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Executive summary 
The Northern Australia Health Service Delivery Situational Analysis (“Situational Analysis”) is an initiative of 
the Cooperative Research Centre for Developing Northern Australia (CRCNA), which was established by the 
Australian Government in 2017 as a core element of the Government’s northern Australian agenda. The 
Situational Analysis aims to identify strategic long-term development and growth opportunities for the health 
sector in northern Australia, towards a goal of improving the health and prosperity of northern Australian 
communities.  

The draft Situational Analysis includes a synthesis of a vast and diverse range of grey literature (including 
strategic plans, policy and annual reports) and peer-reviewed literature. The 298 included papers were 
analysed using a classification based on the six World Health Organisation (WHO) health system “building 
blocks”: Leadership & Governance; Planning & Health Information Systems; Health Workforce; Essential 
Medicines & Technologies; Financing; and Service Delivery; supplemented by the frequently added category 
of Community Engagement.  

The dominant focus in the peer-reviewed literature is on improving access of rurally-based patients to 
specialist and other health services, with the grey literature focussed predominantly on non-communicable 
disease planning and services. Within the literature, a mismatch was identified between stated commitments 
to act on social determinants of health at a strategic planning level, and translation of strategic intent into 
operational capacity and funded action. There was limited literature addressing priorities around social and 
emotional wellbeing, ageing and disability services. Key challenges identified in the literature include health 
workforce recruitment and retention in rural and remote areas, funding models rewarding occasions of service 
rather than prevention, gaps in culturally-appropriate care, and often limited inclusion of community 
preferences in planning of health service models. The strengths of the Aboriginal Community Controlled 
Health Service model of community governance and comprehensive primary health care were strongly 
emphasised, along with some challenges facing the sector. 

Analysis of Asia Pacific region demand and northern Australian export capability demonstrates potential for 
cross-institutional partnerships between northern Australia and neighbouring countries focussed on 
improving health. Northern Australian health export opportunities can be considered in three categories: 
education and health services; knowledge transfer and exchange; and export of new therapeutics and 
technologies. The SWOT analysis highlights the important and unique strengths of the northern Australian 
health system in rural and remote health care delivery and workforce development, but also the challenges 
and opportunities relating to workforce recruitment and retention, and health service financing models that 
should incentivise outcomes rather than volume of services. Research currently being undertaken in the 
north is addressing many of the key issues but more resourcing is needed for locally-driven research 
focussed on the key health systems challenges and priorities. An initial costing study undertaken as part of 
this project highlights the potential for targeted investments in community-led primary healthcare to 
improve health outcomes and reduce health system costs in the north. 

Key emerging priorities include the need to:  

• Establish a durable cross-jurisdictional (Western Australia-Northern Territory-Queensland) network 
to drive forward shared health service policy and workforce priorities; 

• Improve recruitment, training and support for Indigenous health workforce across the north; 
• Develop models of care to support accessibility, acceptability and quality of telehealth services 

across a broad range of medical, psychological and allied health needs to address the burden of 
disease in the north; 

• Conduct systematic implementation of placed-based health service and workforce planning; 
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• Investigate options to address gaps in data and information essential for health systems planning 
and resourcing in the north; and 

• Access funding for health systems and workforce research and research capacity-building in 
northern Australia led by northern-based researchers and institutions.  

1. Introduction 
1.1 Project background and aims 

Northern Australia is a vast region of three million square kilometres which incorporates the Northern 
Territory and the northern parts of Queensland and Western Australia above the Tropic of Capricorn 
(Commonwealth of Australia, 2018). Within the region, healthcare and social assistance is the largest 
industry area, employing 13 per cent of the region’s 1.3 million people (Commonwealth of Australia, 2018). 
Health care delivery within the northern Australian context is challenged by long distances between 
population centres, persistent health workforce shortages and high turnover rates in some professions. The 
region’s tropical climate (including both wet and dry tropics), exposure to extreme weather events and 
proximity to Pacific Island nations and Asia shape a healthcare and health workforce development context 
that involves managing tropical infectious disease risks and relationships with neighbouring countries.  

Despite commonalities between the three northern jurisdictions in experiences of health care delivery and 
workforce planning, these functions are often siloed. The varying ad hoc relationships and ways of working 
between service providers and other health system stakeholders across the north sometimes hamper 
opportunities to jointly and systematically identify cross-jurisdictional health systems issues and areas of 
development potential. Historical initiatives such as the Greater Northern Australian Regional Training 
Network (GNARTN) have demonstrated the benefits of formalising collaborative networks across the north 
in health care and workforce development (GNARTN, 2014). In the 2015 White Paper on Developing 
Northern Australia, the Australian Government similarly recognised the importance of a northern Australian 
approach to health sector development by including “healthcare” as one of the five industry pillars 
underpinning development in the north (Commonwealth of Australia, 2015). The industry pillars represent 
areas of endeavour seen as fundamental to both the wellbeing of people living in the north and broader 
economic prosperity (Commonwealth of Australia, 2015).  

This Northern Australia Health Service Delivery Situational Analysis (“Situational Analysis”) is an initiative of 
the Cooperative Research Centre for Northern Australia (CRCNA), which was established by the Australian 
Government in 2017 as a core element of the Government’s agenda for developing the north. With a budget 
of $75 million over ten years, the CRCNA brings together industry, research organisations and the three 
northern jurisdictions to identify and resource developmental opportunities in key industry areas including 
food, agriculture and health (CRCNA, 2019). The Situational Analysis involves the production of a health-
sector-focussed report that identifies the key challenges and opportunities facing the northern Australian 
health service delivery sector and health workforce and puts forward strategic development priorities for 
future investment. The ultimate goal of the project is to improve the health and prosperity of northern 
Australian communities through identifying strategic long-term development and growth opportunities for 
the sector. 

Following a phased process involving desktop review, synthesis and stakeholder consultation over six months 
from August 2019, the final outputs of the project will be reported with recommendations on priority areas 
for action, opportunities for collaboration and policy and sector-specific briefings. This report, along with other 
summary outputs, will provide a foundation for health sector collaboration, advocacy, funding and policy 
development. The project consists of two stages:  
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Stage 1: Production of a draft situational analysis report, incorporating: a scoping review of 
publications, policy documents and reports; analysis of health sector export and demand 
opportunities; analysis of government-partnered workforce and research projects; and a cost-benefit 
analysis of development scenarios; and  

Stage 2:  Discussion and engagement with stakeholders across northern Australia to refine the draft 
report and inform the development of a policy action plan, with final outputs due in February/March 
2020. 

Contracted project participants comprise: 

• James Cook University (project leader) 
• Northern Territory Top End Health Service 
• University of Western Australia Rural Clinical School 
• Hospital and Health Services in northern Queensland through the Tropical Australian Academic Health 

Centre. 

These consortium partners are working closely with state and territory government departments and health 
services, Aboriginal Community Controlled Health Services and other health and community stakeholder 
groups using a collaborative scoping and problem-solving approach to deliver the project objectives. Three 
jurisdictional advisory groups have been established involving broad and flexible representation from 
northern-based organisations and individuals to discuss and advise on project plans and outputs. To facilitate 
readability, the reference list for this report is offered as a separate document as Appendix 1 to this report. A 
more detailed overview of the literature review methods and findings is also offered as a separate document. 

1.2 Health system context 

1.2.1 Population  

The majority of the 1.3 million people in northern Australia live in the coastal towns and cities of Mackay, 
Townsville, Cairns and Darwin (Commonwealth of Australia 2015). With around 40 per cent of the northern 
Australian population living in rural or remote areas outside of major population centres1 (ABS, 2017), 
healthcare in northern Australia involves managing comparatively higher rates of chronic disease and injury 
(AIHW, 2018d). Around 170,000 Indigenous Australians live across the north, representing approximately 15 
per cent of the northern Australian population and 30 per cent of all Indigenous Australians (Commonwealth 
of Australia, 2015). There are over 200 distinct Indigenous communities across the region, with Native Title 
existing in multiple northern locations (Commonwealth of Australia, 2019).  

Between 2004 and 2014, the population of northern Australia grew by two per cent, which was higher than 
the national rate for that period (1.7 per cent) (Commonwealth of Australia, 2015). On current growth 
trajectories, populations across the north will be increasingly urban and coastal with the Queensland regions 
set to have the largest populations by 2050 (Cummings Economics, 2015). Overall, the highest growth rates 
are in the coastal cities and towns, with some regions facing population declines. For example, 
approximately half the commissioning localities in the Western Queensland Primary Health Care Network 
catchment expect a decrease in population by 2036 (PHN Western Queensland 2018).  The effects of 
changing climate in terms of drought and extreme weather events are also felt most acutely in the north 
(NESP, 2019). Industries such as mining that require fly-in-fly-out or drive-in-drive-out work employ many 
northern Australians and thus also contribute to shaping health and health workforce needs in the north.  

                                                             
1 Cities and towns with 8,000 people or more 
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1.2.2 Disease burden and health workforce capacity 

Epidemiological and health service data from Primary Health Care Networks (PHNs) indicate a higher disease 
burden and risk profile in northern Australia compared to the rest of Australia. The PHNs in northern 
Australia report rates of potentially preventable hospitalisations of between 3000 and 6000 per 100,000 
people, well above the Australian average of around 2500 (AIHW, 2018a). The northern PHNs also report 
lower life expectancies at birth than the Australian average of 82.5 years in 2014-16, with both Western 
Queensland and the Northern Territory reporting the lowest life expectancies in the country of 78.1 and 77.1 
years respectively (reported life expectancy in Northern Queensland is 81.2; and 81.0 in Country Western 
Australia, which includes vast regions outside of the north) (AIHW, 2018b). The northern PHNs also report 
higher rates of potentially avoidable deaths as well as hospitalisation from intentional self-harm, with the 
Northern Territory PHN reporting the highest rates in the country (AIHW, 2018c). Figure 1 shows the higher 
rates of potentially avoidable deaths for all four northern PHNs compared with the national rate. The 
Northern Territory and Western Queensland PHNs report the highest rates at 218 and 188 per 100,000 
respectively.  

Across Australia, Indigenous Australians living in the north have worse health outcomes than the non-
Indigenous population, with the health disparity increasing with age and remoteness (AHMAC, 2017). In the 
Northern Territory, rapid life expectancy gains among Aboriginal people are reported in the period from 
1967-1984, but these gains plateaued from the mid-1980s as non-communicable diseases became more 
prevalent (Georges et al, 2017).  

Figure 1: Number of potentially avoidable deaths per 100,000 (age-standardised), highlighting the four northern PHN 
regions in blue (source: AIHW, 2018c) 

 

The northern Australian PHNs report rates of age-standardised daily smoking above the Australian average 
of 14.7 per cent, with the Northern Queensland PHN reporting the highest rate of 20.2 per cent in 2014-15 
(the daily smoking rate in Northern Territory in the same period was 19.9 per cent; and in Country Western 
Australia 18.9 per cent)2 (AIHW, 2018c). The northern PHNs also report obesity rates (age-standardised) 
above the Australian rate, with the Northern Queensland PHN reporting the highest rate in the country of 
37.7 per cent of the population in 2014-15 compared to a national average of 27.5 per cent (obesity rates in 
Country Western Australia and Northern Territory were 30.2, 29.8 respectively) (AIHW, 2018c). 
Encouragingly, two of the four northern Australian PHNs (Western Queensland and Northern Queensland) 

                                                             
2 Note that data on smoking and obesity rates were not reported for the Western Queensland PHN. 
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report higher rates of child immunisation than the national rate. The same two PHNs also report higher 
breast screening rates than the national rate, with Northern Queensland reporting the highest coverage in 
the country (AIHW 2018e). 

Health professionals working in rural and remote parts of northern Australia work across vast distances and 
manage complex co-morbidities (Qld DOH 2017). An adequate supply of health professionals across multiple 
disciplines is required to address the higher disease burden in the north. However, ongoing workforce 
shortages are reported, particularly in rural and remote parts of the region and there are real challenges in 
recruiting and retaining an Aboriginal and Torres Strait Islander health workforce. Data on workforce 
numbers and trends in northern Australia are not routinely reported, but national figures (see Figure 2 
below) show decreasing availability of medical practitioners (as a proportion of population) by increasing 
remoteness.  

Figure 2: Employed medical practitioners: FTE per 100,000 population, by remoteness area, 2012-2015 (AIHW, 2016) 
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2. Literature review 
This scoping review aims to synthesise the evidence on the current issues characterising the northern 
Australian health service delivery sector and to identify gaps in the health literature. The review provides a 
foundation for future analysis, including identification of key challenges and development of 
recommendations for priority action. The searching, selection and extraction methods followed the PRISMA 
Extension for Scoping Reviews Checklist (Tricco et al. 2018), and findings were analysed and reported against 
a system based on the World Health Organization (WHO) health system “building blocks” (WHO, 2010).3 The 
WHO building blocks are health system components that contribute to the strengthening of health systems 
in different ways – some are cross-cutting (Leadership & Governance, and Planning & Information Systems), 
while others represent key inputs (Financing and Health Workforce) or outputs (Essential Medicines & 
Technologies and Service Delivery). The full scoping review methods and a more comprehensive overview of 
the review findings are reported separately. This section of the report provides a condensed summary of the 
main literature review findings and gaps.  

