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Executive summary 

This Central Queensland Health Plan (‘the Health Plan’) is the first whole-of-system, long term plan 

developed for the Central Queensland region. The Health Plan was developed through a partnership 

between the Central Queensland Medicare Local (CQML) and Central Queensland Hospital and Health 

Services (CQHHS). It is intended to shape service configuration, models of care, resource allocation and 

capacity development for the Central Queensland health system over the next decade.  

 

The Health Plan has been developed using an evidence-based approach and has drawn on the 

contributions of more than 50 individual stakeholders and stakeholder groups across the region. The 

Health Plan is underpinned by two paramount goals: improving patient access and population health 

outcomes; and providing high quality primary health care and clinical services.  

 

The Health Plan’s strategic direction has been developed using an outcomes-focused approach based on 

the IHI Triple Aim framework. Triple Aim is a well-recognised international approach that ensures 

population health, patient experience of care, and value for money improvements are considered 

simultaneously in health system planning and decision-making.  

 

While the Health Plan has a 10-year horizon, it has a particular focus is on the actions over the first 3 years 

(2014/15-2016/17) that will ensure the Central Queensland health system takes the critical early steps that 

will head it in the desired direction. These 3-year actions are presented as an ‘implementation roadmap’ in 

this Health Plan. 

 

The Plan considers the evolving operating environment and the health needs of the resident population 

(Appendix 1), the system’s underpinning strengths (Section 1.2), its current performance (Appendix 2), and 

the foundations provided by the existing work occurring through the CQHHS, CQML and the wider system.  

 

The service strategy presented in this Health Plan can be summarised as seeking to optimise the 

performance, capacity and sustainability of the Central Queensland health system by: 

 Enhancing the consumer/patient experience through improved pathways and access to services closer 

to home;  

 Lifting the contribution of primary and community services with a core role for general practice as the 

‘health care home’ with a particular focus on strengthening the prevention and the early identification 

and management of chronic disease;  

 Improving the performance and efficiency of hospital and specialist services in key areas (such as 

average length of stay, potentially preventable hospitalisations, elective surgery rates);  

 Development of specialist services in Central Queensland to reduce the need for patient travel to 

Brisbane;  

 Working in partnership to close the gap in Aboriginal and Torres Strait Islander health through targeted 

and universal initiatives; and  

 Strengthening the commitment to quality, safety and clinical engagement.  

 

This Health Plan presents five priorities for the Central Queensland health system that will support this 

service strategy. A range of enabling infrastructure and actions will support achievement of the five Central 

Queensland strategic priorities.  
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This Health Plan presents an ambitious program of work. Translation of the Plan into action will 
have the following dimensions:  
 

 
 
The Implementation Roadmap in the Health Plan provides an overview of the staging and sequencing of 

the actions for each of the five strategic priorities. This will be strengthened through more detailed 

implementation planning, and identification of the linkages and dependencies of these actions (and their 

relationships to the enablers). Progress with Plan implementation will be reviewed each year, and the work 

program updated in annual plans. 
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1. Introducing the Plan 

1.1 Purpose and focus 

This Central Queensland Health Plan (‘the Health Plan’) is the first whole-of-system, long term plan 

developed for the Central Queensland region. The Health Plan is intended to shape service configuration, 

models of care, resource allocation and capacity development for the health system over the next decade.  

 

In developing the Health Plan, the primary objectives of 

Central Queensland Medicare Local (CQML) and Central 

Queensland Hospital and Health Services (CQHHS) have 

been to ensure that the identified longer term direction for 

Central Queensland health services:  

 Is practical and achievable; 

 Reflects Commonwealth and State government 

policies and contemporary best practice; 

 Responds to the priorities identified in the Health 

Needs Assessment (HNA) (refer Appendix 1); 

 Has been developed with active engagement by the 

clinical community and other stakeholders; 

 Reflects a commitment to high quality and safe health 

services; 

 Reinforces an approach that is consistent with 

National Quality and Safety standards; 

 Seeks to benchmark itself with best practice providers internationally; 

 Considers community health needs and priorities in the context of current service configuration, and 

the utilisation, cost and effectiveness of services; and 

 Uses information in a systematic way to inform prioritisation of competing demands for resources.  

 

The Health Plan is underpinned by two paramount goals: improving patient access and population health 

outcomes; and providing high quality primary health care and clinical services. To deliver on these goals, 

the region’s health service providers and their partners will work together to improve the health of the 

population in the most efficient way. 

 

Development of this Health Plan is crucial at this time because: 

 It will form the basis upon which whole-of-system population health solutions for Central Queensland 

will be jointly prioritised and pursued; 

 Clinical and managerial leaders of the Central Queensland health system have been acutely aware of 

the absence of a whole-of-system strategic framework to guide their work; 

 It will provide a strategic context for capacity planning (workforce, facilities, and technology), and 

financial planning; 

 Clinician engagement and leadership will be essential for providing safe and high quality services; 

 Health services must earn the trust and confidence of consumers/ patients and communities; 

 With the current transition from Medicare Locals (MLs) to Primary Health Networks (PHNs) creates 

uncertainty, the Health Plan provides the opportunity to indicate the health needs and service priorities 

of Central Queensland to the new Central Queensland and Sunshine Coast PHN; and 

 This is a critical stage in implementation of the Australian Health Reforms, with the transition to Activity 

Based Funding (ABF) using an Efficient Price, and an Efficient Cost for block-funded services. This 

The Central Queensland Health Plan 
(‘the Health Plan’) provides an 
overarching framework to guide efforts 
to improve quality and performance 
across the Central Queensland health 
system.  It builds on existing Central 
Queensland HHS and ML plans, is 
aligned with Commonwealth and State 
priorities, and has been developed with 
engagement of clinical and managerial 
leaders and other key stakeholders 
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new regime requires HHSs and partner organisations to understand the services being provided, their 

cost, alternative delivery models, and the clinical impacts of the services. 

 

While the Health Plan has a 10-year horizon, it has a particular focus is on the actions over the first 3 years 

(2014/15-2016/17) that will ensure the Central Queensland health system takes the critical early steps that 

will head it in the desired direction. These 3-year actions are presented as an ‘implementation roadmap’ in 

this Health Plan. 

 

1.2 Development of the Health Plan 

The process for Health Plan development has included the review of existing CQHHS and CQML strategic 

priorities; performance reports; clinical service, human resource, information technology, and quality 

improvement plans; and CQHHS capacity plans. The Health Plan is intended to provide a framework to 

prioritise actions, and ensure they align with the most pressing population health needs and 

Commonwealth and State priorities.  

 

The Health Plan has been developed using an evidence-based approach. The best available data has 

been used to inform priority setting and action development. However, all stakeholders acknowledge that 

data collection, analysis and reporting systems need to be strengthened to ensure robust and timely 

information to support decision-making and action.  

 

Recognising that sustainable health service delivery requires strong relationships between primary, 

community and specialist services, the Health Plan has been developed through an organisational 

partnership approach. The Chief Executives of both CQHHS and CQML have been on the Health Plan’s 

Steering Group. Stakeholder engagement during Plan development has included the following groups:  

 CQHHS clinicians, executive members, and other personnel; 

 CQML executive members and other personnel; 

 General practitioners and other primary health care personnel;  

 Non-governmental organisation (NGO) representatives;  

 Private hospital executives;  

 Aboriginal and Torres Strait Islander health care providers and peak bodies;  

 Mayors and local government representatives;  

 Local executives of other government agencies; 

 Central Queensland Clinical Leaders Group (joint CQML / CQHHS initiative); 

 Consumer and Community Advisory Council (joint CQML / CQHHS initiative); and 

 LiveWELL CQ (interagency collaborative).  

 
Towards the final phase of Health Plan development, a workshop was held to bring together key leaders of 

the Central Queensland health system to gain their insights on performance issues, challenges facing 

health system, and potential strategic responses to improve system performance in a sustainable way. 

These insights have been incorporated into the Plan.  

 

The Health Plan’s strategic direction has been developed using an outcomes-focused approach based on 

the IHI Triple Aim framework. The Triple Aim framework is a well-recognised international approach that 

ensures population health, patient experience of care, and value for money improvements are considered 

simultaneously in health system planning and decision-making (Figure 1). 

 
Effectively implementing a Triple Aim approach requires whole-of-system thinking. In keeping with this, at 

the heart of the Health Plan is collaboration across organisations, clinical and managerial partnerships, and 

networks across services, and within local providers and communities. 
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Figure 1: The Triple Aim framework  

 

 
 
 

1.2 Planning context 

 
CQHHS organisational priorities 

 

Patient safety moved to the top of the CQHHS agenda in 

late 2013 after a number of clinical quality and safety 

issues at Rockhampton Hospital. Widespread media 

attention on these incidents has impacted clinical and 

community trust and confidence in the system, and 

CQHHS leaders consider the organisational response to 

be of fundamental importance. 

 

CQHHS now has a robust work program underway to 

eliminate avoidable patient harm and support a strong 

workforce culture that places the patient at the centre. 

Among a range of workforce culture initiatives is a focus 

on development of executive leadership, robust 

governance and management systems, and improving 

patient care processes.  
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The Better Health for the Bush Plan published by Queensland Health in June 20141 signals the need to 

move to a safe and appropriate rural and remote health system, where patients are able to receive 

treatment closer to home where possible.  

 

A range of enabling activities are needed to support implementation of the Better Health for the Bush Plan 

in Central Queensland, including the need for better coordination of local healthcare provision, 

development of rural workforce capability, and new models of care to support the development of local 

specialist clinical services. Queensland Health has recently doubled the Patient Travel Subsidy Scheme 

(PTSS) and related accommodation subsidy to ensure barriers to accessing services are reduced. 

 

In addition, increased use of telehealth will ensure delivery of specialist advice for patients in local 

communities, and shared care and professional development involving generalist and specialist clinicians. 

Building the capacity for tele-oncology will be a central focus for CQHHS and their primary care partners 

with the introduction of Rockhampton-based cancer services.  

 
 
CQML organisational priorities 

CQML’s focus since its establishment in 2012 has been to coordinate primary health care delivery and 

address local needs and service gaps. From an initial focus on developing after-hours capacity and 

designing responses to local health needs, CQML has recently moved to funding a range of healthy 

lifestyle initiatives to strengthen chronic disease management with interested general practices. The 

funding supports innovative ways of empowering communities and individuals to take responsibility for their 

own health needs.  

 

By way of example, one consumer described her 

experience:  

“ I have diabetes and have been overweight most of my 

life.  I went to my GP who told me that he was able to 

support me with an exercise and healthy eating coach, 

along with a 3-month gym membership. Since I’ve been 

involved with the gym, they have put me in contact with 

other people who are doing the same program. We lean 

on each other for support and I know I will continue to 

make changes and stick to my routine even when the 

free gym pass is over. I have started to see the benefits 

of eating healthy and working out. My blood sugars 

levels are stable, I feel more energetic and I have lost 

weight”.     

 

CQML has also been involved in trialing a general 

practice-based integrated care initiative.  The objective 

is to target chronic disease patients between the ages 

of 45-49 years in one of the largest general practices in Rockhampton. CQML staff are working within the 

practice to improve the accuracy of patient health record data and organise health assessments to identify 

those patients that have a diagnosed chronic disease or relevant risk factors. Once the target group has 

been risk-stratified (see Priority 2) using RACGP guidelines, care management plans will be developed and 

care coordinators appointed to strengthen team-based approaches across the multiple health professionals 

involved in care.  

 
Use of risk stratification in this manner is in line with international best practice trends in integrated care, 

and will be an important component in shifting the region’s health services towards more proactive, 

                                                      
1 Better Health for the Bush. Queensland Government. Department of Health. 2014. 

Strategic priorities 
1. Support clinicians and providers to improve  

patient care 

2. Facilitate implementation and performance 

of primary care 

3. Improve the patient journey through 
integrated and coordinated services 

4. Be efficient and accountable with strong 

governance and effective management 

5. Identify local health needs and develop 

responsive services 
 

Key performance indicators 

Locality chapters,  after-hours GP utilisation 

increase, clear referral pathways, integrated 

services etc. 
 

CQML 
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planned and structured care for people and families with higher and more chronic and complex needs 

(refer HNA Appendix 1).  

 
CQML intends to evaluate the initiatives described above and provide a range of recommendations to 

inform the new PHN’s approach to integrated care and preventive health approaches. (Further detail on 

PHN development is provided in Section of the Health Plan.)   

 

Health needs of the Central Queensland population 

In early 2014 CQHHS and CQML jointly published the Central Queensland Health Needs Assessment2. 

This HNA provides a comprehensive report on the health issues facing the people of Central Queensland, 

and highlights health priorities to inform future investment. Appendix 1 to this Health Plan summarises the 

HNA’s key findings.3  

 

Central Queensland has an estimated resident population of 221,000 in 2013, and has been growing at 2% 

pa ~3,000 people per year.  It has an age structure similar to Queensland overall, with 12% of the 

population aged 65 and over.  The indigenous population comprises 6.0% of the total population (equating 

to 12,700 people), higher than the State average of 4.2%.  Overall socio-economic status – a key 

determinant of population health status - is similar to the Queensland average, with Banana Hub showing 

as relatively disadvantaged.  

 

Performance of the Central Queensland health system 

In developing the Health Plan, the current performance of the Central Queensland health system was 

assessed using selected measures of utilisation, quality and cost, and – where relevant information was 

available – with benchmarking against other regions and Queensland as a whole (and in some cases other 

states). This assessment is presented in Appendix 2 to this Plan. 

  

Strengths of the Central Queensland health and wider social system 

In addition to CQHHS and CQML, a wide range of other care organisations also operate in the Central 

Queensland health system including Aboriginal Community-Controlled Medical Services (AMSs); NGOs 

providing community and residential care such as aged care, and mental health services; and private 

hospital and specialist services providing ambulatory and inpatient care. Representatives of many of these 

organisations have been engaged during development of the Health Plan, and will be further engaged 

during its implementation. Stakeholders highlighted an abundance of existing relationships and other 

strengths that will help to drive system improvements and turn the Plan into a reality (see Figure 2).  

