Group 

Total 10-20 21-40 41-60 61-80 81-99 

 

No 

Count 3 18 32 14 2 69 

% within Age 
Group 

21.4% 18.9% 18.2% 6.7% 6.1% 13.1% 

Yes 

Count 11 77 144 194 31 457 

% within Age 
Group 

78.6% 81.1% 81.8% 93.3% 93.9% 86.9% 

Total 

Count 14 95 176 208 33 526 

% within Age 
Group 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

 
Significant responses were noted in responses across ages (ɢĮ=16.5, p<.002) with main 
effect of more need for health services for older people  

4.3.8 Chronic illness   
 
Table 27: Link between age and chronic illness. 

 
Age Group 

Total 10-20 21-40 41-60 61-80 81-99 

 

No 

Count 10 73 122 109 12 326 

% within Age 
Group 

76.9% 78.5% 69.7% 55.6% 40.0% 64.3% 

Yes 

Count 3 20 53 87 18 181 

% within Age 
Group 

23.1% 21.5% 30.3% 44.4% 60.0% 35.7% 

Total 

Count 13 93 175 196 30 507 

% within Age 
Group 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

 
As expected given the demographics and ages surveyed in the region, significant age 
relationship was demonstrated with chronic illnesses increasing with age of respondents. 
(ɢĮ=25.46, p<.001). 
 

4.3.9 Type of health issues experiences 
Findings for this question reflected those of question 14 with many health issues 
demonstrating a relationship between age and illnesses. These responses also reflect the 
local demographics of the region. While childbirth was identified by 21% of the 21-40 age 
group the actual response rate of this group represented only 3% of total respondents (n-
586). 
  



 
 

57 
 

Table 28: Identified Health issues 

 
Age group   

Age <20 21-40 41-60 61-80 81-99 Chi   p 

Number 16 99 184 231 38   

      

  

Asthma 3 18 17 22 3 NS  

% of age  18.75 18.18 9.24 9.52 7.89   

Cancer 0 2 9 21 2 NS   

% 0.00 3.03 4.89 9.09 5.26   

Childbirth 0 21 2 0 0 91.239 <.001 

% 0.00 21.21 1.09 0.00 0.00   

Depression 2 17 43 27 2 14.12 =.007 

% 12.50 17.17 23.37 11.69 5.26   

Diabetes 0 3 9 37 8 26.824 <.001 

% 0.00 3.03 4.89 16.02 21.05   

Heart 2 4 13 40 6 17.421 =.002 

% 12.50 4.04 7.07 17.32 15.79   

Hip 1 2 11 24 2 NS  

% 6.25 2.02 5.98 10.39 5.26   

Kidney 1 0 5 17 3 11.35 =.023 

% 6.25 0.0 2.7 7.4 7.9   

Knee 1 6 14 39 7 14.052 =.007 

% 6.25 6.06 7.61 16.88 18.42   

Liver 0 1 6 7 1 NS  

% 0 1.0 3.3 3.0 2.6   

Lungs 0 2 5 13 6 15.227 =.004 

% 
 

2.0 2.7 5.6 15.8   

Mental  1 14 28 5 0 3.44 <.001 

% 6.25 14.14 15.22 2.16 0.00   

Obesity 0 7 17 18 2 NS  

% 0.00 7.07 9.24 7.79 5.26   

Substance 0 0 3 2 0 NS  

% 0.00 0.00 1.63 0.87 0.00   

Key: NS= not a significant age effect  
 
The information above is summarised in the diagram below:  
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Figure 8: Type of Health Issues Experienced by Respondents to Survey 

 
 
 

4.3.10 Access to own regular GP.  
 
Table 29:  Own GP 

  
Age Group 

Total <20 21-40 41-60 61-80 81+ 

Q16 

No 

Count 1 10 17 6 0 34 

% within Age 
Group 

9.1% 10.5% 9.4% 2.8% .0% 6.4% 

Yes 

Count 10 85 164 207 35 501 

% within Age 
Group 

90.9% 89.5% 90.6% 97.2% 100.0% 93.6% 

Total 

Count 11 95 181 213 35 535 

% within Age 
Group 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

 
93.6% % of respondents identified that they had their own GP. There was a significant age 
effect Significant age effect (ɢĮ=12.577, p=.014) There was also a significant difference 
between males and females (Z=2.784 p<.005) with males more likely not to see GP 
regularly. 
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Table 30: Gender of respondents compared with annual checkups with GP. 

Check up annually 
Gender 

Total M F 

 No Count 55 188 243 

% within Q02 36.4% 50.3% 46.3% 

Yes Count 96 186 282 

% within Q02 63.6% 49.7% 53.7% 

Total Count 151 374 525 

% within Q02 100.0% 100.0% 100.0% 

 

4.3.11 Attendance at emergency department   
 
Table 31: Attendance at emergency department 

 
Age Group 

Total 10-20 21-40 41-60 61-80 81-99 

 

No 

Count 6 52 114 140 17 329 

% within Age 
Group 

46.2% 54.7% 63.3% 66.7% 53.1% 62.1% 

Yes 

Count 7 43 66 70 15 201 

% within Age 
Group 

53.8% 45.3% 36.7% 33.3% 46.9% 37.9% 

Total 

Count 13 95 180 210 32 530 

% within Age 
Group 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 

 
While responses to this question did not provide any significant direct relationship between 
age of respondent (ɢĮ=6.663, p=.155) and attendance at the emergency department, the 
rate of attendance for those over 61 was higher than for other ages reflecting a global trend. 

4.3.12 Specialist services required  
Need for specialist services differed across age groups. Greater demands for gynaecologists 
were seen at a younger age than for the other areas throughout Queensland.  
 
Table 32: Need for Medical Specialist needs in region 

 10-20 21-40 41-60 61-80 81-99 Total Chi sq P 
value 

Cancer  0 2 12 26 3 43 10.577 .032 
% within Age Group .0 2.1 6.7 11.8 8.3 7.9   
Cardiologist 1 6 10 35 2 54 14.870 .005 
% within Age Group 7.7 6.3 5.6 15.9 5.6 9.9   
Gynaecologist 1 14 26 8 1 50 19.388 .001 
% within Age Group 7.7 14.6 14.5 3.6 2.8 9.2   
Ophthalmologist 0 2 21 52 14 89 41.510 <.001 
% within Age Group .0 2.1 11.7 23.6 38.9 16.4   
Orthopaedic 2 6 21 46 2 77 16.268 .003 
% within Age Group 15.4 6.3 11.7 20.9 5.6 14.2   
Paediatrician 1 7 6 0 0 14 17.077 .002 
% within Age Group 7.7 7.3 3.4 .0 .0 2.6   

 
The information above (in Table 32) is summarised in the chart below: 
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Figure 9: Respondents seeking specialist services by age group 

 
As expected a direct relationship was noted between increasing age and the need to seek 
specialistsô services. Those services for which significant age effects were seen are shown 
in the table. Services required were widespread with Paediatric, Ophthalmic and orthopaedic 
being the highest services required across the region. These responses closely reflected 
responses from focus groups and community forums as well as those of care providers. 

4.3.13 Utilising health services  
 
Table 33:  Accessing services 

 
Age Group 

Total 10-20 21-40 41-60 61-80 81-99 

Q23 No Count 7 54 90 132 31 314 

% within Age 
Group 

53.8% 58.1% 51.4% 60.3% 88.6% 58.7% 

Yes Count 6 39 85 87 4 221 

% within Age 
Group 

46.2% 41.9% 48.6% 39.7% 11.4% 41.3% 

Total Count 13 93 175 219 35 535 

% within Age 
Group 

100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 
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A significant relationship was noted between age and accessing of health care (ɢĮ=17.064, 
p=.002) with the older group less likely not to seek treatment when they had an issue  
 

4.3.14 Regular checkups 
 
A significant (ɢĮ=83.161, p<.001) relationship was noted between age and regularity of 
health checkups with the older respondents accessing more services than those in the 
younger age groups. 
 
Table 34: Regular GP checkups 

Regular GP check up 
Age Group 

Total 10-20 21-40 41-60 61-80 81-99 

 No Count 5 76 92 68 3 244 

% within Age 
Group 

41.7% 81.7% 52.0% 32.4% 9.4% 46.6% 

Yes Count 7 17 85 142 29 280 

% within Age 
Group 

58.3% 18.3% 48.0% 67.6% 90.6% 53.4% 

Total Count 12 93 177 210 32 524 

% within Age 
Group 

100.0
% 

100.0% 100.0% 100.0% 100.0% 100.0% 

4.3.15 Self rating of health status  
 
Table 35: Perceived health status 

 
Age group 

 
<20 21-40 41-60 61-80 81-99 

Health Percentage rating at each level of health 

1  7.69 4.30 6.43 3.06 0.00 

2 0.00 8.60 11.70 8.16 2.78 

3 23.08 19.35 12.28 13.78 5.56 

4 0.00 10.75 8.19 8.67 2.78 

5 15.38 18.28 6.43 10.71 8.33 

6 15.38 10.75 18.71 21.94 33.33 

7 15.38 9.68 8.77 15.82 5.56 

8 7.69 7.53 14.04 10.71 8.33 

9 15.38 8.60 5.85 5.61 19.44 
10 0.00 2.15 4.68 1.02 13.89 

11 0.00 0.00 2.92 0.51 0.00 
number 13 93 171 196 36 
Mean 5.54 5.05 5.49 5.43 6.94 

Key: ranging from 1 being excellent to 11 being extremely poor. 

 
Too few participants responded to this question (Q28) from the <20 years of age group to be 
meaningful but older respondents tended to rate their health as being better than did the 
other respondents. (Significant effect, f=4.033. p=.003). 
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4.3.16 Estimation of own personnel health status  
 
Table 36: Perceptions of own health 

  Male   Female 
 1 5 5 17 17 

2 10 20 35 70 

3 21 63 50 150 

4 9 36 33 132 

5 13 65 40 200 

6 28 168 71 426 

7 18 126 41 287 

8 21 168 36 288 

9 16 144 22 198 

10 5 50 13 130 

11 4 44 1 11 

  150 889 359 1909 

Mean 

 

5.93 0 5.32 

 
A Significant effect was noted in these responses, f=4.686 p=>01 Males rated their health 
status higher than females. 
 

4.3.17 Waiting periods  
 
The longest period of time waiting to access specialist services either in the region or in 
Brisbane was 6 months. This result may have been somewhat biased as many respondents 
identified that they either held a DVA gold card or held private health cover (58.3%). 
 

4.4.  Part  B ɀ Responses by carers about people requiring full time care  

Part 2 of the survey was targeted at carers (n-95) and asked about the health and the needs 
of the person for whom they cared. Responses to all the questions are presented in 
Appendix 1 Part 2. 
 
Thirty of those being cared for were female, 55 were male while 10 were not identified. Only 
two carer persons identified as being Aboriginal or Torres Strait Islander with 78 answering 
no and unspecified responses being 15. This does not represent a representative sample 
however results are presented here as they do reflect responses of the other demographic 
groups surveyed. The largest number of people being cared for were aged from 81-99 years. 
 
[NOTE: The Percentages listed below refer to parent responders not to their children)  
83.5% of parents needed access to health services, 83.8% of parents donôt have chronic 
illness, 93% of parents have a regular GP, 56.8% of parents have attended ED in last 12 
months, 51.6% of parents have attended specialist, 69.3% of parents donôt have regular 
check-ups.] 
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Table 37:  Age of Persons being cared for 

Age range Number 

1-20 14 

21-40 6 

41-60 9 

61-80 25 

81-99 27 

Total 81 

4.4.1 Transportation  
Adequate transport is perceived to be an issue for about half of people who require a carer 
and access to any services in the region. A marginally significant (ɢĮ=8.458, p=.076) 
response was identified. Transport was not seen as being an issue for young respondents 
presumably as the carers are their parents. All 21-40 year olds who responded to the 
question said transport was a problem for them. The remaining half of respondents in older 
age groups also identified that this is an issue for them as well (see Table 38). 
 