2.1 Description of dataset 

A total of 298 papers were included in the review following screening and eligibility assessment (Figure 3), of 
which 182 were peer-reviewed papers and 116 were policy papers (“grey literature”). A combination of 
electronic database and website searching were used to find papers, supplemented by snowballing and 
expert recommendation. Figures 4, 5, 6 and 7 show classification of documents by jurisdiction and by 
document/evidence type for both the peer-reviewed and grey literature. 

Figure 3: PRISMA flow diagram showing results of searches  

  
                                                             
3 The WHO building blocks are: Leadership & Governance; Planning & Health Information Systems; Health 
Workforce; Essential Medicines & Technologies; Financing; Service Delivery; and the often-added 
Community Engagement.  



 
 

Figure 4: Peer-reviewed literature by jurisdiction (n=182) 

 
Figure 5: Peer-reviewed literature by evidence type (n=182) 

 

Figure 6: Grey literature by jurisdiction (n=116) 

 
 
Figure 7: Grey literature by document type (n=116) 
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2.2 Main findings and gaps 

This section summarises the peer-reviewed and grey literature addressing health service delivery 
and workforce characteristics, trends, challenges and opportunities across northern Australia. The 
grey (or “policy”) literature synthesis reflects the strategic foci and efforts of the key health service 
delivery and workforce planning bodies in northern Australia. In Table 1 below, Northern Territory is 
abbreviated to “NT”, Western Australia to “WA” and Queensland to “Qld”. 

Papers in the Leadership & Governance building block emphasise the strengths of the Aboriginal 
Community Controlled Health Service model of community governance and address some key macro 
policy issues (housing policy and alcohol management). Some studies profile initiatives that aim to 
create governance infrastructure to bring together different health system components within 
distinct geographic regions. These emerging initiatives are reported as approaches to facilitating 
networked health service and workforce planning to improve population health. Despite the shared 
challenges and opportunities apparent across the north, opportunities for cross-jurisdiction and 
international collaboration in health service and workforce governance, planning and information-
sharing receive little attention.  

The Planning & Health Information Systems literature profiles some important approaches and 
methods that incorporate local needs and community participation in planning processes as well as 
the role of information and communication technology. Multiple economic studies in the review 
demonstrate the benefits of economic evaluations in providing accurate assessments of the true 
costs of specific service models, which can assist in health service planning. Notably, the policy 
literature in this building block highlights a mismatch between stated commitments to act on social 
determinants of health at a strategic planning level, and translation of strategic intent into 
operational capacity and funded action. 

The Health Workforce literature highlights the significant and ongoing health workforce recruitment 
and retention challenges experienced across northern Australia, which affect rural and remote 
locations more acutely. High workforce training needs across multiple professions are also 
documented. Multiple studies highlight the benefits of rurally-based health professional recruitment 
and education models to train and retain local health workforce, particularly in medical (and 
increasingly other health professional) “generalist” roles. The importance of health professionals in 
rural areas being able to work to their full scope of practice in team-based models using tele-health 
is also highlighted. “Cultural competence” is emphasised in multiple studies as a workforce attribute 
that is critical for health services to be able to improve Aboriginal and Torres Strait Islander health 
care and access, with a need also identified to grow, strengthen and support the Aboriginal and 
Torres Strait Islander health workforce. 

Multiple studies in the Essential Medicines & Technologies building block examine tele-health 
models of service delivery, which overwhelmingly highlight their value as models that meet patients’ 
preferences with regards to minimising travel while at the same time providing equivalent care at 
reduced cost. An added benefit of telehealth models is demonstrated in rural workforce 
development through tele-supervision. However, limitations of telehealth for some conditions and 
in some contexts suggest they should be utilised as components of (not replacing) community-led 
comprehensive health service models. Studies about essential medicines focussed on access issues 
including multiple barriers to accessing treatment. 

Literature in the Financing building block highlights the significant cost pressures facing the northern 
Australian health system relating to chronic disease burden, ageing population, new technologies 
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and ageing infrastructure. The literature, overall, highlights that strengthening comprehensive 
primary health care is one of the most effective strategies for both improving health outcomes and 
containing health care costs. Some studies offered critiques of current funding schema that reward 
volume over value (activity throughput rather than high quality care) and highlighted a need for 
financing models to reflect not only disease burden and cost but also the notion of a “minimum 
equitable viable service”. 

In Service Delivery, the policy literature indicates a dominant focus on non-communicable disease 
outcomes and risks, which largely determines resource allocation and health system utilisation 
across northern Australia. This building block also represents the largest body of peer-reviewed 
literature included in this review, mostly focussed on health care access among specific population 
groups. Reflecting the vast geographical distances between population centres and specialist 
services in the north, a large body of literature documents attempts to make health services more 
accessible closer to home for rural and remote patients, minimising the need for travel. For 
Aboriginal and Torres Strait Islander peoples, connection to country is highlighted as an additional 
and critical factor driving a need for models of care to facilitate remaining on country while accessing 
needed services. The literature in this building block highlights the benefits of community-controlled 
models of comprehensive primary healthcare and emphasise the need for community preferences, 
control or participation in health care decision-making.  

The addition in this report of Community Engagement to the six WHO building blocks resulted from 
identification of many papers that highlight the importance of community participation in planning 
and decision-making. Many of the papers mapped to this additional category, address cultural 
preferences and approaches to health and wellbeing among Aboriginal and Torres Strait Islander 
peoples, which in some instances, are not being reflected in dominant, biomedical models of health 
care. Community engagement issues are also addressed throughout the other categories; in 
Leadership & Governance, for example, degree of community engagement is identifiable on a 
continuum from passive feedback platforms to active community control of governance structures.  

Although several papers address non-communicable disease risk factor reduction and prevention of 
disease, the dominant focus in the literature is on improving access of rurally-based patients to 
specialist and other health services. Very few papers address broader social determinants of health 
such as housing and education despite evidence from some studies (and established international 
evidence) highlighting how socio-economic disadvantage is likely to be the greatest determinant of 
the higher disease burden as well as the key barrier to health improvement. There are few papers 
addressing high prevalence health issues such as social and emotional wellbeing, ageing and 
disability services. These gaps likely result from a siloing in published literature on health service 
delivery issues versus social determinants (such as housing, education, caring for country), as well as 
the time restriction of the review’s search strategy. The review also identified limited literature 
addressing infectious diseases surveillance and response issues or on service delivery and workforce 
issues within the larger population centres. 
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Table 1: Summary of main findings and gaps from the literature  

Leadership & Governance 

The policy literature documents a trend towards decentralising services management through 
primary healthcare networks, Aboriginal Community Controlled Health Services (ACCHSs) and locally-
governed health services districts or networks such as Queensland’s Hospital and Health Services. 
Commissioning of services may mean that health plans can be adapted to the needs of local places; 
for example, the WA Primary Health Care Alliance states that commissioning aims to improve 
alignment between the stated priorities of organisations and the needs of communities which they 
serve (WAPHA 2019b).  As well as becoming more decentralised, leadership (e.g. board composition) 
is becoming more population-based in order to better address local population needs and reduce 
health system fragmentation. The role of community members as agents of health governance is not 
highly visible, except within the ACCHS model which is a notable example of community governance 
of primary health care (PHC). Community engagement also takes place through consumer forums. 

Numerous studies highlight the comparative strengths of the ACCHS model in responding to 
population health inequities and in providing a comprehensive model of PHC (Freeman et al, 2016; 
Carrol et al, 2015; Campbell et al, 2018; Ah Chee, 2019; Nattabi et al, 2018). One review (Campbell et 
al, 2018) found that ACCHSs contribute to improving the health and wellbeing of Aboriginal peoples 
through several pathways, including community-controlled governance, providing employment and 
training, strengthening the broader health system and providing accessible, comprehensive primary 
health care. The review authors argue that it is important that the full range of pathways through 
which ACCHSs contribute to improving Aboriginal health are considered when making resource 
allocation decisions, but that the contribution of ACCHSs is sometimes under-appreciated. A 
commentary also discussed the strengths and achievements of the ACCHS model (Ah Chee, 2019), 
arguing that the model is fundamentally different from those services which include Aboriginal 
community members but only in an advisory role, and where the organisation can ignore that advice 
if they want. The author argues that funding for Indigenous health often goes to “NINGOs” (non-
Indigenous non-government organisations) which do not properly consider community needs and 
priorities. ACCHSs also have an important policy advocacy function and capacity which is enabled by 
their independence from government. For example, the Aboriginal Medical Services Alliance Northern 
Territory (AMSANT) has engaged in policy advocacy in such areas as the NT Child and Adolescent 
Health Plan, Alcohol Policies and Legislation Review, the NT Tobacco Action Plan (AMSANT, 2018). It 
has also contributed to policy discussion in relation to broader cross-sectoral issues that impact on 
health such as homelessness and incarceration rates (AMSANT, 2018). In the NT, the Aboriginal 
Health Forum has overseen significant progress in the development and reform of best-practice 
Aboriginal PHC for two decades through a partnership between AMSANT and Commonwealth and NT 
governments (AMSANT, 2016).  

Notable new governance-related initiatives include the development of a framework to improve 
preventive health care in Aboriginal and Torres Strait Islander PHC settings (Bailie et al, 2017) which 
highlights the need for strong Indigenous participation in PHC services (Turner et al, 2019). Studies by 
Carrol et al (2015) and Reeve et al (2015) report on the impact and key enablers of change in re-
orienting a remote acute care model to comprehensive PHC delivery in Fitzroy Crossing, WA. The 
studies profile the development of a partnership between the local hospital, the leading ACCHS and 
the local community health centre, which was found to reduce duplication and improve service 
delivery. The partnership drove a change in philosophy from a reactive acute care system to a more 
proactive, comprehensive PHC approach. Another partnership developing in northern Queensland 
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between Hospital and Health Services, a university and a Primary Health Network (PHN) is also 
profiled (Edelman et al, 2018) as a strategy to improve service delivery across the northern 
Queensland region. 

A key policy challenge highlighted in one paper (Ross et al, 2006) is the fragmentation and instability 
of Indigenous housing policy in the NT (and across Australia more broadly) and the need for more 
robust information systems to enable evaluation of housing initiatives. Two studies (Clough et al 
2016; Clough et al, 2017) examined the health and social effects of Qld’s Alcohol Management Plan 
policy in rural and remote Qld finding that the policy has had favourable effects, with ongoing risks 
warranting retention of the alcohol restrictions more or less in their current form for the foreseeable 
future in Qld’s Indigenous communities. Highlighting the risks associated with removal of primary care 
services in remote communities, one study found that the withdrawal of general practitioner services 
over a 13-year period in Tennant Creek (Haren et al, 2015) resulted in an immediate and sustained 
doubling in quarterly aeromedical service use, with subsequent replacement of general practitioner 
services having little effect. Another study found that the meaning and goals of the widely used term 
“clinical governance” were unclear among rural and remote service providers (Kwezda et al, 2017).  

The policy literature also demonstrates limited networking of health strategy across northern 
Australia, meaning that jurisdictions mostly manage common problems in isolation. Although there 
are important historical, political and cultural reasons for the jurisdictional separation, there is also a 
strong case for the establishment of cross-jurisdictional models of health services and workforce 
governance, with potential benefits including improving efficiency and effectiveness, building new 
capabilities, reducing duplication, and identifying shared opportunities for new initiatives (GNARTN, 
2014). Determining an approach to cross-jurisdictional partnership in health can draw on the lessons 
available from past initiatives. For example, an evaluation of the Connecting Healthcare in 
Communities (CHIC) initiative in Queensland, which aimed to establish formal partnerships in the 
primary health care sector to improve health care and outcomes, emphasised that partnership 
approaches to system-level change should have: clear and documented purpose, be inclusive, 
articulate roles and expectations of members, establish key positions and develop transparent and 
inclusive decision-making processes (Australian Institute for Primary Care and Ageing, 2011). The use 
of Remote Primary Health Care Manuals in clinical settings in both the NT and northern WA and the 
processes used for their locally-based review also provide a useful example of cross-jurisdictional 
collaboration focussed on health needs of northern populations.  

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION: 
• Development of cross-jurisdictional networks focussing on issues such as comprehensive 

primary health care, workforce development, Indigenous employment strategy and health 
sector review to effect alignment between cross-agency policy and facilitate northern-
Australia-wide uptake of emerging policy evidence. 

• Operationalisation of stronger governance of regional and local health providing 
organisations and of community participation in planning and governance, building on 
community health forum models and the strengths of the Aboriginal community controlled 
comprehensive primary health care model.  

Health Information Systems (and use of data for Planning)  

Very little information has been found in the literature on health information systems per se, 
although the introduction of electronic health records is fairly new with limited evaluation of these 
available to date. The main focus of the literature has been on the use of health information for 
planning, with all jurisdictions publishing strategic planning documentation and annual reports. 



 

13 
 

Primary Health Network needs assessments in particular provide valuable information for strategic 
planning and reporting. The establishment of the Primary Health Networks signify a trend towards 
more decentralised planning systems which aim to enable planning based on local needs and 
characteristics. Overall, however, the policy literature reveal a gap between stated commitments to 
act on social determinants of health at a strategic planning level and translation of strategic intent 
into operational capacity and funded action. One key report highlights that poor approaches to 
planning due to fragmentation lead to wasteful duplication and gaps in service delivery (QPC, 2017). 

