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Introduction 

This plan has been developed in response to the increasing notifications of HIV among Aboriginal and Torres 

Strait Islander people in North Queensland and a recommendation of the North Queensland HIV Roundtable: 

“it is essential to partner with Aboriginal and Torres Strait Islander people and communities to identify goals 

for prevention of HIV and be innovative in creating a service system that is culturally aware and supports an 

immediate and integrated management response when required”1. Actions have been identified to ensure a 

comprehensive response. Current funding, however, is limited. The proposed actions have been prioritised 

and some actions have been rationalised so that the Plan is achievable within the resources available. 

Timeframes for enacting the plan have been aligned with the North Queensland Aboriginal and Torres Strait 

Islander Sexually Transmissible Infections Action Plan (NQ STI Action Plan), recognising that there will be 

an ongoing need for a combined NQ STI and blood borne virus (BBV) Action Plan beyond June 2021.  

This plan has been endorsed by the member organisations of the Chief Executive Steering Committee (Chief 

Executives or senior representation from Hospital and Health Services, Queensland Aboriginal and Islander 

Health Council, the Institute of Urban Indigenous Health, Primary Health Networks, Sexual Health Ministerial 

Advisory Committee and Communicable Diseases Branch) and, through this endorsement, these agencies 

are making a joint commitment to work together to support delivery and achieve the goals as detailed in this 

document.  

The North Queensland Aboriginal and Torres Strait Islander HIV Response Plan 2019 – 2021 (NQ HIV 

Response Plan) outlines a regionally coordinated approach to HIV. The overarching intent of the plan is to 

make best use of limited resources and draw on the strengths of each service to provide high quality HIV 

services that deliver tangible and sustained outcomes. It is recognised that a successful approach will require 

integrated collaboration by public health, clinical and support organisations working with affected communities 

to minimise the impact on the health of individuals and to prevent the further spread of infection. In the context 

of this Response Plan, affected communities are broadly defined as Aboriginal and Torres Strait Islander 

people at risk of HIV and Aboriginal and Torres Strait Islander people with HIV. These are the priority 

populations for this Action Plan. ‘North Queensland’ in this Plan is defined as the area covering the five 

northern Queensland Hospital and Health Services (HHS): Cairns and Hinterland, Mackay, North West, 

Torres and Cape, and Townsville. 

The NQ HIV Response Plan has been written to align with and add value to the NQ STI Action Plan. Many, 

if not all of the activities under the NQ STI Action Plan complement HIV prevention, hence an integrated 

approach to STI and BBV is appropriate. The actions in both plans will be executed by many of the same 

service providers and workforce. Aligning the NQ HIV Response Plan to the NQ STI Action Plan will ensure 

consistency and the most efficient use of resources. 
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The plan is underpinned by the guiding principles of the Eighth National HIV Strategy 2018-2022 to support 
a high-quality, evidence-based and equitable response to HIV, and makes a commitment to the ongoing 
and meaningful participation of people with HIV and affected communities in all aspects of the response. 
 
1. Centrality of people with HIV and meaningful involvement of priority populations 

2. Human rights 

3. Access and equity 

4. Health promotion 

5. Prevention 

6. Quality health services 

7. Harm reduction 

8. Shared responsibility 

9. Commitment to evidence-based policy and programs 

10. Partnership 

It is through recognition of these principles that the high-level actions detailed in this response will be 

progressed to meaningful action. 

The North Queensland response to HIV is modelled on a partnership and shared ownership approach, 

recognising the importance of Aboriginal and Torres Strait Islander community control, cultural capability and 

respect, community participation and comprehensive service provision. Acknowledgment is given to the 

contributions made by key partners who support improved health and wellbeing of North Queensland 

communities in the broader context of the social determinants of health. The plan promotes collaboration to 

truly effect change and recognises that individuals and communities affected by HIV are best placed to inform 

service models and successful initiatives. The Response builds on clinical and public health initiatives that 

have been introduced in some areas of North Queensland, which have shown positive outcomes in supporting 

people with HIV and begun to address local needs. 

This Response Plan has been developed in consultation and collaboration with Aboriginal and Torres Strait 

Islander Community Controlled Health Services, Aboriginal and Torres Strait Islander community members, 

representatives from Queensland Health, including the five northern HHS, and non-government organisations 

(NGO) including relevant peak bodies and academic experts. A full list of agencies involved in the consultation 

is included as Appendix 1. Consultation will be ongoing as the high-level actions detailed in this response are 

further shaped to achieve operationalisation that is informed by community. Ongoing consultation with 

affected communities will be critical to the successful implementation of this Response. 

Historically, strategic health promotion and outreach services for HIV care have been coordinated by sexual 

health services. However, in an outbreak situation there is a need for a wider, coordinated geographical 

response, bringing together resources and expertise to respond effectively. The organisations with roles to 

play in the delivery of the Response Plan are funded from a combination of State and Commonwealth 

sources, requiring a collaborative approach to funding to enable effective delivery. The Response Plan 

outlines response activities. Some of the most efficient ways to prevent further transmission of HIV are to 

increase testing of people at increased risk, to ensure that people with HIV are engaged in care, and to 

improve contact tracing. A sustainable ongoing response will be developed while the Response Plan is 

underway, ensuring that an appropriate strategy is active in the long term. 
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The concepts of shame and stigma have featured strongly in many of the consultations undertaken in the 

development of this Response Plan, as well as in the literature. Shame influences people’s experience of, 

and response to HIV in many and complex ways, including the way individuals engage with the health system; 

stigma and shame needs to be addressed to create a supportive environment. The health system must 

accommodate individuals and their varied histories. Models of HIV care require flexibility, continuity, sensitivity 

and understanding in all responses to circumstances that are faced by Aboriginal and Torres Strait Islander 

people with HIV.  

Socioeconomic, cultural and environmental conditions also have an impact on the health of people at risk of 

or living with HIV (see figure 1). Individuals do not live in isolation but are subject to a wide range of influences, 

all of which can impact the attitudes and beliefs they hold, as well as the choices they make. These influences 

range from close interpersonal familial relationships and close friendships, through to the built environment 

and the laws of the country in which the person lives. It is important to consider all of the influences that act 

on an individual when devising initiatives to bring about changes in behaviour, and to support people to do 

this. 

 
 
Figure 1. Framework for determinants of health, adapted from Dahlgren and Whitehead 19912: 
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HIV data 

North Queensland      

The data below illustrate the current context that has informed development of this Response Plan: 
  

• Since 2014 there has been an increase in new diagnoses of HIV in Aboriginal and Torres Strait Islander 

people in four of the five Hospital and Health Services in North Queensland - Cairns and Hinterland 

(CHHHS), Torres and Cape, Townsville and North-West Hospital and Health Services, resulting in 43 

new diagnoses of HIV within the Aboriginal and Torres Strait Islander population(s) across NQ from 

January 2014 – December 2018. 

• The notification rate of newly diagnosed HIV in Aboriginal and Torres Strait Islander people per 100,000 

population in CHHHS increased from 3.6 in 2009 to a peak of 37 in 2016, and in Torres and Cape HHS, 

from zero in 2009 to 21.6 in 2018. 

• This trend of increasing HIV notifications for Aboriginal and Torres Strait Islander people is also reflected 

at a state level in Queensland and is in contrast to the trend in the non-indigenous population, for which 

the notification rate of newly diagnosed HIV has reduced from 4.2 per 100,000 population in 2009 to 3.6 

per 100,000 population in 2018 (figure 2). 

• The data above reflect an HIV outbreak affecting Aboriginal and Torres Strait Islander people in Far North 

Queensland (FNQ), which is centred in Cairns and appears to have been initially catalysed by syphilis co-

infection. People from other HHS regions have been infected with HIV, with several people known to have 

acquired the infection in Cairns.   

• Since 2014, most new HIV diagnoses in Aboriginal and Torres Strait Islander people in North Queensland 

were in men aged 20-50 years. The predominant risk exposure was sexual transmission by men who 

have sex with men (MSM), some of whom have sex with both men and women.  

