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ABSTRACT

Background. People living in regional Queensland, Australia, have less access to health care than
their metropolitan neighbours; a gap that is wider if they are also of Aboriginal and Torres Strait
Islander ethnicity. The Bariatric Surgery Initiative (BSI) aims to provide metabolic bariatric surgery
as a public service accessible to all Queenslanders for patients with morbid obesity according to
need, regardless of location or ethnicity. Methods. We investigated the BSI's progress in closing
the metro-regional gap by comparing the distribution of referrals for surgery with the geographic
and ethnic spread of obesity across Queensland in 2017-2019. Results. Regional Queensland is
home to 59.8% of Queensland’s individuals with obesity, whereas 40.2% live in metropolitan
Brisbane. In contrast, 47.8% of referrals were from regional areas, with 52.2% received from
Brisbane. We found that more patients from metropolitan than regional areas underwent
metabolic bariatric surgery, probably due to a paucity of referrals from regional locations.
Aboriginal and Torres Strait Islander peoples were able to access the service and all patients
realised significant health benefits after surgery. Conclusions. The BSI improved access to this
service, and inequities in metro-regional access may depend on patient choice and healthcare
provider awareness of the BSI. Trial registration. This initiative was a quality improvement study
focused on providing access to care rather than a clinical trial; as such it was not registered as a
clinical trial.

Keywords: Aboriginal and Torres Strait Islander, diabetes, epidemiology, ethnicity, geographic

distribution, health economics, health equity, metabolic bariatric surgery, obesity.

Introduction

Obesity is most prevalent in Queensland’s remote areas (Fig. 1), and the lowest rates
occur in some inner-regional and metropolitan areas. Over half of Queensland’s popula-
tion (56.3%) lives in regional areas, and variation in population density and obesity rates
means that 59.8% of Queensland’s individuals with obesity live outside Greater Brisbane
(Table 1). Furthermore, the proportion of Australia’s Aboriginal and Torres Strait
Islander population is highest in Queensland’s more remote hospital and health services
(HHSs; e.g. 69% of the Torres and Cape population are Indigenous),' and ~37.9% of the
Aboriginal and Torres Strait Islander population live in Brisbane.? Aboriginal and Torres
Strait Islander peoples, hereafter referred to as Indigenous people, are 1.5-fold more
likely to have obesity than non-Indigenous people, and 45% self-identified as having
obesity in 2018-19.% Although Indigenous people are prioritised in all surgical services,
they also report poorer access to healthcare services,”” which is exacerbated by social
and cultural issues.®” Thus, there is an increased need for healthcare services to support
Queenslanders with obesity living in regional and remote areas, particularly those of
Indigenous descent.
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Access to publicly funded bariatric surgery

Bariatric surgery is currently the most effective treatment
for obesity™'? and is a feasible approach to weight loss, and
can potentially mitigate the long-term consequences from
diabetes.'" Bariatric surgery has been available in the public
system under limited circumstances since 2003, but a frame-
work for the public provision of bariatric surgery in
Australia was not developed until 2020, some 3 years after
this current study commenced.'*™* Access to bariatric sur-
gery was hindered by socioeconomic inequalities, and most
bariatric surgeries were performed in the private sector.'>™”
To manage growing demand for a publicly funded bariatric
surgery service, Queensland Health developed the Bariatric

38%

Fig. 1. Obesity rates across Queensland
HHSs. Source: Figure created by the
authors using the geographic location
and obesity rate of each Queensland
20% HHS available in the 2020 Report of the
Obesity rate Chief Health Officer of Queensland.’

Surgery Initiative (BSI) and a pilot study commenced in
2017.8 The BSI aimed to develop a fair and equitable assess-
ment and prioritisation process to make the procedure avail-
able to those in need who stand to benefit the most,
regardless of their location and ethnicity. ”

From September 2017 to August 2019, patients were
referred to the BSI through submission of an electronic
form to the Metro South Primary Care Partnerships Unit
(acting as a central referral hub for BSI patients). Referrals
were accepted from specialists at HHS outpatient clinics;
Indigenous patients could also be referred by Aboriginal
health workers, Aboriginal community-controlled health
organisations, through the Aboriginal and Torres Strait
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Table 1. Distribution of obesity and referrals to the BSI across
regional and metropolitan HHSs in Queensland.