Several studies showcase innovative approaches to planning. For example, an action research project 
that involved development and demonstration of a model of health workforce planning in Cairns and 
two rural communities (Mareeba and Yarrabah; Panzera et al, 2016) demonstrates that needs-based 
regional health workforce planning can be achieved successfully through participatory processes with 
stakeholders. The study highlights the benefits of participatory planning processes with stakeholders, 
involving systems-thinking and creativity unbound by current funding or governance streams or 
disciplinary silos. Another study found that a geospatial approach to data analysis can assist primary 
health-care clinics and outreach providers to better understand who accesses their clinics, and to 
improve service delivery and regional planning (Panaretto et al, 2017).  

Notable new initiatives include implementation of the Chronic Conditions Management Model 
(CCMM) in the NT (Burgess et al, 2015) which was found to have led to substantial improvements in 
preventive care for cardiovascular disease in the primary health care context. In another study, an 
electronic data management system (Communicare) implemented in the delivery of health services to 
the Fitzroy Valley in WA (Davis, 2015) was found to be a feasible way to establish population health 
indices, particularly for chronic diseases for the remote health service with minimal expenditure. 
Results from multiple economic analyses (e.g. Jacups et al 2018; Gorham et al 2019; Burns et al 2017) 
demonstrate the benefits of economic evaluations in providing accurate assessments of the true costs 
of specific service models which can assist in health service planning including budget allocation. 
Some reported challenges relating to health service planning include the ageing population in the NT 
(Lowe et al, 2019), significant limitations in oral health data for Indigenous children (De Silva, 2016), 
and limitations on data sharing and systems interoperability. 

Although community input into planning is provided through boards, consumer forums or various 
community feedback mechanisms, strategic planning documentation appears to rely mostly on 
quantitative data rather than on experiences and priorities of communities. Some of the innovative 
approaches profiled above offer models for how participatory planning processes can occur. 

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION: 
• Investigation of opportunities for data sharing/data linkages across the region, including 

systems of data capture and sharing across jurisdictions and possibilities for inter-linkages 
between data sources and Integrated electronic medical record systems.  

• Expansion/strengthening of place-based and participatory planning approaches for health 
service delivery and workforce development and building community perceptions of health 
and illness into local area planning and strategic planning.  

• Strengthening the translation of strategic intent to act on social determinants of health into 
operational capacity and funded action. 

Health Workforce 

The policy literature documents challenges across northern Australia in recruitment and retention of 
health workforce. Many jurisdictions report undersupply of health workforce, particularly medical 
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generalists and specialists and the allied health workforce in rural and remote areas, with nursing 
shortages projected. Studies describing patterns, characteristics and trends of health workforce 
similarly report very high turnover of nurses and allied health professionals in remote government-
funded remote NT clinics and high reliance on agency nurses (Russel et al, 2017; Yuejen et al, 2017). 
One study reports that only 20 per cent of nurses and allied health professionals remained working at 
the same remote clinic 12 months after commencing and that half left within four months (Russel et 
al, 2017). Another study reports low levels of doctor retention in WA, with the majority of new 
doctors leaving rural practice within five years of their posting (Bailey et al, 2016). Under-
representation of Indigenous people in the health workforce is also reported; for example, in WA 
Country Health Service catchment, 10% of the population identify as Aboriginal or Torres Strait 
Islander, but only 4.4% of health sector employees identify as such (Govt WA Country Health Service a 
2018). These characteristics highlight the urgency of investing in implementing, adequately resourcing 
and evaluating staffing and training models that stabilise the rural and remote primary care workforce 
and support local career pathways.  

Two studies about the dental health workforce (Stuart et al, 2017; Patel et al, 2015) highlight benefits 
of locally-based dental volunteers in rural areas and challenges experienced by dentists in developing 
relationships with other primary health care providers. Several studies examined the role and/or 
training pathways of Aboriginal Health Workers/Practitioners (McDermott et al, 2015; Segal et al, 
2016; and Hill et al, 2018; Kelly et al, 2018), finding the roles to be effective but potentially hampered 
by significant unmet training needs. The study by Segal et al (2016) found that the capacity for these 
roles to improve health was limited by multi-faceted disadvantage experienced in some communities 
which is likely to require policy attention to social determinants of health other than access to health 
services, such as to address socio-economic disadvantage. 

Training need was also identified among: rural doctors in the context of managing emergencies in 
rural northern Queensland (Pandit et al, 2018); NQ dentists to ensure safety of patients in relation to 
radiation-protection (Ihle et al, 2019); primary health care staff working in rural and remote areas in 
Cape York relating to health promotion work (McFarlane et al, 2018);  rural and regional allied health 
professionals in relation to research experience and support (Pain et al, 2015); and multidisciplinary 
hospital staff in the NT in relation to providing both clinically and culturally safe care for Aboriginal 
and Torres Strait Islander patients (Kelly et al, 2018). Promising training models include an inter-
professional allied health graduate program trialled in the Northern Territory Top End Health Service 
(Sooful et al, 2018), as well as models of undergraduate medical and rural generalist training to 
develop a fit-for-purpose rural medical workforce (McGrail et al, 2018; Orda et al, 2017; Ray et al, 
2015; Rikard-Bell and T. Woolley, 2018; Playford et al, 2017; Playford et al, 2015; Woolley et al, 2019; 
Woolley et al, 2018). These studies highlight the importance of exposure among undergraduate 
students to well-supported rural clinical placements and rural career pathways to building the rural 
workforce.  

Notable new initiatives include trials of workforce models that include generalist therapists (Hall et al, 
2019) and allied health assistant roles (Kuipers et al, 2015) in rural and remote areas, alongside 
continuing efforts to explore the roles and utilisation of mid-level practitioners such as nurse 
practitioners and physician assistants. Key enablers of these roles include appropriate delegation and 
supervision models. In a study examining how allied health professionals construe the role of the 
remote workforce, participants all saw remote work as requiring “generalist” expertise and a reliance 
on relationships (Campbell et al, 2016). A report on the impact of allied health professionals in rural 
and remote areas (SARRAH, 2015) highlighted that a significant number of negative health outcomes 
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can be avoided when patients are treated by allied health professionals, with sizable potential cost 
savings. Another study proposed a re-think of health workforce training towards clinically based, 
competency-based models that involve “step off” points offering useable qualifications along a para-
professional career pathway (Nancarrow et al, 2014). 

Some studies considered the mental health and wellbeing of rural and remote workforce (e.g. 
Lenthall et al, 2018; Hegney et al, 2015; Onnis, 2015). These studies highlighted the need for 
adequate resourcing and support of rurally-based health professionals.  

 
OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION 

• Meeting the training needs of health professionals including cultural competency across all 
health professions, involving expansion/support of training models for rural/remote retention 
and workforce stability. There is a particular need to move on from “undergraduate” training 
models to life-long learning models that cater for the whole pipeline, including practice 
support, professional development, and upskilling.   

• Investment in Indigenous health workforce development strategies, including in innovative 
community roles and in leadership positions. 

• Scale-up/development/evaluation of rural retention workforce strategies to address 
shortages of workforce cadres in rural and remote areas.  

• Development and implementation/trialling of new models of competency-based rural health 
workforce design – based on competencies required to meet the needs of northern 
Australian communities.  

• Development of workforce capability in public policy, public health and primary prevention, 
including identification of capacity gaps in these areas. 

Essential Medicines & Technologies 

The literature in this building block address both access to medicines and the role of technological 
innovations in improving health care particularly among rural and remote patients. 

A multitude of studies conducted in different service contexts evaluated telehealth models for 
treatment, service access or workforce development; these studies all found telehealth to be a 
feasible, safe, acceptable and cost-effective delivery method from the perspective of both service 
providers and patients (see separate literature review report for more detail on these studies). There 
is substantial emphasis across the northern jurisdictions on the benefits of telehealth models of care 
which is translating into increased use of innovative communication technologies in healthcare across 
the north.  

However, some key limitations to the overall effectiveness of telehealth have been addressed in the 
literature, including the need for adequate rural health care resources (including local health 
workforce), infrastructure (including technical support), training and governance arrangements, as 
well as the nature of its use in specific contexts. For example, one study about the logistical 
challenges of conducting an outreach, secondary prevention program for adults discharged from Alice 
Springs Hospital following an acute presentation of cardiovascular disease (Tuttle et al, 2016) found 
that technological solutions do not address the key issue of the individual’s hesitation to use health 
care services. The study found that isolation in itself is not the only reason Indigenous individuals in 
Central Australia do not engage with health care; and that more policy attention is needed on how 
vulnerable populations (particularly Indigenous Australians) engage with (and value) care.  



 

16 
 

Studies relating to access to medicines and treatments include a study assessing the feasibility, 
compliance and toxicity of concomitant chemo-radiotherapy in head and neck cancers in the NT 
(Gupta et al, 2017); and studies on the efficacy and cost-effectiveness of point-of-care testing for 
diagnosis and treatment management (Guy et al, 2018; Spaeth et al, 2016; Spaeth et al, 2018). Like 
the tele-health studies, these studies focussed on the benefits of bringing treatment closer to home 
for patients. A review of the use of the Royal Flying Doctor Service (RFDS) Medical Chest Program 
within Queensland (Cherry et al, 2018) found that the medical chests remain a vital tool for medical 
care of remote populations and the need for telehealth medical advice remains unchanged, although 
fewer items are being dispensed. A notable initiative impacting on medicines access in northern 
Australia is the “QUMAX” project which is a collaboration between the Pharmacy Guild of Australia 
and the National Aboriginal Community Controlled Health Organisation (NACCHO) that aims to 
improve access to medicines and pharmaceutical advice (NACCHO, 2016). This project has since been 
followed by the “IPAC” trial of pharmacists in ACCHS, profiled elsewhere in this report. 

Some studies document key barriers to treatment, including: low levels of knowledge and 
understanding of insulin treatment among a group of adults with poorly-controlled diabetes in the 
Torres Strait islands (Taylor et al, 2016); difficulties accessing reimbursement for Hepatitis B 
treatment in the Torres Strait Islands which is only available from specialist services (Anderson et al, 
2016); deficits in existing registration and recall systems, the pain of injections, and varying 
perceptions of locus of responsibility in secondary prophylaxis delivery for rheumatic fever and 
rheumatic heart disease in Far North Queensland (Chamberlain et al 2016); and issues of external 
validity in clinical trials to better translate improvements in congestive heart failure therapeutics into 
clinical practice in the NT (Iyngkaran, 2015).  

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION 
• Scale up of, and limits to, telehealth services for both service delivery and health workforce 

development across vast geographies. May involve mapping of availability of telehealth 
capability across the north and support for implementation trials of telehealth initiatives in a 
wide range of locations and populations. 

• Investigating barriers and implementing solutions to medicines access (including stability in 
climatic extremes) in remote communities, as well as cross-jurisdictional differences in 
medicines handling, prescribing and distribution. 

• Exploration and evaluation of point-of-care testing to improve quality of care and reduce 
preventable hospitalisation, and potential scale-up of proven technologies. 

Financing 

There are significant cost pressures related to chronic disease burden, ageing population, new 
technologies and ageing infrastructure. Per capita spending on health is higher in parts of northern 
Australia: in 2017-2018, the average per capita spending on health in the Northern Territory was 
$10,857 per person compared with $7,485 per person nationally (AIHW, 2019). Key infrastructure 
challenges include ageing facilities, lack of national infrastructure planning on health and housing, the 
need for upgrading information and communication technology infrastructure and services, and the 
requirement for infrastructure investments to support PHC prevention services in such areas as 
accommodation, health centre space and transport. The Close the Gap report from Queensland 
identifies lack of a national plan to address both health and housing infrastructure (Holland et al, 
2017).  Rising preventable hospital admissions across the north (largely a result of non-communicable 
diseases) are a leading driver of rising costs.   
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A study on the economic benefits of eliminating Indigenous health inequality in the NT (Zhao et al, 
2016) found the excess cost4 of the Indigenous health gap to be around $16.7 billion for the five-year 
study period, equivalent to 19% of the NT gross state product. The excess costs associated with the 
Indigenous health gap included 22% caused by higher health expenditure for servicing the gap, 35% 
attributable to lost productivity caused by illness, and 43% associated with lost life-years. The findings 
highlight the long-term potential economic benefits of the Australian governments’ Closing the Gap 
initiative for the NT.  

The literature also highlights that strengthening comprehensive PHC is one of the most effective 
strategies for improving health outcomes and containing health care costs. However, there are clear 
differences between the current practice of Medicare Benefit Schedule (MBS) fee-for-service “walk in 
walk out” models of primary care, and the strategic intent of resource allocation for population-based 
comprehensive primary health care as commissioned through Primary Health Networks and 
implemented in ACCHS models. Indeed, the focus of the MBS “almost entirely on medical professional 
services” (Commonwealth of Australia, 2019c) has likely disadvantaged transitions to comprehensive 
models of PHC. Recent implementation of a new MBS item number for dialysis treatment in a very 
remote location by a nurse or Aboriginal health practitioner was described in two papers as having 
the potential to expand staffed services in remote communities (Gorham et al, 2018; Brown, 2018). 
However, due to the way funding of services is structured, there is a potential for wide disparities in 
the incomes earned by doctors working in the private sector in urban areas, compared with the lower 
incomes of rural or public sector doctors. 

