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Instructions for using this template
Overview
This template is provided to assist Primary Health Networks (PHNs) to fulfil their reporting
requirements for Needs Assessment.
The template includes sections to record needs for:
•
•
•
•

General population health of the PHN region
Primary Mental Health Care
Indigenous Health (including Indigenous chronic disease)
Alcohol and Other Drug Treatment Needs

Further information for PHNs on the development of needs assessments is provided on the
Department’s website (www.health.gov.au/PHN), including the PHN Needs Assessment
Guide, the Mental Health and Drug and Alcohol PHN Circulars, and the Drug and Alcohol
Needs Assessment Tool and Checklist (via PHN secure site).
The information provided by PHNs in this report may be used by the Department to inform
program and policy development.

Format
The Needs Assessment report template consists of the following:
Section 1 – Narrative
Section 2 – Outcomes of the health needs analysis
Section 3 – Outcomes of the service needs analysis
Section 4 – Opportunities, priorities and options
Section 5 – Checklist
PHN reports must be in a Word document and provide the information as specified in
Sections 1-5.
Limited supplementary information may be provided in separate attachments if necessary.
Attachments should not be used as a substitute for completing the necessary information as
required in Sections 1-5.
While the PHN may include a range of material on their website, for the purposes of public
reporting the PHN is required to make the tables in Section 2 and Section 3 publicly available
on their website.

Submission Process
The Needs Assessment report must be submitted to the Department, via a mechanism
specified by the Department, on or before 15 November 2018.

Reporting Period
This Needs Assessment report will be for a three year period and cover 1 July 2019 to
30 June 2022. It can be reviewed and updated as needed during this period.
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SECTION 2 – OUTCOMES OF THE HEALTH NEEDS ANALYSIS
This section summarises the findings of the health needs analysis in the table below. For more information refer to Table 1 in ‘5. Summarising the Findings’ in the Needs
Assessment Guide on www.health.gov.au/PHN.
Additional rows may be added as required.

General Population Health
Outcomes of the health needs analysis
Identified Need

Key Issue

Description of Evidence

Population
Growth

Projected
significant
population
growth will
impact the
health services

SWS is one of the fastest growing regions in the state, driven mostly by greenfield developments and urban intensification. Between 2021 and
2026, the SWS population is projected to grow by 11.3% as a result of the increase in housing development and release of land in the South
West Growth Area. SWS is forecast to have an increase in almost 42,000 new housing units in the five years up to 2021-22 , of which 12,350
will be in Camden LGA[1].
Figure 1:Projected population growth in South West Sydney and NSW, 2016-2031[2]
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SWSLHD
All LGAs across South West Sydney will experience population growth over the next fifteen years from 7.3 % in Fairfield LGA to more than
double growth in Camden LGA. The Macarthur region which includes Camden, Campbelltown and Wollondilly LGAs will experience the most
rapid population growth of 58% by 2031 due mainly to the growth in greenfield areas.
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Outcomes of the health needs analysis
Figure 2:Projected population growth in South West Sydney by LGA, 2016-2031[2]
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Population in low Socio-Economic areas (SEIFA)
There is strong evidence from Australia and other developed countries that low socioeconomic status has a direct correlation with poor
health, higher incidence of risky health behaviours and reduction in access to health care services[3, 4]. The SEIFA Index of Relative Socioeconomic Disadvantage (IRSD) has a base of 1,000 for Australia, where scores above 1,000 indicate relative lack of disadvantage and those
below 1,000 indicate relatively greater disadvantage.
Census 2016 shows that over 80% of the population in SWS reside in areas with Relative Socio-Economic Disadvantage (IRSD) Index decile
below 5; 21.1% of the population reside in the most disadvantaged areas decile. Within SWS LGAs, Fairfield LGA is the most disadvantaged
LGA with IRSD of 1, followed by Bankstown, Campbelltown and Liverpool. Across postcodes, there are pockets of disadvantaged areas, mostly
are in the metropolitan areas as shown in Figure 3 below [31].
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Outcomes of the health needs analysis
Table 1:Local Government Area (LGA) Index of Relative Socio-economic Disadvantage, 2016[5]
2016 Local
Government Area
(LGA) Name
Camden (A)

Index of Relative
Socio-economic
Disadvantage
Score
Decile

Index of Relative Socioeconomic Advantage and
Disadvantage
Score
Decile

Index of Economic
Resources

Index of Education
and Occupation

Score

Decile

Score

Decile

Usual
Resident
Population

1056

10

1056

9

1104

10

1003

8

78,218

Campbelltown (C)
(NSW)
CanterburyBankstown (A)
Fairfield (C)

950

4

948

5

977

5

932

4

157,006

935

3

961

6

956

3

967

6

346,302

856

1

896

2

943

2

882

1

198,817

Liverpool (C)

952

4

6

1008

8

953

5

204,326

Wingecarribee (A)

1034

9

972
1022

9

1046

10

1025

9

47,882

Wollondilly (A)

1043

9

1030

9

1096

10

977

7

48,519

Figure 3:Postcode(POA) Index of Relative Socio-economic Disadvantage, 2016
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Outcomes of the health needs analysis
Culturally and
Linguistically
Diverse (CALD)
population

High
proportion of
CALD
population

In 2016, 43.3% of residents in SWS were born overseas compared with 34.5% for NSW. Four (Fairfield, Liverpool, Bankstown and
Campbelltown) out of the seven SWS LGAs had a higher proportion of their residents born overseas compared with NSW. While more than
59% of people in Fairfield were born in another country, 22.6% in Camden, 23% in Wingecarribee and 18% in Wollondilly were born
overseas[6].
English language proficiency varies across SWS with one fifth of Fairfield LGA residents and around 10% of Bankstown and Liverpool LGA
residents reporting they “speak English not well or not at all” compared with 4.5% for NSW[7]. Previous studies have reported that individuals
with limited English language proficiency have more difficulty in gaining access to health care compared to English proficient individuals[8].
Table 2:Cultural diversity, NSW and SWS, 2016
SWS

Humanitarian
entrants and
refugees

High
proportion of
NSW refugees
settle in SWS

NSW

population born overseas

43.3%

34.5%

speaks a language other than English at
home
speaks English ‘not well or not at all’

45.3%

25.2%

9.9%

4.5%

Under the Australian Humanitarian and Refugee Program, between 2012 –2016 about 15,658 refugees have settled in SWS, more than half of
the state intake. Fairfield LGA was the single largest area of residence for refugees, with one in five humanitarian entrants settling in the area
over the past five years, mainly from Iraq (4,201 people) and Syria (1,535 people). Other refugee source countries include Afghanistan,
Burma, Lebanon and Iran[9].
Table 3:Place of residence for humanitarian entrants and refugees in South West Sydney by LGA, 2017[10]
LGA
Bankstown

Number of humanitarian entrants

% of SWS humanitarian entrants

190

2.9%

Camden

7

0.2%

Campbelltown

47

0.7%

Fairfield

2,798

42.8%

Liverpool

1,076

16.5%

Total SWS

4,118

63% of NSW intake

The large number of refugee resettlement is expected to have a significant impact on provision of health and social welfare services in the
area. People from refugee backgrounds often have complex health problems related to their prior access to health care and /or their
individual experiences of persecution or trauma.
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Outcomes of the health needs analysis
Health needs commonly identified in refugees and asylum seekers after arrival in Australia include:
•
•
•
•
•
•
•
•

People living in
rural areas

People living
with a disability

psychological issues
nutritional deficiencies
infectious diseases
under-immunisation
poor dental and optical health
poorly managed chronic diseases
delayed growth and development in children
physical consequences of torture[11]

Aging
population and
difficulty
accessing
services in
rural areas

Wingecarribee LGA residents tend to be older with 17% over the age of 70 years compared with SWS population (8.7%). Wingecarribee LGA
has the highest proportion of lone person households in SWS (26.1%) which is higher than the rest of NSW (23.8%). As people age, their use
of health services increases and the “rurality” of these residents will become increasingly important, particularly as by 2031, the number of
older people in Wingecarribee will increase by 58%[12].

High
proportion of
people with
disability

People living with a disability often have higher levels of illness than the general population such as multiple chronic and complex care issues.
People with an intellectual disability are more likely than the rest of the population to be under-diagnosed or under treated. They also face
significant financial and physical barriers to accessing health services as well as discrimination[13].

Physical access to healthcare and other services is a concern for some rural communities primarily in outlying towns and properties within
Wollondilly and Wingecarribee Shires. Camden, Campbelltown, Fairfield and Liverpool also have some less accessible areas, although this is
expected to change as a result of urban development.

In 2016, 6.5% (61,069 ) of the population in SWS have a profound or severe disability, higher than NSW average of 5.4%, an increase of 11,000
compared with 2011. About half of the people living with disability in SWS were aged 65 years. Within SWS region, Fairfield (27.7%) and
Bankstown (22.8%) LGAs had the highest proportion of people with disability[7].
Figure 4:Number of South West Sydney residents with profound disability by age group, 2016
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Outcomes of the health needs analysis
Figure 5:Proportion of South West Sydney residents with profound disability by LGA and NSW, 2016
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Older persons are those aged 65 years and over for non-Aboriginal and 50 years and over for Aboriginal population. It is estimated that in
2016, in South West Sydney, about 126,720 people were older adults. The largest distribution of older adults across South West Sydney is in
Bankstown and Fairfield LGAs, followed by Liverpool LGA, while proportionally about 24.7% of Wingecarribee LGA population are people over
65 years of age. In the Region, 1 in 3 older people were born in a non-English speaking country. It is expected that number of people over 65
years of age will reach up to 220,620 by 2031, an increase of 74%. The growth over the next fifteen years is expected to be particularly
significant amongst those over 85 years of age, with an increase of 92% with additional 14,660 people. The most significant increase in older
population over the next fifteen years will be in the Macarthur region: Camden (181.5%), Campbelltown (83.1%) and Wollondilly (81.9%)
LGAs; followed by Liverpool LGA (94.9%)[12].
Table 4: Older population distribution in South West Sydney and by LGA, 2016
LGA
Bankstown
Camden
Campbelltown
Fairfield
Liverpool
Wingecarribee
Wollondilly
Total

Number
29,250
8,700
19,400
28,460
22,720
11,800
6,390
126,720

% of LGA population
14.4%
10.8%
11.8%
13.8%
10.6%
24.7%
12.9%
100%

% of SWS older population
23.1%
6.9%
15.3%
22.4%
17.9%
9.3%
5.0%
100%
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Outcomes of the health needs analysis
Antenatal care has been found to have a positive effect on the health outcomes for both mother and baby.
Aboriginal mothers compared to non-Aboriginal mothers in SWS are:
•
•
•
•

more likely to smoke during pregnancy than non-Aboriginal women
less likely to present to receive antenatal care before 14 or 20 weeks of gestation
more likely to have preterm babies compared with non-Indigenous women
have an infant mortality rate which is almost twice the rate for babies in NSW overall

In 2016, a slightly larger proportion of pregnant non-Aboriginal women in SWS reported their first antenatal visit before 14 weeks gestation
compared to NSW. Slightly smaller proportion of pregnant non - Aboriginal women in SWS reported their first antenatal visit before 20 weeks
gestation compared to NSW. Smaller proportion of pregnant Aboriginal women in SWS had their first antenatal visit before 14 and 20 weeks
gestation compared with non-Aboriginal women, and the rest of NSW[14].
Figure 6:First antenatal visit among Aboriginal and non-Aboriginal mothers, visit: Before 14 and 20 weeks, SWSPHN, NSW, 2016
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Outcomes of the health needs analysis
Smoking during pregnancy
There was similar proportion of pregnant women reported smoking during pregnancy in SWS and NSW (8.2% and 8.3%). A greater proportion
of Aboriginal and Torres Strait Islander women in SWS reported smoking in pregnancy (38.1%) compared with (41.3%) for the state.
Significantly higher rates of smoking in pregnancy between 2014 and 2016 than in NSW were reported in Campbelltown and Wingecarribee
LGAs[14].
Maternal medical conditions
A higher proportion of SWS mothers had diabetes in pregnancy either pre-existing or it was diagnosed in pregnancy compared to the rest of
NSW (16.9% and 13.5% respectively)[14]. For uncontrolled gestational diabetes, the adverse pregnancy outcomes could include pregnancy
loss, premature delivery and stillbirth. Complications to the baby might include excessive birth weight, preterm birth, respiratory distress
syndrome, hypoglycaemia, jaundice, increased future risk for developing obesity and type 2 diabetes[15].
Table 5:Maternal medical conditions by SWS and NSW, 2016
Diabetes (pre-existing and gestational)
Gestational hypertension
Pre-eclampsia
Chronic hypertension

NSW
13,146 (13.5%)
2,860 (2.9%)
1,557 (1.6%)
716 (0.7%)

SWS
2,323 (16.9%)
249 (1.8%)
135 (1.0%)
89 (0.6%)

Chronic Diseases
Chronic
Diseases

Chronic
Diseases Risk
factors

Many chronic diseases share common risk factors that are preventable. Modifying these risk factors can reduce the risk of developing a
chronic condition, leading to large health gains in the population through the reduction of illness and rates of death. Chronic diseases are
closely associated with modifiable behavioural risk factors such as tobacco use, physical inactivity, unhealthy diet and the harmful use of
alcohol. Behavioural risk factors often occur together and may cluster particularly in disadvantaged communities and groups. These
behaviours contribute to the development of biomedical risk factors, including overweight and obesity, high blood pressure, and high
cholesterol levels, which in turn lead to chronic disease.
SWS residents on average have elevated rates of behaviours that have been linked to poorer health status and chronic disease prevalence.
This includes diabetes, cardiovascular and respiratory diseases, cancer, and other conditions that account for much of the burden of
morbidity and mortality in later life[12].

Tobacco
Smoking

Tobacco smoking is the single most preventable cause of death and disease globally. It is a major risk factor for death from ischaemic heart
disease and stroke.
The estimated smoking rate in adults is 20.4% in SWS in 2017,higher than the NSW average (15.2%), and the third highest among all PHNs in
NSW[16]. It is estimated that 102,055 people were smoking daily in SWS in 2016. The prevalence rate for daily smokers in SWS ranged from
9.7% for females in Wingecarribee to 15.5% for males in Fairfield. Men have been consistently more likely to smoke daily than women with
the prevalence rate of 13.2% for daily smoking compared to 8.7% for women[17].
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Outcomes of the health needs analysis
Table 6: Estimated prevalence rate for daily smoking for SWS residents by LGA and gender, 2016
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Smoking attributable hospitalisations
Tobacco is the leading cause of cancer in Australia (22% of attributable burden) in Australia and was responsible for 9% of the total burden of
disease and injury in 2011. This includes the risks associated with past tobacco use, current use, and exposure to second-hand smoke. It was
estimated that 80% of lung cancer burden and 75% of chronic obstructive pulmonary disease burden were attributable to tobacco
smoking[18].
In SWS, 4,875 hospitalisations were attributed to smoking, accounting for 10% of all NSW smoking attributable hospitalisations in 2014-15. The
smoking-attributable hospitalisation rates were lower in SWS compared to NSW (508.0 and 542.1 per 100,000 population, respectively). Only
Campbelltown LGA had significantly higher hospitalisation rate compared with NSW (699.5 and 542.1 per 100,000 population, respectively)[19].
Table 7: Smoking attributable hospitalisations, number and age standardised rate per 100,000 population, 2014-15[19]

SWSPHN

NSW

Gender

Number

Rate per 100,000

Male

3,019

659.8

Female

1,856

373.2

Total

4,875

508

Male

28,366

683.1

Female

18,830

418.3

Total

47,196

542.1
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Outcomes of the health needs analysis
Smoking attributable deaths
The smoking attributable death rate was overall slightly higher in SWS than in NSW (64.9 and 60.8 per 100,000 population respectively). In
SWS, only Campbelltown and Bankstown LGAs have significantly higher smoking attributable death rates than the NSW rate (78.7 and 65.1
per 100,000 population compared to 60.8 respectively)[20].
Issues raised through the consultations:
•

Tobacco smoking is still a large concern in the Bankstown community particularly among men from non-English speaking background,
but consultations highlighted that community members are “fed-up” with being told to quit smoking, which makes engagement with
CALD communities difficult around smoking cessation campaigns;

Smoking is also a large concern in the Fairfield community, particularly among men from Vietnamese descent. There is currently a joint
initiative between SWSLHD and Fairfield City Council to address the issue and this has been prioritised by the emerging Fairfield Heath
Alliance:
•
•
•
•
•
•
•
•
•

High
prevalence of
overweight and
obesity

Some community groups in Bankstown smoke tobacco and marijuana because drinking alcohol is forbidden by their religion/culture;
Culturally sensitive approaches to smoking required e.g. more information needed about harmful effects of' hookah' smoking and
social/family issues beyond smoking e.g. it is considered rude to ask guests to smoke outside;
Passive smoking among CALD communities needs to be addressed, particularly passive smoking associated with communal smoking
devices such as shisha at family events with children in attendance;
Long term program with exit strategy is needed to be sustainable after funding is finished;
Promotion of existing language-specific QUIT lines and of subsidised availability of NRT patches required. People unaware of what's
available;
In refugees - nicotine addiction may occur in detention, where cost is subsidised, or is seen as a stress related coping mechanism;
People with mental illness often smoke and needs to be addressed as part of the treatment;
Early intervention is needed targeting students at school as young people don’t see long term consequences associated with smoking;
Positive examples of peer-based interventions to address smoking in Camden and Wollondilly.

