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The objective must be to ensure that all Indigenous residents can access the full range of
community-based core PHC services.

The provision of the full range of core PHC services together with the regional and jurisdiction
wide supports and enablers is estimated to require an investment in the order of $5,100 per
annum across the remote PHCAP zones.

Only with access to these levels of additional investment in community based health care will
health gains of the type described in this document be achievable across the Northern Territory.

In summary:

. It is estimated that to allow all remote PHCAP zones to develop a service profile to
matches that of Katherine West will require average per capita funding for primary health
care services to grow to $2,700 per annum. For a remote population of 40,000, this is
equivalent to $108M less the currently available funds of $77.8M for an additional
investment required of $30.2M. It is proposed that this the first phase of any future
investment strategy.

. The second phase of the strategy will be to ensure the entire Indigenous population has
access to the full range of core primary health care services. For remote zones, this will
involve increasing the per capita investment in primary care services to between $3,600
and $4,000 per annum. In the Darwin urban zone, it is proposed to increase investment
from the current level of $638 per capita to $2,000 per capita/annum. In the Alice Springs
urban zone, it is proposed to increase investment from the current $1,667 per capita to
$2,200 per capitafannum in. The urban zone costings reflect cheaper operating costs in
towns in comparison to remote areas as well as an increased opportunity for referrals.
The cost of this phase will therefore be:

o In remote zones, the second phase involves increasing the per capita investment in
primary care services by between +$900 and +$1,300 per capita above the ievels
proposed in the first phase (eg: $3,600 - $2,700 = $900 / $4,000 - $2,700=%$1,300).
For a remote population of 40,000, Phase 2 costs will be between $36M and $52M;

o In the two urban zones, the additional investment required will be $19.6M.
Increasing the per capita investment in the Darwin zone from $638 per annum to
$2,000 per annum (+$1,362) for a population of 12,000 will cost $16.34M. In Alice
Springs, funding will rise from the $1,667 to $2,200 per capita (+ $533). For an
urban population of 6,100, the additional investment required will be +$3.25M.

o The final phase (Phase Three) seeks to strengthen & expand enabler or support services.
The TWG is of the view that the majority of such services will be delivered at a regional or
hub level. While such services are an essential part of comprehensive primary health
care, services in this category are not usually funded by governments from within
allocations attributed to primary health care services.

Estimating the costs that might be associated with this phase is seen as problematic.
However, a paper prepared for OATSIH in 2004 by Econotech1 attempted to identify the
amount that would need to be expended on Indigenous Australians to provide per capita
relative expenditure relative to non-Indigenous Austraiians that reflected relative
morbidities. That study proposed that, on a relative needs basis, “per capita spending on
health services would need to be about 2.2 times higher for Indigenous Australians than

1 Econotech Pty Ltd, Costing Models for Aboriginal and Torres Strait Islander Health Services,
OATSIHICommonwealth of Australia, Canberra, 2004.
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This data clearly demonstrates the ability of a regional community controlled health service,
resourced at the Katherine West level, and with good systems in place, to deliver outcomes in
the quality of diabetes care exceeding mainstream Australian General Practice.

It is notable that the period in which Katherine West has fully implemented improved data
management and participated in the Collaboratives program has coincided with a drop in
chronic disease hospital admissions.

Example #3 Audit and Best Practice in Chronic Disease.

The Audit and Best Practice for Chronic Disease (ABCD) project is an action-research based
project began in 2002 under the auspices of Menzies School of Health Research. The project
uses quality improvement processes to enable local service providers to assess and improve
organisational systems and activities around the prevention, early detection and management of
chronic diseases amongst predominantly Indigenous Australians.

ABCD focused on how to improve the delivery of services for:
o Prevention and early detection of chronic illness in the adult Indigenous population; and
. Care of people known to have diabetes.

After two annual cycles of the Continuous Quality Improvement (CQl) intervention, the twelve
participating Aboriginal remote health centre sites remain actively engaged in the project, and
have achieved impressive improvements in several key indicators of the quality of chronic
illness care, including:

. improvements in all key aspects of health delivery systems to support chrenic illness care
in almost all participating sites;

. Improvements in care processes with examples including:
o improvement in percentage of scheduled diabetes services delivered from 30% at

baseline to 52%;

o improvement in the proportion of people with diabetes with a record of a BP check
within 3 months from 63% at baseline to 76%;

o improvement in the proportion of people with diabetes with a record of an HbA1c
check within 6 months from 41% at baseline to 72%.