                                                      
 
3 The full Health Needs Assessment report is available from 
http://www.cqhealthhub.qld.gov.au/sites/default/files/CQLD%20HNA%2011Apr2014_Final.pdf . 

http://www.cqhealthhub.qld.gov.au/sites/default/files/CQLD%20HNA%2011Apr2014_Final.pdf
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Figure 2: Underpinning strengths of the Central Queensland health and social system  
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2. Operating environment 

2.1  National and State health policy  

 

The evolving environment  

From 2010, implementation of the National Health Reform has been underway across Australia aimed at:  

 Fostering patient directed care; 

 Reducing fragmentation across the health system;  

 Streamlining access to support services; 

 Reinforcing the role of GPs and general practice in 

health care; 

 Increasing accountability through improved 

measurement of outcomes and performance; and 

 Devolving decision-making, responsibility and 

accountability for service delivery and patient care to 

the local level. 

 

The Commonwealth government is currently 

implementing a number of further structural reforms that 

will impact on how key health and support services are 

planned and funded. This includes the transition of MLs 

to PHNs, and reconfiguring aged care and disability 

support arrangements.  

 

The Central Queensland and Sunshine Coast PHN will 

cover the same geographical area and population that 

was the responsibility of the previous Central 

Queensland, Wide Bay and Sunshine Coast Medicare 

Locals.  The geographical area and population are the 

same for Central Queensland, Wide Bay and Sunshine 

Coast Hospital and Health Services. 

 

The transition to PHNs is expected to be completed 

during 2015. For Central Queensland, the transition to 

PHNs is likely to mean the dissolution of the three MLs currently operating in and around the region, and 

the incorporation of the region into a much larger PHN spanning Central Queensland and the Sunshine 

Coast.  

 

The core role of PHNs will be service commissioning, with the scope of this function yet to be fully defined. 

It is likely that a key focus of their commissioning activities will be facilitating integrated models of care. The 

Health Plan will provide a strong foundation for an effective partnership between CQHHS and the Central 

Queensland and Sunshine Coast PHN. 

 

The implementation of Commonwealth aged care reforms is ongoing, with streamlined consumer access 
expected to be rolled out in July 2015. From 2016 the National Disability Insurance Scheme (NDIS) will be 
rolled out nationally. The NDIS will support people with a permanent and significant disability to have more 
choice and control over how, when and where supports are provided.  
 

More recent Commonwealth announcements yet to be endorsed also include: 

 Possible introduction of GP co-payments; and 

Section 2 discusses the key factors in the 
Central Queensland operating 
environment, which are important 
considerations when establishing local 
priorities. Commonwealth and State 
plans and priorities shape the operating 
environment for the region’s health 
system. Key themes of these plans and 
priorities include:  

 Taking a patient-centred approach to 
care, with integrated delivery across 
primary, community and specialist 
services, with general practice at the 
core of service delivery  

 Keeping people healthy through 
prevention and early intervention  

 Increasing health system efficiency 

 Strengthening accountability for 
performance 
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 Possible reform of Australia’s federation and subsequently health system architecture.  

 

Plans and priorities shaping the operating environment  

Commonwealth and State plans and priorities shape the operating environment for the Central Queensland 

health system. Key themes of these plans and priorities include:  

 Taking a patient-centred approach to care, with integrated delivery across primary, community and 

specialist services, and general practice at the core of service delivery; 

 Keeping people healthy through prevention and early intervention;  

 Improving the efficiency of the health and social care systems, with expectation of value for money by 

funders and providers; and 

 Strengthening accountability and confidence in the health system. 

 

These priorities are reinforced by hospital performance targets including:  

 Shorter stays in emergency departments; 

 Shorter waiting times for specialist outpatient clinics and access to elective procedures; 

 Increased support for families under the new ‘Mums and Bubs’ policy; 

 Fewer hospital acquired infections; and 

 Better value for money.  

 

Primary care priorities have also been identified by the Commonwealth government, and include: 

 Mental health; 

 Closing the Aboriginal and Torres Strait Islander health gap; 

 Chronic disease; 

 Smoking cessation; 

 Cardiovascular disease; 

 Maternity; and 

 Immunisation.  

 

2.2  Sustainable services and emerging models of care 

 

A sustainable Central Queensland health system will provide ongoing access for the resident population 

(and visitors) to safe, effective and efficient services. Health system sustainability is an increasing issue for 

all areas of Australia as a result of intensifying demand pressures, and supply constraints. Together these 

pressures - illustrated in Figure 3 – are challenging the clinical and financial sustainability of the health 

system.  
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Figure 3: Factors influencing sustainability of health systems 

 

 
 

Emerging models of care 

Whilst the challenges facing the Central Queensland health system have some unique dimensions 

reflecting the region’s special characteristics and circumstances (see below), in general they are similar to 

the pressures on health systems throughout Australia and other developed nations. 

 

The service design responses by developed countries’ health systems are broadly similar, and include: 

 Investment in improving the population’s health literacy, and in strengthening patient self-management, 

prevention, early intervention, and home-based services; 

 Consolidation of primary and community services into larger health centres and networks, with multi-

disciplinary teams including the increased role for Allied Health professionals and the multidisciplinary 

teams, and services integrated with local hospitals in smaller rural and remote areas (see below); 

 Clustering of hospitals to share resources and expertise, and networking of practitioners across sites  

 Consolidation of sub-specialist services across networked sites to create critical mass, with outreach to 

ensure access for local populations. 

 
Health systems internationally are seeking to better integrate services – both ‘horizontally’ across primary 

and community services, and ‘vertically’ across primary and secondary (specialist) care. Integration is seen 

as improving the Triple Aim (Figure 1) dimensions of patient access, experience and outcomes; population 

outcomes; and resource use. 

 

Rural and remote health services 

In addition to the generic pressures described above, the Central Queensland health system also faces the 

specific challenges of funding and delivering services to a large and sparsely populated geographic area – 

221,000 people spread over 114,000km2.  

 

Rural and remote health services face particular sustainability challenges arising from factors such as:  

 The distances that people and health professionals must travel;  

 Communities with small and ageing populations, that are in many cases also reducing in size;  

 Limited transport and health service infrastructure;  

 Relatively high delivery costs, particularly for community services; and  

 Difficulty in attracting and retaining a skilled workforce.  
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In addition, rural health services tend to have higher community services delivery costs than those in urban 

areas, because of such factors as lack of economies of scale and scope, direct travel costs and loss of 

productive time for staff, and the need for effective telecommunications and mobile services. 

 

Levels of deprivation also add to the complexity of the rural and remote population’s health needs. A 

summary of communities’ socio-economic status is provided by the SEIFA measure derived from the 

Census. This measures different aspects of socio-economic conditions by geographic area, providing a 

method of determining the level of social and economic well-being in each area. Overall, Central 

Queensland has a similar average SEIFA level to Queensland as a whole and a similar overall 

unemployment rate to Queensland as a whole. However, there is considerable variation in SEIFA levels 

within Central Queensland. 

 

Clinical safety is a key consideration in planning health services for smaller rural and remote communities. 

Experience internationally shows that these communities recognise the trade-offs that are necessary in 

determining service configuration. In general, they give priority to local availability of the comprehensive 

primary care services that they use most often, and are willing to travel to more specialised services that 

need a critical mass of demand and staffing, are capital intensive, and are used only infrequently by local 

residents. 

 

The trend is for integration of health services in such communities to ensure a critical mass of health 

professionals, and ease of access for patients to safe and effective services. General practice is 

increasingly linked with provision of local hospital services, including emergency response and urgent care. 

Services are ‘bulking up’ into local micro-systems through co-location, shared care, and common 

governance, management and information.  

 

Risks associated with the vulnerability of remote health services can also be mitigated by effective 

collaboration both with neighbouring larger health services, and with peer services across the region. 

Effective regional governance, accountability and decision-making will set the direction for integrated 

models of care, supported by shared planning and delivery of infrastructure such as clinical equipment, 

information and communications technology (ICT), workforce and facilities to enable a sustainable health 

system.  

 

Funding environment  

Queensland Health is the predominant funder of the services delivered through HHSs, with the 

Commonwealth government the main funder of primary care and aged care services. Since 2011/12, 

Queensland (and the other states and territories) has been transitioning towards full Activity Based Funding 

(ABF) for health services, with the intention that ABF will improve the efficiency of the health system. ABF 

allocates funding based on a standard State ‘efficient price’ and activity levels set by the Queensland 

Department of Health. The scope of services funded via ABF has gradually increased; however, some 

services continue to be funded on a ‘block’ basis, including smaller rural and remote health services which 

are funded based on an ‘efficient cost’ relative to activity and proximity to other specialist services. 

Currently, the CQHHS receives 46% of its funding via ABF with the remaining services funded using block 

allocation. A reduction in block funding allocation is expected in the short – medium term.  

 

The hospital environment within Central Queensland will continue its transition to full devolution and ABF, 

which is expected be in place for 2016/17. Concurrently, discussions have been initiated at Commonwealth 

and State levels on whether ABF is in fact the best funding model to support an integrated health system in 

the medium term.  

 

The financial position of CQHHS is relatively strong, having achieved trading surpluses in recent years. 

However, the additional operating costs arising from demand growth and expansion of Rockhampton 
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Hospital will provide ongoing challenges to financial sustainability, and the need to work increasingly within 

a whole-of-system approach.  
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3. Strategic direction for the Central Queensland health system 

 

The future direction of the Central Queensland health 

system builds on the health needs of the resident 

population (Appendix 1), the system’s underpinning 

strengths (Section 1.2), its current performance (Appendix 

2), and the foundations provided by the existing work 

occurring through the CQHHS, CQML and the wider 

system.  

 

The service strategy presented in this Health Plan can be 

summarised as seeking to optimise the performance, 

capacity and sustainability of the Central Queensland 

health system by: 

 Enhancing the consumer/patient experience through 

improved pathways and access to services closer to 

home;  

 Strengthen the focus on the prevention and the 

assessment and management of chronic and complex 

conditions and incorporating a core role for general 

practice as the 'health care home';  

 Improving the performance and efficiency of hospital and 

specialist services in key areas (such as average length of stay, potentially preventable hospitalisations, 

elective surgery rates);  

 Development of specialist services in Central Queensland to reduce the need for patient travel to 

Brisbane;  

 Working in partnership to close the gap in Aboriginal and Torres Strait Islander health through targeted 

and universal initiatives; and  

 Strengthening the commitment to quality, safety and clinical engagement.  

 
This Health Plan presents five priorities for the Central Queensland health system that will support this 

service strategy as well as patient access, population health outcomes, and resource use. These priorities 

are: 

 

 
 
  

Improve local access 

to specialist services 

Enhance the capacity 

of primary health care 

Develop a whole of 

system delivery 

response 

Strengthen quality, 

safety and clinical 

engagement 

Close the Gap in 
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Strait Islander health 

1 2 3 

4 5 

Section 3 describes the five strategic 
priorities for the Central Queensland 
health system:  
1. Develop a whole-of-system delivery 

response 
2. Enhance the capacity of primary 

health care  
3. Improve local access to specialist 

services  
4. Close the Gap in Aboriginal and 

Torres Strait Islander health 
5. Strengthen quality, safety and clinical 

engagement 
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Each of these strategic priorities is described in this section of the Health Plan. For each, a 10-year 

outcome goal is presented, along with headline4 actions over the 3 years from 2014/15 to 2016/17 that will 

build momentum in the Central Queensland health system towards that goal. Together the goals, headline 

actions, enablers (described in Section 4) and the key performance indicators (provided on final page of 

this document) comprise the Central Queensland health system outcomes framework.  

 
The Health Plan focuses on the actions of the CQHHS and CQML (and its PHN successor) will work 

together to deliver over the next 3 years. While the Plan does provide examples of particular services and 

localities, it does not prescribe solutions for specific issues in particular services, facilities or communities. 

Those will be the focus of the more detailed regional and locality operational and capacity planning that will 

flow from this Plan. Similarly the goals, headline actions and indicators are intended to focus efforts, rather 

than capture all achievements and associated activity undertaken in each priority area.  

 

  

                                                      
4 The term ‘headline’ is used to indicate that these are key strategic actions, that will be amplified as a project plan is 
developed for each. 
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Priority 1. Develop a whole-of-system delivery response 

 

Goal:  

Configure and integrate services to ensure smooth patient journeys through efficient and effective 

care pathways 

 

Headline actions 

1. Ensure all CQHHS and CQML (and PHN) operational and capacity plans align with the Health Plan’s 

strategic priorities and roadmap 

2. Establish locality networks (such as GladstoneOne) to support planning and delivery of well 

coordinated local services, including customisation of regionally determined models of care. Central 

Highlands and Banana Hub should be given priority in locality network establishment 

3. Better define the regional ‘hub and spoke’ networked hospital configuration, service scope, roles and 

responsibilities including:  

a. role of Rockhampton Hospital as the major referral hospital; 

b. clinical pathways between hospitals; and 

c. hub support for spoke hospital accountabilities. 

4. Improve whole-of-system patient flows including: 

a. dedicated resources to improve patient flow and support patient movements between hospitals 

b. development and implementation of clinical pathways to and from hospital; 

c. development of centralised intake and assessment unit/s to streamline access to specialised 

assessment and clinical services; and 

d. strengthen links of primary and specialist services with palliative care and residential aged care 

services. 

5. Strengthen the focus on health promotion and prevention by fostering linkages between providers and 

consider investment in locality based prevention initiatives for: 

a. smoking cessation; 

b. obesity prevention and reduction; and 

c. alcohol harm reduction. 

 

Discussion 

The geography and demography of Central Queensland region requires distributed delivery of the majority 

of its health services, rather than centralised models of care. In addition, the Central Queensland health 

system has a complex array of public, private and NGO service provision. Together these factors point to 

the need for a network approach that links the various provider organisations, their services, and levels of 

care in a single unified system. 

 

The infrastructure that will effectively align the components of the future integrated Central Queensland 

health system is at a very early stage in its development. Examples include: 

 Development of locality networks is being signaled by CQML in response to the Horvath review into 

MLs (that has led to movement to PHNs). However, there are no solid structures or resources to 

support collaboration at the locality level, with the exception of the loose framework that supports the 

‘Gladstone One’ initiative; 

 The first clinical pathways to guide referral from general practice to specialist care have been defined. 

These are being developed in partnership between the CQHHS and CQML, however GPs are yet to be 

engaged in a way that will ensure pathways become a strong feature of the Central Queensland health 

system; 

 liveWELLCQ is being increasingly recognised as a well functioning group with active participation in the 

region, and an approach for further development in the future; and 
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 The introduction of a PHN with the predominant role of ‘commissioner’ of primary health care services 

should foster closer strategic and operational engagement with CQHHS and other providers. 