Table 38:  Carer Transport issues 

Age Group * Cross tabulation 

 
Q49 

Total No Yes 

Age Group 1-20 Count 8 3 11 

% within Age Group 72.7% 27.3% 100.0% 

21-40 Count 0 5 5 

% within Age Group .0% 100.0% 100.0% 

41-60 Count 4 5 9 

% within Age Group 44.4% 55.6% 100.0% 

61-80 Count 15 9 24 

% within Age Group 62.5% 37.5% 100.0% 

81-99 Count 12 10 22 

% within Age Group 54.5% 45.5% 100.0% 
Total Count 39 32 71 

% within Age Group 54.9% 45.1% 100.0% 

 
There was no difference between sexes as to whether or not lack of transport was an issue. 
Overall 45.1% of respondents stated that they had transport issues. 

4.4.2 Chronic illness  
78% of carers identified that the person for whom they care suffered from a chronic 
condition. Significant age effect (ɢĮ=18.932, p=.001) was noted for this question with chronic 
conditions increasing with age. No differences were noted between sexes in response to this 
question. 
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Table 39: Chronic illness among people being cared for. 

Age Group Cross tabulation 

 
 

Total No Yes 

Age Group 

1-20 
Count 7 4 11 

% within Age Group 63.6% 36.4% 100.0% 

21-40 
Count 2 3 5 

% within Age Group 40.0% 60.0% 100.0% 

41-60 
Count 2 6 8 

% within Age Group 25.0% 75.0% 100.0% 

61-80 
Count 0 23 23 

% within Age Group .0% 100.0% 100.0% 

81-99 
Count 4 18 22 

% within Age Group 18.2% 81.8% 100.0% 

Total 
Count 15 54 69 

% within Age Group 21.7% 78.3% 100.0% 

4.4.3 Regular GP 
All but 4 of the persons requiring full time care had their own regular GP.  

4.4.4 Attending emergency department (ED) 
60 attended the emergency department with no significant age or gender correlations.  

4.4.5 Need to see specialist  
79% of persons requiring full time care have seen a specialist in the last 12 months. There 
was no difference due to gender or ages evident in the responses. 

4.4.6 Seeking medical treatment  
Only 20% of people being cared for had not sought any medical treatment for themselves.  

4.4.7 Regular check up 
73% have a regular medical check up. No gender or age differences were noted between 
the respondent groups. 

4.5 Part C: Parent responses   

138 of participants identified as being parents with (n-282) children under the age of 18 
years. Responses to all the questions are presented in Appendix 1 Part 3. Respondents in 
the 21-40 age group identified that they had a total of 114 children less than 18 years of age. 
This compared to 167 children under 18 in the 41-60 age groups.  
 
All questions related to the children and analysis was undertaken comparing responses 
across the two age groups of parents. There were no significant differences noted between 
responses to questions about their childrenôs health or health needs between these two 
large age groups.  The main results showed that 83.5% of parents required access to health 
services for one or more of their children in the past year and 93% have a regular GP. Over 
half (56.8%) have attended the emergency room and 51.6% have seen a specialist.  
 
In contrast to parts 1 and 2 of the study (self and carers) children donôt generally have 
chronic illnesses (only 14.5%) and only 30.7% are reported to have regular check up.  
 
The tables 40-44 over the page are a summary of the significant findings arising from the 
regional survey.  These findings reflect the views and personal circumstances of the 
respondents who self selected to complete a survey.  
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Table 40: Summary of significant findings arising from regional health survey (General)  

ISSUE DESCRIPTION of SIGNIFICANT FINDING 

Private health cover 

Approximately 34% of each age group identified as being in possession 
of Private health Cover. This would impact on their ability to quickly 
obtain access to some services, and may not be reflective of the entire 
region. 
 

Living alone 

More than 20% of all respondents lived alone. 
 
Results also indicated that older people were more likely to live alone.  
There was no significant difference between gender and living alone- 
both sexes were similar from the cohort surveyed. 
 

Housing type 

Two thirds of respondents owned their own home- home ownership 
increased significantly in the 41 + age groups. A quarter of respondents 
rented and 33 (5.89%) are living in a retirement village. Few 
respondents identified as being in crisis accommodation at the time of 
survey. 
 

Transportation 

Respondents under 20 year old and over 80 years old most commonly 
suggested that transport was a problem for them and impacted on their 
ability to access health services as needed. 
 
There was no difference between sexes as to whether or not lack of 
transport was an issue. Overall 45.1% of respondents stated that they 
had transport issues. 
 

Access to health 
services 

Participants were asked if they had needed to access to health services 
in last 2 years. Results below indicate that most (87%) had needed 
some type of intervention during the last two years.  
 

Access to own GP 
 
 

93.6% % of respondents identified that they had their own GP. 
 
Most persons requiring full time care were reported as having their own 
regular GP. 
 

Regular checkups at GP 

There was also a significant difference between males and females,  
with males more likely not to see GP regularly 
 
A significant relationship was noted between age and regularity of 
health checkups with the older respondents accessing more services 
than those in the younger age groups. 
 

Attendance at 
Emergency Dept 

More than 37% of all respondents had attended the ED in the last 12 
months. 
 
63% of carers had attended the ED with the person they cared for in the 
last 12 months. 
 

Self rating of health 
status 

Too few participants responded to this question (Q28) from the <20 
years of age group to be meaningful but older respondents tended to 
rate their health as being better than did the other respondents. 
 
Males rated their health status significantly higher than for women. 
 

Waiting periods 

The longest period of time waiting to access specialist services either in 
the region or in Brisbane was 6 months. This result may have been 
somewhat biased as many respondents identified that they either held a 
DVA gold card or held private health cover (58.3%). 
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Table 41: Summary of significant findings arising from regional health survey (Mental Health) 

ISSUE DESCRIPTION of SIGNIFICANT FINDING 

Depression 
15% of all respondents reported experiencing depression in the last 
year. 

Mental health issues 
8% of all respondents reported experiencing mental health issues in the 
last year. 

Specialists 

It was noteworthy that of the 23% of respondents who had experienced 
some mental health issues in the last year, that no respondents 
identified any psychological services as óspecialistô services that they 
needed to access in the last year amongst the range of other specialist 
services that were identified. 

 
Table 42: Summary of significant findings arising from regional health survey (chronic and complex care) 

ISSUE DESCRIPTION of SIGNIFICANT FINDING 

Age and  chronic illness 

As expected given the demographics and ages surveyed in the region, 
significant age relationship was demonstrated with chronic illnesses 
increasing with age of respondents. More than 44% of people over the 
age of 61 reported that they had a chronic illness. 
 

Specialist services 
required 

A direct relationship was noted between increasing age and the need to 
seek specialistsô services. 
Services required were widespread with Paediatric, Ophthalmic and 
Orthopaedic being the highest services required across the region. 
 

Specialist services 

Ophthalmologists, Orthopaedic, Cardiologists, Oncologists, 
Gynaecologists and Paediatricians were all identified as specialist 
services that had to be accessed by respondents. 
 

Carers responses 
78% of carers identified that the person for whom they care suffered 
from a chronic condition. 
 

Carerôs response to 
specialists 

79% of persons requiring full time care have seen a specialist in the last 
12 months. 
 

Carerôs responses to 
need for regular 
checkup 

73% have a regular medical check-up. 
 
Only 20% of people being cared for had not sought any medical 
treatment for themselves in the last 12 months 
 

Type of health issues 

See Table 4.11 for range of chronic/complex health issues identified by 
the respondents. Most reported health issues were chronic or complex 
in nature. 
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Table 43 Summary of significant findings arising from regional health survey (Child, youth and family) 

ISSUE DESCRIPTION of SIGNIFICANT FINDING 

Access to health 
services 

83.5% of parents required access to health services for one or more of 
their children in the past year. 
 

Regular GP 

93% of respondent parents reported that they have a regular GP they 
visit. 
 
30.7% families with children reported that they take the children for 
regular check ups. 
 

Emergency department 
56.8% reported having attended the emergency room with their children 
in the last year. 
 

Specialists 
51.6% of respondents reported that they had taken one or more of their 
children to see a specialist in the last year.  
 

Chronic illness 

The rates of chronic illness amongst the children of the families 
surveyed were low, 14.5% compared with rates as high as 44% for 
people aged 61 and over. 
 

Type of health issues 
See Table 4.11 for range of mothers and their children health issues 
identified by the respondents. 
 

 
Table 44: Summary of significant findings arising from regional health survey (Drug and alcohol) 

ISSUE DESCRIPTION of SIGNIFICANT FINDING 

Reported frequency 
Only 1% of respondents reported having a drug or alcohol health issue, 
in the surveys.  Of those, people, all were over 41 years of age. 
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5.0 ANALYSIS OF QUALITATIVE RESULTS FROM IN-DEPTH 
INTERVIEWS 
 
The data analysis presented in this report is a result of a set of interviews (n=17) conducted 
by researchers and transcribed by a person who was not involved in the data collection 
process. In specific instances, the number of references made by the participants about a 
specific theme has also been provided. The individual themes and their respective 
statements along with a discussion are provided below: 

5.1 Main clients  

The qualitative data collected indicate that there was a diverse range of clients in the region. 
Health issues specifically mentioned were diabetes, cancer, advanced cancer, mental 
illness, mental health, drug and alcohol, pregnancy related issues, child and youth mental 
health, anxiety and depression.  
 
Respondents talked about clients with mental health, alcohol and drug related issues, about 
child and youth related mental health issues, about adult mental health issues, about 
advanced mental illness (with intervention) including anxiety and depression. In terms of age 
and other distribution, the following was extracted from the interview transcripts. .Groups of 
people discussed by respondents included;  
 

¶ Aged  

¶ Children 

¶ People with mental health issues 

¶ People with drug and alcohol health issues 

¶ People with co-morbidities 

¶ People with intellectual disabilities 

¶ Women 

¶ Indigenous people 
 

5.2 Alcohol and drugs  

The problems encountered as a result of drug and alcohol abuse are significant because 
there are very few services available in the region to provide treatment. For instance, a 
respondent expressed that óone of the gaps there is, is not having a youth hospital facility 
when young people have to be hospitalised with mental health issuesô, as a result of long 
term use of alcohol. This respondent stated that óThey go into a general ward which is 
sometimes quite overwhelming for young people to be with adults who have got mental 
health issues as well.ô. 
 
In addition, a respondent stated that óWe have kids who are selling their Ritalin, kids who are 
selling their parentsô prescription drugs, but thereôs no services that are available that are out 
of hours, other than you being able to ring a hotline: and thatôs just not good enough for 
families in crisisô.  
 
The situation in the region is also complicated by the distance people need to travel in order 
to access services as expressed by one participant, óI think they exist in all regional areas; 
itôs just unfortunate to be removed from the cities where most of these resources are 
targeted to. So itôs distance, definitelyô.  
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Further, óyouôre in a regional area and transport is a huge issue for individuals, simply being 
able to get to a GPô and ótransport is going to be a huge problemô indicating the lack of 
transport provision adds to the feeling of remoteness.  
 
The statement óitôs not that theyôre refusing to go to the GP or donôt want to engage with the 
GP, itôs just physically impossible as far as transport is concernedô indicates lack of access. 
It appears that there were some successful care programs such as the Better Outcomes as 
expressed by one respondent óThere has been a program such as the Better Outcomes 
which has been terrific and weôve used that quite a bit but I believe the money has run out 
nowô and the financial constraints appear to have curtailed such programs. Another 
respondent stated that; 
 
 óI think that the acute mental health service available is quite well-catered for in the area, 
then the Head Space service is catering for early intervention. If clients donôt meet either of 
those criteria, I feel that thereôs a gap in the middle, for moderately affected mental health 
clientsô indicating certain service provisions are available in the region for mental health. 
Further, óThe crisis youth service was the only [and] they werenôt funded to do the afterhours 
work, but when the need was there they attended to thatô. 

