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Preface 
Across Australia, thirty-one Primary Health Networks (PHNs) operate to improve the 

efficiency, effectiveness, and coordination of primary health services. To inform the planning 

and delivery of these endeavours, each PHN relies on a Needs Assessment Report, which 

identifies region-specific health and service needs. The team at Western Victoria PHN, is 

delighted to present our updated and revised Needs Assessment Report for 2019.  

The Western Victoria PHN region is home to a myriad of diverse communities that 

contribute to the sought-after lifestyle offered across our regional and rural areas. To 

accurately depict the health and wellbeing challenges we face, data has been collected from 

a variety of publicly available sources as well as through consultations with stakeholders and 

communities. These valuable contributions made to this Report are detailed in the 

Acknowledgements section and an overview of our region and our communities is covered in 

Chapter 1. 

To guide PHN programs, the Department of Health has provided seven key priority 

areas – Population Health, Mental Health, Alcohol and Other Drugs, Aboriginal and Torres 

Strait Islander Health, Aged Care, Health Workforce, and Digital Health. As a way of 

monitoring PHN progress, four performance indicators have also been developed – Potentially 

Preventable Hospitalisations, Childhood Immunisation rates, Cancer Screening rates, and 

Mental Health treatment rates1. As such, future Western Victoria PHN Needs Assessment 

Reports will have a Chapter dedicated to each of the seven priority areas (Chapters 2 to 8) 

and report on the four performance indicators in separate sub-sections and in the context of 

specific diseases wherever possible.  

This 2019 Needs Assessment Report has updated Overview, Mental Health, Alcohol 

and Other Drugs, and Aged Care Chapters, with the remaining priority areas scheduled for 

update in 2020. Any information on topics other than these should be sought from the Western 

Victoria PHN 2018 Needs Assessment Report. We have diligently aimed to inform our 

activities and provide a key resource for anyone interested in the health and service needs of 

our region. We hope this Report proudly reflects the ongoing efforts made in the pursuit of 

optimal community health. 

 

 

 

 

1 https://www1.health.gov.au/internet/main/publishing.nsf/Content/PHNPerformance_ Framework 
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Chapter 1: Overview  

Our region 
The Western Victoria PHN region is 79,843.0 km2 in size and covers 35.1% of Victoria 

and just over 1% of Australia2. Western Victoria PHN has divided this area into the following 

four subregions: Geelong-Otway, Ballarat-Goldfields, Great South Coast, and Wimmera-

Grampians (Figure 1.1). To engage with our wide range of health providers and consumers, 

Western Victoria PHN has located one of its four regional offices within the major town of each 

subregion – Geelong, Ballarat, Warrnambool, and Horsham, respectively (Figure 1, shown in 

red).  

Our region can be also be divided into ten level-3 statistical areas (SA3s) or twenty-

one Local Government Areas (LGAs) (Table 1.1). SA3s were created based on population 

density, making them particularly useful when comparing regional to rural areas. In contrast, 

LGAs vary more widely in terms of population but enable more specific comparisons between 

different geographical areas. With the exception of Moorabool Shire, SA3s and LGAs align 

with the boundaries of our four established subregions (Figure 1.1 and Table 1.1). 

 

 

2 https://www.ga.gov.au/scientific-topics/national-location-information/dimensions/area-of-australia-

states-and-territories 
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Figure 1.1. The Western Victoria PHN region, its subregions, and Local Government Areas. 

Notes: With the exception of Ballarat-Goldfields, all Local Government Areas (discussed 

below) map exactly to our subregion boundaries. The Borough of Queenscliff that covers 

much of the area east of Geelong is not shown. 
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Table 1.1. Area breakdown of the Western Victoria PHN region.  

Subregions SA3s LGAs 

Ballarat-Goldfields 

Ballarat 

Creswick-Daylesford-Ballan 

Maryborough-Pyrenees 

City of Ballarat 

Central Goldfields Shire 

Hepburn Shire 

Moorabool Shire* 

Pyrenees Shire 

Geelong-Otway 

Geelong  

Barwon-West   

Surf Coast-Bellarine Peninsula 

City of Greater Geelong 

Borough of Queenscliff 

Colac-Otway Shire 

Golden Plains Shire 

Surf Coast Shire 

Great South Coast 

Warrnambool 

Colac-Corangamite  

Glenelg-Southern Grampians 

Warrnambool City Council 

Corangamite Shire 

Glenelg Shire 

Moyne Shire 

Southern Grampians Shire 

Wimmera-Grampians Grampians 

Horsham Rural City 

Ararat Rural City 

Hindmarsh Shire 

Northern Grampians Shire 

West Wimmera Shire 

Yarriambiack Shire 

*a section of Moorabool Shire LGA lays outside the Ballarat-Goldfields subregion and 

Western Victoria PHN region. SA3, Statistical area level 3; LGA, local government area. 
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Our communities 
At the time of the last Census in 2016, the Western Victoria PHN region was home to 617,931 

people. This includes around 200,000 people living in the large regional city of Geelong as 

well as small isolated communities living in rural areas such as West Wimmera and 

Yarriambiack. Table 1.2 breaks down the population of the various Western Victorian LGAs 

and subregions.  

While creating the unique lifestyle we enjoy, the diverse communities and geographical 

areas throughout our region have different health and service needs. Communities that have 

been identified as having unique health and service needs are discussed in detail in the Priority 

Groups section of Chapter 2 or referred from this section to the relevant Chapter. A snapshot 

of some key statistics relating to health and service needs in the Western Victoria PHN region 

as a whole is provided in Figures 1.2 and 1.3.  
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Table 1.2. Some key population statistics by LGA and subregion. 

Area Total 

females 

Total  

males 

Indigenous 

females 

Indigenous 

males 

Total 

persons 

City of Greater Geelong 125254 120285 1232 1179 245539 

Borough of Queenscliff 1688 1496 6 3 3184 

Colac-Otway Shire 10627 10786 122 129 21413 

Golden Plains Shire 11079 11495 99 102 22574 

Surf Coast Shire 15726 15632 94 97 31358 

Geelong-Otway subregion 164373 159694 1553 1510 324067 

City of Ballarat 54278 51138 782 692 105415 

Central Goldfields Shire 6556 6589 102 91 13146 

Hepburn Shire 7942 7603 82 68 15546 

Moorabool Shire 3388 3919 185 187 7308 

Pyrenees Shire 16868 16682 70 63 33550 

Ballarat-Goldfields subregion 89033 85932 1221 1101 174965 

Warrnambool City Council 17729 16801 262 287 34530 

Corangamite Shire 7997 8225 73 76 16222 

Glenelg Shire 9812 9884 241 235 19696 

Moyne Shire 8288 8431 88 101 16712 

Southern Grampians Shire 8230 7886 131 108 16116 

Great South Coast subregion 52057 51227 795 807 103284 

Horsham Rural City 10135 9780 159 137 19916 

Ararat Rural City 5509 6303 59 114 11812 

Hindmarsh Shire 2769 2776 43 35 5545 

Northern Grampians Shire 5766 5722 79 95 11488 

West Wimmera Shire 2003 2059 17 20 4062 

Yarriambiack Shire 3290 3403 37 44 9964 

Wimmera-Grampians subregion 29473 30043 394 445 59516 

Western Victoria PHN region 334935 326896 3963 3863 661832 

Source: Social Health Atlas of Australia 2019, PHIDU. 
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Figure 1.2. A snapshot of key demographics, health factors, and primary health services in 

the Western Victoria PHN region. 
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Figure 1.3. A snapshot of key screening and immunisations rates, health risk factors, mental 

health rates, and chronic disease challenges in the Western Victoria PHN region. 
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Chapter 3: Mental Health 
Mental health refers to an individual’s normal range of thoughts, feelings, behaviours, and 

interactions with others. A maladaptive change in one or more of these factors can cause a 

number of serious health problems collectively termed mental illness, mental disorder, or 

mental ill-health1. Throughout the Western Victoria PHN region, mental ill-health is considered 

one of the biggest challenges facing individuals, the community, and the health system2. In 

this chapter, separate subsections cover the prevalence of mental illness, risk factors for 

mental illness, treatment rates for mental illness, and identified priority groups in our region.  

Snapshot  

• 100,627 people in the Western Victoria PHN region (16% of the population) were 

estimated to have a mental illness in 2019. 

• The gap in life expectancy for people with mental illness is 16 years for males and 12 years 

for females.  

• Females in rural areas are 24% more likely to seek mental health treatment compared to 

their metropolitan counterparts, but there is no effect on location for males.  

• Compared to the Australian average, male suicide rates were 51% higher in Maryborough 

Pyrenees, 43% in Colac Corangamite, 39% in Warrnambool, and 33% in Ballarat SA3s. 

• Headspace treatment rates for the population aged 12-24 years were significantly lower in 

Colac Otway Shire (0.26%), Central Goldfields Shire (0.29%), Ararat Rural City (0.47%), 

and Northern Grampians Shire (0.58%) compared to the Western Victoria PHN average 

(4.42%).  

• Ararat, Horsham, Northern Grampians, and Pyrenees LGAs had the lowest levels of 

community and social wellbeing, key risk factors for mental illness. 

• The rate of prescriptions dispensed for antidepressant medications for people aged 18 to 

64 years was above the Victorian and Australian averages in all SA3s in the Western 

Victoria PHN region. 

• Aboriginal and/or Torres Strait Islander people have increased rates of psychological 

distress, mental illness, hospital admissions and suicide but make fewer claims for 

psychologists and psychiatrists compared to non-indigenous Australians. 

• There are limited culturally sensitive and specialist mental health services for vulnerable 

groups such as Aboriginal and/or Torres Strait Islander people, culturally and linguistically 

diverse people, and lesbian, gay, bisexual, transgender, and intersex people.  

 

1 Monitoring mental health and suicide prevention reform: National Report 2019 
2 Community and Service Provider Consultations, 2016 
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• Access to targeted primary mental health care is limited in rural and remote communities, 

aged care facilities, and prisons. 

Prevalence of mental illness 
Mental illness and substance use disorders (discussed in Chapter 4) are the leading cause of 

non-fatal burden in Australia, accounting for 24.0% of all years lived with disability nation-wide 

and 25.9% in Victoria3. The prevalence of mental disorders is higher than one in four among 

individuals aged 16-24 years (26.4%) and steadily declines throughout life to around one in 

twenty in those aged 75-85 years (5.9%)4. Based on the intensity and frequency of symptoms, 

impact on day-to-day activities, professional diagnoses, and the use of mental health services, 

mental illness can be classified as mild, moderate, or severe. In the Western Victoria PHN 

region in 2018 an estimated 56,096 (9.0%) people had mild mental illness, 28,491 (4.6%) had 

moderate mental illness, and 19,328 (3.3%) had severe mental illness5. Despite the projected 

population increase, these rates declined slightly in 2019 (Table 3.1).  

Table 3.1. Prevalence of mental illness in the Western Victoria PHN region, 2019.  

Classification 
Age (years) 

0–4 5–11 12–17 18–64 65+ All ages 

Mild mental illness 

3445 5132 4317 34321 7376 

54591 

(8.6%)* 

Moderate mental illness 

1722 2569 2204 17316 3688 

27499 

(4.3%)* 

Severe mental illness 

861 1289 1186 12101 3100 

18537 

(2.9%)* 

Total mental illness 

6028 8990 7707 63738 14164 

100627 

(15.8%)* 

*percentages (%) are based on the estimated 2019 population of 634,623 people6. 

Anxiety and depression 

The most common mental illnesses are anxiety (severe worry and fear) and depression 

(intense and persistent sadness). Together, anxiety (26%) and depression (24%) account for 

half of the disease burden attributed to mental illness and substance use, and 6% of the total 

disease burden in Australia3. In more than half the LGAs in the Western Victoria PHN region, 

the estimated proportion of the population reporting a lifetime diagnosis of depression or 

 

3 The Australian Burden of Disease Study 2015, AIHW 
4 National Survey of Mental Health and Wellbeing: Summary of Results Australia 2007, ABS 
5 The National Mental Health Strategic Planning Framework tool 
6 Cancer Statistics for Small Geographic Areas, AIHW 
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anxiety was higher than the Victorian average (Figure 3.1). The percentage of residents who 

felt worried (Figure 3.2) and unhappy (Figure 3.3) was highest in Glenelg and Southern 

Grampians LGAs, while the percentage of residents who felt depressed was highest in Colac 

Otway and Surf Coast (Figure 3.4). 

Throughout Victoria in 2017, females (33.6%) are almost twice as likely as males (21.0%) to 

report having ever been diagnosed with depression or anxiety. Since 2003, these rates have 

increased from 10.9% for males and 18.6% for females7. Depression and anxiety are also the 

most common metal illnesses in young people, with more than one in six Victorian school 

students showing high levels of depressive symptoms in 20168. In line with the prevalence of 

anxiety and depression, a greater proportion of female (49.2%) compared to male (35.9%) 

youths consider mental health an important issue9. 

 

 

7 Victorian Population Health Survey 2017 
8 Victorian Student Health and Wellbeing Survey, 2016 
9 Mission Australia Youth Survey, 2018 
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Figure 3.1. Age-adjusted proportion (%) of adults (18+ years), with a lifetime diagnosis of 
anxiety or depression. Source: Victorian Population Health Survey 2017.  
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Figure 3.2. Proportion (%) of residents who felt worried sometimes or all the time. Source: 
Regional Wellbeing Survey 2017. 

 

Figure 3.3. Proportion (%) of residents who did not feel happy. Source: Regional Wellbeing 
Survey 2017. 
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Figure 3.4. Proportion (%) of residents who felt depressed sometimes or all the time. Source: 
Regional Wellbeing Survey 2017. 

Psychotic disorders  

Across Australia, around 4.5 people per 1,000 aged 18-64 are in contact with public mental 

health services each year for the treatment of a psychotic illness. Of these, 47% have been 

diagnosed with schizophrenia10. Data on the incidence and prevalence of psychotic disorders 

at the local level is unavailable.  

Psychosocial disability and inability to work due to mental illness 

In some cases, severe mental illness can impact a person’s ability to participate in the 

community and manage day-to-day activities. This loss of functional capacity is termed 

psychosocial disability and requires a broader range of services than those typically used to 

treat mental illness (discussed below). Psychosocial disability can be impacted by complex 

social factors, multiple recurrent acute episodes that require hospital care, high suicide risk, a 

need for coordinated assistance across a range of health, social and disability support 

agencies, and physical comorbidities11. In the Western Victoria PHN region, the estimated 

proportion of adults reporting that they were unable to work, study, or manage day-to-day 

 

10 Morgan et al, 2010. People Living with a psychotic illness. Report on the second Australian National Survey. 
Department of Health and Ageing, Canberra. 
11 The Fifth National Mental Health and Suicide Prevention Plan, Commonwealth of Australia. 
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activities due to psychological distress for one day or more in the previous four weeks was 

higher Hepburn (17.8%), Pyrenees (17.4%), Glenelg (16.6%), Golden Plains (15.9%), 

Yarriambiack (15.3%) and Geelong (14.3%) LGAs than the rural Victorian average (11.4%)12.   

Suicidality 

Suicidality refers to any form of suicidal behaviour, including suicidal ideation, suicide plans, 

suicide attempts, parasuicide (self-harm), and/or death by suicide. Between 2012-16 and 

2013-17, the suicide rate (the number of deaths from suicide) increased from 9.8 to 12.2 per 

100,000 persons across Australia and from 12.2 to 13.0 persons per 100,000 in the Western 

Victoria PHN region. During 2012-16, all SA3s in the Western Victoria PHN region had age-

standardised suicide rates higher than Australia, and seven remained above the national 

average between 2013-17 (Figure 3.5). As a result, suicide was a key issue discussed at 

community and service provider consultations throughout the Western Victoria PHN region13. 

Although females attempt suicide around twice as often as males14, across Australia during 

2017 males (19.1 per 100,000) had a suicide rate more than three times greater than females 

(6.2 per 100,000)15. Compared to the Australian average from 2013-17, male suicide rates 

were 51% higher in Maryborough Pyrenees, 43% in Colac Corangamite, 39% in Warrnambool, 

and 33% in Ballarat SA3s (Figure 3.6). In addition to sex differences, rates of suicide also 

increase with remoteness, with rural (18.4 per 100,000 people) and outer regional (17.0) areas 

having a greater burden than inner regional (14.4) major cities (10.7)16. Moreover, suicidality 

is also more common among people with a mental illness. For instance, individuals with a 

psychotic disorder are more likely to have reported a suicide attempt at some point in their life 

(49.5%) compared to the general population (3.7%)17.  

 

 

12 Victorian Population Health Survey 2011 
13 Mental Health and Suicide Prevention Consultations 2019 
14 Suicide and hospitalised self-harm in Australia: trends and analysis. Injury research and statistics series no. 
93. Cat. no. INJCAT 169. AIHW, 2014.  
15 Causes of Death, Australia, 2017, ABS 
16 Mortality Over Regions and Time books: 2013-17, AIHW 
17 Morgan et al, 2010. People Living with a psychotic illness, Commonwealth of Australia  
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Figure 3.5. Crude suicide rate persons, 2013-17. Glenelg-Southern Grampians data not 
available. Source: Mortality Over Regions and Time books: 2013-17, AIHW. 

 

Figure 3.6. Crude suicide rate males, 2013-17. Source: Mortality Over Regions and Time 

books: 2013-17, AIHW. 
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Risk factors for mental illness 
A primary focus of Australia's new long-term national health plan is the prevention and early 

detection of mental illness. This approach will require optimising factors that protect and 

promote mental health as well as an awareness of factors that can predict and detect emerging 

mental illness. To identify emerging mental illness, there are a number of mental health risk 

factors that apply to both new and recurring cases18.  

Life satisfaction  

Life satisfaction is inversely associated with mental health and a reliable predictor of 

depression and psychological distress19. The proportion of residents with low life satisfaction 

(Figures 3.7 and 3.8) and low confidence to achieve the things they wanted in the future 

(Figure 3.9) were highest in the Wimmera-Grampians subregion. When moderate levels of life 

satisfaction were also considered, the Central Goldfields Shire had the greatest proportion of 

adults without healthy levels of life satisfaction (Figure 3.10). Many Victorian school students 

also showed low life satisfaction, with around one in four reporting that they were not satisfied 

with their lives20.  

 

Figure 3.7. Proportion (%) of residents with low life satisfaction. Source: Regional Wellbeing 
Survey 2017. 

 

18 Beard JR, 2007. Predictors of mental disorders and their outcome in a community based cohort. Soc 
Psychiatry Psychiatr Epidemiol.  
19 Rissanen, T, 2013. The role of mental health, personality disorders and childhood adversities in relation to 
life satisfaction in a sample of general population. Nord J Psychiatry. 
20 Victorian Student Health and Wellbeing Survey, 2016 
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Figure 3.8. Proportion (%) of residents with low satisfaction with what they are currently 
achieving in life. Source: Regional Wellbeing Survey 2017. 

 

Figure 3.9. Proportion (%) residents who are not confident they can achieve the things they 
want in life. Source: Regional Wellbeing Survey 2017. 
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Figure 3.10. Age-adjusted proportion (%) of adults (18+ years), with low or moderate life 
satisfaction. The measure of psychological distress used was Kessler 10 Psychological 
Distress Scale which uses 10 questions regarding nervousness, hopelessness, restlessness, 
sadness, and worthlessness that have the same response categories: all of the time, most of 
the time, some of the time, a little of the time and none of the time (scored 5 through to 1, 
respectively). Responses are summed and categorised to four levels of psychological distress, 
low (scored 10–15), moderate (16–21), high (22–29) and very high (30–50). Source: Victorian 
Population Health Survey 2017. 
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Psychological wellbeing 

Psychological wellbeing refers to subjective feelings of meaning, purpose, and fulfilment. 

Individuals with low psychological wellbeing are more than twice as likely to develop 

depression within ten years21 while those with high psychological wellbeing are more resilient 

to mental illness22. In the Wimmera-Grampians subregion, there is a high proportion of 

residents who do not feel their life is meaningful (Figure 3.11), has purpose (Figure 3.12), or 

that the things they do are worthwhile (Figure 3.13).  

 

Figure 3.11. Proportion (%) of residents who do not feel their life is meaningful. Source: 
Regional Wellbeing Survey 2017. 

  

 

21 Wood, AM., Joseph, S., 2009. The absence of positive psychological (eudemonic) well-being as a risk factor 
for depression: a ten year cohort study. Journal of Affective Disorders.  
22 Brandel M., et al., 2017. Beyond Ryff’s scale: comprehensive measures of eudaimonic well-being in clinical 
populations. A systematic review. Clin Psychol Psychother. 
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Figure 3.12. Proportion (%) of residents who do not feel their life has purpose. Source: 
Regional Wellbeing Survey 2017. 

 

Figure 3.13. Proportion (%) of residents who do not feel the things they do in their life are 
worthwhile. Source: Regional Wellbeing Survey 2017. 