Metropolitan n (%) Regional n (%)

Location of individuals with 506,166 (40.2) 752,905 (59.8)
obesity

Indigenous 15,185 (23.2) 50,359 (76.8)
Non-Indigenous 490,981 (41.) 752,905 (58.9)
Source of referrals to the BSI 155 (52.2) 142 (47.8)
Indigenous 36 (56.3) 28 (437)
Non-Indigenous 119 (51) 114 (48.9)
Patients who had surgery 114 (53.7) 98 (46.3)
Indigenous 26 (63.4) 15 (36.6)
Non-Indigenous 88 (51.5) 83 (48.5)

Source: The distribution of individuals with obesity across regional and
metropolitan Queensland was calculated by the authors using population
and obesity data from the 2020 Report of the Chief Health Officer of
Queensland." Referrals and outcome data were collected by the BSI.®
Indigenous, Aboriginal and Torres Strait Islander peoples; non-Indigenous,
people of other descent. Metropolitan HHSs consist of the Metro North
and Metro South HHSs; regional HHSs consist of Cairns and Hinterland,
Central Queensland, Central West, Darling Downs, Gold Coast, Mackay,
North West, South West, Sunshine Coast, Torres and Cape, Townsville,
West Moreton and Wide Bay.

Islander Health units, or through rural and remote general
practitioners in the absence of local specialist services. The
BSI’s eligibility and exclusion criteria were previously
reported.® Eligible patients consisted of those with obesity
(body mass index, BMI >35 kg/m?), type 2 diabetes
(T2DM) and potentially reversible obesity-related comorbid-
ities. Following assessment by an expert multidisciplinary
team, eligible patients underwent bariatric surgery in
Brisbane between December 2017 and August 2020.
Regional patients’ travel and accommodation costs were
supported by targeted subsidies and, when clinically appro-
priate, telehealth was implemented for follow-up when
patients returned home. Follow-up data on patients’ clinical
outcomes and quality of life were collected up to 12 months
after surgery, and the clinical and patient-reported out-
comes of the BSI were published.® In brief, most patients
had substantial health benefits to weight, diabetes status
and comorbidities.

This paper focuses on the distribution of referred patients
with the aim of assessing the BSI’s progress in closing the
metro-regional gap in providing equitable access to bariatric
surgery. We also consider the engagement of Indigenous
patients with the service and compare their outcomes with
those of non-Indigenous patients. Specifically, we consider
the clinical characteristics at referral and the rates of pro-
gression to surgery with a view to assessing equity of access
to the BSI. Clinical and patient-reported outcomes collected
before surgery (at referral) and at 12 months after surgery
are reported in Supplementary File S1.

Methods

Access equity

Access to the BSI service was defined as referral to the BSI
and does not account for later withdrawal. We estimated the
number of potential candidates for surgery in each
Queensland HHS using population and obesity prevalence
data (Supplementary Table S1)! and estimated obesity rates
per 100,000 population by HHS. Given that data at the
HHS level on the prevalence of T2DM were not available,
Primary Health Network values from the Australian
Diabetes Map'® were mapped to the relevant HHSs.

Statistical analysis

Descriptive statistics (frequency, mean = s.d.) were calcu-
lated for patient outcomes at baseline/referral and 12 months.
The chi-squared test was used to investigate associations
between nominal or ordinal dependent variables. Similarly,
differences between the means of interval-dependent vari-
ables were examined using ANOVA. Analyses were performed
using SAS (version 9.4; SAS Institute) or IBM SPSS (version
27.0, IBM Corp.). For simplicity we refer to the Metro North
and South HHSs as ‘metropolitan’, which covers most of
Greater Brisbane, and all other HHSs as ‘regional’.

