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ABSRACT

Objectives

Indigenous Australians are known to have a disproportionately high burden of chronic
illness, and to have relatively poor access to healthcare. This paper examines how a
national multi-component program aimed at improving prevention and management
of chronic disease amongst Australian Indigenous people has addressed various

dimensions of access to chronic illness care.

Design

Data from a prospective place-based, mixed-methods formative evaluation were
analysed against a framework that defines supply and demand-side dimensions to
access. The evaluation included 24 ‘sentinel sites’, defined by geographic boundaries
to include a range of primary care service organisations, and drew on administrative
data on service utilisation and focus group and interview data on community
members’ and service providers’ perceptions of services related to chronic illness care

between 2010-2013.

Setting
Urban, regional and remote areas of Australia that have relatively large Indigenous

populations.

Participants
Across the 24 sites a total of 670 community members participated in focus groups;
and 374 practitioners and representatives of regional primary care support

organisations participated in in-depth interviews.

Results
The program largely addressed supply-side dimensions of access with relatively lesser

focus or impact on demand-side dimensions. Application of the access framework
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highlighted the complex inter-relationships between dimensions of access. Key

ongoing challenges are achieving general population coverage through a national

program, and reaching high-need groups.

Conclusions

Strategies to improve access to chronic illness care for this population needs to be

tailored to local circumstances and address the range of dimensions of access on both

the demand and supply-side.

SRENGTHS AND LIMITATIONS

Strengths and limitations

the mixed-methods approach, with a large number and diverse range of
interviewees, and long term repeated engagement with stakeholders, including
feedback and member-checking of data and interpretation

the wide geographic scope and diversity of study sites, reflecting a broad range
of sites with relatively early and intense investment, but not necessarily
representative of service settings across Australia

the use of a widely cited framework to gain a broad understanding across
various dimensions of access to care, with sensitivity to the possibility of the
access framework being overly Western-centric

the identification of the priority need for further work to address demand side
barriers to access while continuing to address supply side barriers

the high relevance of the evaluation process and findings for local service

improvement and for policy.
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INTRODUCTION

Minority groups around the world experience profound barriers to access to
healthcare' as do Aboriginal and Torres Strait Islander peoples in Australia
(respectfully referred to hereafter as Indigenous Australians). Similar to the
indigenous populations of other colonised countries, chronic disease contributes to
two-thirds of the health gap between Indigenous and other Australians,[1,2,3] with the
requirements of good quality chronic illness care making access to such care

especially difficult.[1,3-7]

In recent years a number of Australian Government policy initiatives have been
directed at addressing access and improving care for Indigenous Australians,
including the unprecedented funding of $A805.5 million for the multifaceted
Indigenous Chronic Disease Package (ICDP) from 2009 — 2013.[8-10] However,
there is a general lack of research into, and evaluations of, interventions that aim to
improve access to healthcare on which such interventions can be based.[11] The gap
in such evidence relating to populations at high-risk of chronic illness, such as

Indigenous Australians, has been highlighted in recent publications.[4,7]

Defining access to health care

Internationally, there is an ongoing debate about how to define access to health care
and the factors that influence access.[11-13] A recent review has defined access as
‘the opportunity to have health care needs fulfilled.’[11] A number of authors point to
access being reliant on how well healthcare resources (supply-side) interact with a

patient’s ability to seek and obtain care (demand-side).[4,11-15]
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Levesque et al. have recently proposed a framework that identifies determinants of
access. In this framework, access is achieved through an interaction between five

corresponding dimensions identified on the supply (service providers) and demand

©CoO~NOUITA,WNPE

10 (service seeking) sides (Figure 1). It is the interactions between patients and providers
12 that enables access to healthcare. This comprehensive conceptualisation of access is
14 consistent with recent literature that emphasises the need to take an ecological

approach to Indigenous health'® and a people-centred approach to healthcare.[17]

21 Delivery of primary health care to Indigenous Australians — the Australian

23 context

25 Inequitable access to healthcare for Indigenous Australians occurs despite all
Australians having access to a universal health insurance scheme, Medicare.|[3,5,18]
30 In Australia, Indigenous peoples access primary healthcare through private general
32 practice and primary health services specifically established to meet the needs of
34 Indigenous Australians — both community-controlled comprehensive primary
healthcare services and government-managed Indigenous-specific services.[3,19]
39 Barriers to access to primary healthcare by Indigenous Australians include factors
a1 such as economic considerations, transport, cultural attitudes or beliefs, the cultural

43 appropriateness of services and paucity of Indigenous staff.[5,7,8,19,20]

Intervention to improve access for Indigenous Australians to primary health
50 care

52 The ICDP was a national, multi-faceted and complex intervention, implemented
54 across Australia through regional primary healthcare support organisations such as

Divisions of General Practice and Medicare Locals, private general practices, and
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both community-controlled and government-managed Indigenous primary healthcare

services (here-in referred to as Indigenous Health Services).[8-10] Importantly, the

ICDP included mainstream services that in many cases have not been proactive in

providing primary healthcare to Indigenous Australians. This is an important issue in

Australia, as not all Indigenous people are able, or choose, to access Indigenous-

specific services.[20] A key aim of the ICDP was to improve access to chronic illness

care and funding was provided for a new workforce to enhance the capacity of

primary healthcare services to more effectively prevent and manage chronic disease

(Table 1). Key strategies to improve access were the employment of Outreach

Workers (OWs) and Indigenous Health Project Officers (IHPOs), whose role was to

promote and facilitate the use of primary healthcare services.[9]

Table 1: Overview of the
Indigenous Chronic
Disease PackagePriority
area: Tackling chronic
disease risk factors

Priority area: Improving
chronic disease
management

Priority area: Workforce
expansion and support

Measures/strategies to:

- Reduce smoking by
improving access to
smoking cessation services
through a new tobacco
workforce and tobacco
campaigns.

- Encourage healthy
lifestyles through a new
healthy lifestyle workforce
and improved access to
healthy lifestyle programs

- Increase health
promotion activities

Measures/strategies to:
- Provide access to free or
subsidised medications

- Increase health
assessments and follow-up
from health assessments

- Improve coordination of
care through patient
registration at health
services and dedicated
positions

- Delivery of training in
self management of
chronic disease

- Increase access to
specialist and
multidisciplinary team
care

Measures/strategies to:
- Increase workforce
support, education and
training

- Expand the outreach and
service capacity of
Indigenous Health
Services through
employment of Outreach
Workers

-Improve access to
mainstream primary care
through employment of
Indigenous Health Project
Officers and Outreach
Workers
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Source: Department of Health, 2010.

This paper assists in addressing the gap in research and evaluation of interventions to
improve access to healthcare through providing an analysis of the ICDP against a
framework that defines various dimensions of access.[11] We describe how aspects of
the ICDP have been operationalised in relation to improving access to chronic illness

care, and identify key gaps in how determinants of access have been addressed.

METHODS

For this paper we draw on the mixed-methods Sentinel Sites Evaluation (SSE) of the
ICDP. The SSE methods are described in detail elsewhere,[8] and are briefly
summarised here. The SSE was a multi-site, place-based, formative evaluation
spanning 24 urban, regional and remote locations in all Australian States and
Territories. The evaluation was intended to inform ongoing implementation of the
ICDP. Data were collected, analysed and reported in 6-monthly intervals over five

evaluation cycles between 2010 and 2013.

Administrative data

Administrative billing data on uptake of specific government subsidised items of
health care (Pharmaceutical Benefits Scheme (PBS) Co-payment, Practice Incentives
Program (PIP) Indigenous Health Incentive and Indigenous —specific health
assessments billing data) were provided by the Commonwealth Government

Department of Health (‘the Department’) from May 2009 to May 2012.

The PBS Co-payment initiative to reduce cost of medications for eligible Indigenous
people living with, or at risk of, chronic disease was introduced in May 2010. The

PIP Indigenous Health Incentive to support accredited health services to provide

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

yBuAdoo Aq paloalold 1senb Aq £20z ‘€ Iudy uo /wod’ g uadolwg//:dny woij papeojumoq "STOZ J8qWIBAON /g U0 £0T800-GT0Z-uadolwa/oeTT 0T Se paysignd 1siy :uado NG


http://bmjopen.bmj.com/

©CoO~NOUITA,WNPE

BMJ Open

Page 8

better health care for Indigenous Australians was also introduced in May 2010. The
PIP Indigenous Health Incentive has types of annual care payments including
payment for registering new patients, providing target levels of care (Tier 1) and
providing the majority of care (Tier 2). Indigenous-specific health assessments
predate the ICDP and have been progressively introduced in Australia to improve
preventive health opportunities. The ICDP workforce aimed to increase the number of
health assessments being undertaken (Department, 2010). The period May 2009 to
April 2010 was used as a ‘baseline’ period for health assessments due to them being

introduced before the ICDP

Data are presented as uptake per 100 Indigenous Australians aged 15 years or over.
Population data are based on Australian Bureau of Statistics projections from the 2006

Census according to the statistical boundaries used to define the sites.

Program reports (March 2010 to October 2012) on progress with implementation of

the ICDP were provided by the Department.