A study on equitable resourcing of primary health care services in remote communities in NT 
(Wakerman et al 2017) involving 11 PHC sites found a direct linear relationship between the total cost 
of resident PHC services and population, while cost per capita decreased with increasing population. 
These findings suggest that there is a minimum funding base for a PHC service in remote communities 
in the NT, supplemented by a capitation rate (an amount of money provided per patient per unit of 
time based on local costs, health needs and average utilisation of services). The authors argue that as 
activity-based approaches foster a biomedical, episodic and piecemeal approach to patient care, 
focused solely on outputs rather than quality and outcomes, they are not appropriate as the sole 
funding criterion for rural and remote contexts. The research findings contribute to an evidence base 
for funding remote PHC services that includes the safety and equity requirements for a minimum 
viable service. Indeed, the development of integrated, team-based care such as the health care home 
or medical home, which focuses more on coordinated, holistic and population-based approaches, 
suggest a need for payment reforms that focus on value rather than volume (Burgess, 2016).  In its 
blueprint for the next 10 years in the health sector in Australia, the Australian Health Care and 
Hospitals Association (AHCHA) proposes the development of a mixed funding formula for the health 
sector, whereby 25% of resource allocation is outcomes-based, and is initially trialled for the top four 
chronic diseases, risk factors or determinants (AHCHA, 2017).  

The policy literature also highlight the fragmentation of health service delivery and funding, which 
was one of the stated reasons for the establishment of the Primary Health Networks. The Primary 
Health Network model of funding, through commissioning of services in such areas as mental health, 
drug and alcohol services, integrated team care and health care homes has been described in the WA 
Country context as being a more “flexible” or “innovative” way of allocating resources (WAPHA 

                                                             
4 “Excess cost” in this study was defined as the cost differential for Indigenous health care and was estimated 
by calculating the difference between: actual expenditure on Indigenous health care; and the estimated 
expenditure if the per capita costs were the same as for non-Indigenous residents in the Northern Territory. 
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2019b). A study undertaken in the Kimberley region (McMullen et al, 2017), identified 12 
environmental risk factor classifications relevant to the Kimberley context and applied these in an 
empirical study of health service attendance. The study found that around 20 per cent of attendances 
at primary care facilities were directly attributable to the environment, indicating that investments in 
environmental factors such as sanitation and hygiene, home condition, land use, air pollution and 
chemical exposure could substantially reduce healthcare demand. However, a baseline study of 
referrals to environmental health services in the Kimberley found limited understanding of 
environmental determinants among primary health care staff with health most often thought of 
through a medical lens (WA Country Health, 2017).  

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION 

• Evaluation of the limitations to current financing systems and identification of options to 
improve them, including investigation of alternative resource allocation formulas/payment 
systems for PHC that compensate for value rather than volume; taking into account the 
important role of social determinants in overall high burden of disease, and the costs of 
service provision in the north. 

• Economic analyses showcasing economic returns from improving health in the north, 
especially the value of investments in primary health care and primary prevention. 

• Exploring opportunities for cross-sectoral community-level funding – allowing more 
integrated responses to needs in environmental health and other social determinants.   

Service Delivery 

There are 746 public hospitals in Australia, of which 91 are in northern Australia (12.2 per cent), 
although many of these are small local hospitals, some without a resident doctor. Of the 613 private 
hospitals in Australia, 21 are in the north (Commonwealth of Australia, 2015). Health services in 
northern Australia are also delivered by ACCHS, private health care providers and pharmacies, 
laboratory services, outreach services to rural and remote sites including mobile visiting screening 
services and specialists, and patient transport and emergency services. As outlined previously, use of 
telehealth is increasing to support on-the-ground services in many rural and remote locations. Mental 
health services are also delivered through non-government organisations such as Headspace and True 
Relationships – often commissioned by Primary Health Networks. Industry-based health services are 
also offered in areas such as mining and defence. Corporations such as in the mining sector also offer 
corporate-sponsored or commissioned health services to whole communities (not just employees), 
although these services were not addressed in the literature. 

A range of different models of health service delivery are apparent in northern Australia. In general, 
the literature highlights a recognition that acute, reactive, hospital-based systems are inadequate to 
meet population needs. Models of “comprehensive” and “integrated” primary health care that 
incorporate a focus on prevention are receiving growing attention and build on the successes of 
ACCHS models. A report by the Greater Northern Australian Regional Training Network (GNARTN) 
reported a need across the north to “re-focus on wellness, prevention and primary health care" 
(GNARTN 2014). A review of health services in WA similarly found that the culture and capabilities of 
the health workforce needs to change, and patterns of resource allocation need to alter to address 
issues of prevention (Govt WA, 2017). Notable health services initiatives or interventions profiled in 
the recent literature include:  
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• The Northern Territory (NT) Diabetes in Pregnancy Partnership (Kirkham et al, 2017), which was 
found to have facilitated health care providers’ self-reported confidence and ability to negotiate 
the care of women, along with improved models of care; 

• The LiTTLe Program (Learning to Talk, Talking to Learn), implemented in a remote Aboriginal 
community in the NT, which helped prepare children with otitis media for school through 
familiarising children with early literacy activities and resources, as well as school routines (Jones 
et al 2018);  

• The Baby One Program in Aboriginal communities in remote Cape York, Queensland (Campbell et 
al, 2018), which was designed as a family-centred, Indigenous Health worker-led, home-visiting 
model of care focused on promoting family health to give children the best start to life;  

• A state-wide Hepatitis C (HCV) model of care for rural and remote regions of WA (Cheng et al, 
2015), which increased identification and treatment of patients living with HCV;  

• A community-based risky drinking intervention (Beat da Binge) in Far North Queensland 
(Jainullabudeen, 2015), which led to reductions in the proportion of survey respondents who 
reported binge drinking, along with increases in awareness and involvement in alcohol-free social 
activities; and  

• A flexible, community based, culturally appropriate respite service in Alice Springs (Carey et al, 
2016), which enabled improved care coordination of chronic and complex patients as well as 
improved medication compliance and symptom management. 

Key enablers of successful programs include cross-sector collaboration, use of innovative workforce 
models, community leadership and patient/family involvement in program design, effective 
communication between all stakeholders, a focus on more than one health-care issue or need, and 
culturally-appropriate continuity of care close to home. The importance of inter-cultural 
communication was highlighted in multiple studies (e.g. Rumbold et al 2015; Ralph et al, 2017; Smith 
et al, 2017; Mihrshahi et al, 2017; Canuto, 2018). For example, a study exploring the views of key 
stakeholders (healthcare providers, administrative team members and Aboriginal community 
members) on cultural appropriateness of primary care services for Aboriginal people in North West 
Qld (Smith et al, 2017) found that in contrast to the views of primary care providers, a significant 
number of Aboriginal people did not perceive that they were receiving culturally appropriate services. 
The study highlighted deficiencies in the providers’ cultural awareness training and/or in the ability of 
service models to deliver on this intent. Several studies also highlighted the benefits of 
comprehensive primary health care in reducing inequitable rates of preventable diseases in 
communities at risk (Wakerman et al, 2008; Nattabi, 2018), which involves the important integration 
of public health and primary care services. The importance of “person-centred” care and outcome 
measures were highlighted in one study evaluating a person-centred community rehabilitation service 
which improved outcomes for patients with a neurological condition (Barker et al, 2016). 

One study explored the quality of service provision to remote-dwelling infants following health 
system changes in the top end of NT (Josif et al, 2017). The changes involved introduction of an 
education package jointly developed by the Department of Health and the regional university to 
support delivery of the Health Under 5 Kids program (HU5K) targeting rural health care staff without 
formal child and family health nurse qualifications. The key barriers identified in the study are 
notable, and included: ineffectual service design, poor staff organisation, lack of training and skills 
required for practice, limited preventative child health experience, deficient continuity of care/ carer, 
few Aboriginal staff and racism. The authors conclude that there is an urgent need for better 
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management practices and maternal and infant health system reform to improve the quality of care 
provided to remote-dwelling Aboriginal infants and their health outcomes. 

Multiple studies address patients’ use of health services, which highlight many barriers and enablers 
to health care access. Studies also address clinical practice issues and report disease or risk factor 
burden/prevalence with implications for service delivery.  

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION 
• Supporting/developing comprehensive models of primary health care in both rural and 

urban settings, with a particular emphasis on the need for modelling of comprehensive PHC in 
urban contexts. 

• Scale-up of service models that offer services close to home and minimise patient travel. 
• Addressing fragmentation and duplication of services,  
• Exploring methods to improve navigability of services through employment of care 

coordinators, outreach workers, and provision of supplementary services. 
• Community-led development and evaluation of care models, including care (and funding) 

that follows the patient. 
• Development and scale up of culturally-appropriate health service models and cultural 

competence of workforce. 

Community Engagement 

This category was added in this study to capture and describe community-focussed issues in the 
literature. Most strategic plans and policies express the intent to engage with individuals and 
communities through management mechanisms, governance models, service delivery or “consumer” 
feedback processes. Overall, degree of community engagement as described in the literature can be 
identified on a continuum from passive feedback platforms to active community control of 
governance structures. A Queensland Productivity Commission inquiry into government investment in 
remote and discrete Aboriginal and Torres Strait Islander communities found the key to achieving a 
sustained improvement in Aboriginal and Torres Strait Islander health outcomes is to enable 
communities to develop solutions for themselves (QPC, 2017). 

Many studies mapped to this category are focussed on the cultural preferences and approaches to 
health and wellbeing for Aboriginal and Torres Strait Islander peoples. One study developed a 
wellbeing model for Aboriginal and Torres Strait Islander peoples living with chronic disease with 
participants from NT, QLD and WA (Davey et al, 2017). Two core values – upholding peoples’ 
identities in connection to culture, spirituality, families, communities and Country; and culturally safe 
primary healthcare services – were identified as fundamental aspects of appropriate care for 
Aboriginal and Torres Strait Islander peoples. These values permeate all four key elements of the 
Framework – locally defined, culturally safe services; appropriately skilled and culturally competent 
staff; responsive, holistic care throughout the lifespan; and best practice care to address local needs. 
The outcome of the collaborative effort is a Framework to guide primary healthcare services to 
develop locally relevant, flexible approaches to care which can respond to communities’ and 
individuals’ varied understandings of wellbeing. A social and emotional well-being framework from 
western Queensland similarly highlights the importance of adopting a "strengths" approach to health, 
finding that many existing frameworks in health focus on "deficits" which indicate only what is wrong 
or weak about people (PHN Western Queensland, 2019). 

Another paper similarly highlighted the need to conceptualise health and wellbeing as multi-faceted, 
framing healthcare services for Aboriginal people as a tool to get people home, to keep them well, to 
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give them an opportunity to look after their country and lead their communities (Brown, 2018). A 
study exploring Indigenous community and service provider perspectives of wellbeing and ways to 
promote mental health care access among Indigenous people at risk of depressive illness (Hinton et 
al, 2015) found that Indigenous mental health and well-being is perceived as multifaceted and 
strongly linked to cultural identity. This study highlights the importance of social determinants in 
health promotion and the healing process. Another study on the relationship between Indigenous 
health status and “caring for country” found significant and substantial associations between caring 
for country and health outcomes (Burgess et al, 2009). “Going country”, referring to spending time on 
the lands where there is traditional and spiritual connections, was also identified as a key element of 
“staying strong on the inside and outside” in a study on the experiences of Aboriginal people living 
with Machado Joseph Disease in the Groote Eylandt Archipelago (Carr et al, 2019). 

Some tensions were identified in studies between cultural preferences and biomedical models of 
health care. For example, a review of 6 practice manuals pertaining to maternal health care for 
pregnant Aboriginal women in remote NT (Ireland et al, 2015), found that the manuals demonstrate 
the use of predominantly scientific and clinical logic to sanction birthplace. The study found that 
planned birthplace choices have declined over time, with hospital now represented as the only place 
to give birth despite Aboriginal women's longstanding requests. A similar finding was reported in a 
critical discourse analysis of policy documents informing maternity services policy and scholarly 
literature on the birthing experiences (including the provision of maternity services) of Aboriginal 
Australian women from remote communities from an Indigenous standpoint (Felton-Busch and 
Larkins, 2019). This study found that the policy texts give voice and value to medical and maternity 
service practitioners and policy-makers while simultaneously silencing the voices of Aboriginal 
Australians that pose a challenge to that power. Inclusion of local community priorities into health 
policy, planning and implementation is recognised as important in the policy literature, however 
effective implementation of such aims into practice is clearly often lacking. As another example, a 
report on the roll-out of the National Disability Insurance Scheme (NDIS) in Aboriginal and Torres 
Strait Islander communities in Queensland and the Northern Territory found significant issues in the 
on-the-ground implementation of the NDIS, particularly in remote locations, with fly-in-fly-out service 
providers often having little or no experience working with the communities in these settings 
(Ferdinand et al, 2019).  