Ethics

Ethics approvals for the evaluation were received from the
Metro South HHS and Griffith University Human Research
Ethics Committees on 20 September 2018 and 2 August
2019, respectively, with additional amendments approved
on 18 January 2021 (Project HREC/18/QPAH/427).

Results

Referred patient information

The BSI received referrals for 297 patients. These 297 patients
were 18-66 years old (mean, 52 + 8.1 years), 57.6% were
female, and 21.5% were Indigenous Australians. The cohort’s
average BMI was 46.1 + 7.0 kg/m? and, with average hae-
moglobin Alc at 8.77 1.45%, all patients required oral
medication for diabetes and had comorbidities, most com-
monly hypertension (89.2%), dyslipidaemia (84.5%) and
sleep apnoea (64.5%).

x
x

Distribution of referrals relative to obesity

The distribution of BSI referrals across Queensland’s metro-
politan and regional HHSs was compared with the percent-
age of individuals with obesity (i.e. potential candidates for
surgery) in each service area. Overall, 47.8% of referrals
were from regional areas, with 52.2% received from metro-
politan Brisbane (Table 1). This contrasts with the
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distribution of Queensland’s individuals with obesity, 59.8%
of whom reside in regional areas, while 40.2% live in
Brisbane. The mean referral rate from regional HHSs was
18.9 patients per 100,000, whereas the mean referral rate
from metropolitan HHSs was 30.6 patients per 100,000 indi-
viduals with obesity: 62% greater (Supplementary Table S1).

There were no referrals from North West HHS and only
one from South West HHS, where obesity prevalence is
highest (Supplementary Table S1). The regional Darling
Downs, Gold Coast, Torres and Cape, and Mackay HHSs
are also notable for their significantly lower referral rates.
For example, the referral rate from Mackay was less than
one-third of its obesity rate: 1.0% vs 3.9% of referrals and of
the population with obesity, respectively, and with a referral
rate of 6.1 patients per 100,000, it is the second most-
underrepresented after North West (no referrals). The Gold
Coast follows as the third most-underrepresented area: even
though it is home to 9.9% of Queensland’s adults with
obesity, only 3.4% of referrals were received from this
HHS (Supplementary Table S1). In contrast, some HHSs
were overrepresented in referrals. Substantially higher refer-
ral rates were noted for Metro North (31.3% vs 19.0% of
referrals vs population with obesity), Cairns and Hinterland
(8.8% referrals vs 4.6% population with obesity) and
Central West, with 1.0% of the referrals and 0.3% of the
population with obesity.

Although 76.8% of Indigenous Australians with obesity in
Queensland live in regional areas, more than half of the
referrals for Indigenous patients (56.3%) were from metropol-
itan HHSs (Table 1). This contrasts with the referral distribu-
tions of non-Indigenous patients, which were similar across
metropolitan and regional areas (51.1% metro vs 48.9%
regional). Overall referral rates were higher for Indigenous
patients than non-Indigenous patients. However, the overall
rates are distorted by differences between metropolitan and
regional referral rates for Indigenous compared with non-
Indigenous patients (Supplementary Table S1). The mean
referral rate for regional non-Indigenous patients with obesity
was 16.2 patients per 100,000; this was substantially lower
than the metropolitan referral rate for non-Indigenous
patients of 24.2 per 100,000. In contrast, the mean referral
rate of regional Indigenous patients was 55.6 patients per
100,000 versus the metropolitan referral rate for Indigenous
patients of 237.1 per 100,000. This referral rate for
Indigenous patients from regional areas is less than 25% of
the rate for Indigenous patients from metropolitan areas.

Progression to surgery

From the 297 referrals received, 212 patients had bariatric
surgery during the follow-up period of the study, 42 were
excluded based on the inclusion/exclusion criteria, and 43
remained under review for surgery, partially due to COVID-
19-related delays. Just over half (53.7%, 114 of 297) of
those who had surgery were from metropolitan HHSs

(Table 1). The remaining 46.3% were from regional HHSs,
mostly Cairns and Hinterland (8.8%), West Moreton
(9.4%), Wide Bay (5.7%) and Central Queensland (5.7%)
(Supplementary Table S1).