Qualitative data

Qualitative data on access to healthcare were obtained from community focus groups
and individual or group interviews with a range of key informants from Indigenous
Health Services and the private general practice sector - including employees of
Medicare Locals and general practices (Table 2). Key informants were purposively
sampled for their knowledge and experience with the ICDP, and included general
practitioners, nursing staff, practice managers, ICDP-funded staff such as OWs,

program managers, management staff, and pharmacists. Repeated 6-monthly cycles of
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interviews and feedback of data between November 2010 and December 2012
allowed review and refinement of our understanding of issues in accessing primary
healthcare. Some individuals were interviewed in more than one cycle. Also, to gain a
deeper understanding of information provided at initial interview — or through other
interviewees - follow-up interviews were conducted with some interviewees in the

same evaluation cycle.

Community focus groups were conducted to explore consumer and community
perceptions of change in accessibility and quality of services related to the
management and prevention of chronic disease, and the extent to which any change
may have been due to the ICDP. The aim was to include people from different groups
within the local Indigenous community, ensuring that people with experience of
chronic illness were included in at least one of the groups in each site in each cycle.

Key stakeholder organisations assisted with the organisation of these groups.

Areas of special focus for interviews and community focus groups in each cycle were
based on the state of implementation of the ICDP at site level, as reflected in the

Department’s program data reports.

Data analysis

For the purpose of this paper, we analysed the SSE qualitative data using a conceptual
framework of access to health care(Figure 1).[11] Data extraction was conducted
through a staged process. In the first stage, previously coded data relating to access to
chronic illness care, including supporting quotes and examples, were extracted by the

lead author (JB) from NVIVO 9,[21] a qualitative data software management system.
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The extracted data were categorised by JB according to the dimensions of access as

defined in the access framework[11] (Figure 1) and by the ICDP measures (Table 1).

In order to ensure the quality of results, three authors (JB, AL, TM) individually
reviewed and then conferred on the extracted data and its categorisation. Any
differences in categorisation or perceptions of the relevance of extracted data were
discussed and resolved. In the second stage of analysis the same three authors (JB, AL
and TM) reviewed the full SSE Final Report[8] in order to identify any additional
information relating to access to primary health care, including quantitative measures
previously reported that relate to access. This information was reviewed by these
authors and where relevant was also categorised within the access framework.
Emergent themes not encompassed in the Levesque framework were also identified
through this iterative process. For each dimension, we considered the ways in which
the ICDP influenced (or failed to influence) the fit between the features of the health
service, and features of communities and people with or at risk of chronic disease, to

improve access.

The results of the above process were then reviewed by all authors to check for
consistency with their perceptions and understanding, based on their experience of
working on the SSE team. This process resulted in some minor adjustments to the
categorisation and interpretation of the findings. There was good concordance

between all authors in the analysis and interpretation of the data.
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This paper focuses on those aspects of the ICDP that were more strongly orientated to
improving access to health services (rather than detailing all aspects with any
relevance to access). In conducting the analysis it was apparent that the identified
dimensions to access are not independent of each other; some findings could be
interpreted as relevant to more than one access dimension. We have therefore
described the ICDP programs of work according to the predominant dimension of

access and the most important influence.

Ethical approval
Ethical approval for the SSE was granted through the Department of Health Ethics

Committee, project number 10/2012.

RESULTS

In total 374 key informants participated in individual or group interviews through the
SSE. Many participated in multiple evaluation cycles that aimed to assess changes in
perceptions and experiences over time (Table 2). Interviewees represented a broad

cross-section of health service sectors, settings and roles, including clinicians, [CDP-

funded workforce, program managers and practice managers from both the general

practice and Indigenous health sector and across urban, regional and remote locations.

The 72 community focus groups involved 670 participants from urban, regional and

remote settings (Table 2).
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Table 2: Individual interview participant characteristics by interview type, rurality,
sector and position; community focus group characteristics by rurality and gender

Urban Regional Remote Total
Interviews
Participants* 138 157 79 374
e Individual 123 108 65 296
Interview
e Individuals 15 49 14 78
participating
in a group
interview
Sector+
e Indigenous 67 64 55 186
Health
e General 56 74 20 150
Practice
Position
e Clinician (GP) | 32 (21) 37 (14) 19 (8) 88 (43)
e Managers 35 42 30 107
e Practice 13 23 7 43
Managers
e ICDP-funded |43 35 19 97
workforce
e Pharmacist 15 20 4 39
Community Focus Groups
Participants 261 259 150 670 (31%
male; 69%
female)

* Interviewees may have been interviewed more than once through out the evaluation period. This

represents the number of individuals interviewed or contributed to a group session at least once during

the evaluation period.

+ Sector numbers do not add up with the interview numbers as it excludes pharmacists not employed
by IHS and workforce agency interviews

Note:

Indigenous Health sector includes: Indigenous Health Services & NACCHO State & Territory

Affiliates

General Practice sector includes: General Practice, Medicare Locals, Divisions of General Practice,

State-Based Organisations
General Practitioner (GP)

Manager category includes interviews with program managers, program officers and CEOs.
ICDP funded category includes interviews with ICDP funded positions such as Indigenous Health
Project Officer, Care Coordinator and Outreach Worker.

Clinician category includes interviews with GPs, Nurses, Aboriginal Health Workers and allied health

professionals.
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Implementation of the ICDP was slower than anticipated, but health services,

particularly those with a prior history of providing primary healthcare to significant

numbers of Indigenous people, welcomed the opportunity provided by the ICDP to

obtain additional resources to improve services.

We present the findings below according to the corresponding dimensions of access

proposed by Lévesque et al.[11] Example quotes to illustrate the findings are

presented in Table 3. Supplementary Files (Table 1) 4 details an assessment of all of

the ICDP measures against the framework.

Table 3: Dimensions of access framework (as per the Levesque framework (Levesque
et al.,, 2013), with illustrative quotes.

Dimensions of access
(Levesque et al., 2013)

Example quotes

‘Approachability’ and
‘ability to perceive’

The IHPO and OW have been very active in community
engagement and letting community know about the initiatives
available at health services. They have done this by attending
lots of community events and Aboriginal organisations.
(Group discussion, regional site)

[Outreach Worker name] also does one-on-one ‘yarn’ with
patients when waiting at Doctor’s or in car or in any other
appointments about their health issues and gives them some
options to think about their change. The direct assistance to
patients attending appointment helps in maintaining regular
attendance at the health services. (IHPO, urban site)

‘Acceptability’ and
‘ability to seek’

IHPO and Outreach Worker have assisted with cultural
awareness. Staff now ask all clients if they are asked if they
are Aboriginal and Torres Strait Islander and not
questioning Aboriginality or ‘looking at the
colour...sometimes they may be white’ (Practice nurse, urban
site)

We absolutely flooded any community event we could find
and any community service with information about what is a
MBS 715 [health assessment] and how to ask for one at a
health service. We are working to get the community to
advocate themselves for one. (IHPO, urban site)

‘Availability and
accommodation’ and
‘ability to reach’

The community often have no fixed address, no phone or
changing numbers or no credit card, so the outreach worker
[will] go and find that person and get them. (General
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Practitioner, remote site)

[The OW] will even bring the patients down for us. If there is
a new person in the area that wants to see a doctor they will
bring them down to the surgery. .... If I say I have got a
patient I have been trying to get a hold of and can’t get them
[the OW] will even try for me too and with their contacts they
know a lot of the family groups and they [are able to] help
out. (Practice nurse, urban site)

‘Affordability’ and
‘ability to pay’

There has been increased attendance at [name of health
service] as patients coming back for medications as they
know they can afford them. (General Practitioner, regional
site)

Too expensive to see a doctor [specialist], costs about $90,
that’s a lot of money, a lot of doctors want the money up
front and some do bulk bill some don’t. Some say they are
booked out and don’t take on any more patients around town.
(Community focus group, regional site)

‘Appropriateness’ and
‘ability to engage’

We have patients with a lot of chronic diseases who live a bit
far away. [Name of OW] has been fantastic to coordinate all
appointments and actually transporting patients to make sure
the appointments are attended. (General Practitioner,
regional site)

We have linked community members with services and
facilitated client access, patient registration for PIP
Indigenous Health Incentive and provided client follow-up
services. We have helped develop relationships between
Aboriginal and Torres Strait Islander clients and staff within
various mainstream general practices. This has resulted in
staff and clients being more comfortable talking to each other
which then results in clients attending the services more often
and more regularly. (Outreach Worker, urban site)

Notes: Outreach Worker (OW): Indigenous Health Project Officer (IHPO)
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‘Approachability’ and ‘ability to perceive’

The ICDP enhanced the interaction between health service ‘approachability’ and the
corresponding abilities of communities and individuals to ‘perceive the need for care’.
There was a strong focus within the ICDP on improving the ‘approachability’ of
health services — ensuring that chronic illness services could be identified by both

health service providers and Indigenous Australians.