  
 

Locality networks  

Locality networks will provide a vehicle for identifying local issues and opportunities, and planning and 

development of local health services across the various provider organisations and professional groups, 

and for engaging with community stakeholders. They will build on historic structures and existing 

relationships. Locality networks will be of particular importance in smaller rural and remote areas, given the 

demographic and geographic characteristics of the region. Locality networks should link closely and involve 

any clinical councils developed within the new PHN structures. Initial thinking by stakeholders on the 

correct configuration of locality networks include:  

1. Gladstone; 

2. Woorabinda; 

3. Yeppoon / Capricorn Coast; 

4. Rockhampton supporting Mt Morgan; 

5. Biloela supporting Moura, Baralaba, Theodore; and 

6. Emerald supporting Springsure and Blackwater.  

 
Networked hospitals 

Networking of hospitals is a means of supporting clinical and financial sustainability of smaller facilities, and 

supporting the quality and efficiency of patient flows. The existing hub and spoke relationships within 

CQHHS facilities will be strengthened through clearer definition of the intended model, and the roles, 

accountabilities and infrastructure that will support them. In addition, consideration will be given to 

strengthening linkages between the smaller hospitals, for sharing infrastructure and learnings. Initial priority 

should be given to the following:  

1. Enhanced hospital linkages between Biloela and Gladstone and the Banana Hub sites;  

2. Improved hospital pathways between Woorabinda with Biloela; 

3. Increased support from Rockhampton to Mount Morgan and Capricorn Coast; 

CQHHS will continue to diagnose and treat people with injuries and established disease.  However, 

a fundamental theme of the Health Plan is a whole-of-system approach to shifting the balance away 

from a predominant focus on episodic care for individuals, to planned and structured care 

particularly for patients and families with the higher levels of health needs. This collaborative 

approach across primary, community and specialist services emphasises the importance of:  

 Improved community health literacy; 

 Intersectoral action to address the determinants of health; 

 Prevention, early detection of health risks, and early intervention; and 

 The core place in the health system of continuity of holistic primary health care, and general 

practice in particular. 

 

This approach is particularly important given the ageing Central Queensland population; the 

increasing prevalence, incidence and complexity of long term conditions; and the pressing need to 

reduce health inequalities. It is highly relevant for the population health priorities identified in the 

HNA (see Appendix 1). 

 



 

20 | P a g e  
 

4. Enabling level 3 sites such as Biloela and Emerald to manage cases in consultation with Rockhampton 

through telehealth - allowing patients to remain closer to their local community and families; and  

5. Linking chemotherapy administration at rural sites with the Rockhampton Cancer Centre.  
 

Developing a comprehensive view of the most efficient and effective configuration of CQHHS-operated 

facilities will require a common planning framework for assessing the optimal future role of each facility. 

This framework will include benchmarking across facilities, and assessment of:  

 Local population health needs, both current and projected; 

 Catchment population size that will ensure sufficient volumes for service sustainability; 

 Proximity to other facilities and services; 

 Actual cost compared with the ‘efficient cost’; 

 Facility condition; and 

 Availability of core clinical personnel.  

 

As described in Section 2.2, the configuration of smaller rural and remote health services is evolving. As 

presented in the Better Health for the Bush Plan, the opportunity exists to strengthen rural and remote 

services role within the Central Queensland delivery system, through: 

 Developing locality networks for collaborative planning and delivery; 

 Reviewing current referral and transfer pathways, which will vary to reflect local clinical capability; 

 Exploring opportunities for enhanced local delivery and support through tele-health; and 

 Developing the rural and remote health workforce.  

 

Clinical pathways  

An important component of Central Queensland health system integration will be development and 

application of clinical pathways, which are essentially a quality improvement tool to enhance the patient 

journey. They can contribute to service redesign and standardisation across primary and specialist care, 

across sites, and within specialist services. In Central Queensland development of clinical pathways (also 

referred to as care pathways) will be focused on:  

 Improving patient flow between hospitals; 

 Improving the management of common conditions in primary care; 

 Ensuring high quality referrals are made by GPs to hospital specialists; 

 Enhancing the experience for patients all patients, in particular those with complex needs (eg, co-

morbidities) by determining how they are best managed and discharged back to primary and 

community care in a systematic manner; and 

 Strengthening linkages between aged care and acute hospital services. 

 
Patient flow 

Improved patient flow will support a more efficient and effective configuration of facilities and services.  

Patients requiring medical care are often transported between hospitals for health care. Referring clinicians 

have reported difficulties in accessing timely support from their colleagues in more specialised hospitals, 

often creating delays in ‘stay or go decisions’. This entails lost time for patients in accessing appropriate 

care, their carers and local staff.  

 

Dedicated resources focused on patient flow should act as the central coordination point for all patient 

movements across CQHHS. These resources will manage all referrals for patients between HHS facilities, 

and to non-HHS facilities. In time, the region should consider a single intake point for clinicians and 

patients, with triage by clinical and nursing staff as appropriate.  

 
Health promotion and prevention  

Central Queensland will build on current experience (eg, as described in Section 1.2) to pursue innovative 

ways to empower individuals and communities to take greater responsibility for their own health needs. 

Health promotion and prevention initiatives developed through locality networks and linked strongly with 
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general practice are likely to deliver positive community and individual health and social outcomes. This 

approach will focus on:  

 Tobacco smoking;  

 Obesity prevention and reduction; and 

 Hazardous alcohol consumption. 
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Implementation Roadmap: Priority 1 – Develop a whole-of-system delivery response 

  14/15 15/16 16/17 17/18 

Strategic action 

area 

Headline actions Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 All 

Qs 

Develop a 

whole-of-

system delivery 

response  

6. Ensure all CQML/PHN and CQHHS based operational plans align with 

the Plan’s strategic priorities and roadmap 

             

Establish locality networks (such as GladstoneOne) to support planning 

and delivery of well coordinated local services, including customisation 

of regionally determined models of care.  Central Highlands and Banana 

should be given priority in network establishment 

              

Better define the regional hub and spoke/ networked hospital 

configuration, service scope, roles and responsibilities including:  

a. define the role of Rockhampton as the major referral hospital 

b. clinical pathways between hospitals 

c. determine hub support for spoke hospital accountabilities 

            

Improve whole-of-system response and flow including:a. dedicated 

resources to improve patient flow and support movement of patients 

between hospitals 

b.  development and implementation of clinical pathways to and from 

hospital 

c. development of centralised intake and assessment unit/s to 

streamline access to specialised assessment and clinical services 

c.  strengthen links of primary and specialist services with palliative care 

and residential aged care services 

           

Strengthen the focus on health promotion and prevention by fostering 

linkages between providers and consider investment in locality based 

prevention initiatives for: 

a. smoking cessation 

b. obesity prevention 

c. alcohol harm reduction 
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Priority 2. Enhance population health, prevention and primary health care 
capacity  

 

Goal:  

Strengthen the multi-disciplinary primary & community team, with a core role for general practice 

as the ‘health care home’  

 

Headline actions 

1. Support cross-sector partnerships through liveWELLCQ to address the health, social and economic 

factors determining health outcomes in targeted populations 

2. Using a joint clinical governance structure, develop a region-wide framework for integrated models of 

care for local implementation, including: 

a. a generic integrated model of care with general practice at the core, Allied Health professionals and 

multidisciplinary teams with personnel working at the top of their scopes, and specialist support; 

b. innovative primary & community-led planned and structured care including risk stratification to 

identify the patient cohorts at greatest risk; design of care models commensurate with risk; 

emphasis on mental health, the frail aged, people with complex chronic conditions, and teenage 

pregnancy, maternity and early years models of care for Aboriginal women and their families  

c. evaluation and spread of proven initiatives in additional locailities;  

d. use of locality networks for local whole system collaborative planning and action, and tailoring of 

the generic model of care; 

e. equitable and efficient locality resourcing models; and 

f. use of care, referral and discharge pathways. 

3. Broaden the scope and scale of prevention and early intervention within primary health by transitioning 

CQHHS-hosted community services into a general practice environment 

4. Revise the current general practice liaison officer structure, resourcing and role descriptions to 

increase GPLO capability and capacity within the region 

5. Increase the scale and scope of the Hospital in the Home program including consideration of GP 

admitting rights 

6. Work with general practice to facilitate access to same-day patient appointments with an initial focus on 

Banana and Rockhampton and support this with a targeted “GP before ED campaign”.  

 

Discussion 

It is recognised that in order to respond to the health priorities identified in the HNA that new models of 

care delivery will be essential to support the more effective prevention and management of chronic 

disease.  Furthermore, Central Queensland’s primary health sector has not developed over the past 

decade at the pace and scale seen in comparable health care systems. Pockets of innovation are present, 

but primary health care has been relatively slow to take the lead in promoting and adopting new models of 

care that will better meet community health needs and support system sustainability. Reasons for this 

suggested by stakeholders include a fragmented funding system; a history of predominant focus in 

Queensland on hospital and specialist services; loss of momentum associated with Commonwealth 

restructuring of general practice support infrastructure (Divisions of General Practice; MLs; and now 

PHNs); and the Central Queensland health system lacking a widespread understanding of the need for 

change, and a unifying whole system strategic direction. 

 
However, there is evidence of a new commitment and energy emerging: 

 Key leaders within primary care and NGOs support development of a more strategic approach and 

partnerships; 

 CQHHS has a new executive team that recognises the need for more effective relationships with 

primary care; 
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 More trusting organisational relationships are in place between the CQHHS and CQML, exemplified by 

joint commissioning of the HNA and development of this joint Health Plan; 

 General practitioners are becoming increasingly open to contributing within a system which may 

require extended hours, new models of care, and stronger inter-practice collaboration; 

 Key general practices are acting as demonstration sites for clinical and operational innovation; 

 NGOs are recognised as key partners in health of older people, and youth and adult mental health 

services; and 

 Rural and remote health services are broadening their focus beyond hospitals, and developing 

integrated service models. 

 

Cross sector partnerships  

The liveWELL CQ partnership is one example of cross sector collaboration that is occurring within Central 
Queensland. The partnership recognises that through collaboration and coordination of a range of health 
and social service providers, greater outcomes can be achieved for the population. Whole of sector 
planning priorities, issue resolution and system analysis will support Plan implementation and cross 
fertilisation of learning from Plan initiatives.  
 

Risk stratification 

Risk stratification assists with targeting resources and efforts in a coordinated way to address patient and 

population health needs, and will contribute to reduction in unplanned hospital emergency department (ED) 

attendances and hospitalisations. Patient who benefit most from care coordination generally have multiple 

long terms conditions requiring a wide range of health (both primary and specialist care) and social 

services. Figure 4 illustrates a typical risk stratification population profile, and tailoring of the care model to 

reflect the level of risk. 

 

Generic risk stratification frameworks, and care planning and coordination will be refined and extended as 

experience of integrated care grows in Central Queensland.  

 
Figure 4: Generic risk stratification and model of care example  

 

 
 
Note that the percentages of the population in each group are not necessarily representative of the Central 

Queensland population, and are for illustrative purposes only. 
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Model of care change 

CQHHS and CQML (and its PHN successor) will lead model of care change in partnership with general 

practice and other health and social providers. A particular focus will be building the multi-disciplinary 

primary & community team, that will: 

 Reinforce the role of general practice as the patient’s ‘health care home’ and setting for continuity of 

care;  

 Recognising the important role that Allied Health professionals play within contemporary models of 

primary and community service delivery; and 

 Reorient CQHHS community services from a predominant focus in-hospital care and support for 

hospital discharges, to an equal emphasis on community needs focus as part of a multi-disciplinary 

primary care team.  

 

Specific areas of opportunity include:  

 Locality planning and networks as a vehicle for building effective working relationships between local 

practitioners, and leading local service improvement;  

 Multi-disciplinary teams, with core membership from general practice, AMSs, nursing and allied health 

(including pharmacy); 

 Nurse-led services, including support for uptake of new nursing roles such as nurse specialists in 

community settings, and nurse practitioners in smaller rural and remote communities; 

 Referral and discharge management, supported by clinical pathways; 

 Improved access to specialist advice, including through use of telehealth; 

 Improving general practitioner access to investigations (eg, ultrasound, CT, MRI, exercise testing); 

 Minimising the need for specialist outpatient follow-up visits through shifting the role to general practice  

 A planned approach to development of the general practitioner with a special interest (GPSI) role; 

 Managed intersection of general practice with specialist and NGO services (eg, mental health; aged 

care; Aboriginal and Torres Strait Islander health); and 

 Accelerated spread of proven primary & community initiatives from Central Queensland (eg, healthy 

lifestyle initiatives). 

 
Use of demonstration sites, evaluation and managed spread of successful innovation will be important 

aspects of model of care redesign and health system reconfiguration. 

 

Structured care 

A fundamental platform for shifting the balance away from ad hoc and episodic to planned and structured 

care is to develop understanding of the different levels of health need in the local community through use of 

health risk profiling, and tailoring of models of care and resource intensity to match the varying levels of 

health need.  Care plans based on risk profiling can then be personalised to individual patients based on 

their particular health needs, family support networks, and cultural preferences. The care team can include 

AMSs where appropriate, together with, for example, clinical pharmacy, community mental health, and 

social services. 

 

Early actions for moving to structured care will include: 

 Identify an appropriate methodology for risk stratification, and ensure baseline data is of appropriate 

quality. This can include a mix of hospital and general practice based risk criteria, but the tool is best 

applied to the enrolled general practice population in line with the ‘health care home' concept; 

 Factor into design of care model learnings on what has been shown to work well in different areas of 

Central Queensland (eg, remote; urban); 
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 Identify evidence-based models of care for different risk profiles and population groups (eg, teen 

pregnancy; frail older people; adults with diabetes or COPD); 

 Define the scope and mix of health professionals at each level of risk stratification and associated 

models of care; 

 Identify varying methods of patient contact, including nurse-led models, home visits, mobile clinics, and 

‘virtual consults’ (eg, telephone, email), and the suitability for patient groups; 

 Undertake a task and activity analysis to identify appropriate clinical and support staff input to models 

of care, and identify where possible staff substitution opportunities to improve efficiency and free-up 

time of more specialised professionals; 

 Size resource and utilisation intensity for different models of care to inform resource and funding 

allocation; and 

 Align with urgent, after-hours and acute care, services for older people, and nursing/allied health 

integration initiatives.  