 
It appears that the problem of óalcoholô is prevalent in the region. This problem appears to 
have introduced a complex care option. As indicated by a respondent, óa number of our 
clients have  substance abuse and alcohol abuse, their problems stem from those issuesô, 
this alcohol issue also has introduced a number of other problems as attested by another 
respondent. 
 
A number of women stated they are reluctant to accept needed help from drug and alcohol 
services  even though they would like to access óbut thereôs nowhere to leave the childrenô. 
Further the problem is complicated by óa number of our clients are true mental health clients 
but theyôve also got substance abuse and I donôt know if youôre aware of the system but if 
theyôve abusing drugs, drug and alcohol wonôt take them unless theyôre stoppingô.  
 
The region appears to be impeded by health services related to the alcohol issues as 
expressed by a respondent ódrug and alcohol, thatôs a big one because we have very few 
services hereô.  
 
This lack of service has resulted in patients being sent to other places as stated by a 
respondent: 
 

 óa drug and alcohol unit, rehabilitation and detoxification unit in the area because we 
just donôt have anything and we have to send clients to Brisbane or to the Sunshine 
Coast, it depends on their age of course, but normally Brisbane is where we send 
them for detoxification and also for rehabô.  

 
The respondents expressed that the alcohol problem is permeated through all ages and 
particularly young people are adversely impacted óyoung people donôt have the funds, 
particularly those that have drug and alcohol issuesô, thus introducing other social and 
behavioural issues as stated by one of the respondents ó[We see] lots of issues in drug and 
alcohol. We have one young boy who basically steps over his mum in the morning who is 
unconscious on the floorô.  
 
The co-morbidity of drug and alcohol abuse with mental illness, as well as other co-morbid 
factors was another observation by staff at a community based service, ôintellectual disability 
and mental health issues are a large cohort that are under catered forô. Without good support 
services people were finding themselves without appropriate housing or living skills support.  
One person told of the story of people who had intellectual disabilities being placed into poor 
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living conditions-óa ghettoô, following the placement of an elderly parent (their carer) into 
aged care. The person had only ever lived at home, and was suddenly in a unit complex with 
other people, some whom have drug use issues or were recently released prisoners, hardly 
a suitable environment for these vulnerable individuals. 
 
On treatments for mental health and drug and alcohol issues in the region, the following was 
noted, óThe responses to people with all sorts of mental illness are mostly just band-aid 
solutions that are not addressing the underlying problems.  The population is increasing and 
we have up to 2% of the population with these high needs and no resources to deal with 
them holisticallyô. 
 
Professionals outlined rising cases of prescription drug addiction, often associated with 
management of chronic pain.  óWe see it when it has gotten bad, but it needs something in 
between-that should start with their GP. People can actually be surprised to learn that they 
have an addictionô.  
 
The major gaps in services identified included: 
 

¶ More resources for ATODS 

¶ A dedicated detoxification unit with follow-up support services for those who have 
undergone the first step towards recovery 

¶ Residential rehabilitation services 

¶ Integrated case management. 
 
óPutting people on medication is simply not enough they still need additional support-
(treatment) has to be more than thatô. 

 
One service provider described the drug and alcohol and mental health areas as very 
complex and chronic health areas that need to be identified as such and treated through an 
integrated approach.   
 
óPrivate sector can be very reluctant to refer to community based programsô, reported on 
community based service provider.  But working across clinical and non-clinical approaches, 
allied and alternative health programs is required to provide the individual solutions to make 
available the options for people who are experiencing these complex issues. 
 
Service providers indicated that the situation in the North Burnett was particularly appalling 
in the areas of mental health and drug and alcohol services, óthere is nowhere to go and no 
services. People are coming across from Mundubbera or Gayndah.   
 
óWe have a high percentage of indigenous referrals, but no funding to cover it.   All we 
can offer is a two day a month service.  2 days out of 30 isnôt good enough for the 
complex issuesô 

 
The complex issues appear to have been in existence for quite some time as expressed in 
one interview óWeôve talked about this since ô96 - I think, and the drug and alcohol areaô and 
the long term problems have introduced additional service needs. This is expressed by 
óworked very closely with Government organisations in the area of alcohol and drugs and 
none of the Government funded services are available out of hoursô and ódefinitely we need 
24 hour a day services that are funded by Government for drug and alcoholô, thus very 
clearly indicating that the urgent need for services is required on a 24 hour basis and the out 
of hours services are not available in the region. In summary, a respondent concluded óYes, 
if the drug and alcohol issue went away, then so would I, and I wouldnôt mind thatô. The main 
cause for a number of health service requirements in the region stems from alcohol and drug 
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abuse and this aspect needs urgent attention 
 

5.3 Gaps in services 

The gaps in service refer to generic gaps and pertain to mental health and alcohol and 
substance abuse predominantly. The respondents discussed a range of gaps that impact a 
number of services, ranging from availability of GPs in the region to access to specialist 
services and agreed that óthere are huge gaps in service delivery at the momentô.  
5.3.1 
 

5.3.1 Indigenous health  
An associated issue with gaps in service is the gaps in service specific to Indigenous 
services as stated by a respondent that óNeonatal in the Indigenous area is under resourced 
but I think theyôre looking at that nowô. This indicates that the gaps are being addressed. 
However, the population growth in the region has introduced issues with access to these 
services. This is expressed by: 
 
óOne thing we have noticed is that a number people moving from interstate and other 
areas is that a lot of them have trouble accessing GPs because the books are closed 
or the GPs donôt bulk bill, because many of the people of course have fixed incomes or 
low incomesô.  

 

5.3.2 GP services 
It appears that many GPs in the North Burnett-Bundaberg-Fraser Coast region donôt bulk bill 
and due to the low socio economic nature of the region, access is restricted, as expressed 
by comments such as; óSo there is a lack here we believe in GPs, and GPs who bulk bill, 
and of course female GPsô and óthey canôt access a female GP [is an issue]ô. Another 
respondent stated that  

 
GPs, obviously thereôs a shortage of clinics and even though there are a range of 
clinics here with our clientsébulk billing, if the bulk billing isnôt there thenéthereôs a 
lack of clinics that bulk bill, and trying to get inéfor myself trying to get into a GP, I 
give myself three days, but if youôre talking about bulk billing, it could be longerô.  

 
Further comments suggested that, óyouôre in a regional area and transport is a huge issue for 
individuals, simply being able to get to a GPô and ótransport is going to be a huge problemô 
indicating the lack of transport provision to access GP services. The lack of access to GPs 
that bulk bill patients has also directly affected other services such as the pap smear 
program. One respondent expressed that: 
  
óWe run a pap smear clinic here and weôre booked out months ahead because they 
canôt access pap smears, only through us and community health, because many of the 
GPs donôt do them, not on a regular basisô.  

 
Another respondent commented that ówe try and engage them with a GP so weôre trying to 
close the gap and give them better access and change their attitude towards accessing the 
serviceô. The suggested gap appears to be the availability and the regularity of intervals at 
which certain tests can be carried out by the under resourced providers.  

5.3.3 Dental services 
Another gap in the region is affordable dental service. Respondents felt that ómainly their 
issues are inability to accessô, indicating that the low income earners are not able to access 
the dental services due to the identified long waiting lists in the public health system. Further; 
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óthe dental services at the dentists here are quite expensive implying the price variation from 
other regions within the state and óthe fact that there is no affordable dental service for the 
majority of the peopleô indicating the lack of such service in the region.  
 
Inability of people in the region to pay for private insurance to access such care systems was 
identified as being a major issue for many participants in this study who expressed that; 
óAffordable dental care, yesô as a major gap in the region impacting all people and that óbut 
the majority of our clients have no way of accessing the private health system because 
theyôre not insuredô. A responded stated aptly that  
 
óI donôt think they have access to the private health system. Whereas a person who is 
involved with a private health system can be referred to someone in the public [system]. So 
there is a connection, in a way, but I think in the end people from the lower socio-economic 
miss out on that serviceô. 

5.3.4 Accommodation 
Due to the migration from other regions to this region, affordable housing appears to be a 
major issue in the North Burnett-Bundaberg-Fraser Coast region. When this is combined 
with low income levels further problems arise such as; óAnd youôll never address 
homelessness 100%, but there should be a better system than what weôve got and donôt ask 
me what it is because Iôm just telling you what we wantô.  
 
This suggests to the researchers that housing is yet another service that is required in the 
region. The participants of this study expressed that óHousing affects mental health as well 
as physical health. So we quite often we have women turn up here who are homeless and 
thereôs nowhere to send them. Another respondent stated that óThe gaps that I see in service 
provision for mental health, and something that weôre struggling with constantly, is 
appropriate accommodation for mental health clientsô. There are services that deal with them 
but theyôre snowed under as well, they just donôt have the housingô, clearly establishing the 
nexus between the housing and other healthcare requirements.  

5.3.4 Emergency childcare 
Another gap appears to be the lack of provision for emergency childcare. A respondent 
expressed that óalso we believe a lack of emergency childcareô and óA number of the women 
are reluctant to accept help from drug and alcohol that they need and would like to access 
but thereôs nowhere to leave the childrenô. The combined lack of housing and emergency 
child care facilities appears to be impacting the region to access various services. 

5.3.5 Counselling and Occupational Therapy  
Three other services that need attention are rehabilitation, psychologists and more access to 
local counsellors. Due to low income levels, it appears that these services are not accessible 
to people in the region. This is supported by the statement óit all comes back to financial 
resources in the end: if you donôt have the money you canôt employ the counsellors, you 
canôt employ the psychologists that you needô.  
 
One respondent stated that; 
óWe use a lot of the psychology services in the region to refer young people on, particularly 
to get assessments because often when they present here theyôre never had any basic 
assessments done, and we donôt know what theyôre actually presenting withô.  

 
In addition to the above services,  
 
For some of our clients, particularly those with an acquired brain injury or intellectual 
disability that have that mental health as well, we do need the input from the occupational 
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therapists and we have not got one occupational therapist in the community who is dealing 
with the adult mental health. So weôre reliant on occupational therapists and private practiceô.  
 
It appears that the service provision in the region is not advertised properly. Two 
respondents expressed that people in the region are not aware of the available service 
provision by stating óbut they really donôt know what the service delivery will look like, even 
after theyôve been successfulô and ótheir knowledge of service delivery and the needs of the 
local community [are minimal]ô.  

5.4 Major health needs  

Participants discussed a number of health needs relevant to the region. The following points 
as extracted from the transcripts provide the views of the participants in terms of health 
needs (see Appendix i).  

5.5 Mental health  

Mental health was raised as a major concern by respondents on many occasions during the 
interviews, by providers and their clients. Similarly alcohol and drug abuse, mental health 
and illness appear to be major problems in the region.  
The co-morbidity of drug and alcohol and mental illness was identified as a real issue with 
few resources to tackle in the region. 
 
Participants identified multiple gaps in the mental health services, and related many of these 
to under-resourcing. Participants expressed concerns that the current mental health 
systemôs criteria are quite tight, and donôt fit into the models of service offered in the region.  
 
In addition to these, it appears that the provision of lack of housing also affects mental health 
as well as physical health, especially among female patients as there is no provision to send 
these patients to a proper place. When the transcripts were cross tabulated using N-Vivo, it 
was possible to identify the linkages between mental health and substance abuse both of 
which appear to be significant issues in the region. 
 
A respondent stated that ómental health services in this area are quite under resourcedô and 
óbecause the mental health systemôs criteria is quite tight, they sometimes donôt fit into thatô, 
suggesting that despite availability of some services, patients are not able to avail them due 
to strict access criteria enforcement. Further, a respondent stated that óI believe that most of 
the problems are their criteria are restrictive and thatôs probably to do with their lack of 
resourcesô, aptly summing up the situation. 
 
Service providers working in community mental health services found that the quality of 
support for people with a mental illness was óquite poorô. 
 
One provider explained the lack of resourcing as such: 
óIf you have diabetes there are now good services, but if you have mental health issues there 
is nothingô. 
 