As shown in Table 1, 53.6% of Indigenous patients
referred by regional HHSs progressed to surgery (28 refer-
rals vs 15 surgeries), in contrast to 72.2% of those from
metropolitan services (36 referrals vs 26 surgeries).
Consequently, nearly two-thirds (63.4%) of the Indigenous
patients who had surgery were from Brisbane (Table 1). This
contrasts with non-Indigenous patients, for whom the pro-
portions of referrals and surgeries from metropolitan and
regional areas were more similar (referrals: 51.1% metro vs
48.9% regional; surgery: 51.5% metro vs 48.5% regional;
Table 1).

Discussion

Access to health care is a multifactorial issue affected not only
by physical proximity, but also financial affordability and
cultural acceptability.'® A 2020 survey of 1024 Australians
highlighted cost as the main barrier to accessing care.”’ By
providing publicly funded bariatric surgery that is open to
eligible patients across Queensland, the BSI aimed to lower
both financial and geographic barriers for those likely to gain
substantial benefit. The development of a central referral hub
for all patients, their pathology and clinical assessment, was
fundamental to piloting a new healthcare service, coordinat-
ing access to surgery, and prioritising patients from across
Queensland. Similarly, allowing Aboriginal health workers,
Aboriginal community-controlled health organisations,
Aboriginal and Torres Strait Islander health units, and general
practitioners in rural and remote areas, in the absence of local
specialist services, to directly refer Indigenous persons,
enabled them to have easier access to the BSIL.

Although nearly 60% of Queensland’s adults with obesity
live outside Greater Brisbane, less than half of the patients
who were referred (47.8%) or had surgery (46.0%) were
from regional areas. Fewer regional referrals to the BSI were
received for both Indigenous and non-Indigenous patients.
Nevertheless, regional patients who were referred were as
successful as their metropolitan peers in progressing
through the BSI care pathway from referral to surgery; for
example, 73% of referred regional patients had surgery,
compared with 75% of metropolitan patients.

The engagement of Indigenous patients was dominated
by metropolitan settings, and fewer referrals were received
for Indigenous patients in regional areas despite higher
obesity rates in these areas. The difference in referral rates
across HHSs is important because access to the service poten-
tially had greater facilitation in some HHSs, particularly for
Indigenous patients, and thus, requires further investigation.

The lack of referrals from some areas could also be
caused by patients declining being referred. Indeed, the
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relatively low referrals for Indigenous patients from regional
HHSs could be a result of cultural differences and the his-
torical reluctance of Indigenous peoples in remote regions to
access mainstream health care.'® Patients of all ethnicities in
regional areas may also be deterred by travel and financial
barriers (although these are lowered substantially by
targeted government subsidies) or unable to leave their
home or work for a sufficient period.*' If this is the case,
additional telehealth could be offered to support these
patients prior to and following surgery, as demonstrated
recently.?” Patients may also be unwilling to proceed with
bariatric surgery for health or lifestyle reasons. In total, 29
patients were excluded from the service after either cancel-
ling appointments (n = 16: 8 metropolitan vs 8 regional) or
continuing to smoke (n = 13: 5 metropolitan vs 8 regional),
which highlights the fundamental role of patients’ agency in
their health status. Bariatric surgery requires long-term
behaviour and lifestyle change, and patients’ willingness to
commit to this is fundamental for achieving and maintaining
successful outcomes,”>>* but may be challenged by obeso-
genic environments®>?® and social stigma.?”

The lower number of regional referrals may be the con-
sequence of poor awareness of the BSI among healthcare
providers in regional Queensland. Future efforts should
investigate why fewer referrals are forthcoming from
regional areas with high obesity rates by examining doctors’
awareness of the service, the overall health status of each
area’s population with obesity, and what proportion of these
individuals are both eligible for the BSI and willing to
receive bariatric surgery through the public system. Here,
equity may lie not only in matching referrals to obesity
prevalence, but also in educating care providers and ensur-
ing the availability of the service to those actively seeking
better health.

