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Australian National

Audit Office

Canberra ACT
26 June 2018

Dear Mr President
Dear Mr Speaker

The Australian National Audit Office has undertaken an independent performance audit in
the Department of Health titled Primary Healthcare Grants under the Indigenous
Australiansé HhRealdt Wwas édndacted ia accordance with the authority
contained in the Auditor-General Act 1997. | present the report of this audit to the
Parliament.

Following its presentation and receipt, the report will be placed on the Australian National
Audit Office’s website—http://www.anao.gov.au.

Yours sincerely

Grant Hehir
Auditor-General

The Honourable the President of the Senate

The Honourable the Speaker of the House of Representatives
Parliament House

Canberra ACT

ANAO Report No.50 2017-18
Primary Healthcare Grants under the Indigenous Australians’ Health Program

3
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Australian National Audit Office
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Auditor-General to carry out his
duties under theAuditor-General
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Summary and recommendations

Background

1. ¢KS LYRAISYy2dza ! dza {INIPYvds lesfabliéhed ir520%4 dihfough 1@ 3 NJ-
consolidation of four existing Indigenous health funding streams administered by the Department

of Health(the department) The IAHRIms toprovide Aboriginal and Torres Strait Islander people

with access to effective high quality, comprehensive, culturally appropriate, primary healthcare
services in urban, regional, rural and remote locations across Austftimary healthcare

services aredza dz f f @ GKS WSYUGNRB LRAYGIQ TFT2N LISNB2Y A
contrasted to services provided through hospitals or when people are referred to specialists

2. The bulk of IAHP expenditure is via grarBgce 2015, IAHP primary healthcarangs
totalling approximately $1.44 billiohave been awardedith 85 per cent of this funding going to
AboriginalCommunity Controlled Health Organisations

3. As at March 2018 total of164 organisations are receiving IAHP primary healtbgrant
funding In 201&17, IAHFunded services provided primary healthcare services to an estimated
352,000 Indigenoud\ustralians. This represents 54.2 per cent of the estimated total Indigenous
population.

Rationale for undertaking the audit

4. The IAHRvas selected for audit becausestintended to contribute towardachieving the
Indigenous healtNB f | § SR W/ f 23 Ay 3 lif &peBtantyi@nihinht M&tslity.a NI 3
The progranNB LINB &a Sy a GKS 1 dzZaGNI f Ay Ded hiigenodsy i Qa
primary healthcare

Audit objective and criteria

5. The audit objective wat® assess the effectiveness of the Department of Health's design,
implementation and administratioof primary healthcare grants under the IAHP.

6. To form a concluen against this objective, the ANAO adopted the following ‘eyel
criteria:

1 Did the department design the IAHP primary healthcare components consistent with the
Government's objectives in establishing the IAHP?

i Has implementation of the IAHP primarydfthcare components been supported through
effective coordination with key Government and n@overnment stakeholders?

i Has the department's approach to assessing primary healthcare funding applications and
negotiating funding agreements been consistesith the Commonwealth Grant Rules and
Guidelines?

1 Has the department implemented a performance framework that supports effective

management of individual primary healthcare grants and enables ongoing assessment of
program performance and progress towardg@mes?

1  Department of Health website htp://www.health.gov.au/internet/main/publishing.nsf/Content/
indigenousprogrammelp>[accessed March 2018].
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Conclusion

7. ¢KS RSLI NILYSYy(dQa RSa kh grimaryhealthicare dbnipwndnt of I (1 A 2
GKS L!'lIt glF& LINIHGAFIEEE SFFSOGAGS Fa Al KFa vy
objectives in establishing the program. The department has implemented the planned

funding allocation model and there are shortcomings in performance monitoring and reporting
arrangements. However, the department has consolidated the program, supported it through
coordination and informatiorsharing activitiesnd continued grant funding.

8. ¢tKS D2OSNYYSyliQa 2NRIAYIf 202SOfiladittesiedA y S a
in 2019¢20, four years later than originally planned. The majority of IAHP primary healthcare
grant funding to date has been allocated essentially the same manner as previous
arrangements rathethan the originally intended needs based model. Program implementation
has been supported through appropréy aligning funding streams to intended outcomes and
coordination and informatiorsharing with relevant stakeholders.

9. az2zaild |aLlsoda 27 sésknént dR AHPphtday dealihtase fuhding
applications and negotiain of funding agreements were consistent with théommonwealth
Grants Rules and Guidelines (CGRG® exception tthis wasthe poorassessment of value for
moneyregarding the majority of grant funds. The grant funding agreements were fit for purpose,
but the department has not established serndedated performance benchmarks for funded
organisations that were pradged for in most of the agreements.

10. The department has not developed a performance framework for the Indigenous

1 dza NI fAFYyaQ | SHEGK tNRPINFYD 9EGSY&aAdS Lzt AC
of transparency on the extent to which thedz22 G NI € Ay D2@SNYYSydQa 26
health are being achievedHowever, thigeporting includes organisations not funded under the
IAHPand, & such, it is not specific enough to measure the extent to which IAHP funded services

are contributingto achieving program outcomes.

11. In managing IAHP primary healthcare grants, the department has not used the available
provisions in the funding agreements to set quantitative benchmékgyrant recipients This

limits its ability to effectively use avablle performance data for monitoring and continuous
guality improvement. Systems are in place to collect performance data, but systems for collecting
guantitative performance data have not been effective. Issues with performance data collection
limit its usefulness for longitudinal analysis.

Supporting findings

Program design and implementation

12 TKS RSaA3day 2F GKS L!lt gl & O2yadfadiéindg oA
budget savings ancedudng administrative complexitghrough consolidation of existing grant
programs. The objective of allocating primary healthcare grant funding orore transparent
needsbasiswill not be achieved until 20X20, four years behind the timetable agreed by
Government in establishing the .

13. Three outcomeswere establishedor the program andset outin published IAHP grant
guidelines. One of the outcomeles not clearly identifghe desired end result. IAHP funding,
including the primary healthcare componeare appropriately alignedotthe outcomes.
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Summary and recommendations

14. The departmentses a wide variety dbrums and networkso share informatiorand seek
feedback abouits current and planned Indigenous health activities, includhreyIAHP. Some
coordination and joint planning activities relating to primary healthcare hals been
undertakenthroughthe Aboriginal Health Partnership Forums

Awarding Grants

15.  Ninety eight per cent diAHPprimary healthcare grant funding has been wpiaed through
non-competitiveprocessesThe agepartment obtained Ministerial agreement for these processes.

16. Most aspects of thassessment of funding proposals were undertaken consistently with

the CGRGs and IAHP guidelines. The exception was assessment of value for money. Assessment
NEO2NRa&a F2NJ a2YS FdzyRAy3d NRdzyRaz Ay OfiRBAYy 3
lacked evidence of substantive analysis of veahf money considerations. Thepartment was

also unable to provide evidence it had undertaken a value for money assessment regarding the
$114 million grant to the Northern Territory Government. In virtually afles, risk assessments

formed part of the assessment process.

17. Departmental delegates were provided with sufficient advice to enable them to discharge
their obligations under thePublic Governance, Performance and Accountability Act 2014
approving IAHPrgnt proposals. The timeliness of the advice varied, but was provided relatively
quickly for the larger 2015 funding rounds.

18. Funding agreementsare fit for purpose, using a grarttead agreement andan IAHP
specificschedule The specific services to be pided by each funded organisation are set out in
separate Action Plans, which are appropriately referenced in the agreement schedule. The
agreements withAboriginal Community Controlled Health Organisatiathew for the setting of
individual performancedrgets, but no targets have been set. &dreements also clearly set out
reporting requirements

Monitoring and Reporting

19. The department has not established a performance frameworkhe primary healthcare
component of thd AHP

20. Systems are in place tollect performance data, but systems to collect quantitative
performance data have not been effective. Several changes to data collection processes have
resulted in an increased reporting burden on IAHP grant recipients and twuoasithly data
collectiors being discarded or uncollected. These breaks in the data series limit its usefulness for
longitudinal analysis of performance trends. The department has commenced projects to improve
the quality of databut has limited assurance over the quality of datdlected before 2017 as it

has not been validated.