The services offered by Indigenous Health Services tended to be known in Indigenous
communities prior to the ICDP; therefore the ICDP had a limited role in promoting
community awareness about existing services. Several new and expanded services
became available through the ICDP (the availability of subsidised or free medications,
nicotine patches to support smoking cessation, and increased availability of health
assessments). Interviewees from all types of health services highlighted the role of
the ICDP workforce in conveying information about these new service items to
communities and promoting their uptake; community perception of the benefit of a
new service item also played a role in the extent of its uptake. This new workforce,
particularly IHPOs, appeared to have a fairly strong role in bridging the gap between
communities and those health services in the private general practice sector not
specifically set up to meet the needs of Indigenous communities. Effective strategies
used by IHPOs (who were employed in Divisions of General Practice/Medicare
Locals in the general practice sector) included development and community
distribution, through OWs, of lists of general practices participating in the ICDP -
including those willing to provide services at no direct cost to patients. Initial tensions
over whether the IHPOs should focus on supporting health services to improve

approachability, or on increasing community knowledge of the need and ways to
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access services were overcome by adapting approaches according to local contexts.

Where IHPOs identified as Indigenous, they tended to work more at community level
or used a combination of health service and community level approaches. Community

focus group data indicated that negative past experiences of accessing health services

negatively influenced community members’ willingness to seek care for chronic
illness. In some sites, OWs acted as cultural brokers to support positive healthcare

encounters, building relationships of trust.

In some of our study sites, the ICDP workforce provided information to health
services, about other services to which they could confidently refer Indigenous

patients.

Program design had anticipated that OW positions would be entry-level positions,
with the intent that OWs would be people from local Indigenous communities, thus
having potential to improve the ‘fit’ between health services and clients. However,
health services utilised the resources available for OWs differently in different
contexts, and in many cases, the OWs were qualified and experienced health
professionals. This related, in part, to concerns from some health providers that the
OW role involved supporting and transporting people with complex medical

problems, and that a higher level of skill than ‘entry-level’” was required.
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‘Acceptability’ and ‘ability to seek’
The fit or interaction between the dimension of ‘acceptability’ of the service and the
‘ability of individuals to seek care’ were enhanced through the ICDP. There was a
strong focus on improving cultural acceptability of health services and improving

knowledge of the health care options and choice of services by patients.

ICDP-funded workers assisted general practices and related support organisations to
be more accessible by working to address ‘acceptability’ of the service — making the
service more culturally appropriate for Indigenous Australians. This was through
organising and/or delivering formal and informal cultural awareness training sessions
and one-on-one discussions between OWs and health care staff to facilitate cultural
safety. It was reported that many health service staff valued these one-on-one
interactions, which often focused on measures such as creating more welcoming
reception areas using Indigenous art and targeted reading matter. Community focus
groups reported a positive change in service delivery as a result of the general practice
staff attending cultural awareness training. These changes were not seen to be
required in Indigenous Health Services, which were already established as culturally
appropriate services. Despite the focus on cultural awareness training some
community focus groups reported perceptions and experiences of racism when
accessing some services, particularly specialist reception rooms and pharmacies.
Specialist and pharmacy staff were not a specified target group for cultural awareness

training.

Indigenous people employed in OW positions often acted as cultural brokers, thereby

making services more ‘acceptable’ and assisting with access to health care. They
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provided a fit between ‘acceptability” and ‘ability to seek’. Ability of patients to seek
care appeared to improve as the ICDP progressed. This was reflected in interview data
from ICDP-funded workers who took an advocacy or cultural brokerage role, and
community focus group data related to this support, and about positive encounters

with general practitioners and medical specialists.

ICDP-funded staff worked with general practices to increase identification of
Indigenous patients. Over the course of the evaluation, health services demonstrated
an increase in numbers of patients identified as Indigenous. Prior to the ICDP, many
general practices and Indigenous Health Services did not have systematic approaches

to identify which of their patients were Indigenous. These needed to be enhanced.

The PIP Indigenous Health Incentive was intended to bring about systematic changes
in service delivery such as encouraging continuing improvements in quality chronic
illness care, enhancing capacity and improving access and health outcomes for
patients through culturally appropriate and coordinated care (Table 1). Patients were
only able to access some of the ICDP incentives such as PBS Co-payment and
Supplementary Services (discussed further below) if the health service was registered
for the PIP Indigenous Health Incentive. The number of health services registered
with the PIP Indigenous Health Incentive per 1000 people is to some extent an
indicator of accessibility (and therefore ‘acceptability’), or at least provider choice for
Indigenous people. By November 2011, 40% of health services registered for the
incentive had not yet registered any patients; many general practices had few or no
Indigenous patients. A relatively small proportion of general practices across

Australia had significant numbers of registered patients, and appeared to be genuinely
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interested in or committed to participating in the ICDP. As of May 2012, the number
of services signed up for the PIP Indigenous Health Incentive per 1000 Indigenous
people in Sentinel Sites was 19: 13 in urban areas, five in regional areas and one in a
remote area. Corresponding figures for the rest of Australia were 17, nine and one
health service per 1000 Indigenous people (total of 27) (Figure 2). These numbers
suggest that provider choice for PIP Indigenous Health Incentive providers was
greater in urban locations; however, the more complex provider environment in urban
locations may have made it more difficult for urban residents to identify participating

health services.

Given that patients registered for the PIP Indigenous Health Incentive were expected
to have a diagnosed chronic disease (as per the guidelines on eligibility), it is notable
that additional payments reflecting continuity of care and planned review (referred to
as Tier 1 nor Tier 2 payments) were not triggered for around 30% of patients (Figure
3). This indicates a substantial proportion of patients registered for the PIP Indigenous
Health Incentive were not attending health services sufficiently regularly, or health
services were not billing for care in a way that triggered payments. Given that patients
with a chronic illness require regular follow-up at primary health care facilities to
ensure good management of their condition, the possible lack of regular attendance
was concerning. Figure 3 shows that, in general, the percentage of PIP Indigenous
Health Incentive registered patients for whom no payments were made was higher in

Indigenous Health Services than in the general practice sector.

In some sites increasing numbers of people undertook health assessments (which are

primarily preventive and diagnostic). This may reflect increased autonomy and
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knowledge about health care options, and greater ‘ability to seek care’ and
‘acceptability’ — but it may also be a reflection of a number of determinants of access
being addressed simultaneously through the ICDP (Figure 4). Uptake of health
assessments increased almost four-fold over the evaluation period in the sentinel sites,

and around two-fold in the rest of Australia over the same period.

All of the sentinel sites in urban and regional areas showed a general trend of
increased uptake of health assessments over time, but the rate of increase was
markedly different in different sites (Figure 4). The greatest increase and highest level
of uptake were in sites where there were relatively more doctors conducting health
assessments and, to a lesser extent, higher numbers of assessments being completed
by each doctor.® Strategies employed to increase uptake of health assessments
included community promotion by the ICDP-funded workers, promotion of
availability within health services and, in some places, support for dedicated health

assessment clinics within health services or community settings.

In some instances, delivery of health assessments by services appeared to be driven by
a business imperative (as delivery attracted a government payment); in some study
sites there was little evidence that patients and communities perceived the need for
these checks. This is relevant to the access dimension ‘ability to perceive’ - patients
may wish to have a health assessment if their understanding of personal health risk
factors is increased. Since both ‘quantity’ and ‘quality’ are important, caution should
be used when considering quantitative measures of uptake alone as measures of

SUCCEsS.
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In some instances, services employed people in male and female OW roles to ensure
gender sensitivity - an important cultural consideration. Some health services offered
gender specific health assessment days. In making services more culturally safe and
therefore more accessible, these initiatives contributed to the ‘ability of people to seek

care’.

‘Availability and accommodation’ and ‘ability to reach’

Our data suggested that the ICDP enhanced the interaction between the supply
dimension ‘availability and accommodation’ — health services being able to be
physically reached - and the demand dimension ‘ability to reach’, by improving
access to transport, outreach services, and the establishment in some areas of

specialised clinics, thereby making services more available.

Outreach services for specialist and multidisciplinary teams were funded as part of the
ICDP to take chronic illness care services to under-serviced areas (Table 1) —
‘availability and accommodation’. Outreach services resulted in improved patient
access to specialists and allied health in some sites. However, efficiency was
questioned, with low numbers of referrals and low patient attendance for many
services. Attendance at specialist appointments was influenced by the capacity of host
organisations to manage clinics and coordinate visits, utilise recall and reminder
systems, and arrange patient transport. Increased accessibility of some services and
increased confidence of some patients in relation to accessing specialist care was

noted.

Despite this investment, challenges to accessing specialist care persisted, especially

for patients living in small, dispersed communities. There were often issues with
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contacting patients — for example, when patients did not have a fixed address or a

mobile telephone. The OWs assisted with contacting patients in these circumstances.

There were also some difficulties with retention of specialists in the outreach
program; low numbers of patient referrals and low patient attendance rates at
appointments contributed. However, where referrals were being made, and patients
were attending, the outreach services appeared to be working well for primary
healthcare services, specialists and patients. Ongoing work was needed in
communicating with general practices about the availability of outreach services that

were predominantly based on Indigenous Health Services.