Carrying extra weight can lead to cardiovascular disease (mainly heart disease and stroke), type 2 diabetes, musculoskeletal disorders like
osteoarthritis, and some cancers. Being overweight or obese is a risk factor for colorectal, breast (post-menopause), oesophageal
(adenocarcinoma), endometrial, pancreatic, liver and kidney cancers[21].
In 2014, 27.4% of SWS secondary school students aged 12-17 years were overweight or obese, much higher compared to NSW average
(20.6%).7.2% were obese, and the highest prevalence among all LHDs in NSW[22].
In 2017, it was estimated that 32.2% of the adult population in SWS are overweight, similar with NSW rate of 32.5%. 24.5% were obese,
higher than NSW (21.0%). Women have slightly lower rate of obesity compared with men. The prevalence rate ranges from 21.5% for males
in Camden to 26.6% for females in Wingecarribee[20]. The number of obese persons in SWS is expected to increase by 34% from 212,010 in
2016 to 284,575 persons in 2031 due to the population growth and ageing[12].
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Outcomes of the health needs analysis
Figure 7: Estimated prevalence rate of obesity for SWS population by LGA, 2016[12]
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Figure 8:Projected number of obese persons for SWS by LGA and gender, 2016 to 2031[12]
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Outcomes of the health needs analysis
Diabetes

High
prevalence
diabetes

of

Diabetes and its associated complications contribute significantly, both directly and indirectly, to mortality, morbidity, poor quality of life of
sufferers and carers and the cost of health care. The number of people with type 2 diabetes is growing, as the result of rising overweight and
obesity rates, lifestyle and dietary changes, and an ageing population. Type 2 diabetes accounts for about 85-90% of all diabetes cases and
primarily affects people older than 40 years. Around 20% of people with type 2 diabetes use insulin. Several modifiable risk factors play a role
in the onset of type 2 diabetes, including obesity, physical inactivity and poor nutrition, as does genetic predisposition and ageing. [12].
In 2018, there are 63,370 National Diabetes Service Scheme (NDSS) registrants or 6.7% of SWSPHN population (5.1% for NSW), with the great
majority diagnosed with Type 2 Diabetes (87.1%). Fairfield, Campbelltown and Liverpool LGA’s have the largest proportion of people
registered with NDSS (7.7%, 7.2% and 7% respectively compared with 5.3% for NSW).
Table 8: Number and prevalence of NDSS registrations for SWS population by type of diabetes and LGA, 2018[23]
Diabetes Type

Area %

National %

Type 2

87.1%

87.1%

Type 1

7.7%

9.2%

Gestational

4.5%

3.1%

Other

0.7%

0.6%

The NSW Population Health Survey (SAPHaRI) shows that the estimated prevalence for diabetes or high blood glucose in adults in SWS in
2017 was 10.8%(72,462 people), higher than NSW average of 10.1%[24]. There has been a steady increase (of 3.8%) since 2002. This number
is expected to increase by 46.2% by 2031 to 105,933 people with diabetes. As the number of people aged 65 and over increases in the future
and taking into account a higher diabetes prevalence for this age group, it will result that over half of all persons with diabetes will be in this
age group. In addition, it is estimated that 12,772 persons with prediabetes were living in the region in 2016 (4,905 females and 7,867 males).
If the prevalence rate is unchanged, there will be 16,964 people living with prediabetes in 2031. According to the Australian Diabetes, Obesity
and Lifestyle Study (AusDiab),between 15 and 30 % of people with prediabetes are likely to develop type 2 diabetes within five years[12].
Figure 9:Diabetes or high blood glucose prevalence, South Western Sydney PHN, NSW 2002 to 2017(%)
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Figure 10:Estimated Number of persons with diabetes in SWS by age, 2016 to 2031[12]
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Gestational diabetes prevalence rate in SWS is higher than the state and national rate across all LGAs except Fairfield.
The high prevalence in SWS is driven by the increasing proportion of the population that is overweight and obese from a young age[12]. There
is also a higher proportion of NDSS registrants with GDM in SWS (4.5%) compared with NSW (3.4%) and national rate (3.2%). SWSPHN has the
second highest rate of Gestational diabetes registrants of all NSW PHNs (the fifth highest nationally).
Diabetes was reported by the local GPs to be the most common health issue in the community, and the second most common concern
reported by the local community. Growth in diabetes was also a key concern for SWS.

Diabetes
related
hospitalisations

Diabetes can lead to acute and chronic complications. As a result of these complications, together with the need for constant and long-term
treatment, diabetes imposes a large burden on the health system and on the community[25].
In 2016-17, hospitalisation rates for diabetes as a principal diagnosis were higher in SWS for both males and females compared with NSW.
Hospitalisation rates for diabetes recorded as a principal diagnosis were significantly higher in Campbelltown, Wollondilly, Liverpool and
Canterbury-Bankstown LGAs compared with NSW.
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Table 9:Diabetes as a principal diagnosis: hospitalisations (number and rate) for SWS residents by LGA, 2015-16 to 2016-17[26]
Number of
Hospitalisations per
Year
109.6

LGA
Camden

Rate per 100,000 population
135.8

Campbelltown

375.9

228.9

Canterbury-Bankstown

582.7

161.7

Fairfield

233.8

113.4

Liverpool

369.6

172.9

Wingecarribee

71.4

149.4

Wollondilly

88.6

179.8

For type 1 diabetes hospitalisations, people aged 0-24 have the highest rate (79.3 per 100,000 population). For type 2 diabetes
hospitalisations, people aged 75+ have the highest rate (534.4 per 100,000 population), which is 5.4 times the rate of the total
population[27].
Table 10:Type 1 and type 2 diabetes hospitalisations (rate per 100,000 population), SWS and NSW by age, 2016-17
Type 1
Age (years)

Type 2

SWS

NSW

0-24

79.3

74.3

2.1

2.0

25-34

49.4

51.8

23.6

13.5

35-44

55.3

47.7

42.5

35.0

45-54

25.5

40.5

138.3

87.7

55-64

24.6

33.3

188.9

168.2

65-75

10.6

34.0

299.5

328.5

7.2

30.0

534.4

530.0

49.9

53.1

98.5

88.7

75+
All ages

SWS

NSW
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Potentially preventable hospitalisations for diabetes complications
Diabetes complications are amongst the most common chronic conditions for which hospitalisation is considered to be potentially
preventable by timely and appropriate provision of primary or community-based health care[25] .
In SWS, the age-standardised rate of potentially preventable hospitalisation for diabetes complications was 148 per 100,000 people, lower
than the national rate of 183 per 100,000. Within SWS, Campbelltown has the highest rate (225 per 100,000 people) and the only SA3 area
above the national rate. Bankstown has the highest average length of stay(7.1 days),higher than SWS and national average(5.2 and 5.3
respectively)[28].
Table 11:Potentially preventable hospitalisations for diabetes complications, SWS and Australia, by SA3, 2015-16
SA3 name

Southern
Highlands
Bankstown

PPH per 100,000
people (agestandardised)

PPH per
100,000
people
(crude)

Number of
PPH

Number
of same
day PPH

% of
same day
PPH

Total PPH
bed days

Average
length of
stay (days)

110

133

64

10

15.6

236

3.7

162

170

302

89

29.5

2,134

7.1

86

75

47

10

21.3

200

4.3

Campbelltown

242

225

360

159

44.2

1,557

4.3

Wollondilly

104

104

42

9

21.4

175

4.2

Merrylands Guildford
Bringelly
Green Valley
Fairfield

126

124

191

44

23

1,132

5.9

138

126

122

25

20.5

563

4.6

108

113

217

45

20.7

1,190

5.5

Liverpool

178

165

194

35

18

1,002

5.2

SWSPHN

148

149

1,403

392

27.9

7,364

5.2

National

183

198

47,113

13,510

28.7

251,221

5.3

Camden
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Diabetes related deaths
Age-adjusted death rates for people with diabetes were almost double those for the general Australian population. The disparity in death
rates was highest in people aged under 45 with type 1 diabetes (4.5 times as high), and type 2 diabetes (5.8 times as high)[12].
Age-adjusted death rates for diabetes in SWS were 1.3 times higher than NSW average. Males have a higher rate than females. At the LGA
level, Bankstown, Campbelltown, Fairfield and Liverpool LGAs have significantly higher rates compared with NSW.
Table 12:Diabetes related deaths (total underlying +selected associated), SWS and NSW, number and rates per 100,000 population,
2015[20]

SWSPHN

NSW

Cardiovascular
Diseases

Higher
diabetes
prevalence
among
disadvantaged
groups
Disease burden

Gender

Number

Male

198

Rate per
100,000
46

Female

183

33

Total

381

39.1

Male

1,622

38

Female

1,312

23

Total

2,934

29.7

Diabetes prevalence increases with age and socioeconomic disadvantage and diabetes is more prevalent among Aboriginal people and areas
with low socioeconomic profile. According to NSW Population Health Survey, the diabetes prevalence among people in the most
disadvantaged quintile is 3.6% higher than the least disadvantaged quintile (12% and 8.4% respectively). The estimated diabetes prevalence
in Aboriginal communities is 3.1% higher than non-Aboriginal communities(14% and 9.9% respectively)[14].

Cardiovascular (or circulatory) diseases (CVD) comprise all diseases of the heart and blood vessels. Commonly, this group of conditions is
referred to under the broader term of 'heart disease' or 'cardiovascular disease' [29].
Diseases of the circulatory system defined by the ABS National Health Survey refers to persons who reported having been told by a doctor or
nurse that they had any range of circulatory conditions of heart, stroke and vascular diseases; hypertension, tachycardia or other diseases of
the circulatory system[17].
In Australia, CVD accounted for almost 1 in 3 deaths and 11% of all hospitalisations in 2015. The prevalence of CVD increases with age.
Indigenous Australians had CVD hospitalisation and death rates at twice the rate of non-Indigenous Australians[30].
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Figure 11:Prevalence of CVD, among persons aged 18 and over, by age and sex, 2014–15[30]

The CVD prevalence in SWS is lower than the national and state prevalence, with an average prevalence rate of 19.1% for females and 16.7%
for males.
Table 13:CVD prevalence, persons aged 18 years and over,2014-15
Region

Prevalence

SWS

17.2%

NSW

21.3%

Australia

21.5%

Within SWS, Wingecarribee LGA has the highest prevalence of 27.7% and is the only LGA with CVD prevalence above the NSW average.
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Figure 12:Estimated prevalence rate for CVD for SWS residents by LGA, 2016[12]
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The number of residents with CVD in SWS is projected to increase by 38% by 2031 rising from 160,710 people in 2016 to 221,197 in 2031. The
highest increase is expected in Camden and Liverpool LGAs (56% and 38.5% respectively)[12].

Figure 13:Projected number of persons with CVD in SWS by LGA and gender, 2016 to 2031[12]
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CVD related hospitalisations
In SWS, The CVD hospitalisation rate has slightly decreased in 2015-16 compared with 2001-02 for both male and female population[19].
Figure 14:CVD hospitalisations, South Western Sydney PHN, NSW 2001-02 to 2016-17[20]

Table 14:All Circulatory disease* hospitalisations, SWS and NSW, number and rate, 2016-2017[20]
Primary Health Networks
South Western Sydney

NSW

Gender

Rate per 100,000 population

Males

2054.9

Females

1279.9

Persons

1653.3

Males

2217.6

Females

1352.1

Persons

1765.7
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Circulatory disease hospitalisations by disease type
In NSW, coronary heart disease has the highest hospitalisations rate among all circulatory diseases (536 per 100,000 population). In 2016-17,
it accounted for 49,547(30.4%) hospitalisations among all circulatory diseases[19].
Figure 15:Circulatory disease hospitalisations by disease type, persons, NSW 2001-02 to 2016-17[20]

CVD related deaths
Overall, the death rates from all forms of circulatory disease have steadily decreased since 2001 due to:
•
•

decreased incidence, associated with reductions in some risk factors, including smoking, saturated fats in the diet, and levels of blood
pressure;
increased survival, as a result of improvements in medical and surgical treatment and follow-up care[19].

In 2015, there were 1,518 deaths attributed to circulatory diseases in SWS. The death rates in SWS were lower for females (135.8 per
100,000) compared with males (178.3 per 100,000).
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Figure 16:Circulatory disease deaths, South Western Sydney PHN, NSW 2001-02 to 2016-17[20]

Asthma

High
prevalence and
hospitalisation
rate of Kidney
Disease

Kidney disease is a subset of symptoms including: problems or complaints about the kidneys, renal pain and renal colic (kidney stones). Many
people do not know that they have kidney disease as up to 90% of kidney function can be lost before symptoms appear. Chronic kidney
disease (CKD) occurs when there is evidence of kidney damage or reduced kidney function that has lasted for at least 3 months. CKD is largely
preventable as many of its risk factors, such as high blood pressure, insufficient physical activity, overweight and obesity, and smoking, is
‘modifiable’. Diabetes and high blood pressure are two of the most common causes of CKD[12].

Steady
increase in
asthma
hospitalisation

Asthma is amongst the most common chronic conditions for which hospitalisation is considered to be potentially preventable[26]. In SWS,
asthma hospitalisation rate for people aged 5-34 years has steadily increased between 2012-13 to 2016-17. In 2016-17, the hospitalisation
rate for SWS residents was higher than the NSW rate (217.3 and 180.5 per 100,000 population, respectively)[20]. In 2015-16, the agestandardised rate of potentially preventable hospitalisation (PPH) for asthma was 148 per 100,000 people and was higher than the national
rate of 133 per 100,000 population. Across SWS region, Merrylands-Guildford has the highest PPH (243 per 100,000), followed by Liverpool

It was estimated that in 2016, 10,412 (1.1%) of SWS residents have kidney disease, comprising for 16% of the state population with kidney
disease. Camden and Liverpool LGAs had lower prevalence rates of 1.0% and Wingecarribee LGA had the highest rate of 1.5%. It was
estimated that Fairfield and Bankstown LGAs have the highest number of people with kidney disease in SWS (2,280 and 2,252 respectively).
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Hepatitis B

rates

(215 per 100,000) and Campbelltown (173 per 100,000).

High number of
Hepatitis B
notifications in
SWS

Hepatitis B
There were 6,502 new hepatitis B diagnoses in Australia in 2015. It is estimated that 232,600 people in Australia are living with chronic
hepatitis B in 2015, of whom 88 621 (38%) were born in the Asia‑Pacific, and 21 632 (9.3%) were Aboriginal and Torres Strait Islander
peoples[31]. SWS has the highest number of notifications of hepatitis B of all NSW LHDs in 2013-2017. SWS also has the third highest hepatitis
B notification rate in NSW in 2017(46 per 100,000). These rates are most likely a reflection of migrant settlement patterns of people who
acquired infection at birth overseas and targeted testing in the region[32].
Chronic hepatitis B
The chronic (unspecified) hepatitis B notification rates in SWS have increased between 2014 and 2016, from 48.2 to 58.7 per 100,000
population, the highest notification rate since 2011. Between 2011 and 2016, hepatitis B notification rates for SWS have been 1.4-1.9 times
higher than the NSW state average. Within SWS, Fairfield and Bankstown LGAs had the highest notification rates for chronic hepatitis B. In
2015 ,about 10,263 people with chronic hepatitis B in NSW were not receiving treatment, and about one quarter of them were living in SWS
(2,582 people)[33].

Potentially
Preventable
Hospitalisations
(PPH)

Potentially Preventable Hospitalisations (PPH) are those conditions for which hospitalisation is considered potentially avoidable through
preventive care and early disease management, usually delivered in an ambulatory setting, such as primary health care.
In 2016-17, potentially preventable hospitalisations for the following conditions as listed below were higher in SWS compared to all PHNs in
NSW:
Table 15:Potentially preventable hospitalisations by condition, SWSPHN and NSW, 2016-17[20]
Rate per 100,000 population
Conditions

SWSPHN

All PHNs in NSW

Pneumonia and influenza (vaccine-preventable)

139.9

94.6

Asthma

157.6

133.9

Congestive cardiac failure

195.9

160.5

Diabetes complications

137.8

128.6

COPD*

236.4

227.8

Angina*

96.8

94.1

Hypertension

42.9

33.7

Rheumatic heart diseases*

11.1

8.5

Pneumonia (not vaccine-preventable)

14.9

8.9
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Urinary tract infections*

236.2

224

Perforated/bleeding ulcer

22.3

17.3

Ear, nose and throat infections

218.1

176.1

Total PPH

2476.4

2248.4

*95% confidence intervals overlapping
The following figure presents recent analysis from the SWSLHD Healthy People and Place Unit, which identified local hotspots for chronic
disease PPHs in SWS. Hotspots were defined using criteria from the Grattan Institute Perils of Place report such as hot enough, persistently
hot, likely to stay hot and high impact. These ‘hot places’ accounted for almost 14% of chronic disease ambulatory care sensitive conditions
(ACSCs) in SWS while having 11% of the respective population. These regions include the following SA2s: Wetherill Park, Chester Hill-Sefton,
Bass Hill-Georges Hall, Macquarie Fields-Glenfield, Claymore-Eagle Vale-Raby, Minto-St Andrews, Picton-Tahmoor-Buxton, Southern
Highlands and Moss Vale-Berrima.
Figure 17:Chronic Disease PPHs hotspots in SWS[34]
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Prevention and Screening
Cancer
Incidence

Higher
incidence of
lung, thyroid,
liver and
stomach
cancer in SWS

Between 2010 and 2014, cancer incidence was lower in SWS for four of the five most common cancers (prostate, breast, colon and
melanoma) than in NSW as a whole. Incidence was higher for cancers of the lung, thyroid, liver and stomach and was similar to NSW for all
other cancers.

Projected
growth in
cancer
incidence

Based on an understanding of the population growth, current incidence, the population profile and risk factors in the local population, the
projected growth in cancer incidence by LGA between 2016 and 2031 is showing the greatest projected increase in Camden (173.7%) and
Liverpool (77%) and the lowest in Wingecarribee and Fairfield (32.6% and 37.8% respectively). The greatest increases between 2016 and 2031
are anticipated in lung cancer, myelodysplasia, upper gastrointestinal cancer and melanoma.

Figure 18:Cancer incidence: new cases per 100,000 people, selected cancers, age-standardised, SWS by LGA, 2010-2014[12]
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Table 16: Projected number of new cases of cancer in SWS (and percent of NSW total new cases) for years 2016, 2021, 2026 and 2031, by
LGA[35]
New cases diagnosed
LGA (2016)

2016

2021

2026

2031

Camden

392

559

796

1,073

Campbelltown

861

1,028

1,212

1,392

1,804

2,039

2,318

2,635

960

1,086

1,210

1,323

Liverpool

918

1,133

1,381

1,627

Wingecarribee

392

439

482

520

Wollondilly

289

332

396

466

46,947

53,453

60,213

67,174

CanterburyBankstown
Fairfield

NSW

Table 17:Projected number of new cases of cancer in SWS for years 2016, 2021, 2026 and 2031 by cancer site[35]
Cancer type

2016

2021

2026

2031

% Increase

Head and neck cancer

143

166

194

222

55.8%

Annual
Increase
3.7%

Upper gastrointestinal

438

529

640

758

73.1%

4.9%

Bowel cancer

582

678

792

917

57.5%

3.8%

Lung cancer

496

600

730

873

76.2%

5.1%

Melanoma

329

392

472

560

70.5%

4.7%

Breast cancer

541

610

693

775

43. %

2.9%

Cervical cancer

31

35

40

45

44.8%

3.0%

Ovarian cancer

44

51

58

66

48.8%

3.3%

Prostate cancer

887

1,083

1,294

1,497

68.8%

4.6%

Eye cancer

10

12

15

17

59.2%

3.9%

Brain cancer

69

79

90

102

47.3%

3.2%

Non-Hodgkins lymphoma

171

201

237

273

59.3%

4.0%
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Leukaemia

126

144

167

190

50.6%

3.4%

Cancer unknown primary

117

121

130

145

24.1%

1.6%

Myelodysplasia

51

61

74

88

73.7%

4.9%

799

951

1,132

1,322

65.6%

4.4%

4,833

5,712

6,758

7,851

62.44%

4.16%

Other cancers
TOTAL

Cancer
screening

Lower cancer
screening
participation in
SWS

Breast Cancer
In 2015-16, breast cancer screening participation rate for women aged 50-69 was lower in SWS (46.3%) compared with NSW (53%). Biennial
breast screening rates were highest in Wingecarribee and Wollondilly (55.3% an 50.6% respectively) and lowest in Camden and Liverpool
(42.2% and 43.0% respectively[36].
The participation rate for SWS women from the CALD background has increased to 48%, while participation rate for Aboriginal women stayed
low (22.2%). Screening rates for CALD women were highest in Bankstown and Fairfield (50.2% and 49.6% respectively) and lowest in Camden
(40.4%). Breast cancer has the second highest incidence by site and the third highest mortality site in SWS[37].
Issues raised through consumer consultations:
•
•
•
•

A need for promotion of preventative screening among refugee communities
Specific culturally appropriate and respectful approaches are required to address under screening in Aboriginal communities
More availability of screening locations at more appropriate times of the day
Majority of women believed their GP could do more to encourage them to participate in cancer screening

Consulted GPs mentioned that patients are looking for an adequate and ‘women friendly’ site for having mammogram referring to the site in
Penrith located with the Myers/David Jones shops. Some GPs revealed reluctance to refer to BreastScreen locations, as their patients can’t
get in at a reasonable time/ or the screening locations are all booked out. Some suggestions were made regarding the cost analysis and
whether the BreastScreen NSW should consider subsidising to subsidise private imaging organisations instead of paying for the buses and the
radiographers themselves. In addition, consultations revealed that within some communities there were misconceptions about mammograms
and fear of radiation levels.
Cervical Cancer
The biennial cervical screening participation rate for women 20-69 years of age in SWS is 50.9% in 2015-16, lower than for NSW (56.3%). The
screening participation rates were lowest in Campbelltown (44.9%) and Liverpool (48.8%); and highest in Wingecarribee and Wollondilly LGAs
(59.6% and 58.2%, respectively)[36].
Consulted GPs revealed that a majority of female GPs offer and perform Pap tests for their patients and that women may not want to see
their regular male GPs for Pap smears, so they find a female GP to do the test. This is consistent across the SWS region. The higher male to
female GP ratios means female GPs in the area are in demand for Pap smears. Some male GPs mentioned that they employ Practice Nurses to
do the test and to increase the test uptake in their practice, however suggest it is not financially viable as they could not claim under the
Medicare Benefits Scheme (MBS) if the practice nurse conducts screening. There appears to be inconsistency between the practice receiving
the Practice Nurse Incentive Payment (PNIP) and each individual GP of the practice receiving remuneration for a nurse conducting the Pap
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test. This may lead to reluctance to proactively recall female patients for Pap tests. Community consultations also identified a lack of access to
female nurses or GPs as a common barrier to cervical screening participation across all LGAs in SWS.
Bowel cancer screening
In Australia, males (9.0%) had a higher screening positivity rate than females (7.3%) in 2016. The annual bowel screening participation rates
for people aged 50-74 in SWS is 34.3%, lower than NSW rate (37.8%), it’s the third lowest among all LHDs in NSW. Compared with 2012,
bowel screening participation rates have increased in both SWS and across NSW[38].
Across the LGAs in SWS, rates were highest in Wollondilly LGA (34.3%) and lowest in Campbelltown LGA (28.2). The screening participation
were lowest in Campbelltown (44.9%) and Liverpool (48.8%); and highest in Wingecarribee and Wollondilly LGAs (59.6% and 58.2%,
respectively[36].
Community consultations revealed there is low participation in the home testing kits. Consulted GPs suggested a high level of encouragement
from GPs for their patients to participate in cancer screening, however community consultations suggest consumers believe their GP could be
doing more to encourage cancer screening participation.