. Intermediate outcomes of care:
o improvement in the proportion of people with diabetes whose most recent HbA1c
check was <7%, from 19% at baseline to 28%;
o improvement in the proportion of people with diabetes whose most recent total

cholesterol was <4.0mmol/L, from 23% at baseline to 30%.

These intermediate outcomes are associated with significant reductions in cardiovascular risk.

Example #4 Ante Natal Care

The third initiative involved increased investment and focus on ante-natal care across the
Northern Territory. This has contributed to halving Indigenous infant mortality rates from 1986 to
2003 (refer Figure1 below). Despite these significant gains, the current Northern Territory infant
mortality rate is still twice the national average.
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Summary of Resource Requirements

Black

Red

Blue

The first implementation
phase involves ensuring that
each remote zone in the
Northern Territory has access
to the range of services
currently available in the
“benchmark” zone.

This will require:

s Provision of additional
resources to allow each
zone to be funded at
$2,700 per capita per
annum;

» Re-structuring of health
programs in remote zones
to ensure access to the
“benchmark” range of PHC
services.

The cost of this phase will be:

Indigenous Population of
remote zones = 40,000

Multiply population by $2,700
(benchmark zone funding) =
$108M

Less
Value of current funding =
$77.8M

Phase 1 additional funds
required = $30.2M (recurrent).

The provision of +$30.2M is
estimated to be the minimum
investment required to ensure
the Indigenous populations in
all remote zones are able to
access the range of primary
health care services currently
available in the Katherine
West Zone {the benchmark
zone). Some additional costs
may be incurred in bringing
health systems and health
infrastructure to the standard
currently available in
Katherine West.

Phase Two aims to ensure the
entire indigenous popuiation
has access to the full range of
core primary health care
services. In remote zones,
the cost is difficult to estimate.
A 2004 study by OATSIH
estimated the cost at around
$5,100 per capita per year
(98-99 values). The initial
TWG estimate is around
$3,600 in remote zones,
around $2,000 per capita in
Darwin and around $2,200 per
capita in Alice Springs. Urban
zone costings reflect cheaper
operating costs and increased
opportunity for referrals.

For remote zones, the
increase in per capita costs
for this phase is around +$900
per capita.

For a population of 40,000,
this represents a reguirement
for an additional investment of
$36M.

Plus

For Darwin - population of
12,000 - the aim will be to
increase service access by
increasing funding from the
current $638 per capita to
$2,000 (+1,362). The extra
investment required is
+$16.34M.

Plus

In Alice Springs - population
6,100 - better service access
will require an increase from
the current $1,667 per capita
to $2,200 (+ $533). The extra
investment required is
+$3.25M.

This phase will cost $56M (in
addition to Phase #1 costs).

Phase Three will strengthen &
expand enabler or support
services. Most services will
be delivered at a regional or
hub level. While such
services are a key support for
comprehensive PHC, services
of this type are not usually
funded from within allocations
attributed to PHC services.
Accordingly, funding for
services in blue text will need
tc be found from within non-
PHC programs or agencies.

However, estimating the cost
support & enabler services is
problematic. A 2004 OATSIH
study said that on a relative
needs basis, Indigenous PHC
services cost about 2.2 times
more than those for non-
Indigenous Australians.

This study showed the cost of
PHC services in a very remote
area would also be 2.2X the
average national cost.

AIHW 01-02 data shows PHC
services for non-Indigenous
Australians costs $1,344 per
capita. Using the OATSIH
multipliers:

¢ an Indigenous specific PHC
service will cost $2,958 pc;

e the cost in remote NT will be
$6,508 per capita less the
cost of the core primary
health care services defined
in Phase 2 (ie: $6,508 -
$3,600).

Phase 3 costs will be around
$2,000 per capita.