 
 
 
 
 
ô  
 
 

Another interviewee identified that people with a mental illness have (on average) a 

20 year less life span than the average Australian and are twice as likely to have 

diabetes or a heart condition.  óWe tick all the boxes for chronic and complex health, 

when is mental health going to be treated like other health issues?ô 
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People with mental health issues were often found to have a range of complex needs not 
being met in their care.  Respondents identified the following supports to be lacking for many 
mental health clients: 
 

¶ transportation 

¶ dentistry 

¶ podiatry 

¶ chronic pain management 

¶ living support 

¶ housing 

¶ good diet 
 
They also reported that many clients had other medical conditions such as diabetes. 
 
Affordable allied health services were viewed as an enormous gap in the health care 
provision for many mental health patients, mainly due to lack of bulk billing in these areas.   
 
óIôd like to see people with mental health issues have some access to services as is available 
for people with diabetesô, reported one health worker in interview.  
 

5.6 Summary of Major Health Needs Arising from In -depth Interviews  

The participants of this study discussed a number of health needs relevant to the region. The 
following points, extracted from the transcripts, provide the views of the participants in terms 
of health needs.  

 
1. The participants in this study stressed the fact that there is a necessity for well 

equipped public dental care system and stated that ómost medical professionals will 
support: poor dental health leads to poor general healthô.  

2. Participants also felt that there is a need for emergency child care services and 
stated óThereôs a lack of emergency childcare.ô 

3. There is general agreement among interviewees that people should be entitled to 
know that if they need mental health systems they can get it, if they need a GP for a 
genuine illness they should be able to access them, and if they need drug and 
alcohol rehab then there should be something available.  

4. Among other health care needs, affordable dental care, provision for homes and 
better systems received support. 

5. Access to public health system is a major requirement because people in the region 
canôt afford insurance for private health care access as theyôre not insured. 

6. Access to a GP, especially a GP appears to be a priority due to long waiting lists and 
specific issues associated with females. 

7. Access to psychology services in the region to refer young people on - particularly to 
get assessments because often when they present here theyôre never had any basic 
assessments done, and we donôt know what theyôre actually presenting with ï 
appears to be a priority.  

8. A rehabilitation service to cater Drug and alcohol related patientsô is an urgent 
requirement in the region. 

9. Specialist counselling services associated with generic drug and alcohol users, 
particularly for a more chronic users is a priority. 

10. Provision for maternity services from the hospital. 
11. Support for neonatal services with dialysis chairs. 
12. Provision for three types of patients with dialysis: kidney failure, some other 

difficulties, other complications as well and they have to go to the hospital to have the 
dialysis because they might have a weak heart or something else, so something 
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could go wrong with them while theyôre in the chair . 
13. The major health need that needs to be addressed is to engage Aboriginal and 

Torres Strait Islander clients with attending GPs. 
14. Cancer support services. 
15. Need for more high care beds in Hervey Bay, itôs a critical thing and this is the sort of 

issue that we see all the time. 
16. Presence of an occupational therapist. 
17. Major health need in this area is more free allied health services, for example physio, 

dental, psychology, everything that isnôt available free to the low socio-economic 
region. 

5.7 Most needed planning in terms of health and community resourcing  

The following services were identified as being the most needed in terms of planning for 
services in the region from the detailed interviews: 
 

1. Rehabilitation centre for the aged that people can easily and locally access  
2. Public Housing as it is expensive to rent in the region  
3. Affordable dental care with shortened waiting lists 
4. Increased access to Psychologists and Counsellors  
5. Systems (including databases)  
6. A youth hospital facility for when young people have to be hospitalised with mental 

health issues  
7. A drug and alcohol unit, rehabilitation and detoxification unit in the area. 

 
Transcripts were then examined for mention of the most useful services needed to benefit 
the local region. The following services were identified by respondents when questioned as 
to their opinion about the most useful services, without assigning any order or rank. 
 

1. Affordable GP services.  
2. Awareness on availability of services. 
3. Appropriate access to financial services. 
4. Access to services associated with sexual assault, and domestic violence. 
5. Mental health services. 
6. Psychology services for young people. 
7. Detoxification and rehabilitation services. 
8. Counselling services. 
9. Youth hospital facility for mental health issues. 
10. Rehabilitation service for the elderly. 
11. Halfway houses (supported accommodation for people who may be experiencing 

mental health issues or homelessness due to same.). 
12. A 24 hour facility where thereôs adequate care for the individuals. 
13. Transport.  
14. Public system occupational therapists and other affordable allied health services.  
15. Access to the private health system for public patients who are being placed onto 

very long waiting lists for care. 
16. Palliative care- improved flexible funding packages for better care  

 
The following tables 45-49 summarise the findings from the in depth interviews with the 
health and community professionals: 
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Table 45: Summary of results from in-depth interviews with health and community professionals (General 
issues). 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Aged care 
Rehabilitation centre for the aged that people can easily and locally 
access.  
 

Housing 
Public Housing as it is expensive to rent in the region  
 

Dental care 
Affordable dental care with shortened waiting lists 
 

Systems 
Systems (including databases)  
 

GP services 
Affordable GP Services. 
 
Women GPs are in short supply. 

Information on available 
services 

Awareness raising on availability of services that are available 
throughout region is required. 

DV and sexual assault 
services 

Access to services associated with sexual assault, and domestic 
violence. 
 

Transportation 
Improved transportation for access to service. 
 

Occupational therapists 
Public system occupational therapists  
 

Waiting lists 
Access to the private health system for public patients who are being 
placed onto very long waiting lists for care 

Allied health services 
Major health need in this area is more free allied health services, for 
example physio, dental, psychology, everything that isnôt available free 
to the low socio-economic region 

Indigenous attendance 
at GPs 

The major health need that needs to be addressed is to engage 
Aboriginal and Torres Strait Islander clients with attending GPs. 
 

Emergency childcare 
There is a lack of childcare for when a partner has to access medical 
treatment, particular if more than a few days. 
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Table 46: Summary of results from in-depth interviews with health and community professionals (Mental 
Health)  

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Services Increased access to Psychologists and Counsellors  
 

Youth A youth hospital facility for when young people have to be hospitalised 
with mental health issues. 
 
Access to psychology services in the region to refer young people - 
particularly to get assessments  

Mental health services Access to mental health services 
 

Counselling services More access to counselling services 
 

Halfway houses Halfway houses (supported accommodation for people who may be 
experiencing mental health issues or homelessness due to same.) 
 

Affordable allied health 
services 

Need for bulk billed allied health services and dental care services  
 

Mental health service 
criteria 

Widen the services, as there are people falling through the ógapsô 
because they donôt meet various service criteria. 
 

Psycho geriatricians Need for specialist services to work with the growing number of dementia 
patients and depressed older people. 
 

 
Table 47: Summary of results from in-depth interviews with health and community professionals 
(Chronic and complex care) 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Palliative care Improved funding packages (More flexibility and improved funding and 
funding periods)  

Dialysis Provision for three types of patients with dialysis: kidney failure, some 
other difficulties, other complications as well and they have to go to the 
hospital to have the dialysis because they might have a weak heart or 
something else, so something could go wrong with them while theyôre in 
the chair 
 

Cancer Improved cancer support services. 
 
A radiation centre based in the region would spare so many people the 
travel to Brisbane or Nambour for treatment. 
 

High care beds (Hervey 
Bay) 

Need for more high care beds in Hervey Bay, itôs a critical thing and this 
is the sort of issue that we see all the time 

Palliative care beds More palliative care beds are needed in Hervey Bay. 
 

Hospice A hospice where palliative care patients can be cared for is really 
needed in the region. 
 

Transport Coordinated transport system that can take elderly people to visit their 
loved ones, whether in Hervey bay or Maryborough. 

Gerontology services Need more- a palliative care specialist comes up for three days a month 
and this is not enough for the Fraser Coast population. 

Young disabled Need services to care for younger people who are too young for nursing 
homes, but cannot be cared for in their own home.  Many are sitting in 
hospital beds. 
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Table 48: Summary of results from in-depth interviews with health and community professionals (Child, 
youth and family) 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Maryborough Provision for maternity services from the hospital 
 

Dialysis Support for neonatal services with dialysis chairs 
 

Young people A lack of integrated services that address the complex needs of todayôs 
young people.  
 

Sexual health service A dedicated service is needed in Hervey Bay. Outreach service from 
Bundaberg is inadequate for the needs of both cities. 
 

 
Table 49: Summary of results from in-depth interviews with health and community professionals (Drug 
and alcohol) 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Detoxification A dedicated detoxification unit in the region 
 

Rehabilitation A rehabilitation centre for drug and alcohol 
 

Methadone programs In the whole region there is only one doctor working out of the 
Bundaberg Hospital on methadone treatment. 
 

Counselling services Specialist counselling services associated with generic drug and alcohol 
particularly for a more chronic user is a priority 
 

Housing  Greater housing availability that is affordable and appropriate. 
 

Integrated services More funding for complex case management. 
 
Improved integration of services to people with complex needs. 
 

Financial services Appropriate access to financial services for young people to access 
various services in order to combat their drug and alcohol issues. 
 

5.8 Combine d results  

In summary, combined responses from forums, surveys and in-depth interviews across 
various sectors of the community all confirmed a perceived lack of services throughout the 
region. This data also largely supported findings of the Literature Review.  
 
The lack of health services was clear across a range of areas, and added to this was the 
compounding affect of social disadvantage, particular for the aged on fixed incomes and 
people with mental illness and disabilities.  
 
In a region that has a population identified as demonstrating consistently and significantly 
the highest rates of social disadvantage in Queensland, the burden of cost by having to 
travel and/or find temporary accommodation due to lack of services,  further impacts on 
peopleôs ability to meet their health needs and obtain required support services. Even local 
transport throughout and within the region, and the availability of good quality, affordable 
housing locally were identified as greatly lacking and existing alongside poor health 
outcomes for the disadvantaged. 
 
Researchers also noted that although health and community professionals and the literature 
review all pointed to an appalling lack of drug and alcohol services in the region, there was a 
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significant lack of response in this area via the community survey.  There was also a lack of 
detailed response in the area of mental health from consumers, although many identified as 
having had mental illness in the last 12 months. 
 
Those responding to the survey readily identified physical ailments and services that they felt 
are required in the region, yet there was no request for improved and accessible psychiatric, 
psychological or drug and alcohol related services from people who filled out the surveys.  
 
The ósilenceô in these two key areas of health perhaps help to identify why these services are 
so under resourced- where those that suffer with these health issues do not typically choose 
to engage (perhaps are not typically able to engage ) in self advocacy for their conditions. 
This was further supported by the comment from one health professional interviewed who 
reflected that the expectations of many health and drug and alcohol clients is low, óOur 
people (clients) donôt complain because they have come to accept that they wonôt get it 
(specialised help)ô.           
 
It was also noted that a contingent of mental health patients chose to attend one of the 
public forums and represented their views as a group, supporting one another in telling their 
stories. 
 
Another general observation in relation to the actual survey was that all respondents (n-586) 
suggested that they waited no more than 6 months to access specialist services although 
this required them to travel to Brisbane for same. 
 
Given that many survey respondents identified that they possessed health cover or DVA 
Gold card this probably presents an inaccurate picture for the reality of the remainder of the 
population in the region who are health care card dependent.  The fact that a relatively high 
proportion of respondents with health care cards and access to private care also chose to 
respond to the survey, may also be an indication that this cohort are taking responsibility for 
their own health care to a greater degree than the general population. This may be because 
they can afford the private health care cover, or because their care is subsidised through 
Veteran Affairs.  
 
This particular aspect of self management in relation to health care was demonstrated by a 
couple, on fixed income who participated in the Low Cost Home Retirement Village forum.  
This couple disclosed that they had chosen to take our private health cover, even though it 
meant forfeiting other lifestyle options such as an annual holiday away, because they had 
come to value their health.  
 
As has been previously stated, this report was commissioned to concentrate specifically on 
the four areas of mental health, chronic and complex care, children, young people and 
families and drug and alcohol health amongst the populations of the North Burnett, 
Bundaberg and Fraser Coast regions. 
 