Immunisation
Childhood
Immunisation

Low
immunisation
coverage for
children aged
two years in
SWS

In 2017-18, the coverage for 12-<15 months and 60-<63 months in SWS is similar or above the NSW and National rate. However, the coverage
for 24-<27 months is 88.9%, lower than the NSW and National rate. Across SA3 areas, Merrylands-Guildford has the lowest coverage of
87.5%, followed by Bankstown (87.5%), Fairfield (87.9%) and Liverpool(87.9%).
Table 18:Childhood Immunisation Coverage(%), March 2018 annualised data — all children[39]

SWSPHN
NSW
Australia

12-<15months

24-<27months

60-<63 months

93.4
93.9
94.1

88.9
89.9
90.5

94.8
94.2
94.2

In 2017, SWSPHN participated in a national wide research project to follow up immunisation overdue children with their last immunisation
providers[40]. The result shows that according to the last immunisation providers, the most common reason of children being overdue for
immunisation in SWS is family have moved out of the area (35%). Often families have not updated their address with Medicare, they are still
shown as living in the SWS area despite they have moved elsewhere.

Childhood
immunisation
coverage by
Aboriginality

Between 2008 and 2017, childhood immunisation rates in SWS have increased among Aboriginal and Torres Strait Islander children aged 1
year (87.7% to 93.8%), 2 years (90.0% to 90.6%). and 5 years of age (83.0% to 97.1%). Within the same period, the coverage have increased
for non-Aboriginal children in SWS aged 1 year and 5 years, but dropped by almost 4% for 2 years old (92.9% and 88.8%)[41].
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Adults
Immunisation

Dementia

Low
Pneumococcal
immunisation
coverage for
people aged 65
years and over

In 2015-16, it is estimated that 42.2% people aged 65 years and over in SWS have had Pneumococcal immunisation, lower than the National
average (47%)[14].

Project
increase of
people with
dementia

Dementia is the second leading cause of death of Australians contributing to 5.4% of all deaths in males and 10.6% of all deaths in females
each year[6]. In 2018, dementia is estimated to cost Australia more than $15 billion. The total cost of dementia is projected to increase to
$36.8 billion by 2056[42].

Consultation with GPs identified that reasons for low uptake of Pneumococcal immunisation include:
•
•

Low awareness of Pneumococcal immunisation for at risk groups among immunisation providers and patients;
Adult immunisation were not reported to the Australian Immunisation Register (AIR) prior to the register’s expansion to record adult
immunisation in 2017. GPs are reluctant to give patients the immunisation if their vaccination status is unknown.

In SWS, the estimated number of people with dementia in 2016 was 10,513. The prevalence rate of dementia for the region was 1.1% and
ranged from 0.6% for males in Camden to 2.8% for females in Wingecarribee LGA. Wingecarribee LGA has the largest proportion of older
people per LGA’s population in SWS. The prevalence rate was higher in females across all LGAs. It was estimated that the highest number of
people with dementia resides in Bankstown and Fairfield (2,755 and 2,422 respectively)[12].
Figure 19:Estimated prevalence rate for dementia for SWS residents by LGA and gender, 2016[12]
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Based on projections of population ageing and growth, it is estimated that number of people with dementia in SWS is expected to increase by
84.2% from 10,513 to 19,367 people by 2031.
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Figure 20:Projected number of persons with dementia for SWS 2016 to 2031 by LGA and gender[12]
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More than one in three people aged 65 or over fall at least once a year and many fall more often. Falls are the most commonly identified
cause of injury-related hospitalisations. Fall-related injury is a major cause of morbidity and mortality in older people. In 2015, it is estimated
20.7% people aged 65 years and over in SWS had a fall in the previous year, lower than the NSW average (22.7%)[24]. The number of SWS
residents affected by falls is expected to increase by 51.4% by 2031, from 7,232 in 2016 to 10,952 in 2031. The highest increase is expected in
Camden (151%) and Liverpool (62%)[12].
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Figure 21:Estimated number of SWS residents affected by falls by LGA and gender, 2016-2031[43]
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Fall-related injury hospitalisations
Fall-related hospitalisation rate have tripled among people 65 years and over in SWS in 2016-17 compared with 2001-02, from 1762.1 to
3393.8 per 100,000 population. In 2016-17, the falls hospitalisation rate for older people in SWS was higher than NSW average(NSW:2493.5
per 100,000).Females have higher rate compared with Men(3864.1 and 2793.9 per 100,000 population respectively)[20].
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Palliative Care

The ageing population and rising rates of cancer and other chronic conditions has led to a rise in palliative care services. Nationally,
hospitalisations for palliative care rose by 28% over the four years to 2015-16, from 57,614 to 73,900 hospitalisations[44].
In 2016, an estimated number of persons that required palliative care in SWS was 2,275 with a prevalence rate of 0.2%. The prevalence rate
ranges from 0.2% to 0.4% for Wingecarribee LGA. The demand for palliative care is expected to increase by 67.5% in the region with the
number of persons requiring this type of care increasing from 2,275 in 2016 to 3,811 by 2031[12].
Figure 22:Estimated prevalence rate for palliative care for SWS residents by LGA, 2016[12]
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Figure 23:Number of SWS residents requiring palliative care by LGAs and gender, 2016 to 2031[12]
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Primary Mental Health Care (including Suicide Prevention)
Outcomes of the health needs analysis
Identified Need

Key Issue

Description of Evidence

Prevalence of
Mental Health
Illness

Higher Levels of
psychological
distress in SWS

In 2014-15, 11.7% Australians aged 18 years and over experienced high or very high levels of psychological distress[17]. In 2017, 19.2% of
people aged 16 years and over self-reported high or very high levels of psychological distress in South Western Sydney region, the highest
rate since 2003[19]. In 2018, with population of 993,977 in the South West Sydney, it is estimated that approximately 165,852(16.7%)
people are likely to have mental illness in a 12-month period. It is also estimated that a further 228,453(23%) people could require some
level of early intervention or to be at risk of developing mental illness over a 12-month period. It is estimated that 168,926 people or 43% of
those with mental illness will require treatment.
Table 19:Prevalence and treated population by age groups and severity level, SWS, 2018[45]
Population

0-4

5-11

12-17

18-64

65+

Total population

75,314

97,723

80,592

605,875

Prevalence population

16,595

28,288

21,642

Early intervention

4,971

13,126

-

Mild
Moderate

Relapse prevention

Grand Total

134,473

65+
BPSD
-

284,486

37,820

5,474

394,305

9,350

105,106

14,665

-

147,218

-

-

73,040

8,195

-

81,235

6,642

8,656

6,885

7,193

7,790

2,692

89,858

3,321

4,333

3,515

28,931

3,895

1,566

45,562

993,977

Severe

1,661

2,174

1,892

20,217

3,274

1,215

30,432

Treated population

12,609

18,420

14,675

106,984

12,424

3,815

168,926

65+ age group is divided into two groups - BPSD: behavioural and psychological symptoms of dementia.

People with Mild People with mild mental illness includes mostly those with anxiety and depression with duration of less than 12 months and minimal impact
on functioning. For SWS, the estimated prevalence rate for mild mental illness in 2018 was 9.0% or 89,858 persons, with a small variation
Mental Illness

between LGAs, from 8.9% for Wingecarribee to 9.08% for Camden. People aged 18-64 years have the highest estimated prevalence of 9.4%;
people over 65 years of age has the lowest of 7.8%. It is estimated that 44,929 people with mild mental illness will potentially need or seek
treatment[12].

People with
Moderate
Mental Illness

Moderate mental illness is diagnosed mental illness with a duration of more than 12 months which does not meet the definition of severe or
has a moderate impact of illness. The estimated prevalence rate for moderate mental illness in SWS in 2018 was 4.6% or 45,562 persons and
with the consistently same rate across LGAs. It is estimated that 36,449 persons or 80% of them will require treatment within 12 months. The
number of people with moderate mental illness is expected to increase by 24.4% by 2031, from to 45,562 people in 2016 to 56,682 by
2031[12].
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People with
Severe and
Complex Mental
Illness

Severe mental illnesses are defined by diagnosis, degree of disability and the presence of some abnormal behaviour. They include
schizophrenia and psychosis, severe mood problems and personality disorder. Severe mental illness can cause considerable distress over a
long period of time to both the person affected and his or her family and friends. The estimated prevalence rate for severe mental illness in
SWS in 2018 was 3% or 30,432 persons. There is a small variation in the prevalence rate between LGAs, from 3.04% in Liverpool to 3.11% in
Wingecarribee. It is estimated that all 30,432 persons affected will need treatment, and the number of persons with severe and complex
mental illness will increase by 19.7% by 2026 from 30,432 persons affected in 2018 to 36,430 persons by 2026 [12].
In a 2015 survey, a snapshot into the unmet needs of 255 of the Partners in Recovery (PIR) client group in SWS showed 34% (n=86) of this
group indicated psychological distress as a significant unmet need. Further codesign in 2017 highlighted the following priorities:
•
•
•
•

Access to allied mental health providers with experience and skills in tailored and targeted interventions for people with severe mental
illness. Including approaches which support a recovery-oriented focus and trauma-informed care
Service caps and session allowances which are flexible, and needs based
Opportunities to utilise other health professionals and health workers to deliver care as a team, this included practice nurses, peer
workers and allied health professionals
Increased availability of low or no cost options for psychological and psychiatric care

In 2018, SWSPHN conducted online survey and face-to-face consultations with stakeholders to identify the psychosocial need for people who
have a severe mental illness with an associated level of reduced psychosocial functional capacity in SWS. The survey and consultations
revealed the top 5 psychosocial needs in SWS were:
•
•
•
•
•

Social-Economic
Disadvantage

Managing daily living needs
Social skills and friendships
Family connections
Physical health and wellbeing
Finding and keeping a home

Psychological distress was the highest in the most disadvantaged groups. Psychological distress steadily increases across the quintiles of
disadvantage with 8.8% of the least disadvantaged population reporting distress compared with 12.9% in the most disadvantaged quintile[19].
Over 80% of the population in SWS reside in areas with Relative Socio-Economic Disadvantage (IRSD) Index below 5; 21.1% of the population
reside in the most disadvantaged areas with score of 1[5].

Young people

Depression and related disorders, substance abuse, first onset psychosis and anxiety disorders are the most common mental disorders in
young people. It is estimates that 560,000 child and adolescents aged 4–17 (approximately 14%) experienced mental health disorders in
2012–13. Attention Deficit Hyperactivity Disorder (ADHD) was the most common mental disorder (7% or 298,000), followed by anxiety
disorders (7% or 278,000), major depressive disorder (3% or 112,000) and conduct disorder (2% or 83,600)[46].
In 2013-14, about 11% of SWS children aged 4-15 years were at substantial risk of developing a clinically significant behavioural problem
compared with the 8.3% for NSW. SWS had the highest rate in metropolitan Sydney[22].
In 2014, 14.9% of secondary school students aged 12-17 years in SWS had experienced psychological distress, higher than the NSW average
of 13.3%. It’s the highest in Sydney metropolitan areas [47].
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People from
Culturally and
Linguistically
Diverse (CALD)
Backgrounds

Studies show that due to language and cultural barriers, cultural stigma and lack of culturally competent health services[48, 49].
South West Sydney communities are culturally and linguistically diverse, with 43.3% of residents born overseas compared with 34.5% for
NSW. Fairfield LGA has the highest proportion of residents born overseas(59.4%), followed by Liverpool(48.4%) and Bankstown(45.2%)[50].
Consultations with GPs, consumers and service providers highlighted stigma as a significant barrier for people seeking assistance in relation
to a mental health issue. This stigma was noted for the entire population, as well as within specific cultural groups, including the Aboriginal
community and people from culturally and linguistically diverse (CALD) backgrounds. Community consultations identified some more
specific issues around stigma and CALD communities. For example, people from Assyrian backgrounds may be reluctant to see a GP from
their ethnic background for mental health issues as it is a taboo in their culture. Instead, people of an Assyrian background may prefer to
seek help for mental health issues from a GP from a non-Assyrian background, which may result in communication barriers if an appropriate
interpreter is not engaged. Stakeholder and community consultations revealed there are significant cultural issues surrounding mental
health in CALD communities in the Liverpool area. People are concerned about the shame, guilt and repercussions associated with mental
health. In some cultures, with a high level of gender inequality, women don’t seek help or referral for mental health issues in the presence
of their husbands as the family relationships, household issues and financial difficulties, in many cases, are cause of their distress and do not
wish to discuss with husband present. Young women who need mental health support are also often left unsupported as their parents
wouldn’t approve it due to the stigma. Some communities believe in help from ‘cultural healers’, however there is a confidentiality issue
associated with accessing cultural healers. Survey responses from an elderly Macedonian community group identified a majority of
respondents tend to go to their GP for mental health and wellbeing support and a small proportion go to church and talk to friends and
family. Language barriers were also a major concern for CALD groups as they visit GPs who are not from their ethnic backgrounds to avoid
the stigma around mental health within their cultural communities.
Low mental health literacy was noted as a related issue whereby community members lack the knowledge to identify mental health
concerns within themselves and others in the community, and lack skills to respond appropriately.
Community and provider concerns highlight a need for improvement of general mental health literacy within the wider community, with
targeted and culturally appropriate approaches within the Aboriginal community and CALD groups.
This stigma extends to an unwillingness to seek support in crisis situations such as suicide, and lack of knowledge to respond appropriately
when recognizing suicide risk in others.

Mental health
burden in
Aboriginal and
Torres Strait
Islander
Population

Higher prevalence of psychological distress
The NSW Population Health Survey identified about 19% of Aboriginal adults reported ‘high’ or ‘very high’ rates of psychological distress
between 2013-2015, measured by the Kessler 10 mental health screening instrument, a rate which was twice that of the general
population[16]. Aboriginal people in NSW are approximately twice as likely to be hospitalised for a mental health related problem or
disorder as non-Aboriginal people[20]. The Living Well report highlighted the impact of grief and trauma as a result of the systematic
removal of children and the destruction of communities[51].
Intentional self-harm hospitalisations
Young Aboriginal people aged 15-24 years have higher intentional self-harm hospitalisations compared with non-Aboriginal people, and the
gap has been increasing between 2001-02 and 2016-17. Aboriginal women are more likely to be hospitalised for intentional self-harm
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compared with Aboriginal men. In 2016-17, Aboriginal people age 15-24 years are 2.5 times as likely to be hospitalised for intentional selfharm compared with non-Aboriginal people in NSW[19].
Figure 24:Intentional self-harm hospitalisations by Aboriginality and age, 15-24 years, 2001-02 to 2016-17[19]

Higher Suicide rate among Aboriginal people
Aboriginal people have higher suicide rates compared with non- Aboriginal people. Between 2012 and 2016, Aboriginal men are 1.8 times
as likely to die as a result of suicide compared with non-Aboriginal men. Aboriginal women are 1.4 times as likely to die as a result of suicide
compared with non-Aboriginal women in NSW. Between 2003 and 2016, suicide rate has been steadily increasing among Aboriginal people
in NSW[19].
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Figure 25:Intentional self-harm hospitalisations by Aboriginality and age, 15-24 years, 2001-02 to 2016-17

Consultation reveals a lack of culturally appropriate mental health services and limited integrated options for addressing social concerns
concurrently with mental health concerns. A survey conducted to explore GPs barriers to referring patients with mild-to moderate mental
health problems indicated that 27% of GPs surveyed reported that their patients have experience barriers such as cultural appropriateness,
cost of support and general understanding of mental health illnesses. 55% of the responding GPs reported they don’t have any clients who
identify as Aboriginal and/or Torres Strait Islander. Based on the recent co-design prioritisation, trust, lack of culturally appropriate workers,
awareness of the culturally appropriate services and the coordination between these services act as barriers for Aboriginal and Torres Strait
Islander people when seeking help and support.