0 5 10 15 20 25 30

Australia

Regional Australia

Victoria

Regional Victoria

Barwon South West (RDA)

Colac Otway & Surf Coast (LGAs)

Corangamite, Moyne & Warrnambool (LGAs)

Glenelg & Southern Grampians (LGAs)

Greater Geelong & Queenscliffe (LGAs)

Grampians (RDA)

Ararat, Horsham, Northern Grampians & Pyrenees…

Ballarat & Golden Plains (LGAs)

Hepburn & Moorabool (LGAs)

Hindmarsh, West Wimmera & Yarriambiack (LGAs)

Campaspe (LGA)

Proportion (%) of residents who do not feel their life has 
purpose

0 5 10 15 20 25 30

Australia

Regional Australia

Victoria

Regional Victoria

Barwon South West (RDA)

Colac Otway & Surf Coast (LGAs)

Corangamite, Moyne & Warrnambool (LGAs)

Glenelg & Southern Grampians (LGAs)

Greater Geelong & Queenscliffe (LGAs)

Grampians (RDA)

Ararat, Horsham, Northern Grampians & Pyrenees (LGAs)

Ballarat & Golden Plains (LGAs)

Hepburn & Moorabool (LGAs)

Hindmarsh, West Wimmera & Yarriambiack (LGAs)

Campaspe (LGA)

Proportion (%) of residents who do not feel the things they do 
in their life are worthwhile



 

30 

Psychological distress   

Psychological distress is an important risk factor for depression and anxiety23 and high levels 

are indicative of a need for mental health treatment24. In eight LGAs spread across the four 

subregions, the estimated proportion of adults reporting to have high or very high levels of 

psychological distress was higher than the Victorian average (Figure 3.14). Using 

psychological distress to predict the need for professional help, Hindmarsh, West Wimmera, 

Yarriambiack, Hepburn, Moorabool, Colac-Otway, and Surf coast LGAs are likely to have 

higher needs for mental health services (Figure 3.15). Like depression and anxiety, women 

report higher levels of psychological distress on average than men25.  

 

23 Holden L, et al., 2010, Psychological distress is associated with a range of high-priority health conditions 
affecting working Australians. Australian and New Zealand Journal of Public Health. 
24 Kessler RC et la., 2003. Screening for serious mental illness in the general population, Archives of General 
Psychiatry. 
25 Victorian Population Health Survey 2017 
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Figure 3.14. Age-adjusted proportion (%) of adults (18+ years), with high, or very high, levels 
of psychological distress. Source: Victorian Population Health Survey 2017. 
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Figure 3.15. Proportion (%) of adults with a high probability of serious mental illness. Source: 
Regional Wellbeing Survey 2017. 

Comorbidities  

An individual’s mental health can influence and be influenced by a variety of personal factors, 

including attitudes towards physical health, limitations of physical conditions, and anxiety 

caused by physical pain and illness26. In Australia, those with mental illness and another health 

condition experience significantly higher rates of morbidity and mortality27. This disparity can 

be caused by a lack of communication between service providers and confusion about who is 

responsible for patient care28, incorrect assumptions that the physical condition caused the 

mental illness29 and a reduced ability to manage a physical condition with a mental illness28.  

Alcohol and other drugs   

Substance use disorders, such as alcohol dependence, are usually categorised with mental 

illness30 and account for around 25% of all diagnosed cases of mental and substance use 

 

26 Australia’s Health 2018, AIHW 
27 Lawrence, 2013. The gap in life expectancy from preventable physical illness in psychiatric patients in 
Western Australia: retrospective analysis of population based registers. BMJ. 
28 Stakeholder consultations, 2018 
29 Mental Health and Suicide Prevention Consultations, 2019 
30 Mental health services in Australia, AIHW 
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disorders31. In addition, substance use disorders commonly occur the presence of another 

mental illness, often the result of an attempt to ease the symptoms associated with anxiety 

and depression. It is also possible for the physiological effects of substance misuse to initiate 

the development of mental illness32. For information on the rates of alcohol and other drug use 

in those with mental illness, please see the Alcohol and Other Drugs chapter.  

Chronic conditions 

In Australia, 59.8% of people with a mental illness also reported having one or more other 

long-term physical condition. Some of the most common physical conditions more prevalent 

in those with mental illness compared to otherwise healthy individuals include back pain 

(27.7% compared to 16.2%), diabetes (8.1% compared with 5.1%), asthma (17.6% compared 

to 10.8%), arthritis (23.9% compared to 15.3%), circulatory system disease (26.8 % compared 

to 18.3%), and cancer (2.2% compared with 1.6%)33. In addition, the gap in life expectancy for 

people with mental illness is 15.9 years for males and 12.0 years for females. Most of the 

increase in mortality was attributed to physical health conditions, such as cardiovascular 

disease (CVD), respiratory disease such as Chronic Obstructive Pulmonary Disease (COPD), 

and cancer34. In the Western Victoria PHN region, the proportion of mental health and CVD 

(Figure 3.16), type 2 diabetes (Figure 3.17), and COPD (Figure 3.18) comorbidities are highest 

in Maryborough-Pyrenees SA3.  

  

 

31 National Survey of Mental Health and Wellbeing: Summary of Results Australia 2007, ABS 
32 https://adf.org.au/insights/mental-health-substance-use/ 
33 National Health Survey: Mental Health and co-existing physical health conditions, 2014-15, ABS 
34 Lawrence, 2013. The gap in life expectancy from preventable physical illness in psychiatric patients in 
Western Australia: retrospective analysis of population based registers. BMJ. 
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Figure 3.16. Estimated number of people per 1,000 population aged 18 years and over with 
mental illness and CVD, 2014-15. Source: Social Health Atlas of Australia 2019, PHIDU. 

 

Figure 3.17. Estimated number of people per 1,000 population aged 18 years and over with 
mental illness and type 2 diabetes, 2014-15. Source: Social Health Atlas of Australia 2019, 
PHIDU. 
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Figure 3.18. Estimated number of people per 1,000 population aged 18 years and over with 
mental illness and COPD, 2014-15. Source: Social Health Atlas of Australia 2019, PHIDU. 

Social determinants of mental health 

Like physical health, poor social, economic, and personal conditions are risk factors for mental 

illness35. Indeed, throughout Australia the lowest socioeconomic quintile experience greater 

burden in every disease group compared to the highest quintile. For mental and substance 

use disorders, the difference in disability adjusted life years (DALYs) per 1,000 people in the 

lowest socioeconomic group (31.6 DALYs per 1,000 people) was double that of the highest 

socioeconomic group (16.0 DALYs per 1,000 people). There was also a clear increase in the 

burden of suicide and self-inflicted injuries with decreasing socioeconomic position36.  

A lack of social and/or personal relationships is a key risk factor for mental illness for people 

of all groups37. Ararat, Horsham, Northern Grampians, Pyrenees, Corangamite, Moyne, and 

Warrnambool LGAs had the highest proportion of residents who never or almost never keep 

in touch with friends (Figure 3.19) while people living Hindmarsh, West Wimmera, and 

Yarriambiack were least likely to spend time doing things with family members not living with 

 

35 World Health Organization and Calouste Gulbenkian Foundation. Social determinants of mental health. 
Geneva, World Health Organization, 2014 
36 Australian Burden of Disease Study: Impact and causes of illness and death in Australia 2011, AIHW 
37 De Silva, MJ et la., 2005. Social capital and mental illness: A systematic review. Journal of Epidemiology and 
Community Health. 
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them (Figure 3.20). In regards to social connectedness, Ararat, Horsham, Northern 

Grampians, and Pyrenees LGAs had most residents who didn’t feel welcome in their 

community (Figure 3.21) and would not recommend their community to others as a good place 

to live (Figure 3.22). Furthermore, these LGAs, along with Hindmarsh, West Wimmera, and 

Yarrambiack, had the highest proportion of residents who would live in another community if 

they could (Figure 3.23) and, somewhat paradoxically, think people shifting away from the 

local area is a big or very big problem (Figure 3.24). Interestingly, these measures were not 

associated with the proportion of residents who attended local meetings or social events, 

which was lowest in Hepburn and Moorabool LGAs (Figure 3.25) or the perceived friendliness 

of communities, which was lowest in Colac Otway and Surf Coast (Figure 3.26). 

  

Figure 3.19. Proportion (%) of residents who never or almost never make time to keep in 

touch with friends. Source: Regional Wellbeing Survey 2017. 
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Figure 3.20. Proportion (%) of residents who never or almost never spend time doing things 

with family members not living with them. The Grampians Regional Development Australia 

(RDA) region includes the LGAs of Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, 

Horsham, Moorabool, Northern Grampians, Pyrenees, West Wimmera and Yarriambiack. 

Source: Regional Wellbeing Survey 2017. 
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Figure 3.21. Proportion (%) of residents who don't feel welcome in their community. The 

Grampians Regional Development Australia (RDA) region includes the LGAs of Ararat, 

Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern Grampians, 

Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 2017. 
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Figure 3.22. Proportion (%) of residents who would not recommend their community to others 

as a good place to live. The Grampians Regional Development Australia (RDA) region 

includes the LGAs of Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, 

Moorabool, Northern Grampians, Pyrenees, West Wimmera and Yarriambiack. Source: 

Regional Wellbeing Survey 2017. 
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Figure 3.23. Proportion (%) of residents who would live in another community if they could.  

The Grampians Regional Development Australia (RDA) region includes the LGAs of Ararat, 

Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern Grampians, 

Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 2017. 
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Figure 3.24. Proportion (%) of residents who think people shifting away from the local area is 

a big or very big problem. The Grampians Regional Development Australia (RDA) region 

includes the LGAs of Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, 

Moorabool, Northern Grampians, Pyrenees, West Wimmera and Yarriambiack. Source: 

Regional Wellbeing Survey 2017. 
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Figure 3.25. Proportion (%) of residents who never or rarely attend local meetings or social 

events. The Grampians Regional Development Australia (RDA) region includes the LGAs of 

Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern 

Grampians, Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 

2017. 
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Figure 3.26. Proportion (%) of residents who think the friendliness of their community is getting 

worse. The Grampians Regional Development Australia (RDA) region includes the LGAs of 

Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern 

Grampians, Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 

2017. 

Socioeconomic factors also influence psychological wellbeing and distress. For instance, 

individuals who have not completed high school and have a total annual household income 

under $40,000 are more likely to have high psychological distress than educated Australians 

with higher incomes38. In this regard, Colac Otway, Surf Coast, Corangamite, Moyne, and 

Warrnambool LGAs had the highest proportion of residents who are not confident they have 

the skills and education to achieve what they want in work (Figure 3.27) and life (Figure 3.28). 

According to the Australian Bureau of Statistics’ Socio-Economic Indexes for Areas score, 

Central goldfields, Pyrenees, and Glenelg (most disadvantaged quintile in Australia), Colac-

Otway, Northern Grampians, and Yarriambiack (second most disadvantaged quintile in 

Australia) are the most socioeconomically disadvantaged areas in the Western Victoria PHN 

region, with only Queenscliff, Surf Coast, and Golden Plains scoring above the national 

average (Figure 3.29).  

 

38 General Social Survey: Summary Results, Australia, 2014. ABS 
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Figure 3.27. Proportion (%) residents who are not confident they can achieve the things they 
want in their work. The Grampians Regional Development Australia (RDA) region includes the 
LGAs of Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern 
Grampians, Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 
2017.  
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Figure 3.28. Proportion (%) residents who are not confident they have the skills an education 
to achieve what they want in life. The Grampians Regional Development Australia (RDA) 
region includes the LGAs of Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, 
Moorabool, Northern Grampians, Pyrenees, West Wimmera and Yarriambiack. Source: 
Regional Wellbeing Survey 2017. 
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Figure 3.29. Index of Relative Socio-Economic Advantage and Disadvantage. Socio-

Economic Indexes for Areas (SEIFA) is a standardised measure of socioeconomic status with 

a mean of 1000 and a standard deviation of 100 that ranks areas in Australia according to 

relative socioeconomic advantage (above 1000) and disadvantage (below 1000). The Data 

for Ararat and Hindmarsh LGAs is not available. Source: Socio-Economic Indexes for Areas 

Index of Relative Socio-Economic Advantage and Disadvantage, Community Profiles 2011, 

ABS. 
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Socioeconomic factors and mental health are inversely associated with rental stress and 

homelessness. In 2009, 31% of homeless Australian’s experienced a mental health problem, 

a rate approximately 1.5 times the general population. Although mental illness can be a 

pathway to homelessness, there were slightly more individuals who developed a mental illness 

after becoming homeless (53%) compared to those who had a mental illness prior to becoming 

homeless (47%)39. In the Western Victoria PHN region, Warrnambool is the only LGA where 

the proportion of households with rental stress (30.2%) and individuals experiencing 

homelessness (0.44%) are above the Victorian average (27.2% and 0.42%, respectively). 

Interestingly, residents in Warrnambool and surrounding LGAs also had the lowest satisfaction 

with their standard of living (Figure 3.30) and future security (Figure 3.31).  

 

 

Figure 3.30. Proportion (%) of residents with low satisfaction with their future security. The 

Grampians Regional Development Australia (RDA) region includes the LGAs of Ararat, 

Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern Grampians, 

Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 2017. 

 

39 Australia’s Welfare, 2011, AIHW 
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Figure 3.31. Proportion (%) of residents with a low satisfaction with their standard of living. 

The Grampians Regional Development Australia (RDA) region includes the LGAs of Ararat, 

Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern Grampians, 

Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 2017. 

Economic participation can be directly affected by mental illness. In Australia, a lower 

proportion of people aged 15-64 years with a self-reported mental health condition were 

employed (59%) compared to those without a mental health condition (78%). Similarly, 

compared to healthy individuals, there is a higher proportion of people with a mental illness 

who are unemployed (7.4% compared with 4.5%) and not in the labour force/not looking for 

work (32.0% compared with 17.6%)40. Although the proportion of working-age people with a 

mental illness who are employed is above the state average throughout the Western Victoria 

PHN region (Figure 3.32), the effects of low socioeconomic status, social isolation, lack of 

family support, and unstable family dynamics on mental health continues to be a challenge for 

many residents41.Indeed, there is a high proportion of residents in Colac Otway and Surf coast 

LGAs who think the liability of their community (Figure 3.33) and local economy (Figure 3.34) 

are getting worse.  

 

40 Australian Bureau of Statistics, 2015. 4159.0-General Social Survey: Summary Results, Australia, 2014 
41 Community and Service Provider Consultations, 2016 
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Figure 3.32. Estimated proportion (%) of people aged 16 to 64 years with mental illness who 
were employed, 2014-15. Source: Social Health Atlas of Australia 2019, PHIDU. 
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Figure 3.33. Proportion (%) of residents who think the liveability of their community is getting 

worse. The Grampians Regional Development Australia (RDA) region includes the LGAs of 

Ararat, Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern 

Grampians, Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 

2017. 
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Figure 3.34. Proportion (%) of residents who think the local economy is getting worse. The 

Grampians Regional Development Australia (RDA) region includes the LGAs of Ararat, 

Ballarat, Golden Plains, Hepburn, Hindmarsh, Horsham, Moorabool, Northern Grampians, 

Pyrenees, West Wimmera and Yarriambiack. Source: Regional Wellbeing Survey 2017. 

Mental health treatment rates  
The impact of mental illness on individuals and communities has made mental health 

treatment rates a key performance indicator for PHNs and a public health priority for 

governments. Indeed, more than 1,600 Victorians attended community consultation sessions 

as part of the Royal Commission into Victoria’s mental health system in April and May 2019. 

Several common themes were shared including the lack of services in the gap between GPs 

and crisis support, the ongoing stigma and discrimination for those experiencing mental 

illness, inequity of treatment between different locations, the need for enhanced integration 

with other services, better suicide prevention support, the differences in the way mental health 

and physical health are treated, and a lack of access to mental health services for young 

people. Many participants shared stories about a highly committed workforce doing its best to 

provide services and support under difficult circumstances. The interim report was released 
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on October 2019, and a final report is due in October 2020. The Victorian Government has 

committed to accepting the recommendations of the Royal Commission into Mental Health42.  

The proportion of people diagnosed with a mental illness who delay treatment could indicate 

a reluctance to engage with the mental health system. For instance, of the Australians who 

had reportedly been told by a doctor or nurse they had a mental illness, more than three 

quarters (77.1%) had taken no action in the past two weeks, with only 15.7% consulting a GP, 

6.4% consulting a specialist, and 4.9% consulting another health professional. Of those 

referred to Psychological Therapy Services (PTS) in the Western Victoria PHN region in 2017-

18, 41% did not access services, 24% attended up to three sessions, 19% attended four or 

five sessions, and 15% attended six to ten sessions. In total, only 4,341 (or 0.7% of the 

population) accessed PTS in the Western Victoria PHN region in 2017-1843.  

Despite rates of PTS being significantly lower than the prevalence rates of mental illness, there 

is an increased tendency for consumers to engage with the mental health system over time or 

take medications for their mental illness. For instance, of those diagnosed with mental illness 

who had taken no action in the previous two weeks, 68.1% consulted a GP, 26.6% consulted 

a specialist, and 29.3% consulted another health professional in the previous 12 months. In 

addition, 58.7% of Australians with mental health and behavioural problems took at least one 

medication in the previous two weeks for their mental health condition, with 43.2% taking 

antidepressants44. Furthermore, in 2017-18, 4.2 million Australians received mental health-

related prescriptions45. This suggests that consumers may choose medication due to delays 

in the provision of PTS services and/or reticence regarding their mental health.   

Across the Western Victoria PHN region, general practitioners were identified as being the 

first point of contact for many people experiencing mental health issues46. Indeed, of those 

with 12-month mental disorders who accessed metal health services, 70.8% consulted 

general practitioners, 28.9% received mental health services from their general practitioner 

only, and 64.2% received services from mental health professionals (including psychiatrists, 

psychologists and mental health nurses) either alone or in combination with services provided 

by general practitioners or other health professionals47. As such, there is a need to ensure that 

 

42 Community Voices Heard on Mental Health, Royal Commission into Mental Health, 
https://rcvmhs.vic.gov.au June 2019 
43 Report on headspace centres Western Victoria PHN. Financial Year 2017-18 
44 Australian Health Survey: Health Service Usage and Health Related Actions, 2011-12. 
45 Mental Health Services in Australia, 2019, AIHW. 
46 Service provider and community consultations, 2016 and 2018 
47 Slade et al, 2009. The Mental Health of Australians 2. Report on the 2007 National Survey of Mental Health 
and Wellbeing. Department of Health and Ageing, Canberra 
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general practitioners and other health professionals are familiar with the referral pathways and 

appropriate mental health services in their region48.  

The central role of general practitioners in facilitating mental health treatment is demonstrated 

by the increase in MBS services for mental health. Indeed,  between 2012-13 and 2015-16 

there was a 5.33% increase in MBS-funded services in the GP mental health reporting group, 

a 12.67% increase in the average annual growth for the number of patients receiving mental 

health services, and a 13.67% increase in the average annual growth for the number of 

services provided in the Western Victoria PHN region49. Furthermore, the number of mental 

health treatment plans per 100,000 population was above the Victorian (4,769) and Australian 

(4,260) averages in Ballarat (5,469), Creswick-Daylesford-Ballan (5,391), Geelong (5,348), 

Surf Coast-Bellarine Peninsula (5,343), Maryborough-Pyrenees (5,151), and Warrnambool-

Otway Ranges (4,843) SA3s50. The necessary involvement of general practitioners in mental 

health treatment may also explain, at least in part, the popularity of medications over talking 

therapies, while general practitioners with a lack of knowledge of other local services could 

explain consumer delays in accessing PTS. 

Across Victoria, a higher proportion of females (19.9%) sought professional help for a mental 

health problem in the past year compared to males (12.1%).  Similarly, the proportion of 

females (8.7%) accessing MBS-subsidised mental health services in the Western Victoria 

PHN region was higher than males (5.5%)51. Although the increase rates of females seeking 

treatment is in line with the sex-specific prevalence of mental illness, concerns have been 

raised throughout the Western Victoria PHN region about the reluctance of males to seek 

treatment for mental illness and its impact on substance abuse and suicide52. 

The service models for mild to moderate mental illness and the limited number of funded 

sessions were identified as issues impacting the provision of mental health services in the 

Western Victoria PHN region in 2016. In 2017, gaps in higher acuity and rural services, unclear 

referral pathways, and disruptive system level changes, such as the NDIS, were highlighted 

as most disruptive. In 2019, poverty was the key issue impacting service delivery with the most 

commonly identified barriers being expensive gap payments, no affordable housing in areas 

with the best services, long wait times, and the limit on funded sessions48. One key theme 

 

48 Mental Health and Suicide Prevention Consultations, 2019 
49 MBS data by PHN and MBS Reporting Group, for 2012-13 to 2015-16. Retrieved from 
http://www.health.gov.au /internet/main/publishing.nsf/Content/PHN-MBS_Data. 
50 Australian Commission on Safety and Quality in Health Care, 2015. The First Australian Atlas of Healthcare 
Variation. Local area data tables. 
51 ABS, The characteristics of people using mental health services and prescription medication. The Mental 
Health Services-Census Integrated Dataset, 2011. 
52 Mental Health and Suicide Prevention Consultations, 2019 



 

54 

raised each year was the lack of preventive support for mental illness and the exclusion of 

those who can’t afford treatment. Suggestions to address barriers and gaps included services 

that are accessible to all incomes, including 24-hour, at-home, and outreach options, as well 

as long-term support, social (non-medical) pathways for GPs to prescribe to patients, and 

improved collaboration between PHNs and all public and private services53.  

The child and adolescent cohort       

Another key feature of Commonwealth’s ten-year plan is a focus on the treatment of child and 

adolescent mental illness. This approach is supported by the chronic and recurrent nature of 

mental illness and also serves as a preventative, early-detection strategy to combat adult 

mental illness. For instance, 75% mental illnesses develop before 25 years of age54 and many 

are chronic or recurrent. Indeed, over 50% of individuals who recover from depression will 

experience a relapse and around 80% with a history of two or more depressive episodes will 

suffer another recurrence55. These findings highlight the importance of maintaining mental 

health in early life as well as the potential of early-life wellbeing to prevent mental illness in 

adulthood.  