 

Role of the GPLO  

There is currently a 1-FTE GP Liaison Officer (GPLO) role within Central Queensland, funded through 

support from Queensland Health. GPLO resources will be prioritised for expansion in Central Queensland 

through the Health Plan. Experience of GPLO models in other areas suggests that critical success factors 

include the GPLO coming from a general practitioner background; having management scope of a 

particular geographic locality or service area; working with other GPLOs to share resources, approaches 

and engagement mechanisms; and being located in an area where they are able to influence the general 

practice workforce and their ways of working. 

 

In addition to their traditional roles, the GPLO team will be essential in coordinating the clinical 

engagement, design and drafting of clinical pathways that are an important component of the Health Plan. 

 

HITH admitting rights 

The potential for general practitioners to have admitting rights into the existing Hospital in the Home (HITH) 

program will be explored. Engaging the patient’s general practitioner in this way is likely to provide a better 

patient experience and less overall cost to the system. Considerations in the HITH review will include:  

 GP credentialing; 

 In-home care support through NGOs; 

 Relationships and protocols with ambulatory care providers; 

 Multi-disciplinary team arrangements including clinical team members; 

 Clinical pathways and guidelines for managing risk; and 

 A solid clinical governance framework with clear roles and responsibilities.  

 

Access to general practice  

CQHHS experiences higher than average hospital ED attendance rates, and 61% of ED presentations are 

classified as Triage 4 and 5 (least urgent). These measures suggest issues of access to primary health 

care,  including whether same-day general practice appointments are available. CQHHS and CQML will 

convene a clinical working group to consider strategies to reduce unnecessary use of the Rockhampton 

Hospital ED, and how patients and practices can be supported to make effective use of primary care. 
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Implementation Roadmap: Priority 2 – Enhance population health, prevention and primary care capacity  

  14/15 15/16 16/17 17/18 

Strategic action 

area 

Headline actions Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 All 

Qs 

Enhance the 

capacity of 

primary health 

care 

Support cross-sector partnerships through liveWELLCQ to address the 

health, social and economic factors determining health outcomes in 

targeted populations 

           

Using a joint clinical governance structure, develop a region-wide 

framework for integrated models of care for local implementation, 

including: 

a. generic integrated model of care with general practice at the core, 

Allied Health professionals and multidisciplinary teams with personnel 

working at the top of their scopes, and specialist support 

b. innovative primary & community-led planned and structured care 

including risk stratification to identify the patient cohorts at greatest risk; 

design of care models commensurate with risk; emphasis on mental 

health, the frail aged, people with complex chronic conditions, and 

teenage pregnancy, maternity and early years models of care for 

Aboriginal women and their families  

c. evaluation and spread of proven initiatives in additional locailities  

d. use of locality networks for local whole system collaborative planning 

and action, and tailoring of the generic model of care 

e. equitable and efficient locality resourcing models 

f. use of care, referral and discharge pathways 

 

           

Broaden the scope and scale of prevention and early intervention within 

primary health by transitioning CQHHS-hosted services into a general 

practice environment 

           

Revise the current general practice liaison officer structure, resourcing 

and role descriptions to increase GPLO capability and capacity within 

the region 

           

Increase the scale and scope of Hospital in the Home including 

consideration of GP admitting rights 

           

Work with general practice to facilitate access to urgent GP 

appointments with an initial focus on superclinics and practices in 

Banana and Rockhampton and supported this with a targeted “GP 

before ED Campaign”  
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Priority 3.  Improve local access to specialist services 

 

Goal:  

Ensure that the population has ongoing access to specialist services that have safe and viable 

staffing levels and activity volumes 

 

Headline actions 

1. Implement planned repatriation and development of specialist cancer and cardiac services in 

Rockhampton 

2. Further develop collaborative relationships with private specialists and hospitals to support joint 

planning, investment and delivery to ensure service and workforce sustainability 

3. Use a structured and planned approach (including key principles and care models) to inform specialist 

service configuration, development and infrastructure: 

a. undertake analysis to inform specialist service planning, including: identification of services at risk 

of clinical and/or financial unsustainability; identification of core secondary specialist services that 

are not available locally and/or adequately resourced (i.e. elective surgery); analysis of specialist 

outflows to Brisbane; workforce development and planning and updating of role delineation model 

assessments; 

b. conduct a stocktake of existing and visiting specialist outpatient clinics in smaller rural and remote 

communities, and develop a planned approach (by locality) that supports equitable local access for 

patients to higher volume specialties, that balances specialist and patient travel, and that optimises 

use of telehealth; and 

c. identify and pursue opportunities for joint specialist appointments with private health service 

providers. 

 
Discussion 

A number of clinical specialty services at Rockhampton and Gladstone hospitals will be developed in line 

with the Better Health for the Bush Plan. In line with this policy, CQHHS, in consultation with Queensland 

Health, will develop cancer services in Rockhampton, and is exploring options to develop cardiac services. 

In both cases, the aim is to allow Central Queensland residents to access these highly specialised services 

locally instead of having to travel to Brisbane. CQHHS has also committed to resuming local provision of 

ophthalmology services.  Additional services currently being considered include:  

 Cardic and Cath lab;  

 Ophthalmology; 

 Urology; 

 Dermatology; and 

 Orthopaedics.  

 

Specialist service sustainability is of increasing importance for Central Queensland for a number of 

reasons, including: 

 A history of high outflows to Brisbane and low inflows of patients from outside of Central Queensland; 

 Servicing an ageing population of 221,000 people; 

 A strong private specialist presence, with private hospitals in Rockhampton (two) and Gladstone also 

serving the Central Queensland population; 

 Increasing sub-specialisation is challenging the critical mass of medical and surgical ‘generalist-

specialist’ services, with a key consideration being the number of specialist practitioners needed to 

maintain a sustainable 24/7 service; 

 The specialist workforce is increasingly attracted to work in larger centres, meaning Central 

Queensland is facing recruitment challenges; and  
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 Funding constraints are placing pressure on CQHHS hospital department budgets. 

 

Whilst the development of highly specialised clinical services in Rockhampton is beneficial for patients and 

the community, it will pose an ongoing challenge for the Central Queensland health system – including 

both public and private sectors. Overall, CQHHS will be challenged by the balance between developing 

specialist services to support local patient access, and maintaining lower volume sub-specialities and high 

levels of clinical support services without sufficient population catchment to warrant adequate specialist 

staffing and activity volumes. Robust planning, strong clinical leadership, and consideration of 

public/private partnerships will allow appropriate investment decisions to be made and services sustained.  

 

One of the first priorities is to conduct a stocktake of existing and visiting specialist outpatient clinics in 

smaller rural and remote communities, and develop a planned approach (by locality) that supports 

equitable local access for patients to higher volume specialties.  Effective visiting specialist service models 

must include funding and governance arrangements that ensure access for Central Queensland patients, 

effective interaction with other specialist and clinical support services, and affordable cost structures. In 

addition, any business case needs to consider: 

 Impact on specialised nursing staff; 

 Impact on clinical support services; 

 Cost impact of delivery of inpatient services on more than one site; 

 Arrangements for rapid response to the needs of very acute patients with life-threatening conditions; 

 Use of telemedicine, clinical pathways and access to electronic patient records; 

 The balance of specialist and patient travel; and 

 Development of local practitioner capability. 
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Implementation Roadmap: Priority 3 – Improve local access to specialist services 

 

  14/15 15/16 16/17 17/18 

Strategic action 

area 

Headline actions Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 All 

Qs 

Improve local 

access to 

specialist 

services  

Implement planned repatriation and development of specialist cancer 

and cardiac services in Rockhampton 

           

Further develop collaborative relationships with private specialists and 

hospitals to support joint planning, investment and delivery to ensure 

service and workforce sustainability 

           

Use a structured and planned approach (including key principles and 

care models) to inform specialist service configuration, development and 

infrastructure: 

a. undertake analysis to inform specialist service planning, including: 

identification of services at risk of clinical and/or financial 

unsustainability; identification of core secondary specialist services that 

are not available locally and/or adequately resourced (i.e. elective 

surgery); analysis of specialist outflows to Brisbane; workforce 

development and planning and updating of role delineation model 

assessments; 

b. conduct a stocktake of existing and visiting specialist outpatient clinics 

in smaller rural and remote communities, and develop a planned 

approach (by locality) that supports equitable local access for patients to 

higher volume specialties, that balanced specialist and patient travel, 

and that optimises the use of telehealth 

c.  identify and pursue opportunities for joint specialist appointments with 

private health service providers 
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Priority 4.  Close the Gap in Aboriginal and Torres Strait Islander health 

 

Goal:  

Working in partnership with Aboriginal and Torres Strait Islander community-controlled 

organisations, plan and implement regional and locality initiatives to close the gap  

 

Headline actions 

1. Develop a Central Queensland Aboriginal and Torres Strait Islander Health Plan in partnership with 

ACCHOs to identify, implement and drive regional and locality solutions for Aboriginal and Torres Strait 

Islander people including: 

a. development of care pathways for Aboriginal and Torres Strait Islander mothers and babies to eye, 

ear and developmental health screens and immunisations; 

b. improved access to primary care indigenous health checks through mainstream general practice 

c. trial of a general practice based risk stratification tool in Woorabinda aimed at identifying the top 20 

high and complex needs patients through analysis of hospital records, and implementation of multi-

disciplinary care plans and care coordination for these clients and their families; and 

d. increase access to dental services in Woorabinda through partnerships with AMS providers, recall 

system implementation, and increased Drover visits provided through SACS. 

2. Increase employment of Aboriginal people within CQHHS and CQML/PHN 

3. Through a joint community development partnership between health services (AMSs, CQHHS and 

CQML/PHN) and local council and industry provide scholarship opportunities for local Aboriginal and 

Torres Strait Islander people to access training/education in health and/or social services fields 

 
 
Discussion 

Particular emphasis is being given at Commonwealth and State levels to ‘closing the gap’ for Aboriginal 

and Torres Strait Islander service access and health outcomes. This health disparity is present within 

Central Queensland, as shown in the HNA (Appendix 1).  

 

Lifting Aboriginal health outcomes will take concerted region-wide effort by CQHHS and CQML (and its 

PHN successor), working in partnership with Aboriginal community controlled health services, local 

government and NGOs. It will also require fundamental change in how organisations work together, and in 

how and where health professionals deliver services. Closing the gap will require a whole-of-system 

approach to health services transformation, with improved access and outcomes arising from strengthening 

of service delivery, and strategic investment in tailored services.   

 

Foundational activities will be focused around: 

 Improving data collection (particularly in identification of Aboriginal and Torres Strait Islander clients in 

general practice) and reporting; 

 Sharing and promoting findings from initiatives and activities that have worked in the region; 

 Collaborating with Aboriginal and Torres Strait Islander community-controlled health services to 

achieve a shared and coordinated and joined up approach to service delivery; 

 Ensuring employment opportunities for Aboriginal and Torres Strait Islander people in health and social 

care, and supporting their career pathways; 

 Embedding cultural competence and safety within the region’s health workforce, including general 

practice; and 

 Building leadership and accountability for Aboriginal and Torres Strait Islander health into the roles of 

executive teams in CQHHS and CQML / PHN. 
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As detailed in the Central Queensland HNA, the greatest aggregations of Aboriginal and Torres Strait 

Islander people are in Rockhampton and Woorabinda. These areas are therefore a logical focus for 

concerted efforts to ‘make a difference’. It is no coincidence that the priorities identified in the HNA where 

health service interventions are likely to provide the greatest population outcome gains for Central 

Queensland as a whole are also those that will have the greatest impact on lifting Aboriginal and Torres 

Strait Islander health outcomes.  They are:  

 Tobacco smoking; 

 Obesity and nutrition; 

 Hazardous alcohol consumption; 

 Indigenous health, particularly child health and chronic disease; 

 Equitable and evidence-based access to secondary services; 

 Mental health service access; 

 Chronic disease management, particularly diabetes and heart disease; and 

 Youth risk-taking behaviour. 

 
Chronic diseases in Aboriginal and Torres Strait Islander populations are generally preventable, and is 

responsible for a large proportion of the life expectancy gap.  Understanding of what works in reducing risk 

factors and managing chronic disease in Aboriginal and Torres Strait Islander people has grown over the 

past decade.  Key factors in successful programs5 are: 

 Aboriginal community support and involvement; 

 Effective local area partnerships and working groups; 

 Participation and professional development of Aboriginal health workers; 

 Adequate resources, and coordination between existing human, financial and physical resources and 

initiatives; 

 Accessible early detection and intervention programs; 

 Local multidisciplinary teams or taskforces with clear roles and responsibilities; 

 Locally agreed, evidence-based clinical protocols; and 

 Systems for follow-up care, including registers and recall systems. 

 
A key enabler of efforts to close the Aboriginal and Torres Strait Islander health gap is enhancement of the 

Aboriginal and Torres Strait Islander workforce and strengthened community development approaches.  

The region will focus on partnerships with local government and industry to provide scholarship 

opportunities for local Aboriginal people to access training/education in health and/or social services fields. 