Lack of transport to attend health appointments was consistently identified by as a
barrier in accessing health services — ‘the ability to reach’. OWs played key roles in
addressing transport needs, including making transport arrangements and driving
patients to health care appointments (including appointments to general practice,
specialists and allied health professionals). Resources available to OWs to fulfil this
role varied in different organisations, because transport was not specifically funded
through the ICDP and health services resourced the transport services in some cases
and bore the associated additional costs. Some OWs assisted patients to access
Supplementary Services funding for transport needs, but this was only available to a
small subset of patients registered with the PIP Indigenous Health Incentive and the

care coordination program.
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Overall, transport, along with coordination and the support of the OW role, was
understood as playing a large role in achieving more regular attendance at the health

services by chronically ill patients, as reflected in interview and focus group data.

Another reported influence on ‘availability and accommodation’ was health service
scheduling, for example, the scheduling of health assessment clinics during work
hours restricted the capacity of working people to access this service. There were
some efforts to improve social supports, as highlighted in the access framework under
‘ability to reach’, but this was limited. These efforts mostly comprised OWs linking
patients to support services such as housing services, in recognition of the need for
support to be offered in addressing other determinants of health and other priorities in
their clients’ lives. This was reported by OWs as time-consuming and was not always

recognised or supported as a core part of their role.

‘Affordability’ and ‘ability to pay’
Several ICDP components were intended to reduce the cost of health care to
Indigenous people who, as a population, have lower family incomes than non-

Indigenous Australians and suffer many health conditions related to poverty.

ICDP-funded staff actively advocated for the removal of cost barriers; for example,
Care Coordinators advocated for specialists and allied health providers to charge fees
equal to government subsidies so patients would not incur personal costs. IHPOs and
OWs advocated for the same outcome with general practices — especially when

Indigenous patients were seeking health assessments.
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ICDP-funded specialist outreach programs were designed to be free of cost to
patients. Funding was also made available for medical aides and transport to a subset
of clients under the Care Coordinator through a ‘Supplementary Services’ program.
The program was used in some sites to pay the fee differential between the
government subsidy and higher fees charged by those specialists, allied health
providers and general practitioners. Despite these investments to address
affordability, community focus groups raised ongoing concerns about the costs of
consulting private specialists in particular. Concerns were raised that private
specialists were at times ordering tests that the patient were unable to pay for, or that
ICDP-funded specialists were having to refer patients to private providers for further

tests that the patient may not be able to afford.

Activities to encourage healthy eating and exercise classes targeting Indigenous
people were provided at no cost to participants. The reach of these activities at a

population level was variable, with those most in need not necessarily having access.

The PBS Co-payment initiative provided eligible Indigenous patients with heavily
subsidised or free prescription medicines addressed ‘affordability’ — it worked as a
patient incentive to access other health services offered as part of the ICDP, and, as
reported in the interviews and community focus groups, resulted in improved
medication adherence. Uptake of subsidised or free medications was higher than
expected (27 per 100 eligible Indigenous patients across the evaluation sites in March
— May 2012) and was enthusiastically promoted by the ICDP workforce (Figure 5).

Despite this high uptake there was wide variation between urban, regional and remote
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sites but more variation at the site level. For example, uptake varied from 12 per 100

people to 93 per 100 people between urban sites in the same period.

Despite the high level of response to the removal of medication cost barriers, financial
barriers continued to influence access to medication in particular circumstances.
These included when eligible patients were prescribed medication by doctors
employed in hospitals (and therefore not registered with the ICDP); when they
attended general practices not participating in the ICDP (for example when
travelling); and when patients encountered staff in pharmacies who were not aware of
this particular ICDP strategy. Specialists were initially unable to prescribe under the

scheme, however this changed during the course of implementation of the scheme.

‘Appropriateness’ and ‘ability to engage’

Improving coordination and continuity — access dimension ‘appropriateness’ — were
aims of the ICDP. Aims included improved assessment of needs and better
coordination of quality care, including specialist medical care and allied health
services, for Indigenous patients. The PIP Indigenous Health Incentive was designed
to improve the fit between chronic illness services, care and Indigenous population
needs. The concept of a ‘medical home’- a regular general practice or Indigenous
Health Service - for patients was encouraged. This concept was not fully realised as a
major focus was to register eligible people in the scheme to access benefits as soon as
possible, rather than determine the most appropriate or convenient practice at which to

register.
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Other strategies to improve appropriateness included training for health care staff in
brief interventions, patient self-management (reported in ‘ability to engage’) and

cultural awareness training (as reported in ‘acceptability’ and ‘ability to seek’).

As outlined in “ability to pay’, it was reported that patient adherence to medication
and attendance at health services improved substantially with the removal of cost
barriers to medication. This ‘ability to pay’ enabled an ‘ability to engage’ — patients
and health service providers indicated that patients felt they could fill prescriptions
given by healthcare providers, and not feel shame about not being able to afford

prescribed medications.

Engagement in healthy lifestyle activities such as exercise classes and the
participation of targeted populations in healthy community days indicated ‘ability to
engage’ in health promotion components of the ICDP. It was evident from focus
group data that awareness of chronic disease risk factors was generally high prior to
the implementation of the ICDP. The employment of OWs contributed to the ‘ability
of engage’, as they acted as ‘cultural brokers’ and provided information to community

members about the services available.

Cross-cutting issues

Despite multi-faceted efforts and strategies to improve access to chronic illness care,
data showed minimal evidence of systematic processes being applied to ensure that
the most vulnerable were benefiting from the ICDP initiatives. There was an
opportunity for improvement in population coverage generally and in targeting

activities and resources to specifically reach population sub-groups most in need of
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support. [CDP-funded positions had limited population coverage (even in reaching
specific vulnerable groups who would stand to benefit most from the program),
because a small number of positions had responsibility for covering large geographic

areas or large populations.

There was wide variation at the site level in the effectiveness of the ICDP
implementation and subsequent improvement in access to health services. Specific
local contexts were more significant influences on improving access to chronic illness
care than geographic location (urban, regional or remote). Our data suggested that the
ways in which the ICDP enhanced the interaction between health service dimensions
of access differed in different types of health services, and was strongly influenced by
context, including historical factors, and the nature of the ICDP service items that

were introduced.

DISCUSSION

There is considerable evidence that the ICDP resulted in improved access to primary
healthcare services through various ICDP-related initiatives. Consistent qualitative
evidence indicated an increase in access related to ICDP activities such as: the
removal of cost barriers to medicines and of transport barriers to attend services;
improved cultural safety in general practices; the support and assistance of ICDP-
funded workers for Indigenous people to access healthcare services; and more
community programs/resources to support healthy lifestyle choices and health-seeking
behaviours. While quantitative evidence also showed more Indigenous Australians
were registering for the PIP Indigenous Health Incentive, having health assessments

and obtaining subsidised prescription medications through a PBS Co-payment, it is

For peer review only - http://bmjopen.bmj.com/site/about/guidelines.xhtml

yBuAdoo Aq paloalold 1senb Aq £20z ‘€ Iudy uo /wod’ g uadolwg//:dny woij papeojumoq "STOZ J8qWIBAON /g U0 £0T800-GT0Z-uadolwa/oeTT 0T Se paysignd 1siy :uado NG


http://bmjopen.bmj.com/

©CoO~NOUITA,WNPE

BMJ Open

Page 28

not clear to what extent these data reflect an actual increase in access to high quality
primary healthcare services. It may also reflect greater recording of access to these

services.

On the whole, the removal of cost barriers and the creation of welcoming, culturally
safe spaces appeared to make the greatest contribution to increased access to primary
healthcare services by Indigenous people. Use of the access framework for analysis
shows how the ICDP focussed predominantly on supply-side aspects to improving
access to healthcare. This is consistent with literature, which suggests that
internationally there is a focus on supply-side aspects to access rather than demand-
side aspects.[4,11] Most frequently, the ICDP targeted service providers and to a
lesser extent patients. Continued work is needed on addressing the demand-side
dimensions to access, together with ongoing strategies to address supply-side
dimensions. Influencing behaviour of Indigenous people in seeking healthcare will in
part rely on on-going social reforms to address social and other determinants of health

and access to care.[4,22]

The use of this access framework for analysis highlighted a gap in the ICDP
implementation, in programs to address people’s ‘ability to pay’ by addressing social
and economic disadvantage. Within the ICDP there was a lack of complementary
programs in relevant sectors other than the health sector — a lack of attention to social
determinants of health. Work was being undertaken through other Commonwealth
funded programs to address issues in housing and education, for example, but there

were no clear or explicit linkages with the ICDP.
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While the access framework'' has been well cited,[13,22-25] we have been unable to
identify any previous work where the framework has been used to analyse how well
programs have addressed access — as we have done in this paper. Our analysis shows
that the access framework[11] is useful for the purpose of analysing access across
various dimensions and identifying gaps in ICDP investment or implementation.
However, the original presentation of the access framework[11] is vague on the extent
to which dimensions are expected to be discrete, and the extent to which demand and
supply-side ‘pairs’ are expected to directly correspond with each other. In applying
this framework for our analysis, we found that the dimensions of access defined in the
framework are not discrete, and in some instances it was difficult to clearly align
ICDP-related activities of programs with specific dimensions. In many cases activities
related to more than one dimension. In interpreting the data the strong links and inter-
relationships between themes needed to be recognised — in some instances themes

related to other dimensions that the directly corresponding pair.