21. The department relies on public reporting of a range of Indigenous health indicators to
monitor achievement of program outcomes. The reporting includes data about services not
funded under the IAHP. Asich, it is not specific enough to measure the extent to which IAHP
funded services are contributing to achieving program outcomes. The department was also
unable to demonstrate how it used the data to inform relevant policy advice and program
administratian.
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22.  The departmentsnot effectivdy usngavailable performance dat® monitor IAHP grant
recipient performance and has not set quantitatimational key performance indicatonKP)
based benchmark®r grant recipient® ¢ KS R S abiliti}N sétPyrior@dance expectations
and assess actual performaniseiimited by the currency of data and variability in the content of
Action Plans.

Recommendations

Recommendation The Department of Health improve the quality of Aprimary healthcare
no.1 value for money assessments, including ensuring their consistency wit
Paragraph 3.21 newfunding allocation model

Department of Health responseAgreed.

Recommendation The Department of Health assess the risks involvedAidRfunded

no.2 healthcare servicessing various clinical information software systems

Paragraph 4.10 support the directonline service reportingnd national key performance
indicator reporting process, and appropriately mitigate any signific
identified risks.

Department of Health responseAgreed.

Recommendation

0.3 The Department of Health ensure that new IAHP funding agreement

primary healthcare services include measurable performance targets
are aligned with program outcomesd that it monitors grant recipient
performance against these targets.

Paragraph 4.30

Department of Health responseAgreed.

Summary of entity response

23. ¢KS S5SLINLIYSYy(d 2F 1SFHEGK O60WGKS 5SLI NIYSyc

with the recommendations.

It is pleasing that the report finds: the program has been consolidated and supported through
coordination and information sharing activities; programme implementation has appropriately
aligned funding streams to intended outcomes; and the objective oficidy administrative
complexity has been achieved.

22N] A& FENBIFIRe dzyRSNBI & GAGKAY (GKS 58LI NJ

recommendations, and the report provides a platform to continue these efforts. In particular, the
Department has introduced nme robust assessment processes for primary health care grants

dzy RSNJ 6 KS LYyRA3ISy2dza ! dzAGNIfAlIyaQ | SIHfGK t NB3

enhanced performance measurements of program outcomes, supported by an outcomes
focussed policy framewotkk ¢ KS 5SLJ NIYSyidiQa NBalLRyasSa Gz
provide further detail.

The report identifies that the introduction of a new funding allocation model for the distribution

of primary health careunding as announced in the 20d¥ Budget iget to be completed and
finds that this deferral has contributed to a partially effective implementation of the Australian

D2ASNYYSY(Qa 2028004054 Ay ofemmdntantodneed i dhe G K S
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Summary and recommendations

2018;19 Budget that the model will be implemted from 1 July 2019 and the Department will
continue to work closely with Aboriginal Community Controlled Health Services to deliver this
important initiative. The Department notes that this deferral occurred in the context of extensive
stakeholder engageent together with significant data improvement activities designed to
support a robust and welleveloped funding model.

Whilst the Department is committed to continuous improvement of the administration of the
LYRAISyYy2dza ! dza G NI f AdDgpar@nert Bishés fioracknonl@dgeNind Yerogriise (i K
the significant contribution our network of Aboriginal Community Controlled Health Services are
YFE{Ay3 (G2 AYLINRGS (KS KSFHfGK 2F GKSANI O2YYdzyA
the Gap agenda.

Key learnings for all Australian Government entities

24.  Below is a summary of key learnings, which have been identified in this audit that may be
relevant for the operations of other Commonwealth entities.

Performance andmpact measurement

1 Entities collecting @nt performance data should validate the accuracy of data early ir
collection cycle or as soon as practical. Validation methodology should take into accot
size of the grant program, the key risks to data accuracy, and importance of perfornaac
in influencing future Commonwealth investment in the relevant area.

1 Entities should have a clear policy covering the collection, storage, ownership, acce
usage of performance data. The policy and associated operational documents sho
periodically reviewed and updated to reflect significant changes to processes and syste

Programdesign

9 Estimated timeframes for program design should be basedninformedassessment of the
level of work involved and relevant risks to achie\ang key stakeholdesupportconsidered
essential tahe success of the program
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1. Background

Indigenous health and government funding

1.1  In 2008, the Council of Australian Governments set targets aimestlacing oreliminating
differencesin specific outcomes between Indigenous and nbomdigenousAustralians.These
Closing the Gatargets covered three broad areas, of which health was one. In 2013, the Australian
Government releasede National Aboriginal and Torres Strait Islander Health Planc2@1@/hich

set out a 10 year plan for the directi@f Australian Government Indigenous heaitilicy.This was
followed in 2015 by an Implementation Plan for the Health Plan. The ImplementatiooRlgues

the actions to be taken by the Australian Government, the Aboriginal community controlled health
sector, and other key stakeholders to give effect to the Health FRangress under the
Implementation Plan is measured against 20 goals and 106 deliverables that were developed to
complement the existin@losing the Gagargets.

1.2 While the 2018 Prime Mk & (i Sokidiydhe Gapeport and the 201Aboriginal and Torres
Strait Islander Health Performance Framewaort show gains have been made in some areas,
Indigenous Australians continue to experience significantly poorer health outcomes than the
generl population? Life expectancy is about 10 yedosver. Rates of chronic disease are higher,
with some tending to occur at a younger age in Indigenous Australians compared to the general
population.The overall burden of diseasr Indigenous Australianis also 2.3 timegsigher.Some
factors potentially impacting on health, such as smoking and obesity, are higher: the overall smoking
rate is 2.7 timesigherand Indigenous Australians are 1.6 times as likely to be obese as the general
population. Some health interventions can have a long lead time before measurable impacts are
seen across the target populatiorfor example, up to three decades in the case of many smeking
relateddiseases.

1.3  The Australian and state and territory governments all fumdigenous health. Estimated
total direct funding on Indigenous heatthas increased since the setting of tBéosing the Gap
targets: from $4.76 billion in 20@89 to $6.30 billion in 201865 Of this,expenditure specifically
targeted at Indigenous Austlianswas $1.44 billion in 20136. The remainder is expenditure on

WY AYauNBFYQ aAaSNWBAOSa dzaSR o0& LYRAISYy2dza ! dzai

Australian Government subsidies, including the Medicare Benefits Scheme and the Phaicabceu
Benefits Scheme. Indigencuslated expenditure orpublic and community health servidem
201516 is estimated at $1.73 billioThe Australian Government contributes 59 per cent of the

2 All health statistics in paragraph 1.2 &Nt ¢y FNRBYY ! dzAGNJ f Al y | Bbofigindd aAyAa

and Torres Strait Islander Health Performance Framework 2017 R€amtverra, 2017, or Commonwealth of i
Australia, Department of the Prime Minister and Cabir@gsing the Gap Prime WA & U0 S N & , wS LJ2 NI
Canberra2018.

3 This measures both premature deaths and the length of time of living with the relevant disease.

4 Funding aounts in paragraphs 1.3 and Ja#e from: Steering Committee for the Review of Government
Service Provisior2017Indigenous Expenditure RepoRroductivity Commission, Canber817.

5  The 200809 amount has been adjusted to account for inflation.

6 WdzofAO | yR Oanddggrindngheditttard attiites funded by the Australian Government

H J

GKNRdzZZK AG& LYRAISY2dzi NRdgd INBI (KISH yf & & Ol NBE &S NIDMBOBNT Y N

for persons into the broader health system and can be contrastestteices provided through hospitals or
when people are referred to specialists. It may be provided by general poaets, nurses, allied health
professionals, pharmacists, dentists as@mmmunity outreachealth workers.
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Background

total 201516 government expenditure on the Indigenomsblicand community health services
category.

1.4  Measured on a peperson basis, total direct health funding on Indigenous Australians in
201516 by all Governments in Australia is 1.83 times greater than the direct health funding on
non-Indigenous Australiang:unding on thepublic and community health services category of
Indigenous health is 3.59 times higher.