Across Australia in 2014, an estimated 13.9% of individuals aged 4 to 17 years were assessed 

as having mental illness, with higher rates in regional, rural, and remote areas (16.2%) 

compared to capital cities (12.6%) (47). The most common mental illnesses in this age group 

were attention deficit hyperactivity disorder (ADHD) (7.4% of this population), anxiety (6.9%), 

and depression (2.8%) (Australian Child and Adolescent Survey of Mental Health and 

Wellbeing 2013-14). Based on the assumption that treatment will be sought and/or received 

for 100% of severe, 80% of moderate, and 50% of mild cases of mental illness, mental health 

services in the Western Victoria PHN region in 2019 will be required to treat 3961 children 

aged 0-4 years, 5910 aged 5-11 years, and 5107 aged 12-17 years56.  

Across Australia, 20.6% of individuals with a mental illness aged 4 to 17 years are thought to 

have unmet mental health treatment needs57. In the Department of Education and Training 

Western District area (which includes 10 of the 21 LGAs in the Western Victoria PHN region) 

only 32.6% of young people reported being able to access mental health services when 

 

53 Mental Health and Suicide Prevention Consultations, 2019 
54 Seven year youth mental health report – 2012-2018 Mission Australia 
55 Lawrence D et al., 2015. The Mental Health of Children and Adolescents. Report on the second Australian 
Child and Adolescent Survey of Mental Health and Wellbeing. Department of Health, Canberra 
56 National Mental Health Service Planning Framework (NMHSPF) tool 
57 Lawrence D et al., 2015. The Mental Health of Children and Adolescents. Report on the second Australian 
Child and Adolescent Survey of Mental Health and Wellbeing. Department of Health, Canberra 
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needed compared to 41.6% Victoria-wide58. The main barriers for the treatment of people aged 

4 to 17 years that were identified by parents and carers included mental health literacy (36.4%) 

and accessibility of services (30.9%)57. Interestingly, youth from Ballarat and Geelong also 

suggested targeting mental health literacy, including the provision of information for mental 

health conditions beyond anxiety and depression, such as psychotic illnesses and personality 

disorders59. Throughout the Western Victoria PHN region, both service providers60 and 

youths59 identified limited transport options for those who live outside regional centres as the 

number one barrier for young people with mental health issues. To reduce these barriers, the 

Doctors in Secondary Schools program was developed by the Victorian State Government to 

fund general practitioners to provide services from selected Victorian government secondary 

schools one day each week. This program was delivered in eleven schools in the Western 

Victoria PHN region between May and September 2018 and 2019, and around half of the 

consultations were reported to be for mental health issues.  

Mental illness has been acknowledged by youths as the most important issue in Australia 

today (33.7%), followed by alcohol and drug misuse specifically (32.0%), and equity and 

discrimination (27.3%)61. Consultations including youth from Ballarat and Geelong also 

identified mental illness and discrimination as key issues for young people. In this regard, over 

40% of children in Victorian schools reported being bullied recently (Figure 3.35) with around 

15% experiencing bullying most days (Figure 3.36). Although, these levels bullying remained 

constant between 2014-2016, cyber bullying increased and now affects over 25% of Grade 5 

and 40% of Year 11 students (Figure 3.37). Considering that around one in three Victorian 

students have low levels of psychological resilience62, the discriminatory impact of bullying 

may contribute to the development of mental illness in youths and future demand for treatment. 

 

58 2014 Victorian Student Health and Wellbeing Survey. State of Victoria Department of Education and Training 
59 Headspace Youth Consultations: Report for the Office for Youth, October 2015 
60 Service provider and community consultations, 2016 and 2018 
61 Mission Australia Youth Survey Report, 2018 
62 Victorian Student Health and Wellbeing Survey, 2016  
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Figure 3.35. Proportion (%) of school children who were bullied recently, 2016. Central 
Highlands includes LGAs of Ararat Rural City, City of Ballarat, Golden Plains Shire, Hepburn 
Shire, Moorabool Shire, and Pyrenees Shire. Source: Victorian Student Health and Wellbeing 
Survey, 2016. 

 

Figure 3.36. Proportion (%) of school children who are bullied most days, 2016. Central 
Highlands includes LGAs of Ararat Rural City, City of Ballarat, Golden Plains Shire, Hepburn 
Shire, Moorabool Shire, and Pyrenees Shire. Source: Victorian Student Health and Wellbeing 
Survey, 2016 
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Figure 3.37. Proportion (%) of school children who have experienced cyber bullying, 2016. 
Central Highlands includes LGAs of Ararat Rural City, City of Ballarat, Golden Plains Shire, 
Hepburn Shire, Moorabool Shire, and Pyrenees Shire. Source: Victorian Student Health and 
Wellbeing Survey, 2016. 

In the Western Victoria PHN region, there are four Headspace centres (mental health services 

for individuals aged 12-25), one in Ballarat, Geelong, Warrnambool, and Horsham. In 2017-

18, 2871 individuals aged 12-17 received treatment from Headspace. Of the population aged 

12 to 24 years, 4.42% accessed headspace services with the lowest rates in Colac Otway 

Shire (0.26%), Central Goldfields Shire (0.29%), Ararat Rural City (0.47%), and Northern 

Grampians Shire (0.58%). The reported waiting time for Headspace services was significantly 

higher in Ballarat with 39.7% of people having to wait longer than three weeks for their first 

appointment compared to 22.7% across Australia and 15.2% in Geelong, 7.7% in Horsham 

and 12.3% in Warrnambool63. Although the introduction of Headspace has been well 

received64, these findings highlight some of the challenges young people face when seeking 

treatment, particularly in the Ballarat region and LGAs outside regional centres.  

In 2017-18, only 425 children or 2.8% of the expected NMHSPF treated population aged 0-11 

received PTS in the Western Victoria PHN region. The number of clients under 12 years of 

age who received Community Child and Adolescent Mental Health services was similar to the 

state average at the three providers in our region, but Barwon Health and South West Health 

 

63 Report on headspace centres Western Victoria PHN. Financial Year 2017-18 
64 Mental Health and Suicide Prevention Consultations, 2019 

0 5 10 15 20 25 30 35 40 45

Victoria

Victoria -  Metropolitan

Victoria -  Regional

Victoria -  Female

Victoria -  Male

Victoria -  Year 5

Victoria -  Year 8

Victoria -  Year 11

Barwon

Central Highlands

Western District

Proportion (%) of school children who have experienced 
cyber bullying, 2016



 

58 

had a higher average length of case and lower average length of treatment. In addition, 

Barwon Health did not reach the pre-admission contact rate target of 60% (Table 3.2). 

Geelong SA3 also had the highest rate of prescriptions dispensed for antipsychotic medicines 

per 100,000 people aged 17 years and under (4,205 per 100,000 population), more than twice 

the Victorian (1,774) and Australian (2,070) averages. Furthermore, Geelong SA3 had the 

highest number of PBS prescriptions dispensed for ADHD medicines aged 17 years and under 

(23,546 per 100,000 people) in Victoria (7,367) and the 7th highest in Australia (10,780)65. 

These findings highlight some of the mental health treatment challenges for individuals under 

18 years of age in the Geelong region. 

Table 3.2. Child and adolescent mental health services, 2018-19. 

Provider Pre-

admission 

contact rate 

Clients aged 

under 12 

Average 

treatment 

(days) 

Average 

length of 

case (days) 

Post-

discharge 

follow-up rate 

Ballarat 

Health 

100.0% 31% 5.6 213.7 100% 

Barwon 

Health 

50.0% 28% 4.0 327.2 83% 

South West 

Health 

88.0% 37% 3.4 259.1 89% 

Victorian 

Total  

58.0% 29% 5.2 202.7 90% 

The pre-admission contact rate target is the percentage of admissions to inpatient unit for 
which a community ambulatory service contact was recorded in the seven days before an 
admission. This reflects a planned approach to admission rather than a crisis response. 
Source: Department of Health and Human Services, State Government of Victoria, 2018. Child 
and Adolescent Mental Health Services Performance Indicator Report 2017-18. 

Adults  

In 2007, 64% of Australian adults with severe, 39% with moderate, and 17% with mild mental 

illness received treatment. Despite this relatively low treatment rate, 85.7% of people who did 

not use services reported that they did not feel any need for help. Of those who did receive 

treatment, most felt that their needs had been met for medication (86.7%) and talking therapy 

(cognitive behaviour therapy, psychotherapy, and counselling) (68.2%) but not for skills 

training (to improve the ability to work, self-care, or manage time effectively) (33.0%) or social 

intervention (help to meet people and sort out accommodation or finances) (31.3%)66. In 2010, 

 

65 Australian Commission on Safety and Quality in Health Care, 2015. The First Australian Atlas of Healthcare 
Variation. Local area data tables 
66 Slade et al, 2009. The Mental Health of Australians 2. Report on the 2007 National Survey of Mental Health 
and Wellbeing. Department of Health and Ageing, Canberra. 
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55.5% of people living with a psychotic illness, 37.2% with loneliness/social isolation, and 

35.1% with lack of employment were identified as having unmet mental health treatment 

needs67. In Victoria, young adults aged 18-35 years are more likely to seek professional help 

for mental health problems compared to those aged 35 years and over68.  

In 2014, the proportion of adults who had not visited a health professional about their 

psychological distress was higher than the rural Victorian average (88.2%) in Golden Plains 

Shire (92.4%), Hepburn Shire (92.1%), Moorabool Shire (91.9%), and Warrnambool City, 

Northern Grampians Shire and Corangamite Shire (all 90.9%). Interestingly, these LGAs did 

not have correspondingly low rates of people seeking help (Figure 3.38) or a high proportion 

of residents with psychological distress (Figure 3.25). One possible explanation for this is that 

those with more severe symptoms, who could most benefit from treatment, are in fact 

underrepresented in the mental health system. Another interesting finding is that Moorabool 

Shire (11.9%) and Golden Plains Shire (11.6%) had the second and third highest proportion 

of people with high or very high psychological distress in the Western Victoria PHN region in 

201169. This supports the use of psychological distress as a predictor of therapeutic need and 

the potential insights that can be gathered from integrating findings over time. 

In 2015, the number of mental health clients per 1,000 population was significantly higher than 

the Victoria average in many LGAs, particularly those in the Great South Coast subregion 

(Figure 3.38). Despite the overall number of clients, concerns were raised in 2016 regarding 

the availability of treatment options for adults with severe mental illness. This was of particular 

concern outside regional centres, where treatment for severe mental illness is often accessed 

outside communities or not at all70. The barriers for people with severe mental illness in 2017 

included the complexity of primary and acute care systems, structural incentives in favour of 

episodic care, variations in service ability, and workforce capacity and capability. In support of 

these concerns, the proportion of adults who sought professional help for a mental health 

problem in 2014 was below the Victorian (16.0%) and rural Victorian (18.1%) averages in 

Moyne Shire (9.3%), West Wimmera Shire (10.1%), Glenelg Shire (11.0%), Hindmarsh Shire 

(11.4%), Southern Grampians Shire (12.1%) and Colac Otway Shire (12.3%) (but significantly 

higher in Central Goldfields Shire (28.2%))68. Similarly, the number of adults who sought help 

for a mental health related problem in 2015 was lower than the Victorian average in some of 

the less populated LGAs (Figure 3.39). 

 

67 Morgan et al, People Living with a psychotic illness 2010. Report on the second Australian National Survey. 
Department of Health and Ageing, Canberra. 
68 Victorian Population Health Survey 2014 
69 Victorian Population Health Survey 2011 
70 Community and Service Provider Consultations, 2016 
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Figure 3.38. Registered mental health clients per 1,000 population, 2015. Source DHHS 
statistical profiles. 
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Figure 3.39. Age-adjusted proportion (%) of adults (18+ years), who sought help for a mental 
health related problem. Source: Victorian Population Health Survey 2017. 

Two of the three adult Area Mental Health Services in the Western Victoria PHN region, 

Ballarat Health and South West Health, met the 28-day readmission rate target of 14% and 

the post-discharge follow up rate target of 80%. In contrast, Barwon Health, slightly missed 

the 28-day readmission rate target and fell significantly below the state average in time taken 

to get patients from the emergency department to a mental health bed (Table 3.1). These 
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rates are indicative of the quality of care and discharge management71 and suggest that the 

adult area mental health services in Wimmera-Grampians and Ballarat-Goldfields subregions 

(provided by Ballarat Health) as well as the Great South Coast (provided by South West 

Health) deliver a level of care equivalent to other providers in Victorian.  

Table 3.1. Adult mental health services, 2018-19. 

Provider 28-day readmission 

rate 

Patients from ED to 

MH bed in 8 hours 

Post-discharge 

follow-up rate 

Ballarat Health 10.0% 77.0% 92.0% 

Barwon Health 15.0% 16.0% 93.0% 

South West Health 11.0% 88.0% 97.0% 

Total Statewide 14.0% 53.0% 89.0% 

The 28-day readmission rate target is the number of discharges from an inpatient unit where 
client was readmitted within 28 days of discharge; the post-discharge follow-up rate is the 
percentage of client discharges for which a contact was recorded in the seven days 
immediately after discharge. Source: Department of Health and Human Services, State 
Government of Victoria, 2017. Adult Mental Health Performance Indicator Report 2017-18. 

In 2013-14 the number of psychotropic prescriptions dispensed under the pharmaceutical 

benefits scheme for antidepressant medications per 100,000 people aged 18 to 64 years was 

greater than the rate for Victoria (99,774) and Australia (101,239) in all SA3s in the Western 

Victoria PHN region (with rates as high as 150,178 for Maryborough-Pyrenees). Similarly, 

Ballarat and Grampians were the 10th and 11th highest SA3s in Australia for the rate of 

prescriptions dispensed for anxiolytic medicines, with 32,107 and 32,092 per 100,000 people 

aged 18 to 64 years, respectively72. To assist with the safe supply of certain high-risk 

medications, Safescript was introduced in the Western Victoria PHN region in October 2018. 

Safescript is a clinical decision support system that allows doctors and pharmacists to access 

an up-to-the-minute history of certain high-risk medications (including anxiolytics prescribed 

to those over 18 years of age). In mid-2019, Safescript was reported to be working well73 but 

the impacts of this program are not yet known.  

Psychosocial support 

The National Disability Insurance Scheme (NDIS) funds support services (but not clinical 

treatments) that enable individuals with a psychosocial disability to undertake day-to-day 

 

71 Department of Health and Human Services, State Government of Victoria, 2017. Adult Mental Health 
Performance Indicator Report 2017-18 
72 Australian Commission on Safety and Quality in Health Care, 2015. The First Australian Atlas of Healthcare 
Variation. Local area data tables 
73 Mental Health and Suicide Prevention Consultations, 2019 
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activities and participate in the community. As of 30 June 2019, 75,825 Victorians had an 

approved NDIS plan with 17,797 receiving support for the first time74. The majority of NDIS 

recipients are under 25 years of age (52%) and male (61%). The percentage of NDIS plans 

for psychosocial disability in Victoria is significantly greater in recipients aged 25 years and 

over (25%) compared to all ages (13%)75. Although NDIS data is not available at the local 

levels, there is a significant disability burden for mental illness in the Western Victoria PHN 

region76, with the Geelong Employment Service Area experiencing the third highest proportion 

of Disability Management Services categorised as psychiatric in Australia77. 

Despite the increase in disability support services from the NDIS, feedback from service 

providers indicates that navigation of the NDIS system is complex with individuals requiring 

significant support during the application process. The NDIS system has also been described 

as bureaucratic and inflexible with no community mental health treatment available for NDIS 

clients who do not meet the criteria to receive acute care. This can also result in long delays 

and a lack of response to acute or short-term needs. Furthermore, the level of support that is 

often required to meet the psychosocial needs is generally not accepted into NDIS plans. The 

need to supplement NDIS services has created significant confusion and frustration among 

consumers and service providers. As such, it has been suggested that general practitioners 

and other clinicians need to be trained to best support both successful and unsuccessful NDIS 

applications78.  

Recent work undertaken by Mental Health Australia has focused on bringing together service 

level data from government funded programs to provide an evidence base to support people 

living with psychosocial disability. Recommendations have been developed to recognise the 

distinctive characteristics of psychosocial support and amend aspects of the NDIS Price Guide 

to take account the varying levels and durations of psychosocial disability. The proportion of 

NDIS participants with psychosocial disability is also expected to increase as Commonwealth 

programs continue to phase into the Scheme79. Indeed, the number of active participants 

receiving support for psychosocial disability grew by 1762 in the final quarter of 2018-1980.   

Western Victoria PHN has commissioned  a program for people with psychosocial needs 

entitled Services and Treatment for Enduring and Persistent Mental Illness (STEPMI) 

 

74 COAG Disability Reform Council Performance Report - Victoria 30 June 2019 
75 VIC public dashboard, NDIS 
76 Mental Health and Suicide Prevention Consultations, 2019 
77 Disability Employment Services Historical Commencement and Caseload Data, 30 June 2017. 
78 Community and Service Provider consultations, 2018 
79 Optimising Psychosocial Supports PROJECT REPORT Mental Health Australia December 2018 
www.mhaustralia.orgVIC data https://www.ndis.gov.au/about-us/publications/quarterly-reports 
80 COAG Disability Reform Council Performance Report - Victoria 30 June 2019. 
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program. This service was designed in close consultation with key stakeholders in each 

subregion to provide ongoing community based support to those who do not have other 

appropriate service options within the existing system. STEPMI provides clinical care 

coordination, family inclusion and support, regular review of progress towards personal goals, 

periodical monitoring of physical and mental health, optimised medication planning, 

psychosocial interventions aligned to treatment needs, and risk monitoring. This program is 

ongoing.  

Suicide prevention 

With the exception of previous suicidal behaviour, mental illness is the number one risk factor 

for suicidality81. Indeed, in 2007, mental health services were accessed by 58.6% of 

Australians who reported any form of suicidality and 73.4% who made a suicide attempt82. 

This highlights the need for both better suicide prevention services and better outreach for 

individuals experiencing suicidality. Although some providers in the Western Victoria PHN 

region offer unlimited counselling sessions for suicide prevention, there remains a need for all 

mental health services to have the capacity to deal with people who are suicidal. Accessible 

24-hour (when support is often most needed) acute and crisis services also play a key role in 

suicide prevention. In this regard, Lifeline and Beyond Blue crisis lines have been praised as 

useful after-hours services when there is an unwillingness to go to emergency department for 

mental health issues83.  

In 2013, the ambulance attendance rates per 100,000 people for suicide attempt in the 

Western Victoria PHN region were highest in Horsham Rural City (150-179), Moorabool Shire 

(130-149), and Yarriambiack Shire (110-129) LGAs. The ambulance attendance rates for 

suicidal ideation per 100,000 population were highest in Warrnambool City (150-199), 

Borough of Queenscliff, City of Ballarat, Horsham Rural City, and Ararat Rural City (all 120-

149) LGAs84. While this highlights an increased need for suicide prevention services in these 

areas, the higher rates of suicidal behaviours not resulting in suicide among females makes it 

difficult to compare ambulance attendance rates with the number of deaths by suicide. The 

number of hospitalisations for intentional self-harm is discussed at the end of the 

‘Hospitalisations’ section below. 

 

81 Yoshimasu, K et al., 2008. Suicidal risk factors and completed suicide: meta-analyses based on psychological 
autopsy studies. Environmental health and preventive medicine, 13(5), 243–256.  
82 Slade et al, 2009. The Mental Health of Australians 2. Report on the 2007 National Survey of Mental Health 
and Wellbeing. Department of Health and Ageing, Canberra. 
83 Mental Health and Suicide Prevention Consultations, 2019 
84 Turning Point, 2015. Self-harm and mental health related ambulance attendances in Australia 2013 
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In the Western Victoria PHN region, there are currently funded place based suicide prevention 

trials in Ballarat and the Great South Coast subregion. Developing these programs involved 

consultations with service providers, people with lived experience of suicide, and community 

members. In Ballarat the strategies and activities being undertaken to reduce suicide attempts 

and deaths is reportedly hindered by a lack of integration across the suicide prevention 

system, coordination of resources to ensure greatest effect and impact, knowledge of service 

availability, and service access85. This analysis is congruent with the Fifth National Mental 

Health and Suicide Prevention Plan where the current approach to suicide prevention was 

described as fragmented with a lack of clarity about which services are most effective and 

efficient.  

In the Great South Coast subregion, the pathways for the care of people after a suicide attempt 

was described as problematic, particularly in more rural areas. There was also requests to 

build the capacity of General Practitioners with suicide specific training and provide ongoing 

professional development for ‘gatekeepers’ who manage access to services, and the staff in 

contact with consumers but not directly involved in their treatment. The implementation of 

social and emotional wellbeing programs in schools has been well received but there is little 

coordination or connection with other suicide prevention activities. Community campaigns for 

suicide prevention have been supported by media coverage including  “Mindframe” training 

for media professionals on suicide awareness. However uptake of strategies has been 

sporadic and limited to Warrnambool85.  