The framework is presented as a ‘pathway of utilisation’ from perception of need
through to health care utilisation. It is not clear if the dimensions are expected to
reflect points along a continuum. From our analysis of data the different dimensions

may be relevant to a number of points along the ‘pathway of utilisation’.

There was wide variation in uptake of the ICDP at the local site level. Local site level
context influences the implementation of health interventions, and also affects the
relative importance of each dimension and the interaction between different
dimensions. For example, in some sites there was a perceived need to focus on

approachability of the health service more than on affordability.
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The barriers to access identified in our analysis are consistent with the research on
barriers to health care for Indigenous Australians.[5,18,20,26] Key emerging
challenges include achieving general population coverage and reaching high-need
groups. The diversity of contexts in which health services operate, the wide variation
in uptake of the ICDP between sites, and the relevance of different contextual factors
to barriers to access, mean that strategies will need to be tailored to local

circumstances and address all aspects of access on both the demand and supply-sides.

Strengths of the analysis in this paper include the mixed-methods approach, the
number and diversity of interviewees, the geographic scope and diversity of study
sites, and long term repeated engagement with stakeholders, including feedback and
member-checking of data and interpretation. More general limitations of the SSE
have been described elsewhere,[8] and include the selection of sites on the basis of
early and relatively intense [CDP investment and selection of interviewees based on
their knowledge and interest in Indigenous health. The data provide a broad
perspective of service settings across Australia, but this perspective may not
necessarily be representative of service settings in general. Categorisation of themes
into the analytical framework and this process may be overly Western-centric,[27]

and in conducting the analysis our team was sensitive to this risk.

Improving access to primary healthcare for marginalised and vulnerable populations
is a complex challenge, requiring multifaceted solutions. This paper teases out some
of these complexities, and the findings are relevant to policy makers / funders looking

to develop programs that are intended to improve access to health services for at risk
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populations. Our findings reinforce the need to consider the range of determinants

that may need to be addressed if access to health services is to be improved.

CONCLUSIONS

This major government funded package of interventions has had some success in
overcoming barriers to accessing chronic illness care by supplying services that are
more approachable, acceptable and affordable for Indigenous Australians. There is
now a need to confront important challenges to address demand-side dimensions of
access that have not been adequately addressed such as ‘ability to pay’. Changing the
way services are sought by Indigenous Australians will in part rely on on-going social

reforms to address social and other determinants of health and access to care.
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Figure 1: Adapted conceptual framework of access to health care
Source: Levesque et al.,2013.
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27 Figure 2: Number of health services receiving the PIP Indigenous Health Incentive sign-on payment
28 per 1000 Indigenous people aged >15 years in Sentinel Sites and the rest of Australia, by urban,
29 regional and remote locations, May 2012
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Health Incentive for Sentinel Sites and the rest of Australia, by sector and year 2010-2011

GP — General Practice; AHS — Aboriginal Health Service
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Supplementary File Table 1: Summary of the ICDP programs of work and access dimensions

Supply side Demand side
[
2 = 2 % = §>
Zle|22 2|58 |38 8|82
ElE |28 E |5 lc|elele]e
gl 8|88 s |a|ln ||| ==
S|l e |Z2E 2 |g|&|&2|l2|&|2
o o s 8| £ Q| = = = = =
Priority areas | ICDP interventions* <% < 2 g :E % 2% 2% "2 2% 2%
Tackling National action to reduce smoking rates through a new workforce “tackling smoking teams’ | x X X X
chronic & programs
disease risk Reduce risk of chronic disease through a new workforce “healthy lifestyle teams” & X X X
factors programs
Increase health promotion activities e.g. health community days, local community X
campaigns
Improve Provide access to free or subsidised medications “PBS Co-payment measure” X X
chronic Improve patient coordination of care through patient registration at health centres “PIP X X
disease Indigenous Health Incentive”
management | Dedicated workforce to improve coordination of care “Care Coordinators” and specific X X X X X X
and care funding for medical aides & transport “Supplementary Services”
Delivery of self- management training to health professionals X X
Increase access to specialist services in urban areas X X
Increase access to specialist services in regional and remote locations X X
Workforce Workforce support, education and training — Outreach Workers training, establishment of X
expansion and | GP Registrar training posts in Indigenous health services, nursing scholarships
support Expand outreach and service capacity of Indigenous Health Services through dedicated X X X X X
“Outreach Workers & practice managers”
Improve access to general practice through a dedicated workforce established “Outreach X X X X X X
Workers and Indigenous Health Project Officers”
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ABSRACT

Objectives

Indigenous Australians have a disproportionately high burden of chronic illness, and
relatively poor access to healthcare. This paper examines how a national multi-
component program aimed at improving prevention and management of chronic
disease amongst Australian Indigenous people addressed various dimensions of

access.

Design

Data from a place-based, mixed-methods formative evaluation were analysed against
a framework that defines supply and demand-side dimensions to access. The
evaluation included 24 geographically bounded ‘sentinel sites’ that included a range
of primary care service organisations. It drew on administrative data on service
utilisation, focus group and interview data on community members’ and service

providers’ perceptions of chronic illness care between 2010-2013.

Setting
Urban, regional and remote areas of Australia that have relatively large Indigenous

populations.

Participants
Six-hundred-and-seventy community members participated in focus groups; 374
practitioners and representatives of regional primary care support organisations

participated in in-depth interviews.

Results

The program largely addressed supply-side dimensions of access with less focus or

impact on demand-side dimensions. Application of the access framework highlighted
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the complex inter-relationships between dimensions of access. Key ongoing
challenges are achieving population coverage through a national program, reaching

high-need groups and ensuring provision of ongoing care.

Conclusions

Strategies to improve access to chronic illness care for this population need to be
tailored to local circumstances and address the range of dimensions of access on both
the demand and supply-side. These findings highlight the importance of flexibility in

national program guidelines to support locally determined strategies.

Strengths and limitations of this study

- mixed-methods approach, with a large number and diverse range of
interviewees, and long term repeated engagement with stakeholders, including
feedback and member-checking of data and interpretation

- wide geographic scope and diversity of study sites, reflecting a broad range of
sites with relatively early and intense investment, but not necessarily
representative of service settings across Australia

- use of a widely cited framework to gain a broad understanding across various
dimensions of access to care, with sensitivity to the possibility of the access

framework being overly Western-centric
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INTRODUCTION

Minority groups around the world experience profound barriers to accessing
healthcare[1], including Aboriginal and Torres Strait Islander peoples in Australia
(respectfully referred to hereafter as Indigenous Australians). Similar to indigenous
populations of other colonised countries, chronic disease contributes to two-thirds of
the health gap between Indigenous and other Australians,[1,2,3] with the requirements
of good quality chronic illness care making access to such care especially

difficult.[1,3-7]

Recently a number of Australian Government policy initiatives have been directed at
addressing access and improving care for Indigenous Australians, including the
unprecedented funding of $A805.5 million for the multifaceted Indigenous Chronic
Disease Package (ICDP) from 2009 — 2013.[8-10]However, there is a general lack of
research into, and evaluations of, interventions that aim to improve access to

healthcare on which such interventions can be based.[4,7,11]

Defining access to healthcare

Internationally, there is ongoing debate about how to define access to healthcare and
the factors that influence access.[11-13] A recent review defined access as ‘the
opportunity to have healthcare needs fulfilled.’[11]Various authors point to access
being reliant on how well healthcare resources (supply-side) interact with a patient’s

ability to seek and obtain care (demand-side).[4,11-15]

Levesque et al. recently proposed a framework wherein access is achieved through

interaction between five corresponding dimensions identified on the supply (service
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providers) and demand (service seeking) sides (Figure 1). It is the interactions
between patients and providers that enable access. This comprehensive
conceptualisation of access is consistent with recent literature emphasising the need to
take an ecological approach to Indigenous health[16] and a people-centred approach

to healthcare.[17]

Delivery of primary healthcare to Indigenous Australians — the Australian
context

Inequitable access to healthcare for Indigenous Australians occurs despite access to a
universal health insurance scheme, Medicare.[3,5,18]Indigenous peoples access
primary healthcare (PHC) through private general practice and services specifically
established to meet the needs of Indigenous Australians — both community-controlled
health services and government-managed Indigenous-specific services (here-in
referred to as Indigenous Health Services).[3,19]Access barriers to PHC by
Indigenous Australians include economic considerations, transport, cultural attitudes
or beliefs, language and communication barriers, the cultural appropriateness of

services and paucity of Indigenous staff.[5,7,8,19,20]

Intervention to improve access for Indigenous Australians to primary healthcare
The ICDP was a national intervention implemented through regional PHC support
organisations such as Medicare Locals, private general practices, and Indigenous
Health Services.[8-10] The ICDP included mainstream services that in many cases
have not been proactive in providing PHC to Indigenous Australians. This is an
important issue, as not all Indigenous Australians are able, or choose, to access

Indigenous-specific services.[20]A key aim of the ICDP was to improve access to
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PHC, and funding was provided for a new workforce to enhance the capacity of PHC

services to more effectively prevent and manage chronic disease (Table 1).