Thel ndi genous Australians Heal th Progr

1.5 The Department of Health (the department) has had primary responsibility for
Commonwealth Indigenous healthlpy and funding since 199Since that time, the departmefXa
rolehasbeeni 2 AYLINR @S 020K LYRAISYy2dza ! dZAUGNI f Al y&C
and increase the capacity of the Indigenapecific sector to provide comprehensive primary
healthcare’

1.6 Inthe May 2014 Budget, the Australian Government announced the establishment of the
LYRAISYy2dza ! dzZaGNI f Al YyaAQ | S| bylcknsotidbtiBgaiolr egistisg o L ! |
funding streams administered by the department, which between them included around
30discrete funding componenfs.The consolidation was intended to reduce administrative
complexity and enable an improved focus on basic theakeds (including clinical primary
healthcare) at a local level to improve health outcomes. The statedl&éigh objective for the IAHP

is:

to provide Aboriginal and Torres Strait Islander people with access to effective high quality,
comprehensive, diurally appropriate, primary health care services in urban, regional, rural and
remote locations across Australia.

1.7 A new primary healthcare grant funding allocation model was also to be developed for
implementation from 201§16. As discussed in Chapted2yelopment and implementation of the
new allocation model has been delayed.

1.8  With the exception of 'social and emotional wellbeing' activities being transferred to the
Department of Prime Minister and Cabifighe range of activities funded by the depaent under
IAHP are broadly similar to those under the pi1P arrangementand funding levels have
increased. In 20%k34, fundingunder predecessogrant programsvas $682.3nillion (excluding
social and emotional wellbeing activitie3he hudget alloation for IAHP funding ir201718 is
$856.1 million.

7  Deeble Institute for Healthdticy ResearchAustralian Healthcare and Hospitals Associgttamding models
for Indigenous health?014 p. 11.

8  The four streams were focussed on: primary healthcare; child and maternal health; chronic disease; and
Northern Territory specific fundm

9 ! YRSNJ GKS ! dza G NI f Ikdigghoud AdgeBdédfeYitSiate@e Departrvent of the Prime
Minister and Cabinet administers funding for some Indigenous healttted activities. These include: a wide o
NIy3aS 2F WSY20A270ftaSNIBRA GROA I YI %56 & 0BA yadzLILI2 NI AYRAQD
government removal policies ($44 million in 2Q@18); and alcohol and other drug treatment services
($80million in 201718).
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1.9 The bulk of IAHP expenditure is via grants. As at M2@dl8 $743.5 million of 201418

grant funds had been expended or committé@d he largest component is grants to provide primary
healthcare services to Indigenous Australians, which account for $461.5 million (62 per cent) of total
IAHP 201718 expended and committed grant funditgOther significant grant funding areas

under the 1 't NBfIGS G2 | OUGAGAGASAE AYyGSYRSR G2 A
mainstream servicés ($108 million, or 15 per cent) and funding for various maternal/early
childhood health and anmoking activities (about five per cent each).

1.10 As at March2018, 164 organisations are receiving IAHP primary healthcare grant funding.
Around 140 of these organisations ar&chiginal Community Controlled Health Organisations
(ACCHOs), which collectively account for 85 per cent of total IAHP core primary dreatjfamt
funding in 201¢18. The remaining primary healthcare grant recipients include the Northern
Territory Government, various public sector regional health bodies across several states, and a smalll
number of private sector providers and ngovernmentorganisations.

1.11 The geographical distribution of the healthcare facilities receiving IAHP primary healthcare
funding is shown ifrigurel.l.

Figure 1.1:  Distribution of IAHP primary healthcare funded facilities
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Source: Department of Health.

10 Major forecast norgrant IAHP expenditure in 204¥8includes he Closing the Gap Pharmaceutical Benefits
Schemeco-paymentmeasure($42 million). Departmental procurement of various services in 2087
accounted for anothe$24.5 millionof IAHP spending as at March 2018.

11 Depending on the policy of thadividual funded organisation, nelmdigenous persons may be able to access
some services provided by IAHP funded organisations. Inc2@1@onrIndigenous persons constituted an
estimated 18.5 per cent of total clients of organisations receiving |IAHfaprihealthcare funds

12 ¢KSaS O02@0SNJ I ONRIR NIy3IS 2F W2dziNBIFI OKQ I OABAGASEAS
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1.12 The 201¢18 primary healthcare grant funding amounts according to jurisdiction and

remoteness index is shown in Table 1.1.

Table 1.1:

Inner

regional

Outer
regional

Background

IAHP 2017-18 primary healthcare grants as at February 2018 ($ million)

Major city

Northern Territory Nil Nil 50.95 57.99 34.08 143.01
Queensland 20.58 13.50 42.64 11.45 6.24 94.41
New South Wales 17.97 26.67 25.98 7.87 1.85 80.33
Western Australia 19.15 2.09 8.26 25.13 15.48 70.12
Victoria 9.28 11.11 10.52 Nil Nil 30.91
South Australia 10.47 1.66 4.44 2.95 6.94 26.46
Tasmania Nil 4.79 1.90 Nil 0.83 7.52
ACT 2.54 Nil Nil Nil Nil 254
Total 79.99 59.82 144.68 105.39 65.41 455.3

Note:  Figures may not add up due to rounding. Remoteness classification is based on the main address of the funded
organisation.

Source: Department of Health.

1.13 In 20117, IAHHunded services provided primary healthcare servimesn estimated
352,000Indigenous Australians. This represents 54.2 qat of the estimated total Indigenous
population.As notedin the Aboriginal and Torres Strait Islander Health Performance Framework
2017, there is evidencghat facilitatingaccess td? Odzf (i dzNJ £ € & | LILINE Lasdh | G S Q
increase the effectiveness of the overall healthcare system in contributing to improved health
outcomes for Indigenous Australiaks.

1.14 IAHP primary healthcare grants have been awarded through dedéstnct funding
processes. These process are:

1 annO2YLISITAGADGS Wodzt {1 Q NRdzyR dzy RSNIF { Sy A
predominantly ACCHOswhich were already receiving departmental grant funding to
provide Indigenous primary healthcare sendcdhis process resulted in the award of a
total of $1.23 billion in grants over three years to 30 June 2918

i a noncompetitive process undertaken in 2015 targeting the Northern Territory
Government. The resultant grant was $114 million over three yearover a range of
governmentrun Indigenous primary healthcare centres;

i a noncompetitive targeted process undertaken in 2015 that covered a diverse range of
32 organisations undertaking various Indigenous health activities that were already
receiving deartmental grant funding. This process resulted in the award of total funding

13 ' dzadNI f ALY | SIf iK aAbygrigidaliaBdNTarees Straltdslakder Nd@alth/Peridzyhansef >
Framework 2017 RepiprCanberra2017, p. 162.

14 IAHP primary healthcare grants generally run for three years, althesgtt March 2018 the department is
negotiating to extencexisting grant funding agreemenfisr a further year to 30 June 2019 because of the
delay in the development dghe new grant fundingallocation model.
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of $51.5 million, with some organisations receiving ongoing IAHP funding and others
receiving funding for a further 12 months, after which funding was to cease;
1 a noncompetitie round undertaken in 2015 targeting specified Primary Healthcare
Networks®t this resulted in 12 month funding totalling $17 million to maintain services on
a transitional basis pending testing the market through a competitive grant funding round;
1 an open ompetitive round undertaken in 2016 for the provision of Indigenous primary
healthcare services in 11 regions that were being run on an interim basis by the relevant
regional Primary Healthcare Netwarkn most cases the successful applicant was an
ACCHO, ith total funding of $32 million provided over 18 months to 30 June 2018;

T asmallnumbeg ¥ Wdzy 4 2 t A2GFATICS dHakded)/INivaryidg/cBcumstances.

Rationale for undertaking the audit

1.15 The IAHP was selected for audit because iitended to contribute towards achieving the
Indigenous healtNB f | § SR W/ ft 23Ay3 (GKS DIFLIQ GdFNBSGa NB3I
The programNB LINB A Sy Ga (GKS !dzadGNIftAlLY D2@OSNYyYSyidQa
primary healthare.

Audit objective and criteria

1.16 The audit objective was to assess the effectiveness of the Department of Health's design,
implementation and administration of primary healthcare grants under the IAHP.

1.17 To form a conclusion against this objective, the AN#dopted the following higlevel
criteria:

1 Did the department design the IAHP primary healthcare components consistent with the
Government's objectives in establishing the IAHP?