Hospitalisations  

The three most common groups of mental health conditions requiring overnight hospital 

treatment in 2015-16 were psychotic disorders, drug and alcohol use, and intentional self-

harm. The rate of overnight hospitalisations for mental health conditions in the Western 

Victoria PHN region was the third lowest of all PHNs in Australia86. In addition, the number of 

bed days (length of stay) were also below state and national averages for a number of common 

mental illnesses but the number of overnight hospitalisations were relatively high in some 

SA3s throughout the Western Victoria PHN region. For instance, the number of bed days per 

10,000 people for anxiety and stress was lower than the National (128) and Regional (139) 

rates in all SA3s in Western Victoria PHN region, whereas overnight hospitalisations were 

above the National average (14) in Glenelg-Southern Grampians (17) Grampians (16) and 

Creswick-Daylesford-Ballan (15) SA3s. Similarly, the number of hospitalisations per 10,000 

 

85 Community and Service Provider Consultations, 2016 
86 Healthy Communities: Hospitalisations for mental health conditions and intentional self-harm in 2015-16, 
AIHW 
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people for depressive episodes was higher than the National (12) and Regional (14) rates in 

Maryborough-Pyrenees (17) and Grampians (15) SA3s but the number of bed days lower than 

the National and Regional rates in all SA3s in the Western Victoria PHN region. Rates for 

psychotic disorders showed a different trend, with a lower number of overnight hospitalisations 

per 10,000 people than the Victorian average (19) throughout the Western Victoria PHN 

region, except for Maryborough-Pyrenees SA3 (20) but a higher number of bed days than the 

regional (447) and overall (471) Australian averages in Glenelg-Southern Grampians (509) 

and Ballarat (479) SA3s. For bipolar and mood disorders, overnight hospitalisations per 

10,000 people were above the national average (11) in Barwon-West (24) and Maryborough-

Pyrenees (13) while the number of bed days were only above the national average (190) in 

Maryborough-Pyrenees (206)87. 

In 2015-16, the number of hospitalisations for intentional self-harm per 10,000 people was 

lower than the National (17) and Regional (21) rates in all SA3s within Western Victoria PHN 

region except for Grampians (25) and Maryborough-Pyrenees (18)87. From 1999 to 2012, 

females recorded higher rates of hospitalisation due to intentional self-harm than males and 

in 2011-12, the age adjusted rate of hospitalisation due to intentional self-harm per 100,000 

population was approximately 1.75 times higher for females (156.6) compared to males (89.4) 

across Australia88. The increased rates of female hospitalisations for suicidality and the 

increased prevalence of deaths by suicide among males, makes comparisons of suicidality 

rates difficult.  

Rural and remote areas 

In the Western Victoria PHN region, the proportion of the population accessing MBS 

subsidised mental health services decreased by remoteness, with the highest rates in 

metropolitan (8.0%) and inner regional (7.1%) areas and the lowest in outer regional (5.5%) 

and remote (2.7%) regions89. In 2013-14, the SA3s with the lowest number of MBS-funded 

services for the preparation of mental health treatment plans by general practitioners were 

Grampians (3,657 per 100,000 population) and Glenelg-Southern Grampians (4,318 per 

100,000 population)90. Despite an overall decrease in rates of treatment with remoteness, 

females in rural areas (23.6%) are more likely to access mental health services compared 

 

87 Healthy Communities: Hospitalisations for mental health conditions and intentional self-harm in 2015-16, 
AIHW 
88 AIHW, 2014. Suicide and hospitalised self-harm in Australia: trends and analysis. Injury research and 
statistics series no. 93. Cat. no. INJCAT 169. Canberra: AIHW. 
89 The characteristics of people using mental health services and prescription medication. The Mental Health 
Services-Census Integrated Dataset, 2011 
90 Australian Commission on Safety and Quality in Health Care, 2015. The First Australian Atlas of Healthcare 
Variation. Local area data tables. 
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females in metropolitan areas (19.0%) but there is no effect on location for males in Victoria91. 

This suggests that males in rural and remote areas are an underserviced group. 

Access to mental health services was more likely to be considered poor in Southern 

Grampians Shire (58.6%), West Wimmera, Hindmarsh, and Yarriambiack Shire (57.2%), 

Ararat Rural City, Horsham Rural City, Northern Grampians, and Pyrenees Shire (46.6%), and 

Colac Otway Shire (42.6%) compared to the rural and regional averages in Victoria (39.3%) 

and Australia (42.2%)92. Interestingly, in the Western Victoria PHN region, the proportion of 

people accessing PTS was lowest in Central Goldfields Shire (0.10%), Glenelg Shire (0.11%), 

Southern Grampians Shire (0.12%), Pyrenees Shire (0.12%), and the Borough of Queenscliff 

(0.18%) and not more remote LGAs. Similarly, the number of full-time equivalent psychologists 

per 100,000 persons was lowest in Maryborough-Pyrenees (18.1), Surf Cost-Bellarine 

Peninsula (24.3), and Grampians (38.6) SA3s, with the overall Western Victoria PHN region 

(80.4) also below the Victorian average (99.3)93. 

Barriers to accessing mental health services in rural communities in 2016 included a lack of 

access to high acuity services and after-hours support, concerns about privacy and not 

wanting to be seen accessing services, poor local capacity and support from major regional 

hospitals to deal with crises, and low mental health literacy94. An increased presence of mental 

health professionals in rural areas could overcome these barriers but it is difficult to recruit 

and/or access psychiatrists in rural areas, particularly the far west of the Western Victoria PHN 

region. These recruitment issues may be due to a lack of clinical supervision and financial 

incentives for health professionals to relocate for part-time and short-term positions95.  

In 2017, long waitlists and limited access to mental health services was still a key issue in rural 

areas with a focus on gaps around counselling services and treatment for children and 

youths96. In 2018, the primary concerns were the lack of services for mild to moderate mental 

illness, low mental health literacy among the community and service providers, poor 

knowledge of available mental health services, and limited connections between service 

providers. To address these issues, it was suggested that GPs, and nurses who are typically 

the first point of contact for mental health concerns, need additional skills and support to assist 

in the management of mental illness97. In rural areas where there are fewer general 

 

91 Victorian Population Health Survey, 2014 
92 Regional Wellbeing Survey, 2016 
93 Australian Department of Health, National Health Workforce Dataset, 2016 
94 Community and Service Provider Consultations, 2016 
95 Great South Coast and Wimmera Grampians Community Advisory Councils, 2016 
96 Great South Coast Clinical Advisory Council 2017 
97 Community and Service Provider Consultations, 2018 
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practitioners, nurses at health services were often the first point of contact for those seeking 

mental health treatment98. 

In 2019, the top issues in rural areas were the lack of available of services and concerns about 

stigma and anonymity. Clients who can afford to travel and pay for services have a chance to 

overcome these barriers, but low mental health literacy, a lack of knowledge of local referral 

pathways, and poor collaboration between services to help consumers find the care that is 

best for them continue to affect everyone in rural communities. There are shared concerns 

among the community and service providers that these barriers may cause people to withdraw 

from the mental health system and develop more serious illness99. This suggestion is 

supported by the Fifth National Mental Health and Suicide Prevention Plan which reported the 

lack of available early intervention and primary mental health services in regional and rural 

areas results in people presenting at a more advanced stage of illness.  

Priority groups 
Some of the key factors that influence mental health are age, gender, sexuality, family 

dynamics, and cultural background100. Discrimination based on these factors could explain, at 

least in part, the increased prevalence of mental illness in some groups. Indeed, people with 

mental illness are almost twice as likely to have reported experiencing some form of 

discrimination (29%) compared to those without a mental illness (16%)101. Another explanation 

for the disparity in metal health between groups is a lack culturally or otherwise appropriate 

community services for mental illness102. The specific considerations of the following priority 

groups identified by the Fifth National Mental Health and Suicide Prevention Plan, Victoria’s 

10-year Mental Health Plan, and/or Western Victoria PHN consultations, are discussed below.  

Aboriginal and/or Torres Strait Islander people     

Aboriginal and/or Torres Strait Islander people experience poorer mental health compared to 

non-indigenous Australians103. Indeed, Aboriginal and/or Torres Strait Islander people in 

Victoria (Figure 3.40) report rates of high or very high levels of psychological distress (37.5%) 

at more than three times the national average (12.3%)104. In addition, the national mortality 

rate from suicide for Aboriginal and/or Torres Strait Islander Australians (24.0 per 100,000) is 

 

98 Community and Service Provider Consultations, 2016 
99 Mental Health and Suicide Prevention Consultations, 2019 
100 National Mental Health Commission. Contributing Lives, thriving communities, 2014 
101 General Social Survey: Summary Results, Australia, 2014, ABS 
102 Service provider consultations for the development of a stepped care approach for primary mental health 
services 2016 
103 Australian Burden of Disease Study, Impact and causes of illness and death in Aboriginal and Torres Strait 
Islander people 2011, AIHW 
104 National Aboriginal and Torres Strait Islander Survey, Australia, 2014-15, ABS 
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more than double the rate of non-indigenous Australians (11.2 per 100,000)105. As such, 

mental health has been identified as the number one health issue for Aboriginal and/or Torres 

Strait Islander people in the Western Victoria PHN region106. 

 

Figure 3.40. The Aboriginal population as a proportion (%) of the total population, 2016. 
Source: Social Health Atlas of Australia 2019, PHIDU. 

 

105 Aboriginal and Torres Strait Islander Health Performance Framework 2017, analysis of National Morbidity 
Database, AIHW 
106 Community and Service Provider Consultations, 2016 
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Despite higher rates of mental illness, Aboriginal and/or Torres Strait Islander people make 

fewer MBS claims per 1,000 people for psychologists (133) and psychiatrists (52) compared 

to the non-indigenous rates of 200 and 97, respectively107. In contrast, the rate of state-based 

specialised community mental health service contacts per 1,000 population for in Victoria 

2014-15, was over three times higher for Aboriginal and/or Torres Strait Islander people (865) 

than the non-indigenous population (283)108. These findings suggest that the Aboriginal and/or 

Torres Strait Islander population are not accessing primary mental health services which could 

contribute to the increased prevalence of mental illness among indigenous Australians.  

Aboriginal Community Controlled Health Organisations (ACCHOs) have identified the impact 

of trauma, lack of transport options, culturally safe services, outreach models, and the cost of 

services as barriers to accessing mental health treatment. Similarly, the Fifth National Mental 

Health and Suicide Prevention Plan highlighted the cost of services, the cultural competence 

of the service, remoteness and availability of transport, and the attitudes of staff as barriers 

faced by Aboriginal and/or Torres Strait Islander people. The Working Together book109 also 

recognised that trauma can compound across generations leading to physical, mental, 

emotional, spiritual, and social distress. This led to recommendations to enhance the skills, 

knowledge, and behaviour of non-Aboriginal and/or Torres Strait Islander mental health staff 

through cultural capability training. 

In 2014-15, the Aboriginal and/or Torres Strait Islander hospitalisation rate for mental health 

conditions per 1,000 population in Victoria (24.4) and Australia (29.1) was almost double that 

of the non-indigenous population, Victoria 15.5 and Australia 15.9 per 1,000 population. 

Furthermore, between 2004-05 and 2014-15 hospitalisations for mental health conditions in 

Victoria increased 22 % for the Aboriginal and/or Torres Strait Islander population and 

decreased 23.5% for the non-indigenous population110. This trend is also found at the local 

level where hospital admissions for mental health related conditions for Aboriginal and/or 

Torres Strait Islander people in the Warrnambool Indigenous Area (2,731 per 100,000) are 

significantly higher than the Victorian regional and rural rate (1,647)111. These findings further 

 

107 Aboriginal and Torres Strait Islander health performance framework 2017: supplementary online tables. 
Cat. no. WEB 170. Canberra: AIHW. 
108 Aboriginal and Torres Strait Islander health performance framework 2017: supplementary online tables. 
Cat. No. WEB 170. Canberra: AIHW 
109 Dudgeon et al, 2014. Working Together: Aboriginal and Torres Strait Islander Mental Health and Wellbeing 
Principles and Practice. 
110 Aboriginal and Torres Strait Islander health performance framework 2017: supplementary online tables. 
Cat. no. WEB 170. Canberra: AIHW 
111 Compiled by PHIDU using data from the AIHW, supplied on behalf of State and Territory health 
departments for 2012-13 to 2014-15; and the estimated resident population in Indigenous Areas and for 
Australia in 2011 developed by Prometheus Information Pty Ltd, under a contract with the Australian 
Government Department of Health 
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highlight the need to provide appropriate primary mental health services to the Aboriginal 

and/or Torres Strait Islander population.  

In 2018, mainstream mental health service providers reported that only a limited number of 

sessions were being delivered to Aboriginal and/or Torres Strait Islander clients despite the 

implementation of strategies to engage local indigenous populations. In this regard, the 

transfer of care between ACCHOs and mainstream mental health services was also 

considered to be adversely impacted by a lack of communication between providers and 

recognition of the knowledge and expertise of ACCHO staff. Some service providers also 

suggested there are cultural-specific access issues to psychosocial and disability support 

services for Aboriginal and/or Torres Strait Islander people. These providers have since begun 

working closely with the local ACCHOs to increase access112.  

ACCHO consultations in 2019 revealed that Western models of mental health treatment are 

still failing to reach Aboriginal and/or Torres Strait Islander people because of the different 

needs of indigenous communities. Indeed, there is a reluctance to access mainstream mental 

health services due to previous bad experiences and long waitlists or referrals. Furthermore, 

poor socioeconomic factors, such as housing, finances, and education, are still present in 

Aboriginal communities which start and perpetuate the cycle of poor health. While stigma is 

changing and seeking help is more accepted, clients will travel to avoid being seen or avoid 

seeking help if travel is not feasible. In this regard, there is lack of psychologists, adult drop-

in centres, and workers who understand the community. While Headspace and Beyond Blue 

services are useful to indigenous populations, children in families with significant mental health 

issues, youth returning from rehabilitation, men who want to see a male community health 

worker, and victims of domestic violence still miss out. Flexible delivery services including 

outreach services with home visits, a specialised trauma/acute care centre, skilled staff to 

incorporate culture in treatment and training programs, and a men’s group were suggested to 

combat these challenges113.   

Aged Care Residents 

Although individuals aged over 65 years of age suffer less mental illness than younger 

people114, Australians living in residential aged care facilities are reported to experience 

depression and anxiety at higher rates than the Australian average. Indeed, 86% of residents 

in residential aged care facilities in 2018 were diagnosed with at least one mental health or 

 

112 ACCHO Consultations, 2018 
113 ACCHO Mental Health and Suicide Prevention Consultations, 2019 
114 Slade et al, 2009. The Mental Health of Australians 2. Report on the 2007 National Survey of Mental Health 
and Wellbeing. Department of Health and Ageing, Canberra. 
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behavioural condition, with depression being the most common (49%)115. Aged care workers 

identified the low availability of psychologists, lack of government funding for mental health 

services and training of aged care staff to detect depression and anxiety as the most important 

barriers for aged care residents116. Aged care providers in Geelong-Otway, Ballarat-

Goldfields, and Great South Coast have also expressed concerns about the lack of access for 

residents to psychological supports. Providers in Ballarat-Goldfields suggested that multi-

disciplinary teams, including geriatricians and psychologists, could be formed to assist people 

living in aged care facilities with mental health issues117. 

Culturally and linguistically diverse people (including refugees and asylum 
seekers)  

Culturally and linguistically diverse (CALD) individuals can experience unique mental health 

challenges such as a lack of social supports, discrimination, a sense of displacement, and 

recovery from trauma in those with a refugee or asylum seeker background118. Barriers to 

mental health services for refugees and asylum seekers in the Geelong region include a lack 

of treatment options and information about mental health services, language barriers, slow 

timeframes for referrals, and the engagement with police instead of mental health 

professionals119. Another study on the health experiences of individuals with refugee 

backgrounds from Geelong identified stigma, taboos, and reticence of mental health issues 

as barriers to accessing treatment120. These studies are important as the City of Greater 

Geelong has the highest proportion of people born in predominantly non-English speaking 

countries in the Western Victoria PHN region (Figure 3.41). Service providers in Melbourne 

(which has the highest proportion of CALD people in Victoria) reported the lack of culturally 

appropriate mental health services that can accommodate different cultural perspectives as a 

barrier for people with a refugee background120. Despite identifying the challenge of delivering 

services using interpreters at service provider consultations in 2016, CALD clients requiring 

an interpreter were still identified as people who miss out at the 2019 service provider 

consultations in the Western Victoria PHN region.  

 

115 AIHW, 2018 
116 Stargatt et. Al, 2017. The availability of Psychological Services for Aged Care Residents in Australia: A Survey 
of Facility Staff, Aust Psychol, 52: 406-413. 
117 Western Victoria Primary Health Network, Aged Care Scoping Study 2019: Interim Report 
118 Working with culturally and linguistically diverse (CALD) adolescents, Aus. Institute of Family Studies 
119 Carroll, C. 2018. Working with Us-for us 
120 Tyrrell, L., et al., 2016, Talking about health and experiences of using health services with people from 
refugee backgrounds, Victorian Refugee Health Network: Melbourne  
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Figure 3.41. Proportion (%) of population born in predominantly non-English speaking 
countries, 2016. Source: LGA statistical profiles, 2015, DHHS. 

Lesbian Gay Bisexual Transsexual and Intersex people 

Mental illness is the most commonly diagnosed condition among Lesbian, Gay, Bisexual, 

Transgender, and Intersex (LGBTI) people. Australians with same-sex attraction are twice as 

likely to report high or very high levels of psychological distress and anxiety disorders 
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compared to heterosexual Australians121. Furthermore, LGBTI people experience depression 

at four to six times that of the general population122 and attempt suicide at a rate four times 

higher than those identifying as straight123. There is an increasing awareness of LGBTI mental 

health by youth124 and service providers125 across the Western Victoria PHN region. 

Suggestions to combat the prevalence of mental illness in the LGBTI community include the 

introduction of outreach models and mandatory implementation of the “Rainbow Tick” program 

for services receiving PHN, state, and/or federal funding125. 

People with an intellectual disability      

Like the increased risk of mental illness that accompanies many physical conditions (Figures 

3.16 to 3.18 above), individuals with an intellectual disability are more than twice as likely to 

have a mental illness than the general population126. In addition, people with a disability may 

have unique needs when accessing mental health services and this is often not acknowledged 

in Australian policies127. Although studies have shown that mental illnesses such as 

schizophrenia are three times more common among individuals with an intellectual disability, 

mental illness can be difficult to identify, particularly in those with poor communication abilities. 

Indeed, around 85% of the estimated 500,000 Australians with an intellectual disability have 

a mild cognitive impairment and may not require support services. Strategies to address the 

burden of mental illness among individuals with an intellectual disability include strengthening 

the evidence base, workforce capabilities, and policies, and improving detection, assessment, 

and treatment for mental illness128.  

Prisoners       

Individuals with mental illness are over-represented in the justice system, as offenders, 

victims, and people in need of assistance129. In Australia’s criminal justice system, 49% of 

sampled detainees had a diagnosable mental disorder, 2.5 times higher than the 12-month 

 

121 National LGBTI Health Alliance. Sydney; Smith, E et al. (2014). From Blues to Rainbows: Mental health and 
wellbeing of gender diverse and transgender young people in Australia. Melbourne: The Australian Research 
Centre in Sex, Health, and Society 
122 Rosenstreich, 2011. LGBTI people mental health and suicide, Private Lives 2 (2012) and Tranznation Report 
(2007) 
123 National Mental Health Commission. (2013). A Contributing Life, the 2013 National Report, Card on Mental 
Health and Suicide Prevention. NMHC, Sydney 
124 Headspace Youth Consultations: Report for the Office for Youth, October 2015 
125 Community and Service Provider Consultations, 2016 
126 Department of Developmental Disability Neuropsychiatry, 2014. Accessible mental health services for 
people with an intellectual disability 
127 Making Mental Health Policy Inclusive of People with Intellectual Disability, UNSW 
128 Intellectual disability, 10-year mental health plan technical paper, DHHS 
129 Department of Health and Human Services, 2015. Victoria’s 10-year Mental Health Plan 
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prevalence rate of mental disorders in the general population130 including a disproportionate 

number of Aboriginal Australians with unique needs131. There are four prisons in the Western 

Victoria PHN region. 

Rural and remote communities 

As discussed above, rural and remote communities have an increase burden of suicide across 

Australia132 and the estimated lifetime prevalence of anxiety and depression in Victoria 

(28.7%) is higher than metropolitan areas (22.8%)133. Local Health and Wellbeing plans from 

local Councils in rural regions have noted decreased social connectedness and isolation, 

ageing populations, impact of drought conditions on farming communities, and alcohol and 

other drug use as contributing factors to mental illness. The key identified barriers to mental 

health treatment and proposed strategies to combat mental illness in rural and remote 

communities are discussed in the Rural and remote areas subsection above.  

Serving and ex-serving Australian Defence Force personnel 

Australian Defence Force (ADF) personnel have higher rates of anxiety, depression, and 

suicidality than the general population134. For instance, between 2002 and 2015, the age 

adjusted suicide rate among ex-serving ADF males was 14% higher than the Australian male 

average. Women in the ADF may also be at higher risk of suicidality, but the limited number 

of serving and ex-serving females has prevented detailed analysis135.  