In a study on the barriers and solutions in the return of Indigenous patients to community for end-of-
life care at Top End Palliative Care Service (Waran et al 2016), the authors found that a core 
consideration in the care of Indigenous people at the end of life is their place of death: for many 
Indigenous people from rural and remote areas, the need to ‘finish up’ on country is paramount. A 
similar NT study reporting the preference of elderly Aboriginal people to remain “on country” at end 
of life (Bell et al, 2015) highlighted the need for health care delivery for Aboriginal people to occur 
under the direction of the community itself and be specific to people’s values and practices, yet 
flexible enough to cater for individuals. This study cautioned that notions of “cultural safety” in health 
care models may not adequately cater to patients’ needs and preferences. One current study, 
initiated by Aboriginal communities of the Fitzroy Valley in Western Australia, aims to provide a voice 
for remote-dwelling Aboriginal people of the Fitzroy Valley about health research, to ensure that 
research is conducted to embody respect for Aboriginal culture and values (Fitzpatrick et al, 2017). 

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION 
• Building understanding of community experiences of health, wellbeing and illness into policy 

and practice. 
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• Testing the applicability of various participatory planning strategies and approaches in 
different contexts.  

• Implementation of wellbeing models in primary health care planning, practice and 
evaluation.  

• Evaluating best practice processes and impacts of community engagement strategies. 
• Evaluation of workforce implications of community-led health care models, including role of 

Aboriginal and Torres Strait Health Workers. 

 

3. Export and demand analysis 
This section outlines potential export investment opportunities for the health sector in northern 
Australia, drawing from a literature search on Australian government websites and analysis of a 
body of work already developed by James Cook University. Based on an analysis of demand from the 
Asia Pacific region and northern Australian capability, there is potential for cross-institutional 
partnerships to be fostered between northern Australia and neighbouring countries focussed on 
improving health. The critical role of health in underpinning economic growth is widely recognised: 
studies indicate that health has a positive and statistically significant effect on economic growth, 
with a one-year improvement in a population’s life expectancy estimated to contribute to an 
increase of 4 per cent in labour productivity (Bloom et al, 2004).  

3.1 Demand for health system products 

The health export market of the Asia Pacific is comprised of 60 per cent of the world’s population 
and has had economic growth rates in emerging economies of five per cent since 2008 (Lee, 2014). 
Both primary and higher-level care are needed to manage rising rates of non-communicable diseases 
such as diabetes, cardiovascular disease and cancer across the region, and aged care and disability 
services are increasingly occupying the attention of policy-makers. At the same time, many 
neighbouring countries (and northern Australia) are managing a high burden of communicable 
diseases such as tuberculosis (TB), vector borne diseases and HIV; for example, one-third of the 
world’s burden of TB, or about 4.9 million prevalent cases, is found in the World Health Organisation 
South-East Asia Region (WHO, 2010). Poverty remains a major challenge – the region contains most 
of the world's poor, with 1.63 billion people living in poverty (Lee, 2014) and over 20 per cent of 
people in most Pacific Island countries unable to meet their basic needs (Adelman et al, 2014). The 
growth of cities and megacities across the Asia Pacific region also means that there are growing 
public health threats related to air quality, road traffic injury, exposure to hazardous chemicals, 
along with persisting environmental threats relating to safe water and sanitation (State of the 
Tropics, 2013; State of the Tropics 2019).  

As countries in the Asia Pacific region develop economically, health sector responses are also 
becoming more ambitious in their coverage and equity aims. The goal of universal health coverage 
has been adopted by most countries of the region, with a related focus on essential medical benefit 
packages, minimising financial barriers to accessing care and revitalisation of primary health care (Lin 
et al, 2019). Rapid population and economic growth, urbanisation, improvements in health and 
changing consumption patterns are driving demand for high quality health services and systems 
solutions in many Asian countries (Chongsuvivatwong et al, 2011).  
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3.2 Export capabilities 

Recognising the strengths of the health service delivery sector in northern Australia and demands of 
near neighbours, the Northern Australian White paper suggests that the sector has the potential to 
“be at the forefront of tropical health solutions, delivered both in Australia and across the booming 
middle-income markets of Asia and the Tropics” (2015). However, health care stakeholders in the 
north express caution about the ethical implications of developing opportunities to export health 
services or products, in view of the unmet health needs of the northern population and already 
overstretched resources. To facilitate further discussion about export opportunities and risks, this 
section groups northern Australian export capabilities into services, knowledge and products (see 
Figure 8).  

Figure 8: Factors influencing Asia Pacific demand for health systems outputs, and export 
capabilities in northern Australia 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Education and health services  

Health workforce education, training and professional development 

International education is Australia’s largest service export, and northern Australia is well positioned 
to meet the demand for specific educational exports to the Asia Pacific region. Northern Australia 
has decades of experience in training a fit-for-purpose health workforce to meet the needs of 
northern Australian populations, with a focus on primary health care and postgraduate training and 
rural and allied health generalist models.  Many of our near neighbours in the Asia Pacific region 
have expressed interest in learning from Australian health workforce training.   

Asia Pacific demand
Universal health coverage 
committments
Workforce development
Human resources planning
Managing ageing population and 
increasing burden of non-
communicable diseases
Adjusting to demographic changes 
and rapid economic development
Communicable disease control 
Environmental threats, including 
climate change and natural 
disasters
Tropical and remote area primary 
healthcare

Northern Australian export 
capabilities
Services, including: health 
workforce education and training; 
research; and medical tourism
Knowledge transfer and exchange 
in: workforce models; human 
resources planning and health 
systems administration; tropical 
and remote area primary 
healthcare; aged care; non-
communicable disease 
management; universal health 
coverage
Products, including: tele-health 
technology and diagnostics; new 
therapeutics and vaccines
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Export of educational services include growing international student numbers in northern Australian 
institutions in courses that build essential skills for workforce development in neighbouring 
countries. Quality and reputation are key to why international students choose Australia, and 
northern Australian academic institutions have an opportunity to lead the nation in developing 
innovative educational services that are recognised globally for their excellence and relevance to the 
broader region. In addition, initiatives that develop and encourage international clinical placements 
are important for intellectual and cultural harmonisation, and as such opportunities for expansion of 
these initiatives should be actively considered.  

Health service delivery 

International tourism is increasingly driven by motivations such as attending sporting events, 
undertaking education or accessing medical procedures, as well as the more traditional motivation 
to take break and to visit other destinations (Hajkowicz et al, 2013).  While “medical tourism” is not 
yet a well-defined market in northern Australia, tropical northern Queensland, particularly Cairns 
and the Whitsundays, is identified as one of the major Australian destinations for international 
medical tourists (Deloitte Access Economics, 2011). There may be an opportunity to explore the 
potential benefits and risks of growing medical tourism in northern Australia, whilst remaining 
cognisant of the risks of overburdening the health system in an equity-reducing manner.  Northern 
Australian hospitals also support telehealth services in some mining communities in Papua New 
Guinea and Indonesia. 

Knowledge transfer and exchange (such as in health service delivery models and system 
strengthening)  

Northern Australian institutions have a track record in rural and remote health workforce 
development and health system innovations, medical retrievals, disaster response, managing 
tropical health and developing strategies to prevent and manage chronic diseases. Priority themes 
for healthcare delivery in northern Queensland that are closely aligned to those of northern 
Australia’s regional neighbours include: producing rural workforce; clinical generalism; innovative 
extension models; population health competencies; skills in surveillance and response; smart use of 
technology; lean and networked systems of delivery; and health systems management and 
leadership capabilities relevant to the low resource context (JCU, 2015).  

Building from this existing capacity and expertise, northern Australia has a lot to offer other nations 
striving to achieve the goal of universal health coverage and is well placed to develop these areas of 
expertise as service exports. Examples include:  
• Curricula development suited to local health and professional training needs (e.g. development 

of curricula for biosecurity surveillance training, and for expanding the scope of practice for 
health workers in underserved populations, e.g. physician assistants and nurse practitioners);  

• Education and training models (e.g. sub-degree and post registration/postgraduate level course 
offerings that address emerging healthcare needs such as aged care and diabetes education in 
specific locations); 

• Innovative models for clinical service, workforce and clinical pathways redesign to reduce costs 
and better align service with patient needs, including telehealth, medical/allied health rural 
generalist training pathways and delegated practice models for rural health workforce (e.g. 
approaches to integrating tele-health into health care within remote and overseas settings);  

• Policy approaches to the implementation of key programs (e.g. approaches to legislative 
frameworks to create professional pathways for rural generalist clinicians); 



 

25 
 

• Concepts and practices of comprehensive primary health care, community governance, and 
cultural competence characteristic of the Indigenous health sector in northern Australia; 

• Strengthening neighbouring countries’ preparedness to implement the International Health 
Regulations (e.g. strengthening infectious disease surveillance and early detection capacity, and 
supporting rapid, effective national and international outbreak responses); and 

• Public health expertise in policy, planning, communication and monitoring and evaluation, 
especially in environmental health and climate change adaptation, which could leverage 
resources associated with implementing the Australian Department of Foreign Affairs (DFAT) 
2015-2020 Health for Development Strategy.  

As well as developing knowledge transfer services for export, northern Australia, through 
partnerships fostered with key institutions in neighbouring countries, can learn from service delivery 
and workforce experiences in the Asia Pacific region, particularly in areas such as aged care services 
and community health worker models. 

Products 

Health products are more consistent with the traditional commercial concept of export and 
encompass tangible outputs such as therapeutics and innovative technologies. There is significant 
potential for discovery of proteins, peptides and small molecules derived from tropically-based 
parasites, spiders and marine fauna that show promise as novel therapeutics for treating human 
inflammatory and chronic diseases or as vaccine targets, which are of relevance globally (JCU, 2015). 
Through its development assistance program, the Australian government is also investing in 
development of new pharmaceutical products and diagnostic tools for malaria and tuberculosis 
(DFAT, 2019). There are examples across the northern Australian jurisdictions of capability in e-
health including telehealth technologies to improve access to care, reduce transport, and to reduce 
preventable hospitalisations, particularly given the high demand and related importation of such 
devices in such settings as Indonesia, Myanmar and Vietnam (Austrade, 2019). Point of care testing 
devices and systems developed and trialled in northern Australia are another example of the 
potential for export of medical devices along with the related management and implementation 
expertise. 

3.3 Building and developing international partnerships 

Any export initiatives would build on a strong existing base of partnerships between northern 
Australian and Asia-Pacific institutions. Future opportunities could be explored via a consortium of 
northern Australian institutions working in partnership with AusTrade and state and territory 
government investment agencies to promote the unique capabilities of the north.  

Examples of existing linkages are apparent in the relationships between northern Australia academic 
institutions and multiple universities and governments in the Asia Pacific in education and research. 
For example, the National Critical Care and Trauma Centre based in the Northern Territory has 
partnerships both nationally and internationally with Papua New Guinea, Timor-Leste and Indonesia, 
and is focussed on preparing the workforce in these settings for disaster response (NT Government, 
2019). Several institutions in northern Australia, including the Menzies School of Health Research 
(2019) and the Australian Institute of Tropical Health and Medicine (2019) are currently 
implementing research capacity building and surveillance/response capacity-building projects in the 
Asia Pacific, in partnership with institutions in neighbouring countries. For example, the Tropical 
Partners Project initiative, led by James Cook University and funded through the Indo-Pacific Centre 
for Health Security, is working to build tropical partnerships and strengthen health system responses 
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to infectious disease in the Indo-Pacific region. Key partners involve Australia’s Department of 
Foreign Affairs and Trade, the Fiji Ministry of Health and Medical Services, Fiji National University, 
Solomon Islands Ministry of Health and Medical Services, the Secretariat of the Pacific Communities, 
the World Health Organisation, Papua New Guinea Institute of Medical Research, and the Udayana 
University in Bali.  These partnerships are enabling development of a National TB Plan in Fiji, 
enhanced malaria control in the Solomon Islands and investigation of zoonotic diseases in Papua 
New Guinea. 

Australia also has long-standing development assistance partnerships in the Asia Pacific region that 
are implemented through partner governments, non-government organisations, and global health 
agencies. James Cook University is part of a Queensland government initiative (HIIRO) and is 
presently involved in building the generalist medical practitioner capacity in southern China through 
training of trainers. Regional institutions such as APEC and ASEAN are also logical starting points for 
ambitious and innovative partnership projects focussed on a large and diverse sector such as health.  

 

 

 

 

 

 

 

 

 

 

 

 

 

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION 

• Active investigation of opportunities in health workforce education, training and 
professional development and knowledge transfer and exchange, developed through 
both new and existing partnerships with institutions in neighbouring countries and 
through global partnership fora. 

• Investigation of current and potential service delivery exports, cognisant of the ethical 
implications of developing opportunities to export health services or products, in view 
of the unmet health needs of the northern population and already overstretched 
resources. 
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4. SWOT analysis 
Analysis of strengths, weakness, opportunities and threats (SWOT) utilises a model developed for 
the health care sector that builds analysis around three pillars: stakeholder expectations, resources, 
and contextual developments (van Wijngaarden et al, 2012). In this model, SWOT are identified from 
the “confrontation” between these pillars. Table 2 presents the results of this analysis, which builds 
from the literature review and export and demand analysis findings documented above. 