1 Has implementation of the IAHP primary healthcare components been suppibiriagh
effective coordination with key Government and nr@overnment stakeholders?

1 Has the department's approach to assessing primary healthcare funding applications and
negotiating funding agreements been consistent with the Commonwealth Grant Rules and
Guidelines?

1 Has the department implemented a performance framework that supports effective

management of individual primary healthcare grants and enables ongoing assessment of
program performance and progress towards outcomes?

15 These were regions in which the relevant primary healthcare services had previously been provided by
Medicare Locals. The Medicare Loslstem was established by the Australian Government in 204t
improve coordination and integration of primary health care in local communities, address service gaps, and
make it easier for patients to navigate their local health care sysidrare were51 Medicare Locals, each
servicing a defined geographical region. Following a 2014 review, this system was replaced in 2015 by the
Primary Healthcare Network which had a broadly similar purpose.
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Background

Audit methodology
1.18 Audit methodologyincluded:

T

visits to eight IAHP funded primary healthcare centres in Queensland, New South Wales,
South Australia and the Northern Territory and meetings with relevant management
and/or senior clinical staff;

conducting an online survey of IAHP paityn healthcare grant recipients (54 responses
were received, an overall response rate of 31 per cent);

testing of departmental process for the awarding and administration of a statistically
representative sample of IAHP primary healthcare grants awattteaigh the processes
outlined in paragraph 1.14;

analysis of key healthcare performance indicator and online service reporting from IAHP
primary healthcare grant recipients;

review of relevant Cabinet material and departmental documents; and

interviews wth, or submissions from, peak Indigenous Health bodies and additional
individual Indigenous primary healthcare providers.

1.19 The audit was conducted in accordance with the ANAO Auditing Standards at a cost to the
ANAO of approximately589,000

1.20 The team merhers for this audit were Angus Marty@hirag Pathak, Kelly Williamson,
Danielle Page, Steven Fawitl Deborah Jackson.

16 The sampleonsistedof 72grantsout of a total populaibn of 208.Not all grant recipients were still receiving

funding as of 201418.
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2. Program design and | mpl em

Areas examined

This chapterexamirs®l 6 2 A &aadzSayY 6KSGKSNI GIKBS REdzR NI ok
Health ProgramIAHB LINX Y NB KSIF f G KOF NB O02YLRYySyid ¢«
objectives in establishing the IAHP; and whether the implementation of the primary healt
components has been supported through effective coaatlon with key Government and net
Government stakeholders.

Conclusion

TKS D2ZSNYYSyiQa 2NARIAYI { a duets lakilypaghievded ik 309 ¢
20, four years later than originally plannethe majority of IAHP primary healthcgrant funding
to date has been allocated in essentially the same manner as previous arrangeratrgsthan

the originally intended needs based model. Program implementation has been supported tr
appropriatelyaligning funding streams to intended twomes and coordination and informatiel
sharing with relevant stakeholders.

Was the design of the IAHP primary healthcare component consistent
wi t h t he Go olgectivesennestabBshing the program?

The design of the IAHP was consistent with i@ @S NJ/ Y Sy (i (ofiach@edir) Budge
savings and redudng administrative complexitythrough consolidation ofexisting grant
programs. The objective of allocating primary healthcare grant funding more transparent
needsbasis willnot be achieveduntil 201920, four years behind the timetablagreed by
Governmentn establisling the IAHP.

Establishingthel ndi genous Australians’ Heal th Progr e

2.1 The department hadprovided grants to Aboriginal Community Controlled Health
Organisations (ACCHOs)daather entities to provideprimary healthcare services to Indigenous

l dzZ2a ONJ f Al yaQ dzy RSNJ @I N Phegé pragmichsyhad natiNded nddentha & A
reviewed or evaluated, although a study had been undertaken in @@ review the evidence

base regarding the impact of primary healthcare on Indigenous Health outcémesto that, the

flrad NBOASSs 2F (GKS STFFSOUAOGSySaa 2F GKS 1dzai
services for Indigenous Australians was in 2043

2.2 Following tke election of a new government in September 2013, thepartment
commenced work on policy advice to government regarding Indigenous health grant funding in
January 2014The need for the advice was driven by 88 S NY YSy (1 Qa4 NI Ij dzA NB Y
savingsacross the Health portfolidkey elements of the advice were developed by the end of
March2014.

2.3  TheGovernment agreetb theadvicein April 2014. In addition to achieving budget savings,
key components were the consolidation of existing separate Indigeriealth grant programs into
one program (thd AHP)and development of a new primary healthcare grant funding allocation
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Program design and implementation

model for implementation from 20186 The consolidation was intended to reduce
administrative complexity and improve the focus bétindigenous Health grants on basic health
needs, including clinicallyased primary healthcare. The purpose of the new funding allocation
model was to encourage innovation in service delivery, and better take into account health needs
and population growh in allocating grant amounts.

Budget Savings

2.4  The design of the IAHP as contained in the policy advitetGvernment included budget

savingf $41 millionoverfour yearsthrough funding reductions to some arsimoking measures

Grants for core pmary healthcareserviceswvere not affected by the savings. Given the focus of

this audit is on primary healthcare granthie ANAO has not reviewed KS RS LI NI Y S\
implementationof these saving®epartmental records do however show a reduction in the value

of antrsmoking grants from 20X36, the first year in which new grants were awardetierthe

IAHP.

Consolidation of existing Indigenous Health grant programs

2.5 The advice to government did nobntain details of the proposed consolidation of grant
funding programs Subsequent IAHP grant guidelines show that the program incorporated five
ONRI R Fdzy RAy 3 Wi K Spatgrapr. a1} cerSpadd dader3@istier tiiding £ A y
componentsunder prelAHP arrangements.

2.6 As part of the consolidation process, the department introduced streamtgnauott recipient
reporting Of the 164 organisationgeceivinglAHP primary healthcare funding in 2@13, forty-

two also receivd direct'® IAHP funding for specific child and maternal health activiiss thirty

nine receivel IAHPfor targeted activities, including arsmoking. The organisations report against
all of these activities using a common IAHP repariplate, rather than separately as was the case
under prelAHP programs. Under the IAHP, the department has also reduced the frequency of
reporting'® and scope of activities to be included in annual performance reporting to focus on key
achievements and @llengesThirty-eight percent of respondents to the ANAO survey considered
that annual reporting was either very easy or somewhat easy, and 2€erconsidered it
somewhat difficulz2® Funding recipients and peak bodies interviewed by the ANAO hadi vis
about IAHP reporting. Where they did express views about the burden of current reporting
compared to previous arrangements, these were generally positive.

2.7  The departmentalsoundertook a review of existing primary healthcare grants that were
constlered tobe2 ¥ -2 @Q RY I G dzNB® ¢ KS LJzN1JI2asS gl a G2
these grants were consistent with the nvdeveloped IAHP primary healthcare grant guidelines.

17 Most Indigenous primary healthcare grant funding agreements then in place were due to expire on 30 June
2014. Given IAHP core primary healthcare funding was not to commaniitd July 2015, the Health Minister
authorised existing agreements and associated funding be extended a further 12 months to 30 June 2015.

18 Some ACCHOs or other organisations may also receive indirect IAHP funding through Primary Healthcare
Networksfor provision of specific services such as mental health services. These funding arrangements are
outside the scope of this audit.

19 Previously, some funded activitiggere requiredto provide progress reportinguarterly or sixmonthly.

Reporting of thigype is now every 12 months.

20 No respondents rated annual reporting as very difficult. The remaining respondents provided a neutral rating

about the ease or difficulty of reporting.
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This resulted in funding for three small grants (totalling $8@0 in2014¢15) being discontinued.
Another 29 grants were given funding extensions of either one or two years. For some of the grants
in the latter category, further reviews done in 2016 and/or 2017 have regutt IAHP funding being
ceased.