The primary reasons attributed to the increased rates of mental illness among ADF personnel 

include the adoption of values, beliefs, and attitudes that are uncommon in the general 

population and the profound impact of events that happened under life-threatening 

situations136. Specific risk factors for suicide include involuntary discharge, short length of 

service, and discharge at rank other than commissioned officer137. To combat mental health 

issues in serving and ex-serving ADF personnel, the Department of Veteran’s Affairs (DVAs) 

Veteran Mental Health Strategy has established a person-centred approach to promote 

mental health and wellbeing, strengthen partnerships and workforce capacity, enable a 

 

130 Forsythe and Gaffney, 2012. Mental disorder prevalence at the gateway to the criminal justice system. 
Australian Institute of Criminology 
131 ACCHO Mental Health and Suicide Prevention Consultations, 2019 
132 Australian Burden of Disease Study: Impact and causes of illness and death in Australia 2011, AIHW, 2016 
133 Victorian Population Health Survey 2014 
134 McFarlane et al, 2011. Mental health in the Australian Defence Force 
135 : Incidence of suicide in serving and ex-serving Australian Defence Force personnel: detailed analysis 2001-
2015 
136 Understanding the veteran experience | At Ease 
137 Incidence of suicide in serving and ex-serving Australian Defence Force personnel: detailed analysis 2001-
2015, AIHW 
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recovery culture, build the evidence base, and ensure quality care138. This is being 

implemented by the DVA through the At Ease, Operation Life, and Open Arms programs.  

Survivors of trauma 

Trauma is widespread amongst individuals who use mental health services and often has 

persistent adverse effects on treatment139. Risks of experiencing trauma increase after 

exposure to accidents, crime, domestic violence, natural disasters, and terrorist attacks. 

Populations at high risk of trauma include front-line personnel in the Australian Defence Force, 

police, health, fire, and rescue services, refugees, indigenous communities, and people 

exposed to high levels of conflict, violence and/or discrimination. The experience of childhood 

trauma, particularly sexual abuse, also greatly increases the risk of mental illness140. Service 

provider consultations across the Western Victoria PHN region identified the complex needs 

of trauma in people with mental health conditions. Indeed, due to variations in the nature and 

individual impact of trauma, survivors of trauma benefit from an individualised approach to 

treatment that involves talking to someone about the traumatic experience, being heard 

empathetically and without judgment, being believed, accessing information and support, and 

avoiding further trauma141. 

 

 

138 Veteran Mental Health Strategy: a ten year framework, DVA 
139 Commonwealth of Australia, 2017. The Fifth National Mental Health and Suicide Prevention Plan 
140 Australian Institute of Family Studies, 2013. The long term effects of child sexual abuse 
141 Trauma and mental health, 10-year mental health plan technical paper, DHHS 
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Chapter 4: Alcohol and Other Drugs 

The consumption of alcohol and other drugs (AOD) increases the rates of mental illness, 

pregnancy complications, infectious diseases, injuries, and mortality1. In 2019, the use of 

tobacco (9.3%), alcohol (4.5%), and illicit drugs (2.7%) contributed to 16.5% of the total burden 

of disease in Australia.2 In line with the terminology used by Department of Health (2017) and 

the National Drug Strategy 2017-2026, the term ‘other drugs’ refers to both illicit drugs and the 

misuse of pharmaceutical drugs. The prevalence of AOD (along with tobacco) is discussed 

below, followed by treatment services, social determinants, priority groups, and consultation 

findings.   

 

Snapshot  

• Alcohol, amphetamines, and cannabinoids are the primary substances of concern 

throughout Australia. 

• In the Western Victoria PHN region, cannabinoids dominate as the primary drug of concern 

in those aged 16-20 years, amphetamines in those aged 20-25 years, and alcohol in those 

31 years of age and over. 

• Horsham Rural City recorded  double the ambulance attendances for potential 

pharmaceutical misuse and alcohol intoxication compared to the Victorian average.  

• Residents in the Borough of Queenscliff (80.1%), Surf Coast Shire (79.7%), and 

Warrnambool City (71.8%) had the highest lifetime risk of alcohol-related harm compared 

to Victoria (59.2%). 

• The LGAs with the highest rates of assaults during high alcohol hours in 2015-16 were 

Yarriambiack Shire (34.0 per 10,000), Horsham Rural City (28.3 per 10,000), and Ararat 

Rural City (22.7 per 10,000). 

• Mental illness among individuals in AOD treatment programs ranges from 50-76% 

compared to 15-20% in the general population.  

 

1 National Drug Strategy 
2 Australian Institute of Health and Welfare. Alcohol, tobacco & other drugs in Australia. 2019: Available from: 

https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-
australia/contents/impacts/health-impacts. 

https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impacts/health-impacts
https://www.aihw.gov.au/reports/alcohol/alcohol-tobacco-other-drugs-australia/contents/impacts/health-impacts
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• A higher proportion of Aboriginal and Torres Strait Islander people smoked tobacco, 

undertook lifetime risky alcohol consumption, and used cannabis compared to non-

Indigenous Australians. 

• illicit drug use was 42% among people identifying as homosexual/bisexual compared to 

15% among those identifying as heterosexual. 

Catchment areas  

State-funded AOD services are divided into catchment areas based on the Department of 

Health and Human Services (DHHS) operating areas3. There are three AOD catchments 

within the Western Victoria PHN region (Table 4.1). The Wimmera South West catchment is 

a combination of the previous Wimmera and Great South Coast catchments. In the Western 

Victoria PHN region, clients typically flow from west to east, following the major highways, 

resulting in clients from the Wimmera accessing services in Horsham and Ballarat, and clients 

from the South West accessing services in Warrnambool and/or Geelong. As AOD service 

catchment areas align with LGA boundaries but not subregions of SA3s, data will be presented 

by LGA when available. 

  

 

3 https://www2.health.vic.gov.au/alcohol-and-drugs/aod-service-standards-guidelines/aod-program-
guidelines/catchment-based-planning-guide-aod 
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Table 4.1. AOD service catchment areas in the Western Victoria PHN region.  

AOD Catchment area LGAs 

Barwon 

 

Borough of Queenscliffe 

City of Greater Geelong 

Colac Otway Shire 

Surf Coast Shire 

Central Highlands 

Ararat Rural City 

City of Ballarat 

Golden Plains Shire 

Hepburn Shire 

Moorabool Shire* 

Pyrenees Shire 

Wimmera South West 

Corangamite Shire 

Glenelg Shire 

Hindmarsh Shire 

Horsham Rural City 

Moyne Shire 

Northern Grampians Shire 

Southern Grampians Shire Warrnambool City 

Council  

West Wimmera Shire 

Yarriambiack Shire 

*a section of Moorabool Shire LGA lays outside the Central Highlands AOD Catchment area. 

LGA, local government area. 

Prevalence of alcohol and other drug use 
Nationally, the proportion of illicit drug use has been stable between 2013 and 2016. In recent 

data on illicit drug use for people aged 14 years or older in Victoria, however, there was an 

increase from 13.7% in 2010 to 15% in 2016. In addition, consumption of nicotine, alcohol, 

methylamphetamine, methylenedioxymethylamphetamine (MDMA - ecstasy), 

methylenedioxyamphetamine (MDA), oxycodone, fentanyl, and cannabis was greater in rural 
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and regional areas compared to capital cities4. Furthermore, regional Victoria recorded the 

highest level of average consumption of methylamphetamine in Australia. 5 Within the Western 

Victoria PHN region the proportion of illicit drug use lies in between the Victorian and 

Australian averages at 14%.6  

 

Among the current clients of state-funded AOD services across the Western Victoria PHN 

region, the top five drugs of concern include alcohol (38-40%), amphetamines (29%), 

cannabinoids and related drugs (26%), semisynthetic opiate analgesics (4-5%), and other 

stimulants and hallucinogens (2%). The relative concern attributed to these substances was 

similar in 2016-2017 and 2017-2018 (Figure 4.1). Commonwealth-funded AOD services also 

list these substances in this order as the primary drugs of concern (Figure 4.2). The top three 

primary drugs of concern vary according to age, with cannabinoids dominate as the primary 

drug of concern in those aged 16-20 years, amphetamines in those aged 20-25 years, and 

alcohol in those 31 years of age and over (Figure 4.3 and 4.4).  

 

 

Figure 4.1. Top 5 drugs of concern in the Western Victoria PHN region (State funded AOD 

service), 2016-17 and 2017-18. Source: Victorian Agency for Health Information (VAHI). 

 

4 The National Wastewater Drug Monitoring Program, August 2019 
5 National Wastewater Drug Monitoring Program 
6 NDSHS data tables Chapter 7, 2016 
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Figure 4.2. Top 5 drugs of concern in the Western Victoria PHN region (Commonwealth 

funded AOD service), 2017-18. Source: Victorian Agency for Health Information (VAHI). 

 

 

 

Figure 4.3. Primary drugs of concern by age in the Western Victoria PHN region, 2018-2019 

(State based Services). Source: Victorian Agency for Health Information (VAHI). 
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Figure 4.4. Top 3 Primary drugs of concern by age in the Western Victoria PHN region, 2018-
2019 (Commonwealth AOD services). Source: WVPHN. 

Alcohol 
Nationally, alcohol is the most frequently consumed substance at risky levels. However, daily 

consumption of alcohol by those aged 14 years and above, decreased from 7.2% in 2010 to 

5.9% in 2016 across Australia.7 In the Western Victoria PHN region, eight of the ten local 

government areas comprising the Wimmera South West catchment area have higher rates of 

increased lifetime risk of alcohol-related harm than Victoria. The LGAs of Corangamite Shire, 

Glenelg Shire, Moyne Shire, and Warrnambool City also have higher rates of alcohol only 

related hospital admissions per 10,000 population than the Victorian average.  

 

The estimated proportion of adults at increased risk of alcohol-related injury on at least one 

occasion was higher than the Victorian average in all LGAs in the Western Victoria PHN region 

except Glenelg Shire. The LGAs found to have the most adults to have consumed alcohol at 

levels placing them at increased risk of alcohol-related injury on at least one occasion during 

2014 were; Borough of Queenscliffe, 59.9% ; Surf Coast Shire, 59.7%, and Warrnambool City, 

57.1%, compared to 42.5% of adults in Victoria (47.8% in rural Victoria).  

 

7 Department of Health National Drug Strategy 2017-2026. 2017 
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Over half of all adults in every LGA in the Western Victoria PHN region have consumed alcohol 

at levels which place them at increased lifetime risk of alcohol-related harm. Furthermore, in 

17 of the 21 LGAs in the Western Victoria PHN region, the estimated proportion of adults at 

increased lifetime risk of alcohol-related harm was higher than that reported for Victoria. Of 

these, residents in the Borough of Queenscliffe (80.1%), Surf Coast Shire (79.7%), and 

Warrnambool City (71.8%) had the highest lifetime risk of alcohol-related harm compared to 

Victoria (59.2%).8 These LGAs also have the highest proportion of adults who have consumed 

alcohol at levels placing them at increased risk of injury at least once a year (Figure 4.5).  

 

Service provider consultations identified alcohol being the biggest issue within community and 

contributing to more violence than amphetamines. This information was supported with data 

indicating that eleven LGAs in the Western Victoria PHN region had rates of assaults during 

high alcohol hours above the Victorian rate of 9.9 per 10,000 people. High alcohol hours are 

between 8pm-6am on Friday or Saturday when alcohol is involved in 65% of incidents during 

these times.9 The LGAs with the highest rates of assaults during high alcohol hours in 2015-

16 were Yarriambiack Shire (34.0 per 10,000), Horsham Rural City (28.3 per 10,000), and 

Ararat Rural City (22.7 per 10,000). 10 These three LGAs also had the highest rates in 2014-

15.  

 

 

8 Victorian Population Health Survey, 2014 
9 Analysis by Turning Point from Victoria Police Law Enforcement Assistance Program (LEAP) 
10 Crime Statistics Agency Data tables – Victoria Police 
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Figure 4.5. Proportion of adults at increased lifetime risk of alcohol-related harm (blue) and 
alcohol-related injury on a single occasion (orange), 2017. Source: Victorian Population Health 
Survey 2017.11 

Smoking 

Service provider consultations have described poor health outcomes and financial impacts of 

smoking in the region. This is supported by national data that identifies a relationship between 

 

11 https://www2.health.vic.gov.au/public-health/population-health-systems/health-status-of-
victorians/survey-data-and-reports/victorian-population-health-survey/victorian-population-health-survey-
2017 
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https://www2.health.vic.gov.au/public-health/population-health-systems/health-status-of-victorians/survey-data-and-reports/victorian-population-health-survey/victorian-population-health-survey-2017
https://www2.health.vic.gov.au/public-health/population-health-systems/health-status-of-victorians/survey-data-and-reports/victorian-population-health-survey/victorian-population-health-survey-2017
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people who smoke and the likelihood of having high/very high psychological distress; being 

diagnosed or treated for a mental health condition; and having low socio-economic status. 

Apart from the Borough of Queenscliffe, all LGAs in the Western Victoria PHN region showed 

higher rates of estimated current smokers 18 years and over than the Victorian average in 

2014-2015 (Figure 4.6). 

 

 

Figure 4.6. Estimated proportion (%) of current smokers aged 18 years and over, 2014-2015. 
Source: Social Health Atlas of Australia, published 2019, http://phidu.torrens.edu.au/social-
health-atlases/data 
 

Misuse of prescription medications  
National data indicates that 4.8% of the adult population misused prescription medication in 
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0.9 per 100,000 (Australian rate was the same) in 2002-06, to 2 per 100,000 in 2012-16, lower 

than the Australian rate of 2.2 per 100,000 in 2012-16.12 This excludes over-the-counter (OTC) 

drugs such as paracetamol, aspirin and other non-opioid analgesics.  

 

All SA3s within Western Victoria PHN have higher opioid prescription rates than Victoria 

(average of 55,414 per 100,000 population) and Australia (55,126 per 100,000). For opioid 

prescriptions dispensed (aged-standardised), the Grampians at 87,775 per 100,000 people 

and Maryborough-Pyrenees at 90,190 per 100,000 people were two of the top three highest 

SA3 in Victoria. The Maryborough-Pyrenees SA3 has the eleventh highest dispensing rate 

within Australia. 13 

 

Service provider consultations in the Western Victoria PHN region identified an increase in the 

misuse of prescription medications. Indeed, Moyne Shire and Yarriambiack Shire had higher 

pharmaceutical related hospital admissions per 10,000 population and Horsham Rural City 

had more than double the rate of pharmaceuticals related ambulance attendances compared 

to the Victorian average.14 

 

Codeine 

Nationally, from 1 February 2018, codeine containing products are no longer available without 

a prescription. These include many analgesics and some cough and cold medications. Service 

provider consultations identified concerns regarding the impact of these changes including:  

• pressure on GPs who have not supported people with codeine addictions previously 

(usually self-monitored),  

• Supporting people going into withdrawal,  

• The capacity and capability of the AOD treatment sector to manage codeine 

dependency.  

SafeScript 

SafeScript is a clinical decision support system that allows doctors and pharmacists to 

access an up-to-the-minute medicine supply history of certain high-risk medicines for their 

patient at the point of consultation. This monitoring aims to reduce the negative impacts of 

misusing prescription medicines and to reduce the negative impacts of using a risky 

combination of different pharmaceuticals. SafeScript was introduced in the Western Victoria 

PHN region in October 2018 and will become mandatory across Victoria from April 2020. 

 

10 National Drug Strategy Household Survey 2016 
13 National opioid pharmacotherapy statistics annual data (NOPSAD) 
14 https://ambostats.org.au/ 

https://ambostats.org.au/
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The high-risk medicines of focus are those for managing pain, opioid dependence, anxiety 

and sleep disorders. Within six months of implementing SafeScript, health professionals at 

more than 400 sites were alerted to around 4,500 patients at risk of harm from overdose due 

to frequenting multiple pharmacies or clinics.  

Illicit Drug Use 

Cannabis 

Nationally, amongst the adult population, the illicit drug most used was cannabis, with a 

reported use over a lifetime of 35%. Concerns around long term cannabis use and 

dependence is due to the potential of significant social, psychological, and physical 

consequences including social and family problems, financial difficulties, poor mental and 

physical health, and cognitive problems. Cannabis use is also linked with mental health 

problems, with the risk of developing psychotic symptoms approximately doubling among 

regular and heavy users.15 Cannabis use in in the last twelve months for people aged 14 years 

or older is lower in Victoria compared to other states or territories at 9.1% in 2013 and 9.9% 

in 2016 compared to Australia – wide at 10.4%.16 Nationally, people identifying that they have 

ever used synthetic cannabinoids has significantly increased from 1.3% in 2013 to 2.8% in 

2016.  

 

Methamphetamines 

Regular and heavy use of methamphetamines has been linked poor dental health, heart, 

kidney and lung problems, stroke, vein problems/damage where drugs are injected, weight 

loss. and sexually transmitted infections due to increased chances of engaging in unprotected 

sex.17 Methamphetamine use remains a concern within the community due to presentations 

of intoxication and reported risks associated with mental health problems (depression, anxiety 

and psychosis), violent and aggressive behaviour, and brain damage.18 Nationally, the use of 

meth/amphetamine significantly decreased from 2.1% in 2013 to 1.4% in 2016; however, the 

use of crystal methamphetamine has had very little change between 2013 (0.85%) and 2016 

(0.80%). Recent meth/amphetamine use for people aged 14 years or older in Victoria, has 

also slightly decreased from 2.3%  in 2010 to 1.5%  in 2016.19 

 

15 Department of Health and Human Services.  Substance misuse and mental illness – dual diagnosis. 2019 
16 Alcohol and Other Drug Treatment Services in Australia 2016-2017. Australian Institute of Health and 
Welfare (AIHW) 
17 McKetin, R., & Black, E. (2014). Methamphetamine: What you need to know about speed, ice, crystal, base 
and meth. Sydney: National Drug and Alcohol Research Centre, University of New South Wales  
18 Turning Point AODstats 2018 available from: https://www.aodstats.org.au 
19 Ibid 
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Ambulance attendances 

Horsham Rural City had around double the ambulance attendances for potential 

pharmaceutical misuse and alcohol intoxication and compared to the Victorian average. In the 

Ballarat Goldfields subregion, the City of Ballarat, Shire of Central Goldfields, and Hepburn 

Shire LGAs also recorded rates of alcohol related ambulance attendances above the Victorian 

average. The Greater City of Geelong, Glenelg Shire, and Colac Otway Shire also had 

significantly higher rates of alcohol related ambulance attendances than the Victorian average 

(Figure 4.7).  

Figure 4.7. Alcohol intoxication related ambulance attendance rate per 10,000 population, 
2017- 2018. Data for the Borough of Queenscliffe is not available. Source: Turning Point AOD 
Statistics 2018. Retrieved from: https://ambostats.org.au/ 
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While all LGAs in the Western Victoria PHN region recorded lower rates for illicit drug related 

ambulance attendances than the Victorian average, LGAs in Ballarat Goldfields and Wimmera 

Grampians sub-regions recorded rates above the Victorian average for pharmaceutical related 

ambulance attendances. There was twice the rate of cannabis-related attendances in 

Horsham than the State average, with significantly higher rates in Ballarat and Warrnambool 

(Table 4.2).  
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Table 4.2. Drug-related ambulance attendances per 10,000 population, 2017-18. 

 Ambulance Attendances 

Area  Illicit Drug 

related  

Pharmaceuti-

cal related  

Amphetamine 

related  

Cannabis 

related  

City of Ballarat 199.2 235 64.8 87 

Central Goldfields Shire 184.5 215.2 84.5 69.2 

Hepburn Shire  83.6 199.2 N/A N/A 

Moorabool Shire 119.4 189.9 33.7 49 

Pyrenees Shire 109.6 164.4 N/A N/A 

Borough of Queenscliffe N/A N/A N/A N/A 

City of Greater Geelong 180.2 215 65 69.2 

Golden Plains Shire  100.3 91.2 41 31.9 

Surf Coast Shire 124.8 105.1 26.3 49.3 

Colac Otway Shire 70.2 149.8 28.1 23.4 

Corangamite Shire 37.2 68.2 N/A N/A 

Glenelg Shire 147 177.4 40.6 86.2 

Moyne Shire 41.9 125.8 0 41.9 

Southern Grampians 87.1 143.2 56 31.1 

Warrnambool City 175.2 175.2 61.3 102.2 

Ararat Rural City 128.1 247.7 N/A N/A 

Hindmarsh Shire N/A 261.3 N/A 0 

Horsham Rural City 161.5 373.4 45.4 106 

Northern Grampians 138.2 181.4 N/A 43.2 

West Wimmera Shire N/A N/A 0 N/A 

Yarriambiack Shire N/A 103.9 0 N/A 
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Victoria 206.6 178.2 62.5 53.6 

Source: Turning Point AOD Statistics 2018. Retrieved from: https://ambostats.org.au/ 
Victorian Statistics: https://amboaodstats.org.au/VicState/ Where LGAs have recorded rates 
significantly above the Victorian average they are in bold font. 
 

Hospital Admissions 

LGAs in the Great South Coast subregion, including Corangamite Shire, Glenelg Shire, Moyne 

Shire, and Warrnambool City, have higher rates of alcohol related hospital admissions per 

10,000 population than the Victorian average. Glenelg Shire and Warrnambool City also have 

higher illicit drug related hospital admissions per 10,000 population than the Victorian average 

while Moyne Shire,and Yarriambiack Shire have higher pharmaceuticals related hospital 

admissions per 10,000 population than the Victorian average (Table 4.3). 

 

  

https://ambostats.org.au/
https://amboaodstats.org.au/VicState/
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Table 4.3. AOD related hospital admissions per 10,000 population, 2016-2017.  