Mental health
burden in LGBTI
communities

In 2016, the estimated number of LGBTI persons in SWS was 22,844 (comprising of 11,947 males and 10,897 females), and 183,103 persons
in NSW[12]. Both international and Australian studies have found LGBTI people experience mental health issues at a significantly higher rate
than heterosexual people. They are twice as likely to experience depression and anxiety and have higher risk of suicidal behaviours. This is
consistent amongst the LGBTI community across any age group, any residential area, income level and employment or education level. The
high rate of mental illness amongst this population is caused by discrimination and exclusion[52].
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Carers

In 2015, almost 2.7 million Australians were carers (11.6%), with 856,100 people (3.7%) aged 15 years and over identified as primary carers.
In SWS, 85,394 people (12.3%) of the population aged 15 years and older were carers[53]. Carers and family members often experience
difficulty obtaining information regarding the status of their family members; lack of engagement in care planning, monitoring and review;
lack of access to respite services and support groups are limited in flexibility (times, days of week). Carers and family members of clients
with mental illness may experience significant grief, stress and anxiety as a result of their loved one’s behaviour and/or diagnosis. This can
be exacerbated during acute episodes, hospitalisations and in situations where emergency services are involved. Due to their overall very
complex role, carers may also experience poorer physical and mental health than the general population, with depression being a
significant issue, and they may experience difficulty in maintaining employment due to their caring role.
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Mental Illness
and Comorbidity

Lack of
integrated
approach to
mental disorders
comorbidity

25–50% of people with mental health disorders experience more than one disorder [40]. The 2007 National Survey of Mental Health and
Wellbeing finds that the most common comorbidity for mental health is affective and anxiety disorders (2.0% in males and 3.9% in females),
followed by substance use disorders in combination with anxiety disorders (0.8% in females and 1.3% in males). Mental disorders were
more common among people with chronic physical conditions (28.0%) when compared to people who did not have a chronic physical
condition (17.6%)[41]. The National Comorbidity Initiative finds that ‘comorbidity in mental health and substance use disorders are
widespread and often associated with poor treatment outcomes, severe illness course and high service utilisation’. Comorbidity of this kind
presents particular challenges in terms of identification, prevention and treatment [42].
Consultations SWSPHN held with primary health providers revealed that comorbidities of people with mental illness can be significant and
are often not addressed. Evidence suggests that people with psychiatric conditions experience a 12-16-year gap in life expectancy. 80% of
excess mortality is attributed to physical health conditions such as cardiovascular disease, respiratory disease and cancer. Concerns include
high smoking rates, poor dietary and other preventative health practices, high rates of metabolic syndrome and chronic illness. People with
mental illness have all the conditions that people without mental health problems have, and so comorbidity is a common general practice
presentation. For these patients, the mental health disorder can complicate the management of their other conditions, which needs to be
understood and addressed by the GP. Overall, there is a lack of an integrated approach to address physical and mental health issues. In
addition, challenges in accessing health care exist for people with multiple mental health disorders, for example, depression and anxiety, bipolar disorder and drug and alcohol use.
Consultations also highlighted a need for programs to be inclusive of people living with a mental illness and additional co-morbidities:
including but not limited to substance abuse, intellectual disabilities and brain injuries. It was raised at through consultations that the
ageing cohort of drug and alcohol users have significant medical comorbidity and a very high prevalence of co-occurring psychiatric and
substance use disorders. Little data exists about the number of people with a dual diagnosis of mental illness and intellectual disability in
SWS and there are no specialist intellectual disability/mental health services located in SWS. Consultations also raised issues about patients
with acquired brain injury have complex needs, including mental health issues.
The National Disability Insurance Scheme (NDIS) is currently in transition to patient-centred care models. The program was rolled-out in
south western Sydney in July 2016 and in its first 15 months of operation, 1,114 people were eligible for support and of these 752-recorded
mental illness as their primary disability which the other 362 recorded mental illness as their secondary disability most of these were from
NSW [43].
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Mental Health
Hospitalisations

Variations
within SWS

In 2015-16 in South West Sydney there were 97 per 10,000 people age-standardised rate of mental health overnight hospitalisations in both
public and private hospitals, which as slightly increased compared with 2014-15(95 per 10,000 people). Drug and alcohol use are the most
common mental health conditions requiring overnight hospitalisation, followed by schizophrenia and delusional disorders. These two
conditions together represented 41% of all mental health hospitalisations and 46.8% of all mental health bed days in SWS Across SWS SA3
areas, Campbelltown has the highest overnight hospitalisation for mental health, followed by Southern Highlands and Liverpool.
Table 20:Overnight hospitalisations for mental health for SWS resident by mental health conditions, 2015-16[54]
Mental health conditions

Hospitalisations per 10,000
people (age-standardised)
13

Bed days per 10,000
people (age-standardised)
117

Number of
hospitalisations
1,188

7

135

660

12,615

11

177

1,032

16,424

Drug and alcohol episodes

22

156

1,956

14,015

Dementia

7

92

660

8,650

Schizophrenia and
delusional disorders
Intentional self-harm

18

459

1,591

41,509

15

85

1,429

7,918

Anxiety and stress
episodes
Bipolar and mood
disorders
Depressive episodes

Number of
bed days
10,700

Table 21:Overnight hospitalisations for mental health for SWS resident by SA3, SWSPHN and national, 2015-16[54]
SA3 name

Hospitalisations per 10,000
people (age-standardised)
139

Bed days per 10,000
people (age-standardised)
1,590

Number of
hospitalisations
594

Number of
bed days
7,364

Bankstown

82

1,064

1,471

18,849

Camden

87

1,175

505

6,723

144

1,912

2,202

29,414

Wollondilly

80

1,158

307

4,469

Merrylands - Guildford

93

1,554

1,413

22,956

Bringelly - Green Valley

77

1,090

678

9,524

Fairfield

81

1,165

1,537

22,020

Liverpool

114

1,593

1,304

18,165

SWSPHN

97

1,315

8,949

120,815

National

102

1,401

N/A

N/A

Southern Highlands

Campbelltown (NSW)
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Suicide
Prevention

Suicide and
Intentional selfharm
Hospitalisations

In 2017, suicide is the leading cause of death for people aged 15 to 44 years and the second leading cause of death for people aged 45 to 55
years. The number of suicide deaths have continued to rise in New South Wales in the last decade, from 620 in 2008 to 880 in 2017.Suicide
accounted for a greater proportion of all Aboriginal and Torres Strait Islander deaths (5.5%) compared with deaths of Non-Indigenous
Australians (2.0%). Suicide is the second leading cause of death for Indigenous males[55].
Suicide deaths
In 2016, 70 people in SWS died by suicide, accounting for around 8.7% of the state suicide deaths. Suicide rate in SWS was lower than the
NSW rate (7.3 compared with 10.3 per 100,000 population, respectively), The number of suicide deaths in SWS was the second lowest
among all Primary Health Networks in NSW.
Intentional self-harm hospitalisations
In 2016-2017, 1,348 people (142.3 per 100,000 population) in SWS were hospitalised for intentional self-harm, similar to the NSW rate of
149.0 per 100,000 population). 457(362.2 per 100,000 population) people were aged 15-24 years. The hospitalisation rate for young people
aged 15-24 years was 2.5 times as high as the rate of all population[24].
Despite the comparatively low suicide rates and intentional self-harm hospitalisations in SWS overall, there are significant variations among
SA3 areas. In 2015-16, Southern Highlands and Campbelltown have the highest rate of hospitalisation for self-harm(30 and 27 per 10,000
respectively) in SWS, significantly higher than National rate(17 per 10,000)[56].
Table 22:Overnight hospitalisations for self-harm by SA3, SWS and Australia, 2015-16[56]
SA3

Hospitalisations per
10,000

Bed days per 10,000
population

No of
hospitalisations

No of bed
days

Southern Highlands

30

144

119

540

Bankstown

9

46

155

824

Camden

15

71

92

435

Campbelltown

27

158

437

2,527

Wollondilly

15

70

55

283

Merrylands-Guilford

12

59

52

307

Bringelly - Green Valley

12

59

116

577

Fairfield

12

61

222

1,150

Liverpool

16

110

181

1,275

SWS

15

85

1,429

7,918

National

17

81

N/A

N/A
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Perceptions of
Suicide
Prevention
Needs

The Living Well report recommends that suicide prevention efforts should reflect the unique needs and higher rates of suicide in particular
communities and populations. The document also highlights the importance of training and education to support clinicians in assessment
and management of suicidal people in community and hospital services. Education and resourcing for GPs including how to identify, treat
and follow up with someone experiencing thoughts of suicide have been identified as an issue through the consultation[51].
Consultations revealed a lack of early intervention and support services for people with persistent and recurring thoughts of suicide. In
regard to suicide prevention in CALD communities, consultations identified the following issues: poor recognition of the need for
professional care until the situation becomes a crisis, either due to lack of information, cultural stigma, or language barrier may be left
untreated until the situation becomes unmanageable.
Stakeholder consultations suggested that suicide in SWS is under-reported and that further population growth and diversity across certain
parts of the region (e.g. Oran Park: experiencing significant population growth, Liverpool/Fairfield with an influx of refugees with an
experience of trauma and abuse) would potentially contribute to a rise in suicide attempts and/or suicide rates in the region. It has also
been noted that a number of triggers such as isolation or disconnection from family or community, financial issues and drug and alcohol
misuse could contribute to suicide attempts in the community.
Consultation with NGO service providers suggested that women are more likely to identify and discuss the early warning signs of suicide
with a friend or support service unlike men who tend to call Lifeline when distressed. It was also noted that whilst women engage in selfharm more frequently, men have a higher rate of death by suicide due to use of more lethal means.

Avenues for
postvention
support unclear

Postvention support describes the service response when someone takes their own life or attempts to take their life. International evidence
documents the impact of suicide on a community, whereby a person’s exposure to a suicide increases the likelihood of them viewing suicide
as an option (the contagion effect).
The body of evidence that describes what the impacts are and how practitioners can respond effectively, is limited. In particular, an
understanding of the responses to suicide of children and culturally diverse groups, and effective ways of resourcing families and
communities to cope, has been largely ignored[57].
Within SWS, there is a lack of an integrated means for delivering postvention support including inadequate support for families dealing with
a family member who is suicidal and insufficient response from services once someone has taken their own life, related to unclear
delineation of roles in response to suicide e.g.: postvention response. Internationally, evidence-based models exist to deliver postvention
support.
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Psychosocial
support for
people with
severe mental
illness

Managing daily
living needs

The online survey and consultation findings indicated managing daily living needs as one of the top 5 needs in SWS. The National PHaMS
(2017) report indicates two areas of functional limitation for people with severe mental illness include self-care and domestic activity (AIHW
website). SWS consumers and carers reported needing domestic help and in-home assistance with a range of tasks. They suggested peer or
support workers were desirable to assist with medication, cooking, shopping, and paying bills, making and getting to and from
appointments, and going on outings.

Social skills and
friendships

The online survey and consultation findings indicated social skills and friendships as one of the top 5 psychosocial needs in SWS. The
National PHaMS report indicates two areas of functional limitation including communication and interpersonal relationships[58].
Additionally, The National report on psychosocial disability and the NDIS also confirmed that people with severe mental illness have a
strong desire for connection and friendship - “I’d like a real friend”[59]. Likewise, the consumer experience survey suggests that
‘’connection’ was an experience which consumers desired while accessing state mental health services[60]. The National Mental Health
Consumers and Carers Forum states “challenges with communication and social isolation are amongst the most pervasive of the
psychosocial disabilities”[61].
The SWSPIR report also identifies social life/company and meaningful daytime activities as two of the top three unmet needs for people
with severe mental illness[62]. SWS consumers and carers described needing the opportunity to rebuild social skills and social confidence
after periods of illness. They also described the need to learn relationships skills and access to relationship coaching to provide social
feedback. “The data from National PHaMS programs is that consumers want three main things: secure accommodation, meaningful activity
and relationships. These are rated above symptom control. We should listen to the end user of services.” Online survey respondent.

Consumers seek
connections
with their carer
and/or family
beyond their
carer role

The online survey and consultation findings indicated connections with family as one of the top 5 psychosocial needs in SWS. The National
PHaMS report indicates that the most important need of consumers is relationships[58]. Both SWS consumers and carers expressed the
need for family inclusive psychosocial services where their loved ones could access support, psychoeducation and opportunities to attend
activities as a family, reconnection with family after periods of loss of contact or hospitalisation, and when they experience relationship
stress, and feel socially disconnected.

Reconnection
with family after
periods of loss
of contact or
hospitalisation
Relationship
stress, problems
and
disconnection
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People with
severe mental
illness have
poorer health
outcomes and
die earlier than
the general
population

It is widely recognized that people with severe mental illness experience poor physical health, which often results in earlier death. Physical
health is key priority area across all National, State and local mental health plans. Hence, it is not surprising that the online survey and
consultation findings indicated physical health as one of the top 5 psychosocial needs in SWS. People with severe mental illness are
particularly prone to cancer, cardiovascular disease, metabolic disorders and diabetes. Many experience obesity, poor nutrition and oral
health, and problems with drugs and alcohol[63]. The National Mental Health Commission’s Equally Well consensus statement calls to
action all organizations to prioritize the physical health of people living with a mental illness[64].
The National Mental Health Consumers and Carers Forum also sites that consumers have a higher risk of health conditions not only due to
medication and effects of their illness, but due to reduced access to health care[61].
The SWSPIR report also identifies physical health as one of the top three unmet needs for people with severe mental illness.
SWS consumers and carers expressed the need for assistance with making medical appointments, getting to appointments and financial
assistance to access the specialist health services they need including dieticians and psychiatrists[62].

Difficulties in
finding and
securing a
home, the risk of
losing their
home and
homelessness

The rate of homelessness in the SWS Region was 20 per 10,000 compared to 42 for NSW in 2010. This excludes Wingecarribee, which is
reported under the Illawarra region, with the rate of 34 per 10,000 and had the second highest number of homeless people for this region.
The majority of homeless households in 2010 were in Bankstown (388) and Fairfield (325). 25% of NSW residents living in severely crowded
dwellings reside in SWS according the 2010 report. The primary reason people sought Specialist Homelessness Services Program (SHS)
accommodation was domestic violence (30% in SWS compared with 15% for NSW), time out from family and relationship breakdown and
eviction (7% compared with 4% for NSW). Local clients of housing support are generally younger than the state average and more likely to
be female, either alone or with children[65].

Lack of suitable
public housing
stock and
affordable
private housing
in the SWS
region

In addition, the second largest service gap found in the SWS Integrated Mental Health Atlas is related to the lack of supported
accommodation for people with mental health problems[67]. SWS consumers described the long-term challenge of finding a home in the
region and their desire to access housing support services.

Expected waiting times for social housing are greater than 10 years for any kind of property in Liverpool and Fairfield. Campbelltown
(11.9%), Bankstown (9.7%), Liverpool (8.1%) and Fairfield (8.0%) have a higher proportion of people renting social housing compared with
NSW (4.9%)[66].

People who are homeless experience numerous other barriers in service access due to issues such as disengagement with the health sector,
due to lack of a GP, Medicare card or health insurance and no fixed address or contact details. Among issues raised through SWSPHN
consultations in the Fairfield LGA was lack of specialised homelessness services for frail aged people.
One of the underlying causes linked to homelessness is severe mental illness. The data from PHaMS identified special needs groups are
likely to be disadvantaged. “The data from National PHaMS programs is that consumers want three main things: secure accommodation,
meaningful activity and relationships. These are rated above symptom control. We should listen to the end user of services.” Online survey
respondent[58].
The National Mental Health Consumer and Carer Forum recognized the lack of housing options dominates the lives of consumers and their
careers. They recommend a whole of government approach to the provision of a range of accommodation supports including: safe,
affordable and secure housing, support to maintain tenancy and community access[61].
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Alcohol and Other Drug Treatment Needs
Outcomes of the health needs analysis
Identified Need

Key Issue

Description of Evidence

Alcohol
Consumption

Variations across
SWS region Alcohol attributable
hospitalisations and
deaths

Excessive alcohol consumption is one of the main preventable public health problems in Australia, with alcohol being second only to
tobacco as a preventable cause of drug-related death and hospitalisation[68]. The 2009 National Health and Medical Research
Council (NHMRC) lifetime risk guidelines for the consumption of alcohol recommends drinking no more than two standard drinks
(one standard drink =12.5 ml of alcohol) on any day.
In 2016, 115,060 (12.4%) of SWS adult population consumed more than the recommended two standard drinks per day on average,
lower than NSW (17.6%) and National (17.4%) rate. About 18.6% of men and 6.3% of women exceeded the lifetime risk guidelines.
Males consume alcohol at risky levels almost three times as females(18.3% and 6.3% respectively) in SWS[17].
Alcohol attributable hospitalisations
In 2014-15, 5,248 SWS residents were hospitalised for alcohol related problems. Rates for both males and females were lower than
the state rates. There are variations across SWS LGAs, from 664.4 in Bankstown to 523.8 in Fairfield.
Table 23:Alcohol attributable hospitalisations by Primary Health Network and gender, NSW 2014-15
Primary Health Networks
South Western Sydney

NSW

Gender

Number

Rate per 100,000 population

Males

3,242

717.8

Females

2,007

410.5

Persons

5,248

562.9

Males

30,749

797.8

Females

23,184

544.7

Persons

53,933

671.6

Table 24:Alcohol attributable hospitalisations by Local Government Area, NSW 2013-14 to 2014-15
Local Government Areas

Smoothed Number of Separations per Year

Smoothed Rate per 100,000 population

Bankstown

1278

664.4

Camden

338

556.7

Campbelltown

901

631.4

Fairfield

1020

523.8

Liverpool

1070

600.2
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Wingecarribee

325

632.6

Wollondilly

286

647.2

Alcohol related deaths
Rates for death attributed to alcohol have declined since 2001-2002 in SWS for both males and females. The rates were similar
compared to the state rates[19].
Figure 26:Alcohol attributable deaths, South Western Sydney PHN, NSW 2001-2002 to 2012-2013[19]

Table 25:Alcohol related deaths, SWS and NSW, 2012-13
Gender
Males
South Western Sydney

Females

Number
per year
99

Rate per 100,000 population

36
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7.5
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NSW

Persons

135

15

Males

955

24.6

Females

368

8.1

Persons

1323

16.1

Illicit Drug Use
Drug and alcohol
related
hospitalisations

Variations across
SWS region

Drug and alcohol use, and schizophrenia and delusional disorders were the two most common mental health conditions requiring
overnight hospitalisation. In 2015–16, drug and alcohol related hospitalisations represented 22% of all mental health
hospitalisations and 11.6% of all mental health bed days in SWS. The age-standardised rate for drug and alcohol related overnight
hospitalisations was 22 per 10,000 people in both public and private hospitals in SWS, slightly higher compared to 20 per 10,000
people nationally. Within SWS, Campbelltown and Liverpool have the highest rates(29 per 10,000 people) [69].
Table 29: Overnight hospitalisations related to drug and alcohol consumption for South West Sydney residents by SA3, SWSPHN
and national, 2015-16
SA3

Hospitalisations per
10,000 people

Bed days per 10,000
population

Southern Highlands

26

204

91

731

Bankstown

22

151

360

2,516

Camden

11

91

65

560

Campbelltown

29

207

448

3,214

Wollondilly

16

143

61

546

Merrylands-Guilford

20

152

74

553

Bringelly - Green
Valley
Fairfield

16

121

151

1,124

19

141

360

2,616

Liverpool

29

183

346

2,155

SWSPHN

22

156

1,956

14,015

National

20

145

N/A

N/A
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No of hospitalisations

No of bed days

Outcomes of the health needs analysis
Methamphetamine
Use

Substantial increase
in
methamphetaminerelated
Hospitalisations

In 2016-17, in SWS there were 928 methamphetamine-related hospitalisations at a slightly lower rate compared to NSW (134.3 and
136.3 per 100,000 population, respectively). However, the rate was higher for number of persons hospitalised for
methamphetamine use compared to NSW (95.1 and 92.8 per 100,000 population respectively). There has been a substantial
increase of methamphetamine-related hospitalisations in SWS since 2009-10 to 2016-17[20].
Table 26:Methamphetamine-related hospitalisations and persons hospitalised, persons aged 16 years and over, residing in South
Western Sydney PHN, NSW 2009-10 to 2016-17[20]

Year

Hospitalisations

Persons hospitalised

Number

Number

Rate per 100,000
population
6

32

Rate per 100,000
population
5.1

2009-10

38

2010-11

62

9.5

53

8

2011-12

172

25.8

141

21.1

2012-13

204

30.6

180

26.9

2013-14

330

48.8

275

40.4

2014-15

572

83.4

457

66.6

2015-16

855

123.3

616

89

2016-17

928

134.3

657

95.1
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Higher
Methamphetaminerelated
hospitalisations
among Aboriginal
people

Methamphetamine-related hospitalisations among Aboriginal people have increased significantly between 2009-10 and 2016-17.
Aboriginal people have higher methamphetamine-related hospitalisations compared with non-Aboriginal people, and the gap has
been increasing since 2009-10. In 2016-17, methamphetamine-related hospitalisations rate for Aboriginal people were 7 times as
high as non-Aboriginal people[20].