                                                      
5 Queensland Health, Royal Flying Doctor Service of Australia (Queensland Section) and Apunipima Cape York Health 
Council, Chronic Disease Guidelines, 3rd edition, 2010. Cairns. 
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Implementation Roadmap: Priority 4 – Close the Gap in Aboriginal and Torres Strait Islander Health  

 

 

  14/15 15/16 16/17 17/18 

Strategic action 

area 

Headline actions Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 All 

Qs 

Close the 

Aboriginal health 

gap 

Develop a Central Queensland Aboriginal and Torres Strait Islander 

Health Plan in partnership with ACCHOs to identify, implement and drive 

locality based solutions for Aboriginal people including: 

a. development of care pathways for Aboriginal and Torres Strait 

Islander mothers and babies to eye, ear and developmental health 

screens and immunisations 

b. access to primary care indigenous health checks through mainstream 

general practice 

c. trial of a general practice based risk stratification tool in Woorabinda 

aimed at identifying the top 20 high and complex needs clients through 

analysis of hospital records, and development of multidisciplinary team 

based care Plans for these clients and their families 

d. increase access to dental services in Woorabinda through 

partnerships with AMS providers, structured and planned recall system 

implementation, and increased Drover visits provided through SACS 

           

Strengthen Aboriginal and Torres Strait Islander employment within the 

CQHHS and CQML/PHN 

           

Through a joint community development partnership between health 

services (AMS’s, CQHHS and CQML/PHN) and local council and 

industry provide scholarship opportunities for local Aboriginal and Torres 

Strait Islander people to access training/education in health and/or 

social services fields 
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Priority 5.  Strengthen quality, safety and clinical engagement  

 

Goal:  

Develop a culture of clinically-led innovation and performance improvement across the Central 

Queensland health system 

 

Headline actions 

1. Using the National Quality and Safety Standards, develop a Central Queensland whole-of-system 

quality and performance improvement strategy, including identification of areas in which to lift health 

system performance to best practice levels (include key State and national KPIs) 

2. Build CQHHS and primary care capacity and capability to implement rapid cycle improvements 

3. Establish clinical governance structures at regional (clinical leaders group) and local (locality networks) 

levels that will build effective clinical relationships to support service innovation, performance 

improvement, and service integration, and link with State structures 

4. Through the extended CQHHS GPLO capacity and role, strengthen the approach to clinical pathway 

development and implementation to ensure robust engagement processes that build professional 

relationships, and deliver trusted and relevant whole-system access, outputs and outcomes 

5. Improve the consistency and timeliness of patient and information flows around discharge processes 

between hospital services, community services, general practice and residential aged care facilities 

6. Ensure any repatriated or newly developed specialist services are strongly integrated with and 

strengthen existing local services (eg, palliative care services in conjunction with increased local 

cancer service provision) 

 
Discussion 

Performance and quality improvement 

Through a joint clinical governance structure, CQHHS and CQML/ PHN will develop a Central Queensland 

quality and performance improvement strategy that will provide a unifying framework across organisations 

and professional groups. Quality improvement is everyone’s responsibility, and the strategy needs to be 

understood, agreed, invested in, and actioned.  

 

Transformational change through a quality improvement approach requires investment, data, skills and 

methodologies. Current quality improvement projects are occurring within the hospital setting, however 

they lack a strategic context and are relatively isolated from primary health care. Visible and active 

leadership by senior CQHHS and primary care clinicians will be critical to clinically led service integration, 

and to the unified approach to performance improvement that together will be key contributors to an 

enhanced client journey and a sustainable Central Queensland health system. 

 

Clinical governance, leadership and engagement 

A fundamental characteristic of high performing health systems and organisations is clinical leadership, 

and engagement of the clinical workforce. A whole-of-system clinical leaders governance group with 

associated working groups can help support the priorities and initiatives of the clinical leaders and the Plan. 

This clinical leaders group should link with State clinical networks to ensure State-wide strategic objectives 

are transferred. The leadership capabilities, roles, structures and processes that will underpin the future 

performance of the Central Queensland health system need to be clarified across the whole system, from 

the perspective of professional disciplines, organisations, service areas and localities.  Locality networks 

should determine the best clinical governance framework for their unique needs and ensure they have 

appropriate representation on the region wide clinical leaders governance group.  
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Particular dimensions of future development in Central Queensland will include action to: 

 Build more effective clinician/management partnerships; 

 More explicitly define ‘clinical leadership’, and expectations of clinical leaders; 

 Provide support for developing the skills and knowledge of clinical leaders; 

 Establish structures and processes for considering system-wide issues of concern to clinical leaders 

(eg, engagement in budget setting, trialling of new models of care); 

 Increase engagement between clinical leaders within the hospital setting and primary health care 

clinical leaders, particularly at a locality level; 

 Close the gap between the formal leadership structures within the CQHHS (ELT) and front-line clinical 

staff; and  

 Build stronger mechanisms to link larger hospitals to smaller multi purpose facilities, while recognising 

their distinct cultures and issues. 

 

Patient and information flows  

Information flows and the patient experience around discharge processes including transfers between 

hospital services, plus referrals and discharges involving community services, general practice and 

residential aged care facilities need improvement. Protocols are developed from a CQHHS perspective but 

are often not translated into action causing confusion and with less than optimal patient impacts. Improved 

processes, system support and monitoring are required to ensure all patients transitioning from hospital 

care are supported in a way that does not compromise their care. The development of clinical pathways 

and a single point of access can support enhanced patient and information flows (see Priority 1).  

 

With the repatriation and development of new services, it is essential to ensure they are strongly integrated 

with and strengthen existing local services. For example, with the introduction of local cancer service 

provision, it is necessary to ensure palliative care services are in place and well integrated into the 

continuum of care for patients. Clinical support services will need to be prioritised such as MRI, CT, other 

radiology, laboratory and pathology services.  Linkages and referral arrangements to tertiary ‘hub’ services 

in Brisbane for cardiac – intensive care/coronary care services will also be critical.  
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Implementation Roadmap: Priority 5 - Strengthen quality, safety and clinical engagement   

 

 

 

14/15 15/16 16/17 17/18 

Strategic action 

area 

Headline actions Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 All 

Qs 

Strengthen 

quality, safety 

and clinical 

engagement 

Develop a Central Queensland whole-of-system quality improvement 

strategy, including identification of focus areas to lift health system 

performance to best practice levels (to include key state and national 

KPIs) 

           

Build CQHHS and primary care capacity and capability to implement 

rapid cycle improvements 

           

Establish clinical governance structures at regional (clinical leaders 

group) and local (locality networks) levels that will build effective clinical 

relationships to support service innovation, performance improvement 

and service integration, and link with State structures 

           

Through the extended CQHHS GPLO role, strengthen the approach to 

clinical pathway development and implementation to ensure robust 

engagement processes that build professional relationships, and deliver 

trusted and relevant whole-system outputs and outcomes 

           

Improve the consistency and timeliness of information flows and patient 

experience around discharge processes between hospital services, 

community services, general practice and residential aged care facilities 

           

Ensure any repatriated or newly developed specialist services are 

strongly integrated with and strengthen existing local services (eg, 

palliative care services in conjunction with increased local cancer 

service provision) 
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4. Enablers 

A range of enabling actions will support achievement of the five Central Queensland strategic priorities: 

 

4.1 Intersectoral action   

There is increasing recognition that the determinants of health often lie outside the ‘traditional health 

system’.  This means that health services alone are insufficient for fully improving the quality of life and 

health outcomes of populations and individuals. To enable movement towards a better integrated health 

system, relationships with other government agencies will be strengthened, and opportunities for joint 

action pursued. The region’s social deprivation levels and its impact on demand for health services 

suggests that concerted efforts to address social determinants of health will have significant benefits. 

Social determinants of health include employment status, housing, family type, and education.   

 

Population health strategies will be used to address health determinants and reduce inequalities.  Locality 

networks will engage with local government on initiatives to address specific local needs and service 

issues. 

 

4.2 Proactive and effective clinical relationships  

Moving forward, it’s important for the region’s health organisations and clinicians to build proactive and 
effective relationships. Clinicians include medical, nursing and allied health professionals across the 
continuum of patient care.  Clinicians hold vital knowledge that can inform prioritisation, model of care 
design and performance improvement actions.  This includes clinical expertise as well as point of care 
relationships with patients and other services involved in care.  This knowledge can be used to identify 
opportunities to improve the quality of care for patients, and to enable clinicians to focus on what matters 
most.   
 
Evidence shows that clinical engagement is a key influence on the success of health care organisations 
and their ability to lift performance and patient outcomes and reduce staff turnover.  It is recommended the 
region consider structured and planned regular whole-of-system networking/shared learning arrangements 
within locailities and across localities to provide a mechanism for formal relationships to develop.  
 

4.3 ICT  

Implementation of Information and Communications Technology (ICT) solutions are required in order for 

the Plan to be effective and successful.  ICT supports the business of healthcare and a robust network and 

telecommunications system is needed to manage the technology. The CQHHS has an ICT Strategic Plan 

2014-2018 which outlines a set of priorities and initiatives. In addition to the priorities within this Plan the 

region should consider these whole-of-system enabling ICT actions:  

1. In partnership with the Telehealth Emergency Management Support Unit (TEMSU), undertake a 

scoping exercise to map emergency, specialist and primary care telehealth needs across the region 

2. Map current capability of ICT across the region including consideration of: 

a) Electronic sharing of patient information; 

b) Care pathways – referral, discharge, specialist, hub and spoke; and 

c) Shared care plans. 

3. Identify gaps in current capability based on requirements analysis, and develop business cases and 

associated action plans  

4.4 Transport and accommodation 

Difficulties with transport and accommodation cause significant barriers for access to services.  This in turn 

affects the region’s ability to improve access and outcomes, and reduce health inequalities between those 

people in the community with the best and poorest health.  While reducing the need for patient travel to 

specialist services through initiatives such as hospital-in-the-home, visiting clinics, telehealth, and early 
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transfer for subacute care in a local hospital are important facets of the solution, improved transport and 

supported accommodation are also important.  

The region intends to work with partner organisations (including local government, Aboriginal and Torres 

Strait Islander community-controlled health services and ambulance services) to take a strategic approach 

to development of transport and accommodation services and resources.  Issues to be considered in 

strategy development will include: 

1. Alternatives to ambulance for transport of patients between hospital sites; 

2. How transport could be improved for patients returning to their rural or remote community following 

discharge from a major referral hospital; 

3. Addressing the needs of those rural and remote communities in which the public transport route does 

not match the referral pathway to the major referral hospital; 

4. Provision of affordable accommodation for patients and their families from rural and remote 

communities who have been transferred to a major referral hospital for treatment; and 

5. Explore local council and NGO partnerships around the provision of transport and accommodation 

support for patients/clients and their families and carers  

 

4.5 Rural Centre of Excellence for rural training 

CQHHS have initiated planning for a Rural Centre of Excellence for rural training. The centre will be 
located in Emerald, providing training to clinicians across Central Queensland. Over time, the focus will 
expand to a suite of rural nursing training. Key priorities for the centre include:   
1. Offering rural medical student training; (currently available in Emerald) 
2. Developing generalist pathway training; (currently available in Emerald) and  
3. Development of a simulation centre.  
  
Critical to the continued planning and development of this centre is a need to interface with the Rural 

Clinical School based in Rockhampton and the identification of infrastructure to support training activities. 

There may be opportunity to house the centre in a building recently vacated by Queensland Ambulance or 

in a new GP Superclinic practice.   

  

4.6 Workforce 

Ensuring the sustainability of the rural and remote workforce is a particular priority for Central Queensland 

given the high rate of temporary CQHHS medical staffing and the overall number of general practitioners. 

The CQHHS Board has requested the organisation reduce the rate of temporary staff and there is a robust 

plan in place to address this. Strategic recruitment of clinicians to staff specialist roles and/or allocation of 

dedicated VMO time to support clinical leadership should be considered to achieve effective clinical 

leadership.  This may require new, innovative workforce models including joint clinical appointments across 

public and private settings. 

 

Particular workforce issues that need to be addressed in smaller rural and remote communities include: 

1. Support for the VMO role in small rural and remote hospitals through increased registrar training 

positions, and particularly to support joint rural hospital medicine/general practice training; 

2. Overcoming barriers to rural training (eg, broadband, facilities, supervision). Access to 

videoconferencing and the internet are important to support ‘virtual’ training along with integrated 

approaches to training and education;  

3. Investing focussed effort on enhancing the organisational culture;  

4. Deliberate and early succession planning, supported at a strategic level through professional leaders 

and locality networks; and 

5. Provide nurse practitioner scholarship opportunities to nurses in small rural and remote areas. 
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Contemporary models of integrated care require a focus on new workforce models that emphasise health 

professionals working at the top of their scope of practice.  In primary care, this includes freeing up GP time 

to care for more complex patients by increasing the use of nursing, allied health and health care assistants, 

particularly for those patients with chronic conditions.  As a priority, the region should explore locality-based 

multi-disciplinary team needs and roles, and support initiatives (eg, nurse practitioners, allied health 

assistants, pharmacy and ambulatory support, care coordinators, Aboriginal and Torres Strait Islander 

support workers).  

 

4.7 Health literacy 

Health literacy refers to the ability of patients to obtain, understand and use health-related information. 

Evidence is increasingly showing that health literacy is a key factor in population and individual health 

outcomes.  Increasing health literacy can encourage healthy lifestyles and self-care, and improve a 

patient’s ability to navigate the health system.  Use of new patient-centred information technologies can 

support increasing health literacy.  For example, the use of easy to access, plain English service directories 

help consumers identify services available in their local communities. Targeted campaigns, patient portals 

and new technologies for monitoring, assessment and treatment; plus web-based access to health 

education content should be explored.  

 

4.8 Consumer and community engagement 

In the past 12 months, CQHHS and CQML have developed a range of consumer and community 
engagement mechanisms that will continue to operate into the future and support Plan implementation.  
The Central Queensland Consumer and Community Advisory Committee is an existing governance 
committee that meets regularly to inform and provide feedback on population health priorities.  CQML and 
CQHHS offer regular local community based forums and ‘Connecting Health in CQ’ community surveys.  
The focus of the next 3 years will be for health services to offer consumers and communities’ opportunities 
to be involved in innovative engagement initiatives. The ‘Everest Trek’ is one of the first innovative 
engagement initiates offered by the region. ‘Everest Trek’ is intended to identify young people from Central 
Queensland who have faced challenges in their lives to take on the physical challenge of trekking to 
Everest Base Camp in a bid to demonstrate that challenges can be overcome, and a healthy lifestyle is 
achievable.
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Enablers of the Plan  

  14/15 15/16 16/17 17/18 

Enabler Headline / Priority Actions Q3 Q4  Q1 Q2 Q3 Q4 Q1 Q2 Q3 Q4 All Qs 

Intersectorial action To enable movement towards a better integrated health 

system, relationships with other government agencies 

will be strengthened, and opportunities for joint action 

pursued  

           

Development of locality networks will provide the 

opportunity for engagement with local government on 

initiatives to address specific local needs and service 

issues 

           

Proactive and effective 

clinical relationships  Coordinate structured and Planned regular whole-of-

system networking/shared learning arrangements 

within locailities and across localities 

           

ICT In partnership with the Telehealth Emergency 

Management Support Unit (TEMSU), undertake a 

scoping exercise to map emergency, specialist and 

primary care telehealth needs across the region 

           

Map current capability of ICT across the region 

including consideration of: 

a. Electronic sharing of patient information  

b. Care pathways – referral, discharge, specialist, hub 

and spoke  

c. Shared care plans 

           

Identify gaps in current capability based on 

requirements analysis, and develop business cases 

and associated action plans  

           

Transport and 

accommodation 

Explore local council and NGO partnerships around the 

provision of transport and accommodation support for 

patients/clients and their families and carers  

           

Rural Centre of 

Excellence for rural 

training 

Further develop partnerships and planned activities to 

progress the rural centre of excellence  

           

Workforce Provide Nurse Practitioner scholarship opportunities to 

rural and remote based Nurses  
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Explore locality based multidisciplinary team needs and 

support initiatives (eg, nurse practitioners, allied health 

assistants, pharmacy and ambulatory support, care 

coordinators, Aboriginal support workers) 

           

Health literacy  Increasing health literacy to encourage healthy 

lifestyles and self-care is required to ensure population 

health outcomes are achieved 

           

Targeted campaigns, patient portals and new 

technologies for monitoring, assessment and treatment; 

plus web-based access to health education content 

should be explored.  