For the purposes of this section and completeness, the four key areas and other general 
areas of need are identified in this section of the report.  However, the final sections of the 
report 

¶ Discussion of Findings 

¶ Conclusion and  

¶ Recommendations  
will concentrate on the original four key health areas, the subject of this study. 
 
The combined needs identified across the region throughout all data collection methods and 
across all health areas are summarised in the tables 50-54. 
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Table 50: Summary of all needs identified across region from combined data sources (General)  

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Aged care Rehabilitation centre for the aged that people can easily and locally access.  
 

Dental care Affordable dental care with shortened waiting lists for those unable to afford 
private dentistry. 
 

Systems The need for the development of systems (including databases) that improve 
integrated health care across health specialists and also assisted in better 
data collection for analysis of health needs was identified by health 
professionals.  
 

GP services Affordable GP Services across the region, where bulk billing is practiced.  
 
Encouraging men to access regular checkups and take responsibility for 
greater health management. 
 
Women GPs are in short supply for people wanting to access these services. 
 
More affordable GP clinics throughout the region may also reduce the use of 
Emergency Departments throughout the region. 
 

Information on 
available services 

Awareness raising on services that are available throughout region is 
required, as some information gathered during this study indicated a lack of 
awareness amongst consumers as well as service providers of all the 
services that are available in the region. 
 

Waiting lists Continue to address very long waiting lists for care, as prolonged medical 
conditions, such as hip replacements and knees, detract from quality of life 
and can contribute to depression and other health issues, particularly for the 
aged. 
 

Indigenous 
attendance at GPs 

A major health need was seen to be to engage Aboriginal and Torres Strait 
Islander clients with attending GPs. 
 

Communication Service providers and survey respondents reported that communication could 
be improved between services (reducing need for patients to have to repeat 
histories).  This also related to the need for patients to feel that they were 
being listened to.  The 15 minute appointments for the aged was seen as 
problem for the elderly to feel listened to. 
 

Population growth Health service funding was seen to be lagging behind actual population 
growth in the region.  Many services were funded initially but no ógrowthô 
funding followed. 
 
The regional population set to continue to grow over the next 20 years at an 
above average Qld growth rate, particularly Hervey Bay and parts of the 
Bundaberg Regional Council area. 
 

Remoteness and 
health 

Across all areas of Australia, mortality is associated with socioeconomic 
disadvantage, workforce shortages and the percentage of people who are 
indigenous.  The North Burnett region is particularly vulnerable in all these 
areas of remote disadvantage. 
 

Staffing The region suffers from lack of availability and retention of allied health staff. 
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Table 51: Summary of all needs identified across region from combined data sources (Mental Health) 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Services 
The need for increased access to affordable Psychologists and Counsellors (bulk 
billed/other forms of subsidisation).  
 

Youth 

A specific youth hospital facility for when young people have to be hospitalised 
with mental health issues. 
 
Access to affordable psychology services in the region to refer young people - 
particularly to get assessments, to inform ongoing treatment.  
 

Mental health 
services 

Improved access to mental health services for a wide range of mental health 
needs, not just acute. 
 

Counselling 
services 

More access to affordable counselling services for the wider population across 
the whole region, not just in regional centres. 
 

Housing /Halfway 
houses 

Halfway houses (supported accommodation for people who may be experiencing 
mental health issues or homelessness due to same.) that have good quality care 
and support. 
Affordable, quality housing and/ or Public Housing as it is expensive to rent in the 
region. Poor housing options can exacerbate the health issues for the mentally 
ill, depressed and those with other forms of debilitating conditions.  
 

Affordable allied 
health services 

Need for bulk billed allied health services and dental care services for people 
with co-morbid conditions with mental health. 
 

Mental health 
service criteria 

Widen the services, as there are people falling through the ógapsô because they 
donôt meet the various, current service criteria. 
 

Psycho 
geriatricians 

Need for specialist services to work with the growing number of dementia 
patients and depressed older people. 
 

Indigenous 
The major contributor to the burden of disease in the Fraser Coast is mental 
health. 
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Table 52: Summary of all needs identified across region from combined data sources (chronic and 
complex care) 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Palliative care 

Improved funding packages (More flexibility and improved funding and 
funding periods) to care for the dying. 
 
More palliative care beds are needed in Hervey Bay, so that the aged in 
particular are able to stay connected to family and natural supports. 
 
A specialist palliative care hospice where patients can be specially cared 
for is a great need in this ageing region. 
 

Dialysis 

Provision for different types of patients with dialysis: those with  kidney 
failure who must attend a hospital to have the dialysis because they might 
have a weak heart or something else, so something could go wrong with 
them while theyôre in the chair; those who are able to undertake at home 
dialysis with support. 
 

Cancer 

Improved cancer support services. 
 
A radiation centre based in the region would spare so many people the 
travel to Brisbane or Nambour for treatment. 
 

High care beds (Hervey 
Bay) 

There is a need for more high care beds in Hervey Bay. 
  

Transport 

Coordinated transport system that can take elderly people to visit their 
loved ones, whether in Hervey Bay, Maryborough or Bundaberg. 
Improved affordable transportation for access to services particularly for 
the aged and those on low incomes was seen as a major need. 
 

Gerontology services 
Need more services - a palliative care specialist comes up for just three 
days a month and this is not enough for the Fraser Coast population. 
 

Young disabled 
Need services to care for younger people who are too young for nursing 
homes, but cannot be cared for in their own home.  Many are sitting in 
hospital beds with no alternatives. 

Carers 

The need to support carers is growing in the region as the population 
ages. Improved transport, access to a local palliative care hospice and 
affordable services would all greatly assist the carers of those with chronic 
illness living in the region.  
 

Indigenous health 
Mental health, cardiac disease, chronic respiratory disease, cancer and 
diabetes contributed to 62% of the burden of disease of Indigenous 
people of the Fraser Coast. 

Allied health services 

Major health need in this area is more free allied health services, for 
example physio, dental, psychology, everything that isnôt available free to 
the low socio-economic region.  People most suffering due to access to 
affordable services were those on low incomes, palliative care patients, 
people suffering with mental illness and drug and alcohol related 
problems were not being catered for within the health systems. 
 
Public system occupational therapists to assist the aged, palliative care 
patients, those with mental illness and disabilities was seen as a major 
need to assist those living with chronic conditions.  

Specialist services 
Ophthalmologists, Orthopaedic, Cardiologists, Oncologists, 
Gynaecologists, Paediatricians and Urologists were all identified as 
specialist services that people had to travel out of the region to access. 

Veterans 
Veterans are less likely than the general community to report being in very 
good or excellent health. 
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Table 53: Summary of all needs identified across region from combined data sources (child, youth and 
family) 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Case management 
Need for more holistic, case management approaches for clients and 
families. 
 

Neonatal Intensive Care 
Services 

Need for improved neonatal emergency retrieval and routine transport 
services across whole state. 
 

Indigenous 

Need for greater education and support for young  indigenous women 
during pregnancy, with an  emphasis on improved healthcare during 
pregnancy. 
  

Young people 
A lack of integrated services that address the complex needs of todayôs 
young people.  Need for a youth health specialist service in the regions.  
 

Sexual health service 

A dedicated service is needed in Hervey Bay. Outreach service from 
Bundaberg is inadequate for the needs of both regional cities due to 
increasing population size. 
 

Women and birth 
Need to monitor increase of caesarean sections being performed on 
women in hospital systems. 
 

Emergency childcare 

A lack of childcare for when a parent has to access medical treatment, 
particular if more than a few days, and in the case of mental illness or 
drug and alcohol clients. 
 

 
 
Table 54 Summary of all needs identified across region from combined data sources (drug and alcohol). 

ISSUE DESCRIPTION of SIGNIFICANT FINDINGS 

Detoxification 
A dedicated detoxification unit is a significant need in the region. 
 

Rehabilitation 

A residential rehabilitation centre for drug and alcohol related illnesses.  
Needs to consider the treatment of  young and  older people.  There are 
no residential rehabilitation services within 2.5-6 hours of the regions 
residents. 
 

Methadone programs 
In the whole region there is only one doctor working out of the Bundaberg 
Hospital on methadone treatment. 

Counselling services 

Specialist counselling services associated with generic drug and alcohol 
particularly for more chronic users, is a priority on the Fraser Coast and 
North Burnett, where there are no such services. 
 

ATODS  

Improved resourcing of the current ATODs services that continually 
operate with waiting lists and very limited support for patients who are 
eligible for their services. 
  

Housing  
Greater housing availability that is affordable and appropriate for people 
with complex health issues around drug and alcohol. 
 

Integrated services 

More funding for complex case management, in the area of drug and 
alcohol. 
 
Improved integration of services to people with complex needs. 

Indigenous 
Higher rates of smoking in rural communities and drinking at risky levels 
were issues for Indigenous communities. 

Prisoner health co-
morbidity factors 

Prisoners have significantly worse health, with generally higher levels of 
diseases, mental illness and illicit drug use than Australians overall. 
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These outcomes reflect the needs of a disadvantaged population confirm the results 
identified by Queensland health, GP links Wide Bay and other analyses previously cited (see 
section 2). 
 
The following discussion expands on the general findings of areas outside of the four key 
health areas that are specifically the subject of this report.  However the researchers have 
noted that, as with most health outcomes, these cannot be fully separated nor considered in 
isolation of any of the four key health areas either.  
 
Access to GPs and other Issues Related to GPs 
While most respondents stated they had their own GP, this was still raised as a perceived 
gap in the region and reflects findings noted by (The Australasian Medical Publishing 
Company Pty Limited 2008). 
 
Lack of easy access to GPs who will bulk bill, long waiting lists for beds in aged care 
facilities, hospitals and dental services were also raised by respondents as serious concerns 
as were lack of adequate health infrastructure in the region and lack of local access to renal 
dialysis.  
 
Some respondents identified that there are too many ógatekeepersô within the health system 
that excluded people from services. This reflects findings by services (The Australasian 
Medical Publishing Company Pty Limited 2008) indicating that people choose to attend ED 
at hospitals due to the poor access to GPs who will bulk bill. This has a flow on effect of 
further increasing waiting times at hospitals. As shown in international studies, lack of clear 
policy and guidelines for the public as well as health providers impacts on access levels to 
services which has meaning for local studies (Mott, Chau, Chan 2007). 
 
Impersonal Treatment at Health Services 
Many older participants identified that while they recognised that the health care staff are 
very busy, they stated that they felt devalued as people each time they presented to and 
interacted with the health sector for services. This feeling was compounded by the perceived 
lack of communication between providers in terms of sharing relevant information (medical 
history) leading to a need to continually repeat information to a number of people within the 
system. This was raised as an issue contributing to a sense of being devalued and 
presenting as a burden by health providers. This is a major concern as at times these people 
may delay seeking medical help so as not to further burden a busy health system. This in 
turn may lead to further co morbidities and complex health care breakdowns leading to 
admissions to hospital which may have in fact been avoidable. 
 
Lack of Access caused through Lack of Transportation   
At least half of the respondents in each group identified that transport to access health 
services is a problem for them and limits their ability to obtain same. This was especially 
evident in the under 20 yearôs age group and the over 80 yearôs age groups. Interestingly 
this has not previously been identified in any of the prior studies available to researchers in 
this study. Transport in the present study was identified as a major barrier to service access 
across all sectors and ages. 
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6.0 DISCUSSION OF FINDINGS 
 
The purpose of this research was to identify community perceptions around health care 
provision in the region. Specifically the researchers were asked to concentrate on the four 
key areas of mental health, chronic and complex care, mother, children and families and 
alcohol and drug services. 
 
Through an accompanying literature review, the research team also identified that there are 
a range of external environmental factors that impact the perceptions of health care 
provision of people living in the region as well as the capacity of the regionôs health and 
community care organisations and agencies to respond.  
 
Issues were classified by respondents as being gaps or resources and issues that impacted 
on access to services. However, these three were closely inter-related in the discussions 
both in forums and interviews.  
 

6.1 Major Environmental Factors Affecting Health Perceptions in the 

Region 

The major environmental factors affecting perceptions of health needs in the region include: 
 

¶ The region has a significantly higher ageing population than almost anywhere else in 
Australia.  