(Source: NoCS 25 March 2019) 

Figure 2. 
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Australia 

The data below are not intended to be read as a comprehensive summary but provide a snapshot of recent 

data from the 2018 Kirby Institute annual surveillance report3. More comprehensive information can be 

sourced from the full report and other national reports. 

• Nationally, from 2013-2017 there was a 260% increase in the notification rate of HIV for Aboriginal and 

Torres Strait Islander populations in remote areas. 

• The rate of HIV notifications increased by 41% in the Aboriginal and Torres Strait Islander population 

between 2013 and 2016, compared with a 12% decline in Australian-born non-Indigenous people. In 

2017, the rate was 1.6 times as high as the Australian-born non-Indigenous population. 

• In 2017, the notification rate in Aboriginal and Torres Strait Islander people aged 35 and above (5.4 per 

100,000) was almost twice that of Australian-born non-Indigenous people (3.0 per 100,000). 

• A greater proportion of notifications in the Aboriginal and Torres Strait Islander population were 

attributed to heterosexual sex and injection drug use in the years 2015-2017 than in the Australian-born 

non-Indigenous population. 

Papua New Guinea 

• The prevalence of HIV in Papua New Guinea (PNG) is estimated at 0.89%, the highest rate of HIV in 

the Pacific region4. Sexual transmission is the leading transmission route5. Low HIV testing coverage 

may mean this is an underestimate.   

• Although there has long been a concern that HIV transmission could occur in the cross-border region of 

the Torres Strait where there are close connections with PNG, there is no current evidence of such 

transmissions occurring. Where information is available, Cairns is the likely place of acquisition for all of 

the people who have been newly diagnosed with HIV in the Torres Strait in the recent past. 

Goals 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

Goal 1 - Achieve the elimination of new transmissions of HIV in Aboriginal and Torres Strait 
Islander people in North Queensland 

Goal 2 - Minimise the personal, social and public health impact of HIV for Aboriginal and Torres 
Strait Islander people in North Queensland 

Goal 3 - Achieve the UNAIDS Fast-track targets 95-95-95I for Aboriginal and Torres Strait 
Islander people by 2024: 

o 95% of people with HIV are aware of their status 

o 95% of people who know their status are engaged in treatment and 

o 95% of people on treatment have an undetectable viral load 



 
 

Priority populations 

 

 

Figure 3. Priority populations of the Response Plan  
 
This diagram illustrates the priority populations of this 
Response Plan; people at increased risk of acquiring HIV, 
and people with HIV.  
 
People in the primary priority group of box 1 are at highest 
risk of acquiring the virus. People in the secondary priority 
group have either benefitted from effective public health 
initiatives to significantly reduce transmission, including 
condom use and needle and syringe programs, or in the 
case of correctional centres, are vulnerable because of a 
lack of access to preventive measures. The partners of 
people in these groups are also identified as priority 
populations. 
 
Pregnant Aboriginal and Torres Strait Islander women are 
included as a priority risk group because, if they are found 
to be infected with HIV, this provides an opportunity to 
prevent transmission of the virus to the baby. 
 
Aboriginal and Torres Strait Islander people with HIV are 
the priority for treatment and care. Such treatment not 
only protects the health of the positive person but can 
prevent onward transmission of the virus. 
 
. 



 
 

A socio-ecological model to address HIV 

The following model identifies factors influencing HIV-related behaviour and/ or behaviour change, using a socio-ecological lens. It provides a 
comprehensive summary of behaviour change interventions related to HIV prevention, treatment and care, which can be applied to the North 
Queensland context.  
 

Figure 4. Socio-ecological model of factors influencing HIV-related behaviour and/or behaviour change6 
 



 
 

Strategic alignment 

The Response Plan is aligned to: 

• Queensland Sexual Health Strategy 2016–2021 

• Queensland HIV Action Plan 2016–2021 

• North Queensland Aboriginal and Torres Strait Islander STI Action Plan 2016–2021 

• North Queensland HIV Roundtable Report 2017 

• Fifth National Aboriginal and Torres Strait Islander Blood-Borne Viruses and Sexually Transmissible 

Infections Strategy 2018-2022 

• Eighth National HIV Strategy 2018-2022 

North Queensland Aboriginal and Torres Strait Islander HIV 
Response Plan 2019-2021 

The Response Plan comprises actions that have been grouped into the following five domains: 
1. Leadership and coordination 
2. Health promotion and prevention  
3. Testing  
4. Integrated management- treatment and support  
5. Data, monitoring and evaluation 

 
The domains detailed in the following pages are matched to those in the NQ STI Action Plan in table 1. 

 

Table 1. Alignment of domains of NQ Aboriginal and Torres Strait Islander HIV Response Plan and 

NQ Aboriginal and Torres Strait Islander STI Action Plan 

 

NQ HIV Response Plan NQ STI Action Plan 

1. Leadership and coordination Implementation 
Better health services   

2. Health promotion and prevention Promotion and prevention 
 

3. Testing Testing and treatment 
 

4. Integrated management – treatment and 

support 

Testing and treatment  

5. Data, monitoring and evaluation Monitoring and evaluation 
 

 

The Response Plan details priority actions to 2021. Each domain is presented with a description of the 
evidence and key issues, followed by a table of actions related to that domain. The actions shaded in grey 
are deferred actions that should be part of a multi-strategic response but are not resourced at present. The 
lead organisation noted beside each action is responsible for coordinating that action in partnership with the 
other stakeholders listed and for reporting progress. 
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1 Leadership and coordination 

What is the evidence? 

• Public health approaches prevent disease, promote health and improve the well-being of the population. 

A public health approach includes addressing equitable access to services, engagement of communities, 

collaboration to leverage the skillsets brought by different organisations, advocacy for supportive policies 

and use of surveillance, research and evaluation data to inform an effective, flexible response7. 

 

 

• Partnerships with community are a critical element of an effective response8. For communities affected 

by complex problems, involvement, empowerment and self-determination in shaping and defining 

solutions are, in themselves, important outcomes9. 

• People with HIV and affected communities must have meaningful involvement in all aspects of the HIV 

response (GIPA principle)10. Similarly, Aboriginal and Torres Strait Islander involvement in all aspects of 

the HIV response supports best practice for Indigenous health outcomes11. 

• Cross-jurisdictional information-sharing, and dialogue with State and Commonwealth services can 

enhance access to new tools for HIV prevention, testing and management12.  

• Workforce training and support are important aspects of improving HIV prevention, detection and 

management; and health professionals must be supported to provide culturally responsive and safe, 

current, innovative and effective BBV and STI testing, treatment, monitoring and care4. 

Key issues/ strategies  

1.1 Governance 

The NQ HIV Response Plan builds on the existing governance structures in place for the NQ STI 

Action Plan. The Plan’s governance structure consists of oversight by the Chief Executive Steering 

Committee and utilises Area Action Group structures. The Steering Committee includes membership 

from each of the five North Queensland Hospital and Health Service Chief Executives and a range of 

partner agencies including the Aboriginal and Torres Strait Islander Health Branch, Queensland 

Aboriginal and Islander Health Council (QAIHC) and the Communicable Diseases Branch (CDB). The 

Chief Executive Steering Committee has endorsed the alignment of the governance of the HIV 

Response Plan with the existing NQ STI Action Plan 

 

The committees and action groups of the NQ STI Action Plan will identify and include additional HIV 

stakeholders who may not have previously been engaged in the NQ STI Action Plan. In the 2018 

evaluation of the NQ STI Action Plan, it was recommended that Local Area Action Plans be developed, 

detailing local activities related to each of the NQ STI Action Plan domains. These local plans, which 

have yet to be finalised, will incorporate activities detailed in the NQ HIV Response Plan.  