           

Consumer and 

community 

engagement  

Innovative consumer and community engagement 

initiatives – both whole of region and locality based.   
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5. Implementing the Plan 

 

This Plan outlines an ambitious programme of work, but one that Central Queensland considers essential 

to achieving health priorities, and improving access and outcomes for the people of the region. Translation 

of the Plan into action will have the following dimensions: 

 

5.1 Key performance indicators and targets   

 

Key performance indicators (KPIs) and targets for monitoring the impact of the Plan at a strategic level will 

be confirmed during detailed implementation planning. Where relevant, these will include specific targets 

for Aboriginal and Torres Strait Islander populations to ensure focus on reducing population health 

inequalities. 

 

5.2 Governance   

 

The role of the CQHHS and CQML/ PHN Boards as the decision-makers and ‘owners’ of the Plan is critical 

to supporting the Executive of both organisations to ensure management and clinician time is focused on 

delivering on the actions. The Boards will also support further development of the organisational 

partnerships that will be fundamental to the success of the Plan. 

 

5.3 Executive management   

 

The Executive Leadership Teams (ELT) of both the CQHHS and CQML/PHN will carry a collective 

accountability for delivery of the Plan and individual ELT members will be accountable for leading, planning 

and implementing each of the actions identified in the Plan. They will also be accountable for ensuring the 

engagement of partner organisations and the clinical community. 

 

5.4 Clinical leadership  

 

Effective implementation of the Plan will require CQHHS, CQML/PHN and partners in the Central 

Queensland system to have the capacity and capability to manage both current business and short term 

imperatives, and the longer term, strategic agenda arising from the Plan. Areas for particular focus during 

implementation planning will include support for the clinical leaders who will be actively engaged in driving 

service improvement through performance excellence and quality improvement, and in developing and 

leading the initiatives outlined in the Implementation Roadmap; and continued evolution of the region’s 

priorities for integrated care.  

 

The ELT will actively work to ensure that clinicians are deeply engaged in implementation of the Plan. A 

clinical leadership group will be created, and clinical leaders will be identified and charged with working in 

partnership with the executive management team to lead, plan and implement Plan actions. Clinical 

leaders will be responsible for ensuring that their peers are engaged during implementation to foster 

ownership of the Plan by the clinical community. This will extend beyond the ‘hospital’, requiring indepth 

involvement of GPs and private sector clinicians. Clinicians will work towards a shared vision for the benefit 

of patients both from a primary and acute perspective. 
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5.5 Program management  

 

A program management approach will be used to coordinate and report on progress of Plan 

implementation and achievement. Regular dashboard reports will be generated for the ELT and the Board.  

 

The ‘implementation roadmap’ in the Plan provides an overview of the staging and sequencing of the 

‘headline actions’ for each of the five strategic priorities. This will be strengthened following Plan finalisation 

through more detailed implementation planning, and identification of the linkages and dependencies (and 

relationships to the enablers). Implementation planning will inform the CQHHS and CQML/ PHNs annual 

Plans, which will be the key documents for the Boards’ governance purposes.  

 

5.6 Monitoring the impact of the Plan 

 
The Plan is intended to support improvements in population health, experience of care and value for 

money across the Central Queensland health system.  The impact of the Plan will be monitored using an 

agreed set of KPIs based on the Triple Aim.  This will require sharing of data across the whole system, and 

a commitment to measuring performance on the part of care providers.  An example set of KPIs is provided 

overleaf. 
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Indicators and targets for monitoring Plan implementation at a strategic level (to be developed and confirmed during detailed planning)   

 

Indicator Measure 

Frequency  
of measure 

being 
collected 

Current figure Target 

Population health 

1. Keeping people healthy and out of 
hospital  

a) Acute separations per 1000 population (ATSI*, non-ATSI, 
Total) 
 

b) Ambulatory care sensitive separations as % total 
separations 

a) Monthly 
 
b) Quarterly 

(Latest annualised figures to be included, 
collected in the same format as they are 
to be monitored) 

a) No increase 
b) 2% per annum decrease 

2. Returning people to health and 
keeping them out of hospital  

Unplanned or unexpected readmissions within 28 days of 
discharge as a % of all separations 

Monthly As above No increase 

3. Cardiovascular disease 
management  

Proportion of eligible people assessed for cardiovascular risk 
status  

Quarterly  
(Medicare 
Local/PHN) 

TBD Increase to 75% coverage by 2017 

4. Reducing the impact of tobacco 
smoking 

Smoking prevalence in adults aged 16+ (ATSI, non-ATSI, Total) Annually 
Prevalence 15.9% daily smoking 
(2011/12) 

1 percentage point reduction annually 

5. Immunisation  Number of children immunised Annually  92.8% of 1 year olds immunised Maintain high rates of between 92.8% and 94% 

Patient experience 

6. Minimising waiting times  NEAT - % of patients with total time in ED <=4 hours Monthly 76% (2014) Consistently better national target 

7. Improving access to elective 
surgery  

NEST - % of patients on time for National Elective Surgical 
Target 

Monthly 
99% of urgent, 89% semi-urgent, 98% 
non-urgent (2014) 

Consistently better national target 

8. Patient quality of care  
Provision of chronic disease management program – number 
enrolled  

Quarterly TBD Increase to 50% of chronic disease covered by 2017 

9. Patient satisfaction 
Patients and or carers rating hospital care / GP care as Very 
Good (Patient Satisfaction Survey) 

Annually TBD Achieve over 90% 

10. Patient care closer to home 
Proportion of total patients receiving treatment within Central 
Queensland 

Annually 81% (2013) Increase to 85% by 2017 

Cost and productivity 

11. Managing to budget YTD financial performance compared to budget Monthly  TBD Meet budget 

12. Operating efficient inpatient 
services 

Cost of locum and agency staff as a percentage of total medical 
and nursing costs 

Monthly TBD TBD 

13. Efficient inpatient capacity use  Acute overnight ALOS Quarterly 
ALOS 3.2 days Rockhampton Hospital, 
2.7 days Gladstone (2013) 

Reduce by 2% per annum 
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Outcomes framework  

Strategic 
priorities 

 

Develop a whole-of-system delivery response 

 

Enhance the capacity of primary health care 

 

Improve local access to specialist services Close the Gap in Aboriginal and Torres 

Strait Islander Health 

 

Strengthen quality, safety and clinical 
engagement 

Goals 
Configure and integrate services to ensure smooth 

patient journeys through efficient and effective care 

pathways 

Strengthen the multi-disciplinary primary & community 

team, with a core role for general practice as the ‘health 

care home’ 

Ensure that the population has ongoing 

access to specialist services that have safe 

and viable staffing levels and activity volumes 

Working in partnership with Aboriginal and 

Torres Strait Islander community-controlled 

organisations, plan and implement regional 

and locality initiatives to close the gap 

Develop a culture of clinically-led 

innovation and performance 

improvement across the Central 

Queensland health system 

H
e
a

d
li

n
e

 a
c

ti
o

n
s
 

1. Ensure all CQHHS and CQML (and PHN) 

operational and capacity plans align with the 

Health Plan’s strategic priorities and roadmap 

2. Establish locality networks (such as 

GladstoneOne) to support planning and 

delivery of well coordinated local services, 

including customisation of regionally 

determined models of care. Central Highlands 

and Banana Hub should be given priority in 

locality network establishment 

3. Better define the regional ‘hub and spoke’ 

networked hospital configuration, service 

scope, roles and responsibilities including:  

a. role of Rockhampton Hospital as the major 

referral hospital; 

b. clinical pathways between hospitals; and 

c. hub support for spoke hospital 

accountabilities. 

4. Improve whole-of-system patient flows 

including: 

a. dedicated resources to improve patient 

flow and support patient movements 

between hospitals 

b. development and implementation of clinical 

pathways to and from hospital; 

c. development of centralised intake and 

assessment unit/s to streamline access to 

specialised assessment and clinical 

services; and 

d. strengthen links of primary and specialist 

services with palliative care and residential 

aged care services. 

5. Foster linkages between health promotion 

providers and consider investment in locality 

based health promotion and prevention for: 

a. smoking cessation; 

b. obesity prevention and reduction; and 

c. alcohol harm reduction. 

 

1. Support cross-sector partnerships through live 

WELLCQ to address the health, social and economic 

factors determining health outcomes in targeted 

populations 

2. Using a joint clinical governance structure, develop a 

region-wide framework for integrated models of care 

for local implementation, including: 

a. a generic integrated model of care with general 

practice at the core, multidisciplinary teams with 

personnel working at the top of their scope of 

proactice and specialist support; 

b. innovative primary & community-led planned 

and structured care including risk stratification to 

identify the patient cohorts at greatest risk; 

design of care models commensurate with risk; 

emphasis on mental health, the frail aged, 

people with complex chronic conditions, and 

teenage pregnancy, maternity and early years 

models of care for Aboriginal women and their 

families  

c. evaluation and spread of proven initiatives in 

additional locailities;  

d. use of locality networks for local whole system 

collaborative planning and action, and tailoring 

of the generic model of care; 

e. equitable and efficient locality resourcing 

models; and 

f. use of care, referral and discharge pathways. 

3. Broaden the scope and scale of prevention and early 

intervention within primary health by transitioning 

CQHHS-hosted community services into a general 

practice environment 

4. Revise the current general practice liaison officer 

structure, resourcing and role descriptions to 

increase GPLO capability and capacity within the 

region 

5. Increase the scale and scope of the Hospital in the 

Home program including consideration of GP 

admitting rights 

6. Work with general practice to facilitate access to 

same-day patient appointments with an initial focus 

on Banana and Rockhampton and support this with 

a targeted “GP before ED campaign”.  

1. Implement planned repatriation and 

development of specialist cancer and 

cardiac services in Rockhampton 

2. Further develop collaborative 

relationships with private specialists and 

hospitals to support joint planning, 

investment and delivery to ensure service 

and workforce sustainability 

3. Use a structured and planned approach 

(including key principles and care models) 

to inform specialist service configuration, 

development and infrastructure: 

a. undertake analysis to inform 

specialist service planning, including: 

identification of services at risk of 

clinical and/or financial 

unsustainability; identification of core 

secondary specialist services that are 

not available locally and/or 

adequately resourced (i.e. elective 

surgery); analysis of specialist 

outflows to Brisbane; workforce 

development and planning and 

updating of role delineation model 

assessments; 

b. conduct a stocktake of existing and 

visiting specialist outpatient clinics in 

smaller rural and remote 

communities, and develop a planned 

approach (by locality) that supports 

equitable local access for patients to 

higher volume specialties, that 

balances specialist and patient travel, 

and that optimises use of telehealth; 

and 

c. identify and pursue opportunities for 

joint specialist appointments with 

private health service providers. 

 

1. Develop a Central Queensland 

Aboriginal and Torres Strait Islander 

Health Plan in partnership with 

ACCHOs to identify, implement and 

drive regional and locality solutions for 

Aboriginal and Torres Strait Islander 

people including: 

a. development of care pathways for 

Aboriginal and Torres Strait 

Islander mothers and babies to 

eye, ear and developmental health 

screens and immunisations; 

b. improved access to primary care 

indigenous health checks through 

mainstream general practice 

c. trial of a general practice based 

risk stratification tool in 

Woorabinda aimed at identifying 

the top 20 high and complex needs 

patients through analysis of 

hospital records, and 

implementation of multi-disciplinary 

care plans and care coordination 

for these clients and their families; 

and 

d. increase access to dental services 

in Woorabinda through 

partnerships with AMS providers, 

recall system implementation, and 

increased Drover visits provided 

through SACS. 

2. Increase employment of Aboriginal 

people within CQHHS and CQML/PHN 

3. Through a joint community 

development partnership between 

health services (AMSs, CQHHS and 

CQML/PHN) and local council and 

industry provide scholarship 

opportunities for local Aboriginal and 

Torres Strait Islander people to access 

training/education in health and/or 

social services fields 

 

1. Using the National Quality and Safety 

Standards, develop a Central 

Queensland whole-of-system quality 

and performance improvement 

strategy, including identification of 

areas in which to lift health system 

performance to best practice levels 

(include key State and national KPIs) 

2. Build CQHHS and primary care 

capacity and capability to implement 

rapid cycle improvements 

3. Establish clinical governance 

structures at regional (clinical leaders 

group) and local (locality networks) 

levels that will build effective clinical 

relationships to support service 

innovation, performance 

improvement, and service integration, 

and link with State structures 

4. Through the extended CQHHS GPLO 

capacity and role, strengthen the 

approach to clinical pathway 

development and implementation to 

ensure robust engagement processes 

that build professional relationships, 

and deliver trusted and relevant 

whole-system access, outputs and 

outcomes 

5. Improve the consistency and 

timeliness of patient and information 

flows around discharge processes 

between hospital services, community 

services, general practice and 

residential aged care facilities 

6. Ensure any repatriated or newly 

developed specialist services are 

strongly integrated with and 

strengthen existing local services (eg, 

palliative care services in conjunction 

with increased local cancer service 

provision) 
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 Operational plans updated as per strategic 

priorities (HHS by end April 2015, ML/PHN by 

end July 2015) 

 4 locality networks established (Central 

Highlands and Banana hubs should be given 

priority) by end 2015 

 Ensure a minimum of 4 clinical pathways 

focussing on key chronic conditions (incl 

mental health) are in operation by September 

2016. Develop a further 2 every year thereafter 

 Establish centralised intake and assessment 

centre by June 2016 

 Review all existing program expenditure and 

interventions within smoking, alcohol harm and 

obesity prevention to maximise value. Review 

completed by March 2016. 