2.8  Followingthe corsolidation, the department extended grant funding 8102 y (i A y dz2 dza  |]
A Y LINE @ &QI% 6 al®rganisations receiving core primary healthcare gf&nisith periodic

reporting on CQI activitie®quiredas part of broader grant reporting requiremerfés=rom 2014,

the department also let contracts for the development dflational CQI Framework for Aboriginal

and Torres Strait Islander Primary Health Gand associated CQI Tools and Resoursedraft
framework was developed by late 2015 but is no¢ dlor release until September 2018. Stakeholder
O2yOSNYya | 062dzi 6KSGKSNI GKS RNIFO FNIXYSE2N] o
target audience of primary healthcare service providers have contributed to the delays in finalising
the framewok beyond the original 2015 target date.a submission to the ANAO for the audit, the
National Aboriginal Community Controlled Health Organisgtt"CCHndstate/territory based

ACCHO peak bodiegpressed frustration about the lack of progress of lA&l&ed CQI initiatives.

New funding allocation model

2.9 In June 2014, the department provided the Minister for Hedline Ministerf* with
information about the intended IAHP detailed design phase, including a timefHidetimetable
provided that the new funding allocation arrangementsuld commence from 1 July 201%hat
advice noted that development of the funding model would bieimed by the results of external
reviews to be commissioned by the department. While work was underway on the detailed design,
interim IAHP grant guidelines dealing with primary healthcare only were devef§Jdwse were
approved by the Ministefor Finance in January 2015, but on the condition that revised guidelines
incorporating the new funding model were provided to the Minidiar Finance for approval by
March 2015.

2.10 The department provided successive advices regarding the design of the IAHR|grartic

the primary healthcare component, to the Minister from late 2014. The advice noted that the
funding allocations under the existing grant arrangements were not linked to health outcomes or
population demographics and lacked transparency, althothgly K | R NBX & dz 6§ SR Ay |
NIy3S 2F LINAYINE KSIfOGKOINBSE &ASNWAOS&a o0SAy3a RS
Fft20F0A2y LINRPOS&aa ¢la faz2z y20 RSaA3IYySR G2 WY
2.11 Departmental advice to the Minister in la@14foreshadowed the funding model would

likely incorporate at least some cost benchmarking component to facilitate a better understanding

2F AYRAGARdAzZ f 2NAFIYAAlI GA2YyaQ FdzyRAy3a YySSRaod

21 CQIlis about making continuous effort to improve the quality ofises being delivered, and thus health
outcomes for patientslt focusses on testing the quality of services being delivered, how well systems are
working and what changes can be made at the systems level to bring about lasting improvement.

22 Around halfof ACCHOSs haateviouslybeen receiving CQI funding

23 While some level of reporting on CQI is part of annual performance repartdetl organisations will be
required to report on implementation of CQI Acti®tans in 2018.

24 During the design and ingmentation of the IAHP the department provided advice of relevant matters to the
Minister for Health, Assistant Minister for Health, and Minister for Indigenous Health. In this audit, references
totheWa A y A & G S NXall 6fyhése posifiors.a S &

25 Thelndigenous primary healthcare grants program administered by the department prior to the IAHP had
operated without publically available guidelines
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Program design and implementation

department advisd the Minister in February 2015tha KS NB & dz §a akK2gSR |\
service size, mix, workforce structures, service delivery costs and outcomes has led to significant
B NAIOATAGE Ay Costsipér clienf and pelSsaldice Wiieley far Sevibes in the

same geographic remoteness category. The advice concludedithat ¢ & Wy 2 L2 a&A0
GAGK Yy FNAOGKYSGAO Y2RSt GKIFIG gAff LINRPODOARS |
primary healthcare grant fundingvels via a cost benchmarking approach. Instead, the department
proposed that additional or new funding could be provided to organisations operating in regions

with identified high Indigenous health needs and/or high Indigenous population growth. This
regional funding element would form the key part of the new funding model for allocating primary
healthcare grant amounts from 1 July 2015.

2.12 The department subsequently advised the Minister it could not develop new IAHP grant
guidelines incorporating the regial funding element by the March 2015 deadline set by the
Minister for Finance. It cited the desirability of consulting with the Indigenous sector, as well as
ongoing work in response to both the whole of government Indigenous Affairs Program Framework
andthe 2014 Forrest Revie@reating ParityThe advice also noted that the existing interim IAHP
guidelines could be used for the upcoming funding round for the allocation of grants from 1 July
2015, as long as funding agreements were offered by 30 June’2Ub& advice was accepted by

the Minister. The Minister for Finance subsequently agreed to extend the operation of the January
2015 IAHP primary healthcare guidelines to 31 December 2015. As a consequence, the large 2015
bulk funding round (representings percent of IAHP core primary healthcare funding awarded to
date) proceeded under the January 2015 guidelines with no significant changesl&H#dunding
allocation processes.

2.13 In late 2016, the department established a stakeholder advisory commitbeel
subsequently a stakeholder working groupa renewed effort to develop an acceptable allocation
model to inform future IAHP primary healthcare funding allocations. A key issue wasailabiity

of reliable data to underpin the various aspects of a médki.2016 and 2017, the Prime Minister
approved successive deferrals of the development of the funding allocation model.

2.14 The department provided advice to governmemtanew funding Bocation model in early
2018.In February 20181 government agreed to the proposed modelsimple terms, the share

of total IAHP primary healthcare funding each organisation receives under the new funding
allocation model will depend on how many clierit has, the number of episodes of cérét
provides.the relativeremoteness of theservice and the health needs of Indigenous Australians in
the local are&? The financial impact of the new model will be phased in over time.

26 Inthisadvice kS 5SLI NI YSyYyid RNBg GKS aAyAradSNRa FdaSydazy
allocation model was to be implemented from 2@1%.

27 Much of the data that potentially would be used to calculate individual organisations funding under the
model was to be derived fromational Key Performance Indicatorg{(P) and Online Service Repisr(OSR)
reports. As discussed irh@pter 4, there have been significant data quality issues associated with some of this
pastreporting.

28 An episode of care occurs where théseontact between a individualclientand a service by one or more
staff members to provide healthcare

29 The model uses the remoteness of the facility as a proxy for the relative cost of providing primary healthcare
services and an existing statistical index, thédedous Relative Socioeconomiat@mes index, as a proxy
for health needs. This is based on research showing the link between socioeconomi@sthhesalth need.
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2.15 No decision has been maadout whether the next funding round will be restricted to
organisations currently receiving IAHP primary healthcare funding.

2.16 For ACCHOs, the fundialipcationmodelis due todetermine grant allocations from 1 July
2019. A number of state and territogntities and a small number of nolACCHO organisations
receive IAHP primary healthcare funding. Mieister has agreed thahe funding modelwill be
applied to this group from 1 July 2020.

2.17 In recognition that organisations providing IAfRded primary healthcare also generally

have access to income throughe Medicare Benefits Schedule (MB&jture IAHP funding
arrangementsnay factor in MBS income stream§he department advised the ANARat it will
commencediscussions with stakeholders June 2018bout MBS income streams and their
NBfFiA2yaKALI 2 GKS FTdzyRAYy3 Y2RSt Ay GKS Oz2yli

2.18 Unlike some other options considered during the devatept of the funding model, the
LINRLI2Z&SR Y2RSftf R2Sa y20G Ay O2NlJ2 NlthatSs, funging WLIS N
amounts are not directly linked to achieving performance measufes atMarch 2018, the
department is in the early stages of developingw i A G0 RSaONAROGSA & | Y21
O2YLJI NBR (2 WFEOUA@GAGASAQ o60lFaSRUO LYRAISy2dza LN
framework has provision for the development of a revised seprohary healthcare program
performance indicatcs. The @partment has advised Government that thetential useof such
performance indicators abe ¥ dzI badsed @omponent of any revisions of the funding model after
2019is still the subject of stakeholder discussiofhke departmeniplans toundertake an initial

review of the operation of the funding model in 2020.

Did the department establish clear outcomes for the IAHP and align
the primary healthcare funding stream with these?

Three outcomeswere establishedfor the program andset out in published IAHP grar
guidelines. One of the outcomemes not clearly identifghe desired end result. IAHP fundin
including the primary healthcare componeare appropriately aligned to the outcomes.

2.19 As stated in the published IAHP progrgmdelines, the intended outcomes from the IAHP
are improvements in:

1 the health of Aboriginal and Torres Strait Islander people;
1 access to comprehensive primary healthcare; and
1 system level support to the Aboriginal and Torres Strait Islander primaryhicaadt sector

to increase the effectiveness and efficiency of services.