 

The Tropical Public Health Services (TPHS) – Sexual Health Team will assist with the outbreak 

response and other activities in the five HHS areas, supported by CDB.  Public Health Services play 

a key role in coordinating a regional response, ensuring surveillance data informs a flexible response 

to the outbreak. All partners’ contributions are key to an effective regional response with a coordinating 

function that aligns with the existing NQ STI Action Plan governance structure.  

 

The Cairns-based public health team will oversee regional implementation of the HIV Response Plan 

and will ensure the following: 
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• Close collaboration with Townsville-based public health staff and the Brisbane-based HIV Public 

Health team 

• Integrated with the pre-existing NQ STI Action Plan governance structure 

• Regional health promotion leadership and activities including support for community input 

• Public health support to clinical services including the primary care sector 

• Health surveillance, monitoring and reporting 

• Oversight of the governance process and support to governance committees. 

1.2 Workforce 

Building and maintaining an appropriately skilled workforce is critical to achieving the goals of the 

Response Plan. The current workforce is diverse, and a range of strategies will be needed to meet 

identified needs. Where possible and appropriate, positions should be Aboriginal and Torres Strait 

Islander identified. There are longstanding challenges to sustaining a workforce in remote settings, 

and to the competing demands on primary care staff. In addition to the wider role of primary health 

care in offering HIV testing, primary health care practitioners who are HIV treatment prescribers are 

crucial for providing treatment and clinical care for people with HIV in the community. Ensuring an 

appropriate geographic spread and recruiting and/or training to address identified gaps is a potential 

challenge. The level of support offered to general practitioners (GPs) who are diagnosing HIV 

infections but who are not HIV treatment providers will need to be reviewed and addressed as required. 

Sexual Health Services play an important role in workforce development and supporting GPs to 

expand the range of HIV care providers.  

Consultation for this Response Plan has identified that some primary care clinicians have expressed 

reluctance to question Aboriginal and Torres Strait Islander clients about sexual behaviours. In the 

North Queensland setting, where identification of risk factors may not occur, there is a need to increase 

clinician awareness of clinical presentations that may a) indicate a person is at risk despite non-

disclosure of risk behaviours, or b) be suggestive of an HIV seroconversion or related condition. 

Clinicians in primary care could benefit from increased HIV awareness. 

The health workforce (e.g. in primary care, hospitals and other settings including Corrections) needs 

appropriate levels of knowledge and awareness of HIV prevention, testing and management - 

including contact tracing. The workforce requires appropriate training, knowledge and skills to 

maximise all opportunities for diagnosis, and to create environments where people at risk of or living 

with HIV have access to professional, unbiased and equitable care that meets their health needs. 

Overseas-trained doctors may sometimes require education to raise awareness about sexual health 

and contact tracing13. 

It is important that there is collaboration between primary care and specialist HIV service providers 
with other agencies providing drug and alcohol and mental health services to enhance capacity to 
meet the needs of people with HIV who also require this support.  

Community organisations and the health promotion workforce play vital roles in maintaining and 

improving the health of populations through education, advocacy, creating environments that support 

healthy behaviours, and enabling access to prevention, treatment and care services. Health promotion 

activities and initiatives will be informed by the available research and evidence base. 

The national post-exposure prophylaxis (PEP) guidelines state that PEP should, ideally, be obtained 

from s100 prescribing GP or sexual health clinics but acknowledges that geographic considerations 

may necessitate presentation to a hospital Emergency Department14; in north Queensland; this 

should also include the local primary care centre. Staff training to deliver PEP in these services 

should include the necessity for appropriate priority and sensitivity. Some negative experiences 

accessing PEP have been reported anecdotally in north Queensland, which may lead to preventable 

HIV transmissions as has happened nationally15. 
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1.3 Leadership 

Public health services play a key role in coordinating regional approaches by identifying, responding 
to and controlling outbreaks. The regional implementation for this Response Plan will be led by TPHS. 
Activities will include ongoing epidemiological analysis of trends and the development of appropriate 
responses in collaboration with key partners. All activities will be underpinned by workforce 
development in relation to HIV in Aboriginal and Torres Strait Islander communities.  

Sexual Health Services, as the experts in HIV care, will continue to undertake prevention and health 
promotion activities, provide direct care for people with HIV, outreach, expert clinical advice, support 
and education, and work with other services to provide comprehensive HIV treatment and care. 

This plan recognises the strong leadership that organisations such as QAIHC, Aboriginal and Torres 
Strait Islander Community Controlled Health Services (AICCHS) and Primary Health Networks (PHN) 
have in supporting and delivering primary health care. Similarly, the plan recognises that NGOs such 
as Queensland AIDS Council (QuAC) and Queensland Positive People (QPP) have strong leadership 
in community engagement in relation to HIV and the LGBTIQ+ community. 

Public health and sexual health teams will work closely with community and facilitate collaboration 
between services and make effective use of scarce resources and ensure knowledge and learnings 
are shared effectively across regions.  

Responsibility for implementation of the Response Plan is shared amongst Queensland Health, 
AICCHS, NGO and PHN in partnership with the affected communities and population groups. 
Collaboration and partnership between these organisations is essential to the successful delivery of 
the plan. 

1.4 Development of guidelines 

 

Evidence-informed guidelines can support best practice care. Consultation has identified that 

clinicians use varied and variable approaches to offering HIV testing for Aboriginal and Torres Strait 

Islander people in North Queensland. In particular, there is limited active inquiry about behavioural 

risk factors by clinicians. This highlights the need to review North Queensland guidelines regarding 

HIV testing amidst the changing epidemiology of HIV in the region and consultation findings. There is 

a need to clearly articulate outbreak response guidelines to guide action in the event of increased 

notifications. The evolving landscape of newly-diagnosed people with HIV in widely-dispersed 

locations may also necessitate a review of management guidelines and referral pathways to optimise 

care provision that meets the needs of the affected communities. 

 

 

 

 

 

 

 

 

 

 

 



 
 
 

Priority 1: Leadership and coordination 

Action Timeline Lead  Stakeholder 

Leadership    

1.1  Ensure strong leadership, collaboration and coordination to implement an evidence-

based, human rights approach and centralised public health response to manage HIV 

in North Queensland for Aboriginal and Torres Strait Islander people, which includes 

cross border considerations with Papua New Guinea. This will be achieved through 

access to relevant knowledge, skills, expertise and information. 

By June 

2020 

TPHS SHS, AICCHS, 

GP, HHS, NGO, 

CDB, PNG 

services 

1.2  Maintain and build strong relationships between partner agencies in North Queensland 

and ensure all implementation partners have a role in governance of the HIV response 

through active participation in the governance structure, working groups and focus 

groups as appropriate. 

By Dec 

2019 

TPHS All 

Workforce     

1.3  Provide workforce development opportunities to develop the skills of the HIV and 

generalist workforce, including s100 prescribers, to support culturally appropriate, 

evidence-based clinical practice using a partnership approach. 

By June 

2020 

ASHM 

QH contract via CDB 

SHS, PHN, 

QAIHC, PHU, 

HHS 

Guidelines     

1.4  Develop a North Queensland HIV outbreak response guideline for endorsement by all 

relevant key partners to support the timely and effective response to the outbreak and 

any future clusters. 

By June 

2020 

TPHS SHS, QAIHC, 

AICCHS HHS, 

PHN, TPHU, CDB 
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Priority 1: Leadership and coordination – deferred actions 

Action Timeline not 

specified 

Lead  Stakeholder 

Leadership  To coordinate and report  

1.1 Work with provider organisations to support them to address legal, regulatory and 

policy barriers that negatively influence health-seeking behaviours of Aboriginal and 

Torres Strait Islander people with HIV or at risk of HIV. 

 QPP 

QuAC 

SHS, AICCHS, 

GP, HHS, NGO, 

CDB, PHU 

1.2 Review and develop models of care informed by consultation with Aboriginal and 

Torres Strait Islander people with HIV to meet their needs and preferences. Such 

models should include choice of provider, access to specialist HIV expertise, peer 

navigation, and service models offering multidisciplinary, individualised, holistic care 

and culturally appropriate management.  