In a population of 40,000, the
Phase 3 cost will be around
$80M in addition to the costs
of Phases 1 & 2.
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. Costs associated with overcoming the shortfall in the number of Doctors in remote areas
of the Northern Territory1s. Opinions about the “ideal” doctor:patient ratio (DPR) vary.
However, the Darwin Statementis published in Aprit 2005 by GPPHCNT in conjunction
with NT Department of Health and Community Services, AMSANT, the Department of
Health and Ageing; Top End Division of General Practice; the Central Australian Division
of PHC and NT General Practice Education Ltd suggested that “effective PHC requires
one Full Time Workload Equivalent (FTWE) GP working in Aboriginal primary health care,
for every 800 Aboriginal people across the NT”. In October 1993, the Rural Doctors
Association of Australia recommended that "in communities where the practitioner is
providing in patient, emergency and after-hours services a full time practitioner per 750
patients wouid be appropriate”. While such ratios seem somewhat generous in the
current climate, the extent to which DPRs in the 1:750 or 800 range are identified as
desirable by a wide range of health authorities suggests ratios of this order represent an
acceptable ‘industry’ benchmark. In November 2005, the publication Australian Doctor
reported DPRs in selected locations around the country. For the federal electorate of
Lingiari {the most remote seat in the NT), the DPR was quoted as 1:2861. In the more
populous seat of Solomon, the DPR was a more favourable 1:2155. For the 40,000
Indigenous people resident in remote zones of the Northern Territory, a DPR of 1:800
would be equivalent to having a remote primary health workforce that included 50 full-time
doctors working in the remote Northern Territory.

Phase 2

Phase 2 will involve increasing the funding available for the provision of primary health care
services in remote zones to a level that wiil enable Indigenous residents to access the full range
of core primary health care services. It is estimated that the annual cost will be around $3,600

per capita.
Phase 3

Phase 3 involves ensuring all the enabler, support and system level coordination services
required to ensure the maximum efficiency of primary health care are in place. Because this
often includes services and functions that are not always identified in government budget
appropriations for primary health care, estimating the cost of these services has presented the
greatest challenge to the Technical Working Group.

Accordingly, our best estimate has been developed from a combination of data and
methodologies drawn from publications by both OATSIH and AIHW. These data show that it is
reasonable for the remote zones of the Northern Territory to aspire to an annual funding level
for primary health care services that is in the order of $6,508.

It is clear that to move from the current average funding level of $1,970 per capita to $6,508 is a
significant undertaking. It is essential that mechanisms are put in place to ensure that funding is
used carefully and wisely and for the purpose of improving indigenous health outcomes.

The cost in real terms is daunting. Phase 1 will cost around $30.2M. Phase 2 will cost around
$56m. Phase 3 will cost around $80M.

In considering the issues above, the experience of establishing and operating the Indigenous
Co-ordinated Care Trials within the Northern Territory is informative. In the case of both Health
Boards, the Department of Health and Ageing recognised the need to allocate additional

18 The emphasis on Doctors in this dot point is not to understate the need to also increase health
workforce in other professional streams including Aboriginal Health Workers, Remote Area
Nurses and Allied Health professionals.

19 Refer: http://www.gpphcnt.org.au/www/index.cfm?item D=136andprint

- RE SO E PR MARXY HIAaYyw @ CARE CORE 3 :RVICES
















































DOMAIN 3: CORPORATE SERVICES & INFRASTRUCTURE

3.2 Workforce and HR management
s Effective and appropriate staff recruitment processes
¢ Stoff induction and orientation
®  Staff support
¢ Industrial relations

® Systems fo cover planned and unplanned leave and other
vacancies

¢ Staff performance management and appraisal systems
e  Workforce planning

® Policies and practices to support a healthy, safe, non-
discriminatory and productive workplace environment

¢ HR processes that encourage and support Aboriginal
employment

* Processes to manage rehabilitation of injured or ill staff and
workers’ compensation matters

* Monitoring and internal reporting on key workforce indicators
e Ensure access to staff support services

* Support for student / trainee placements as part of health
workforce development

3.3  Staff development, training and educalion

e Ensure access to / provision of education, training and development for all staff,
including:

¢  Aboriginal Health Worker education

¢ Continuing Professional Development for professional staff

* Professional development for managers in HR and management skills
= Continuing staff development for non-professional staff

® Performance appraisal processes that identify staff training and development needs
¢ Ensure access fo / provision of ongoing training and support in cultural safety

® Ensure access to / provision of training of health staff in the management and
presentation of major illnesses

e Staffing arrangements that provide staff the time to attend fraining and in-services

Page 10 Core Functions of primary health care: Summary













DOMAIN 4: ADVOCACY, KNOWLEDGE & RESEARCH,
POLICY & PLANNING

Includes health advocacy on behalf of individual clients, on local or regional
issues, or for system-wide change; the use of research to inform health
service delivery as well as participation in research projects; and
participation in policy and planning processes (at the local / regional /
Northern Territory and national levels)

" AH KPIS: 17

4.1 Advocacy

® Advocate for the heaith of
individual clients

e Advocate at the local
community level

® Participate appropriately
In public health advocacy
to supporf positive system-
wide change