220 Whdzi 02YSaQ aKz2dzZ R BiltdndedbBneficigdriesiotiSgrastEongieot a 2y
0KS FANRG (g2 L!'It 2dz2i02YSa y2i0SR I-OZ@S I NB

outcome is more of an outputa product delivered by the grant prograrh. K S waeausSy f

ddzLIL2 NI 2dzi02YS O2dAZ R 0S o0SUGOSNI adl SR aAaYLIM ¢

30 See2014Commonwealth Grant Rules and Guidelisestion 10.4. Th€ommonwealth Resource
Management Frameworlkewise provides that outcome statements identify those intended results, impacts
or consequences of actions by the Government on the Australian community.
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Program design and implementation
ASNIBA OGS RSLI NI YSYydQa | LILINE | QGrésecuomesard eiaigi A y 3
achieved is covered ithapter 4.

2.21 Inorder to support the achievement otitcomes the IAHP incorporates a number of broad
Fdzy RAYy3: WikKSYSaQ

1 direct comprehensive primary healthcare servicesdget allocation 0$529.7 million in
2017¢18%Y);
1 improving access to primary healthcare, including by increasing the capacity of

WYl AYAGNBFYQ &ASNBAOSa (2 LINPOARS Odz G dzNT f
outreach, coordination and referral services to connect Indigenous Australighs foll
range of services appropriate to their health need$5%.1 million ir2017¢183%);

1 targeted health activities such as asthoking, mental health, eye and ear health, blood
borne viruses and sexually transmitted infections, chronic conditions asatiabetes,
renal disease, cancer, heart disease, respiratory disease and rheumatic heart disease
($135.9millionin 2017¢18),

1 capital works, including the upgrading and repair of IAHP funded primary healthcare
facilities and residential staffccommodation ($5.0million in 201718),
1 governance and system effectiveness, including funding of information systems, system

support, data, evaluation, and continuous quality improvement ($45.8 million in2@&)7

Is implementation of the IAHP primary healthcare component
appropriately supported through coordination and information-
sharing with relevant stakeholders?

The departmentuses a wide variety dbrums and networkgo share informationand seek
feedback abouits current and planned Indigenoulnealth activities, includinghe IAHP. Som
coordination and joint planning activities relating to primary healthcare halso been
undertakenthroughthe Aboriginal Health Partnership Forums

222 ¢KS RSLI NIYSyidQa L3t AOe rdigeRoudBredtaaEsypported i A @A
through a range of established stakeholder engagement forums. These include Commonwealth
only forums, Commonwealthktate/territory forums, and those built around the ACCHO sector or
invohing other Indigenous health sector akeholdergsee Table 2123

31 This figuraencludeschild and maternal healthcare funding.

32 This includes a budget allocai of $42 million for the Closing the Gap Pharmaceutical Benefit Scheme co
payment which directly subsidises the cost of pharmaceuticals for eligible Aboriginal and Torres Strait
Islander people

33 In addition to those forums listed in Table 2other more subject specific forums have been established from
time to time to support development and implementation of Indigenous headtlated activities Relevant to
IAHP primary healthcare grants, these include an advisory committee and working grousto assi
development of the new funding allocation model.
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Table 2.1:
Forum

National Aboriginal and Torres
Strait Islander Health Standing
Committee (NATSIHSC)

Purpose

Provide strategic advice on
Aboriginal and Torres Strait
Islander health to the Australian
Health Ministers' Advisory
Council, undertake
commissioned project work to
support national goals.

Indigenous Health Stakeholder Engagement Forums

Representation

Heads of Commonwealth, state
and territory government
Aboriginal and Torres Strait
Islander health services.

Indigenous Health Roundtable

Discuss strategic issues of
importance to Closing the Gap in
health outcomes.

Senior officials from the
Departments of Health, Prime
Minister and Cabinet, Education,
Human Services, Social
Services and Infrastructure.

Aboriginal Health Partnership
Forums (separate forum for
each state and territory)

Support joint planning and
targeted evidence based actions
to continue to improve health
and well-being outcomes for
Aboriginal and Torres Strait
Islander people.

ACCHO peak body for relevant
jurisdiction; Department of
Health; Department of the Prime
Minister and Cabinet; relevant
state or territory government
entity; Primary Healthcare
Networks.

National Sector Support Network
Forums

Support ACCHOs to deliver high
quality, comprehensive and
culturally safe primary health
care.

Department of Health;
NACCHO; ACCHO peak body
from each state and territory.

Implementation Plan Advisory
Group

Provide advice to the
Commonwealth regarding the
Implementation Plan for the
National Aboriginal and Torres
Strait Islander Health Plan.

Department of Health;
Department of the Prime
Minister and Cabinet; NACCHO;
Torres Strait Islander
representative: National
(Indigenous) Health Leadership
Forum; Australian Institute of
Health and Welfare; NATSIHSC;
Indigenous health experts.

Source: ANAO analysis of Department of Health documentation.

2.23

In addition to the various forums in Table 2.1, senior departmental staff based in the capital

city offices visited by the ANAO during the course of this audit reported that they maintained a
range of networks with stakeholders to duss policy or administrative matters relevant to
Indigenoushealth, including the IAHP. The nature of thes#worksvariedbetweenjurisdictiors.
Examples includedegular meetings with counterparts in the state or territory entity responsible
for Indigenous health; regular meetings with senior officers from other relevant Commonwealth
entities represented in the state or territory, including the Departmenthef Prime Minister and
Cabine RegionalNetwork; and meetings with the state ACCHO peak body.

2.24 Information sharing and consultation on heal@lated policies and programs is a key
function of theAboriginal Health Partnership Forsrthat operate in each jurisdictioti.To assist in

34 Originally established in 1996, each Aboriginal Health Partnership Forum operates under a formal tripartite
agreement between the Commonwealth, relevant state or territory government andh\ib€HO pedbkody
for the relevant jurisdictionFor the Commonwealth and state and territories, the Agreements are signed at
Ministerial level.
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the sharing of relevant information about Commonwealth Indigenioesth activities and plans,

the department circulates detailed quarterly updates to Forum memb@&ekeholderfeedback
provided to the ANAO indicated that participants considered that threifRs consistent with their
purposes set out in the tripartite agements, are aiseful avenue for informatiogharing The
department also considered that the Forums played an important role in maintaining relationships
with the key stakeholders.

2.25 Around the time thd AHP wa®stablisled, the department instituted a reewed attempt

to improve the coordination of Indigenous primary healthcare activities. This is reflected in the

l dZAGNI T ALY D2@SNYYSYyidQa wnmp LYLXSYSyGlraazy t
Islander Health Plan. The Implementation Plan setdzi G KS FNF YS62N] F2NJ
Indigenous health activities, including the IAHP. A key strategy in the Implementation Plan for
improving health system effectiveness is improved regional planning and coordination of
healthcare services across seastoand providers The Implementation Plarstates that the

Aboriginal Health Partnershiorumsl NJ pravigle thé vehicle foX undertaking joint planning

to inform resources allocatid#®

2.26 This is also reflected in the Forum tripartite agreements tb@atmit partners to work

O2ft 102N 0A@BSt & GKNRdzZAK W2 A guiconiek. Ayt dng & e G2 A
agreements also provide for the sharingft G 2y KSIFf 0K 2dzi02YSasx as
inform planning and decisio¥ | 1 A34Sang2 @f the Forum annual work plans provide evidence of
efforts to better coordinate planning and funding. In Queenslahd, Commonwealth and the
Queensland Health departments have committed to undertaking a joint analysis of their Indigenous
health investments in order to better target future fundingn South Australia, parties are
developing a plan on shared priorities under the recently established South Australian Aboriginal
chronic disease consortiurin other jurisdictions, Forums have agreed4tor | LJQ SEA &G Ay 3
such as Indigenous mental health and child and maternal health to identify regions where there are
services gaps so as to inform future prioriti€ee department has also used the Forums to assist in
planning some primary healthaarelated activities such as obtangy feedback on appropriate

regions to fund new child and maternal health services, evalgatgional immunisation rates and

plaming for the transitioning of primary health facilities from government badigenous
community control.