 Rate of ED attendance particularly those who are 

triaged at category 3 and 4 reduced by 15% by mid 

2016 

 Acute potentially avoidable hospital admissions 

reduced by 2% year on year 

 Number of Central Queenslanders regularly 

attending their GP for structured care for chronic 

disease and mental health increased by 10% by end 

2016 

 Number of regular attendances to the GP for the frail 

and aged, teenage mothers and people of Aboriginal 

and Torres Strait Islander origin increased by 10% 

by end 2016 

 Ensure risk stratification is incorporated within 6 

general practices by June 2016 

 Specialist service plan complete by Dec 

2015 

 Achieve National targets for planned and 

elective procedures yearly  

 Number of specialist elective procedures 

flowing to Brisbane reduced by 20%, by 

end 2016 

 Patient travel expenses reduced by 10%, 

by end 2016 

 Tele-health use increased by 10%, by 

Dec 2016 

 Aboriginal and Torres Strait Islander 

Health Plan developed for the region 

by February 2016. This plan to include 

an employment strategy to lift the 

employment rate of aboriginal workers 

within the Central Queensland health 

service  

 20 high and complex needs patients 

enrolled on structured care plans in 

Woorabinda by mid 2016 

 Increase the number of Aboriginal and 

Torres Strait Islander clients on care 

plans and accessing health checks 

within mainstream general practice by 

20%, by end 2016 

 90% of Aboriginal and Torres Strait 

Islander babies and mothers 

particularly in Rockhampton and 

Woorabinda are accessing ear, eye 

and developmental health screening, 

by end 2015 

 Report on scholarship opportunities 

provided to Aboriginal and Torres Strait 

Islanders by end 2015 

 Achieve HHS clinical accreditation 

yearly 

 Whole of system quality 

improvement strategy developed, 

actions allocated through locality 

networks and actions against a 

structured reporting process by end 

2016 

 Rapid cycle improvements 

implemented through locality 

networks by early 2016 

 Clinical governance structures 

established at a regional wide level 

and within locality network structures 

by end 2015 

 Clinical leaders roles documented 

and accountabilities detailed by end 

2015 

 

E
n

a
b

le
rs

 

        
Intersectoral action            Proactive and effective clinical relationships            Information communication technology           Transport and accommodation               Workforce 

 

Health literacy                                                    Consumer and community engagement 
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Appendix 1. Health needs of the Central Queensland population  

In early 2014 CQHHS and CQML jointly published the Central Queensland Health Needs Assessment6 that 

provides a comprehensive report on the health issues facing the people of Central Queensland. This 

Appendix to the Health Plan summarises the HNA’s key findings. (Note that issues relating to primary care 

availability and utilisation are addressed in Appendix 2.) 

 

Central Queensland had an estimated resident population of 221,000 in 2013, and has been growing at 2% 

(~3,000 people) per year.  It has an age structure similar to Queensland overall, with 12% of the population 

aged 65 and over.  The indigenous population at 6.0% of the total equates to 12,700 people, higher than 

the State average of 4.2%.  Overall socio-economic status is similar to the Queensland average, with 

Banana showing as relatively disadvantaged.  

 

1.  Life expectancy and premature mortality  

Life expectancy at birth for people living in Central Queensland was 78.5 years for males and 82.9 years 

for females.  This was about 1 year less than the Queensland average, and 1.2 years below the national 

average.  Given the relative lack of disadvantage in Central Queensland, a result similar to the State 

average might have been expected.    

Males continue to lag behind females in life expectancy – 4.4 years at birth.  While the gap has decreased 

over the last decade, there remains a significant health shortfall for men in Central Queensland.   

Indigenous residents of Queensland had a 10.8-year shortfall in life expectancy for males compared with 

non-indigenous males, and an 8.6-year shortfall for females.   

Premature mortality rates are in line with the lower life expectancy, with Central Queensland having higher 

rates than non-metro Queensland, and males having much higher rates of early death than females.  More 

deaths in Central Queensland were considered potentially avoidable than in comparison regions.  

The leading causes of avoidable mortality for Central Queensland residents aged 0-74 closely resemble 

those of Queensland as a whole.  Around 40% of all premature deaths are attributed to cancer (with one-

quarter caused by lung and colorectal cancer combined), a further 20% caused by circulatory diseases, 

and 10% attributed specifically to ischaemic heart disease (IHD).  

 
Figure 1: Central Queensland causes of premature death  

 

                                                      
6 The full Health Needs Assessment report is available on XXXXXX. 
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2. Risk factors  

One in six Central Queensland adults are daily smokers, a higher rate than the Queensland average.  

Indigenous peoples’ smoking rates are particularly high (likely over 50%), contributing to the mortality gap.  

Smoking remains the single largest cause of premature mortality and ill health in Central Queensland, but 

will soon be overtaken by obesity and nutrition-related conditions.   

The prevalence of obesity in Central Queensland at 29% was significantly higher than the State average of 

22.6%.  Two-thirds of Central Queensland adults are overweight or obese.  Rates have been rising sharply.  

  

 Figure 2: Obese persons – percentage of people aged 18 and over, Central Queensland 

 
*Woorabinda data is not included in Banana 

Nearly a quarter of adults (24%) in the Central Queensland population in 2011/12 were estimated to be 

hazardous drinkers, higher than peer regions and the State average of 21.5%.   

The leading causes of total burden of disease in 2007 for Queensland were cancer (18.6%), followed by 

cardiovascular disease (15.9%) and mental disorders (14.0%), together accounting for nearly half of the 

total burden in Queensland.  Rates are likely to be similar for Central Queensland with its similar 

prevalence for chronic disease.  

 

Diabetes rates have been increasing sharply – 9% of the population (over 14,000 people) state they have 

diabetes or high blood sugar.  As obesity rates rise, diabetes prevalence will worsen; high rates of 

hospitalisation are already evident, particularly for indigenous residents.   

 

3.  Medical and surgical hospital flows  

Of medical and surgical hospitalisations for Central Queensland residents, 48% occurred in private 

hospitals - 36% inside Central Queensland, and 12% in facilities outside the region.  If private patients in 

public hospitals are included, the total figure rises to 54%.  The proportion of use of private hospitals is very 

high for elective admissions - 74%.   
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Figure 3: Medical and surgical hospitalisation flows based on area of residence 

 
*Woorabinda data is included in Banana 

 

Figure 4: Medical and Surgical Hospitalisaton flows out of District – average per annum for 2011-13 

 

 

Of the 10,000 hospitalisations per year treated outside of Central Queensland, 3000 (or 30%) may be 

possible to repatriate – saving much patient travel and inconvenience, as well as potentially increasing 

CQHHS revenue at a marginal cost 

 

4. Emergency department attendances   

Hospital emergency department (ED) attendances can be used as a marker of ill-health.  There was an 

average of 114,800 ED attendances per year by Central Queensland residents from 2010/11 to 2012/13.  

This gives a high overall rate of 54 per 100 people per year ranging from 50 in Gladstone to 63 for people 

living in Banana.  By way of comparison, Queensland State had a rate of 27 per 100 people, Australia 

Treatment type Volume 

Tertiary   1,600 

Children, CQ referrals   1,000 

Selected surgical  cases   3,000 

Others   4,400 

Total 10,000 
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overall 29.7 These high Central Queensland rates may be related to cost, access, general practice 

availability, bulk-billing activity, and long booking times for GP services in many towns.  

Table 1.  Emergency department attendances at Central Queensland public hospitals, Central Queensland residents 

2010/11  to 2012/13  

 Age-standardised rate/100 pop % locally 

 Child 0-14 Adult 15+ Total treated 

Rockhampton 64 54 56 90% 

Gladstone 55 48 50 96% 

Capricorn Coast  67 52 55 79% 

Banana 72 59 63 91% 

Central Highlands 63 51 54 93% 

Total CQ 68 52 54 91% 

*Woorabinda data is included in Banana 

 

Potential issues of access to primary health care warrant further investigation: 

 61% of Central Queensland ED presentations are classified as Triage 4 & 5 (least urgent) 

 Only 16% of Central Queensland residents who presented to an ED were admitted to hospital 

compared to the Queensland rate of 25% and national rate of 29%.  

 

5. Maternity  

An average of 3,240 births occur within Central Queensland every year, with Central Queensland women 

having a relatively high fertility rate at 2.28 births per women, compared with the national average of 1.88, 

and Queensland 1.93.  The teenage birth rate at 29/1,000 for 15-19 year olds is higher than that for 

Queensland 24/1,000, and much higher than the Australia average 16/1,000.  

 
Figure 5: Deliveries aged <20 per 1,000 15-19 year olds, CQ  2010/11 to 2012/13 

 
*Woorabinda data is included in Banana 

  

                                                      
7 Australian Institute of Health and Welfare.  Australian hospital statistics 2011–12. Emergency department care.  

Canberra; AIHW, Dec 2012.  Note this analysis is mainly on peer group A and B hospitals. 
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6. Mental health 

Mental health disorders were the third leading cause of total burden of disease (14%) and the largest 

cause of non-fatal burden of disease for Queensland.  Eleven per cent of Central Queenslanders report 

current mental health and behavioural problems at any one time.  Indigenous residents have twice the 

hospitalisation rate of non-indigenous - 12/1,000 compared with 6/1,000 age-standardised rate.  Within 

Central Queensland high mental health service use is apparent for Rockhampton residents, but this may 

relate mainly to the residential location of the more severe mentally ill patients.  The region has relatively 

high suicide rates compared with the Queensland average.   

 

Figure 6: Hospitalisation rate of mental health patients by ethnicity and age, 2010/11 -2012/13 

 

7. Health of older people  

Around 10% of the Central Queensland population aged 70 and over are in residential care - higher than 

the Queensland average of 9%.   

 

8. Conclusion   

The Central Queensland HNA focuses attention on the most important health issues, and areas where 
Central Queensland residents appear to differ from their counterparts elsewhere in Queensland.  In total 
the health of the population of Central Queensland is in line with similar areas of Queensland, but is well 
behind in comparison with overall Queensland and Australia health figures. Health organisations are 
charged to lead efforts to improve the health of the population, and there are some large and important 
challenges in this respect for Central Queensland.  
 
The HNA concludes that the most important areas for focus to improve the health outcomes of Central 

Queensland residents include: 

 Tobacco smoking; 

 Obesity and nutrition; 

 Hazardous alcohol consumption; 

 Access and use of primary care, both in-hours, after-hours; 

 Indigenous health, particularly child health and chronic disease; 

 Equitable and evidence-based access to secondary services;  

 Mental health service access; 
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 Chronic disease management, particularly diabetes and heart disease; and 

 Youth risk-taking behaviour. 
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Appendix 2.  Current performance of the Central Queensland health 
system  

 

1. Hospital and specialist services  

1.1 National Emergency Access Target (NEAT)    

In the early half of 2014, 71% and 87% of patients presenting to the emergency departments (EDs) at 

Rockhampton and Gladstone hospitals were seen within 4 hours respectively.  The average across all 

hospitals in Central Queensland is 76% and this has been stable since 2012.  Surrounding SLAs have 

demonstrated improvements in emergency care access, which is congruent with State average trends.  

Despite this, Central Queensland benchmarks well against both the Queensland State average (72%) and 

the national average (67%).  

 

Table 1. Percentage of ED patients whose length of stay was under four hours, by SLA 

Hospital and Health 

Service 

Jan—Mar 

2012 % 

Apr—Jun 

2014 % 

Central Queensland 76 76 

Darling Downs 65 79 

Mackay 77 82 

Townsville 62 73 

Wide Bay 79 78 

Source: Queensland Health website 

 
 

1.2 National Elective Surgery Target (NEST) 

Over the past two years Central Queensland has reduced elective surgery waiting times to match 

neighbouring SLAs.  At a State level half of Queensland residents waiting for elective surgery received this 

within 27 days – the lowest wait time across the nation.  However, 90% of the population waiting for 

elective surgery received this within 163 days, which is over four months. Although this is still better than 

the national average it still represents a significant wait by international standards.  

   

Table 2. Waiting times for elective surgery by HHS 

 
Urgent surgery - within 30 

days 

Semi-urgent surgery - within 

90 days 

Non-urgent surgery - within 

365 days  

Hospital and Health 

Service 

Jan—Mar 

2012 % 

Apr—Jun 

2014 % 

Jan—Mar 

2012 % 

Apr—Jun 

2014 % 

Jan—Mar 

2012 % 

Apr—Jun 

2014 % 

Central Queensland 81 99 58 89 99 98 

Darling Downs 90 100 58 94 97 100 

Mackay 89 100 76 100 85 100 

Townsville 89 100 61 94 62 98 

Wide Bay 77 97 73 86 85 90 

 

1.3 Potentially preventable hospitalisations   

Hospitalisations that could potentially be avoided through effective preventive measures or early diagnosis 

and treatment are known as ‘potentially preventable hospitalisations’ (PPH). Across Central Queensland, 

13.4% of all medical and surgical hospitalisations over 3 years (2010/11-12/13) were considered potentially 

preventable. 24% of admissions for indigenous people in Central Queensland were potentially preventable.  
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Table 3.  Adult medical-surgical hospitalisations per year and proportion potentially preventable hospitalisations (PPH), 

Central Queensland 2010/11 to 2012/13 

 PPH/year 
All med-

surg/year 
% 

Rockhampton 3,070 21,227 14.5% 

Gladstone 1,157 11,785 9.8% 

Capricorn Coast  1,233 8,715 14.1% 

Banana 591 4,010 14.7% 

Central Highlands 896 6,243 14.4% 

Total 6,947 51,980 13.4% 

*Woorabinda data is included in Banana 

 

1.4 Readmission rates  

Rockhampton and Gladstone compare well against peers of relative size and case complexity on 28-day 

readmission rates.  However if each hospital was to further reduce its readmission rate to that of the best 

performing hospital, Rockhampton could save 81 readmissions and Gladstone 19 readmissions per year.  

This equates to 259 and 51 bed day savings respectively.  

 

1.5 Average length of stay (ALOS)  

If Rockhampton Hospital was able to reduce its relative stay index by 14% to that of the best performing 

peer hospital, 3,580 bed days could be saved. Assuming each bed is occupied for 80% of the year, this 

would equate to approximately 12 empty beds. If Gladstone Hospital was to reduce its relative stay index 

by 7%, 421 bed days could be saved equating to 1.4 empty beds (assuming 80% occupancy). 

 
1.6 Required bed capacity 

Applying the population growth rate of CQLD residents from 2014-2031 gives approximate projections of 

acute hospitalisations.  If the average length of stay (ALOS) and rate of hospitalisations remain stable over 

the next 17 years, the number of bed days at Rockhampton hospital is expected to increase from 52,900 to 

73,800, equating to an additional 21,000 bed days by 2031.  For Gladstone Hospital, bed days are 

expected to grow from 12,000 in 2014 to 22,500 by 2031, equating to an additional 10,500 bed days.  This 

implies an additional 72 and 36 beds will be required at each site respectively by 2031. 