 Hospital admissions 

Area Alcohol-

related  

Illicit drug-

related  

Pharmaceutical-

related  

City of Ballarat 58.3 30.2 25.9 

Shire of Central Goldfields 78.4 23.8 23.1 

Hepburn Shire  47.6 17.4 11.6 

Moorabool Shire 53.6 28.5 14.1 

Pyrenees Shire 38.4 15.1 16.4 

Borough of Queenscliffe 96.4* 27.6 51.7 

City of Greater Geelong 71.1 34.2 21.3 

Golden Plains Shire  35.6 12.3 13.7 

Surf Coast Shire 61.8 15.8 16.1 

Colac Otway Shire 49.2 22.9 8.4 

Corangamite Shire 61.4 26.7 13.6 

Glenelg Shire 75.5 41.1 14.2 

Moyne Shire 62.9 28.8 20.4 

Southern Grampians 46.1 23 16.8 

Warrnambool City 61.6 37.1 13.1 

Ararat Rural City 41 23.1 17.9 

Hindmarsh Shire 47 17.4 12.2 

Horsham Rural City 43.9 15.6 16.2 

Northern Grampians Shire 39.7 19 17.3 

West Wimmera Shire 56.2 25.6 12.8 

Yarriambiack Shire 41.6 19.3 23.8 
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Victoria 59.8 30.8 18.2 

*AOD related hospital admissions 2016-2017 is from AODstats by Turning Point 

https://www.aodstats.org.au/ 

Other Impacts 

In addition to the direct impact of AOD use on ambulance attendance and hospital admission, 

drug related crime has also increased. Throughout Victoria in 2018-19, direct criminal 

incidents with a principal offence of drug offences rose by 8.7%, this was primarily due to 

criminal incidents with a principal offence of drug use and possession (up by 9.2%). 20 For 

61% of these offences, formal charges were laid. Alcohol and other drugs may also be a factor 

in other crime categories such as family violence, property and deception offences, public 

order offences and crimes against the person, adding to the total community cost of the misuse 

of alcohol and other drugs.  

Alcohol and other drug treatment services 
Within Western Victoria, the AOD sector is made up of a diverse range of organisations 

providing services to clients who use alcohol and/or other drugs. There are a range of services 

provided along the treatment continuum from information and early intervention through brief 

intervention and residential programs including state-based AOD treatment services (including 

residential rehabilitation and withdrawal services), Commonwealth-funded AOD services, 

including statewide support programs, the Victorian Aids Council and any residential beds 

such as the Salvation Army extended bed model, PHN funded services, private AOD and 

comorbidity services, primary care providers such as general practice and private counselling, 

hospitals, and social and community services such as housing support services, family 

services, justice services, police and correctional services, and mental health services.  

Overall, in 2017-18, across the Western Victoria PHN region there was a total of 5,880 

treatment episodes, servicing 3,823 individual clients. Current services are providing services 

to predominantly male clients (over 67%) in younger age groups (median age 31-35 years) 

with over a third of clients having a concurrent mental health issue. Approximately 65% of 

clients access services in a major city (Warrnambool, Ballarat, or Geelong) (Table 4.4 and 

Figure 4.11). For Commonwealth based service the percentage of female participants is much 

 

20 Crime statistics Agency Victoria https://ww.crimestatistics.vic.gov.au/crime-statisticslatest-crime-
data/recorded-criminal-incidents page3 

https://www.aodstats.org.au/
https://ww.crimestatistics.vic.gov.au/crime-statisticslatest-crime-data/recorded-criminal-incidents
https://ww.crimestatistics.vic.gov.au/crime-statisticslatest-crime-data/recorded-criminal-incidents
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higher at approximately 50% and there is a slighly lower percentage of Aboriginal and/or 

Torres Strait Islander clients (Table 4.5).  

 

 

Figure 4.11. Victorian Department of Health and Human Services funded AOD treatment 

episodes, 2017-18. 

 

 

  

1617

1562

628

308

232

204

181

145

140

135

130

129

107

94

89

66

34

31

29

10

9

0 200 400 600 800 1000 1200 1400 1600 1800

City of Greater Geelong
City of Ballarat

City of Warrnambool
Glenelg Shire

Colac-Otway Shire
Horsham Rural City

Southern Grampians Shire
Ararat Rural City

Corangamite Shire
Central Goldfields Shire

Moorabool Shire
Moyne Shire

Northern Grampians Shire
Golden Plains Shire

Surf Coast Shire
Hepburn Shire

Hindmarsh Shire
Pyrenees Shire

Yarriambiack Shire
Borough of Queenscliffe

West Wimmera Shire



 

95 

 

Table 4.4. Client demographics State based services – Western Victoria PHN region. 

 2016-17 2017-18 

Median age range 31-35 31-35 

Sex (female) 33.7% 33.9% 

Aboriginal and/or Torres Strait Islander 7.1% 7.1% 

Born in Australia 94.3% 93.8% 

English preferred language 97.0% 96.9% 

Amphetamines as primary drug of concern 25.8% 27.6% 

Concurrent psychiatric clients 35.5% 37.5% 

 

Table 4.5. Client demographics Commonwealth based services – Western Victoria PHN 
region.  

 2018-19 

Median age bracket 31-35 

Sex (female) 49.9% 

Aboriginal and/or Torres Strait Islander 5.8% 

Born in Australia 96.5% 

English preferred language 99.3% 

 

Social determinants of alcohol and drug use 
Addressing any underlying social factors contributing to alcohol and drug use is a necessary 

component of successful treatment. The social determinants of health that have been shown 

to influence alcohol and drug use include housing/homelessness, education, income, 

employment, social support, service availability and access, community safety and crime, and 

family violence. Housing/homelessness and family violence are discussed below while the 

rates of education, income, employment, social support, service availability and access, 

community safety, and crime in the Western Victoria PHN region are discussed in the Social 

Determinants of Health section in the Mental Health Chapter. 

 

Housing/homelessness  

There is a positive correlation between problematic drug and alcohol use and homelessness. 

Interestingly, although 55% of homeless people reported substance use issues in one study, 
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only 17% became homeless as a result of substance use problems. 21With the exception of 

Warrnambool (0.44% and 30.2%), all LGAs in the Western Victoria PHN region have fewer 

homeless persons and households with rental stress less than the Victorian average (0.42% 

and 27.2%, respectively). 

 

Family violence 

It is estimated that between 41-80% of women receiving AOD treatment services have 

experienced violence. Additionally, it is thought that for every adult seeking AOD treatment 

services, there is one child impacted by problematic parental AOD use. Service provider 

consultations identified family violence as a significant community problem. Indeed, over half 

of the LGAs (a total of 13) in the Western Victoria PHN region had definite or possible alcohol 

family violence rates above the Victorian rate of 23.1 per 10,000 in 2015-16. The LGAs of 

Horsham Rural City (82.4 per 10,000), Southern Grampians Shire (69.8 per 10,000), and 

Northern Grampians Shire (67.8 per 10,000) had the highest family incident rate per 100,000 

population in the Western Victoria PHN region (Figure 4.8) although data was not available 

for some areas. Horsham Rural City and Southern Grampians Shire were also in the top three 

LGAs, for alcohol related family violence, 2014 -15.  

 

 

21 Johnson G, Gronda H & Coutts S 2008. On the outside: pathways in and out of homelessness. Melbourne: 
Australian Scholarly Publishing Pty Ltd 
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Figure 4.8. Family incident rate per 100,000 population, 2017-18.   
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While not necessarily affected by physical violence, there are higher percentages of low-

income welfare dependent families with children than the Victorian average across the 

Wimmera South West AOD catchment area. Six of the 10 local government areas have higher 

proportions of low-income, welfare dependent families with children than Victoria proportions 

(Figure 4.9). In the Barwon AOD catchment, the City of Greater Geelong had 10% of welfare 

dependent families and in Colac Otway Shire 9.3% of families were in this category. 

Warracknabeal in the Yarriambiack Shire was identified as an area of significant disadvantage 

with the highest proportion of vulnerable children in the Grampians region.  In 2017, 

Warracknabeal’s first AOD service was launched at Warracknabeal Neighbourhood House, 

run in collaboration with Grampians Community Health and Uniting Wimmera. Services 

continue to be offered at the Neighbourhood House. However, there has been low referral 

rates, possibly due to concerns about the stigma associated with attending AOD services in a 

small town. There has been a lack of community buy-in to promote and support the service.  

 

 

Figure 4.9. Proportion (%) of low income, welfare-dependent families with children. 
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Trauma in children is a risk factor for substance misuse. Adverse childhood 

experiences(ACEs) have been found to be associated with problematic drug use from an early 

age and into adulthood. Research suggests that up to half of young people with substance 

use disorder meet criteria for a diagnosis of post-traumatic stress disorder (PTSD). Compared 

with people who have zero ACEs, people with ACE scores are more likely to use alcohol or 

other drugs and to start using drugs at an earlier age, more likely to use illegal drugs, to report 

addiction and to inject illegal drugs. 

Priority groups 
Engagement with service providers in 2018, identified that Alcohol and Other Drug (AOD) 

pathways are difficult to navigate, especially for vulnerable populations. Challenges in 

supporting clients with comorbidities (including additional physical and mental health 

requirements) and with little or no readiness to change was also discussed. The National Drug 

Strategy 2017-26 identifies priority populations as: Aboriginal and Torres Strait Islander 

people, people with mental health conditions, young people, older people, people in contact 

with the criminal justice system, culturally and linguistically diverse populations and people 

identifying as lesbian, gay, bisexual, transgender, and/or intersex.  

 

Aboriginal and/or Torres Strait Islander People 

Drug and alcohol use is a key risk factor contributing to the health gap between Aboriginal 

and/or Torres Strait Islander people and nonindigenous Australians. Nationally, higher 

proportions of Aboriginal and/or Torres Strait Islander people smoked tobacco, undertook 

lifetime risky alcohol consumption, and used cannabis compared to nonindigenous 

Australians. Consultations with service providers in 2018 identified alcohol and other drug use 

as one of the top three health issues for Aboriginal communities in the Western Victoria PHN 

region. 

 

The most common illicit drug used by Aboriginal and/or Torres Strait Islander people aged 15 

years and over in 2014-15 was cannabis followed by non-medical use of pharmaceutical 

drugs. In Australia, accidental drug-related deaths in 2016 were 20.7 per 100,000 population 

for Aboriginal and Torres Strait Islander people compared to 6.4 per 100,000 for 

nonindigenous Australians. Nationwide, 14.7% of Aboriginal and Torres Strait Islander people 

aged 15 years exceeded the guidelines for alcohol lifetime risk in 2014-15, however, between 

2013 and 2016 there was a national decline in the lifetime risk of alcohol use for Aboriginal 

and Torres Strait Islander people. 
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In total 48% of Aboriginal and/or Torres Strait Islander people aged 15 years and over in the 

Western Victoria PHN region have been found to smoke daily, compared to 42% across 

Australia. Between 2013 and 2015 within the Western Victoria PHN region 45% of Aboriginal 

and/or Torres Strait Islander women smoked during pregnancy. These rates are around three 

times higher than he Victorian average (Figure 4.6). 

 

Adolescents and younger people 

In 2014, the percentage of young people at school who had ever smoked in the DHHS region 

of Barwon was 8.1%, in Central Highlands 7.3% and Western District 6.1% - less than 

Victorian average of 8.3%. However, the percentage who had ever consumed alcohol (more 

than a few sips) was greater in Central Highlands (66.6%) compared to Victoria (59.5%).  

 

Younger people (aged 20-29 years) have been commencing AOD use at an older age since 

2010. This can influence consumption patterns for the better and decrease risks to physical 

and mental health. The health risks are not the only concerns for young people who are AOD 

clients, but factors relating to housing, family relationships, employment and education are 

also negatively affected.  

 

The Youth Support and Advocacy Service (YSAS) has proposed a ten-point plan for young 

people around AOD-related harm. This was proposed to Victorian State Government for a 

funding commitment in August 2018. This consists of the following ten objectives: 

 

1. Prioritise young people who are most at risk  

2. Intervene early to prevent years of unnecessary harm and cost  

3. Focus on proactive engagement and treatment retention  

4. Invest in lasting results – interventions of sufficient intensity and duration  

5. Modify the existing youth AOD service system for greater performance  

6. Further integrate youth AOD services with other youth-specific service systems  

7. Systematic involvement of families and carers  

8. Expand the youth AOD service system to match population growth – targeting growth 

communities  

9. Address chronic under-servicing of young people living in rural and remote 

communities  

10. Improve service co-ordination and planning to meet the changing AOD-related needs 

of youth population   
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Culturally and linguistically diverse people (including 
refugees and asylum seekers) 

People from culturally and linguistically diverse (CALD) backgrounds living in Australia may 

be at increased risk of developing alcohol and other drug problems. This may be due to factors 

such as previous experiences of trauma, grief and loss, language barriers, family stressors, 

unemployment, and limited access to culturally appropriate services. The proportion of CALD 

individuals living in the Western Victoria PHN region is discussed in the Culturally and 

Linguistically Diverse people (including refugees and Asylum Seekers) section in the Mental 

Health Chapter.   

 

Gamblers 

There is a strong correlation between substance use and problem gambling and while some 

LGAs in the Western Victoria PHN region are ‘gambling free’, Horsham Rural City, 

Warrnambool City and the City of Greater Geelong have higher gaming machine expenditures 

per adult than the Victorian average (Figure 4.10).  

 

 

Figure 4.10. Electronic gaming machine expenditure per adult, 2017-18. Victorian 
Commission for Gambling and Liquor Regulation, Electronic Gaming Machine x LGA density 
and expenditure, 2018. 
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Lesbian gay bisexual transgender and intersex people 

Nationally, people identifying as lesbian, gay, bisexual, transgender and/or intersex (LGBTI) 

have higher use of illicit drugs. Indeed, illicit drug use was 42% among people identifying as 

homosexual/bisexual compared to 15% among those identifying as heterosexual. Nationally, 

the highest illicit drug use since 2010 was by people identifying as homosexual/bisexual.  

 

People with mental illness 

Mental illness among individuals in AOD treatment programs ranges from 50-76% compared 

to 15-20% in the general population. Those accessing AOD treatment who have a comorbidity 

are often more complex with poorer health (both physical and mental) and greater drug use.   

 

Nationally almost a third (32%) of those who identified as a current smoker had a 12-month 

history of mental disorder. This is twice the prevalence of 12-month history of mental disorders 

compared with people who have never smoked.  Of those people that reported drinking alcohol 

nearly every day, 21% had a 12-month history of mental disorder. This is slightly more than 

those who reported they drank less than once a month, of which 18% had a 12-month history 

of mental disorder. Almost two thirds (63%) of those who reported misusing drugs (use of illicit 

drugs and/or misuse of prescription drugs) had a 12-month mental disorder.  

 

Two thirds (66.1%) of people with psychotic illness, smoke tobacco. A large proportion of those 

with psychosis had a lifetime history of alcohol abuse or dependence, 58.3% of males and 

38.9% of females. The proportion with a lifetime history of cannabis or other illicit drug abuse 

or dependence was also high, 63.0% of males and 41.7% of females. Among adolescents 

with major depressive disorder, 31.5% smoked cigarettes or used alcohol or drugs to help 

manage their problems compared to 4.6% without a mental disorder. 

 

These insights were supported locally during consultations with community and service 

providers undertaken during 2016, where the link between mental health and substance abuse 

was raised. In 2017, an AOD consumer survey completed in two of the four sub-regions within 

Western Victoria showed 69% of respondents had a mental health issue (e.g. depression, 

anxiety, bipolar). Often, mental health treatment services and AOD treatment services do not 

overlap, meaning people with dual diagnosis are treated via two different systems. This can 

make it difficult for diagnosis and treatment.  
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Prisoners 

Illicit drug use is recognised as a significant barrier to rehabilitation and forensic clients 

constitute a significant percentage of AOD treatment presentations22. Indeed, over 75% of 

male and 83% of female prisoners have reported a previous history of illicit drug use. 

Nationally, 34% of prison entrants and 48% of prison discharges were at high risk of alcohol-

related harm. Consultation in 2017 with General Practitioners and Pharmacotherapy Networks 

identified service gaps in transferring pharmacotherapy permits on release from prison. This 

led to changes in service delivery that focus on providing greater support during AOD 

treatment for an offender. This consists of implementing planned high-level initiatives for the 

next few years, including the delivery of new AOD treatment interventions for offenders on 

Community Correction Orders.  

 

Changes have also occurred to the way youth AOD outreach service is funded for forensic 

clients. The Victorian Alcohol and Drug Association (VAADA) has provided forensic clinical 

training sessions for Victorian alcohol and other drug treatment workers. The Forensic AOD 

Collaborative Practice Framework has also been developed to achieve an objective of the 

Forensic AOD Treatment Service Delivery Model to strengthen collaboration, co-ordination 

and accountability between AOD, Community Correctional Services (CCS), and the 

Community Offender Advice and Treatment Service (COATS). This Framework serves as a 

guide to support case management across agencies providing delivery and management of 

AOD treatment for offenders. Successful collaborative treatment ensures a client-centred 

approach and shared responsibility between CCS, COATS, the AOD providers and the 

individual to complete the treatment condition on their order. COATS screening and 

assessment is undertaken by Australian Community Support Organisation (ACSO) and 

determines any required support from AOD treatment services. COATS is provided by 

Stepping Up, Barwon Health, SalvoConnect, Colac Area Health, and Barwon Child, Youth and 

Family. 

 

  

 

22 Alcohol and other drugs program guidelines released by Department of Health and Human Services (DHHS) 
in July 2018 
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Older People 

Nationally, use of illicit drugs among older people has increased from 8.8% in 2010, to 11.7% 

in 2016 (50-59 years of age), and 5.2% in 2010, to 6.9% in 2016 (60 years of age and over). 

Risky alcohol consumption between 2013 and 2016 for people aged 50 years and over was 

consistent but increased from 10.1% to 11% for those aged 70 years. The proportion of older 

people living in the Western Victoria PHN region is discussed in the Aged Care Chapter.   

 

Consultation findings 
Input from stakeholders including service providers, clinicians, and service users has been 

gathered at a range of forums, such as conferences, surveys, and co-design processes 

between 2017 and 2019. These comments and the needs and priorities have been broadly 

themed to align with elements of the Quadruple Aim with consideration of the outcome themes 

of the Australian Health Performance Framework (AHPF)  

 

Service Providers & Clinicians 

The service provider consultations have included: local alcohol and other drug clinicians and 

managers; alcohol and other drug residential withdrawal and rehabilitation 

clinicians/managers; health service staff; youth service staff; family services staff; general 

practitioners; mental health and AOD clinicians, nurses, and managers; state government 

representatives from health and justice, Victoria Police; gambling support, Aboriginal AOD, 

sexual violence, suicide prevention, and service workers. 

 

Improving Physical Access 

AOD service provision to people in the remote areas is a challenge for service providers given, 

for example, the vastness of the Wimmera South West Catchment and centralisation of 

services to the cities of Horsham and Warrnambool. The needs to improve physical access in 

terms of location and transport accessibility was raised, with the need to expand outreach 

services across the region to benefit those who are unable to access public transport as well 

as those who are unable to commute to regional cities for treatment or consultations. Limited 

access to public transport may be a barrier to attending AOD treatment services in the 

Wimmera South West catchment, with people living in all LGAs having less access to public 

transport than the Victorian average. 
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Improving Service Access 

The extension of after-hours AOD support services was suggested to reduce the burden on 

emergency departments and increase continuity of services for clients. The use of Telehealth 

to overcome afterhours and geographic access barriers had mixed responses across the 

Western Victoria PHN region. Where Telehealth had been trialled, service providers reported 

the importance of completing consultations in combination with face-to-face service delivery. 

Telehealth was described as an unknown method of delivery for people, requiring education 

on its use for both providers and clients, including having policies and procedures around 

when Telehealth could be a viable therapeutic option.  The stigma attached to accessing AOD 

services was also raised as a barrier to access with the suggested provision of community 

education programs to try to enhance awareness about AOD treatment services and to reduce 

the stigma associated with accessing AOD treatment. 

 

The intake system was raised as an issue with suggested improvements including: 

 

• A locally responsive review of the current intake system to address barriers to clients 

accessing AOD treatment services  

• The development of an AOD e-health strategy to support all clients across any part of 

the treatment continuum 

• The development a consistent, localised and standardised referral mechanism to 

address poor attrition from intake to treatment 

• Working collaboratively with state and commonwealth programs to develop a 

consistent intake mechanism  

• Developing a consistent and collaborative intake process for dual diagnosis clients 

 

Addressing Needs 

Service providers at multiple consultations suggested improvements to ensure the right 

service at the right time, no matter which entry point the client comes through. Suggestions 

included: 

 

- Funding models to address rural/remote challenges, particularly place-based support 

and increased access to public transport.  

- There was advocacy for stable funding models to improve referral rates and to be able 

to attract and retain appropriately trained and experienced staff. Longer-term funding 

was also needed to overcome reluctance to change internal processes for a short-term 
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pilot program and to more effectively liaise with GPS who may be sceptical about the 

project or service’s longevity. 

- To clarify the present confusion about the State-funded/Commonwealth funding, 

systems etc. 

- The funding model needs to encourage equitable access to AOD programs across 

large geographic areas 

- There are current inequities through existing funding models where there is a 

disincentive to engage with clients in more rural or remote areas. There is an 

opportunity to establish a rural allowance which includes pricing and targets 

- A challenge detected in setting up a Brief Intervention program was that there was no 

Medicare item number meaning there was no financial incentive for GPs to refer 

- Services may need to be redistributed rather than removed. E.g. if the non-residential 

withdrawal nursing service based at Grampians Community health is removed outside 

the Ballarat Goldfields region it will have a significant impact on the State funded 

position at Ballarat Community Health. 