Table 1: Overview of the Indigenous Chronic Disease Package

Priority area: Tackling
chronic disease risk
factors

Priority area: Improving
chronic disease
management

Priority area: Workforce
expansion and support

Measures/strategies to:

- Reduce smoking by
improving access to
smoking cessation services
through a new tobacco
workforce and tobacco
campaigns.

- Encourage healthy
lifestyles through a new
healthy lifestyle workforce
and improved access to
healthy lifestyle programs

- Increase health
promotion activities

Measures/strategies to:
- Provide access to free or
subsidised medications

- Increase health
assessments and follow-up
from health assessments

- Improve coordination of
care through patient
registration at health
services and dedicated
positions

- Delivery of training in
self-management of
chronic disease

- Increase access to
specialist and
multidisciplinary team
care

Measures/strategies to:
- Increase workforce
support, education and
training

- Expand the outreach and
service capacity of
Indigenous Health
Services through
employment of Outreach
Workers

-Improve access to
mainstream primary care
through employment of
Indigenous Health Project
Officers and Outreach
Workers

Source: Department of Health, 2010.

This paper assists in addressing the gap in research and evaluation of interventions to

improve access to healthcare through providing an analysis of the ICDP against a

framework that defines various dimensions of access.[11]We describe how aspects of

the ICDP have been operationalised in relation to improving access to chronic illness

care, and identify key gaps in how determinants of access have been addressed.

METHODS

We draw on the mixed-methods Sentinel Sites Evaluation (SSE) of the ICDP —

methods are described in detail elsewhere.[8]In summary, the SSE was a multi-site,
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place-based, formative evaluation spanning 24 urban, regional and remote locations in
all Australian States and Territories. The evaluation was intended to inform ongoing
implementation of the ICDP. Sites were selected where there was early and relatively
intense ICDP investment. Data were collected, analysed and reported in 6-monthly

intervals over five evaluation cycles between 2010 and 2013.

Administrative data

Administrative billing data on uptake of specific government subsidised items of
healthcare (Pharmaceutical Benefits Scheme (PBS) Co-payment, Practice Incentives
Program (PIP) Indigenous Health Incentive (PIP-IHI) and health assessments billing
data) were provided by the Commonwealth Government Department of Health from
May 2009 to May 2012. The PBS Co-payment and PIP-IHI were introduced in May
2010. May 2009 to April 2010 was used as a ‘baseline’ period for health assessments,

which were introduced before the ICDP.

Data are presented as uptake per 100 Indigenous Australians aged 15 years or over.
Population data are based on Australian Bureau of Statistics projections from the 2006

Census according to the statistical boundaries used to define the sites.

Qualitative data

Qualitative data on access to healthcare were obtained from community focus groups
and semi-structured individual or group interviews with a range of key informants
from Indigenous Health Services and the private general practice sector - including
employees of Medicare Locals (Table 2). Key informants were purposively sampled

for their knowledge and experience with the ICDP, and included general practitioners,
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nursing staff, practice managers, ICDP workforce such as Outreach Workers (OWs),
program managers, management staff, and pharmacists. Most ICDP workers were
members of local Indigenous communities and could speak from the perspective of

consumers of healthcare as well as from the perspective of health workers.

Community focus groups explored consumer and community perceptions of change in
accessibility and quality of services, and the extent to which any change may have
been due to the ICDP. Key stakeholder organisations such as the local Indigenous
Health Service assisted with convening these groups and identifying participants who
met recruitment criteria (member of the local Indigenous community, at risk of or
have a chronic conditions, experience using health services in the site). Group
interviews with providers and community focus groups were conducted by a trained
facilitator and an observer from the SSE team to support equitable input by
participants. Repeated 6-monthly cycles of interviews, focus groups and feedback of
data between November 2010 and December 2012 allowed review and refinement of
our understanding of issues in accessing chronic illness care services.

Data analysis

We analysed the SSE qualitative data using a conceptual framework of access to
healthcare (Figure 1).[11]Data analysis and extraction were iterative. During the initial

analysis of the SSE data the lead author (JB) coded the primary data in NVIVO 9[21], with
specific coding of access from a broad perspective. The data were then further coded in
relation to the specific dimensions of supply and demand-side determinants of access relevant

to the framework (Figure 1) [11] and by ICDP measures (Table 1).

In order to ensure the reliability of results, three authors (JB,AL,TM) individually

reviewed and then conferred on the categorisation. Any differences in categorisation
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or perceptions of the relevance were discussed and resolved. In the final stage of
analysis the same three authors (JB,AL,TM) reviewed the full SSE Final Report[8] in
order to identify any additional information relating to access. This information was
reviewed and where relevant was also categorised within the access framework.
Emergent themes not encompassed in the Levesque framework were also identified
through this iterative process. For each dimension, we considered the ways in which
the ICDP influenced (or failed to influence) the fit between the features of the health
service, and features of communities and people with or at risk of chronic disease, to

improve access.

All authors checked results were consistent with their perceptions and understanding,
based on their experience as SSE team members. Only minor adjustments were
required to achieve good concordance between authors in the categorisation, analysis

and interpretation of the data.

This paper focuses on those aspects of the ICDP that were strongly orientated to
improving access to health services (rather than detailing all aspects with any
relevance to access). The identified dimensions to access were not independent of
each other; some findings were relevant to more than one access dimension. We have
therefore described the ICDP programs of work according to the predominant

dimension of access and the most important influence.

Ethical approval

Ethical approval for the SSE was granted through the Commonwealth Government

Department of Health Ethics Committee, project number 10/2012.
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In total 374 key informants participated in individual or group interviews, many in

multiple evaluation cycles that aimed to assess changes in perceptions and

experiences over time (Table 2). Interviewees represented a broad cross-section of

health service sectors, settings and roles, including clinicians, ICDP funded

workforce, program managers and practice managers from the general practice and

Indigenous health sector across urban, regional and remote locations. The 72

community focus groups involved 670 participants from urban, regional and remote

settings (Table 2).

Table 2: Individual interview participant characteristics by interview type, rurality,
sector and position; community focus group characteristics by rurality and gender

Urban Regional Remote Total
Interviews
Participants™ 138 157 79 374
e Individual 123 108 65 296
Interview
e Individuals 15 49 14 78
participating
in a group
interview
Sector+
e Indigenous 67 64 55 186
Health
e General 56 74 20 150
Practice
Position
e Clinician (GP) | 32 (21) 37 (14) 19 (8) 88 (43)
e Managers 35 42 30 107
e Practice 13 23 7 43
Managers
e ICDP funded |43 35 19 97
workforce
e Pharmacist 15 20 4 39

Community Focus Groups
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Participants 261 259 150 670 31%
male; 69%
female)

* Interviewees may have been interviewed more than once throughout the evaluation period. This
represents the number of individuals interviewed or contributed to a group session at least once during

the evaluation period.

+ Sector numbers do not add up with the interview numbers as it excludes pharmacists not employed

by IHS and workforce agency interviews

Note:

Indigenous Health sector includes: Indigenous Health Services & NACCHO State & Territory

Affiliates

General Practice sector includes: General Practice, Medicare Locals, Divisions of General Practice,

State-Based Organisations
General Practitioner (GP)

Manager category includes interviews with program managers, program officers and CEOs.
ICDP funded category includes interviews with ICDP funded positions such as Indigenous Health

Project Officer, Care Coordinator and Outreach Worker.

Clinician category includes interviews with GPs, Nurses, Aboriginal Health Workers and allied health

professionals.

Implementation of the ICDP was slower than anticipated, but health services,

particularly those with a history of providing PHC to Indigenous people, welcomed

the availability of resources to improve services.

Quantitative measures

Uptake of the PIP-IHI, PBS Co-payment and health assessments were a result of a

combination of determinants of access working simultaneously. There was wide

variation between urban, regional and remote sites but more variation at the site level.

Since both ‘quantity’ and ‘quality’ are important, caution should be used when

considering quantitative measures of uptake alone as measures of success.

PIP Indigenous Health Initiative

The PIP-IHI was intended to bring about systematic changes in service delivery such

as encouraging improvements in chronic illness care, enhancing capacity, access and

health outcomes for patients through culturally appropriate and coordinated care

(Table 1). The number of health services registered with the PIP-IHI per 1000 people

is to some extent an indicator of accessibility, or at least provider choice for
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Indigenous people. By November 2011, 40% of health services registered for the
incentive had not yet registered patients; many general practices had few or no

Indigenous patients.

Patients registered for the PIP-IHI were expected to have a diagnosed chronic disease,
therefore it is notable that additional payments reflecting continuity of care and
planned review (Tier 1 or Tier 2 payments) were not triggered for around 30% of
patients (Figure 2). This indicates a substantial proportion of patients registered for
the PIP-IHI were not attending health services regularly, or health services were not
billing for care in a way that triggered payments. There was a higher percentage of
PIP-IHI registered patients for whom no payments were made in Indigenous Health

Services than in the general practice sector.

Indigenous specific health assessments

Uptake of health assessments (which are primarily preventive and diagnostic)
increased almost four-fold over the evaluation period in the sentinel sites, and around
two-fold in the rest of Australia (Figure 3). This may reflect increased autonomy and
knowledge about healthcare options, and greater ‘ability to seek care’ and

‘acceptability’.