Health improvements and patient reported
outcomes

Despite the discrepancy in referral volumes, patients’ health
outcomes were excellent regardless of ethnicity, and
Indigenous patients were as satisfied with the service as
their non-Indigenous peers (Supplementary Table S2). This
is particularly important because it suggests that the cultural
competence and care provision of the BSI were appropriate
and met the needs of all. Respect and cultural sensitivity are
fundamental in equitable healthcare provision,'®*® particu-
larly in a culturally and ethnically diverse nation such as
Australia, and these outcomes bode well for the future
accessibility of the BSI to Indigenous Australians.

Limitations

Although BMI is an accepted indicator of obesity in average
populations, the value that indicates obesity (i.e. adiposity
above 25%) varies between ethnic groups.”**° This study

did not collect detailed data on patients’ ethnic character-
istics and thus, BMI was used as a broad indicator of obesity.
Furthermore, to examine whether referrals to the BSI truly
met clinical need, it is necessary to consider what proportion
of the population are affected by obesity, their diabetes
status and comorbidities, and whether these patients are
interested in bariatric surgery. Although we considered
diabetes prevalence data (by both HHS and ethnicity),
data on the prevalence of both obesity and diabetes by
Indigenous status in each HHS are needed to support further
conclusions, particularly given that the prevalence of obe-
sity and diabetes is higher in Indigenous populations and
varies with location.®> Given Indigenous Australians’ well-
documented difficulty in accessing health care and their
generally poorer health outcomes,® it is heartening to see
high levels of engagement by Indigenous Australians with
the BSI. Finally, the small sample size of 297 referrals might
limit the generalisability of the findings.

Conclusion

The development of the central referral hub and the screen-
ing process enabled equitable access to bariatric surgery
from across Queensland as well as the selection of people
who will benefit the most from bariatric surgery. Although
additional work is necessary to refine the program, its
engagement of both Indigenous and non-Indigenous patients
from both metropolitan and regional areas and their positive
health outcomes after surgery, suggest that the BSI repre-
sents significant progress in the equitable provision of bar-
iatric surgery in Queensland. This framework provides
sustainable bariatric surgery services that can be extended
to other specialty services and across other jurisdictions.

Supplementary material

Supplementary material is available online.

References

1 Queensland Health. The health of Queenslanders, 2020. Report of
the Chief Health Officer of Queensland. Brisbane: Queensland
Government; 2020.

2 Queensland Government Statistician’s Office. Aboriginal and Torres
Strait Island people in Queensland, Census 2016. In: Queensland
Treasury, editor. Queensland Government; 2016.

3 Australian Bureau of Statistics. National Aboriginal and Torres
Strait Islander Health Survey 2018-19. Contract No.: 4715.0.
Australian Bureau of Statistics; 2019.

4 Australian Institute of Health and Welfare. Cultural safety in health
care for Indigenous Australians: monitoring framework. Canberra:
ATHW; 2021.

5 Australian Institute of Health and Welfare. Australia’s Health 2016.
Canberra: AIHW; 2016. Contract No.: Cat No. AUS 199.

6 McBain-Rigg KE, Veitch C. Cultural barriers to health care for
Aboriginal and Torres Strait Islanders in Mount Isa. Aust J Rural
Health 2011; 19(2): 70-4. doi:10.1111/j.1440-1584.2011.01186.x

5

920z Asenuer oz uo Jasn Aeiqr Ayssaaiun uemod uip3 Aq jpd-080¥2Ue/00526S L/080YZHY/L L0 L 01/10p/Apd-8joilE/e/nE 10S}08uL0D//:d)Y WOl papeojumoq


mailto:
https://doi.org/10.1111/j.1440-1584.2011.01186.x
https://www.publish.csiro.au/ah

M. Cross et al.

Australian Health Review 49 (2025) AH24080

10

11

12

13

14

15

16

17

18

19

Australian Institute of Health and Welfare. Australia’s Health 2014.
Cat. No. AUS 178. Canberra: AIHW; 2014.