- Include a specific funding component targeted to creating and supporting partnerships 

and service co-ordination 

 

Service Gaps 

Family and carer support 

The support of family, carers, and partners was identified as a need, with varying degrees of 

funding provided to support families. An additional intricacy was managing family and carer’s 

expectations of client outcomes and their lack of understanding about the AOD treatment 

journey. For instance, the client may not have any family, or they are disengaged from their 

family, or the family are not supportive and/or have their own AOD or mental health issues.  

 

There is also a need to focus on specific priority groups/cohorts with identified needs and 

vulnerable populations. Challenges were identified for hard to reach populations to access 

AOD treatment pathways. There is a lack of diversity especially in early intervention programs 

and in providing services to hard to reach populations. Some examples of these hard to reach 

populations include: Aboriginal and/or Torres Strait Islander people; CALD populations; youth; 

and LGBTI people. Service providers identified challenges in engaging young people. There 

are some school based programs, however many people with AOD concerns don’t attend 

school.  
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Suggested measures to improve access for target or hard to reach populations include: 

• The development of appropriate service models for First Nations (ATSI) people and 

ensure there are culturally safe strategies for First Nations people in place within 

mainstream AOD services. 

• Increasing minority groups’ awareness of AOD services and clinical pathways 

• Encouraging and supporting First Nation clients and their families to access AOD 

services through Aboriginal Community Controlled Organisations (ACCHOs) if this is 

the preference of the client and/or family 

• For all AOD staff to complete cultural awareness/sensitivity training and how to deliver 

culturally appropriate services 

• Ensure AOD treatment includes trauma informed care towards specialist populations 

• There is the opportunity to improve links and services with justice and prison clients 

• Culturally appropriate strategies for vulnerable populations including for Indigenous 

Australians, CALD groups including refugees and for the LGBTI+ community. 

• Establishing models to engage vulnerable groups in need of AOD intervention who 

may not be in education or training systems and who are not being seen by GPs or 

AOD services.   

• Provide more flexible service options to accommodate to the individual needs of clients 

accessing services  

 

Quality of Care 

Quality care encompasses innovation and the need to address the specific needs of rural and 

regional clients. There was also support for increasing early intervention and support services, 

encompassing a commitment to a prevention structure and roles in service co-ordination (a 

similar function to the Drug Action Task Force, Integrated Health Promotion Plan). Innovative 

service options raised included Navigators (workers who support consumers and carers 

through navigating and engaging with the AOD system); Wellness Co-ordinators and AOD 

Nurse Specialist Advisors/Nurse Practitioners; and a range of community-based peer-led 

programs that are not only abstinence based. 

 

Challenges were raised in supporting clients with complexities such as: socio-economic 

disadvantages (e.g. financial, housing); clients not attending appointments and difficulties in 

keeping clients engaged in services; engaging clients when they are ready to change and the 

compliance of clients. It was identified that clinicians need to understand the range of services 

available, due to the complexity of clients. It is important to consider holistic care for clients 

and to foster a skilled response when clients have co-occurring AOD and mental health 
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problems.  The development of ongoing relationships with Addiction Medicine Specialists to 

provide specialist consults in more rural areas within Western Victoria PHN. Extension for 

Community Health Outcomes (ECHO) could play a role in the future.  

Other service gaps 

• Increasing investment in broad-based and targeted prevention strategies informed 

directly by rural/remote communities.  

• Improving the communication about prevention including linking GPs into prevention 

messages through more effective communication channels 

• Continuing to support brief intervention services.   

• Increasing the number of rehabilitation beds in the Wimmera South West catchment 

• Establishment of rural/remote area residential treatment services (withdrawal and 

rehabilitation) 

• Establishment of post-treatment services, such as “Making a Plan” being piloted by 

Ballarat Community Health 

• Significant lack of post treatment programs to support relapse prevention 

 

Co-ordinated care 

Opportunities were identified to work with stakeholders from many sectors, e.g. schools, 

workplaces, trade schools, other education providers. Co-ordination of care and services 

begins with joint high-level strategic planning between health services and community based 

AOD services. This incorporates the implications and impacts of different boundaries/eligibility 

etc. for State and Commonwealth funded services. There needs to be collaborative effort 

between Commonwealth and state planners about how to best use available AOD resources. 

Further collaboration with regional DHHS office to align work and create potential synergies 

and where possible alignment between State and Commonwealth funded services. 

 

Co-ordination and quality improvements include the need to standardise outcome measures 

for State and Commonwealth funded programs, pilot projects and/or services. It was also 

suggested that Western Victoria PHN advocate for AOD client outcomes to be included in 

Statement of Priorities (SOPs) for health services. SOPs provide the basis for elements of 

government funding. Stakeholders identified the need to improve collaboration and clinical 

pathways between mental health and AOD treatment services. Collaboration between health 

services and community-based service providers was identified as a way to improve systems 

and case co-ordination including the option of co-locating services.  
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Collaboration with the private sector was also suggested to explore the cost to the business 

sector e.g. workforce absenteeism. Develop specific workforce strategies and, for example, 

incorporate AOD issues into Employee Assistance Programs (EAPs). The private sector may 

also be engaged in exploring options for AOD treatment provision. Collaboration and sharing 

ideas and expertise across the region and exploring options of co-locating services were seen 

as valuable.  In order to provide more holistic care, relationships across sectors need 

strengthening with Mental Health Clinicians, Psychologists, General Practitioners, Specialists, 

Social Workers and other social services to enhance streamlining between sectors. 

  

Consistency and sharing of information are important to reduce barriers to service entry, e.g. 

across the National disability Insurance Scheme (NDIS), health services, GPs, family violence 

services. Identifying and clarifying clear pathways for admission and discharge with health 

services and co-ordinating information about the programs that are available so that families 

can access support and have knowledge about the programs in their area. Improvements are 

required in the referral process and in the coordination between service s delivering AOD 

treatment within the region as there is a lack of known clear client pathways into and during 

AOD treatment. 

 

The need for focused effort to increase knowledge of services and the need to make services 

more visible rather than a reliance on word of mouth with clear referral pathways into AOD 

treatment, was a common theme. Referral pathways for clients with complex needs and those 

in more remote rural areas was of concern. The co-design process identified a need to invest 

in the establishment and development of partnerships. The Grampians regional currently has 

Grampians Specialist Alcohol and Other Drug Services (GRAADA) and Grampians Region 

Interagency Network (GRIN) established to support service co-ordination and management, 

neither are funded through State of Commonwealth funding streams. The establishment of a 

Grampians Wimmera Strategic Advisor role to support collaborative and integrated service 

system design and monitoring, with consideration of the needs of people living in the 

rural/remote sub-region, was also suggested.  

Workforce  

Workforce Planning 

Suggestions were raised to create a long-term workforce plan for AOD workforce recruitment 

and retention; addressing the ageing workforce, with multiple employees considering 

retirement soon. This would be augmented by a commitment to a sustained workforce 

recruitment campaign in collaboration with Western Victoria PHN, DHHS, Primary Care 
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Partnerships (PCPs), LGAs, and other local agencies. The workforce plan would cover how 

the region can recognise, plan and respond to the need for AOD clinicians, including 

developing relationships with local AOD education providers.   

 

Recruitment and retention 

Anecdotally, all organisations within the consortia report challenges in recruitment and 

retention due to the multiple employment opportunities for potential employees, especially due 

to competing industries with competitive employment opportunities. A major challenge for 

agencies was recruiting specialized and appropriately qualified staff in time limited positions. 

This also includes staff resignations in preference for more secure and stable employment. 

The link to AOD providers is through known/established local connections but there is high 

staff turnover and challenges with staff retention and skills. The ability to attract and retain 

AOD workers in the Wimmera South West catchment was highlighted as a challenge by 

service providers during consultations. 

 

Education and Training 

The consortia within the Barwon catchment are made up of multiple organisations that have 

varying requirements regarding education, specifically levels of education and the specialities 

in which staff have studied. The Victorian state government have funded training for nurses 

and midwives to support people with alcohol and other drug concerns, including providing brief 

interventions and motivational interviewing. Education and training needs identified included 

how to deliver culturally appropriate services, dual-diagnosis training across all disciplines, 

trauma-informed practice, and for GPs and AOD staff training in relapse prevention. 

 

It was suggested that a collaborative approach be taken with a focus on sharing available 

resources, professional development opportunities, clinical supervision opportunities and 

advocacy for the delivery of locally based professional development and training. This may 

include engaging with the broader workforce covering social work, mental health, corrections 

and family services through communities of practice at a local level. An option is partnering 

with a Registered Training Organisation (RTO) to become self-sufficient in growing the 

regional workforce to meet local needs.  Training offered needs to address the formal training 

and potentially the regulation or registration for AOD and dual diagnosis service staff.A 

capacity building approach may be more effective with pharmacists, GPs and dispensing 

agents in areas like prescription drug addiction/misuse. 
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Some of the competencies identified to successfully implement an AOD program include: 

• Stakeholder engagement 

• Community engagement 

• Networking 

• Partnership development 

• Collaborative practice 

• Planning, co-ordination and evaluation of outreach services. 

 

Clinical skills and knowledge include:  

• Family inclusive practice 

• AOD treatment knowledge 

• Referral sources 

• Trauma informed practice 

• Motivational interviewing 

• Education and training skills 

• Single session therapy 

• Youth engagement 

• Neuro-psychotherapy 

• Alternative modalities 

• Internal family systems. 

 

Client input 

The need for greater consumer and carer AOD engagement and input was identified both by 

current service users and service providers across all sub-regions and AOD catchments. 

Partly this is to understand that…”For so many people like me, drug dependence disorders 

are not the cause of our problems — they are a symptom of it”.23  

 

Addressing Needs 

The needs raised by service users include the lack of locally available withdrawal and 

rehabilitation facilities. There was a common theme that there may need to be more effective 

lobbying and advocacy for the funding to provide AOD service expansion based on the 

identified gaps. Clients identified that they have multiple barriers and indicated they failed to 

 

23 See full article: https://www.abc.net.au/news/2019-10-27/australia-talks-tara-schultz-drugs-abuse-welfare-
quarantine/11639602 
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attend an appointment due to transport issues, because they had forgotten the appointment 

and/or ill health. 

 

There is significant stigma attached to accessing mainstream dedicated AOD services for 

country people. This can also be the case for families or partners needing help. For some 

clients disclosing to a GP, with whom they have an ongoing relationship.  that they or a loved 

one has a problem with alcohol and/or other drugs could be problematic. Similarly, schools 

may not want to be associated with an AOD program for fear that it infers the school has an 

alcohol and drug problem. The need for more accessible, easy to identify and widespread 

support for families and carers was also a recurring theme. 

 

Quality Care 

AOD clients reported having a regular general practitioner (GP) and outlined that their GP has 

a role in providing health care, however clients felt that GPs are lacking the knowledge to 

support people sufficiently or to refer appropriately. Others felt that the involvement of a 

knowledgeable GP is especially important in the care for AOD clients, because many AOD 

clients have other problems (co-morbidities) including mental health issues, pain management 

needs and/or chronic disease, all of which require the involvement of a GP. This feedback was 

supported through service provider consultation, 2018 identifying the need for improvements 

in links between different organisations supporting people with AOD concerns.  

 

Improving access 

Information on services needs to address low levels of education and literacy and not be reliant 

on the written word. There are unreliable telecommunication services across Western Victoria 

PHN region including black spots. The rate of internet access is one of the lowest in Australia24; 

there is a need for an outreach service model based on people on a face to face basis. 

However, if outreach services are provided, the driving takes up a lot of a clinician’s time. 

 

The lack of clarity about how to enter the AOD treatment system, any associated costs and 

other barriers for example, rigid or inconsistent entry/eligibility/availability posed barriers to 

access. The current intake system can be “clunky” and restrictive. Some clients do not like to 

use the ACSO phone line, resulting in a barrier to accessing treatment. Referral information 

from ACSO is not always of a high standard.  

 

 

24 ABS Census data 2016 
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People want the option to be able to self-refer and access services “in the moment”, including 

access to detox; a challenge can be the length of time it takes to access services. The lack of 

after-hours services including in-patient detox on weekends and public holidays, outreach 

services and distance and lack of transport all posed barriers. Availability of public transport 

impacted clients some of whom had driven illegally to attend appointments or had not attended 

appointments at all. 

 

Enablers included support to access services, e.g. transport assistance, friendly staff, flexible 

support, access to co-located services such as mental health services; continuity of care and 

collaboration between after-hours services and the client’s regular service. Respondents to 

the client survey, 2017 indicated they would prefer to access services within their community 

but accessing these services locally, wasn’t always possible. Telehealth was another concept 

explored at the service provider consultation, 2018 as a possibility to improve access along 

with Skype and other online portals. 

 

In more rural areas, access issues were also around privacy and confidentiality for clients, 

especially because of the stigma associated with excessive AOD use and treatment. There 

was a number of clients who do not attend appointments – possibly due to stigma as they are 

unable to attend appointments discreetly in a small town. 

Co-ordinated care 

Respondents indicated their primary reason for seeking assistance was to address their 

general health and wellbeing. Respondents also reported having co-morbidities including 

mental health difficulties, pain management and chronic disease, all of which require the 

involvement of a GP.  Approximately half of respondents had accessed mental health services 

in the past and 15 respondents had accessed a psychologist’s support. Many respondents 

reported a mental health disorder (e.g. depression, anxiety, bipolar) as a health and wellbeing 

issue. 

 

Capable consumers and communities 

The client group identified the following capacity building activities: 

• Community led strategies to increase community health literacy and in seeking 

support.  

• Increase consumer involvement in service planning and evaluation through co-design, 

consumer and carer representatives, and place-based engagement. 

• Development of community-led, place-based initiatives, drawing on community 

strengths.  
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• Increased early intervention services, especially for diverse communities living in 

rural/remote areas 

 

Alcohol and other drug support services 

The broad range of AOD services results in multiple referral pathways into the AOD treatment 

system, which can create additional complexity for consumers and their families. Although 

there are collaborative practices, variations in funding models, data and referral processes 

have resulted in a lack of consistent care coordination and integration both within and between 

AOD treatment services, primary care and community based social services.  Many 

organisations are funded by both State and Commonwealth systems, resulting in multiple 

pathways into their own service system, and complexity in moving clients across programs. 

These complexities also have an impact on reporting, data and the collection of in-depth 

information on all parts of the system, which is reflected in this needs assessment. Western 

Victoria PHN will continue to build on this knowledge over time.  

 

Future Directions 

Co-design activities have identified key themes such as: 

 

• the need to more actively involve clients, consumers, and their families in the co-design 

of services. 

• continued support for brief intervention 

• improved access to services generally with an additional focus on equitable access 

• treatment options for priority populations and vulnerable clients 

• improved responsiveness to complex, vulnerable and dual diagnosis clients 

• improved referral pathways with due consideration for rural, remote and regional 

clients 

• strategies to reduce stigma 

• an emphasis on preventative measure and health education 

•  investment in workforce attraction, development, retention 

• investment in strategies to support partnerships and coordinated care models 

 

The following suggestions have been proposed: 

• Measure the effectiveness of the AOD funded programs, variables may include the 

demographic attributes of the client cohort, service variables such as location, staff, 

treatment philosophy or ethos, the time of intervention – e.g. early intervention, the 

referral pathway, e.g. self-referral which may indicate a readiness to change. 
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• Discover if more holistic programs which tackle the complex causes and/or 

precipitants/maintainers of an addiction to, or misuse of, AOD, including trauma, socio-

economic factors, social isolation, relationship breakdown, death of a spouse, family 

violence and so on, more effective over time? Is the continuity or length of time a 

service is provided a significant variable, as raised in stakeholder consultations? Are 

the difficulties of recruiting and maintaining suitably skilled staff key barriers to positive 

outcomes? 

• Uncover new ways of measuring outcomes and program effectiveness may be needed 

to adequately analyse the cost benefit of the current spend,  including longitudinal 

studies of the relapse rate, improved qualitative data from current service users and in 

the broader community to reach those who currently are excluded from services, to 

understand the barriers and enablers to AOD recovery. 

• Current AOD programs are funded from a range of sources, however a consistent 

comprehensive approach to evaluating them may provide valuable insights into the 

priority areas, style and target group for any future programs and/or to redirect existing 

resources. Western Victoria PHN’s commitment to the Quadruple Aim may also be 

used as a part of this evaluation framework, for example: 

• Improved provider satisfaction may be gained through workforce incentives such as 

providing scholarships, studentships and paid study leave to potential peer workers to 

complete requisite AOD education, skills development and/or training. Particularly 

aimed at peers who may be from, or have experience with, priority target groups, e.g. 

culturally diverse, forensic clients etc. 

• A workforce strategy could provide supported pathways to AOD training for those who 

may be currently employed in mental health, community health or support services, 

emergency departments or emergency response services. Returning to work 

pathways could also be facilitated with priority given to those prepared to work in rural 

and regional areas, after hours and with hard to reach populations. 

• Successful models of addressing the misuse of alcohol and other drugs recognise that 

addiction or misuse is not solely physical, there are social, emotional and mental 

aspects which need to be addressed if a person is to successfully recover.  

• Elements of successful models also include being ‘trauma informed’, peer-led 

programs and/or peer involvement, and the integration of service responses and 

expertise around, for example self-harm, gambling, and/or family violence as a victim 

or perpetrator. 

• Cost benefit of AOD services including early intervention need to be understood in the 

context of the indirect and direct costs of AOD misuse including absenteeism and loss 
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of productivity; family violence impacts; associated crime as well as reducing the 

impact on the primary care system such as reducing ambulance call outs, and 

Emergency Department presentations. 

 

AOD Catchment Planning 

A plan has been drafted for each catchment area based on an analysis of qualitative and 

quantitative data obtained from:  

• an analysis of local population characteristics and outcomes 

• the current services being delivered within the catchment 

• policy documents 

• publications regarding future initiatives by State and Commonwealth government 

• stakeholder and client engagement  

• the capacity, feasibility and cost of potential priorities 

 
There have also been system changes including the introduction of the Victorian Alcohol and 

Drug Collection (VADC) data system in July 2019 which will be mandatory from 2020. The 

VADC system will provide more accessible information at the AOD catchment level to assist 

service planning 
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Chapter 6: Aged Care 
Ageing is associated with an increased prevalence of most diseases as well as a decline in 

physical capacity and ability to manage day-to-day tasks. As a result, many older Australians 

require additional health services, in-home assistance, or around-the-clock care at residential 

aged care facilities (RACFs). Due to a decrease in birth rates and longer life expectancy, the 

proportion of the general population that is eligible for aged care services (65 years and over) 

increased from 12.2% to 15.7% between 1998 and 2018 and is projected to reach 20% by the 

year 203025. The effects of this demographic shift on aged care services and primary health 

care in the Western Victoria PHN region is discussed below, followed by potentially 

preventable hospitalisation rates, and consultation findings. 

Snapshot 

• 126,448 people (18.4%) in the Western Victoria PHN region are aged 65 years or over, a 

greater proportion than both Victoria (14.3%) and Australia (14.8%)  

• Navigating the aged care system is challenging for older people, particularly those from 

Aboriginal and/or Torres Strait Islander and culturally and linguistically diverse (CALD) 

backgrounds 

• Social isolation is a major negative contributor to the health of older people   

• There is inadequate access to mental health services for older people, particularly those in 

RACFs  

• The recruitment and retention of staff trained in aged care is an increasing issue for service 

providers and consumers waiting for assistance 

Aged Care Services 

The Commonwealth government has introduced key reforms impacting the range of services 

for older people are the way they are delivered. These include a greater emphasis on 

consumer choice and control and changes from block funding to per-service-user funding. 

New pathways for older people accessing support is expected to create more competition 

between providers and greater choice and control for consumers (although this may be limited 

to regional centres and metropolitan areas). The quality and safety of services for older 

Australians was subjected to review by a national Royal Commission which was initiated in 

 

25 Australian Bureau of Statistics, Australian Demographic Statistics, December Quarter 2018.  
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2018. The recommendations of this review will likely lead to changes that will impact Aged 

Care services in the Western Victoria PHN region26.  

Eligibility  

Although access to government-subsidised aged care is determined by assessed needs and 

not a strict minimum age, 65 years of age is generally the point at which an individual is 

classified as an older person27. Indeed, some aged care services are only available to those 

65 years of age or over, or 50 years of age or over if on a low income, homeless, or at risk of 

being homeless28. In 2018, the proportion of the population aged 65 years or over was higher 

in the Western Victoria PHN region (19.4%) compared to the Victorian (14.3%) and Australian 

(14.8%) averages. This ranged from 40.6% in the Borough of Queenscliffe to 13.7% in Golden 

Plains Shire (Table 6.1).  

As a result of the increased burden of age-associated conditions in the Aboriginal and/or 

Torres Strait Islander population, indigenous Australians are considered eligible for aged care 

at 50 years of age, or 45 years of age if on a low income, homeless, or at risk of being 

homeless28. The life-expectancy gap also means that only 4.4% of Aboriginal people in the 

Western Victoria PHN region are aged 65 years and over. Indeed, in the Borough of 

Queenscliffe, which has the highest ratio of older people (Table 6.1), there are no Aboriginal 

people aged 50 years or over (Table 6.2). Males are also outnumbered in older cohorts due 

to a shorter life expectancy, resulting in higher proportions of older females (Tables 6.1 and 

6.2).  