4.2 Knowledge and research

*  Assess requests for and
negotiate participation in
external research processes

e Participate in external research
processes {where appropriate)

o Develop local community
priorities for research

¢ Carry out or commission applied
research

e Ensure access to / provision of
expertise fo interpret research,
evidence and ‘best praoctice’

¢ Participate as necessary in
strategic collaboration to set
priorities for Aboriginal health

research

Page 14
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4.3 Policy and planning
s  Orgonisational planning processes
¢ Service delivery planning at local level

¢ Participation in regional health planning
processes

¢ Parficipation in Northern Territory and
national policy development processes

e  Support health service staff to
participate in planning and policy
development processes

e Ensure community input into policy and
planning processes

Core Functions of primary heclth core: Summary







COMMUNITY ENGAGEMENT, CONTROL
& CULTURAL SAFETY

5.2 Svupporting community
participation

s  Community involvement in the
identification of health needs and
prioritising and planning of health
services

e Support for the community to
make informed decisions

*  Mechanisms for feedback to
community on heaith service
performance

¢ Involvement of the community in
evaluation of the organisation and
health programs

®  An inclusive approach that ensures
that all groups in a community are
given a chance to participate

¢ Support for development of local
capacity to maximise community
members' ability to participate

o Employment of local Aboeriginal
community members

e Ensure access to / provision of
training and support for staff in
participative approaches to
service delivery

Page 16

5.3 Governance and community
control

Appropriate and functional membership
criteriq, election processes and community
Governance processes

Board processes that encourage
community participation, respond fo
community needs, and ensure
appropriate feedback to the community

Compliance with formai requirements of
regulators and funding agreements

Ongeing orientation and training for all
Board members

Board processes that encourage
governance that is flexible and capable
of change

Reporting systems to enable the Board to
meet its contractual / statutory
obligations and to suppeort its role in
strategic direction setting

Support for the Board for business and
other complex functions

Board oversight of cultural safety of the
organisation and its programs

Community development approaches to
increase the numbers of community
members able to take up Board positions

Ensure access to / provision of training
for staff working with Boards

Core Functions of primary health care: Summary







Definitions of
Northern Territory Aboriginal Health
Key Performance Indicators (AH KPls)

1. Number of episodes of health care and client contacts.
2. Timing of first antenatal visit for reguiar clients delivering Indigenous babies.
3. Number and proportion of low, normal and high birth weight Indigenous babies.

4. Number and proportion of Indigenous children fully immunised at 1, 2 and 4 years of
age.

5. Number and proportion of children less than 5 years of age who are underweight.

6. Number and proportion of children between & months and 5 years of age who are
anaemic.

7. Number and proportion of clients aged 15 years and over with Type |l Diabetes and/or
Coronary Heart Disease who have a chronic disease management plan.

8. Number and proportion of resident clients aged 15 years and over with Type |l
Diabetes who have had an MbAic test in the last 6 months.

9. Number and proportion of diabetic patients with albuminuria who are on ACE inhibitor
and/or ARB.

10. Number and proportion of Indigenous clients aged 15 to 55 years who have had a full
adult health check.

11.Number and proportion of Indigenous clients aged 55 years and over who have had a
full adult health check in the past 12 months.

12. Number and proportion of women who have had at least one PAP test during reporting
period.

13.Report on unplanned staff turnover (where possible by occupation) over each 12 month
period.

14. Report on recruits {excluding locums) completing an orientation and induction program,
including cultural awareness.

15. Report on overtime workload.

16. Report on quality improvement systems including the use of best practice guidelines; eg
CARPA,

17.Report on service activities (position papers, collaborative meetings and services,
published papers, policy submissions, participative research).

18. Report on community involvement in determining health priorities and strategic directions
through any of the following: health boards; steering committees; advisory committees;
community councils; health councils.

19. Show evidence of appropriate reporting to community on progress against core Pls.

Page 18
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will be quite minimal within a few years if the capacity of the oral primary health care system is
not substantially increased.

During the planning phase of the follow up to the child health checkups, experienced dentists in
the NT advised AMSANT that all children should be referred to oral health services given the
very high level of pathology in Aboriginal children and their concern that primary health care
clinicians are not skilled at identifying children who have high priority dental needs, Due to
constraints in capacity, the child health check initiative relied mainly on primary health care
teams to identify children with dental pathology although other children had some access to
enhanced dental care provided by the NTER dental teams. The dental health data showed that
children who were referred from clinicians to dentists after a child health check had the same
Jevel of pathology as those children who accessed NTER dental teams without being referred
from a child health check (AIHW 2009, AIHW 2011). This finding confirms the dentist’s view
that all children require regular access to regular dental checkups given that primary health care
clinicians did not identify those with the highest need. As discussed previously, the current
service is largely targeting emergencies identified by primary health care clinicians. Although an
emergency serviee is necessary, it is certainly not sufficient to improve population oral health.