PBS Co-payment

The PBS Co-payment initiative provided subsidised or free prescription medicines. It
worked as a patient incentive to access other health services offered as part of the
ICDP, and, as reported in the interviews and community focus groups, resulted in

improved medication adherence. Uptake was higher than expected (27 per 100
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eligible Indigenous patients across the evaluation sites in March—-May 2012) and was

promoted by the ICDP workforce (Figure 4).

ICDP programs of work according to the predominant dimension of access and the

most important influence.

Findings are presented according to the corresponding dimensions of access proposed

by Lévesque et al.[11] Example quotes to illustrate the findings are presented in Table

3. Supplementary Files (Table 1) detail an assessment of all of the ICDP measures

against the framework.

Table 3: Dimensions of access framework (as per the Levesque framework (Levesque
et al., 2013), with illustrative quotes.

Dimensions of access
(Levesque et al., 2013)

Example quotes

‘Approachability’ and
‘ability to perceive’

The IHPO and OW have been very active in community
engagement and letting community know about the initiatives
available at health services. They have done this by attending
lots of community events and Aboriginal organisations.
(Group discussion, regional site)

[OW name] also does one-on-one ‘yarn’ with patients when
waiting at Doctor’s or in the car or in any other
appointments about their health issues and gives them some
options to think about their change. The direct assistance to
patients attending appointment helps in maintaining regular
attendance at the health services. (IHPO, urban site)

‘Acceptability’ and
‘ability to seek’

IHPO and OW have assisted with cultural awareness. Staff
now ask all clients if they are Aboriginal and Torres Strait
Islander and not questioning Aboriginality or ‘looking at the
colour...sometimes they may be white’ (Practice nurse, urban
site)

‘The OW knows the Aboriginal people and ways of
networking with the community, they can go into their house
and get around them in certain ways ... their communications
are good they know how to communicate with the Aboriginal
community and with Aboriginal people. (Practice nurse,
general practice, regional site)

‘Availability and
accommodation’ and
‘ability to reach’

The community often have no fixed address, no phone or
changing numbers or no credit card, so the outreach worker
[will] go and find that person and get them. (General
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Practitioner, remote site)

[The OW] will even bring the patients down for us. If there is
a new person in the area that wants to see a doctor they will
bring them down to the surgery. .... If [ say I have got a
patient I have been trying to get a hold of and can’t get them
[the OW] will even try for me too and with their contacts they
know a lot of the family groups and they [are able to] help
out. (Practice nurse, urban site)

‘Affordability’ and
‘ability to pay’

There has been increased attendance at [name of health
service] as patients coming back for medications as they
know they can afford them. (General Practitioner, regional
site)

Too expensive to see a doctor [specialist], costs about $90,
that’s a lot of money, a lot of doctors want the money up
front and some do bulk bill, some don’t. Some say they are
booked out and don’t take on any more patients around town.
(Community focus group, regional site)

‘Appropriateness’ and
‘ability to engage’

We have patients with a lot of chronic diseases who live a bit
far away. [Name of OW] has been fantastic to coordinate all
appointments and actually transporting patients to make sure
the appointments are attended. (General Practitioner,
regional site)

We have linked community members with services and
facilitated client access, patient registration for PIP
Indigenous Health Incentive and provided client follow-up
services. We have helped develop relationships between
Aboriginal and Torres Strait Islander clients and staff within
various mainstream general practices. This has resulted in
staff and clients being more comfortable talking to each other
which then results in clients attending the services more often
and more regularly. (Outreach Worker, urban site)

Notes: Outreach Worker (OW): Indigenous Health Project Officer (IHPO)

‘Approachability’ and ‘ability to perceive’

The ICDP enhanced interactions between health service ‘approachability’ and the

corresponding abilities of communities and individuals to ‘perceive the need for care’.

A strong focus on improving the ‘approachability’ of health services ensured that

services could be identified by health service providers and Indigenous Australians.
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Services offered by Indigenous Health Services tended to be known in Indigenous
communities prior to the ICDP; therefore it had a limited role in promoting
community awareness about existing services. Several new and expanded services
became available through the ICDP (the availability of subsidised or free medications,
nicotine patches to support smoking cessation, and increased availability of health
assessments). Interviewees consistently highlighted the role of the ICDP workforce in
promoting these new services to communities; community perception of the benefit of
a new service item also played a role in uptake. Indigenous Health Project Officers
(IHPO) in particular appeared to bridge gaps between communities and services not
specifically set up to meet Indigenous community needs. Employed in Medicare
Locals, IHPO strategies included developing and distributing lists of participating
general practices - including those providing services at no direct cost to patients.
Tensions over whether IHPOs should focus on supporting health services to improve
approachability, or on increasing community knowledge of the need and ways to
access services were overcome by adapting approaches according to local contexts.
IHPOs identified as Indigenous tended to work more at a community level.
Community focus groups indicated that negative past experiences of accessing care
negatively influenced people’s willingness to seek care. OWs acted as cultural brokers

to support positive healthcare encounters and build trust.

In some sites, the ICDP workforce provided health services with information about

other services to which they could confidently refer Indigenous patients.

Program design had conceived OW positions as entry-level positions, intending they

would be recruited from local communities, thus improving the ‘fit” between health
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services and clients. However, resources for OW positions were utilised differently in
different contexts; some health providers recruited qualified and experienced health
professionals, concerned that the OW role involved supporting and transporting
people with complex medical problems. A further consideration with policy and
funding implications is that experienced practitioners give credibility to programs in

communities.

‘Acceptability’ and ‘ability to seek’
Interaction between ‘acceptability’ of the service and ‘ability of individuals to seek
care’ was enhanced through the ICDP. Cultural awareness of general practices and
related support organisations improved through organising and/or delivering cultural
awareness training. Health service staff valued one-on-one interactions with OWs,
which often focused on creating welcoming reception areas using Indigenous art and
targeted reading matter. Community focus groups reported positive changes in service
delivery as a result of general practice staff attending cultural awareness training,
changes not seen to be required in Indigenous Health Services (already established as
culturally appropriate services). Despite cultural awareness training, some community
focus groups reported perceptions and experiences of racism when accessing some
services, particularly in specialist reception rooms and pharmacies. These staff were

not targeted for cultural awareness training.

The cultural brokerage role of Indigenous people employed in OW positions made

services more ‘acceptable’ and assisted with access to care, providing a fit between

‘acceptability’ and ‘ability to seek’.
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Prior to the ICDP, many general practices and Indigenous Health Services did not
have systematic approaches to identify which of their patients were Indigenous. ICDP
funded staff worked with general practices to increase identification of Indigenous

patients.

In some instances, services employed people in male and female OW roles to ensure
gender sensitivity - an important cultural consideration. Some health services offered
gender specific health assessment days. In making services more culturally safe and
therefore more accessible, these initiatives contributed to the ‘ability of people to seek

care’.

‘Availability and accommodation’ and ‘ability to reach’

The ICDP enhanced interactions between ‘availability and accommodation’ — health
services being physically reachable - and the dimension ‘ability to reach’, by
improving patient access to transport, outreach services, and establishing additional

specialised clinics.

Outreach services (specialist and allied health) were established in under-serviced
areas (Table 1) — ‘availability and accommodation’- resulting in improved access in
some sites. However, low numbers of referrals and low patient attendance for many
services raised questions about efficiency, and impacted on specialist retention.
Capacity of host organisations (predominantly Indigenous Health Services) to manage
clinics, coordinate visits, utilise recall and reminder systems, and arrange patient
transport influenced attendance at appointments. Improved communication was

needed to inform general practices about availability of outreach services.
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Despite this investment, challenges to accessing specialist care persisted, especially
for patients in small, dispersed communities, and for services contacting patients who
did not have a fixed address or a mobile telephone. OWs supported contact in these

circumstances.

Lack of transport to attend appointments was consistently identified as a barrier in
accessing care — ‘the ability to reach’. OWs played key enabling roles, including
arranging transport and driving patients to appointments where vehicles (not funded

through the ICDP) were available.

There were limited efforts to improve social supports, as highlighted in the framework
under ‘ability to reach’. Efforts comprised of OWs linking patients to support services
such as housing, recognising the need to offer support in addressing broader
determinants of health and other priorities in their clients’ lives. This was reported by
OWs as time-consuming and not always recognised or supported as a core part of

their role.

‘Affordability’ and ‘ability to pay’

Several ICDP components were intended to reduce the cost of healthcare. ICDP-
workforce actively advocated for the removal of cost barriers; for example,
advocating for care providers to charge fees equal to government subsidies so patients

would not incur personal costs.

ICDP-funded specialist outreach programs were designed to be free of cost to

patients. Funding was also available for medical aides and transport to a subset of
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clients through Care Coordinators and a ‘Supplementary Services’ program (used in
some sites to pay the fee differential between the government subsidy and charges by
private providers). Despite these investments to address affordability, community
focus groups raised concerns about the costs of consulting private specialists in
particular. Private specialists sometimes ordered tests that patients were unable to pay
for, and ICDP-funded specialists referred patients to private providers for further tests.