Issues raised by
community and
providers

Issues raised through consultations include:

Figure 27:Methamphetamine-related hospitalisations and persons hospitalised, Hospitalisations by Aboriginality, persons aged
16 years and over, NSW 2009-10 to 2016-17[20]

•
•
•
•
•
•
•
•

Significant amount of community concern relating to drug use. Issue was in the top 5 health concerns for consumers;
Lack of a holistic, integrated care of Drug & Alcohol services& Mental Health services;
Limited community education and understanding of drug and alcohol issues;
GPs requested additional continuing professional development support to deal with drug addiction and detox;
Addressing licit and illicit drug and alcohol use should be incorporated into Mental Health strategies as comorbidity;
Perceived over prescribing of benzodiazepines (prescribed for anxiety/insomnia) is a community concern;
Perceived overprescribing by GPs without providing enough information about medications and not reviewing patients’
medication;
Intergenerational drug abuse within Aboriginal communities raised as a concern by Aboriginal service providers.
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Indigenous Health (including Indigenous chronic disease)
Outcomes of the health needs analysis
Identified
Need

Key Issue

Description of Evidence

Indigenous
population
demographics

Population
Growth

In 2016, about 16,540 of the SWS population identified as Aboriginal and Torres Strait Islander people representing 7.7% of the Aboriginal and
Torres Strait Islander population in NSW and 1.8% of the total South West Sydney’s population compared with 2.9% for NSW. This is an
increase of 3,474 Aboriginal and Torres Strait Islander people from the Census 2011. There are considerable variations between LGAs in the
proportion of the population identifying as Aboriginal and Torres Strait Islander. In SWS more than a half of the Aboriginal and Torres Strait
Islander population live in the Macarthur Region, mainly in Campbelltown 36%, and further 18% in Liverpool LGA[7, 12].
Table 27: Aboriginal and Torres Strait Islander population distribution in South West Sydney and by LGA, 2016
LGA

Aboriginal population

Bankstown
Camden
Campbelltown
Fairfield
Liverpool
Wingecarribee
Wollondilly
Total

1,635
1,933
5,971
1,483
3,012
954
1,552
16,540

% of Aboriginal
people as a % of LGA
population
0.8%
2.5%
3.8%
0.7%
1.5%
2%
3.2%
1.8%

% of SWS Aboriginal
population
9.9%
11.7%
36.0%
9.0%
18.2%
5.8%
9.4%
100.0%

The age profile of the Aboriginal community in south western Sydney reflects the same pattern as for Australia and NSW. An age profile of the
Aboriginal community is much younger than of the non-Indigenous population. The median age for Aboriginal population in 2016 was 23 years
of age compared with 38 years of age for non-Indigenous population. Almost half of the Aboriginal population in SWS is aged less than 20
years, compared to around 30% for the non-Aboriginal population. The proportion of children aged 0-14 years (35.7%) and youth aged 15-24
years (20%). Very few Aboriginal people are aged 65 years and over, with only 488 people or (3.7%) of the Aboriginal population in this age
group compared to the non-Aboriginal population (11.7%)[50].

Demographic
changes

Compared with 2011 Census, the 2016 Census shows some areas worsened for Aboriginal people including: home-ownership, preschool
education and disability[50].
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Table 28:Demographic characteristics of Aboriginal population in SWS, change between 2011 and 2016[12]
Indicators

Canterbury Bankstown

Camden

Campbelltown

Fairfield

Home ownership
Personal
income
Household
income
Preschool
education
Children at
school
Average
years of
schooling
Disability

Recorded change between 2011-2016
Improvement
No change

Rate worsening
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Liverpool

Wingecarribee

Wollondilly

Outcomes of the health needs analysis
Disease
Burden

Higher rate of
Acute
respiratory
infection
hospitalisations

In NSW, Acute respiratory infection hospitalisations for Aboriginal and Torres Strait Islander people have steadily increased since 2001-02,
from 4378.4 per 100,000 population in 2001-02 to 5993.6 per 100,000 population in 2016-17; while the rate for all population have decreased
in the same period[20]. Figure 22 shows the widening of the gap between Aboriginal and non-Aboriginal people since 2001-02, and the
significant difference between Aboriginal male and Aboriginal females.

Higher alcohol
consumption
and higher rate
of Alcohol
attributable
hospitalisations

In NSW, alcohol consumption at levels posing long-term risk to health for Aboriginal people is 1.4 times of non- Aboriginal people in
2017(41.3% and 30.7% respectively). Alcohol attributable hospitalisations for Aboriginal people is 2.2 times of non-Aboriginal people[20].

Figure 28:Acute respiratory infection hospitalisations: All acute respiratory infection, by Aboriginality, persons aged 0-4 years, NSW 2001-02
to 2016-17[20]
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Figure 29:Alcohol attributable hospitalisations by Aboriginality, NSW 2001-02 to 2014-15[20]

Poorer
antenatal
outcomes

Aboriginal women in SWS are more likely to smoke during pregnancy, are less likely to present to receive antenatal care before 20 weeks of
gestation, are more likely to have preterm babies compared with non-Indigenous women; and have an infant mortality rate which is almost
twice the rate for babies in NSW overall. 52.7% of Aboriginal or Torres Strait Islander pregnant women in SWS reported their first antenatal
visit before 14 weeks gestation compared to 64.1% of pregnant non- Aboriginal women (which was 3% less than the NSW average). About
79.3% of Aboriginal or Torres Strait Islander pregnant women reported their first antenatal visit before 20 weeks gestation (compared to
86.8% for pregnant non - Aboriginal women). 39.6% of Aboriginal women in SWS smoke during pregnancy, compared with 8.2% of nonAboriginal women[70].

Higher asthma
prevalence in
adults

In NSW, Aboriginal people have higher asthma prevalence compared to non-Aboriginal people. In 2017, asthma prevalence for Aboriginal
people is 1.5 times of the prevalence for non-Aboriginal people[70].
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Figure 30:Current asthma by Aboriginality, persons aged 16 years and over, NSW 2002 to 2017[19]

Higher chronic
obstructive
pulmonary
disease
hospitalisations
among
Aboriginal
people aged 65
years and over

Chronic obstructive pulmonary disease (COPD) hospitalisations rate among Aboriginal people aged 65 years and over have significantly
increased between 2001 and 2017, while for non- Aboriginal people have slightly decreased during the same period in NSW. In 2017, COPD)
hospitalisations rate for Aboriginal people is 4.3 times of the rate for non- Aboriginal people[19].
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Figure 31:Chronic obstructive pulmonary disease hospitalisations by Aboriginality, persons of all ages and aged 65 years and over, NSW
2001-02 to 2016-17[19]

Circulatory
disease related
hospitalisations
and deaths

In NSW, Aboriginal people have higher rate of circulatory disease related hospitalisations and deaths. Between 2001 and 2017, Circulatory
disease related hospitalisations for Aboriginal people have increased significantly (2251.9 and 2957.9 per 100,000 population respectively),
while hospitalisations for non-Aboriginal people have decreased(1989 and 1685.5 per 100,000 population respectively)[19].
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Figure 32:Circulatory disease hospitalisations by Aboriginality, NSW 2001-02 to 2016-17[19]

Circulatory disease related deaths
Between 2001 and 2016, circulatory disease deaths have steadily declined for both Aboriginal people and non-Aboriginal people, however, the
rate for Aboriginal people is consistently higher than non-Aboriginal people[19].
Figure 33:Circulatory disease deaths by Aboriginality, NSW 2001-2005 to 2012-2016[19]
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Higher Smoking
rate in adults

Between 2002 and 2017, smoking rate in adults have declined for Aboriginal people from 40.2% to 28.5%, however, the rate for Aboriginal
people is consistently higher than non-Aboriginal people. In 2017, the smoking rate for Aboriginal people is double of the rate of nonAboriginal people (28.5% and 14.7% respectively)[19].
Figure 34:Current smoking in adults by Aboriginality, NSW 2002 to 2017[19]
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Higher
dementia
hospitalisations
among
Aboriginal
people aged 65
years and over

In NSW, there has been a steady increase of dementia hospitalisations among Aboriginal women since 2009. Aboriginal people are 1.7 times as
likely to be hospitalised for dementia compared with non- Aboriginal people in 2016-17[19].
Figure 35:Dementia as a principal diagnosis or as a comorbidity, hospitalisations by Aboriginality, persons aged 65 and over, NSW 2001-02
to 2016-17[19]
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Higher diabetes
prevalence and
hospitalisations
among
Aboriginal
people

In 2017, Aboriginal people aged 16 years and over are 1.4 times as likely to have diabetes or high blood glucose compared to non-Aboriginal
people in NSW. Between 2010-2017, diabetes hospitalisations among Aboriginal people have increased, while it remains the same among nonAboriginal people in NSW. Aboriginal people are 3.3 times as likely to be hospitalised for diabetes compared with non-Aboriginal people in
2016-17[19].

Higher mental
health burden

Refer to Mental health burden in Aboriginal and Torres Strait Islander Population.

Figure 36:Diabetes as a principal diagnosis: hospitalisations by Aboriginality, NSW 2010-11 to 2016-17[19]
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SECTION 3 – OUTCOMES OF THE SERVICE NEEDS ANALYSIS
This section summarises the findings of the service needs analysis in the table below. For more information refer to Table 2 in ‘5. Summarising the Findings’ in the Needs
Assessment Guide on www.health.gov.au/PHN.
Additional rows may be added as required.

General Population Health
Outcomes of the service needs analysis
Identified Need

Key Issue

Description of Evidence

Chronic Disease
Coordination

Lack of
streamlined
referral
pathways in
primary care

Local projected population growth, and growth in number of people aged 65 years and older and increasing rates of chronic diseases will
increase demand on primary care provision in the region. Patients, health professionals and other stakeholders highlighted the lack of
collaboration between services and individual providers across the region, with some providers working in ‘silos’, and poor communication
between hospitals and primary care services. Suboptimal management of chronically ill patients leads to serious complications and to an
increase in hospital admissions. There is a need for better integrated and coordinated care, collaboration across a multidisciplinary team of
care providers, planned care with regular follow-up and review, and support for patient self-management[71]. South Western Sydney
HealthPathways, a collaborative project between the SWSLHD and SWSPHN, is an online health information portal aimed at general
practitioners to assist them with referrals to local specialists and services. The portal has a number of health pathways addressing chronic
disease care which will assist GPs in referral process.

Poor selfmanagement of
diabetes in
CALD
communities

Issues around diabetes management raised through consultations include:
•
•
•

limited capacity of existing health services such as Diabetes Education Centres to run sessions on diabetes prevention with CALD
communities;
reports of established dependency between bilingual GPs and CALD clients, as some clients don’t understand their current diagnosis and
haven’t been referred to other relevant services in the community;
shortage of local diabetes educators in the region.

SWSLHD has three established multidisciplinary Diabetes Centres at Bankstown-Lidcombe, Campbelltown and Liverpool Hospitals. Fairfield
has a nurse-led service. The Campbelltown service provides outreach services to Camden Hospital. Wollondilly and Wingecarribee LGAs rely
largely on private providers of diabetes services, or travel to other regions. SWS PHN is working as a part of the Wollondilly Health Alliance on
the Wollondilly Diabetes Program, which targets all adults with diabetes (or at risk of) living in the Wollondilly region and provides patients
with access to allied health (Diabetes Educator, Dietitian, Podiatrist) and Endocrinologist and community support via peer support. The
program is also developing a peer support network to help the community maintain changes for the long term. 7 out of 9 local GPs recruited,
and 59 patients accessed allied health and specialist services (99 occasion of services). 14 people are recruited for peer support.
There are currently 27 Diabetes specific health pathways available, with a further 4 Diabetes in pregnancy specific pathways to be developed
as part of the South Western Sydney HealthPathways initiative.
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Barriers to
address
overweight and
obesity

Issues raised through the consultations include:
•
•
•
•
•
•
•
•
•

•

Barriers to
address tobacco
smoking

Issues raised through the consultations include:
•

•

•
•
•
•
•
•
•
•
•

Barriers to
Cervical Cancer
Screening

Most common barriers to maintaining a healthy weight reported were: costs of gym memberships, easy access to fast food options, cost
barriers to healthy food options and modern lifestyles including long working hours and increasing sedentary behaviour
Navigation of services that address obesity is difficult. Lack of information about available services locally
Need for patient resources in other languages (including pictures)
Increase development of partnerships/relationships with GPs
Need for community education and health promotion activities targeting shopping centres, schools and other community venues
Gaps in availability of programs targeting youth
Need to reach disadvantaged: people with disability, people with mental illness and Aboriginal people
Cost barriers to gym memberships and healthy food, limited access to public outdoor exercise equipment and community gardens
Services need to have an outreach approach and deliver to existing groups e.g. women’s groups, social housing estates, schools and in
community neighbourhood centres as transport is an issue to access such initiatives. Provision for language assistance and programs
available in minority languages as well as more common languages
All programs e.g. Go4Fun should have a holistic and culturally specific approach

Tobacco smoking is still a large concern in the Bankstown community particularly among men from non-English speaking background,
but consultations highlighted that community members are “fed-up” with being told to quit smoking, which makes engagement with
CALD communities difficult around smoking cessation campaigns
Smoking is also a large concern in the Fairfield community, particularly among men from Vietnamese decent. There is currently a joint
initiative between SWSLHD and Fairfield City Council to address the issue and this has been prioritised by the emerging Fairfield Heath
Alliance
Some community groups in Bankstown smoke tobacco and marijuana because drinking alcohol is forbidden by their religion/culture
Culturally sensitive approaches to smoking required e.g. more information needed about harmful effects of' hookah' smoking and
social/family issues beyond smoking e.g. it is considered rude to ask guests to smoke outside
Passive smoking among CALD communities needs to be addressed, particularly passive smoking associated with communal smoking
devices such as shisha at family events with children in attendance
Long term program with exit strategy is needed to be sustainable after funding is finished
Promotion of existing language-specific QUIT lines and of subsidised availability of NRT patches required. People unaware of what's
available
In refugees - nicotine addiction may occur in detention, where cost is subsidised, or is seen as a stress related coping mechanism
People with mental illness often smoke and needs to be addressed as part of the treatment
Early intervention is needed targeting students at school as young people don’t see long term consequences associated with smoking
Positive examples of peer-based interventions to address smoking in Camden and Wollondilly

Consulted GPs revealed that a majority of female GPs offer and perform Pap tests for their patients and that women may not want to see
their regular male GPs for Pap smears, so they find a female GP to do the test. This is consistent across the SWS region. The higher male to
female GP ratios means female GPs in the area are in demand for Pap smears. Some male GPs mentioned that they employ Practice Nurses to
do the test and to increase the test uptake in their practice, however suggest it is not financially viable as they could not claim under the
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Medicare Benefits Scheme (MBS) if the practice nurse conducts screening. There appears to be inconsistency between the practice receiving
the Practice Nurse Incentive Payment (PNIP) and each individual GP of the practice receiving remuneration for a nurse conducting the Pap
test. This may lead to reluctance to proactively recall female patients for Pap tests.
The Cancer Institute NSW Cervical Screening Program has funded course positions for practice nurses to complete a training course
conducted by Family Planning NSW on the Well Women’s Screening Course. This initiative aims to train practice nurses who were selected to
conduct the cervical cancer screening to increase likelihood of screening and male GPs referrals to cervical cancer screening. However, the
challenge with this initiative is the accuracy of data collection to evaluate its effectiveness as the allocation of Medicare item number for
cervical screening for practice nurses as it occurred without a national system in place.
GPs were also aware of the proposed changes to cervical screening intervals. Consulted community members mentioned that they can’t
ignore reminder letters from the register to have the test, however women only receive those letters if they have had at least one pap smear
test previously. Those who have never had test are hard to reach, as well as women who change their residential address and don’t update
their details to receive reminder letters. Women tend to purposely look for a female GP to do the test. In some community groups, all health
care is exclusively conducted by women for women.
Community consultations also identified a lack of access to female nurses or GPs as a common barrier to cervical screening participation
across all LGAs in SWS. Another added challenge to screening is the change to the National Cervical Screening Program which will take place
in December 2017. The screening intervals will change from two years to five years. The longer gap is likely to make recall patients more
difficult, because of patients may have moved out of area.

Barriers to
access cancer
services

Issues raised through the consultations include:
•
•
•
•
•
•
•

Increasing
service demand
for older people

Increasing demand of cancer services due to population growth posed a challenge for LHD cancer services
Community view GP as a key provider to prevent and guide patients through their cancer journey
Service gaps were raised including transport, access to palliative care services, the cost of specialist services and the lack of services for
carers
Poor coordination/collaboration between primary care services and cancer therapy centre
Lack of community based palliative care dieticians
Lack of community based services for chronic and palliative care in Wingecarribee
Need more resources for palliative care in all hospitals

Issues raised through the consultations include:
•
•
•
•

Population growth and ageing and an introduction of new models of care will also increase demand on GPs and other primary and
secondary health care providers
The community raised significant concerns relating to older people and their access to services
Service needs reveal that private geriatricians are in short supply, which impacts not only on the care afforded to the community, but
also on the network of providers available to support general practitioners caring for elderly patients
Need for better support for mental health issues in residents of aged care facilities in Liverpool area, as current support by mental health
specialists close to the retirement age is deemed as inadequate. Consultations with stakeholders in Camden identified the need for more
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aged care facilities, services for frail and complex care and an increased number of chronic diseases as a consequence to an ageing
population in the area

Increasing
demand for
residential aged
care

In SWS as at 30 June 2018, there were 66 residential aged care facilities (RACF) with 7,049 beds. Almost half the facilities are private
incorporated body, 21% are charitable, and the rest are community or religious. By ABS remoteness, the majority(86.4%) of them are located
in major city, the rest(13.6%) are located in inner region[72]. Based on the projected population growth, the demand for permanent
residential aged care is expected to increase significantly in the region with the number of persons requiring this type of care almost doubling
in 15 years from 5,937 to 10,894 by 2031[12].
Table 29: Residential Aged Care Services, SWS, June 2018[72]
Organisation Type

Number

Percentage

Charitable

14

21.2%

Community Based

14

21.2%

Private Incorporated Body

29

43.9%

Religious

9

13.6%

Figure 37:Residential Aged Care Services, SWS, June 2018
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Figure 38:Number of persons requiring or in residential aged care for SWS by LGAs and gender, 2016 to 2031[12]
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In 2016-17 in Australia, 43% of all patients who received palliative care in residential aged care have diagnosis of dementia including
Alzheimer disease[73]. Many people living with dementia struggle to access palliative care that appropriately responds to their needs and
respects their wishes, due to issues around capacity for decision making, difficulties in communication and lack of community understanding
of the disease[74]. Advance care planning and engagement with palliative care for people with dementia should commence early.
Issues raised by community care providers and residential aged care facilities (RACF) include:
Palliative Care
•
•
•
•
•
•

There is a lack of awareness among both community and health professionals that dementia is a life-limiting illness, it’s not a normal part
of ageing;
Due to the point above there is a disconnect in people’s minds between Dementia and Palliative Care;
RACF staff who have the most contact with residents do not have the skills to recognise deterioration towards end-of-life;
People think that Palliative Care is only for the last few days of life;
The terminology around palliative care/ end of life care and palliative approach is confusing;
There are structural barriers for the provision of palliative care in RACFs.