To differentiate between different community expectations relating to service delivery, six service 
delivery contexts are identified: 1) urban regional centres (Mackay, Townsville, Cairns, Darwin); 2) 
rural towns within a two-hour drive of an urban regional centre (e.g. Ingham, Charters Towers, 
Atherton); 3) rural towns more than a two-hour drive from an urban regional centre (e.g. Broome, 
Alice Springs, Katherine, Mt Isa); 4) remote towns/communities with less than 2,000 people; 5) 
discrete Indigenous communities; and 6) fly-in/fly out or drive-in/drive-out populations. These 
contexts have different types and quanta of health service resources, which influence particular 
community expectations about service availability and access (see Table 2). Health service and 
policy-maker expectations are more similar across the various contexts and include a focus on health 
service efficiency and population productivity. 

Strengths largely reflect the health service delivery and workforce expertise unique to northern 
Australia, developed in the region out of necessity based on geographic and population factors. 
Strengths also include national attributes such as universal health coverage and well-developed 
infrastructure, including health service facilities and equipment. Policy-makers across the north are 
also increasingly adopting e-health technologies to facilitate and enhance planning, information-
sharing and patients’ access to services regardless of service context.  

Weaknesses are apparent in relation to siloed systems of governance, finance and planning that 
impact on services and ultimately health outcomes, and include fragmentation of efforts and 
funding both within and across jurisdictions. A key service impact is apparent in the failure of health 
services in the north to provide integrated and optimal care across various stages of the patient 
journey. Additional weaknesses reflect under-resourcing, particularly of critical risk factor prevention 
services, and an inadequate focus within the health sector on addressing the social and 
environmental determinants of health. 

Threats include those stemming from the health burden and risks themselves, which represent risks 
to health service organisations and policy-makers in terms of rising costs of health care and lost 
productivity, and ultimately to the development of northern Australia. More existential threats in 
terms of vulnerability to emerging infectious diseases, natural disasters and climate change are also 
cogent.  A stable and capable workforce is urgently needed to underpin the service models that will 
meet population health needs. Specific attention is warranted in the area of financing to overhaul 
inadequate financing mechanisms and address the urgent need for greater resourcing of prevention 
services and social determinants. Multiple opportunities are also identified across all WHO building 
blocks. Key opportunities are consolidated in the recommendations section of the report.  
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HEALTH SERVICE DELIVERY AND WORKFORCE CONTEXTS 
Urban regional centres (Mackay, Townsville, Cairns, Darwin). Current resources: public referral hospitals; private general practice and allied health/pathology/Xray services; private hospitals; Community Controlled Health Services; aged care; some shared staff 
between public and private systems 
Rural towns within 2-hour drive of an urban regional centre “Rural1” (e.g. Ingham, Charters Towers, Atherton). Current resources: Public referral hospitals; Private General Practice and Allied Health/path/Xray services; private hospital; Community Controlled Health 
Services 
Rural towns more than 2-hour drive from an urban regional centre “Rural2” (e.g. Broome, Alice Springs, Katherine, Mt Isa). Current resources: Public referral hospitals; Private General Practice and Allied Health/path/Xray services; Community Controlled Health 
Services 
Remote towns/communities with less than 2,000 people. Current resources: Visiting or on-site GP; GP or nurse-led primary care clinic; Community Controlled Health Services; variable allied health service provision; Royal Flying Doctor Service 
Discrete Indigenous communities. Current resources: Usually remote nurse-led clinic, with Indigenous Health Workers/ Practitioners and visiting or onsite GP; multiple visiting services including specialist medical, allied health, Royal Flying Doctor Service and 
Community Controlled Health Services 
Fly-in/fly out; drive-in/drive-out populations. Current resources: Mixed 
STAKEHOLDER EXPECTATIONS AND SWOT 
Stakeholder expectations Strengths Weaknesses Opportunities  Threats  
Community: 
Urban: Full range of primary health care, 
secondary and most tertiary services; 
High quality, efficient services close to 
home 
Rural1: Full range of primary health care 
services (essential “basket of services”); 
Access to referral services in major 
centres with some visiting services; 
Birthing services in communities 
Rural2: Same as rural1 but with access 
to specialists usually through visiting 
services 
Remote: Range of primary health care 
services and access to specialty services 
as needed 
Discrete Indigenous: Range of primary 
health care services; Some visiting 
health promotion and specialist services 
FIFO/DIDO: Full primary health care 
service including occupational health 
and health promotion through 
employment; Links to usual source of 
health care at home 
Health services (all contexts): 
• Meeting quality and service 

efficiency targets, including 
expected volume of services within 
activity-based funding models;  

• Business viability (private services);  
• Coordination between services 
Policy-makers (all contexts): 
• Services meet expectations of 

constituents 
• Cost containment – efficient care 
• Workforce productivity (including 

role in training in education) 

Leadership & Governance; Community 
• Independent governance mechanisms 

enable independent critique and review 
of government health policy 

• Community-controlled governance 
mechanisms and use of models of 
cultural competence and security that 
strengthen community participation 

Health Workforce 
• Well trained health workforce 
• Strong health workforce attraction in 

urban and some regional areas – good 
educational options and high livability 
indexes 

• Expertise in training and supporting a fit-
for-purpose health workforce for 
northern Australia 

• Involvement of local community 
members as Indigenous Health Workers 
in local health team 

Medicines & Technologies 
• Increasing experience and commitments 

among services to use telehealth and 
other technologies to support access to 
care closer to home  

Financing 
• Universal coverage - Medicare and 

Pharmaceutical Benefits Scheme and 
patient travel assistance, underpinned by 
well-developed facilities and equipment 

Health Services 
• Increasingly rigorous processes for 

managing occupational health checks and 
managing exposures and safety risks 

• Expertise in rural and remote service 
delivery, disaster management and 
communicable disease surveillance and 
control 

Leadership & Governance; Planning & Information; 
Financing 
• Fragmentation of resourcing, programming and 

planning due to multiple sources of financing and 
multiple jurisdictions – duplication and inefficiency 

• Health services most under-resourced in locations 
with highest health needs (rural and remote areas) 

• Inadequate efforts aimed at continuous 
improvement in overarching governance systems, 
influencing health outcomes 

• Not addressing multiple complex social, 
environmental and economic factors contributing 
to poor health outcomes 

• Inadequate service planning integrated into major 
project approval processes 

Health Workforce: 
• High staff turnover and shortages in some 

disciplines (lack of depth), especially in 
rural/remote communities 

• Insufficient Indigenous health workforce 
Health Services 
• Comparatively high rates of preventable 

hospitalisations across the north 
• Systems failure in capacity to provide integrated 

and optimal care across various stages of patient 
journey  

• Limited health promotion activities in context of 
high modifiable risk factor prevalence 

• Limited availability of comprehensive primary 
health care  

• Insufficient mental health and health promotion 
services 

Community 
• Limited health and social research on perceptions 

of community of health and illness, and inclusion of 
community perspectives and preferences in 
strategic and operational planning 

Leadership & Governance 
• Developing cross-jurisdictional linkages, strategies and 

research programs 
• Strengthening local governance capacity  
• Expansion of research capacity-building initiatives to develop 

clusters of service, teaching and research excellence that are 
likely to facilitate cross-agency collaboration and enhance 
workforce attraction 

• Developing Asia Pacific partnerships in priority areas  
Planning & Information 
• Increasing data linkage and sharing to study patient flows 

from more remote areas 
• Regional health service planning across sectors  
• Development and implementation of coordinated population-

based local area planning systems (one plan, one budget) 
• Emerging new collective place-based approaches to 

preventive health 
Medicines & Technologies 
• Expansion of telehealth models to expand access to specialist 

services in rural/remote locations and provide remote 
supervision 

Health Workforce 
• Redesign recruitment, training and support for Indigenous 

health workforce 
• Rural retention strategies for primary healthcare staff 
• Training and health systems expertise as export opportunity  
Financing 
• Exploration of new funding models for packages of services 

for integrated primary healthcare, through Primary Healthcare 
Network service commissioning processes and ACCHSs directly 

Service Delivery 
• Modelling/scale-up of comprehensive primary health care in 

all contexts 
• Expanding public health capacity in local government 
• Extending non-communicable disease risk factor surveillance 

and response strategies in public health units and primary 
health care services  

Leadership & Governance 
• Failure to deal with risk factors for 

chronic disease  
• Vulnerability to biosecurity threats, 

emerging infectious diseases and 
extreme weather events from climate 
change 

• Failure to harmonise health system and 
partnering university processes and 
systems for collaborative research and 
workforce development 

Planning & Information 
• Multiple funding sources, jurisdictions, 

programs present a threat to efficient 
and equitable coordinated planning 

• Demographic change presents health 
service planning challenges  

Health Workforce 
• Inability to attract, retain and locally 

recruit professional health workforce in 
rural and remote areas 

• “Poaching” of work-ready graduates by 
southern institutions 

Financing 
• Increased costs due to increasing rates of 

preventable hospital admissions and 
perverse incentives rewarding occasions 
of service rather than effective quality 
care 

• Unsustainable financing trajectory due to 
growing demand for health services 

• Fee-for-service models of financing 
primary care leading to increasing out-of-
pocket expenditures and impacts on 
equity of health care access 

• Small fraction of resources allocated to 
prevention 

• Lack of resourcing/consideration of social 
determinants of health across sectors 

Table 2: Strengths, weaknesses, opportunities and threats (SWOT) analysis of health service delivery and workforce across northern Australia  
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5. Government-partnered research projects 
This section of the report provides a snapshot of some of the government-funded research activity 
and projects currently underway across northern Australia. Within the last five years, the major 
health research funding bodies in Australia (ARC 2019, NHMRC, 2019, MRFF, 2019) have spent close 
to $90 million on research projects administered by northern Australian institutions, representing 
around two per cent of national disbursements. Although the figures do not include research 
administered by institutions outside of northern Australia, this proportion is below what would be 
expected given population size in northern Australia (around five per cent of the Australian 
population), its higher disease burden and proximity to the Asia Pacific region.  

Table 3: Health research funding received by northern Australian administering institutions*, 
2015-2019 

  NHMRC  2015-2019  ARC 2015 – 2019  MRFF Current 
Grants  

 TOTAL  

Health research funding 
received by northern 
institutions (n= 101) 

                                             
79,542,097  

                                       
3,714,440  

                         
4,597,340  

                   
87,853,877  

National health research 
funding (n= 5071) 

                                                  
3,871,548,735  

                                
95,755,416  

                
471,429,752  

                  
4,438,733,904  

% national funding 
received by northern 
institutions  

 
2.1% 

 
3.9% 

 
1.0% 

 
2.0% 

NHMRC = National Health and Medical Research Council; ARC = Australian Research Council; MRFF = 
Medical Research Future Fund 
*Northern-based administering institutions used in this analysis: Charles Darwin University, James Cook 
University, Central Queensland University and Menzies School of Health Research.  
 
The expected outcomes of these research programs are new or improved medical products, services 
or technologies, public health interventions, and health system or service improvements. Figure 9 
classifies the 101 northern Australian health research projects into four research categories of: 
Biomedical Research; Clinical Research; Health Services Research; and Social, Cultural, 
Environmental and Population Health Research.5 Of the 101 projects, just over 50 per cent were 
either Biomedical or Clinical Research, representing pre-clinical studies and research on, or for the 
treatment of, patients. Around one-quarter of studies (23 per cent) were in the category of Health 
Services Research, which includes studies focussed on efficiency and effectiveness of the healthcare 
system. The smallest proportion of studies (12 per cent) were in the category of Social, Cultural, 
Environmental and Population Health Research, potentially highlighting underinvestment in key 
areas relevant to the social and environmental determinants of health in northern Australia.  

 

 

 

                                                             
5 These classifications are used by the Canadian Institutes of Health Research http://www.cihr-
irsc.gc.ca/e/48801.html  
 

http://www.cihr-irsc.gc.ca/e/48801.html
http://www.cihr-irsc.gc.ca/e/48801.html
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Figure 9: Classifications of northern Australian health research projects, 2015-2019 (n = 101) 

 

As a result of the Our North Our Future: White Paper on Developing Northern Australia, there are 
two funding sources that target research in northern Australia. These are the Cooperative Research 
Centre for Developing Northern Australia (CRCNA, 2019) (current health grants totalling $1,313,170) 
and the NHMRC-funded Hot North Collaborative (incorporating pilot projects, capacity building 
programs and fellowships) ($5,997,915) 6 (Hot North, 2019). These initiatives represent important 
research capacity-building efforts in northern Australia. The Lowitja Institute Aboriginal and Torres 
Strait Islander Health Cooperative Research Centre also has most but not all of its partners in 
northern Australia. Other important research capacity-building initiatives include the establishment 
of academic health centres in northern Queensland, central Australia and the Top End, which 
represent efforts to bring health service delivery organisations, universities and research institutes 
together to integrate and enhance service provision, education and research within specific 
geographic regions. 

A selection of key northern Australian research projects, currently underway, are profiled below 
including their anticipated impacts on health service delivery and workforce in northern Australia. 
These projects were selected for their participatory design and clear potential to address some of 
the key challenges and opportunities identified earlier in the report. It is intended that this list be 
broadened following further expert consultation in the second stage of this project. 