Ability to pay was an enduring concern.

Activities to encourage healthy eating and exercise classes targeting Indigenous
people were provided at no cost to participants. The reach of activities at a population

level was variable, with those most in need not necessarily having access.

Despite the positive response to the removal of medication cost barriers through the
PBS Co-payment measure, financial barriers continued to influence access to
medication in particular circumstances. These included when eligible patients: were
prescribed medication by doctors employed in hospitals, (therefore not ICDP
registered); attended general practices not participating in the ICDP; and encountered
pharmacy staff who were not aware of the strategy. Specialists were initially unable

to prescribe under the scheme, however this changed during ICDP implementation.

‘Appropriateness’ and “ability to engage’

Improving coordination and continuity — ‘appropriateness’ — were ICDP aims. The
PIP-IHI was designed to improve the fit between chronic illness care services and
Indigenous population needs. The concept of a ‘medical home’- a regular health
service - for patients was encouraged but not fully realised, probably due to a focus on

registering eligible people to enable immediate access to benefits, rather than on
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determining the most appropriate or convenient practice to provide and receive
ongoing care. There was also a lack of follow-up after a health assessment[22].
Effective chronic illness management involves coordination and continuity of care,
and engagement by patients, therefore the possible lack of ongoing attendance was

concerning.

As outlined in ‘ability to pay’, patient attendance and adherence to medication
improved with the removal of cost barriers to medication. This ‘ability to pay’
enabled an ‘ability to engage’ — patients felt they could fill prescriptions and avoid the

shame of being unable to afford prescribed medications.

Barriers to appropriate care continued despite utilisation of care and contact with
providers. The lack of both follow-up after health assessments [22] and continued
cycles of care through the PIP-IHI suggests inconsistent levels of care after initial

contact with the health service.

In some instances, delivery of health assessments by services appeared to be driven by
a business imperative (as delivery attracted a government payment), with little
evidence that patients and communities perceived the need for these checks. This is
relevant to the access dimension ‘ability to perceive’ - patients may want a health

assessment if their understanding of health risk factors is increased.

Despite multi-faceted strategies to improve access to chronic illness care, data showed

minimal evidence of systematic processes being applied to ensure that most

vulnerable e.g. those with the least formal education and financially poorest were
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benefiting from the ICDP. There was an opportunity to improve population coverage
generally and direct activities and resources to target population sub-groups most in
need. The ICDP workforce often had responsibility for covering large populations or
geographic areas, with limited capacity to reach those who might benefit most from

the program.

DISCUSSION

There is considerable evidence that the ICDP resulted in improved access to chronic
illness prevention and management. Qualitative evidence indicated an increase in
access related to ICDP activities such as: the removal of cost barriers to medicines;
removal of transport barriers to attend services; improved cultural safety in general
practices; support and assistance from ICDP workforce for Indigenous people to
access healthcare services; and more community programs/resources to support
healthy lifestyle choices and health-seeking behaviours. While quantitative evidence
also showed more Indigenous Australians were registering for the PIP-IHI, having
health assessments and obtaining subsidised prescription medications through a PBS
Co-payment, it is not clear to what extent these data reflect an actual increase in
access to high quality PHC services. They may reflect greater recording of access to

these services.

On the whole, the removal of cost barriers and the creation of welcoming, culturally
safe spaces appeared to make the greatest contribution to increased access to chronic
illness prevention and management services by Indigenous people. Use of the access
framework for analysis shows how the ICDP focussed predominantly on supply-side

aspects to improving access to healthcare. This is consistent with literature, which
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suggests that internationally there is a focus on supply-side aspects to access rather
than demand-side.[4,11]The ICDP mostly targeted service providers and to a lesser
extent patients. Continued work is needed to address the demand-side dimensions to
access, together with ongoing strategies to address supply-side dimensions.
Influencing behaviour of Indigenous people in seeking healthcare will in part rely on
on-going social reforms to address social and other determinants of health and access

to care.[4,23]

The use of this access framework for analysis highlighted a gap in the ICDP
implementation - a lack of complementary programs in relevant sectors other than
health and insufficient attention to social determinants of health, through programs to
address people’s ‘ability to pay’ by addressing social and economic disadvantage.
Work was being undertaken through other Commonwealth funded programs to
address issues in housing and education, for example, but there were no clear or
explicit linkages with the ICDP and, on the ground, insufficient understanding by

service providers that some ICDP workforce roles required a more holistic approach.

While the access framework'! has been well cited,[13,23-26]we have been unable to
identify any previous work where it has been used to analyse how well programs have
addressed access — as we have done in this paper. We found the access framework[11]
useful for analysing access across various dimensions and identifying gaps in ICDP
investment or implementation. However, the original presentation of the access
framework[11] is vague on the extent to which dimensions are expected to be
discrete, and the extent to which demand and supply-side ‘pairs’ are expected to

directly correspond with each other. In applying this framework for our analysis, we
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found that the dimensions of access are not discrete, and in some instances it was
difficult to clearly align ICDP related activities with specific dimensions. In many
cases activities related to more than one dimension. The strong links and inter-
relationships between themes needed to be recognised when interpreting the data — in
some instances themes related to other dimensions rather than the directly

corresponding pair.

The framework is presented as a ‘pathway of utilisation” from perception of need
through to healthcare utilisation. It is not clear if the dimensions are expected to
reflect points along a continuum. Our analysis of data suggests the different

dimensions may be relevant to a number of points along the ‘pathway of utilisation’.

There was wide variation in uptake of the ICDP at the local site level. Local context
influences the implementation of health interventions, and also affects the relative
importance of each dimension and the interaction between different dimensions. For
example, in some sites there was a perceived need to focus more on approachability of

the health service than on affordability.

Barriers to access identified in our analysis are consistent with research on barriers to
healthcare for Indigenous Australians.[5,18,21,27]Key emerging challenges include
achieving general population coverage and reaching high-need groups. The diversity
of contexts in which PHC services operate, the wide variation in uptake of the ICDP
between sites, and the relevance of different contextual factors to barriers to access,
mean that strategies will need to be tailored to local circumstances and address all

aspects of access on both the demand and supply-sides. ICDP workforce role
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definitions and guidelines may be better served by building more flexibility into the

role definition for local adaptation.

Strengths of the analysis include the mixed-methods approach, the number and
diversity of interviewees, the geographic scope and diversity of study sites, and long
term repeated engagement with stakeholders, including feedback and member-
checking of data and interpretation. More general limitations of the SSE have been
described elsewhere,[8] and include the selection of sites on the basis of early and
relatively intense ICDP investment and selection of interviewees based on their
knowledge and interest in Indigenous health. The data provide a broad perspective of
service settings across Australia, but this perspective may not necessarily be
representative of PHC settings in general. We were aware in the analysis process that
categorisation of themes into the analytical framework may be overly Western-
centric,[28] and endeavoured to limit this through an iterative review processes
involving Indigenous team members.

Improving access to PHC for marginalised and vulnerable populations is a complex
challenge, requiring multifaceted solutions. This paper teases out some of these
complexities, and the findings are relevant to policy-makers developing programs that
intend to improve access to healthcare for at risk populations. Our findings reinforce
the need to consider the range of determinants that may need to be addressed,
increased efforts to engage Indigenous community members and to ensure appropriate
care is continued beyond initial contact with the health service in order to improve

access to health services.
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CONCLUSIONS

This major government-funded package of interventions has had some success in
overcoming barriers to accessing healthcare by supplying services that are more
approachable, acceptable and affordable for Indigenous Australians. There is now a
need to confront important challenges to address demand-side dimensions of access
that have not been adequately addressed, such as ‘ability to pay’. Changing the way
services are sought by Indigenous Australians will rely in part on on-going social

reforms to address social and other determinants of health and access to care.
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13 Priority areas | ICDP interventions 2121 ze8% 1 212|128 /8 |2 1|8
14 Tackling National action to reduce smoking rates through a new workforce “tackling smoking teams’ | X X %X X
15 chronic & programs 5
16 disease risk Reduce risk of chronic disease through a new workforce “healthy lifestyle teams” & X DX X
17 factors programs =
18 Increase health promotion activities e.g. health community days, local community X B
19 campaigns =
20 Improve Provide access to free or subsidised medications “PBS Co-payment measure” =X X X
21 chronic Improve patient coordination of care through patient registration at health centres “PIP X =} X
22 disease Indigenous Health Incentive” 19)
23 management | Dedicated workforce to improve coordination of care “Care Coordinators” and specific X X X X X X
24 and care funding for medical aides & transport “Supplementary Services” 5
25 Delivery of self- management training to health professionals B X X
26 Increase access to specialist services in urban areas X BX
27 Increase access to specialist services in regional and remote locations X BX
28 Workforce Workforce support, education and training — Outreach Workers training, establishment of X b
29 expansion and | GP Registrar training posts in Indigenous health services, nursing scholarships B
30 support Expand outreach and service capacity of Indigenous Health Services through dedicated X X X X X
31 “Outreach Workers & practice managers” B
32 Improve access to general practice through a dedicated workforce established “Outreach X X IN% X X X
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