¶ Hervey Bay continues to attract significant numbers of retirees to its already higher 
than average ageing population base. 

¶ Bundaberg and Hervey Bay are continuing to grow at above average population 
rates for Australia adding to the already stretched health services in the region. 

¶ The region has some relatively small populations dispersed throughout its rural 
areas, which contribute to increased costs of providing services throughout the 
region. This can contribute to inequity of expenditure across the region, as services 
can see that it costs more per capita to service people in remote locations. These 
facts then contribute to the fact that people living in rural and remote areas tend to 
have higher levels of disease risk factors and illness than those in major cities. 

¶ Attracting and retaining health professionals to this region of Australia has proved 
difficult for health services. 

¶ Affordable and accessible transportation services are a key problem in the region, 
due largely to low population density and costs to provide public transport. 

¶ The Fraser Coast is home to a state run prison, and supporting prisoners and often 
their accompanying families places an extra burden on already stretched services, 
as prisoners have significantly worse health, higher levels of disease, mental illness 
and illicit drug use than Australians overall.    

¶ The region sits among some of the most socio-economically disadvantaged regions 
in Australia, including low education attainment and significantly lowers than average 
household income.   

¶ The distance to major centres (mainly Brisbane, but some services also in Nambour) 
where specialist health services can be accessed (travel time is between 2.5-6 hrs 
for people living in this region, one way). 

¶ The region has significantly higher rates than for Queensland in the areas of suicide, 
stroke, injury and poisoning, diabetes and coronary heart disease. 
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Socio Economic Disadvantage ïCorrelation with Health Status and Lack of Resources 
The major issues raised by all groups reflect the needs of a region of socio economic 
disadvantage (Australian Bureau of Statistics, Census of Population and Housing, 2006). 
Generally, findings within this study correlate with Queensland Health (2008) findings and 
continue to suggest that needs here are higher in this region in all key health areas than for 
the rest of Queensland. 
 
It also indicates an apparent lag in allocation of resources on the part of state and federal 
health and other government agencies to fund providers to address what have now become 
long standing issues for the region. 
 

6.2 Summary of the Major Issues in the Four Key Health Areas  

Consensus was noted between the findings from the three community forums, retirement 
village forum and the cross community surveys and qualitative and quantitative analysis 
findings from the in-depth interviews.  
 
In all, the community identified thirty seven (37) significant issues as being those most 
necessary to service their health needs in the four key health areas.   
 
The issues arising are listed above, under the four key health areas. (The additional 
óGeneralô section records those issues that arose repeatedly, although they were not within 
the study scope to examine.) 
 
Overall, many of the findings are reflective of major concerns raised by an earlier community 
forum held in the region in 2008, as well as other planning documents and previous reports 
undertaken for health service planning in the region. 
 
Many of the gaps in service identified are also consistent with state and federal government 
planning that has also recognised the need for improved health resources and services in 
the region. 
 
 
 
 
 
 
 
 
 
 
The health and associated needs identified in the course of this study were many and varied, 
but for the purposes of meeting the study scope, the four key health areas have driven the 
research analysis and findings.  
The following discussion concentrates on the four key health areas, across the different 
consultation methods. 
 

6.2 1 Chronic and complex care 
 
Access to Specialist services 
 It is evident that a minority of respondents are actually unaware of some existing local 
support services in the region such as some rehabilitation services. Perhaps the service 

Funding remains one of the greatest barriers to improved services in the region, 

and in many ways, as the populations in the region continue to grow this factor 

alone will continue to place pressure on governments as all levels to respond to the 

needs of the region.  
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provision in the region is not widely advertised or needs to be more easily accessible and 
more widely promoted by service providers in the region.  
 
Specifically, cardiologists, oncologists, paediatricians, ophthalmologists and orthopaedic 
surgeons and dental were the specialist gaps most frequently identified by participants as 
being the most difficult to access with long waiting lists and often requiring travel to Brisbane.  
Responses from the in-depth interviews closely reflected responses from focus groups and 
community forums as well as those of care providers. 
 
Access to local specialist services coupled with the burden of travel and cost reflect 
fulfilment of the findings by The Wide Bay Cluster Draft Planning Proposals 2008-2013 
(Australian Institute of Health and Welfare 2008) (Queensland Health 2008a).   
 
Lack of Rehabilitation Facilities for over 50ôs in Local Region 
Lack of support for those single people over 50 who returned home following surgery and 
had no family/spouse support available to them was identified as a major concern across the 
region as was no local access to a pain clinic for those experiencing chronic pain. This 
meant that once again people had to travel to Brisbane by train for treatment. This factor 
was not evident as an issue in any of the literature reviewed for this study and suggests an 
omission in planning for community support services by health councils and other key 
stakeholders in the region. If these services are not included in planning for the region then it 
behoves health services to provide more access, support and means for people to travel 
safely and appropriately to wherever the services are provided. 
 
Major Chronic Illnesses and the Ageing Population 
Major chronic illnesses/health issues identified by participants included diabetes, cancer, 
advanced cancer, renal dialysis, mental health issues, pregnancy related issues, child and 
youth mental health, anxiety and depression. These responses also continue to reflect 
findings presented by the Central Area Population Health Services about the region (2009). 
78% of carers identified that they too had a chronic medical condition which added a further 
burden to their already heavy load of caring for another. This is likely to impact as a 
significant factor for aged care in the not too distant future.  As couples age, pressure will 
continue to be placed on the need for respite and long term care services required in the 
region for both groups as carers become more frail themselves and also require higher 
interactions with the health services sector. Currently the infrastructure is not in place in the 
region to address this situation which only has the potential to worsen as the local population 
continues to increase and age.  
 
Rising Increase in Diabetes and related Illness 
As identified in the literature review the rates of Diabetes in the WBFC are higher than for 
the rest of Queensland indicating a greater need for enhanced access to educational support 
programs in the region (Diabetes Australia 2007) (The Australasian Medical Publishing 
Company Pty Limited A 2008).  
 
This issue did not emerge as a disproportionate response from participants but many 
participants stated they suffered from diabetes and many identified they were experiencing 
the associated complications of the disease. This may reflect the higher ages generally of 
the population in the region and lack of access to adequate primary health care services with 
very limited access to specialist dieticians within the public health sector. 
 

6.2.2 Children, youth and famili es 
Lack of Housing and Emergency Child Care 
The combined lack of housing and emergency child care facilities appears to be impacting 
on peopleôs ability in the region to access various services. Three other services that are 
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identified as being in need of supply in the region are rehabilitation for seniors, psychologists 
and more access to local counsellors. Due to low income levels, it appears that these 
services are not accessible to people in the region and many do not have the means to 
travel away to access the service or if they do long waiting lists add an extra burden. 
 
Lack of Integrated Support Services for Youth at Risk 
Lack of support services for at risk youth was identified frequently by participants in the in-
depth interviews highlighting another regional issue raised as being as a major gap. 
According to experiences of respondents it appears that patients with a history of abusing 
drugs, will be unable to access various existing services provided for drug and alcohol 
related issues unless these patients stopped the substance abuse. This has the potential to 
further isolate a particularly vulnerable group who may ultimately interact with the justice 
system before they are able to receive appropriate interventions to meet their specific needs. 
This is a social justice issue and reflects findings of the  Australian Bureau of Statistics, 
Census of Population and Housing, (2006) suggesting that those persons in the low index 
range i.e. low-income earners, people with relatively lower education attainment suffer from 
high unemployment and poor access to dwellings and are without motor vehicles. Low index 
values represent areas of most disadvantages such as in the WBFC region. Support 
facilities are needed that provide young people with 24 hour support to combat drug and 
alcohol issues locally rather than needing to leave the region or be overlooked and missing 
out on appropriate support locally. 
 
In addition, it was recognised that the services of the schools nurses were stretched and that 
there was a need to consider a dedicated sexual health service operating from Hervey Bay, 
rather than the outreach program that currently operated from Bundaberg. 
 
Neonatal care and womenôs health 
The issues of neonatal care and pregnant women were not particularly raised during this 
study, with gaps in information provision.  However, the literature review identified the need 
for improved neonatal emergency retrieval and routine support services as an issue across 
the whole of Queensland.   
 
The rate of the use of caesarean sections was also discussed in the literature as a cause for 
concern for the long term health of women, but not identified locally as an issue in the 
surveys or focus groups.   
 

6.2.3 Mental health  
Service providers as well as respondents with mental health issues identified repeatedly the 
need for an integrated approach to this widespread health issue.  Some segments of the 
mental health population cohort were on a treadmill of disadvantage- unable to find 
employment or hold down a job, but not presenting as acute patients, this largely unseen 
group find themselves with little income and limited options of support with living skills.  As a 
consequence many find themselves in housing amongst other people with similar complex 
needs, often contributing to difficult, existing living arrangements.  
 
A high need was identified for healthier, planned living environments for the mentally ill, 
particularly those with mental impairment and/or acquired brain injury. 
 
Often on a fixed income, the health issues for the mentally ill are further compounded due to 
lack of affordable transport options, poor diet and the subsequent health problems, lack of 
affordable allied health services and a high incidence of co-morbidity with drug and alcohol 
health problems. 
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There are also the specialised areas of Indigenous mental health and a desperate need for 
counsellors in the regions to address alarming self harm rates and significant rates of 
depression amongst the regions Indigenous population. 
 
Geriatric mental health was another highly specialised area of mental health care that is only 
just being recognised.  There is not one single geriatric mental health specialist based in the 
area, despite the high number of aged people across the region.  Depression is widespread 
amongst the aged, but often goes either unrecognised or unaddressed, particularly as 
physical disease is more easily recognised, diagnosed and treated than mental health 
problems in the elderly. 
 
Despite the good work recognised by services such as Headspace Fraser Coast, catering 
specifically for young people, it was recognised that this service is an early intervention 
service.  Suitable acute service facilities and ongoing services for young, chronic suffers of 
mental illness were seen to be lacking across the region.   
 

6.2.4 Drugs and alcohol 
Dual Diagnosis ïDrug and alcohol, and mental health issues  
Certain patterns emerging from in-depth interviews highlighted the close links between drug 
and alcohol issues, and mental illness. Similarly, mental illness was closely linked with 
housing problems. The problem appears to be compounded and the local services appear to 
be disconnected. 
 
The lack of services and the lack of options required to deliver a quality service to people 
with drug and alcohol problems was a common themes of discussion, particularly amongst 
service providers. 
 
Drug and alcohol addictions and the problems that often accompany these health issues 
were recognised and are well documented, as common problems for a large percentage of 
any population.  Although a variety of treatments have been successfully used across most 
western countries, including Australia, there remains a reluctance to recognise and provide 
the variety of supports to combat these issues. 
 
Local service providers are coping as best they can, but acknowledge that the resources 
they have simply cannot cope with the demand across the region.  Dedicated, controlled and 
medically supervised detoxification services are a high need but must be accompanied by 
ongoing support services for those who are choosing to undergo treatment.   
 
It is recognised that both the ATODs and Methadone programs are under ïresourced in the 
region.  It is also recognised that methadone is not a quality treatment for people wanting to 
rehabilitate from illicit drugs.  This treatment may stabilise the patientôs drug addiction, but it 
is substituting illicit drugs with subsidised alternate drug dependency.  Options for long term 
detoxification and a drug free lifestyle require ongoing counselling and support, which are 
not available throughout the whole region.  The Bridges mental health, drug and alcohol 
treatment service operating from Bundaberg offer patients a range of counselling and 
support services, but cannot offer any significant outreach services around the region due to 
limited funding.  It is also limited in the actual range of known treatments and services it 
could offer, again due to lack of resources, 
 
The residents of the North Burnett and the Fraser Coast regions would benefit greatly from 
services such as those offered by the Bundaberg based Bridges service, utilising evidence 
based practice, ands staffed with specialist drug and alcohol professional counsellors and 
Psychologists. 
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One of the services that people of the region see as critical is the need for a residential 
rehabilitation service for people who want to rehabilitate from drugs and/or alcohol.  There is 
a need for separate services for both young people (13-17) as well as adults (18+). In 
addition, these services need to integrate services for Indigenous clients as a high priority.   
 