Advance Care Planning
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•
•

Refugees
experience
barriers in
accessing
health care and
often have
significant
health concerns

General health issues for humanitarian arrivals include psychological problems, injuries, poor oral health, infectious and vaccine preventable
diseases, health problems related to a lack of nutrition and child development issues. Initial health assessment to newly arrived refugees is
provided through the Refugee Nurse Program run by the NSW Refugee Health Service. Refugee Nurse clinics in SWS are provided in Liverpool,
Cabramatta, Bankstown and Fairfield[75].
Issues raised through the consultations:
•
•
•
•
•
•

Service
utilisation and
access

There are limited written resources available, and do not match the literacy/reading ability/language of the SWS population;
Health Professionals, Community Services staff and RACF staff are not comfortable or skilled at having conversations about death and
dying.

Incorporate flexibility in programs to include minority languages or develop special targeted interventions;
Need for information to be delivered in community languages. Partner with Multicultural and Refugee Health services and use
interpreters or trained Bilingual Community Educators;
Lack of access to preventative health education and program for refugees, GPs could fill this gap;
Need for consideration of mental health issues with newly arrived refugees;
Lack of continuity in the health care of refugees after an initial health assessment- an opportunity for the SWSLHD multicultural workers
to do a follow up;
Tobacco use resulting in addiction may occur whilst asylum seekers are in detention, as tobacco or vouchers to purchase tobacco are
freely available. After released into the community, the cost of tobacco is often prohibitive to continuance of use for asylum seekers.

Uneven
distribution of
services
provided
through the
community
health settings
(e.g.
geographical,
population
growth)

SWS has over 60 sites including early childhood and other centres from which community health services are delivered. Eleven of these are
major community health centres. Community health facilities have inadequate space to respond to the high demand for services (lack of
treatment and meeting rooms, office areas and parking spaces); and to respond to specific needs e.g. needle and syringe program facilities.

High cost of
private
specialist and
allied services
and low

In 2016-17 in SWS, it is estimated that:

Other specialist clinical services which provide care in community settings will experience increased demands as their target populations and
their health needs grow, including oral health, drug health, mental health, aged care and rehabilitation, respiratory and cardiovascular. There
is also increased demand on services in areas with more vulnerable populations and complexity of their health problems (e.g. people from
low socioeconomic backgrounds, Aboriginal people and people from non-English speaking background including refugees[71].
Issues raised through the consultations include:
•
•
•
•

•
•
•

Lack of community-based services from chronic and palliative care in Wingecarribee;
Lack of home visiting nurses for patients with a long-term chronic condition, including severe mental illness;
Service closure has a high impact on the community;
Mental health respite services are minimal.

44.6% of adults reported they were covered by private health insurance in the preceding 12 months, much lower than National average
(57.4%);
7.1% of adults delayed or did not see a medical specialist, GP, get an imaging test and/or get a pathology test when needed due to cost
in the last 12 months, higher than the national rate (7.6%);
8.9% of adults delayed or avoided filling a prescription due to cost (national rate of 7.3%);
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affordability
among SWS
community
Surgery waiting
times

•

18.5% of adults did not see or delayed seeing a dentist, hygienist or dental specialist due to cost, similar with the National rate(18.4%)
[26].

The National Health Performance Authority (NHPA) reports on surgery waiting times shows that:
•
•
•
•

Bowel cancer surgery- patients: treated within 30 days Bankstown >= 90%, Campbelltown 76%, Liverpool 78%;
Breast cancer surgery patients: treated within 30 days - Campbelltown 83%, Bankstown, Liverpool all >= 90%, Fairfield, Bowral 100%;
Lung cancer patients: treated within 30 days - Liverpool 47%;
Elective surgery waiting time- % of patients seen within clinical urgency- 100% for Bankstown, Campbelltown, Fairfield and Bowral[76].

South western Sydney has fewer private hospitals and other services than in other parts of Sydney. Only 4% of private hospital beds and 6.5%
of day procedure centres in NSW are located in SWS and there are over twice as many private beds in the northern, eastern and southern
parts of Sydney compared with western Sydney. This gap in private supply together with lower levels of private health insurance resulted in
poorer use of private hospitals -with 27% of care of SWS residents provided by private hospitals compared with 36% of NSW residents
overall[77].

Lack of
utilisation of
home
medication
reviews

The following figure depicts the decline in recent years of utilisation of home medication reviews (MBS item 900). MBS data shows there has
been a steady decline in SWS in services and providers between 2012-2013 and 2016-17[78].
Figure 39:Home Medication Reviews (MBS item 900), SWSPHN, 2012-13 to 2016-17
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Culturally
appropriate
services

Health
workforce

Access to
refugee specific
health
assessments
and assertive
follow- up for
newly arrived
refugees in
primary care

General health issues for humanitarian arrivals include psychological problems, injuries, poor oral health, infectious and vaccine preventable
diseases, health problems related to a lack of nutrition and child development issues. In addition, newly arrived refugees might experience
difficulties in accessing health services due to language and cultural barriers and due to previously experienced refugee trauma. Initial health
assessment for newly arrived refugees is provided through the Refugee Health Nurse Program run by NSW Refugee Health Service. Refugee
Nurse clinics are provided in Liverpool, Cabramatta, Bankstown and Fairfield[75]. After an initial assessment, newly arrived refugees’ families
are referred to local GPs for further assessment and ongoing care. GPs could use a refugee specific assessment template for provision of
comprehensive health assessment.

Lack of
culturally
appropriate
health service
provision for
CALD
population
Variation in the
primary care
workforce
across the
region

Community consultations revealed lack of information available to bilingual GPs about available services, lack of translated information in
GPs’ first language to be given to their clients. Low uptake of interpreter services among GPs and lack of bilingual service providers. There is a
need to increase GP awareness of free of charge interpreting service available through the Doctors Priority Line. There is limited awareness of
culturally appropriate services by some GPs.

Some of these issues have been raised through the consultations:
•
•
•
•
•
•

Lack of access to preventative health education and program for refugees, GPs could fill this gap;
Need for consideration of mental health issues with newly arrived refugees;
Lack of continuity in the health care of refugees after an initial health assessment;
GPs needs to provide universal refugee specific health assessments and an ongoing care;
Training to GPs around refugee health care;
Limited utilisation of interpreter services in general practice (Doctors Priority Line).

Shortage of health workforce may result in people delaying or not seeking treatment, increased avoidable hospital presentations, and poorer
health and wellbeing outcomes. There is variable population per GP ratios across the LGAs in SWS. Wollondilly, Liverpool, Fairfield have the
highest ratio of population by GP[79].
Table 30:Number of General Practitioners by LGA in SWS, 2018
LGA

Number of GPs

Population per GP

Bankstown

251

810

Camden

119

607

Campbelltown

217

732

Fairfield

246

831

Liverpool

225

909

Wingecarribee

89

540
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Wollondilly

38

1,263

Many GPs request workforce support from the PHN, with requests ranging from assistance to advertise and help navigating NSW health and
Department of Health workforce support programs such as Area of Need, District of Workforce Shortage programs.
Issues raised through the consultation:
•
•
•
•
•
•
•
•
•
•
•
•

Integrated care

Community concern regarding attracting health care professionals to SWS, particularly the Southern sectors of Wingecarribee and
Macarthur;
Need for affordable training for NGO staff, including areas such as patient education/support programs on chronic diseases and care;
Significant support among providers for multidisciplinary team models;
Equitable distribution of Early Childhood Nursing resources and activity;
Concerns regarding the undersupply of child allied health therapists;
Need for funding for early intervention and general preventative/educational projects;
Providing workforce support, such as resources and professional development on chronic disease care to GPs and nurses;
Poor access to psychiatrists;
Services targeted to the Aboriginal community highlighted that cultural competency should be included in the education and training of
entire health workforce;
Multicultural Health Workers are underutilized by clinicians;
Shortage of bilingual GPs from some ethnic backgrounds in the area and prolonged surgery waiting times;
Gaps in palliative care services.

Poor care
coordination
and navigation

Coordination and collaboration between services are viewed as a significant barrier to efficient health care. Consumers, service providers and
GPs frequently raised the issue of a lack of collaboration and communication between services. This could be addressed by information
sharing. A number of initiatives through the Integrated Care Collaboration established between SWSLHD and SWSPHN are focusing on
integrated and coordinated health care between primary care and secondary care (including initiatives such as HealthPathways and the
Wollondilly Health Alliance).

Interagency
collaboration
needs to be
improved
Poor patient
data and
information
sharing
between

GP, service provider and community support for services that plan and implement activity collaboratively. A number of existing interagency
networks are working well and that these models could be built on to further improve collaboration between agencies.

Data sharing between mainstream health services and GPs in the area through electronic referrals and hospital discharge reports is poor. GPs
have limited to no access to hospital pathology therefore unnecessarily duplicate effort. NSW Health transition to HealtheNet may address
some of these issues.
Issues raised through the consultation:
•

The My Health record system is seen as an important tool by community;
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primary and
secondary care

•

Lack of
availability of
service
information

Considerable amount of feedback from the community, service providers and health care professionals were about the availability of service
information. Directories, where available are often outdated and difficult to use.

•

Perceived cultural clash between the government promoting My Health record and community concerns about privacy and
confidentiality;
Opt-out My Health Record reform provides a positive opportunity to address data sharing between providers.

Issues raised through the consultations:
•
•
•

Need for greater promotion to the community;
Comprehensive service directories are required to improve the link between health and community services;
Lack of consistent high-quality information about local services, referral requirements and pathways between services.
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Identified
Need

Key Issue

Description of Evidence

Services
demand

Steady increase
in service
demand

There has been a steady increase in both number of services and number of patients through MBS since 2011-12 in SWS region, with the
biggest increase in GP and Clinical Psychologist Mental Health Services. In SA3 areas, Campbelltown, Bankstown and Fairfield have the highest
number in both services and patients. Among all age groups, people aged 25-34 years, 35-44 years and 45-54 years used the mental health
service the most, with all three groups combined used 54% of the all MBS mental health services in 2016-17.
MBS Subsidised Mental Health Services[78]
GP Mental Health Services
Services provided under the MBS by GPs can include preparation or review of a mental health treatment plan, management of a patient’s
mental health condition and focussed psychological strategies. Compared with 2011-12, the number of services has increased by 52% and
number of patients has increased by 50% in 2015-16.
Table 31:MBS GP Mental Health Services, SA3, 2016-17
SA3 Name

Number of Services

Number of patients

Southern Highlands

7,251

4,090

Bankstown

20,715

11,959

Camden

8,469

5,313

Campbelltown (NSW)

25,946

14,563

Wollondilly

5,729

3,599

Bringelly - Green Valley

11,031

6,527

Fairfield

19,365

11,499

Liverpool

14,421

8,396
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Table 32:MBS GP Mental Health Services, SWSPHN Region, 2011-17
Year of Service

Number of Services

Number of patients

2011-12

74,302

44,110

2012-13

83,635

49,151

2013-14

94,924

54,267

2014-15

101,663

58,236

2015-16

109,029

62,372

2016-17

112,928

65,947

Clinical Psychologist Mental Health Services
In 2015-16, Clinical psychologist provided 29,588 mental health services through MBS to 11,446 patients in SWS region. Compared with 201112, the number of services has increased by 62% and number of patients has increased by 78% in 2015-16.
Table 33:MBS Clinical Psychologist Mental Health Services, SA3, 2016-17
SA3 Name

Number of Services

Number of patients

Southern Highlands

3,324

742

Bankstown

8,911

2,002

Camden

4,160

954

Campbelltown (NSW)

9,489

2,312

Wollondilly

3,410

803

Bringelly - Green Valley

4,889

1,167

Fairfield

8,904

2,041

Liverpool

6,499

1,424
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Table 34:MBS Clinical Psychologist Mental Health Services, SWSPHN Region, 2015-16
Year of Service*

Number of Services

Number of patients

2011-12

30,549

6,447

2012-13

37,937

7,863

2013-14

43,658

9,345

2014-15

45,162

9,966

2015-16

46,349

10,339

2016-17

49,588

11,446

Psychiatrist Mental Health Services
Between 2011-12 and 2016-17, the number of mental health service provided by psychiatrists through MBS and the number of patients in SWS
changed very little.
Table 35:MBS Psychiatrist Mental Health Service, SA3, 2016-17
SA3 Name

Number of Services

Number of patients

Southern Highlands

5,737

996

Bankstown

11,155

2,353

Camden

4,076

687

Campbelltown (NSW)

9,637

1,531

Wollondilly

3,054

502

Bringelly - Green Valley

4,288

1,015

Fairfield

10,438

2,530

Liverpool

5,681

1,379
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Table 36:MBS Psychiatrist Mental Health Service, SWSPHN Region, 2011-17
Year of Service

Number of Services

Number of patients

2011-12

51,041

11,207

2012-13

54,100

11,701

2013-14

52,677

11,735

2014-15

53,909

11,096

2015-16

53,802

11,014

2016-17

54,067

10,992

Other Allied Mental Health Services
Between 2011-12 and 2016-17, the number of other Allied mental health services through MBS and number of patients in SWS have gradually
increased.
Table 37:MBS Other Allied Mental Health Services, SA3, 2016-17
SA3 Name

Number of Services

Number of patients

Southern Highlands

6,396

1,615

Bankstown

22,884

5,279

Camden

10,165

2,586

Campbelltown (NSW)

21,847

5,297

Wollondilly

5,960

1,563

Bringelly - Green Valley

11,332

2,713

Fairfield

21,208

4,975

Liverpool

15,782

3,616
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Table 38:MBS Other Allied Mental Health Services, SWSPHN Region, 2011-17
Year of Service

Number of Services

Number of patients

2011-12

91,354

20,103

2012-13

96,744

21,127

2013-14

92,257

22,108

2014-15

103,418

24,322

2015-16

113,094

26,491

2016-17

115,577

27,644

Table 39:MBS Mental Health Service by Age group, SWSPHN region, 2016-17
Age Group

Services

Percentage

00-04

1,968

0.6%

05-11

18,972

5.7%

12-17

24,158

7.3%

18-24

39,490

11.9%

25-34

60,827

18.3%

35-44

60,325

18.2%

45-54

58,006

17.5%

55-64

42,979

12.9%

65-74

17,432

5.2%

75-84

6,478

2.0%

85+

1,523

0.5%
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Figure 40:MBS Mental Health Service by Age group, SWSPHN region, 2016-17
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Consultation highlighted long waiting lists for mental health support within the public system. Compared to the availability of mental health
services elsewhere in NSW, SWSLHD is currently under resourced in relation to community and hospital based services[80].
Publicly funded services are located in the most populous areas of the region, particularly around Liverpool, Campbelltown and Bankstown
LGAs. These areas are also populated with the communities identified as being at a greater risk of psychological distress and socioeconomic
disadvantage. Communities in the southern area of the region are shown to have poorer geographic access to inpatient services; however,
levels of disadvantage and risk of psychological distress are lower. Community and Stakeholder consultation revealed a shortage of psychiatrists
in the Liverpool area and consequently long waiting times of up to 6 weeks which is particularly hard for people with suicidal ideation.
The number of private psychologists varies between LGAs in SWS. Taking into account an estimated number of population and number of
psychologists, Camden LGA residents have the best access to private psychologists in SWS, Liverpool LGA has the poorest access followed by
Fairfield LGA. Consultations also identified a need for more services provided by NGOs which would be evenly distributed through the region.
The total number of services from the NGO sector providing mobile outpatient care (non-acute) in South Western Sydney is 2.17 per 100,000
residents (0.93 accounted for by the HASI program alone)[81].

Limited access
to mental
health nurses

In 2014-15, Wingecarribee, Wollondilly and Camden had the highest rate of patient engagement with mental health nurses (153, 133 and 126
per 100,000 population, respectively). The lowest rates of patient engagement were observed in Bankstown, Liverpool and Fairfield. In 2014-15
there were no Mental health nurses located in the Campbelltown, Liverpool and Fairfield Local Government Areas under the Department of
Human Services Mental Health Nurse Incentive Program.
SWSPHN have commissioned 8 mental health nurses to deliver the credential mental health nurse service program across 7 LGAs. 3 of the MHN
are based at the headspace centres in Campbelltown, Liverpool and Bankstown.
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Limited
number of
affordable local
psychiatrists

Another access issue is related to the community’s ability to pay for the Psychiatry services. In 2016-17, 10,992 people have used 54,067 MBS
services to see psychiatrists in SWS region. The benefit/fee ratio is 0.76, the lowest among all Mental Health service types.
Table 40:MBS Mental Health data, SWSPHN Region, 2016-17[78]
Mental Health Service Type

Services

Benefits paid

Fees Charged

Benefit/Fee Ratio

Number of
patients

A_Psychiatrist

54,067

$7,341,583.1

$9,625,846.8

0.76

10,992

B_Clinical_Psychologist

49,588

$6,229,813.4

$7,155,249.8

0.87

11,446

C_GP

112,928

$9,465,612.9

$9,691,947.2

0.98

65,947

D_Other_Allied_health

115,577

$9,800,702.0

$11,554,651.0

0.85

27,644

T_TOTAL

332,161

$32,837,711.4

$38,027,694.7

0.86

78,555

GPs tend to contact public Psychiatrist services for advice as they don’t have access to psychiatrist in private practice. Consultation with service
providers in the Fairfield LGA identified affordability of private counselling services as an issue for the area. Services and community members
highlighted a paucity of local psychiatrists, with significant gaps in access to affordable services. Lack of psychiatrists also impacted the GP
workforce, with limited opportunities for mental health consultancy, which supports and empowers primary care providers to continue to
oversee the management of complex patients.
Community consultations identified significant consequences associated with limited access to psychiatrists. There have been many cases
where vulnerable patients with a severe and persistent mental illness, who rely heavily on medication, are not able to make an appointment to
see their psychiatrist before they need a new script for medication and run out of medication. Consultations with GPs also identified many
patients with mental illness cannot afford to see a psychiatrist in SWS when required as they are too expensive.
SWSPHN is commissioning an integrated mental health service based within a general practice which provides coordinated, wrap around care
for people living with severe and persistent mental illness with complex mental health, physical health and social support needs in the
Wollondilly LGA. The service would integrate allied health and social support services into primary care as a proof of concept for integrated
health service delivery. Ultimately the aim is to address the range of needs often experienced by people with severe and persistent mental
illness, in a coordinated way, in order to reach better health outcomes overall.
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Access
services
hours

to In 2015-16, mental health overnight hospitalisations for SWS resident is 97 per 10,000, slightly lower than the national rate of 102 per 10,000.
after There are variations within SWS SA3 areas, Campbelltown and Southern Highlands have the highest hospitalisations(144 per 10,000 and 139 per
10,000 respectively),followed by Liverpool(114 per 10,000)[54].