  

 

26 Western Victoria Primary Health Network, Aged Care Scoping Study 2019: Interim Report 
27 Aged Care Snapshot, September 2019, AIHW 
28 https://www.myagedcare.gov.au/help-at-home/commonwealth-home-support-programme 
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Table 6.1. The 2018 Estimated Resident Population eligible for aged care by sex. 

Area 

Females 65 years and over Males 65 years and over Persons 65 years and over 

Number % of total  Number % of total  Number % of total  

City of Greater Geelong 25032 19.5 20835 16.9 45867 16.9 

Borough of Queenscliff 667 42.6 543 38.3 1210 38.3 

Colac-Otway Shire 2430 22.7 2275 21.0 4705 21.0 

Golden Plains Shire 1475 13.0 1681 14.3 3156 14.3 

Surf Coast Shire 2962 18.4 2753 17.1 5715 17.1 

Geelong-Otway  32566 19.4 28087 17.1 60653 18.3 

City of Ballarat 10231 18.5 8121 15.6 18352 15.6 

Central Goldfields Shire 1930 29.0 1816 27.7 3746 27.7 

Hepburn Shire 2061 25.4 1940 25.2 4001 25.2 

Moorabool Shire 999 16.2 937 15.3 1935 15.3 

Pyrenees Shire 818 24.0 1048 26.6 1866 26.6 

Ballarat-Goldfields  16039 20.1 13862 18.2 29900 19.2 

Warrnambool City 
Council 

3651 20.4 2951 17.4 6602 17.4 

Corangamite Shire 1940 24.4 1782 21.8 3722 21.8 

Glenelg Shire 2335 23.8 2234 22.7 4569 22.7 

Moyne Shire 1616 19.2 1596 18.8 3212 18.8 

Southern Grampians 
Shire 

2074 25.2 1738 22.0 3812 22.0 

Great South Cost  11616 22.2 10301 20.0 21917 21.1 

Horsham Rural City 2177 21.6 1810 18.5 3987 18.5 

Ararat Rural City 1360 24.9 1320 20.9 2680 20.9 

Hindmarsh Shire 804 28.7 769 27.0 1573 27.0 

Northern Grampians 
Shire 

1495 25.8 1362 24.2 2857 24.2 

West Wimmera Shire 461 24.4 483 24.5 944 24.5 

Yarriambiack Shire 920 28.4 884 25.8 1804 25.8 

Wimmera-Grampians  7217 24.6 6628 22.1 13845 23.4 

Western Victoria PHN 67395 20.5 59053 18.4 126448 18.4 

Victoria  530436 16.3 457988 14.3 988424 14.3 

Australia 2081245 16.5 1833428 14.8 3914673 14.8 

Source: PHIDU 2018 Estimated Residential Population taken from ABS Regional Population 
Growth 2017-18.  
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Table 6.2. The 2016 Usual Resident Aboriginal Population eligible for aged care by sex. 

Area 

Aboriginal females 65 
years and over 

Aboriginal males 65 years 
and over 

Aboriginal persons 65 
years and over 

Number % of total  Number % of total  Number % of total  

City of Greater Geelong 216 17.53 192 16.28 408 16.92 

Borough of Queenscliff 0 0.00 0 0.00 0 0.00 

Colac-Otway Shire 20 16.39 31 24.03 51 20.32 

Golden Plains Shire 22 22.22 19 18.63 41 20.40 

Surf Coast Shire 18 19.15 15 15.46 33 17.28 

Geelong-Otway  276 17.77 257 17.02 533 17.40 

City of Ballarat 101 12.92 99 14.31 200 13.57 

Central Goldfields Shire 27 26.47 18 19.78 45 23.32 

Hepburn Shire 15 18.29 19 27.94 34 22.67 

Moorabool Shire 23 12.43 33 17.65 56 15.05 

Pyrenees Shire 14 20.00 22 34.92 36 27.07 

Ballarat-Goldfields  180 14.74 191 17.35 371 15.98 

Warrnambool City 
Council 

37 14.12 26 9.06 63 11.48 

Corangamite Shire 20 27.40 21 27.63 41 27.52 

Glenelg Shire 49 20.33 52 22.13 101 21.22 

Moyne Shire 19 21.59 15 14.85 34 17.99 

Southern Grampians 
Shire 

35 26.72 25 23.15 60 25.10 

Great South Cost  160 20.13 139 17.22 299 18.66 

Horsham Rural City 23 14.47 27 19.71 50 16.89 

Ararat Rural City 3 5.08 34 29.82 37 21.39 

Hindmarsh Shire 18 41.86 9 25.71 27 34.62 

Northern Grampians 
Shire 

9 11.39 19 20.00 28 16.09 

West Wimmera Shire 6 35.29 0 0.00 6 16.22 

Yarriambiack Shire 9 24.32 11 25.00 20 24.69 

Wimmera-Grampians  68 17.26 100 22.47 168 20.02 

Western Victoria PHN 684 17.26 687 17.78 1371 17.52 

Victoria  4407 18.24 3905 16.53 8312 17.40 

Australia 57593 17.61 50185 15.58 107778 16.60 

Source: PHIDU 2018 Estimated Residential Population taken from ABS census data 2016. 
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My Aged Care 

My Aged Care (MAC) is the central entry point into the aged care system and guides older 

people, their carers, and family from the assessment process to the provision of services. For 

people with lower level needs, assessment is provided through 21 outlets (one in each LGA) 

that make up the Regional Assessment Service. For people with complex or higher-level 

needs, assessment is provided by four (one in each subregion) Aged Care Assessment 

Teams (ACAS). The Geelong-Otway subregion is serviced by the Barwon South Western 

Regional ACAS, the Grampians Regional ACAS covers the Ballarat-Goldfields and Wimmera-

Grampians subregions (with the exception of the Central Goldfields Shire which is serviced by 

the Loddon Mallee ACAS), and Warrnambool ACAS services the Great South Coast 

subregion. Following assessment, eligible individuals are directed to the program deemed 

best suited to their needs. The three main programs that fund aged care services throughout 

Australia are the Commonwealth Home Support Programme, Home Care Package Providers, 

and Residential Aged Care Facilities. These are discussed below. 

Commonwealth Home Support Programme 

On 1 July 2016, the funding and management of services for older people switched from the 

Home and Community Care (HACC) program to the Commonwealth Home Support 

Programme (CHSP). Older people receiving HACC services at 30 June 2016 continue to get 

these services from their existing provider(s) through the CHSP. Similar services such as 

personal care, meals, help with housework and home maintenance, social support, nursing 

care, and allied health are provided to new consumers. There are 15 different service types 

funded under the CHSP, with domestic assistance, allied health, social support, district 

nursing, and home maintenance being the most commonly used. Social support has the most 

funded providers across nearly all LGAs while there is only one provider funded for the new 

service Goods and Equipment (Table 6.3). 
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Table 6.3. Commonwealth Home Support Programme providers. 
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City of Greater 
Geelong 

2 1 9 0 2 0 1 3 2 4 5 2 7 2 6 

Borough of 
Queenscliff 

1 1 6 1 2 0 1 1 2 2 5 2 6 2 4 

Colac-Otway 
Shire 

3 2 9 2 3 0 1 2 2 4 4 2 6 2 4 

Golden Plains 
Shire 

1 4 4 0 1 0 1 1 4 5 1 0 4 2 4 

Surf Coast 
Shire 

1 1 7 1 2 0 1 2 2 3 5 2 6 1 4 

City of Ballarat 
3 5 7 0 2 0 1 2 5 9 1 1 4 3 4 

Central 
Goldfields Shire 

1 1 3 0 1 0 1 1 1 2 0 0 1 2 1 

Hepburn Shire 
1 4 5 0 1 0 1 2 5 6 1 0 4 2 4 

Moorabool 
Shire 

2 3 7 0 0 0 2 1 3 4 1 0 5 3 4 

Pyrenees Shire 
1 4 4 1 1 0 1 1 3 5 0 0 3 3 4 

Warrnambool 
City Council 

3 4 6 0 4 1 1 2 1 4 3 3 5 2 2 

Corangamite 
Shire 

2 3 5 1 3 1 1 2 2 3 1 1 2 2 2 

Glenelg Shire 
4 5 6 1 4 1 1 1 2 3 2 1 2 2 1 

Moyne Shire 
3 7 5 1 4 1 1 2 3 5 2 1 4 2 1 

Southern 
Grampians 
Shire 

1 3 4 2 2 1 1 1 2 3 1 1 3 2 1 

Horsham Rural 
City 

4 5 7 2 3 0 0 1 2 4 1 1 4 3 6 

Ararat Rural 
City 

3 4 7 0 2 0 2 1 4 6 1 0 4 3 6 

Hindmarsh 
Shire 

4 5 6 2 2 0 0 2 2 4 2 0 5 3 7 

Northern 
Grampians 
Shire 

3 4 5 0 2 0 1 1 2 3 1 0 5 3 4 

West Wimmera 
Shire 

4 5 8 2 2 0 0 2 3 4 2 0 5 2 7 

Yarriambiack 
Shire 

3 4 6 1 2 0 0 1 2 5 2 0 3 4 6 
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Home Care Package Providers 

There are 62 Home Care Package (HCP) providers across the Western Victoria PHN region, 

with 18 stating they cover all LGAs. This is difficult to confirm because some HCP providers 

say they service an area, yet other local aged care workers are unaware of their presence. 

The City of Greater Geelong (38) has the most providers and Glenelg and Moyne Shires with 

the least 18 providers (Figure 6.1). This suggests that consumers throughout the Western 

Victoria PHN region have choice, however specialist or culturally specific HCP providers 

mainly operate in the Ballarat-Goldfields and Geelong-Otway sub regions29.  

 

Figure 6.1. The number of Home Care Package providers. 

 

29 Western Victoria Primary Health Network, Aged Care Scoping Study 2019: Interim Report 
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Residential Aged Care Facilities    

The Commonwealth government have a current target of providing 88 beds per 1000 people 

aged 70 and over in RACFs and are aiming to reduce this to 80 beds per 1000 by 2021-22. 

Across the Western Victoria PHN region in 2019, there is 122 RACFs, 7,453 beds, and 81,012 

people aged 70 years and over. This equates to 90.5 beds per 1000 to people aged 70 years 

and over, which is above the current and future targets. Pyrenees Shire (48) had the lowest 

number of beds per 1000 people aged 70 years and over and Surf Coast Shire (295) had the 

highest (Table 6.4)30.  

  

 

30 Western Victoria Primary Health Network, Aged Care Scoping Study 2019: Interim Report 
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Table 6.4. Number of RACFs, beds, and eligible persons. 

Area 
Number of 

RACFs 

Number of 

beds 

Number of 

people aged 70 

years and over 

Number of 

beds per 1000 

people aged 70 

years and over 

City of Greater Geelong 29 2748 31049 89 

Borough of Queenscliff 1 90 481 187 

Colac-Otway Shire 3 235 3144 75 

Golden Plains Shire 1 120 1730 70 

Surf Coast Shire 8 545 1847 295 

Geelong Otway 42 3738 38251 98 

City of Ballarat 16 1110 12271 90 

Central Goldfields Shire 4 199 2576 77 

Hepburn Shire 5 220 2504 88 

Pyrenees Shire 2 56 1161 48 

Ballarat Goldfields 27 1585 18512 85 

Warrnambool City Council 4 349 4555 77 

Corangamite Shire 7 221 2513 88 

Glenelg Shire 3 268 2978 90 

Moyne Shire 3 122 2017 60 

Southern Grampians Shire 6 221 2602 77 

Great South Coast 23 1181 14665 81 

Horsham Rural City 6 213 2754 77 

Ararat Rural City 4 141 1830 77 

Hindmarsh Shire 7 146 1112 131 

Northern Grampians Shire 4 193 1915 101 

West Wimmera Shire 3 62 674 92 

Yarriambiack Shire 4 143 1299 110 

Wimmera Grampians 28 898 9584 94 

Data not shown for Moorabool Shire. Source: Western Victoria Primary Health Network, 

Aged Care Scoping Study 2019: Interim Report. 

In 2015, Pyrenees Shire (48) also had the lowest number of beds per 1000 people aged 70 

years and over whereas Hindmarsh Shire (141) had the highest. Interestingly, in 2016, 

residents in Hindmarsh Shire, West Wimmera Shire, and Yarriambiack Shire were the LGAs 

most likely to rate their access to aged care services, such as retirement villages and in-home 

support, as ‘poor’31. Between 2015 and 2019, only Colac-Otway Shire, Golden Plains Shire, 

Central Goldfields Shire, Hepburn Shire, and Hindmarsh Shire had a decrease in the number 

 

31 2016 Regional Wellbeing Survey, Grampians region data tables, Version 1.01 July 2017 
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of beds per 1000 people aged 70 years and over32. Despite the growing number of older 

Australians, however, the proportion of people in RACFs decreased between 2002-03 and 

2010-11 while the proportion of the older population using community-based services 

increased33. This highlights the increasing pressure on home-based service providers.  

Potentially preventable hospitalisations in older people 
Potentially preventable hospitalisations (PPHs) (discussed in detail in Chapter 2) are around 

four times more common per 100,000 population in people aged 65 years and over compared 

to those under 65 years of age (Figure 6.2). Indeed, for 13 of the 17 conditions for which data 

is available, individuals aged 65 years and over accounted for the majority of PPHs per 

100,000 population in the Western Victoria PHN region (Figure 6.3). These rates are similar 

to those found throughout Australia and highlight the importance of promoting health and 

safety and providing effective assistance for older Australians.  

 

Figure 6.2. Total potentially preventable hospitalisations for individuals by age in the Western 
Victoria PHN region, 2016-17. Source: PHN Analytics: Potentially preventable hospitalisations 
in Australia by age groups and small geographic areas: 2016–17, AIHW. 

 

32 PHIDU, Social Health Atlas of Australia by Local Government Area, 2019. 
33 Western Victoria Primary Health Network, Aged Care Scoping Study 2019: Interim Report 
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Figure 6.3. Potentially preventable hospitalisations by age in the Western Victoria PHN region, 
2016-17. Source: PHN Analytics: Potentially preventable hospitalisations in Australia by age 
groups and small geographic areas: 2016–17, AIHW. 
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Hospitalised injury due to falls 

As muscle strength, balance, and coordination decrease with age, older Australians are also 

more likely to experience injuries due to accidental falls. Across Australia between 2002–03 

to 2016-17, rates of fall-related injuries increased 2% for women and 3% for men. While falls 

resulting in hip fractures decreased by 2% per year, falls resulting in head injuries increased 

at a rate of 7% per year34. Like the PPH burden, these findings highlight the need for increased 

health and safety policies for older Australians. 

Consultation Findings 

Reporting on the health and service needs of older Australians has been challenging due to 

the relative lack of publicly available data at the local level. To address this, Western Victoria 

PHN commissioned a scoping study into aged care in our region. A variety of methods were 

used to gather information including group and individual consultations with consumers, 

carers, community members, general practitioners, and aged care providers, and an online 

survey. The key findings from this study are briefly discussed in the following subsections. 

For further information, please refer to the Western Victoria Primary Health Network Aged 

Care Scoping Project 2019: Interim Report.     

Navigation and Access  

Up until the introduction of MAC in July 2013, consumers entered the system via multiple 

access points. MAC operates as a telephone and internet-based system and any older people 

prefer face-to-face contact and are reluctant to disclose personal information over the phone. 

This makes MAC particularly difficult for people with hearing loss and those from an Aboriginal 

and/or Torres Strait Islander or CALD background. Written communication from MAC is also 

technical, making it difficult for consumers to understand what they need to do next. 

Organisations (ask Meg to elaborate) are expected to assist people to navigate MAC, but 

many stated this is extremely time consuming and the processes put in place by MAC on how 

and when another person can speak on behalf of an older person are proving challenging. As 

a result, it is estimated that up to one third of consumers who are directed to MAC do not 

follow through with it. As MAC is a national system, it is not easy for local providers to influence 

its design and function. It is anticipated that MAC will become more user friendly as it evolves 

but it is regarded by both providers and consumers as unsuitable for the current generation of 

older Australians.  

 

34 Australian Institute of Health and Welfare, Trends in hospitalised injury due to falls in older people 2007-08 
to 2016-17 
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Social Isolation 

Social isolation and loneliness are recognised as major negative contributors to a person’s 

health and wellbeing. Both have been linked to premature death, poor physical and mental 

health, and low life satisfaction35. Implementing strategies to improve social connectivity can 

improve overall health and reduce pressure and aged care services36. This was seen as a 

priority across the consultations and an opportunity for collaborative work for different service 

providers. 

Mental Health 

The mental health of older Australians is discussed in the ‘Aged Care’ section of Chapter 3.  

Community supports 

The provision of transport was the most commonly identified gap in community supports. 

Transport is a necessary part of health care, community-based support, and social events. 

Only 12 LGAs in the Western Victoria PHN region have some sort of funding for transport and 

this generally only covers parts of their community. Consumers in rural areas stated that if 

they had to stop driving, then they would also have to consider moving into residential care or 

closer to other services. While many older people can drive themselves, many are likely to 

reach a point where they consciously limit the amount of driving that they do and/or cease 

driving altogether. Some older people, however, continue driving because they believe they 

have no other options. Indeed, travel is a major cost for services delivered in more rural areas 

and this can reduce the amount of funding left over for HCP services for consumers in rural 

areas. As Victoria is considered underfunded in public transport compared to other states and 

territories, consumers, service providers, and health professionals would like to see rural 

subsidies for travel.  

The long wait for HCP (especially those higher levels of support) has resulted in many older 

people without adequate support. This was identified as being of high importance to 

consumers, general practitioners, and aged care providers. Concerns were also raised about 

the safety risks for people and how some were being forced into residential care prematurely 

or against their preference to stay at home. This is also putting pressures on providers of acute 

care, general practitioners, and Commonwealth Home Support Program services. This 

highlights the need for services to be provided to those who would most benefit from them. 

 

35 Holt-Lunstad J, Smith T, Baker M, Harris T & Stephenson D 2015. Loneliness and Social Isolation as Risk 
Factors for Mortality: A Meta-Analytic Review. Perspectives on Psychological Science 10:227–37 
36 Australian Psychological Society 2018. Australian loneliness report: A survey exploring the loneliness levels 
of Australians and the impact on their health and wellbeing. Melbourne: APS. 
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There is concern as to what the sector will look like in the coming years as block funded service 

types in CHSP give way to competition-based funding. Some providers are questioning their 

viability and whether they will continue to provide the current suite of services. Some local 

government providers have already declared their intention to stop providing services once 

their block funding ceases in June 2021. In larger regional cities, there is likely to be a range 

of other providers who will join the marketplace, but this is considered improbable smaller and 

more rural areas. Indeed, providers in Glenelg and West Wimmera LGAs are not expecting 

more providers because it is not considered economically viable.  

Residential Aged Care Facilities 

Currently, there are enough beds in RACFs in most areas of the Western Victoria PHN region 

with some facilities reporting as much as a 20% vacancy rate. Indeed, some people have a 

stigma surrounding RACFs which can create a fear of this stage of life, with some older people 

even equating MAC with residential aged care. In this regard, participants in consultations 

held by the Council Of The Ageing (a not-for-profit organisation representing the interests and 

rights of people aged 50 and over in Victoria) stated that RACFs should move away from the 

medical model as they are people’s homes. It was also suggested that staff not wear uniforms 

and there should be more engagement with the local community37.  

Concerns were raised about the decreasing numbers of registered nurses in RACFs – 

especially on the floor and interacting with residents – and the increased employment of 

personal care attendants as the majority workforce. General Practitioners stated this made it 

harder to achieve shared goals, and families raised concerns that the staff were overworked 

and under skilled for the complexity of needs in RACFs. Some of the smaller and/or older 

facilities are contemplating how viable they are with increased compliance requirements and 

difficulties attracting staff to rural areas. These facilities allow residents to remain connected 

to their communities.  

Workforce 

In 2011, the Productivity Commission38 predicted that 3.5 million Australians will be accessing 

aged care services each year by 2050, requiring a workforce of almost one million direct care 

workers. With an ageing workforce, one RACF provider stated that they expect around 60% 

of current staff to retire in the next 5 years. This is not an uncommon scenario for providers 

who employ staff with aged care qualifications, such as personal care attendants and home 

 

37 Council on the Ageing COTA Vic 2019. What we want in aged care – perspectives from older Victorians to the 
Royal Commission into Aged Care Quality & Safety. Melbourne 
38 Productivity Commission 2011. Caring for Older Australians. Canberra 
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support workers (who make up a significant proportion of aged care staff). Attracting people 

to aged care is also not seen as a ‘sexy’ prospect like some other areas of health care. Working 

in aged care tends to be something that people stumble into, rather than set out to do. The 

lack of consideration within undergraduate and specialised aged care training 

programs across many health professions is a barrier to building a future workforce. 

Older people see their general practitioner more frequently39 and those in the Western Victoria 

PHN region spoke highly of the support they receive. Accessibility to general practitioners in 

regional cities is reported as good, although availability in more rural areas is considered 

challenging. Some general practitioners have stated that they have more patients than they 

can adequately service in RACFs and that the financial incentives are inadequate. One small 

health provider talked about how they recruit overseas general practitioners and nursing staff 

to fill the gaps. This is also costly but may be seen as the only way to ensure that rural 

communities have access to medical services.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

39 The Royal Australian College of General Practitioners 2019.  General Practice: Health of the Nation. East 
Melbourne 