In addition to these, the provision of counselling services applicable to mental health is not 
widely available in the region. No attempt was made to rank these in order of priority as 
these appear to be closely interdependent and directly related to each other and any ranking 
would therefore be artificial.  
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7.0 CONCLUSION 
 
The survey and interview data collected for the purposes of this study, provide information 
for health and community planners/service providers in the four (4) areas of concern that 
were identified in the research brief which are: 

¶ Mental health 

¶ Chronic and complex care 

¶ Mothers, children and families 

¶ Drug and alcohol addiction 
 
Participants in the research whether through written surveys, attendance at community 
forums or through individual interviews, all expressed a diversity of perceived gaps in 
services and identified some changes that they believe would improve the quality of 
healthcare in the region. 
 
Not all of these gaps and suggestions for change related to the four health areas that are the 
key subjects of this research.  However, the research team has presented all key themes 
that arose, where there was consistency across the consultation results. 
 
While responses were small in number in relation to the population of the region, these 
findings do identify a trend in responses and perceptions by the regionôs communities and do 
validate findings from earlier studies. This indicates the value of a study such as this to 
provide a single summary source of relevant information for all stakeholders to access in 
terms of planning and meeting the complex needs of communities.  
 
The statements by participants indicate that the region would benefit by an awareness 
program on various service provision and access schemes. It would be advantageous for 
regional health councils and key health care providers to collaborate and to replicate this 
study with more input from more of the key stakeholders in order to continue to build on this 
picture of the perceptions of need.  
 
It is important to include consumer perceptions especially as the Bundaberg Fraser Coast 
regions are expected to rapidly increase in population in the coming 15-20 years thereby 
increasing the need for specific health infrastructure to be put into place in order to prevent a 
crisis situation.  
 
Ultimately as people age their dependence on health services will increase. If the burden of 
cost associated with travel costs, disenfranchising families and inadequate access to local 
services, accommodation and transport are not planned and met, a negative reaction may 
occur in response and may reduce the attractiveness of the area as a place to settle 
permanently. 
 
In summary, thirty seven (37) significant gaps were identified by this study. The following 
recommendation summarises these service gaps.  These recommendations also identify 
how these gaps may be closed through planning for current and future services in the 
region.  
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7.1 Recommendations  

The following are the recommendations arising out of this study in the four key health theme 
areas; 
 
Mental Health 
 

1. Increase availability of affordable Psychologists and Counsellors throughout region. 
2. Develop a youth specific treatment centre for acute and ongoing mental health 

patients. 
3. Seek the re-introduction of subsidised psychology services for assessments. 
4. Expand the mental health service options to include non acute patients and address 
the needs of people who are ófalling through the gapsô. 

5. Expand fee counselling services into remote areas. 
6. Develop quality, affordable supported housing options for the mentally ill, recognising 

their special needs. 
7. Seek the introduction of ócare packagesô or bulk billing of a range of allied health 

services for those who can least afford these services. 
8. Develop a gerontology service for the region, including specialist services for mental 

health and dementia patients. 
9. Provide improved support to Indigenous mental health services, with an emphasis on 

culturally appropriate service delivery. 
 

Chronic and complex care 
 

1. Seek improved and more flexible funding packages for palliative care patients. 
2. Establish palliative care specialist services in the region, joined with other specialist 

gerontology services in particular. 
3. Develop a specialist palliative care hospice in the region, including accommodation 

options for carers and partners. 
4. Increase dialysis capability in region including supported home dialysis as well as 

increased chairs in hospitals, so that no dialysis patients have to travel further than 
Bundaberg or Hervey Bay. 

5. Continue to improve cancer treatments available in the region, including developing a 
radiation centre based in the region. 

6. Increase number of high care beds in Hervey Bay hospital 
7. Continue to investigate and seek funding for affordable, improved transport options 

for patients and their carers.  
8. Develop residential services specifically for younger people with disabilities and 

acute conditions that require full time care. 
9. Continue to promote and develop services for Indigenous populations in the region, 

concentrating on health areas of high need. 
10. Seek funding to develop affordable Allied health services for those on low and fixed 

incomes. 
11. Seek to attract funding and specialists to the region in the areas of Ophthalmology, 

Orthopaedics, Cardiology, Oncology, Gynaecology, Paediatrics and Urology (linked 
to a gerontology centre). 

12. Ensure that veteranôs needs, particularly in mental health, are being catered for. 
 
Children youth and families 
 

1. Establish improved integrated services across the region for family case 
management 

2. Seek improved neonatal emergency retrieval and routine transport options 
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3. Continue to increase resourcing for improved Indigenous ante natal and post natal 
care 

4. Develop a centre for young peopleôs health services, in partnership with existing 
services in the region. 

5. Seek resources to establish a sexual health services on the Fraser Coast, replacing 
the óoutreachô service from Bundaberg 

6. Investigate and improve maternity support services, seeking to reduce the number of 
caesarean sections undertaken across the region. 

7. Investigate options for medium to long term childcare for parents needing to access 
medical treatment. 

 
Drug and alcohol  
 

1. Seek funding to develop a dedicated detoxification service in the region, with ongoing 
follow up care and support for patients. 

2. Seek funding for residential rehabilitation centre services for the region.  The areas of 
13-17 and adults will require separate services that may share professional 
resources. 

3. Investigate improved Methadone program access, with improved support services for 
patients 

4. See increased specialist drug and alcohol counselling services across the region, 
with particular attention to remote location service delivery. 

5. Review ATOD services and increase resources for program expansion of services. 
6. Support improved supported housing options for people experiencing drug and 

alcohol problems. Provide a range of supported options for different patient needs. 
7.  Increase services and funding across the region to provide improved, integrated 

service options for patients, many who present with complex needs. 
8. Provide increased specialist support and options for Indigenous communities 

throughout the region in relation to drug and alcohol conditions. 
9. Recognise and provide assistance for the health needs of prisoners, including 

ongoing support for drug and alcohol conditions upon exiting prison. 
 
Each of these recommendations were identified within and between respondents as being of 
a high priority locally, as part of the health service needs required to address current 
perceived gaps in the North Burnett-Bundaberg-Fraser Coast region.  
 
This study has not focussed particularly on future needs of the region in terms of 
infrastructure or funding support,  rather participants were reacting and responding to current 
situations affecting them locally at this point in time.  
 
These results do indicate via the triangular data collection, that gaps that were evident in 
health care provision as early as 2000, have not yet been adequately addressed.  
Respondents expressed frustration at not being able to adequately address their personal 
health needs or the needs of those they care for, in this region. . 
 
In some cases, respondents to the surveys even failed to identify health issues that are well 
documented national and state issues, and this also was a cause for some concern around 
community health education. 
 
The need to examine the literature, including previous planning studies and the consultation 
methodologies used in this study, all combine to present a range of generally consistent 
findings for health needs across the South Burnett, Bundaberg and Fraser Coast region. 
  



 
 

94 
 

REFERENCES 
 

ABS. 2007, National Survey of mental health and wellbeing: Summary of results, 2007, Cat. 
No. 4326.0, Australian Bureau of Statistics. Canberra. 
 
Armitage, S et al. 1998, 'Consumer-oriented outcomes in discharge planning: a pilot study', 
Journal of Clinical Nursing, vol. 7, pp. 67-74. 
 
Australian Bureau of Statistics, A 2008, National Survey of mental health and wellbeing: 
Summary of results, 2007, Cat. No. 4326.0, Australian Bureau of Statistics. Canberra. 
 
Australian Institute of Health and Welfare 2008, 2007 National Drug Strategy Household 
Survey: detailed findings. AIHW, Canberra. 
 
Australian Institute of Health and Welfare, A 2009, Measuring the social and emotional 
wellbeing of Aboriginal and Torres Strait Islander peoples., Aboriginal and Torres Strait 
Islander Program Evaluation and Capacity Building Unit., Canberra. 
 
Bird, S et al. 2007, 'Integrated care facilitation for older persons with complex health care 
needs reduces hospital demand.' Australian Health Review, vol. 31, no. 3, pp. 451-61. 
 
Brand, C et al. 2007, 'Chronic Disease management: time for consultant physicians to take 
more leadership in system redesign', Internal Medicine Journal, pp. 653-9. 
 
Britt, Het al. 2009, General practice in Australia, health priorities and policies1998 to 2008, 
Australian Institute of Health and Welfare, Canberra. 
 
Department of Health and Ageing 2007, Summary of twelve years of reform in Australiaôs 
mental health services under the National Mental Health Strategy 1993-2005, Dept. Health 
and Ageing website publications, Department of health and Ageing,. 
 
Elliott, D et al. 2004, 'Observational designs and methods', in Z Schneider et al. (eds), 
Nursing Research methods, critical appraisal and utilisation, 2nd edn, Mosby, Sydney. 
 
Epstein, Met al. 1998, 'Preadmission Psychosocial screening of older orthopedic surgery 
patients: evaluation of a social work service.' Social Work in Health Care, vol. 27, pp. 1-25. 
 
Fraser Coast Health Service District 2007, Annual Report, Queensland Health, Hervey Bay. 
 
Fuller, Jet al. 2001, 'Use of community health needs assessment for regional planning in 
country South Australia', Australian Journal of Rural Health, vol. 9, pp. 12-7. 
 
Goeman, D et al. 2007, 'Optimal Management of Asthma in Elderly Patients-strategies to 
improve adherence to recommended interventions', Drugs Aging, vol. 24, no. 5, pp. 381-94. 
 
Goss, K 2007, 'Youth Monitor- a roundup of recent press reports on youth issues.' Youth 
Studies Australia, vol. 26, no. 2, pp. 3-9. 
 
Grau, L et al. 1986, 'Co-morbidity and length of stay: a case study', Nursing and Health, vol. 
7, pp. 426-30. 
 
Harper, C 2009, The Health of Queenslanders 2008: Prevention of Chronic Disease. Second 
Report of the Chief Health Officer Queensland, Queensland Health. , Queensland Health, 
Brisbane. 



 
 

95 
 

 
Hegarty, M 2007, MPsô allowance increased again today ï SEQ cancer patients stay the 
same for 20 years Cancer Queensland, Brisbane, July 1, 2007, Media release. 
 
Kelly, A et al. 2000, 'Factors associated with recurrent hospitalization in chronically ill 
children and adolescents.' Journal of Paediatric Health, vol. 36, pp. 13-8. 
 
Koch, T et al. 2004, 'Chronic illness self management: Locating the 'self'', Journal of 
Advanced Nursing, vol. 48, no. 5, pp. 484-92. 
 
Marmot, M 2010, Fair Society, Healthy Lives, Global Health Equity Group UCL Research 
Department of epidemiology and Public Health., London. 
 
Mor, V et al. 1987, 'An examination of the concrete service needs of advanced cancer 
patients', Journal of Psychosocial Oncology, vol. 5, pp. 1-17. 
 
Norton, B 2010, ACAT Waiting Times, Queensland Health Media release edn, Bundaberg 
News mail, Bundaberg, April 23, 2010. 
 
Office of Economic and Statistical Research (OESR) 2008, Queensland Regional Profiles-
Wide Bay-Burnett Statistical Division Regional Profile: Wide Bay-Burnett Statistical Division 
Office of Economic and Statistical Research (OESR). 
 
Parliamentary Diabetes Support Group et al. 2007, Report of the Diabetes Futures Forum 
held in Parliament House Canberra, Australian Government, Canberra. 
 
Plint, G 2008, Fraser Coast/ Wide Bay Integrated Mental Health service Cluster Model of 
Service Delivery, Fraser Coast / Wide Bay Integrated Mental Health Services, Maryborough. 
 
Queensland Health 2008a, Quarterly public hospitals performance report September 2008, 
Queensland Government, Brisbane. 
 
Queensland Health 2008b, Queensland Health Annual Report 2007-08, Queensland 
Government, Brisbane. 
 