 

To highlight the benefits of lifting performance, the following scenario has been modelled to demonstrate 

the significant reduction in additional capacity requirements that could be achieved through reducing 

average length of stay by 2.0% per year at each hospital (Figure 1).  For Rockampton Hospital, this would 

reduce the total number of bed days to 52,200 by 2031, which implies no further capacity would be needed 

to manage growth in demand.  For Gladstone Hospital, 16,500 bed days would be required by 2031, 

equating to 4,400 additional bed days or 15 additional beds – 21 beds fewer than initially expected.   
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Figure 1 :  Projected acute hospitalisation bed days, 2014-2031 

 
 

1.7 Rate of hospital-acquired complications  

Reducing the rate of hospital-acquired complications at Rockhampton Hospital would assist with reducing 

the ALOS.  Currently 16.7% of all patients who are admitted to Rockhampton experience hospital acquired 

complications.  If CQHHS was able to reduce the rate of Rockhampton Hospital acquired complications to 

that of Gladstone Hospital, there would be 566 fewer admissions with hospital acquired complications.  

 

1.8 Equity of access  

Access to common surgical and diagnostic procedures varies across the region, with residents of Banana 

and Central Highlands having significantly lower rates of access than Rockhampton and Gladstone 

residents.  

 
Table 4. Equity of access to a selected range of procedures, 2011/11 -2012/13 

 

 Implied cases per year  above or below district average 

Selected procedures Rockhampton Gladstone 
Capricorn 

Coast 
Banana 

Central 
Highlands 

Cardiac surgery 8  -  -  -  -5  

Bariatric -6  12  - -  -  

Cataract 27  -19  -14  -  -7  

Cholecystectomy 25  -  -8  - -16  

High cost 13  -5  -  -  -7  

Hip & knee replacement -  -  5  -  -6  

Hysterectomy -  8  -  -6  -  

TURP 8  -  -  -  -13  

Scopes 31  168  -35  -66  -106  

Other selected 114  158  -24  -122  -165  

Total 220  321  -82  -215  -328  

*Woorabinda data is included in Banana 

 

The largest differences are seen in less complex procedures such as dental extractions, hernia repairs, 

and colonoscopy and gastroscopy procedures. Inequity of access to elective surgical procedures also 

exists by ethnicity with indigenous residents of Central Queensland having half the elective surgical rate of 

non-indigenous residents.  

0

10,000

20,000

30,000

40,000

50,000

60,000

70,000

80,000

2014 2016 2021 2026 2031

B
e

d
 d

a
y
s

Rockhampton Gladstone

Rockhampton 2% dec ALOS Gladstone 2% dec ALOS

21,700 
bed days 

6,000 bed 
days 



 

56 | P a g e  
 

 

 

 

 

 

 

 

 

 

Making better use of CQHHS capacity 

 

The number of Central Queensland acute hospital admissions is projected to increase over 

the next 10 years, driven mainly by population growth and ageing, and increased 

prevalence of long term conditions. This would require further investment in increased 

capacity at Rockhampton and Gladstone hospitals. If CQHHS maintains its current service 

patterns, an additional 28 acute beds would be needed at Rockhampton Hospital over the 

next 10 years, and 26 extra acute beds at Gladstone Hospital. 

 

However this capacity increase can be ameliorated by: 

1.  Reducing potentially preventable hospitalisations (PPH). Integrated care in the 

community, through which specialist services work closely with general practice and other 

primary care providers, can reduce acute hospital admissions. If the rate of PPH in each 

locality was reduced to that of the best (Gladstone) there would be a 10% reduction in PPH, 

or 380 hospitalisations per year across CQHHS facilities for those people aged 0-74 years. 

Other gains in productivity would also be expected (conservatively 10%), and also in the 

over- 74 age group. This would save an aggregate 2000 bed-days, and free up around 

seven acute beds. 

2.  Reducing average length of stay (ALOS). Queensland hospitals’ average length of stay 

has been reducing by 2.5% per year. Rockhampton Hospital lies above the Queensland 

public hospital average, Gladstone slightly below. If both were able to maintain the trend to 

reduce ALOS by 2.5% per year, 34 acute beds would be saved at Rockhampton and 17 

acute beds at Gladstone. 

3.  Improving elective day surgery rates. The current rates of 58% for Rockhampton and 

68% or Gladstone (Jan-Jun 2014) are above average for their peer hospitals, but below the 

best in the groups. An additional 200-300 elective day surgeries per year should be possible 

a Rockhampton Hospital. Combined, these practice changes would provide total bed 

savings at Rockhampton Hospital of around 12 acute medical or surgical beds. This would 

allow around 1200 Central Queensland residents per year currently being treated at 

Brisbane hospitals to be treated locally, without the need for additional capacity (assuming 

an 85% average occupancy). If these cases are around the average QWAU in complexity, 

this would equate to $5-6m per year in additional revenue. In addition, there would be 

patient travel savings, and clear benefits for the patients and their families in being treated 

locally. 

 

In addition to these 1200 additional patients who could be treated locally, there remains a 

pool of patients currently travelling to Brisbane who could be treated in Central Queensland 

if additional capacity were to be developed at local facilities. Initial estimates suggest that a 

further 2000 cases per year would be relatively straightforward to manage closer to home, 

which at average QWAU in complexity would equate to a further $9m of revenue. 
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1.9 Financial performance  

 CQHHS moved from a significant financial deficit of $32M in 2010/11 to surpluses in 2011/12 and 

2012/13.  A small deficit was recorded in 2013/14.    
 

CQHHS’s hospital facilities have generally exceeded budgeted expenses over the past three financial 

years, with the most significant expense overruns occurring within the rural health services business 

unit. These expense overruns have been offset by surpluses in other parts of CQHHS.  

 

Major expense overruns in Rockhampton and Gladstone hospital business units have occurred in medical 

expenses, with expenditure contained in other major workforce areas (notably nursing).   Supplies and 

service expenses have all had expense overruns. Budgeted medical full-time equivalents (FTEs) in 

Rockhampton has increased by 21 FTEs between 2012 and 2014, but actual FTEs have generally been 

favourable to budget (favourable by 16 FTEs in 2014).  The proportion of ‘external’ medical FTEs has also 

been broadly stable at 6-8% of total medical FTEs.  Actual medical FTE expenditure has exceeded budget, 

and total medical FTE expenses have increased by 8% over the period ($3.2M).  

 

Expense overruns at CQHHS’s rural hospital facilities have been significant compared to their 

size.   However, costs across many of the hospitals’ expense areas have been decreasing, often at a much 

faster rate than budget.   The major exception is Emerald Hospital Group where actual expenses have 

been increasing at a faster rate than budget.  Emerald represents the most significant contributor to 

expense overruns in the rural hospitals.  Medical FTE expenses have been falling but still significantly 

exceed budget.  We note that QWAU growth between 2013 and 2014 was marginal.  Right-sizing staffing 

to activity will be critical (and appears to be occurring) to improving Emerald’s financial performance as well 

as other rural health services.   

 

The rural hospitals’ external medical and VMO FTEs have been significant but falling over the period.  Total 

medical/VMO FTEs have been relatively stable while nursing FTEs have been decreasing.   
 

2. Primary care services 

 
2.1 Primary care access 

In 2011-12 the percentage of adults who saw a GP in the preceding 12 months varied across MLs, ranging 

from 74% to 86%.8  However, across MLs in Regional 2 and Rural 1 there was no statistically significant 

difference, with approximately 80% of residents reported to have seen their GP within the preceding 12 

months. 

  

                                                      
8  National Health Performance Authority.  Healthy Communities: Australians’ experiences with access to health care in 
2011–12.  2013. 



 

58 | P a g e  
 

Figure 3: Percentage of adults who saw a GP in the preceding 12 months, by Medicare Local catchments,  2011–12 

 
Figure 4: Average number of GP attendances per person, by Medicare Local catchments, 2011–14 

 

 
 

Between 2011 and 2014 the average number of GP attendances per person varied across ML catchments.  

Given the higher prevalence of disease in Wide Bay it is expected that the population would utilise health 

care services more frequently. The Central Queensland population access GP services less with an 

average number of GP attendances at 4.4 per person, which might be considered reasonable given its 

relatively low level of chronic disease prevalence.   

 
2.2 Barriers to primary care  

Access to after-hours primary health care is intended to meet the needs of patients that cannot be safely 

deferred until regular general practice services are next available.  Therefore provision of these services 

will reduce demand for avoidable, non-emergency presentation to local hospital emergency departments.  

Access to after-hours services in CQML between 2011 to 2014 rose slightly from 1 visit per 100 to 1.2.  

This is almost four times lower than the after-hours GP attendances in Townsville Mackay. 
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The Australian Bureau of Statistics’ Patient Experience Survey asked people about their most recent 

experience with primary health care.  Primary care outcomes are influenced by a combination of the quality 

of the care, as well as the barriers that prevent access to that care.  In this context barriers to care were 

evaluated through the following indicators:9  

 Access to after-hours services; 

 Wait times to receive care; 

 Ability to receive care from preferred providers; and 

 Cost of treatment. 

 

Figure 5: Average number of GP attendances after-hours per 100 population, by Medicare Local catchments, 

 2011–14 

 

 
  

                                                      
9  National Health Performance Authority 2013.  Healthy Communities: Australians’ experiences with access to health 
care in 2011–12.  2013 
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Figure 6: Percentage of adults who felt they waited longer than acceptable to get an appointment with a GP, by 

 Medicare Local catchments, 2011–12 

 

 

In 2011-12, among all adults who saw a GP in the preceding 12 months, the percentage who felt they 

waited longer than acceptable to get an appointment ranged between 19% and 40% across ML 

catchments throughout Australia. Central Queensland was around its peer group average with one quarter 

of people who saw a GP being dissatisfied with the wait time.  

 

The use of urgent GP services provides another means of reducing demand for avoidable, non-emergency 

presentations to local hospital emergency departments.  Across the nation the use of urgent GP care 

ranged from 7% to 27% among adults who saw their GP in the year of 2010-11.10  In Central Queensland, 

21% of adults who saw their GP in the preceding 12 months did so for urgent medical care, which is 

consistent with the peer group average.  Among those within the peer group who sought urgent GP care, 

36% waited longer than four hours between making an appointment and seeing a GP.  This falls within the 

national range of 18% to 52%.  

 

Financial accessibility translates to having primary care services that are affordable for all members of the 

community. In 2011-12, among all adults who saw or needed to see a GP in the preceding 12 months, the 

percentage who delayed or did not see a GP due to cost varied across ML catchments throughout the 

nation, ranging from 1% to 13%. In Central Queensland, there is a downwards trend in the percentage of 

adults who found cost a barrier, although this is not statistically significant.  

 

In 2012-13 the percentage of GP attendances bulk-billed across MLs ranged from 55% to 96% across the 

nation.11  Bulk-billing is important in terms of lowering the cost of access for patients.  The percentage of 

bulk-billed GP attendances rose to over 85% in Wide Bay but remained below 80% in all other ML 

catchment areas. Furthermore there is a 5% and 4% gap between the peer group average when compared 

to Central Queensland and Townsville-Mackay respectively.  This relatively lower bulk-billing rate may 

translate into increased costs of care for some population groups in Central Queensland.  

                                                      
10 National Health Performance Authority.  Healthy Communities: Australians’ experiences with access to health care in 
2010–11.  2013. 
11  Ibid. 
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No data were available for this report on the rate of primary care usage by indigenous people in Central 

Queensland.  However, in 2008 about 17% of indigenous people residing in Queensland aged 15 and over 

reported problems accessing primary care services.  Approximately 6% of indigenous people reported 

problems accessing a doctor, 5% accessing indigenous Health Workers, and 4% accessing hospitals.  This 

rate of difficulty accessing health care services was lower than the proportion of indigenous people 

nationally.  The 2008 National Aboriginal and Torres Strait Islander Social Survey (NATSISS) found that 

26% of Aboriginal and Torres Strait Island adults reported problems with accessing health services.  

 
2.3 General practitioner workforce  

Access to general practitioner care is predicated on there being doctors available.  Nationally there has 

been an 8% growth in general practitioner numbers between 2008 and 2012, to 112 per 100,000 

population.12  Queensland figures are similar at 115 per 100,000 population, or 870 patients per 

practitioner.  However general practitioner numbers are much higher in the larger urban areas which can 

skew practitioner to population ratios heavily as can be seen in the Queensland ratio.  Looking at Central 

Queensland we see an estimated 180 full-time equivalent general practitioners - 81 per 100,000 

population, or 1,230 patients per general practitioner. 

 

The ratio of patients to practitioners rises the further one moves from Rockhampton, increasing from 1,060 

patients per doctor to 1,670 per doctor in Central Highlands.  For fly-in-fly-out workers in mining areas like 

Central Highlands it is unclear how many get their primary care locally as opposed to their base address 

(eg, in Brisbane). Experience internationally and in other states of Australia it is not uncommon to have a 

GP:population ratio of between 1,300 and 1,400, which is above the current average of Central 

Queensland.   
 

Table 2:  General practitioner numbers per head of population, Central Queensland 2012 

Area ERP 2013 GP FTE 
FTE per 100,000 

population 
GP: population 

ratio 

Rockhampton 85,400 80 94 1,060 

Gladstone 57,700 47 82 1,220 

Capricorn Coast  30,900 23 73 1,370 

Banana 16,300 11 66 1,510 

Central Highlands 31,200 19 60 1,670 

Central Queensland  221,400 180 81 1,230 

Source  Central Queensland Medicare Local, Health Partners analysis.  ERP = estimated resident population, GP = 
general practitioner, FTE = full-time equivalent - 1 = 1 person working a 40 hr standard week.   

*Woorabinda data is included in Banana 

 

While Central Queensland general practitioner numbers are lower than the State average, they are not out 

of line with similar health regions and should be more than enough to provide a comprehensive primary 

care service.  Stronger development of the primary care team with nursing and allied health practitioners 

will help strengthen primary care provision.  

 

 

 

                                                      
12  Australian Institute of Health and Welfare.  Medical Workforce 2012.  National health workforce series no. 8.  Cat. 
no. HWL 54. Canberra: AIHW 2014. 
 