O’Moore-Sullivan T, Paxton J, Cross M, Teppala S, Chikani V, Hopkins
G, et al. Health outcomes of patients with type 2 diabetes following
bariatric surgery: Results from a publicly funded initiative. PLoS One
2023; 18(2): €0279923. doi:10.1371/journal.pone.0279923

Colquitt JL, Pickett K, Loveman E, Frampton GK. Surgery for weight
loss in adults. Cochrane Database Syst Rev 2014; 2014(8):
CD003641. doi:10.1002/14651858.CD003641.pub4

Lukas N, Franklin J, Lee CM, Taylor CJ, Martin DJ, Kormas N, et al.
The efficacy of bariatric surgery performed in the public sector for
obese patients with comorbid conditions. Med J Aust 2014; 201(4):
218-22. d0i:10.5694/mjal3.00046

O’Brien PE, DeWitt DE, Laurie C, Brennan L, Wentworth JM,
Anderson M, et al. The Effect of Weight Loss on Indigenous
Australians with Diabetes: a study of Feasibility, Acceptability and
Effectiveness of Laparoscopic Adjustable Gastric Banding. Obes Surg
2016; 26(1): 45-53. doi:10.1007/511695-015-1733-4
National Association of Clinical Obesity Services.
Framework for Clinical Obesity Services. NACOS; 2020.
Australian and New Zealand Metabolic and Obesity Surgery Society.
Public Bariatric Surgery - A National Framework. ANZMOSS; 2020.
Sharman MJ, Hensher M, Wilkinson S, Campbell JA, Venn AJ.
Review of Publicly-Funded Bariatric Surgery Policy in Australia:
Lessons for More Comprehensive Policy Making. Obes Surg 2016;
26(4): 817-24. doi:10.1007/511695-015-1806-4

Korda RJ, Joshy G, Jorm LR, Butler JR, Banks E. Inequalities in
bariatric surgery in Australia: findings from 49,364 obese partici-
pants in a prospective cohort study. Med J Aust 2012; 197(11):
631-6. doi:10.5694/mjal2.11035

Edye M, Talbot ML. Inequalities of access to bariatric surgery in
Australia. Med J Aust 2014; 201(9): 502-3. doi:10.5694/mjal4.
01169

Australian Institute of Health and Welfare. Weight loss surgery in
Australia 2014-15: Australian hospital statistics. Canberra:
AIHW; 2017.

National Diabetes Services Scheme. Australian Diabetes Map.
Australian Government; 2021. Available at https://map.ndss.com.
au/#!/ [updated 21 June 2021].

Ware V-A. Improving the accessibility of health services in urban
and regional settings for Indigenous people. Canberra: Australian

National

20

21

22

23

24

25

26

27

28

29

30

Institute of Health and Welfare; 2013. Resource sheet 27. Available
at https://www.aihw.gov.au/getmedia/186eb114-8fc8-45cc-acef-
30f6d05a9c0c/ctgc-

Zurynski Y, Ansell J, Ellis LA, Pomare C, Smith CL, Holt J, et al.
Accessible and affordable healthcare? Views of Australians with and
without chronic conditions. Intern Med J 2021; 51(7): 1060-7.
doi:10.1111/imj.15172

Australian Institute of Health and Welfare. Rural and remote health.
Canberra: AIHW; 2019.

Maurice AP, Punnasseril JEJ, King SE, Dodd BR. Improving Access
to Bariatric Surgery for Rural and Remote Patients: Experiences
from a State-Wide Bariatric Telehealth Service in Australia. Obes
Surg 2020; 30(11): 4401-10. doi:10.1007/5s11695-020-04804-w
De Oliveira Lima MD, Da Silva TPR, De Menezes MC, Mendes LL,
Pessoa MC, De Aratijo LPF, et al. Environmental and individual
factors associated with quality of life of adults who underwent
bariatric surgery: a cohort study. Health Qual Life Outcomes 2020;
18(1): 87. d0i:10.1186,/5s12955-020-01331-1