 QPP/SHS TPHS, QAIHC, 

AICCHS, PHN, 

HHS, PHU 

Workforce    

1.3 Create more positions for Aboriginal and Torres Strait Islander health professionals 

with sexual health and HIV competence. 

 TPHS/SHS HHS, QAIHC 

1.4 Increase sexual health and HIV testing in primary health consultations through the 

development, implementation and evaluation of education and communication 

strategies to support concurrent testing for HIV and other STI as part of routine, 

holistic, culturally-safe primary health care.  

 SHS AICCHS, QAIHC, 

PHN, QuAC, 

HHS, TPHSU 

1.5 Reduce stigma and discrimination among healthcare providers and support 

organisations in relation to working with people with HIV and people at risk of HIV. 

*subject to funds CSHS 

QPP 

SHS, QAIHC, 

PHN, HHS, 

QuAC, AICCHS 

Guidelines     

Develop and implement continuous quality improvement indicators and targets to 

support best practice HIV testing and management. 

*subject to funds TPHS QAIHC, PHN, 

AICCHS, GP, 

HHS, TPHU 

 



 
 

2. Health promotion and prevention 

What is the evidence? 

• Effective HIV prevention requires a suite of risk reduction strategies (‘prevention toolbox’), including 
condoms, treatment as prevention, PEP and post-exposure prophylaxis (PrEP), and access to sterile 
injecting equipment12. 

• There is emerging evidence that gay men and MSM are reducing their condom use, thought to be partly 
attributable to PrEP16. 

• Amongst gay men and MSM in Queensland, there is an increasing awareness and use of PEP and PrEP, 
however the use of PrEP among Aboriginal and Torres Strait Islander people is low17.  

• Most HIV infections take place early in relationships or through casual sex. Fewer infections take place 
in longer-term relationships18. 

• High levels of mobility between cities and remote communities contribute to high rates of STI among 
Aboriginal and Torres Strait Islander people. Such mobility is highest among people aged 17 to 25 years 
old19. It has been asserted that “well conducted public health strategies aimed at educating the population 
about safe sex when travelling have the potential to significantly reduce the prevalence of STI in these 
communities or possibly lead to their elimination”19. 

• Aboriginal and Torres Strait Islander young people in Far North Queensland have lower levels of 
knowledge in relation to STI and HIV, and higher levels of partner change than their non-Indigenous 
peers20. There is also anecdotal evidence from clinicians of limited knowledge of the health and social 
consequences for Aboriginal and Torres Strait Islander people newly-diagnosed with HIV.   

• Targeting gaps in knowledge and misconceptions can reduce stigma and increase rates of testing and 
treatment4.  

• Young people who receive curriculum-based sexual health education are more likely to adopt healthy 
sexual behaviours and are less likely to present with STI, including HIV21.  

• Peer education for young Aboriginal and Torres Strait Islander people has been shown to influence their 
behavioural intentions and attitudes pertaining to STI and BBV22.  

• There is a need for health promotion around PrEP to be developed and implemented by Aboriginal and 
Torres Strait Islander people to ensure it remains consistent with principles of community control23. 

• Providing discreet all-hours access to condoms is a proven and effective strategy to encourage safe sex 
practice21. In 2006, sexually active young people living in remote north Queensland communities did not 
have reliable commercial access to condoms24; however, NQ condoms has made some inroads into free 
24-hour condom supply, particularly in remote North Queensland; more can still be done to improve this. 

• There is a greater proportion of HIV attributable to injecting drug use and heterosexual contact in 
Aboriginal and Torres Strait Islander people than in their non-Indigenous counterparts3.  

Key issues/ strategies – how evidence applies to North Queensland context 

2.1  Health Education 

Sustained education and prevention initiatives are critical in reducing the spread of STI including HIV 
among Aboriginal and Torres Strait Islander people in north Queensland. Health education, including 
curriculum-based education for young people, is essential to raise individual and community 
awareness of HIV, address stigma and shame, promote risk modification and safe sex practices to 
prevent HIV transmission, and to increase the number of people seeking testing and biomedical 
methods (treatment as prevention (TasP), PEP and PrEP) to prevent HIV transmission. Health 
education is an important component in improving the health literacy in north Queensland around HIV. 
A health literate individual has the skills and knowledge to access, understand and use information to 
make decisions, and take action about their sexual health and healthcare. 

Education and prevention initiatives must be: 

- culturally safe and linguistically appropriate, 
- co-designed and led by the community  
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- responsive to the social, cultural and environmental context in which they are being implemented  
- embedded within a community-wide approach to build general knowledge and awareness and 

minimise stigmatisation of priority target groups. 
 

2.2  Health Promotion 

Health promotion approaches are more than providing education to the community or target audience. 
Effective health promotion aims to ensure the healthy choice is the easy choice. To achieve this, health 
promotion approaches are guided by the five action areas of the Ottawa Charter for Health Promotion 
which are to create supportive environments, strengthen community actions, develop personal skills, 
reorient health services and build healthy public policy. 

Evaluating health promotion and prevention initiatives is important to build the evidence base, which 
can inform the ongoing efforts and lead to the scaling-up and adaption of successful initiatives in other 
communities. 

2.3  Prevention strategies 

Discreet all-hours access to condoms is important to reduce the burden of STI and manage HIV risk 
in remote settings. Policy-makers and health system managers need to support remote community 
condom supply; health service managers should embed condom distribution and reporting into the 
core accountabilities of primary health care service delivery. Public health authorities also need to 
work with community leaders to understand and address supply barriers, thereby ensuring that all-
hours condom distribution and infrastructure is in place in communities and functioning24. All-hours 
condom access in remote communities in North Queensland has increased since 2016 through 
activities of the NQ STI Action Plan. 

Aboriginal and Torres Strait Islander gay men and MSM appear to be at a relatively higher risk of HIV 
transmission than their mainstream peers. Many men in the mainstream gay/ MSM population in 
Queensland have considerable knowledge about HIV and opportunities to reduce risk of transmission. 
The population were ready to embrace new technologies that could reduce the risk such as PrEP. 
Amongst Aboriginal and Torres Strait Islander MSM and gay men in North Queensland, however, 
there appears to be limited knowledge about HIV, PrEP and other HIV prevention strategies. In this 
situation, there is urgent work to do to raise awareness about HIV risk and prevention strategies to 
enable people to make educated decisions about accessing PrEP or PEP. The Closing the Gap co-
payment measure can reduce one barrier to Aboriginal and Torres Strait Islander people’s access to 
PrEP4. 

Alongside the promotion of condom use and other behavioural strategies, there is a need to raise 
awareness of biomedical methods of preventing HIV transmission, including PrEP, PEP, and TasP. 
Promoting the concept of ‘undetectable equals untransmittable’ (U=U) has the potential to reduce 
stigma and shame associated with HIV, both among people with HIV, and in the wider population.  

Access to sterile injecting equipment is an important strategy in HIV prevention. The number of HIV 
diagnoses in North Queensland attributable to injecting drug use in all people, including Aboriginal and 
Torres Strait Islander people, is currently low. There is limited information about the extent of injecting 
drug use amongst Aboriginal and Torres Strait Islander people in North Queensland. The proportion 
of people accessing the Needle and Syringe Program (NSP) in the ‘northern region’ of Queensland 
who are Aboriginal and Torres Strait Islander people is 12%, compared with 13% state-wide25. There 
has been an increase in the proportion of Aboriginal and Torres Strait Islander people accessing 
Cairns NSP sites in the past four years, and this might reflect a change in how sterile injecting 
equipment is being accessed, rather than an increase in injection drug use. There is a need to monitor 
this situation, promote harm-reduction strategies including maintaining access to sterile injecting 
equipment in the region, promoting strategies to support regular HIV testing for people who inject 
drugs, and responding promptly to any increase in HIV diagnoses in people who inject drugs. 