35 The 2008\ational Integrated Strategy for Closing the Gap in Indigenous Disadvasitageontained a
number of higheslevel principles in relation to service delivdoy Indigenous Australianhese included that
there should be collaboration between and within Governments at all levels and their agencies to effectively
coordinate programs and services.

36 TheSouthAudtl € Ay | AINBSYSyd O2YYAla LINIYySNAR G2 || WwWO2KSa
Fdzy RAy3d GKNRdZAK 22Ay0 LXFYyyAy3Q
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3. Awar dgrnagnt s

Areas examined

This chapteexamineswhetheri KS RS LI NI YSy (i Q& LIyLBLANRS yKdza
Healthcare ProgramlAHB primary healthcare funding applications and negotiating func
agreementsvasconsistent with the Commonwealth Grant Rules and Guidelines (§GRG

Conclusion

Mostaspectsoff S R S LJ- Ndesérenft afl@Hprimary healthcare funding applications ai
negotiaton offundingagreements \&re consistent with the CGRGEhe exception to this wake
poor assessment of value for moneggarding themajority of grant fundsThe grant fundinc
agreements were fit for purpose, but the department has not established semiated
performance benchmarks for funded organisations that were provided for in most o
agreements.

Area for improvement
The ANAO madenerecommendatioraimed at improving assessment of value for money.

Did the department obtain agreement for non-competitive grants
processes?

bAySGeé SAIKG LISNI OSyid 2F LYRAISy2dza ! dzi
funding has been provided throughon-competitive processesThe department obtained
Ministerial agreement for these processes.

3.1 The CGRGs establigte overarchiy Commonwealth grants policy framework and set out
expectations for all noorporate Commonwealth entities in relation to grants administraion.

Under paragraph 11.5 o€GRGs, the use of a rRoompetitive grants process requires the prior
agreementof the relevant Minister or entity delegate. The rationale for using such a process should
also be documented. 2 G K (KS wHnanmp YR (0KS Od2NNBYyd oOHnmc
Program (IAHP) grant guidelines provide competitive and norcompetitive funding processes.

¢ KS Hnmc 3dzA RrbareasyoSiditedinintkal &cess Krisgecialish requirements (such as
comprehensive primary health cgréne IAHPis expected to prierence norO2 YLISGA G A @S NP

3.2  Asnoted in paragraph 1.14, the depment has used a variety of processes to award IAHP
primary healthcare grantsAs atMarch2018, ninetyeight per cent of healthcare grant funds have

been awarded through ncenompetitive processes, mainly targeted at organisations already
receivingCommyg g S| f G K Fdzy RAYy 3 dzy RSNJ { K SMihistetiat aPpiovalINE R S
for the grant processes was obtained in all cases sampled by the AME@ant departmental

advice to the Minister did not explicitly set out the rationale &mtopting suchan approach but

generally referred to the importance of ensuring continuity of primary healthcare services to
Indigenous communities.

37 All grants the subject of this performance audit were awarded under the 2014 edition of the CGRGs.
Reference to the CGRGs medhe 2014 edition.
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Awarding grants

Were assessments undertaken consistent with key aspects of the
CGRGs and IAHP guidelines, including regarding value for money and
risk management considerations?

Most aspects of theassessment of funding proposals were undertaken consistemith the
CGRGs and IAHP guidelinEse exception was assessment of value for modessessmen
NEO2NRa FT2N) 42YS FdzyRAy3I NRdzyRasz AyOf dzR
lacked evidence of substantive analysis of value of money considerationdepagment was
also unable to provide evidence it had undertaken a védmenoney assessment regarding tl
$114 million grant to the Northern Territory Government. In virtually all cases, risk assess
formed part of the assessment process.

2015 “bul k'’ round

3.3  In February 2015, the department received Ministerial approvdlfol & NBSG SR Wi |
Y I NJ S & Q AbdriginalBamyhinity Controlled Health Organisations(ACCHQsand a small

number of public sector regional health bodies that were then receiving departmental primary
healthcare funding undem pre-IAHP grant progmm. Delays indevelopingthe new funding

allocation mode® meant that the department did not finalise an assessment plan until late April

2015. The assessment process outlined in the plasocensistent with the 2015 IAHP guidelines.

The selection criteria in the plan were also consistent with the guidelines in that they required
consideration of issues such as the alignmenthef I LILJX A O y 1 Q& LINRPLIZASR L
activities against theobjectives of the program, their degree of community engagement, the
2NBFYAalFdA2yQa NRA] LINBFAES YR gKSGKSNI GKS |
represented value for money

3.4  The targeted organisations were given a little over threseks to provide the department

with a funding proposal, including a budget, for assessrfeiiihe potential applicants were

provided a copy of the IAHP guidelines and a standard funding agreement about two weeks before
the close of the application periodhe available funding for each organisation was not fixed,

Ff K2dZAK GKS RSLI NIYSYyiQa WNBIjdzSad F2NJ LINR LI :
considered when deciding on individual funding allocations.

3.5 Departmental assessments of funding prepts were recorded in templates previously
approved under the assessment plan. Relevant to value for money, the templates required
consideration of whether the proposal's budget ‘appear[s] reasonable against the proposed
activities'*° In all47 cases in th ANAO test samplg the assessment concluded that the proposal
represented value for money. ANAO review of departmental records showshthatssessments
recorded when budgets should be revised to eliminate prohibited items such as management fees

38 See paragraphs 2;2.18.

39 The proposal was to be in the form of an updated Action Plan. These plans set out the primary healthcare
activities and priorities for the relevant organisatioiiveé-of the 47proposals in the ANAO sareplere
submitted betweerfive and nine dayafter the requested due date.
40 TKS / DwbDa aidladS GKFG @FfdzS F2N Y2y Se &KWhigfvRuedoS | WLIN
money has a number of dimensions, it includes whether the grant foegiesent an efficient, effective,
economical and ethical use of Commonwealth resources.

41 From a total of 145 organisations included in this bulk round.
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or depreciation.However, the assessments did not contain any substantive analysis or evidence on
why budgets were considered reasonable and consistent with value for money beyond comments
which indicated thatbudgets were similar to previous years funding ls\aid activities. The
assessments did not indicate that, in assessing value for money, the requested funding had been
considered in the context dactors such as thepecific nature obervices to be provided by the
applicant,remoteness or other matterghat might impact on the cost of providing services,
number of services provided each ye&onsistent with the assessment plan, the assessment
GSYLX FS&a Ffa2 NBIJdZANBR WAYyy2@0LG4A2yQ (G2 06S |
representedvalue for money. However, none of the assessment criteria in the template referred to
innovation and the individual assessment records did not provide commentary or analysis on the
issue.

3.6  The department also undertook a 'Service Provider Capacity sskssment' as part of the
relevant grant assessment proceédsThe risk assessment covered a consistent suite of issues
including previous service performance, governance, viability, and financial management.
Proposals were then assigned an overall riskggatif either high, medium or lo%?.

3.7 Risk ratings assigned by the assessment officer were required to be approved by a more
senior officer. For the 2015 bulk round, department records for 31 of the 47 risk ratings contained
clear evidence of approval6 ofthe 47 risk ratings lacked clear evidence of apprétahe risk
assessment tool provided that risk ratingfsouldbe reviewed by the department at set intervals.
ANAO analysis showed that only fourtlué 47 most recent reviews were done within the readr
interval.

3.8  ANAO testingidentified two instanceswhere the department's risk analysis was not
effectivein identifying underlying riskén one of thesethe past performancef an organisation

was rated in May 2015 as 'satisfactory' to 'good' againstduite of risk issues and given an overall
risk rating of medium. The rating lacked clear evidence of senior officer approval. A three year
$2.25million funding agreement was signed in early July 2015, with the organisation receiving its
first quarterlylAHP grant payment immediately thereafter. Within a few weeks the organisation
decided to close the service against a backdrop of declining level of service delivery (with clients
going to other medical centres), potential fraud occurrences, and an 'Uwkte relationship’
between existing staff, the (newly appointed) Chief Executive Offtie©and the Board. Funding

was subsequently redirected to another ACCHO in the region. In the other case, an organisation
was given a medium risk rating (finanam&nagement risks were rated as low) and three year
$4.22million funding agreement was signed in early July 2015. By the end of July 2015, half of the
2NBFyAaldA2yQa 02 NR KIFIR 0SSy NBY2@SR o6& | alL
board. Varias remedial actions funded by the department over 2016 and 2017, including the
appointment of another ACCHO as a health management advisor, identified significant issues with

42 The importance of appropriate risk management, including through the grants selection priscass,
highlighted in the CGRGs.