AMSANT agrees with the government that the best way to improve access to dental care would
be to expand public dental funding. This funding should be weighted for the proportion of
Aboriginal people in each jurisdietion (with an Aboriginal person receiving a multiple rate per
capita of funding of a non Aboriginal person) with a similar weighting for the proportion of the
population living in rural and remote regions. Under the previous planned expansion of public
dental funding, the NT was only scheduled to receive a little over its proportion of the Australian
population (1%). This would have been very inequitable given the high burden of dental disease
in the Aboriginal population and the very high cost of service delivery in remote areas, where the
majority of Aboriginal people in the NT live.

The extent of the funding increase required to provide reasonable dental services in the Northermn
Territory was reviewed in a recent report on oral health service models commissioned in the NT.
AMSANT has not seen the final report (which has not yet been publicly released) but a large
increase in funding was recommended in the draft report that AMSANT reviewed. We hope that
this useful and timely report can be released soon so as to stimulate policy action in this
important but neglected area.

In the short term it will be difficult to expand the public dental system quickly as the great
majority of dentists are in private practice. Remote areas and Aboriginal people should receive
priority for service expansion given the high degree of unmet need. Public dental systems in
urban and regional areas could be supplemented by a voucher system allowing people who
require care and are a high priority to receive dental care at private dental surgeries. This system
was introduced in the 1990s through the Commonweal Dental Program.

If the dental Medicare items are not abolished, compensatory funding should be provided for
Aboriginal dental services and for public dental services in remote regions given that there is
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rheumatic heart disease or other complex chrenic disease, or people who are generally
reluctant to attend mainstream services but who are more likely to attend in an Aboriginal

space).

However, we believe that there needs to be recognition of the significantly higher cost of
providing services to Aboriginal people generally given the extreme disease burden, and to
remote areas in particular, In remote regians, distances/transpert make service provision
considerably more demanding on workferce and naturally less efficient than a fixed clinic and
therefore much more expensive to deliver sustainably. We believe that the cost of oral health
service provision shouid be calculated through a funding formula that weights both for
Aboriginality and remoteness. In 2006, the total dental workforce (excluding specialists) in
major cities is 75.1 per 100,000 populations. In order to realistically provide regular care in
remote regions, the ratio needs to be at least double the national average. The distribution of
public sector funding between state and Territories should be calculated taking into account
the proportion of population who are Indigenous and the proportion of the population who live

in remote areas.

The NT has the lowest ratio of oral health professionals to population along with Tasmania.
Therefore increasing service provision will require a major increase in the dental workforce in
remote areas. The relocation grant to dentists is welcome but it is critical that this includes
public sector dental professionals as they provide nearly all of the services in remote areas. The
relocation grants to dental professionals taking up positions in very remote areas should be
significantly higher than those working in rural areas given the demanding nature of the work.

AMSANT believes that the Medicare dental items have contributed very little to improving
dental services in remote areas. The teenage dental voucher scheme and the chronic disease
items, for instance, have had very little uptake in remote communities and have increased the
inequity in service provision to this very high needs group given the high national expenditure
on these items and the very limited uptake in remote regions. We would be concerned if
capped Medicare benefits were introduced without significant additional public sector funding
for remote areas as this will severely disadvantage rural and remote areas. Public sector dental
services are the only realistic way to provide dental services in these areas for the foreseeable

future.

As noted already, AMSANT is pleased that dental health has received increased funding under
the Stronger Futures Package and the budget. The dental component of the CHCIi certainly
provided much needed services to children in remote communities, but we do have concerns
about an outreach model that targets only children especially if this is children only from
prescribed communities. AMSANT believes that the most effective way to increase service
delivery is through expansion of existing services in a holistic model that targets the whole
population. Adults also have very high dental needs which are chronically neglected and which
thus impact severely on their health and well being. We hope that ACCHSs who have
demonstrated capacity to provide oral health services continue to receive funding as part of the
expansion of public dental services in the budget and Stronger Futures, given the advantages of
integrating oral health into comprehensive primary health care. Also as noted in the recent