The following health promotion and prevention actions complement the activities that are already 
underway as part of the NQSTI Action Plan. 



 
 

Priority 2: Health promotion and prevention 

Action  Timeline Lead  Stakeholder 

Raise awareness and promote healthy behaviours    

2.1 Promote condom use as a means of preventing STI and HIV, and increase the use of PrEP, 
PEP and TasP for high-risk Aboriginal and Torres Strait Islander populations. 

By June 
2020 

SHS QuAC, PHU, 
QPP, HHS 

Priority 2: Health promotion and prevention – deferred actions 

Action  Timeline Lead  Stakeholder 

Raise awareness and promote healthy behaviours    

2.1 Develop, implement, support and evaluate a range of culturally appropriate, community co-
designed and led, multi-strategic HIV education and prevention initiatives to build community 
knowledge and awareness and support healthy behaviours, that target the following: 
- HIV, transmission risk and protective behaviours 
- HIV treatment, effects on health and health benefits of early diagnosis and clinical 

engagement 
- Testing options 
- Condom availability and use 
- Sexual health stigma and shame. 

*subject to 

funds 

QuAC AICCHS, 

QAIHC, PHN, 

HHS, SHS, 

PHU 

2.2 Seek further funding and engage expertise to implement tailored and locally appropriate social 
marketing campaigns covering: HIV, its transmission and risk; combination and biomedical 
prevention, condoms, TasP, undetectable viral load, post-exposure prophylaxis (PEP) and pre- 
exposure prophylaxis (PrEP); needle and syringe programs (NSP); testing and treatment and 
contact tracing 

. 

 TPHS CSHS, QuAC, 

AICCHS, 

QAIHC, QPP, 

PHN, PHU, 

QNSP 

2.3 Include HIV awareness in sexual health education in schools, community settings, correctional 
centres and other settings.  

 PHU 

HHS 

QuAC, SHS, 
AICCHS, Lives 
Lived Well 
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Action  Timeline Lead  Stakeholder 

2.4 Promote knowledge and awareness of safe use and disposal of injecting equipment, and 
encourage HIV testing and promotion of safe sex for users of the Needle Syringe Program 

 

 QNSP QuAC, SHS, 
PHU, Youth 
link, ATODS, 
LLW, QuIHN 

2.5 Complete mapping and assess the need for increased provision of Needle and Syringe 
Programs in Aboriginal and Torres Strait Islander communities. 

 HHS-
ATODS 

QuAC, SHS, 
QuIHN, QAIHC, 
QNSP 

Peer support    

2.6 Develop, implement and evaluate culturally appropriate peer support approaches, tailored for 
Aboriginal and Torres Strait Islander people with HIV, and other mechanisms to give a voice 
and support to Aboriginal and Torres Strait Islander people with HIV e.g. Queensland Positive 
speakers. 

*subject to 

funds 

QPP  

2.7 Explore development, implementation, evaluation and funding opportunities for peer education 
around sexual health and healthy relationships with young people. 

 TPHS SHS, QAIHC, 

AICCHS  

Service providers    

2.8 Provide expert health promotion advice to support key stakeholders to guide best practice 
health promotion approaches for local delivery. 

*subject to 

funds 

TPHS/SHS AICCHS, 

QuAC, TPHU 

2.9 Deliver training to health service providers to promote culturally inclusive LGBTIQ+, brotherboy 
and sistergirl services. 

*subject to 

funds 

QuAC SHS, PHU 



 
 

3. Testing 

What is the evidence? 

• Willingness and ability of people at-risk of HIV to get tested is influenced by a range of factors including 
time constraints, geographical location and perception of risk26. 

• Recognised barriers to HIV testing include low knowledge of HIV, fear of testing, access to services, and 
priority populations such as women and people who inject drugs and are insufficiently targeted in testing 
programs27. 

• HIV testing opportunities can be missed when HIV risk is not identified or known28. 

• The proportion of Aboriginal and Torres Strait Islander people infected with HIV but who have not been 
diagnosed is estimated to be twice as high compared with the proportion in Australian-born non-
indigenous people29. 

• There have been low HIV testing rates in communities with endemic high rates of sexually transmitted 
infections. In a study of remote Indigenous communities from 2010 to 2014, only 32% of people were 
tested for HIV following diagnosis of other sexually transmitted infections27. 

• In primary care settings in Aboriginal communities, increases in STI testing can be achieved through multi-
faceted system change and quality improvement programs. Regional support and a comprehensive 
approach to sexual health support this30.  

• Strategies shown to increase HIV testing amongst gay and homosexually active men, include SMS retest 
reminders31, rapid (point-of-care) tests and express testing services32; MSM would test more frequently if 
testing were more convenient and with rapid availability of results36. 

• Surveys of gay and bisexual men found that approximately two thirds would test more frequently if home 
testing was available33. HIV self-testing became available in Australia in March 2019 and is considered 
another promising option34. 

• Early diagnosis can result in reduced transmission risk because of early initiation of treatment and 
behaviour change following diagnosis15. 

• There are recognised cost benefits from increased testing, as early HIV diagnosis and entry into care 
reduces morbidity, mortality, the risk of onward transmission, and associated costs35. 

• Contact tracing for sexual partners of MSM has resulted in a new HIV diagnosis for every 10 men 
interviewed36. Contact tracing increases identification of people at risk of HIV for testing, enables sexual 
and injecting partners to access preventive care and may reduce risk behaviour37, although concern about 
confidentiality and trust in services in Aboriginal and Torres Strait Islander communities has been 
identified13. 

• The Canadian national HIV screening and testing guide recommends that healthcare providers discuss 
HIV testing as part of routine medical care to destigmatise and normalise testing38. The Australian HIV 
testing policy also refers to normalisation of HIV testing in specific populations or people with risk factors39. 

Key issues/ strategies – how evidence applies to North Queensland context 

3.1  Testing 

HIV testing for people at risk of infection must be increased. To assist in this, local guidelines will be 
reviewed, disseminated and promoted.  Health professionals need to be supported to increase HIV 
testing broadly in the Aboriginal and Torres Strait Islander populations in North Queensland. Most new 
HIV cases in Aboriginal and Torres Strait Islander people in North Queensland have been diagnosed 
in primary care general health checks. Testing in primary care settings should be incorporated and 
normalised as part of holistic care. The implementation of the NQ STI Action Plan has resulted in 
steady increases in the numbers of young people in remote communities who have been tested for 
STI and HIV in the past 12 months, presenting an opportunity to further incorporate HIV testing. HIV 
testing should continue to be encouraged in correctional settings. 
 
Regular testing is required for people at greater risk of HIV such as men who have sex with men. 
Consultation has highlighted that some Aboriginal and Torres Strait Islander men who have sex with  
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men in North Queensland are not comfortable discussing sexual partners with health professionals, 
therefore HIV testing opportunities based on risk may be missed. There is also some clinician 
reluctance to enquire about the gender of sexual partners (which may be exacerbated by workforce 
turnover). This should be explored further. A person-centred approach would involve identification of 
individual risk. However, in the absence of a clinician exploring risk, a broad testing approach is 
required. There needs to be increased clinician awareness of clinical presentations suggestive of HIV 
risk, or symptoms suggestive of infection. Specialist public health and sexual health services provide 
support to clinicians who have diagnosed a new case of HIV (to support initial conversations, contact 
tracing, guide further investigation, management and ongoing care); this strengthens the confidence 
of primary care staff to engage in HIV testing and care. 
 
There is also a need to increase awareness of risk of HIV amongst MSM to support testing uptake and 
make it easier to test more frequently. Consultation has identified that a variety of HIV testing options 
should be made available. In parallel with awareness raising, different models of testing need to be 
explored to better address the needs of the population. Point-of-care testing is currently available at 
SHS and some GP practices. A lack of perceived risk is effectively a barrier to testing. Peer-led testing 
has been successful in other parts of Queensland; this and other options should be explored. 