“NINI HELTHIWAN” project  

The Improving Primary Care for Aboriginal mothers and babies in the Kimberley region of Western 
Australia project (NINI HELTHIWAN), led by the Kimberley Aboriginal Medical Service and the Rural 
Clinical School of the University of Western Australia in the Kimberley, is conducting three inter-
related research projects that will contribute to the development of a regional enhanced model of 
primary health care for Aboriginal pregnant women and mothers of young children in the region. 
Nini regional midwife coordinators are helping to improve the support of primary care providers 
who are caring for Aboriginal mothers through a peer led process (telephone assistance, email, clinic 
visits). Nini Helthiwan is using a randomised stepped wedge cluster design to provide this extra 
                                                             
6 The NHMRC Hot North Data is included in the NHMRC data in the table. 

Biomedical 
Research

13%

Clinical Research
38%

Health Services 
Research

23%

Social, Cultural, 
Environmental & 

Population Health 
Research

12%

Equipment grants 
or multi-category 

projects
14%
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support by Improving guidelines and training tools for regional priorities; providing assistance with 
problem solving and follow up (referrals, care-co-ordination, discharge planning); assistance with 
implementing regional guidelines; and on the job education and training, including assistance with 
use of electronic primary care systems. To see if improvements in health care leads to improved 
health outcomes Nini regional child health workers (located in West and East Kimberley), are 
assessing neurodevelopment and anaemia levels in Kimberley Aboriginal babies and anaemia levels 
in their mothers when the baby is 6-10 months old. 

Northern Territory and Far North Queensland Diabetes in Pregnancy project 

The Northern Territory and Far North Queensland Diabetes in Pregnancy project, led by a consortium 
of community-controlled, government and research organisations in the north and supported by Hot 
North in conjunction with the Chronic Diseases Network, aims to improve the care and outcomes for 
women with diabetes in pregnancy and their babies in both the Northern Territory and Far North 
Queensland. The project partnership includes clinicians, researchers and policy makers collaborating 
to inform methods of delivering evidence-based best practice antenatal and post-partum care for 
mothers with diabetes in pregnancy and their babies. As a longitudinal study which commenced in 
2012, the project is developing a better understanding of antenatal and birth outcomes, as well as of 
challenges concerning antenatal and post-partum care in the setting of diabetes in pregnancy.  

Improving delivery of secondary prophylaxis for rheumatic heart disease in a high‐burden setting 
study  

This stepped-wedge randomised trial, recently conducted in the Northern Territory, aimed to 
improve uptake of secondary prophylaxis among Aboriginal people with acute rheumatic fever (ARF) 
and rheumatic health disease (RHD) to reduce progression or worsening of RHD. The intervention in 
randomised clinics comprised a multi-faceted systems-based package, supporting clinics to develop 
and implement strategies to improve penicillin delivery, aligned with elements of the Chronic Care 
Model (a comprehensive system approach for chronic disease management which is the current 
framework for the Northern Territory Chronic Disease Strategy). Continuous quality improvement 
processes were used, including three-monthly feedback to clinic staff of adherence rates of their 
clients. Ultimately, the intervention did not improve adherence to RHD secondary prophylaxis within 
the study time frame, which is an important finding that is likely to assist policy-makers in 
determining investment priorities.  

WOmen’s action for Mums and Bubs (WOMB): A trial of community women’s groups to improve 
Aboriginal and Torres Strait Islander maternal and child health 

The WOMB study uses a non-randomised, cluster stepped-wedge implementation of a complex 
intervention to test the effectiveness of participatory women’s groups in improving maternal and 
child health within ten Indigenous primary care settings across northern Australia and how they 
operate in various contexts. The study models a two-way learning approach to research and is likely 
to produce new knowledge of how to facilitate improved quality of maternal and child health care in 
Indigenous primary health care settings and how to best engage community in driving health care 
improvements. 

Integrating pharmacists within Aboriginal Community Controlled Health Services to improve 
chronic disease management (IPAC) study 

The IPAC project is currently determining if including a registered non-dispensing practice 
pharmacist as part of the primary health care team within Aboriginal community-controlled health 
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services (ACCHSs) leads to improvements in the quality of the care received by Aboriginal and Torres 
Strait Islander peoples. The project is a partnership between the Pharmaceutical Society of Australia 
(PSA), the National Aboriginal Community Controlled Health Organisation (NACCHO), and James 
Cook University, guided by a Memorandum of Understanding that outlines communication and 
governance processes. The study design is an interventional, pragmatic, non-randomised, pre- and 
post- study with a cost-effectiveness analysis, where the pharmacist intervention is being added to 
standard primary health care practice within ACCHSs. The trial adopts a community-based 
participatory research design, to ensure clear benefits to project sites, acceptability and 
sustainability of the intervention within ACCHSs, and ultimately, transferability to other primary 
health care services. The findings of the project are likely to inform new funding streams to support 
patient-centred care and assist funding or commissioning bodies such as Primary Health Networks 
with their workforce financing decisions.   

Quality Improvement in Indigenous primary health care: the Leveraging Effective Ambulatory 
Practice (LEAP) project 

The LEAP project responds to an identified priority of the Centre for Research Excellence in 
Integrated Quality Improvement in Indigenous Primary Health Care (CRE-IQI), involving partners 
from James Cook University, Menzies, the University Centre for Rural Health at the University of 
Sydney, University of Western Australia, the Aboriginal Medical Services Alliance Northern Territory, 
the Queensland Aboriginal and Islander Health Council, Top End Health and the four northern 
Australian Primary Health Networks. The project aims to develop understanding of what is needed 
for Continuous Quality Improvement (CQI) initiatives to succeed in all services through development 
of a Learning Community focused on evidence-based actions to address barriers to improvement in 
service-identified priority areas. 

Environmental attributable fractions in remote Australia: the potential of a new approach for local 
public health action  

A recent study conducted in the Kimberley in 2015 analysed the extent to which primary health care 
demand is attributable to local environmental health factors. The study found that, of the 150,357 
reasons for attendance for patients of all ages, 31,775 (21.1%) were directly attributable to the 
environment.  The study concludes that, by addressing environmental factors, it was projected that 
20% of the total primary healthcare demand could be prevented including a reduction of 25% of 
presentations by Aboriginal children. These findings provide a rationale and evidence base for locally 
based environmental health action.  

The Older Persons Enablement and Rehabilitation for Complex Health conditions (OPEN ARCH) 
project 

More than 20% of the Cairns and Hinterland region's population is aged over 60 years, so research is 
being conducted to develop interventions to promote healthy ageing. The “Healthy Ageing Research 
Team” (HART) is a multidisciplinary team led by Cairns and Hinterland Health Services. HART focuses 
on clinical service delivery, healthy ageing research and community-led health initiatives for healthy 
ageing. Impacts from research have included establishing a new acute care system navigation role, 
increased funding to expand geriatrician outreach services and development of an innovative model 
of integrated care for older people (OPEN ARCH), which is now being implemented in far north 
Queensland through Cairns and Hinterland Hospital and Health Service and Torres and Torres and 
Cape Hospital and Health Service, and the Northern Queensland Primary Healthcare Network.  
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Northern Australia Tropical Disease Collaborative Research Program 

The Northern Australia Tropical Disease Collaborative Research Program (NATDCRP) 
was announced as a $ 6.8 million budget measure by the Minister for Trade and Investment, on 10 
May 2015. It contributes to implementing policies outlined in Australian Government’s White Paper 
on Developing Northern Australia. This program supports innovative high-quality research into the 
diagnosis, treatment and prevention of tropical disease, builds strong collaborations and capacity in 
the health and medical research workforce, and promotes effective translation of this research into 
health policy and practice. Key components of the Program are: building new research capability 
(including scholarships and fellowships) under the coordination of a high-quality research leadership 
team; focusing research on tropical diseases with a high potential impact on health in Australia 
and the region; and promoting accelerated transfer of research outcomes into health policy and 
practice, identifying opportunities for commercialising new health-related technologies and other 
innovations in Northern Australia and internationally. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

OPPORTUNITIES FOR FURTHER WORK/INVESTIGATION 

• Investigate opportunities to grow funding and support for northern Australian -led 
research and research capacity building initiatives focussed on priority health systems 
issues across the north. 
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6. Costing analysis: costing potentially preventable 
hospitalisations in northern Australia 

Potentially preventable hospitalisations (PPH)7 are a health system performance indicator measuring 
accessibility and effectiveness in the Australian National Healthcare Agreement. (AIHW 2016; COAG 
2008). As a component of the National Health Performance Framework, PPH are used to monitor the 
quality and effectiveness of health care services in Australia. PPH rates are higher among Indigenous 
populations and across the north. A report released by the Grattan Institute identifies northern 
Queensland as a ‘hot spot’ for PPH with rates more than 50% higher than the annual state average 
for the last 10 years (Duckett, 2016). The report advocates for investment in health services to be 
prioritised to areas that demonstrate these persistent and costly health inequities (Duckett, 2016).  

The aim of this analysis is to quantify the PPH in northern Australia and to assign costs to them. This 
is likely to help in identifying the key health conditions that drive health expenditure across the 
north, thus providing quantitative information to contribute to priority setting in the next phase of 
the broader project. The analysis was conducted for 2016-2017 with PPH data drawn from the AIHW 
website and associated costs estimated from the literature. The PPH are broadly referred to in three 
categories: vaccine preventable, acute and chronic conditions (Box 1). Stratifying PPH by condition, 
population and geographic location can allow for the development of targeted policies.  

Box 1. Potentially preventable hospitalisations defined (Falster et al., 2017) 

 

In the 2016-17 financial year, there were 45 702 hospital separations documented as PPH across 
northern Australia (crude rate of 4 073 per 100 000 population). Across the north, these separations 
costed an estimated AU$ 241.8 million, or 0.14% of national health expenditure. Most PPHs were for 
acute (50.7%) and chronic (39.2%) conditions (see Table 4), with acute and chronic conditions 
together accounting for 41 709 (89.9%) of PPH separations. Queensland reported the majority of 
PPH cases (57.7%) in northern Australia. The crude rate of PPH was the highest in the Northern 
Territory (5 049 per 100 000 population), followed by 4 282 per 100 000 in Western Australia.   

                                                             
7 The Australian Commission on Safety and Quality in Health Care defines PPH as: “an admission to hospital for 
a condition where the hospitalisation could potentially have been prevented through the provision of 
appropriate individualised preventative health interventions and early disease management, usually delivered 
in primary care and community-based care settings (including by general practitioners, medical specialists, 
dentists, nurses and allied health professionals)” (Falster et al., 2017). 
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Table 4. Potentially preventable hospitalisations in northern Australia*, 2016-2017 

  QLD NT WA Totals % 

Vaccine preventable conditions 1 686 2 314 623 4 623 10.1 

Acute conditions  13 448 6 094 3 625 23 167 50.7 

Chronic conditions 11 224 4 386 2 302 17 912 39.2 

Totals by state/ territory 26 358 12 794 6 550 45 702  100.0 

% 57.7 28.0 14.3 100.0   

*Data shown reflects the whole of NT, and northern areas of WA and QLD only 

Table 5 classifies the PPH cases by state or territory. Cellulitis (n= 6 839; 15.0%) was the most 
commonly reported condition followed by chronic obstructive pulmonary disease (COPD) (n=4 726; 
10.3%) and urinary tract infections (UTI) (n=4 346; 386; 9.5%). The top five conditions account for 
22 825 (50%) cases in northern Australia. Cellulitis features prominently across all jurisdictions and 
comprises 29.9% of the PPH disease burden in northern Australia. The same five conditions top the 
list of most commonly occurring diseases across all jurisdictions (apart from ‘other VPD’ replacing 
‘dental conditions’ in the Northern Territory). Across northern Australia, acute conditions were the 
greatest cost driver accounting for 46.1% (AU$ 111.6 million) of the total expenditure on PPH. 
Chronic conditions were the second greatest cost driver at AU$ 92.7 million (38.3% of PPH 
expenditure). 