Queensland Health 2008c, Statewide Neonatal Intensive Care Services Project (2006) 
Summary Report to the Minister, Queensland Government, Brisbane. 
 
Queensland Health 2008d, Wide Bay Cluster Draft Planning Proposals 2008-2013, 
Bundaberg. 
 
Queensland Health 2009a, Bowel cancer screening program should not be overlooked, 
Queensland Health, Brisbane. 
 
Queensland Health 2009b, Self-Reported Health Status: 
Sunshine Coast ï Wide Bay Health Service District, Queensland Health, Brisbane. 
 
Richardson, Set al. 2007, 'Following the patient journey: older persons experiences of 
emergency departments and discharge', Accident and emergency nursing, vol. 15, pp. 134-
40. 
 
Roberts, C et al. 1989, Nursing Research: A Qualitative and Quantitative Approach, Jones & 
Bartlett, London. 
 



 
 

96 
 

Russell, L 2009, An update on mental health issues including an analysis of 2009-2010 
mental health budgets from the commonwealth and state and territory governments, 
Menzies Centre for Health Policy, Canberra. 
 
Service., GDPH 2009, Galangoor Primary Health Service Information booklet, Bundaberg. 
 
Swann, C et al. 2009, Health systems and health-related behaviour change: a review of 
primary and secondary evidence. Centre for Public Health Excellence, National Institute for 
Health and Clinical Excellence, Copenhagen, Denmark. . 
 
Taylor, K et al. 2003, 'A prospective study of patient identified unmet activity of daily living 
needs among cancer patients at a comprehensive cancer care centre', Australian 
Occupational Therapy Journal, vol. 50, pp. 79-85. 
 
The Australasian Medical Publishing Company Pty Limited, A 2008, Data, Queensland 
Government, Brisbane. 
 
The State of Queensland, QT 2010, Queensland Regional Profiles-North Burnett-
Bundaberg-Fraser Coast Region. 
 
Verbrugge, L et al. 1995, 'Seven chronic conditions; their impact on US adults' activity levels 
and use of medical services.' Journal of Public Health, vol. 85, pp. 173-82. 
 
Way, R 2008, 'Learning from older people who use urgent care services', emergency nurse, 
vol. 16, no. 2, pp. 20-2. 
 
Wide Bay Division of General Practice, W 2005, Population Health Profile of the Wide Bay 
Division of GPs 2005, Wide Bay Division of General Practice, Bundaberg. 
 
Williams, A et al. 2002, 'Issues concerning the on-going care of patients with co-morbidities 
in acute care and post-discharge in Australia: a literature review.' Journal of Advanced 
Nursing, vol. 40, no. 2, pp. 131-40. 
 
Wilson, N et al. 2009, A critical review of interventions to redress the inequitable distribution 
of healthcare professionals to rural and remote areas., © NW Wilson, ID Couper, E De Vries, 
S Reid, T Fish, BJ Marais, 2009. A licence to publish this material has been given to ARHEN 
1445-6354, <http://www.rrh.org.au> 
 
  



 
 

97 
 

APPENDICES 
APPENDIX i 

 



 
 

98 
 

 
 
 

 



 
 

99 
 

  



 
 

100 
 

 
  



 
 

101 
 

 



 
 

102 
 

 
  



 
 

103 
 

  



 
 

104 
 

 



 
 

105 
 

 
  



 
 

106 
 

 

 

 



 
 

107 
 

 



 
 

108 
 

 
  



 
 

109 
 

 



 
 

110 
 

 
  



 
 

111 
 

APPENDIX ii              

 
QUANTITATIVE DATA SURVEY RESULTS 
Survey 1 ï About myself (n = 583) 

Q# Question Responses Detail Other answers # % 

1 Year of birth 568     

   90+  2 0.35 

   81-90  33 5.81 

   71-80  88 15.49 

   61-70  133 23.42 

   51-60  106 18.66 

   41-50  86 15.14 

   31-40  68 11.97 

   21-30  36 6.34 

   <21  16 2.82 

       

2 Sex 563 Male  157 27.89 

   Female  406 72.11 

       

3 ATSI 543 Yes  33 6.08 

   No  510 93.92 

       

4 Cards 118 no No reply  118 20.24 

  465 yes Gold  13 2.23 

   Health  231 39.62 

   Other concession  147 25.21 

   Private  175 30.02 

   Other  50 8.58 

4.1  50  Aged pension care 4 8.00 

    Aged pension 26 52.00 

    Carers 1 2.00 

    Comm. Seniors Health 3 6.00 

    Disability pension 6 12.00 

    Seniors card 12 24.00 

       

5 Marital status 536 Single  153 28.54 

   Single + kids  30 5.60 

   Married/de facto  253 47.20 

   Married/df + kids  100 18.66 

       

6 Live alone 549 Yes  124 22.59 

   No  425 77.41 

       

7 Town of residence 553 Bagara  19 3.44 

   Biggenden  1 0.18 

   Bundaberg  97 17.54 

   Burrum Heads  2 0.36 

   Childers  4 0.72 

   Eidsvold  8 1.45 

   Elliot Heads  5 0.90 

   Gayndah  2 0.36 

   Gin Gin  18 3.25 

   Hervey Bay  184 33.27 

   Howard  8 1.45 

   Maryborough  140 25.32 

   Monto  15 2.71 

   Mundubbera  16 2.89 

   Tiaro  11 1.99 

   Woodgate  0 0.00 

   Other  23 4.16 

  23  Agnes Waters 1 4.35 

    Bauple 4 17.39 
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Q# Question Responses Detail Other answers # % 

    Branyan 1 4.35 

    Burnett Heads 3 13.04 

    Moore Park 2 8.70 

    Morgan 1 4.35 

    Mount Perrt 4 17.39 

    Mulgildis 1 4.35 

    Rosedale 1 4.35 

    Toogoom 1 4.35 

    Torbanlea 1 4.35 

    Wallaville 1 4.35 

    Wulaidie 1 4.35 

       

8 Post office 561 <1  94 16.76 

   1-2  161 28.70 

   3-5  156 27.81 

   6-10  70 12.48 

   11-20  51 9.09 

   20+  29 5.17 

       

9 Accommodation 560 Crisis  5 0.89 

   No fixed  0 0.00 

   Own home 10 in retirement village* 361 64.46 

   Rental  128 22.86 

   Temporary  8 1.43 

   Nursing home  0 0.00 

   Retirement Village 10 owned* 33 5.89 

   Caravan Park  2 0.36 

   With Grown Kids  7 1.25 

   With Parents  21 3.75 

   Other  23 4.11 

  23  Boarding 1 4.35 

    Boat 4 17.39 

    Caravan 2 8.70 

    Community housing 2 8.70 

    Farm 2 8.70 

    Granny flat 1 4.35 

    Housing Dept/com. 4 17.39 

    Gov. Housing 2 8.70 

    With family/friend 4 17.39 

       

10 Language 544 English  536 98.53 

   Other  8 1.47 

    Fijian 1  

    French 1  

    German 2  

    Hindi 1  

    Japanese 1  

    Swedish 1  

    Not specified 1  

       

11 Transport 537 No  448 83.43 

   Yes  89 16.57 

       

12 Why 86 Donôt own car  38 44.19 

   Need a taxi  16 18.60 

   Rely on friends  36 41.86 

   No license  32 37.21 

   No access to Public  22 25.58 

   Other reasons  17 19.77 

  17  St John transport 1 5.88 

    Age of husband 1 5.88 

    Walk and/or bike 2 11.76 

    License cancelled 2 11.76 
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Q# Question Responses Detail Other answers # % 

    Ill health  4 23.53 

    Cost of fuel 2 11.76 

    Only have Learners 1 5.88 

    Infrequent buses  2 11.76 

       

13 Needed access 535 No  71 13.27 

   Yes  465 86.92 

       

14  Chronic illness 517 No  329 63.64 

   Yes  188 36.36 

       

15 Health issues 426 Depression  94 22.07 

   Knee  71 16.67 

   Heart  70 16.43 

   Asthma  64 15.02 

   Diabetes  59 13.85 

   Mental health  50 11.74 

   Obesity  47 11.03 

   Hip  40 9.39 

   Cancer  36 8.45 

   Kidneys  27 6.34 

   Lungs  27 6.34 

   Childbirth  24 5.63 

   Liver  15 3.52 

   Substance  5 1.17 

   Other  186 43.66 

   Other issues 227 from 186 people   

    Gyneacological 23 12.37 

    Back 17 9.14 

    High blood pressure 16 8.60 

    Arthritis 11 5.91 

    Spine 10 5.38 

    Osteoporosis 8 4.30 

    Eyesight 6 3.23 

    Thyroid 6 3.23 

    Other not specified 6 3.23 

    CFS / fibromyalgia 5 2.69 

    Epilepsy 5 2.69 

    Dental 4 2.15 

    Gallbladder 4 2.15 

    Shoulder 4 2.15 

    Hearing 3 1.61 

    Lupus 3 1.61 

    Rheumatoid arthritis 3 1.61 

    Allergies 2 1.08 

    Bowel 2 1.08 

    Crohnôs disease 2 1.08 

    Diverticulitis 2 1.08 

    IBS 2 1.08 

    Intellectual 2 1.08 

    Leukaemia 2 1.08 

    Migraines 2 1.08 

    Miscarriage 2 1.08 

    Neck injury 2 1.08 

    Osteoarthritis 2 1.08 

    Pinched nerve spine 2 1.08 

    Prostate  2 1.08 

    Psoriasis 2 1.08 

    Skin cancers 2 1.08 

    Stomach problem 2 1.08 

    Womenôs health 2 1.08 

    Abscess 1 0.54 

    Accident 1 0.54 
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Q# Question Responses Detail Other answers # % 

    Addisonôs disease 1 0.54 

    Anaemia 1 0.54 

    Aneurysm 1 0.54 

    Anorexia nervosa 1 0.54 

    Anxiety 1 0.54 

    Bcc 1 0.54 

    Bladder 1 0.54 

    Bleed on brain 1 0.54 

    Broken wrist 1 0.54 

    Bronchitis 1 0.54 

    CV oedema 1 0.54 

    Cataract surgery 1 0.54 

    Hysterectomy 1 0.54 

    Celiac disease 1 0.54 

    Colon  problems 1 0.54 

    Degenerative disc 1 0.54 

    De-gloved foot 1 0.54 

    Dengue 1 0.54 

    Diarrhea 1 0.54 

    DVT 1 0.54 

    Feet 1 0.54 

    Femoral artery 1 0.54 

    Finger joint  1 0.54 

    Fistula  stoma 1 0.54 

    Flu 1 0.54 

    Food poisoning 1 0.54 

    Fractured ankle 1 0.54 

    Gastric reflux 1 0.54 

    General cold 1 0.54 

    Glaucoma 1 0.54 

    Gout 1 0.54 

    Graves 1 0.54 

    Gum infection 1 0.54 

    Heart 1 0.54 

    Hernia 1 0.54 

    High cholesterol 1 0.54 

    Hip 1 0.54 

    Hypertension  1 0.54 

    Idiopathic intracranial  1 0.54 

    Incontinence 1 0.54 

    Malaria 1 0.54 

    Melanoma 1 0.54 

    Menopause   1 0.54 

    Mouth 1 0.54 

    Multiple sclerosis 1 0.54 

    Muscular pains 1 0.54 

    Neuromuscular 1 0.54 

    Orthopaedic 1 0.54 

    Ovarian cancer  1 0.54 

    Pap smears abnormal 1 0.54 

    Parastomal hernia 1 0.54 

    Polymyalgia rheum. 1 0.54 

    Prolapse 1 0.54 

    Promyelocytic 1 0.54 

    Riarturitis 1 0.54 

    Ross river 1 0.54 

    Rotor cuff repair  1 0.54 

    Ruptured Achilles 1 0.54 

    Sleep apnoea 1 0.54 

    Sponoalitis 1 0.54 

    Stonefish sting to foot 1 0.54 

    Stress 1 0.54 

    Stroke victim 1 0.54 










