3.2  Contact tracing (also known as partner notification) 

There are specialist public health and contact tracing staff to support clinicians and people newly-
diagnosed with HIV to enable contacts who may have been exposed to HIV to be offered a test, and 
treatment or prevention as required. In the Far North Queensland HIV outbreak, the main affected 
population are men who have sex with men, many of whom do not identify as gay or bisexual, making 
it difficult to offer more opportunities for testing and prevention information provision. In this context, 
sensitively-conducted contact tracing has the potential to identify people at increased risk. The North 
Queensland syphilis outbreak has highlighted challenges in local contact tracing, including medico-
legal boundaries, clinical skills, client factors and service approach and capacity. Some of these factors 
are even more acute in the setting of a stigmatised sexually transmitted infection such as HIV. Some 
of these challenges have been addressed with a combination of actions, including provision of clinician 
support during the process of enhanced surveillance, increased contact tracing capacity in sexual 
health services and increased sexual health program leadership and support. These actions also 
support HIV contact tracing, the systematic performance of which is an immediate priority. 

 



 
 
 

Priority 3: Testing 

Action Timeline Lead  Stakeholder 

Leadership    

3.1 Review, disseminate and promote HIV testing guidelines in priority groups and settings By June 
2020 

TPHS SHS, AICCHS, GP, 
HHS, QuAC, PHN, 
ASHM 

3.2 Ensure that all pregnant women are offered routine HIV testing at the first presentation for 
antenatal care and all women are tested at least once during pregnancy 

By Dec 
2019 

TPHS All antenatal service 
providers 

3.3 Ensure effective contact tracing for people who are newly-diagnosed with HIV to support 
their sexual and injecting partners to access HIV testing and preventive care in partnership 
with contact tracing support officers and HIV public health nurse 

By Dec 
2019 

SHS, TPHS AICCHS, GP, HHS 

Priority 3: Testing – deferred actions 

Action Timeline Lead  Stakeholder 

3.1 Increase access to HIV testing in a systematic and culturally appropriate manner and within 
testing guidelines by provision of a combination of testing options and locations, and 
ensuring links between HIV, syphilis and other STI testing 

*subject to 
funds 

SHS 

TPHS 

AICCHS, GP, HHS, 
TPHU, PHN 

3.2 Make access to peer-led HIV and other STI testing available *subject to 
funds 

QuAC QPP, SHS, AICCHS 

 



 
 

4. Integrated management – treatment and support  

What is the evidence? 
• A holistic approach is crucial when providing care for Aboriginal and Torres Strait Islander people with 

HIV, and this includes supporting people in the context of their everyday lives, psychosocial and welfare 

support as well as providing healthcare.40  

• Peer support is an effective way to support people living with chronic diseases such as HIV.  It is an 

effective way to address psychosocial needs,41 and can also aid in reducing stigma for people with HIV 

and the community. 

• Other strategies that increase engagement in care and adherence include consistency and a quality 

doctor-patient relationship, reducing financial barriers and ensuring easy access to care42. 

•  The first few weeks after being infected with HIV is called ‘acute HIV infection’. This brief time period 

plays a disproportionately large role in the sexual transmission of HIV43. Early detection and treatment of 

HIV can reduce onward transmission. 

• There is individual, and population benefit from antiretroviral (ART) medication adherence. ART is 

recommended for all individuals with HIV infection to reduce the risk of disease progression44.  A person 

living with HIV, who is taking medication and has an undetectable viral load cannot transmit the virus; this 

is known as treatment as prevention (TasP).   

• Undetectable = Untransmittable (U=U). People who maintain an undetectable viral load on ART treatment 

have, effectively, no risk of transmitting HIV to sexual partners45. 

• The ‘HIV diagnosis and care cascade’ describes how well health systems are diagnosing and caring for 

people with HIV. Whilst nationally Australia is performing well, outcomes for Aboriginal and Torres Strait 

Islander people with HIV are comparatively poorer17. 

• Some people with HIV who feel well do not access care at times and may need support to re-engage in 

care; services need to be flexible to facilitate retention systems must be in place to monitor patient 

retention in care46,47. 

• The four main barriers to ART care adherence have been classified as:  

 

i. personal factors (including fear of disclosure, shame, discrimination, lack of knowledge about 

HIV, prevention and treatment) 

ii. socio-economic factors (including financial constraints, lack of social support and unstable 

housing) 

iii. health-care and treatment-related factors (including patient-doctor relationship, discrimination 

and structural racism), and  

iv. disease-related factors48,17. 

 

• If pregnant women with HIV are adequately treated, the risk of transmission to the baby is very low49. 

Key issues/ strategies – how evidence applies to North Queensland context 

4.1  HIV care 

The main HIV specialist expertise for North Queensland is based within Cairns and Townsville Sexual 
Health Services (SHS). These services undertake care for newly diagnosed and existing clients, 
contact tracing and treatment. Specialist HIV clinical care teams including nurses, pharmacists, health 
workers and social workers who offer support to clients who are newly diagnosed or require assistance 
to engage in care. A holistic service is required to support engagement in care and ensure that clients’ 
psychosocial needs and health needs are met in a balanced way. This requires a person-centred 
model of care and collaboration between services (refer to figure 5). 
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Most Aboriginal and Torres Strait Islander people with HIV in North Queensland currently receive care from 
SHS. People attending SHS have access to a multi-disciplinary team with a range of skills, which is 
advantageous. People in remote communities, however, might have restricted access to multi-disciplinary 
expertise, and primary care clinicians might not have sufficient caseload to build expertise to confidently 
deliver HIV care. More information is needed from affected communities to understand the preferred model 
of care in the medium to long term. Choice of service to access care is important; Primary Health Care Centre 
(PHCC), AICCHS, SHS or GP.  Service provision by various organisations allows people with HIV the choice 
of provider that best meets their needs. Staff in primary care settings might also need upskilling to increase 
the care options available.  
 

4.2  Access to care  

Stigma and shame about HIV, sexuality or cultural issues can prevent people accessing care and taking 

treatment. Concerns about confidentiality can be a barrier for clients. These themes have recurred in 

consultations in North Queensland in relation to both testing and care. Some people with HIV are comfortable 

accessing local services, but others are not for a variety of reasons. These people are more likely to remain 

engaged in care if there are alternative access points to the health system. Peer support has been positive 

and, in some cases, essential, in assisting people to engage in care in North Queensland. Support for peers 

is also important. Support for women with HIV remains a challenge. Presently, most initiatives are directed 

towards men, and there are comparatively smaller numbers of women with HIV, making support networks 

harder to create.  

 
Recent experience in Cairns and Townsville has demonstrated that an intensive support team, which includes 

Aboriginal and Torres Strait Islander staff, can address some barriers to engagement in care. This level of 

intensive support can also assist Aboriginal and Torres Strait Islander people with HIV to address challenges 

including housing and finance issues, lack of knowledge about HIV and mobility. 

 

Systems are also needed to support people with HIV in North Queensland who have disengaged from care 
to assist them to re-engage in care with the support of local services. 
 

4.3  HIV medication 

Access to ART has its own challenges, which include fear of being seen collecting HIV-related medications, 

cost of co-payment, pharmacy location and sometimes the need to have ART dispensed from a non-local 

pharmacy. There is currently support available from QPP for people with HIV who require funding assistance 

to access ART and other care needs. 

 

People with HIV require lifelong ART to manage this chronic condition and prevent transmission of the virus. 

ART can only be prescribed by doctors with s100 training, yet most of the new cases of HIV are diagnosed 

in primary healthcare settings, often by doctors without this training. In areas with high staff turnover, it is 

important to have regularly available upskilling in s100 training and ongoing SHS support for primary care 

clinics with low caseloads. 
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Figure 5. Person-centred care model for people with HIV  

 

The proposed person-centred model of care has flexibility to respond to the needs of the individual, 

understanding that a person’s needs will change over time. This model highlights some of the specific 

considerations for Aboriginal and Torres Strait Islander people with HIV in North Queensland, such as the 

recurring issue of confidentiality and a population in which many people travel between remote home 

communities and regional centres. Although many Aboriginal and Torres Strait Islander people with HIV 

currently receive care through a SHS, the model includes a range of shared care options complemented as 

needed by peer support. 