Consultation highlighted difficulty accessing options other than Emergency Department during the after-hours period for people experiencing a
mental health crisis. There is a need for a 24hr outreach service that families or consumers can ring in crisis. According to community
consultations emergency response teams are not able to respond quickly enough to meet the needs of people having an acute episode,
resulting in inappropriate utilisation of emergency departments. Police and ambulance services are used as an alternative to community-based
emergency teams. There are 6 services with SWS, which are providing emergency care for adults with mental health problems. Three of these
teams liaise with other services at hospitals to provide psychiatric care and the other three provide acute outpatient care during business hours.
It should be noted that none of these teams provide 24-hour psychiatric emergency care. This care is provided by the acute inpatient team.
All SWSPHN Commissioned Services are contracted to provide flexibility relating to service accessibility including afterhours support if required.

Transitions
care
Service
integration

of

Navigation
within the
service sector

Consumers and providers expressed significant concerns relating to people transitioning between services. This was particularly a concern for
people being discharged from the hospital, the options available to them for support/treatment within the community and the timeliness of
follow up. SWSLHD has made significant effort to improve the responsiveness of follow up care in the community within seven days of a
hospital discharge, with services generally meeting or exceeding the target of 70% followed up within 7 days[80].
Feedback from all consulted groups suggested that navigation of the mental health system is particularly challenging. Consumers must access
various supports from a range of agencies and organisations which results in duplication of effort, consumer stress and the need for care
coordination. Issues related to knowledge about what support services are available, as well as challenges relating to complex referral process
and acceptance/eligibility criteria were reported. The mental health service system in south western Sydney is highly complex. It comprises all
three levels of government, private health providers, the community managed sector, industry, communities and individuals. It becomes
further complex for people with co-morbidities such as substance misuse or intellectual disability and for people who are already
disadvantaged. The complexity of the mental health service system can lead to fragmentation and makes defining the most appropriate
services difficult for consumers, carers and service providers.
The Living Well report recommends the use of a Collective Impact Approach involving all stakeholders, working towards a common goal, to
address highly complex social issues, such as the recovery of people with a mental illness[51]. The South Western Sydney Integrated Care
Collaboration was established in 2013 to improve integration between SWSLHD and primary care providers (represented by SWSPHN). Initial
activity has focused on identification of priority health issues including mental health. In addition, Mental Health Interagency meetings at
Bankstown, Liverpool-Fairfield, Macarthur and Wingecarribee provide forums for strengthening local action and care coordination between
different sectors. Improving access to information about what services are provided, where and for whom has been considered a priority to
address inequality in service provision. Consumers, carers, staff and related service providers including GPs need to be able to quickly source
this information. Projects that include the redevelopment of the SWSLHD Mental Health consumer webpage and the development of a ‘No
Wrong Door’ app for south western Sydney have commenced to address this issue. Under the Partners in Recovery program, 45 organisations
have signed a mental health charter that signifies a commitment to working towards improving recovery-oriented service delivery.
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Variable access
to coordinated
care

General Practitioners are often the first port of call for people seeking help when suffering a mental illness. GPs provide a variety of services,
including referral of the patient on to specialised services. Depression was the most commonly managed problem by a GP in a mental healthrelated encounter (about one-third), followed by anxiety and sleep disturbances. The most common management of mental health-related
problems was for the GP to prescribe, supply or recommend medication (62 per 100 mental health-related problems managed). The second
most common form of management of mental health-related issues was counselling, advice or other clinical treatments provided by a GP (50
per 100 mental health-related problems managed) with psychological counselling (24 per 100) being the most frequently provided treatment in
this category. Referrals were given at a rate of 16 per 100 mental health-related problems managed. The most common referrals given were to
psychologists (8 per 100) and to psychiatrists (2 per 100).
Consultations in Fairfield and Bankstown LGAs raised an issue of importance that the service/program funding structure includes: sector
coordination; capacity building of the staff including training on evidence-based practice; collaboration/partnerships; performance
indicators/health outcomes and information sharing and referral pathways.

Psychosocial support for people with severe mental illness
Availability of
psychosocial
services

There is very poor
availability of
psychosocial
services and
programs across
SWS
Funding changes
are impacting
availability of
mental health and
psychosocial
services eg. day
care centres and
outreach programs

Regional data collection indicated poor availability of psychosocial services across SWS. SWSPHN utilized the list of 11 key areas for capacity
building and stability[82] and asked survey respondents and stakeholders to rank each area according to current service availability. The top 5
poorest available services align directly with the top 5 needs identified for the region (Managing daily living needs, Social skills and friendships,
Family connections, Physical health and wellbeing, Finding and keeping a home), so consumers and carers are likely to have trouble finding the
services to address the 5 identified psychosocial needs.
While a list of 40 mental health/psychosocial services and programs was generated by respondents, only 10 services/programs were well
known by most respondents. Of the ten, 3 programs (SWSPIR, PHaMS and D2DL) will transition in to alternative funding sources in June 2019.
One was a public community mental health service (clinical), the others included the HASI program and NGOs/CMOs.
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Availability of
communitybased day care
psychosocial
services

Limited
availability of
non-acute ‘day
care’ / centredbased
psychosocial
service
Mental health
day care
programs are
disappearing
No availability
to acute ‘day
care’

The National Mental Health Consumers and Carers Forum (2011) suggest that specialist disability supports for people with psychosocial
disabilities such as rehabilitation day programs and outreach home based support are likely to facilitate recovery, however availability fall short
due to the lack of funding and funding changes experienced by the CMOs/NGOs[61]. They recommend that “Mental health consumers and
carers need disability support services that maximize their potential to participate in everyday life and participate in the community by using
personalized services that support their recovery” [61].
Mental health day services are progressively disappearing from SWS region (& NSW). The lack of structured activities is an important unmet
need perceived by SWSPIR clients. Additionally, day centres providing care for health-related needs may work as step down facilities, easing the
transition from the hospital to the community and promoting recovery and rehabilitation.
In 2015 there were three Day to Day Living centres however only two remain in Liverpool and Campbelltown. These services enable social
contacts in a structured way and provide workshops that aim to support the development of basic life skills.
“Non-acute high-intensity day care (‘day centres’) is a key component of a community mental health system that is missing in South Western
Sydney. Day centres staffed with at least 20% highly skilled mental health professionals, such as psychologists, neuropsychologists or mental
health nurses, can provide a more intensive treatment than day centres staffed with non-health professionals and therefore provide a better
focus on tertiary prevention and clinical improvement (e.g. by better training in daily living, problem solving, stress management, social skills or
cognitive rehabilitation). This type of centre can improve socialisation and assist individuals to learn new skills according to their needs. They
also include occupational therapy tailored to the patient’s needs. They should be provided in a recovery-oriented format that promotes peersupport. Day Care centres allow people with mental health problems to have structured day activities in a highly specialized environment.
Educational, Vocational and Health activities are provided in the same place allowing for a more intensive rehabilitation program. These types
of centres can provide recovery-oriented practices for community living, one of the key components of care… A lack of these services is
particularly relevant in the context of SWSPIR. An analysis of the needs carried out in 764 of their clients identifies daytime activities and
company (social life) as significant unmet needs, reported by 47% and 45% of the PIR clients. These activities, especially daytime activities and
social life, could be provided by these services”[81].
There is no day care service provided by the public health sector in SWS[81]. The SWS Integrated Mental Health Atlas revealed a shortage in
acute day services that provide a flexible alternative to acute, inpatient care. Nationally, NSW has the lowest number of residential episodes of
care, with 256 episodes of care recorded in 2013-14 for 208 residents. On average, there were 154.9 care days per episode. When principal
diagnosis was specified, schizophrenia was the most common principal diagnosis for residents undergoing residential episodes of care (32%),
followed by depressive episode (12%) and schizoaffective disorder (10%).
One SWS carer described the lengthy journey to find a centred-based psychosocial service for their loved one, only to be told that it may not
exist beyond 2019 due to funding changes.
“A main Hub (house) to have social activities, bbqs, Male support group, advocacy, educational training etc.”, Online survey respondent.

Availability of
mobile
outreach

Limited access
to mobile
outreach

The National Mental Health Consumers and Carers Forum suggest that specialist disability supports for people with psychosocial disabilities
such as outreach home based support are likely to facilitate recovery, however availability fall short due to lack of funding and funding changes
experienced by the CMOs/NGOs[61].
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Currently there is limited outreach services for people who are hard to reach. SWSPIR provides limited outreach services, as does the HASI
program that provides a limited number of assistance and support to people within their homes. With funding changes PIRSWS will transition
into the NDIS in June 2019 leaving a shortfall in the sector in SWS.

psychosocial
services

SWS consumers and carers expressed a strong desire to access services locally to them or to access assistance from a Peer worker to engage
with new services.

Transition
between
services and
referral
pathways

Lack of support
to connect
people to
services post
discharge
Lack of referral
to communitybased supports
services
(perhaps due
to poor
availability)
and continuum
of mental
health services
NDIS Transition

Access to
information
and links to
services

In-reach
program / colocation

The National Mental Health Consumers and Carers Forum recommends that psychosocial disability supports be integrated with health
services to ensure health and mental health needs are addressed[61]. The integration of mental health services, primary care and
psychosocial services are priority areas in National, State and local mental health plans. The Fifth Mental Health and Suicide Prevention Plan
priority area 3 emphasizes the need for coordination of treatments and supports for people with severe mental illness – focus on access to
services based on the needs of the consumer to ensure a continuum of care[83].
Community-based mental health service providers report the current challenge of service collaboration with concurrent market competition.
The competitive nature of the sector may impair referral pathways for consumers.
SWS consumers and carers, and service providers expressed significant concerns relating to people transitioning between services. This was
particularly a concern for people being discharged from the hospital, the options available to them for support/treatment within the
community and the timeliness of follow up. While SWSLHD has made significant effort to improve the responsiveness of follow up care in the
community within seven days of a hospital discharge there is also a need to link people to community-based services prior to discharge.

Transition of consumers within current psychosocial services (D2DL, PIR and PhAMS), to the NDIS presents a challenge. There are significant
time delays in SWS between making an application for an NDIS package and when a decision is made. Data from PIR indicates that the
acceptance rate to the NDIS is around 50% of applications, which is below currently stated psychosocial transition estimates from DSS. In
addition, a further 30% of consumers decline to apply for an NDIS package.
The National Consumers and Carers forum suggest that services for psychosocial disability should “provide information, advice and skills to
facilitate opportunities for self-help, taking control, and making choices”[61].
SWS consumers and carers expressed their desire for more information in relation to health, financial, service inform, community events,
parenting, a range services in the community, and easier access to get the help they need and support to understand information and assist to
complete forms.
SWS consumers and carers specifically requested better access to Housing information and services, assistance with understanding
information and completing related forms including tenancy agreements and SLAs.
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Afterhours
access

Access to
variety of
groups

Transport

Physical
Health and
Wellbeing

Workforce

After hours
access services
and support
(evenings,
weekends)
Groups which
provide
information,
build capacity
and skills
SWS is a large
region with
insufficient
transport
options for
people with
service mental
illness
Lack of access
to mental
health and
physical health
services

The National Mental Health Consumers and Carers Forum suggest that psychosocial services be flexible and responsive to the episodic nature of
mental illness and changing psychosocial needs[61].

Peer worker

Overwhelmingly SWS consumers requested more access to 1:1 support from peer workers, and/or people with a lived experience of mental
illness. The importance of, and the increase need for, the peer worker role is sited in National, State and local plans. The National Mental Health
Consumers and Carers Forum recommends that peer workers should be part of the support service workforce[61]. NSW’s Living well strategic
plan calls for the increase of peer workers across mental health service delivery and that all peer workers are supported and provided with
resources and training to prepare and sustain them in their roles[84].

Skilled
workforce

The NSW Mental Health Commission foremost reform strategy focuses on ‘investing in our workforce’ acknowledging the importance of the
availability of a skilled workforce who are diverse and skills to provide a range of support to people who have a severe mental illness. The
suggested workforce includes: Aboriginal health workers, GPs, mental health nurses, occupational therapists, psychologists, psychiatrists and
social workers[63].

SWS consumers reported difficulty finding psychosocial services with no services during the evening and on weekends. They seek meaningful
activities that will assist them to connect with other people and their families. While Lifeline offers after hours support, consumers seek
support from peers and have a strong desire to develop friendships.
Overwhelmingly there was consensus in the local data collection that SWS consumers and carers sought a range of groups: social,
psychoeducation, medication, activity, interest groups, exercise groups (eg. walking groups), and interpersonal skills (communication, selfesteem, self-confidence building). Service providers and allied health professionals also indicated the need for people with severe mental illness
to access a variety of groups to assist build personal capacity and to support people with their personal goals.

SWS consumers, NGOs, and LHD staff continue to raise and report concerns in relation to limited transport options which would enable access
to a range services across the region to meet their needs. Community transport options are available but are insufficient to cope with demand.
Safe, timely and affordable transport in the after-hours period is a community concern.

The physical health of people with mental illness is a priority across National, State and local plan. The Fifth National Mental Health plan’s key
priority 5 demonstrates this should be a key national focus for all mental health and psychosocial services[83].
The National Mental Health Commission’s Equally Well consensus statement calls to action all organizations to prioritize the physical health of
people living with a mental illness[64].
Further, The National Mental Health Consumers and Carers Forum recommends that psychosocial disability supports should be integrated with
health services to ensure their health and mental health needs are addressed[61].
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“Day centres staffed with at least 20% highly skilled mental health professionals, such as psychologists, neuropsychologists or mental health
nurses, can provide a more intensive treatment than day centres staffed with non-health professionals and therefore provide a better focus on
tertiary prevention and clinical improvement (e.g. by better training in daily living, problem solving, stress management, social skills or cognitive
rehabilitation). This type of centre can improve socialisation and assist individuals to learn new skills according to their needs. They also include
occupational therapy tailored to the patient’s needs. They should be provided in a recovery-oriented format that promotes peer-support. Day
Care centres allow people with mental health problems to have structured day activities in a highly specialized environment. Educational,
Vocational and Health activities are provided in the same place allowing for a more intensive rehabilitation program. These type of centres can
provide recovery-oriented practices for community living, one of the key components of care”[67].
SWS consumers requested access to a range of skilled staff are required to provide a range of psychosocial supports to facilitate consumers
recovery. These include group facilitators, mental health support workers and allied health professionals.
“Services need to be provided by staff who are qualified, trained and supervised in the delivery of recovery-oriented practice. This requires
funding that enables competitive salary levels”, Online survey respondent in the SWSPHN Psychosocial Needs Assessment survey.

Children and
young people

Limited
coordination
between the
health and
social sector

In 2016-17, about 13.6% of all MBS Mental Health services were provided to the 0 -17 aged group in SWS[78]. Consumer and provider
consultations highlighted concerns relating to service coordination between schools, NGOs and the health sector, which results in young people
and children missing out. The community managed sector in south western Sydney is an essential component of the mental health system,
providing care and support for people with mental health related issues, their careers and families. Taking into account that community
managed organisations (CMOs) are funded through a range of Australian and NSW government programs with variable resourcing,
requirements, target groups, boundaries and time frames, it presents a challenge for ongoing collaborations.
Within South Western Sydney, a range of mental health promotion initiatives are undertaken to improve the mental health and wellbeing of
families and school-aged children and to support early identification and treatment of problems. Specific programs to support children of
parents with a mental illness and young carers are also available. In terms of mental health treatment, few services provide family approaches
to care[85].
SWSPHN is working with Mental Health First Aid Australia on CALD Youth Mental Health First Aid Project. This project aims to build community
capacity by increasing mental health literacy of adolescents and adults who work with young people from CALD backgrounds. It will develop
appropriate resources, provide training of MH instructors, students and teachers at schools.

Limited mental
health
professionals
specialising in
children under
12 years

In SWS, perinatal and infant Mental Health Services are provided through community mental health, inpatient services and Karitane/Jade
House. These services provide support to women who experience a range of mental health problems during the perinatal period including
depression, anxiety and difficulties with attachment.
The District-wide Infant, Child and Adolescent Mental Health Service (ICAMHS) provides community based and inpatient services, focusing on
prevention and early intervention to improve the mental health of children, young people and families.
SWSLHD Mental Health Service provides early psychosis intervention services (regular clinical and therapy programs) in partnership with the
headspace centres located at Bankstown, Liverpool and Campbelltown[78]. The total number of staff in the public health sector providing nonmobile non-acute outpatient care for children and adolescents experiencing mental health problems in SWS is 2.39 per 100,000 residents. The
total number of staff in NGOs providing non-mobile non-acute outpatient care for children and adolescents experiencing mental health
problems in SWS is 1.20 per 100,000 population.
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Non-acute, non-mobile outpatient care- child and adolescents funded by FaCS provides preventive and early intervention services for children
and their families in a vulnerable situation. The direct care they provide consists of behavioural assessment and parenting education to address
their children’s behavioural problems. Two NGOs providing non-mobile, non-acute outpatient care for children and adolescent are Miller
Pathways, by Mission Australia, and the Break Thru Family Mental Health Support Service, assisting with mental/behavioural problems of
children with psychosocial difficulties.
Star 4 Kids is a mental health program funded by SWSPHN for children aged 3-12 years who have, or are at risk of developing, a mild to
moderate mental health condition. The service provides psychological therapies delivered by mental health professionals.

Aboriginal and
Torres Strait
Islander
people

Limited
culturally
appropriate
options for the
Aboriginal
community

Specialised SWSLHD mental health services are provided for Aboriginal and Torres Strait Islander people through the Aboriginal Mental Health
staff who work across community and inpatient services. There are Aboriginal specific mental health services in Bankstown, Liverpool and
Macarthur and SWS Indigenous Early Child Development Unit. Specialised mental health assessment and treatment services are also provided
at Tharawal Aboriginal Corporation and Miller Community Health Centre to improve accessibility. There is a particular need to ensure that the
physical and emotional health of Aboriginal people with a mental health issue is addressed. Tharawal Aboriginal Corporation provides mental
health support to clients through mental health workers and mental health professionals. The service also links clients into GP services and
other programs based on clients’ needs. Gandangara Land Council operates a health brokerage service utilising Aboriginal outreach workers and
a primary medical clinic[86].
There is variable access to culturally appropriate mainstream services. You in Mind is a mental health program for individuals who have been
diagnosed with a mild to moderate mental illness. The service provides psychological therapies delivered by mental health professionals. This
program is designed for Aboriginal and Torres Strait Islander groups; culturally and linguistically diverse (CALD) groups; residents of Claymore,
Airds and the 2168 postcode and people living in rural areas with limited access to healthcare benefits such as Medicare services.