Engstrom M, Forsberg A, Sgvik TT, Olbers T, Lonroth H, Karlsson J.
Perception of control over eating after bariatric surgery for super-
obesity: a 2-year follow-up study. Obes Surg 2015; 25(6): 1086-93.
doi:10.1007/s11695-015-1652-4

Egger G, Swinburn B. An “ecological” approach to the obesity
pandemic. BMJ 1997; 315(7106): 477-80. doi:10.1136/bmj.315.
7106.477

Commonwealth of Australia. Clinical Practice Guidelines for the
Management of Overweight and Obesity in Adults, Adolescents
and Children in Australia. Canberra: NHMRC; 2013.

Rahiri JL, Barazanchi A, Gillon A, MacCormick A, Harwood M, Hill
A. Portrayal of bariatric surgery in the New Zealand print news
media. ANZ J Surg 2019; 89(6): 689-94. do0i:10.1111/ans.15059
Durey A, Thompson SC. Reducing the health disparities of
Indigenous Australians: time to change focus. BMC Health Serv
Res 2012; 12(1): 151. doi:10.1186/1472-6963-12-151

Deurenberg P, Yap M, van Staveren WA. Body mass index and
percent body fat: a meta analysis among different ethnic groups.
Int J Obes 1998; 22(12): 1164-71. doi:10.1038/sj.ij0.0800741
Hawthorne G, Richardson J, Osborne R. The Assessment of Quality
of Life (AQoL) instrument: a psychometric measure of health-related
quality of life. Int J Obes 1999; 8(3): 209-24. doi:10.1023/
A:1008815005736

920z Asenuer oz uo Jasn Aeiqr Ayssaaiun uemod uip3 Aq jpd-080¥2Ue/00526S L/080YZHY/L L0 L 01/10p/Apd-8joilE/e/nE 10S}08uL0D//:d)Y WOl papeojumoq


https://doi.org/10.1371/journal.pone.0279923
https://doi.org/10.1002/14651858.CD003641.pub4
https://doi.org/10.5694/mja13.00046
https://doi.org/10.1007/s11695-015-1733-4
https://doi.org/10.1007/s11695-015-1806-4
https://doi.org/10.5694/mja12.11035
https://doi.org/10.5694/mja14.01169
https://doi.org/10.5694/mja14.01169
https://map.ndss.com.au/#!/
https://map.ndss.com.au/#!/
https://www.aihw.gov.au/getmedia/186eb114-8fc8-45cc-acef-30f6d05a9c0c/ctgc-
https://www.aihw.gov.au/getmedia/186eb114-8fc8-45cc-acef-30f6d05a9c0c/ctgc-
https://doi.org/10.1111/imj.15172
https://doi.org/10.1007/s11695-020-04804-w
https://doi.org/10.1186/s12955-020-01331-1
https://doi.org/10.1007/s11695-015-1652-4
https://doi.org/10.1136/bmj.315.7106.477
https://doi.org/10.1136/bmj.315.7106.477
https://doi.org/10.1111/ans.15059
https://doi.org/10.1186/1472-6963-12-151
https://doi.org/10.1038/sj.ijo.0800741
https://doi.org/10.1023/A:1008815005736
https://doi.org/10.1023/A:1008815005736

www.publish.csiro.au/ah Australian Health Review 49 (2025) AH24080

Data availability. The clinical data used are government owned. An application for data access under the Public Health Act 2005 must be approved by the
data custodian and the Director General of Queensland Health. The data that support this study will be shared upon reasonable request to the corresponding
author.

Conflicts of interest. PS and his team received funding from Queensland Health for the evaluation of this healthcare service. MC had royalties paid for
authorship of a textbook chapter from Cambridge University Press, (Chapter 23, Wilson and Walker's Principles and Techniques of Biochemistry and Molecular
Biology). JP and KW were administrators of the BSI employed by Queensland Health. VC and GH are bariatric surgeons employed by Queensland Health. GH
provided lectures for Medtronic, Johnson & Johnson and St Vincent’s Private Hospital Northside, and was a proctor and consultant for Medtronic and Johnson
& Johnson. These organisations had no involvement in this study.