Several factors could be considered pertinent in reducing PPH including adequate numbers of 
doctors, ensuring continuity of care, appropriate management plans and subsidised community 
health services (Zhao 2014; Katterl 2012). The findings of this costing study suggest a need for 
programs and investment targeting both acute and chronic conditions, which are likely to require 
strengthening of community-led comprehensive primary healthcare across the north. Successful 
interventions will reduce unnecessary hospitalisations, reflecting better health outcomes and 
substantial cost savings in the health system. Further costing analyses will be undertaken of the 
priority developmental scenarios identified in the second phase of the broader project. 
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QUEENSLAND NORTHERN TERRITORY WESTERN AUSTRALIA 

SEPARATIONS COSTS (AU$)  
SEPARATIONS COSTS (AU$) SEPARATIONS COSTS (AU$) 

n % Crude 
rate*  

Median 
cost 

Median 
LOS 

Total 
cost† % n % Crude 

rate*  
Median 

cost 
Median 

LOS 
Total 
cost† % n % Crude 

rate*  
Median 

cost 
Median 

LOS 
Total 
cost† % 

Total PPH 26358 100,0 3643 5068 3,5 133,6 100,0 12 794 100,0 5049 5535 4,0 73,2 100,0 6 550 100,0 4282 5351 3,2 35,1 99,9 

                                            

Total vaccine-
preventable 1686 6,4 233 7930 6,9 13,4 10,0 2 314 18,1 942 8148 5,8 19,0 26,0 623 9,5 407 8149 5,2 5,1 14,5 

Pneumonia and 
influenza  1096 4,2 151 7832 6,6 8,6 6,4 719 5,6 293 7832 5,4 5,6 7,6 238 3,6 156 7832 4,1 1,9 5,3 

Other vaccine 
preventable 578 3,4 80 8280 7,7 4,8 3,6 1 623 12,7 660 8280 6,1 13,4 18,3 388 5,9 254 8280 4,9 3,2 9,2 

                                            

Total acute 13448 51,0 1860 4653 2,9 62,6 46,8 6 094 47,6 2480 5028 3,3 30,9 42,2 3 625 55,3 2370 5005 2,7 18,1 51,7 

Cellulitis 4066 15,4 562 4663 3,1 19,0 14,2 1 663 13,0 677 4663 2,9 7,8 10,7 1 110 16,9 726 4663 2,5 5,2 14,7 

Convulsions and 
epilepsy 1578 6,0 218 3730 2,3 5,9 4,4 909 7,1 370 3730 2,6 3,4 4,7 334 5,1 218 3730 1,9 1,2 3,5 

Dental conditions 2169 8,2 300 3490 1,2 7,6 5,7 794 6,2 323 3490 1,6 2,7 3,7 615 9,4 402 3490 1,1 2,1 6,1 

ENT infections 1806 6,8 250 3425 1,4 6,2 4,6 980 7,7 399 3425 1,4 3,5 4,7 560 8,5 366 3425 1,2 1,9 5,5 

Gangrene 605 2,3 84 17183 12,8 10,4 7,8 484 3,8 197 17183 12,3 8,3 11,3 314 4,8 205 17183 6,7 5,4 15,4 

PID 223 0,8 31 3980 2,8 0,9 0,7 240 1,9 98 3980 3,0 1,0 1,3 87 1,3 57 3980 0,0 0,0 0,0 

Perforated/bleeding 
ulcer 151 0,6 21 7174 6,2 1,1 0,8 39 0,3 16 7174 0,0 0,0 0,0 33 0,5 22 7174 0,0 0,0 0,0 

Pneumonia 59 0,2 8 7832 0,0 0,0 0,0 24 0,2 10 7832 7,1 0,2 0,3 39 0,6 25 7832 0,0 0,0 0,0 

UTI‡ 2812 10,7 389 4129 3,0 11,6 8,7 986 7,7 401 4129 3,5 4,0 5,5 548 8,4 358 4129 3,0 2,3 6,4 

                                            

Total chronic 11224 42,6 1551 5134 3,8 57,6 43,1 4 386 34,3 1785 5246 4,3 23,3 31,8 2 302 35,1 1505 5139 3,4 11,8 33,7 

Angina 1301 4,9 180 3307 1,8 4,3 3,2 525 4,1 214 3307 1,9 1,7 2,3 225 3,4 147 3307 1,6 0,7 2,1 

Asthma 941 3,6 130 3060 1,6 2,9 2,2 379 3,0 154 3060 1,8 1,1 1,6 281 4,3 184 3060 2,1 0,9 2,4 

Bronchiectasis 323 1,2 45 6559 6,6 2,1 1,6 227 1,8 92 6559 4,9 1,5 2,0 47 0,7 31 6559 0,0 0,0 0,0 

CCF 1785 6,8 247 6718 6,1 12,0 9,0 566 4,4 230 6718 6,0 3,8 5,2 378 5,8 247 6718 1,5 2,5 7,2 

COPD 2796 10,6 386 6559 4,2 18,3 13,7 1 323 10,3 538 6559 4,0 8,7 11,9 607 9,3 397 6559 3,8 4,0 11,3 

Diabetes complications 1741 6,6 241 7381 4,9 12,9 9,6 592 4,6 241 7381 7,9 4,4 6,0 382 5,8 250 7381 3,5 2,8 8,0 

Hypertension 400 1,5 55 3611 2,0 1,4 1,1 93 0,7 38 3611 1,6 0,3 0,5 51 0,8 33 3611 1,3 0,2 0,5 

Iron deficiency 
anaemia 1662 6,3 230 1776 1,3 3,0 2,2 305 2,4 124 1776 1,4 0,5 0,7 221 3,4 144 1776 1,1 0,4 1,1 

Nutritional deficiencies 43 0,2 6 17535 0,0 0,0 0,0 20 0,2 8 17535 0,0 0,0 0,0 0 0,0 0 17535 0,0 0,0 0,0 

Rheumatic heart 
disease 230 0,9 32 3252 8,6 0,7 0,6 356 2,8 145 3252 5,9 1,2 1,6 95 1,4 62 3252 4,4 0,3 0,9 

Table 5. Summary of Potentially Preventable Hospitalisations in northern Australia 
 

*per 100 000, † in millions, ‡ includes pyelonephritis, LOS length of stay, median costs = per episode 
UTI = urinary tract infection, PID = pelvic inflammatory disease, COPD = chronic obstructive pulmonary disease, CCF = congestive cardiac failure, ENT = ears, nose and throat 
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7. Draft health sector priorities  
The following priorities draw from the findings of the literature review and the export, SWOT and costing analyses. They are presented in this draft report for discussion and 
refinement with stakeholders across northern Australia.  

Table 6: Draft priority actions 

 Key priority actions for 
sector development 

Action owner 
and key 
partners 

Pathways to implementation and timeline Intended industry impacts 

1. Leadership & 
Governance, 
and Planning 
& Health 
Information 
Systems 

Establish a permanent cross-
jurisdictional health service 
delivery and workforce 
network to enable shared 
strategic planning and 
implementation of new 
initiatives across the 
northern region 

Led by 
northern-based 
academic health 
centres 
 
Also involves 
HHS/LHNs, 
PHNs and 
ACCHO peak 
bodies 

• Through negotiation with academic 
health centre leaders, develop a clear 
and costed governance plan and work 
program for Ministerial Forum 
consideration (by June 2020) 

• Identify facilitators and barriers to data 
linkage across levels, services and 
jurisdictions (by December 2021) 

 

Implementing this recommendation will:  
• Reduce duplication and streamline service and 

workforce planning across the north  
• Facilitate uniformity of clinical care, quality and 

safety and smoothed patient journey 
• Facilitate mobility of health workforce across 

the north 
• Support HHSs in the translation of their 

strategic intent to implement comprehensive 
PHC into concrete planning actions; including 
lobbying for financing reform at Federal level. 

2. Health 
Workforce 

Urgent review and attention 
to cross-northern processes 
for recruiting, training (on-
country) and supporting 
Indigenous health workforce 

Jurisdictional 
and Federal 
Governments 

• Through negotiation with academic 
health centre and community-controlled 
services leaders and Aboriginal and 
Torres Strait Islanders health agencies, 
analyse the present strengths, 
weaknesses, opportunities and threats 
to Indigenous health workforce 
management and development (by June 
2020) 

• Develop a plan to address the findings of 
the SWOT for consideration at 
jurisdictional and federal government 
levels (by Dec 2020) 

Implementing this recommendation will produce: 
• A stronger, more sustainable, health workforce  
• Lower staff turnover rates, resulting in lower 

costs for locums, on-boarding, recruitment 
• More culturally acceptable health services 

resulting in better primary care attendance and 
reduced potentially preventable 
hospitalisations 
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3. Health 
workforce 

Explore systematising the 
capacity of northern 
institutions to support 
education and training of a 
fit-for-purpose health 
workforce as a service 
export 

Led by northern 
based academic 
health centres 
with CRC NA 
and 
jurisdictional 
health sector as 
partners  
DFAT; WHO TDR 

• Map current capacity in health 
workforce training across the north, 
including professional and vocational 
sectors, on-site and online delivery 
systems (by October 2020) 

• Work with CRC NA; DFAT and others to 
market capability and skills to neighbour 
countries after more comprehensive 
analysis of demand (by June 2021) 

 

Implementing this recommendation will deliver: 
• A strongly networked pipeline of health 

workforce training (including supporting 
pipelines for training a fit-for=purpose health 
workforce across disciplines – undergraduate 
and postgraduate generalist training) 

• Vocational training and upskilling in specific 
areas – e.g. surveillance and response, one-
health; implementation research 

4. Essential 
Medicines & 
Technologies, 
and Service 
Delivery 

Develop models of care to 
support the accessibility, 
acceptability and quality of 
telehealth services across a 
broad range of specialist 
health needs to address the 
burden of disease in 
northern Australian locations 

Northern 
HHSs/LHNs with 
PHNs and 
ACCHSs. 

Northern 
Academic 
Institutions 

Information and 
communication 
technology (ICT) 
partners 

• Working with the CRC ICT, examine the 
maturity of and health system 
requirements (building blocks) for 
present telehealth experience in rural 
and remote Australia and similar settings 
such as Canada (commence June 2020) 

• Call for expressions of interest to 
develop health service models including 
client and provider capacities, ICT needs 
and referral pathways for telehealth in 
northern Australia (October 2020) 

• Develop and trial models with a strong 
evaluation framework (2021-2023) 

 

 

Implementing this recommendation will result in: 

• More efficient use of existing telemedicine 
infrastructure across the north 

• Expansion of current use of telehealth 
services for clinical service delivery to 
provide services closer to home 

• Reduction in patient travel costs (including 
direct and indirect out of pocket costs) 

• Better access to health care with 
strengthening of capacity of local 
workforce 

 

5. Planning & 
Health 
Information 
Systems  

Conduct a systematic 
implementation trial of 
place-based health service 
and workforce planning (this 
includes specific health 
sector planning to respond 
to demographic change and 

ACCHS sector  

PHNs 

Local Govt and 
health services 

• Review the present models of place-
based health services/workforce 
planning for lessons learnt. This includes 
contexts in which they are being trialled 
(commence June 2020) 

Implementing this recommendation will: 
• Reduce service duplication and 

inefficiencies in remote services 
• Enable competency-based health 

workforce planning 
• Deliver more acceptable and needs-based 

services 
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health service gaps, with a 
focus on ageing populations, 
including potentially 
preventable hospitalisations, 
disability and family services) 

• Consultation across the various health 
service delivery and workforce contexts 
as to scalability (by Sept 2020) 

• Call for expressions of interest to trial 
recommended approaches (November 
2020) 

• Implement trials with strong monitoring 
and evaluation frameworks involving an 
expert advisory group with key 
stakeholder representation (2021-2023) 

• Reduce costs through a reduction in PPHs  

6. Planning & 
Health 
Information 
Systems 

Investigate options to 
address gaps in data and 
information essential for 
health systems planning in 
the north, including: routine 
workforce data, service and 
workforce evaluation data, 
and health literature 
addressing social 
determinants of health and 
prevention issues. 

Northern-based 
academic 
institutions 

• Commence data needs assessment 
project in June 2020 

• Recommendations developed for 
government, university and health 
service stakeholders by June 2021 

• Funding and implementation of 
recommendations 2022-2023. 

Implementing this recommendation will: 
• Provide health services and governments 

with essential data for health systems 
planning and funding in the north 

• Enable monitoring and evaluation of health 
sector projects 

7. Leadership & 
Governance 

Access health systems and 
workforce research and 
capacity building in northern 
Australia, driven by northern 
researchers and institutions 
and strongly based on 
implementation science 
approaches (e.g. supporting 
Hot North) 

Northern based 
academic health 
centres 

ACCHS-led 
research models 

Hot North; 
AITHM; Lowitja 

• Develop a submission for MRFF, NHMRC 
and other funding agencies to focus on 
particular needs of northern Australian 
health services and communities in 
future research funding rounds (October 
2020) 

• Support and grow further examples of 
Indigenous health research led by ACCHS 
sector 

Implementing this recommendation will: 

• Build research capacity and capability of the 
north  

• Improve national distribution of research 
funding to meet needs of the north, including 
research focussing on Indigenous-determined 
priorities for improving the health of Aboriginal 
and Torres Strait Islander Australians 
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8. Report finalisation and policy action 
A series of stakeholder workshops is being convened across northern Australia to discuss key 
challenges, opportunities and priorities for future investment and development. The outputs of 
these workshops will then inform the production of the final Situational Analysis report (see Figure 
10 below). It is anticipated that final project outputs including recommendations and a policy action 
plan will be presented at a Ministerial Forum to be held in early to mid-2020. 

Workshops have been scheduled during October and November 2019 in the following locations: 
Townsville, Cairns, Weipa, Thursday Island, Mount Isa, Mackay, Longreach, Darwin, Tennant Creek, 
Katherine, Nhulunbuy, Alice Springs, Broome, Kununurra, Karratha, and Port Hedland. A cross-
jurisdictional video-conference is also being convened for those unable to attend the workshops in 
the locations listed. 

Figure 10: Workshop contributions to final project outputs and timeline 

 

 

Feedback at any time outside of workshops is welcome. The contact details of the project team 
based at James Cook University are as follows: 

07 4781 4928 or northausthealth@jcu.edu.au  

(Ms Alex Edelman; Prof Maxine Whittaker, Prof Sarah Larkins, A/Prof Steph Topp) 
 
References and the detailed literature review summary are available separate documents. 

Workshop 
ouputs captured

Outputs inform 
final situational 
analysis report

Policy action 
plan developed

Reporting to 
stakeholders and 

policy-makers

October – November 2019       –>        December – March 2020       –>             March 2020 

mailto:northausthealth@jcu.edu.au
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