Limited
afterhours staff
in LHD to
support
Aboriginal
community
Limited options
to address
complex social
needs

Consultation revealed community concern relating to the availability of staff within the emergency department to support the community. This
is particularly a concern within mental health. Aboriginal Liaison Officers (ALOs) are not available after hours in SWSLHD. There is a need to
meet the NSW Ministry of Health target that Aboriginal people represent 2.6% of the workforce and achieve a greater spread of representation
across the workforce.

Consultation revealed there are limited opportunities to address complex social issues with Aboriginal clients who are experiencing mental
illness. These issues are related to maintaining housing, securing employment and basic resources to function. Lack of integration between
services, and variability of culturally sensitive practice compounds this issue. Brokerage services were suggested as a means to overcome this
gap.
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Service
availability for
hard to reach
groups

Access to
mental health
and support
services by
CALD
communities

South western Sydney is one of the most culturally and linguistically diverse (CALD) regions in Australia, with about 43.3% people born overseas
and about 45.3% of the population speaking only English at home, 9.9% speaks English ‘not well or not at all’ [7]. Mental health and mental
illness are viewed differently by each community, based on cultural norms and expectations. Factors contributing to increased risk of mental
health problems in CALD populations include low proficiency in English, separate cultural identity, loss of close family bond, stresses of
migration, limited knowledge of the health system and limited opportunity to appropriately use occupational skills. Cultural and language
barriers reduce the accessibility of existing services and culturally accessible services are limited in availability[87]. There is a difficulty in
accessing interpreters in primary care as GPs underutilise interpreters provided free of charge through the Doctors Priority Line, and
appropriate translated material.
Generally, migrants and refugees have lower rates of mental health service utilisation then the Australian born due to stigma attached to
mental illness and limited knowledge of mental health and available services and lack of cultural awareness of staff.
SWSPHN Commissioned services
SWSPHN has commissioned You in Mind psychological services targeting groups from a CALD background including refugees. The clinicians
speak more than 20 languages and there are brochures of the services in 6 most spoken language other than English in SWS.

Limited access
to mental
health services
for refugee
populations

Refugees and people from refugee-like backgrounds may have been through many traumatic experiences, including torture, as a result of the
actions of other human beings in the context of war and persecution that could have a long-term traumatic impact. Due to their traumatic
experiences refugees and asylum seekers are at greater risk of developing mental health problems and suicidal behaviours than the rest of the
Australian population. Prolonged detention has been found to be associated with poorer mental health, particularly among children. Eligibility
for and access to services including health services can change for people seeking asylum while their refugee status is being determined[75].
There are two refugee specific services in SWS. The NSW Service for the Treatment and Rehabilitation of Torture and Trauma Survivors
(STARTTS) is an affiliated state-wide health service with their main office located at Carramar in SWS, with outreach services available across
NSW. The service provides counselling including early intervention and ongoing counselling, psychotherapy (individual and group) both for
children and adult people. The service has a number of bilingual counsellors and uses interpreters for counselling sessions with refugees. In
2014/15, SWSLHD Health Language Service recorded 300 Occasions of Service (OOS) provided to the STARTTS. In some cases, interpreter
assistance is obtained over the phone from the National Telephone and Interpreting Service (TIS). Another refugee specific health service
funded by the NSW Department of Health is the NSW Refugee Health Service which aims to protect and promote the health of refugees and
people of refugee-like backgrounds including asylum seekers. However, the main brief of the service is not mental health. Some agencies such
as Anglicare and Catholic Care provide some counselling to refugees. Among NGOs, New Horizons in Liverpool provides personal helpers and
mentors to refugees and asylum seekers. There are a number of NGOs who are providing settlement support to migrants and refugees, and
some ethnic specific organisations provide some assistance to their respective communities. SWS Partners in Recovery (PIR) funds a
migrant/refugee specific position attached to the Settlement Services in Liverpool.

Limited access
to mental
health care for
older people

Older people may become consumers of mental health services for the first time in their life or may have ongoing support needs as a result of a
pre-existing episodic or severe and persistent mental illness. Depression is a significant mental health issue for older people and is particularly
prevalent in residential aged care settings. The SWSLHD Specialist Mental Health Service for Older People (SMHSOP) provides services to older
people (generally aged over 65 years). There are 16 sub-acute inpatient beds at Braeside Hospital operated by Hammond Care. There are no
acute older persons’ mental health beds within SWS[86]. Three community SMHSOP teams service the District, including one based at Braeside
Hospital in partnership with Hammond Care. Community SMHSOP services provide assessment and care coordination, primarily for people who
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have developed or are at risk of developing a mental health disorder such as depression or psychosis, or who have severe behavioural and
psychological symptoms of dementia.

Lack of services
for people who
are Lesbian,
Gay, Bisexual,
Transgender
and Intersex
Lack of services
for carers and
families, and
poor inclusion
of carers in
treatment

People who are lesbian, gay, bisexual, transgender or intersex (LGBTI) are likely to experience and be diagnosed with a mental health disorder
and more likely to attempt suicide in their lifetime, compared to the general population[88].

Suicide
Prevention
Services

In SWS there are four active suicide prevention interagencies, focused on prevention and postvention support. These include Bankstown,
Fairfield/Liverpool, Wingecarribee and Macarthur (Campbelltown, Camden and Wollondilly). In addition, a proactive and open media approach
in the area around mental health and more recently suicide prevention actively reduce stigma and allows discussion around providing support
to people at a higher risk of mental health problems including suicide prevention. GPs and Mental Health Nurse Practitioners from consultations
mentioned they don’t receive a timely response from the SWSLHD Community Mental Health Emergency Team (CoMHET) for their patients in
crisis. Some suggestions were made to establish a hotline for professionals which would be always available and monitored. Lifeline provides
regional suicide prevention activities including aftercare support (non-clinical telephone support for people who have attempted), bereavement
groups (for family and friends), eclipse groups (for people who have attempted), means restriction activities, education and suicide awareness
training including MHFA, MHFA for the Suicidal Person, ASIST and Safe Talk, and Network Meetings held in Bowral, Macarthur,
Liverpool/Bankstown and Fairfield. SWSPHN commissioned clinical suicide prevention service for people who gave attempted suicide or have
suicidal ideation in SWS.

Mental Health services working specifically with the LGBTI community are limited in SWS. However, the SWSLHD Youth Health Service provides
support groups for young LGBTI people at Campbelltown and Bankstown. Clinical services including medical, nursing and social work are
provided through the Sexual Health Service and the Liverpool HIV/Immunology Clinic and the HARP Health Promotion Team provide health
promotion, education and referral services relevant to the LGBTI communities[85].
The Mental Health Act requires the Mental Health Services to collect information on individual carers and their health and support needs.
Carer assessment processes allow the early identification and response to situations such as carer stress and carer ill-health and enable
appropriate planning to be undertaken to support both carers and consumers in the longer term. Opportunities exist to improve the capturing
of and response to carer needs, particularly in relation to young carers/children of consumers who experience mental ill health and older carers
who are experiencing increasing difficulty undertaking their caring role. Community consultations and service audits have highlighted the need
to significantly increase the participation of carers in the assessment, care planning and review of care of their family members[85].
Carer Assist is part of the NSW Family and Carer Mental Health Program and is funded by the NSW Department of Health through the Mental
Health Drug and Alcohol Office (MHDAO). Carer support services available in south western Sydney include information, education, assistance
with referrals, advocacy, carer support groups, carer events, social support activities and respite. Specific services are provided also for the
children of people with mental health issues who have a caring role and there are a range of culturally diverse carer support groups available.
Carer support services work closely with carers and families in inpatient and community services. However, as a result of varying funding
sources, geographic boundaries, target groups, service providers and outcome requirements, there are both gaps and overlaps in carer support
service availability and the system is difficult to navigate.
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Identified
Need

Key Issue

Description of Evidence

Access to
treatment

Long waiting list
for inpatient
detox/ insufficient
number of beds

SWSLHD has 15 beds for inpatient detox unit in Fairfield (Fairfield Detox Corella). 501 occasions of services were reported in 2014/15.
Alcohol was identified as primary drug of concern for 44% of inpatient episodes, followed by heroin which represented 13% of inpatient
episodes[89]. Over the next decade, the population within region is projected to grow and age. The larger population will increase demand
for drug and alcohol services; and the ageing population will also have a major impact on drug and alcohol service provision. Demand for
drug and alcohol services will increase with population growth in south western Sydney at approximately 10% per annum for the next ten
years[90].

Limited services or
support to address
complex social
issues in users

Consumers of drug health services come mostly from disadvantaged communities with a high level of unemployment, single families and
poor school completion. Unemployment is a major risk factor for substance use and the subsequent development of substance use
disorder. Data collected from the Magistrates’ Early Referral into Treatment (MERIT) program indicates that amphetamine use among
program participants more than doubled from 265 in 2009/10 to 533 in 2012/13. Heroin use among the program participants nearly halved
over the same period. According to the January-June 2014 Drug Court data, amphetamines have overtaken heroin as principal drug of
concern for participants[91].
Consultation revealed challenges faced by health professionals and NGO service providers in terms of addressing the social issues within a
client’s life that may impact on their ability to maintain their health (e.g. Centrelink payments, court appearances, employment). There is a
need for integration and coordination of care between drug and alcohol and other services and agencies. Community consultations
suggested that services should offer holistic programs that target physical, mental and social support.

Stigma as a barrier
to treatment

Stigma around drug and alcohol issues exist in the community and could create obstacles in accessing treatment services. There is evidence
that GPs are concerned that asking about drug use as it may adversely affect the doctor patient relationship[92]. Social and cultural barriers
may lead to stigma and an unwillingness of consumers to report drug use and seek help for the issue. Consultations revealed that people
who use alcohol and other drugs routinely experience stigma and discrimination as a result of their drug use. They are more likely to
receive poor health care and be denied access to health services. Within some CALD communities, such as the Muslim community, alcohol
consumption is forbidden. This results in additional shame and stigma as they feel that they are breaking their cultural and community
norm.

Access to longer
detox programs to
support
methamphetamine
withdrawal
Access to
treatment for

Providers reported a limitation of current withdrawal management services to address methamphetamine withdrawal. Withdrawal
treatment services have limited and set time periods for managing withdrawal. Methamphetamine withdrawal requires an extended
period of withdrawal management and psycho-social support. Lack of ability to access services quickly when relapsing and challenges in
linking up discharge from detox and acceptance into rehabilitation programs were reported. Services mostly tailored to crisis support, with
limited availability of services to provide ongoing counselling to clients in order to remain abstinent.
SWSLHD Perinatal and Family Drug Health Service (P&FDHS) through its multidisciplinary service provides care to women who use
substances during their pregnancy, their babies and their significant others. The team includes practitioners from Drug Health Services,

PRIMARY HEALTH NETWORKS Needs Assessment 2019-2022
Page 90

Outcomes of the health needs analysis

Service
integration

parents with
young children and
pregnant women

Social Work, Neonatal Services, Obstetrics, Aboriginal Health Services and the Aboriginal Medical Service. Post-natal home visiting and
support is available for the first two years following birth.

Lack of integration
between
providers/services

Drug and alcohol abuse/dependence is a chronic and relapsing condition which exists within the social and behavioural context of the
individual and society.

Availability of
support to the GP
workforce

GPs report limited access to support and advice to manage clients with substance misuse issues and placed a high value on GP mentor
models or specialist liaison positions. Some suggestions from the consultation with service providers include:

Providers reported challenges accessing treatment services for parents of young children. These related to limited family approaches to
care, as well as fear that children would be taken away if the parent’s drug problem is recorded. The wait for existing services is extensive,
up to 12 weeks.

Community members and service providers reported a lack of integration between the multiple services clients received. These concerns
related to lack of communication between services, multiple assessment processes for each service and complex referral requirement.
Services may impose complex criteria as a risk management measure; however, these are reported to inhibit consumer access.

•
•
•
•

Potential supervisory role for a GP Registrar, once accreditation achieved;
Education role for community GP’s in Addiction Medicine in the primary care setting;
Place GPs with prescribing status in residential and treatment services;
PHN could form an addiction team of GPs, psychologists and drug and alcohol workers that work between local drug and alcohol and
mental health services across the region.
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Identified
Need

Key Issue

Description of Evidence

Primary Care

Increasing demand in
Aboriginal health
assessments

Numbers of Aboriginal health assessments (MBS item 715) performed by GPs in SWS has been increasing between 2012 and
2017. Within SWS region (SA3), Campbelltown has the highest percentage of patients (2,020 people or 55% in 2016-17)[78].
Table 41:MBS data,715, GRP and Financial Year, SWSPHN[78]
Year of Processing

Number of providers

Number of patients

Services

2012-13

182

2089

2124

2013-14

245

2493

2539

2014-15

260

2776

2823

2015-16

267

3446

3539

2016-17

274

3675

3734

Table 42:MBS data by SA3, 715, 2016-17, SWSPHN[78]
SA3 Name

Number of providers

Number of patients

Services

Southern Highlands

24

151

153

Bankstown

32

91

91

Camden

21

262

268

Campbelltown (NSW)

91

2020

2057

Wollondilly

17

154

154

Merrylands - Guildford

19

62

62

Bringelly - Green Valley

24

450

462

Fairfield

19

153

155

Liverpool

26

332

332

SWSPHN

274

3675

3734
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Barriers to
Accessing
Health Care

Lack of culturally
appropriate access to health
care

Aboriginal people may experience a range of barriers to accessing health care including but not limited to:
•
•
•
•

Cultural barriers, including a lack of cultural safety, competency and respect in the health service;
A lack of trust in the health service as a result of transgenerational trauma;
Social determinants of heath, including income, employment status, education and housing;
Inability to meet the financial obligations for treatment, including transportation to and from healthcare appointments.

These barriers may also limit Aboriginal people from participating in preventative health programs, and may cause an Aboriginal
person to seek medical attention for their condition after the onset of the ailment[12].
Issues raised through consultations:
•
•
•
•
•
•
•
•

Mental health
services

5As initiative should include intergenerational drug abuse among Aboriginal communities;
Need for workforce interventions to attract and support Aboriginal people to be trained in specialised areas such as
psychology and counselling; nursing and midwifery;
Services need more Aboriginal liaison positions, and employing staff of Aboriginal background;
Cultural barriers to access experienced when accessing cancer screening, cancer services and prohibitive cost of the cancer
treatment;
Lack of awareness among some GPs of cultural safety, Closing the Gap initiative and other Aboriginal specific programs;
Lack of awareness of cultural issues associated with mental illness and available support services;
Group model approach interventions are preferred in the Aboriginal community where people support each other to
participate;
Involvement of Aboriginal health workers are key to support programs in order to engage the Aboriginal community.

Lack of culturally
appropriate access to mental
health services

Consultation reveals a lack of culturally appropriate mental health services and limited integrated options for addressing social
concerns concurrently with mental health concerns. A survey conducted to explore GPs barriers to referring patients with mildto moderate mental health problems indicated that 27% of GPs surveyed reported that their patients have experience barriers
such as cultural appropriateness, cost of support and general understanding of mental illnesses. 55% of the responding GPs
reported they don’t have any clients who identify as Aboriginal and/or Torres Strait Islander. Based on the recent co-design
prioritisation, trust, lack of culturally appropriate workers, awareness of the culturally appropriate services and the coordination
between these services act as barriers for Aboriginal and Torres Strait Islander people when seeking help and support.

Limited Aboriginal specific
rehabilitation and detox
services (in and outpatient)

Two Aboriginal health workers (AHW) provide culturally appropriate casework and run groups for Aboriginal people with drug
and alcohol related problems. These workers are located at SWSLHD Liverpool and Campbelltown hospitals. There is also a
Drug Health Outreach Service at Tharawal (includes AHW, RN, Staff Specialist, D&A Counsellor), D&A Counsellor Outreach at
Budyari Aboriginal CHC and Aboriginal Drug Health Drop in Clinic Wingecarribee. There is also Aboriginal Maternal & Infant
Health Service (AMIHS) at Macarthur to provide support to pregnant Aboriginal women with drug and alcohol issues. In
2014/15, the proportion of Aboriginal clients in treatment with SWSLHD Drug Health Services was 14.5%, which was higher than
the proportion of clients in a previous year (11.2%)[89]. The rate of hospitalization was 6-fold higher among Aboriginal people
than None-Aboriginal people in 2014-15[93].
Community members reported limited access to culturally appropriate drug and alcohol treatment services. Aboriginal clients
reported feeling supported when Indigenous workers were available. In-patient services that were accessed outside the region
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Outcomes of the health needs analysis
were reported to present challenges to recovery as people are great distances from their family and social support network.
Both inpatient and outpatient models should be readily available to promote consumer choice in terms of access to treatment.

Drug &
Alcohol
Services

Higher Methamphetaminerelated hospitalisations
among Aboriginal people
Harm minimisation
approaches in Aboriginal
communities

Refer to “Higher Methamphetamine-related hospitalisations among Aboriginal people”.

Co-design of approaches to
address mental health and
substance misuse in
Aboriginal communities

Consultation revealed the complexity, and often interrelated issues of mental health and drug and alcohol use within Aboriginal
and Torres Strait Islander communities. Service providers emphasized the importance of co-designing approaches to address
these issues within Aboriginal communities within a broader cultural context. The SWSLHD Aboriginal Mental Health Team
reports directly to the SWSLHD Mental Health service. Team members provide culturally appropriate support to Aboriginal
people with mental health issues in the community and inpatient setting and deliver a range of support group services to aid
recovery.

The Harm Minimisation Program aims to prevent transmission of HIV, Hepatitis B and C and other blood-borne diseases among
people who inject drugs.
Service providers reported limited access to harm minimisation approaches for drug users within Aboriginal communities.
SWSLHD Aboriginal Sexual Health Promotion and HIV/AIDS and Related Programs (HARP) are planning to support the work of
NSW Aboriginal Health and Medical Research Council in working with Aboriginal Community Controlled Health Services to
provide needle and syringe programs and STI testing[94].
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Section 5 - Checklist
This checklist confirms that the key elements of the needs assessment process have been undertaken. PHNs must be prepared, if required by the Department, to provide
further details regarding any of the requirements listed below.
✓

Requirement
Governance structures have been put in place to oversee and lead the needs assessment process.
Opportunities for collaboration and partnership in the development of the needs assessment have been identified.
The availability of key information has been verified.
Stakeholders have been defined and identified (including other PHNs, service providers and stakeholders that may fall outside the PHN region);
Community Advisory Committees and Clinical Councils have been involved; and Consultation processes are effective.
The PHN has the human and physical resources and skills required to undertake the needs assessment. Where there are deficits, steps have been
taken to address these.
Formal processes and timeframes (such as a Project Plan) are in place for undertaking the needs assessment.
All parties are clear about the purpose of the needs assessment, its use in informing the development of the PHN Activity Work Plan and for the
department to use for program planning and policy development.
The PHN is able to provide further evidence to the Department if requested to demonstrate how it has addressed each of the steps in the needs
assessment.
Geographical regions within the PHN used in the needs assessment are clearly defined and consistent with established and commonly accepted
boundaries.
Quality assurance of data to be used and statistical methods has been undertaken.
Identification of service types is consistent with broader use – for example, definition of allied health professions.
Techniques for service mapping, triangulation and prioritisation are fit for purpose.
The results of the needs assessment have been communicated to participants and key stakeholders throughout the process, and there is a process
for seeking confirmation or registering and acknowledging dissenting views.
There are mechanisms for evaluation (for example, methodology, governance, replicability, experience of participants, and approach to
prioritisation).
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