 

 



 
 

Priority 4: Integrated management – treatment and support  

 

Action Timeline Lead  Stakeholder 

HIV care    

4.1 Implement and evaluate a multi-disciplinary, holistic model of person-centred care that supports 

the health and psychosocial needs of people with HIV according to need, and share learnings 

with other NQ HHSs   

By June 

2020 

SHS HHS, GP, 

AICCHS, Allied 

Health 

practitioners, 

QPP, Qld Sexual 

Health Network, 

PATSIN 

4.2 Provide information, referral for specialist assessment and/or case management/care coordination 

and access to peer-based support to primary health care providers supporting people newly-

diagnosed with HIV  

By Dec 

2019 

TPHS SHS, GP, 

AICCHS, HHS, 

QPP, 2 Spirits 

4.3 Strengthen systems to support people with HIV who have disengaged from care, and work with 

them to support re-engagement in care 

By June 

2020 

TPHS/SHS SHS, GP, 

AICCHS, HHS, 

QPP, CDB, PHU 

4.4 Ensure all pregnant women with HIV are supported to engage in care throughout their pregnancy 

and beyond to prevent perinatal and postnatal transmission 

By Dec 

2019 

SHS, HHS GP, PHCC, 

AICCHS 

Access to care    

4.5 Identify and implement strategies to remove barriers to accessing HIV care, and support rapid 

treatment initiation, engagement in care and adherence, and share learnings  

By June 
2021 

SHS GP, HHS,  
AICCHS, QPP, 
RFDS  

4.6 Identify and implement strategies to reduce barriers to access ART, PrEP and PEP medication, 

including access for women, and share learnings with other NQ HHSs    

By Jun 2021 Cairns SHS 

pharmacy 

HHS, QPP, 

Pharmacy Guild, 

Pharmacy 

providers 
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Action Timeline Lead  Stakeholder 

HIV medication    

4.7 Support s100 prescribers to deliver HIV care in settings outside of sexual health services through 

development of a shared care model, and share learnings  

By June 

2021 

SHS GP, AICCHS, 

HHS, ASHM 

 

 

Priority 4: Integrated management – treatment and support – deferred actions 

Action Timeline Lead Stakeholder 

HIV care    

4.1 Explore and implement models that support self-efficacy, autonomy, resilience and health literacy 

for people with HIV, and share learnings with other NQ HHSs    

 SHS 

QPP 

All health 

providers 

4.2 Develop and evaluate collaborative models between healthcare and client support services 

including peer-led models 

 QPP All health 

providers 

 

 

 

 

 



 
 

5 Data, monitoring and evaluation 

What is the evidence?  

• National modelling from 2015, suggests that approximately one in five Aboriginal and Torres Strait 

Islander people with HIV may be undiagnosed29.  

• There is strong evidence that effective use of surveillance data and other data sources can inform 

policy and program development, priority setting and support implementation and evaluation of 

strategies7,12.  

Key issues/ strategies  

5.1 Data 

Access to data in relation to HIV has been very restricted because of concerns about patient 

confidentiality. Agreements to share data between organisations should be pursued where feasible to 

improve outcomes.  

Queensland Health (CDB) has undertaken work to enable provision of regular epidemiological reports 

about HIV in Aboriginal and Torres Strait Islander people in North Queensland.  

5.2  Monitoring and evaluation 

Collaboration of public health and clinical services will facilitate the development of a monitoring and 

surveillance plan to evaluate the effectiveness of the North Queensland response. This includes 

monitoring testing rates and the HIV care cascade, and evaluation of health promotion strategies. 

Enhanced surveillance by the TPHS-based Public Health Nurse will complements this. 

It is expected that an increase in testing may result in an initial increase in diagnoses. This provides an 

opportunity for previously undiagnosed people to know their status and be engaged in care, which 

ultimately reduces the risk of further onward transmission. The increase in diagnoses can potentially 

affect the ability to achieve the targets of the care cascade in the short term.  

TPHS will work collaboratively with the CDB, HHS, QAIHC, AICCHS to implement local level continuous 

quality improvement initiatives and sharing of information. 

All organisations are responsible for evaluating the effectiveness of their activity and contributing to the 

evidence base in HIV prevention and management. 

Where appropriate, the performance indicators have been linked to related actions and indicators in the 

Queensland Sexual Health Strategy 2016–2021 and the Fifth National Aboriginal and Torres Strait 

Islander Blood Borne Viruses and Sexually Transmissible Infections Strategy 2018–2022. 

5.3 Research 

A lack of knowledge about the social and sexual networks of Aboriginal and Torres Strait Islander people 

at risk of HIV in North Queensland is hindering prevention and promotion activities.  Anecdotal evidence 

has identified that people travel to Cairns from remote regions to ‘party’ and this, for some, can include 

having unprotected sex. Several recent transmissions of HIV in Aboriginal and Torres Strait Islander 

people have occurred in Cairns, although some people have been diagnosed following their return to 

other HHS. Collaboration between community, research institutes and others in clinical settings, public 

health or on-the-ground expertise would be valuable in informing the ongoing response. 



 
 
 

Priority 5: Data, monitoring and evaluation 

Action Timeline Lead  Stakeholder 

Data  To coordinate and 
report 

 

5.1 Investigate and implement systems for measuring testing rates, and treatment uptake, 

engagement in care and viral suppression, as per the HIV care cascade 

By June 

2020 

CDB PHU, SHS, 

HHS, GP, 

AICCHS, 

QAIHC, PHN 

5.2 Advocate for improved completeness and accuracy of testing data to include Aboriginal and 

Torres Strait Islander status 

By Dec 

2020 

CDB QAIHC, private 

pathology 

providers, PHN, 

PHU 

Monitoring and evaluation    

5.3 Develop criteria to enable recognition of those with complex care needs and a system for 

assessing engagement in care, and share learnings with other NQ HHSs    

By June 

2020 

Cairns SHS CDB, GP, 

AICCHS, HHS, 

QPP, PHU 

5.4 Develop systems for monitoring effectiveness of contact tracing By June 

2020 

TPHS SHS 

5.5 Perform ongoing analysis of regional data to inform response activities By Dec 

2019 

TPHS CDB, SHS, 

TPHU, HHS 

5.6 Develop and refine reporting frameworks and templates to ensure timely monitoring and 

evaluation of all actions in line with identified key performance indicators (KPI) 

 

By June 

2020 

TPHS CDB, QAIHC, 

PHN, HHS, GP, 

AICCHS, QPP, 

TPHU 

5.7 Include reporting on progress of the North Queensland HIV Response Plan in annual reports to 

document performance for the Chief Executive Steering Committee and other partners 

By June 

2020 

TPHS CDB, QAIHC, 

PHN, HHS, GP, 

AICCHS, QPP, 

TPHU 
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Action Timeline Lead  Stakeholder 

5.8 Explore opportunities to undertake research to address gaps in knowledge and add to the 

evidence base to inform best practice HIV prevention and care; and contribute to the monitoring 

and evaluation of the Response Plan 

By June 

2021 

TPHS/SHS Research 

institutes, HHS, 

CDB, PHN, 

QAIHC 

 

 

 

 

Priority 5: Data, monitoring and evaluation – deferred actions 

Action Timeline Lead  Stakeholder 

Research    

5.1 Research issues to improve the health and well-being of Aboriginal and Torres Strait Islander 

people with HIV in North Queensland including: quality of life, engagement in care, stigma and 

discrimination, and their experiences of living with HIV  

 TPHS/SHS QPP, 

CDB,QAIHC, 

QuAC 
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Performance framework 

Under development. Indicative measures are provided below. 
 