Declaration of funding. PS was the recipient of an NHMRC Senior Research Fellowship (GNT1136923). PS was involved in designing and implementing various
aspects of the Bariatric Surgery Initiative. PS is the guarantor of this work and, as such, had full access to all of the data in the study and takes responsibility for
the integrity of the data and the accuracy of the data analysis. PS also received a consultancy from Queensland Health to undertake the evaluation of the BSI.
No supporting source had any involvement in this study.

Acknowledgements. We are grateful for the major input from Jane Partridge, the former Director of Healthcare Purchasing and System Performance
Division in Queensland Health, for her oversight and substantial input into the study. We appreciate Trisha O’Moore-Sullivan for Chairing the Clinical and
Operational Research Group and input into the program. We also thank Lei Yang (Rachel) for preliminary reporting of the BSI, which supported development
of the manuscript. We are grateful for the clinical input from the members of the Bariatric Surgery Initiative — Clinical and Operational Reference Group in
Queensland Health, which included Anthony Cheng (general surgeon, Alexandra Hospital and Mater Health Services), Carolyn Wills (anaesthetist, Queen
Elizabeth Il Jubilee Hospital), Chung Kwun Won (staff specialist, Princess Alexandra Hospital), David Gutierrez (staff intensivist, Sunshine Coast University
Hospital), David Mitchell (visiting medical officer, Royal Brisbane & Women'’s Hospital), Elizabeth Chenoweth (manager, Healthcare Improvement Unit),
Elizabeth Woods (coordinator, Metro South Statewide Bariatric Service), Alison Morgan (clinical nurse, Outpatient Bariatric Services Metro South), Fabian
Jaramillo (general practitioner, Brisbane North PHN), Helen McTavish (nurse unit manager, Primary Care Partnerships Unit), Jane Musial (team leader, Nutrition
and Dietetics, Royal Brisbane and Women'’s Hospital), Rebecca Healy (coordinator, Metro North Statewide Bariatric Service), Kerstin Wyssusek (Director of
Anaesthesiology, Royal Brisbane and Women’s Hospital), Kunwarjit Sangla (Director of Endocrinology, The Townsville Hospital), Matthew Seymour (staff
specialist, Internal Medicine and Aged Care), Merrilyn Banks (Director, Nutrition and Dietetics, Royal Brisbane and Women’s Hospital), Michael d’Emden
(Director of Endocrinology, Royal Brisbane and Women'’s Hospital), Monica Thomas (consumer representative), and Sarah Micallef (Bariatric Surgery Initiative
Coordinator, Primary Care Partnerships Unit).

Author affiliations
AMenzies Health Institute Queensland, Griffith University, Qld, Australia.

BHealthcare Improvement Unit, Clinical Excellence Queensland, Queensland Health, Qld, Australia.

CDepar‘cment of Diabetes and Endocrinology, The Princess Alexandra Hospital, Queensland Health, Qld, Australia.
DRoyal Brisbane & Women’s Hospital, Queensland Health, Qld, Australia.

FMembership of the Clinical and Operational Reference Group is provided in the Acknowledgements.

920z Asenuer oz uo Jasn Aeiqr Ayssaaiun uemod uip3 Aq jpd-080¥2Ue/00526S L/080YZHY/L L0 L 01/10p/Apd-8joilE/e/nE 10S}08uL0D//:d)Y WOl papeojumoq


https://www.publish.csiro.au/ah

	Improving equitable access to publicly funded bariatric surgery in Queensland, Australia
	Introduction
	Access to publicly funded bariatric surgery

	Methods
	Access equity
	Statistical analysis
	Ethics

	Results
	Referred patient information
	Distribution of referrals relative to obesity
	Progression to surgery

	Discussion
	Health improvements and patient reported outcomes
	Limitations

	Conclusion
	Supplementary material
	References