Indicative performance measures 
 

Priority domain 1. Leadership and coordination 
 

Indicator Target Source Frequency 

1.1 Number of health professionals authorised as 
s100 prescribers by HHS 

(Need to determine 
baseline and target) 
 
Increase the number of 
active s100 prescribers 
 

BBV STI Unit, Communicable Diseases Branch, 
Department of Health 

Annual 

 
 
Priority domain 2. Health promotion and prevention  
 

Indicator Target Source Frequency 

2.1 Number of Aboriginal and Torres Strait 
Islander people accessing pre-exposure 
prophylaxis (PrEP) by HHS 

(Need to determine 
baseline and target) 
 
Increase the number 
against baseline 
 

Hospital and Health Services 
Epidemiology and Research Unit, 
Communicable Diseases Branch, Department of 
Health using Pharmaceutical Benefits Scheme 
data# 

Annual 

2.2 Number of Needle and Syringe Programs by 
HHS 

For further development 
 

BBV STI Unit, Communicable Diseases Branch, 
Department of Health  
 

Annual 

2.3 Number of occasions of HIV post-exposure 
prophylaxis (PEP) access by Aboriginal and 
Torres Strait Islander people, by HHS  

(Need to determine 
baseline and target) 
 
Increase the number 
 

BBV STI Unit, Communicable Diseases Branch, 
Department of Health 

Annual 
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Priority domain 3. Testing 
 

Indicator Target Source Frequency 

3.1 Number of HIV serology tests conducted in 
public laboratories by HHS, setting (e.g. 
PHCC, SHS), and Aboriginal and Torres 
Strait Islander status 

For further development 
 
Increase number of tests 

Epidemiology and Research Unit, 
Communicable Diseases Branch, Department of 
Health 

Annual 

3.2 Percent of Aboriginal and Torres Strait 
Islander pregnant women who are tested for 
HIV by HHS 

 

100% HHS patient quality and safety audit Annual 

3.3 Proportion of people newly diagnosed with 
HIV with completed contact tracing of 
partners identified 

50% of known contacts 
assessed within four 
weeks of being named 

North Queensland Hospital and Health Services Annual 

 
Priority domain 4. Integrated management- treatment and support 
 
Indicator Target Source Frequency 

4.1 Proportion of Aboriginal and Torres Strait 
Islander people newly diagnosed with HIV 
who commenced treatment within six weeks, 
three months and six months of diagnosis 

 

85% within 6 weeks 
90% within 3 months 
95% within 6 months 

Epidemiology and Research Unit, 
Communicable Diseases Branch, Department of 
Health# 

Annual 

4.2 Proportion of Aboriginal and Torres Strait 
Islander people with HIV who were engaged 
in care in the past 12 months  

 

95% Epidemiology and Research Unit, 
Communicable Diseases Branch, Department of 
Health/ TPHS 

Annual 

4.3 Proportion of Aboriginal and Torres Strait 
Islander people newly diagnosed with HIV 
who were documented as fully virally 
suppressed at six months post diagnosis 

 

90% Epidemiology and Research Unit, 
Communicable Diseases Branch, Department of 
Health/ TPHS 

Annual 

4.4 Proportion of Aboriginal and Torres Strait 
Islander people with HIV who were 
documented as fully virally suppressed at 
their most recent test in the past 12 months 

 

95% Epidemiology and Research Unit, 
Communicable Diseases Branch, Department of 
Health/ TPHS 

Annual 
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Priority 5. Data, monitoring and evalaution 

 
 
* late diagnosis: CD4 count 200-349. Advanced stage: CD4 count <200 or an AIDS-defining illness 
# Work is in progress by the Communicable Diseases Branch, Department of Health to identify data sources for these indicators to enable 
standardised reporting 
¥ Recognising that numbers are likely to increase initially as more people are tested 
 
 
 
 
 
 
 
 

Indicator Target Source Frequency 

5.1 Number of Aboriginal and Torres Strait Islander 
people newly diagnosed with HIV by HHS 

 

Reducing number¥ Epidemiology and Research Unit, Communicable 
Diseases Branch, Department of Health 

Quarterly 

5.2 Number (%) of Aboriginal and Torres Strait 
Islander people newly diagnosed with newly-
acquired HIV (in past 12 months) 

 

Reducing number¥ Epidemiology and Research Unit, Communicable 
Diseases Branch, Department of Health 

Quarterly 

5.3 Number (%) of Aboriginal and Torres Strait 
Islander people newly diagnosed with HIV with 
evidence of late diagnosis or advanced stage 
infection* 

 

Reducing number¥ Epidemiology and Research Unit, Communicable 
Diseases Branch, Department of Health 

Quarterly 



 
 

Appendix 1  

Consultation undertaken to inform the development of this response 

• South Australian Health and Medical Research Institute 

• Tropical Public Health Unit, Townsville Health and Hospital Service 

• Queensland Positive People 

• BBV STI Unit, Commonwealth Department of Health  

• Apunipima Cape York Health Council  

• Torres and Cape Hospital and Health Service 

• Wuchopperen Health Service  

• Communicable Diseases Branch, Queensland Health 

• QUIHN Cairns and Far North Queensland 

• Australasian Society for HIV Medicine (ASHM) 

• Aboriginal and Torres Strait Islander Health Branch, Queensland Health 

• Gidgee Healing 

• Joyce Palmer Health Service 

• Cairns and Hinterland Health and Hospital Service 

• Queensland AIDS Council 

• Youthlink, Cairns 

• Positive Aboriginal and Torres Strait Islander Network 

• Aboriginal and Torres Strait Islander community members 

• Queensland Aboriginal and Islander Health Council 

• Mulungu Aboriginal Corporation Medical Centre, Mareeba 

• Mamu Health Service, Innisfail 

• Townsville Aboriginal and Islanders Health Services (TAIHS) 

• Palm Island Community Company 

• NPA Family and Community Services ATSI Corporation 

• Sexual Health Service, Townsville Hospital and Health Service 

• Mackay Hospital and Health Service 

• Northern Queensland Primary Health Network 

• TRUE Relationships and Reproductive Health 

• Respect Inc Cairns 

• Representatives from community pharmacy, North Queensland s100 prescribers 
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Appendix 2 

Abbreviations and acronyms 

AICCHS Aboriginal and Islander Community Controlled Health Service(s) 

AIDS  Acquired Immune Deficiency Syndrome 

ART  Antiretroviral Treatment(s) 

ASHM  Australasian Society for HIV, Viral Hepatitis and Sexual Health Medicine  

ATODS Alcohol, Tobacco and other Drug Service(s) 

BBV  Blood borne virus(es) 

CDB  Communicable Diseases Branch 

CHHHS Cairns and Hinterland Hospital and Health Service 

FNQ  Far North Queensland 

GP  General Practitioner(s) 

HHS   Hospital and Health Service(s) 

HIV  Human Immunodeficiency Virus 

LGBTQI+ Lesbian Gay Bisexual Transgender, Queer, Intersex 

LLW  Lives Lived Well 

MSM  Men who have sex with men 

NGO  Non-government organisation(s) 

NQ  North Queensland 

NSP  Needle and Syringe Program(s) 

PATSIN Positive Aboriginal and Torres Strait Islander Network 

PEP  Post-Exposure Prophylaxis 

PrEP  Pre-Exposure Prophylaxis 

PHN  Primary Health Network(s) 

PHCC  Primary Health Care Centre(s) 

PHU  Public Health Unit(s) 

PNG  Papua New Guinea 

QAIHC  Queensland Aboriginal and Islander Health Council 

QNSP  Queensland Needle and Syringe Program 

QPP  Queensland Positive People 

QuAC  Queensland AIDS Council 

QuIHN  Queensland Injectors’ Health Network 

SHS   Sexual Health Service(s) 

STI  Sexually Transmissible Infection(s) 

TasP  Treatment as Prevention 

TPHS  Tropical Public Health Services 

TPHU  Townsville Public Health Unit 

U=U  Undetectable equals Untransmittable
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