43 Of the 47 proposals in the ANAO sample, the relevant risk ratingsanereigh, 16 medium and 30 lown
terms of the proportion of organisations rated at high, medium and low risk, there was no significant
differenced SG ¢SSy GKS 2NBFIyAal GA2ya Ay (GKS Hnmp WodzZ {Q NP
other processesutlined in paragraph 1.14

44  The electronic risk analysis tool provided for the approving officer to enter their name and the date of the
appNR @l f @ Ly GKS !'b!'hQa Fylftearazr WOt SINI SOARSYyOS 27
recorded electronicallpr where there was a handwritten signature on a scanned copy of the risk assessment.
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the organisation, includingne®2 YLJ A yOS gAGK GKS edds, lbyddeting O A 2y
weakness and overspending.

3.9 Underthe assessment plan, proposals were to be rated highly suitable, suitable or not
suitable according the specific assessment criteria. The initial assessmentimlity rating was
F2{t26SR o0& | AaA0OKSRdz SR WY2 RS Nl 47Apeogosals i@ O S 4 &
I b! heQtdample received a final rating of highly suitable or suitable. In 11 of these cases the
original rating was upgraded as a result of thedaration process. It was not clear from the
assessment moderation records why these ratings were changed.

310 hyteé 2yS 2F (KS&aS Wdz2LJAN}I RSaQ Ay g2f SR I OF
AyaialryOS Ay@2f gSR |y A dhatdafild subséddently KeSadokabsBdLiR & | f
funding agreement negotiations. As other proposals that had similar budget issues were originally
rated as suitable, this moderation upgrade was not unreasonable.

2015 “ Miscell aneous’ round

3.11 A diverse range of neACCHrganisations had been funded am WI-kRe OQ o6 a A &
primary healthcareelated activities under prAHP programs. In seeking Ministerial approval for

the IAHP grants process for these organisations, the department advised the Minister that an
internal reviewt® indicated that the funded activities fell into three broad categories:

1 activities that did not align with the IAHP primary healthcare guidelines, for which funding
should cease after 12 months;

1 activities that aligned with the IAHP primary heaklihe guidelines, but should only be
provided interim funding pending further consideration about the most appropriate
means of funding these into the future; and

1 activities that aligned with the IAHP primary healthcare guidelines, and should continue
to receive ongoing funding similar to under the 2015 bulk round.

3.12 In late April 2015, the Minister provided policy approval for 12 months of funding for the
first two categories and two years for the last categtf¥he department developed an assessment
planin May 2015virtually identical to that for the 2015 bulk rounth terms of the processes for
soliciting proposals from organisations and undertaking an assessment of them, the plan did not
distinguish between the three categorie3he department sought gposals fromthe ten
organisation$’ that were in the last category (that isgligible for two year funding these
organisations were given 11 calendar days to submit a progdsatsessment criteria, risk
assessment and moderation processes were the sasrfer the 2015 bulk roundhe assessments

did not contain any substantive analysis or evidencevbg budgets were considered reasonable

45 ¢KA& A& (KS WNB&EASSE (X NBA BN Wi AIONINSIFNENNS R G2 LIF NI 3
46 The department recommended that organisations in the last category should receive up to three years
funding (the same as the standard funding agreement term under the 2015 bulk round). The Minister gave a
written direction that only two years funding be given.

47 Five of these were included in the ANAO sample testing.

48 Other organisations were offered1® month etension on their existing grant funding agreeme@iven that
the CGRGs provide that propomntiality considerationinform the choice of the application and selection
processthis was not unreasonable, albeit inconsistent with the assessment plan.
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and consistent with value for money beyond commentsch indicated thabudgets were similar
to previous years fundg levels and activities.

2015 Northern Territory government grant

3.13 The Northern Territory government had been funded under-IgdeP grant programi®r

the provision of primary healthcare to Indigenous Australians, mostly through clinics in remote
areas As part of seeking Ministerial approval about thending procesaunder the IAHP, the
department advised the Minister that it would only makdéormaloffer of agrant following receipt

of a specific grant proposal and undertaking a value for money assgsémel 3+ Ay ad G KS Wi
in the proposal. The Minister approved this approach in mid May 2015.

3.14 No specific departmental assessment plan or selection criteria was developed for the
Northern Territory grant. The department contacted the Northern TeryitDepartment of Health

on 26 June 2015 to request that it provide a propoBalpartmental records indicate that a formal
offer of a $114 million funding agreement to the Northern Territory Government was made on
6 August 2015, before the proposal waseered on 15 August 2018 funding agreement was
signed in October 2019 he department was unable to supply the ANAO with evidence that it had
undertaken value for money or risk assessments of the proposal.

2015 Primary Healthcare Networks round

3.15 In April2015, the Minister approved an interim funding approach for 2086for 11 regions

where Primary Healthcare Networksere replacing Medicare Locals that had been funded under
pre-IAHP arragements to provide Indigenoysimaryhealthcare services. Refl@ny the relatively
shortterm (12 monthshature of these grants, the department did not develop an assessment plan
and there was no application or grant assessment process undertaken by the department.

/| 2yaraiaSyid sgAGK (KS a AnfpréceededdréctlyltoldbgblBtidy finding i K S
agreements with the affectedetworks

2016 competitive round

3.16 In December 2015, the Minister approved a competitive grants process in the 11 regions in
which Primary Healthcare Networksere providing Indigenougrimary healthcare services under
interim arrangements. The department developed an assessment plan in March 2016. The
application and assessment process was undertaken under the 2016 |IAHBuplahihes.

3.17 Applicants had six weeks to submit proposdlkis round attracted 35 applications for
11 potential primary healthcare grants.

3.18 In comparison to the 2015 bulk and miscellaneous rounds, additional selection criteria were
used in the assessment proces®r example whether the proposal contained a traition plan to
ensure continuity of services during the handover of services from the existing interim service
provider. The departmental assessment documentation contained much more detailed
commentary and analysis of the relevant proposal regarding viley departmenal assessor
considered each individual assessment criterion had beenthaet for the 2015 bulk and 2015
miscellaneous rounds. The assessments also contained a summary setting out the specdic basis

z

49 ¢g2 2F G(KS adz00SaafdzZ LINRPLRALFfA |yR NBf SOlsample. 3aSaaY
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why the proposal represented value for mey, rather than a simple affirmatioas was the case in
the 2015 bulk and 2015 miscellaneous rounds.

3.19 Consistent with the relevant assessment plan, the competitive round used a numerical
scoring system to assess overall suitability for fundlinge propoals in the ANAO testing scored
relatively highly, with only minor changes to individual scores through the moderation process. The
proposals were assessed as suitable for funding.

Unsolicited proposals

3.20 Thedepartmen® | LILINE | OK &2 | AHPPrappsaly s eviizgddderttied A (1 S |
Both the 2015 and 2016 IAHP primary healthcare grant guidelines specifically allow for unsolicited
proposals® No specific assessment plans were applicable to these grants. The assessment criteria
differ from those usedor the 2015 bulk an@015miscellaneousounds. Notably, the criteria have

more explicit emphasis on comparative value for money factdhey askPK2 ¢ A a G KS LIN
FOGAGAGE YR 0dzZRISG O2YLI NI o6fS G2 2 RKINIAZE AIKAS
LINPL2 SR 0dzZRISEG FLIWIINPLINAIFGS G2 (KSThe@ledas | yR
assessment reedsA Y G KS | b lcdnt@i@d sulistantdlin&lysis tiie proposals against

these and the other assessment critettaRsk assessmentwere completed for both grant

proposals, with appropriate approval of the risk rating recorded.

Recommendation no.1

3.21 The Department of Health improve the qualityAHPprimary healthcare value for mone
assessments, including ensuring their consistency witmévefundingallocation model

Department of Health esponse Agreed.

3.22 The Department notes that the introduction of a new distribution model for primary h
OFNB FdzyRAYy3a FTNRY ™M WdzZ & Hamdp gAft SyKIFy
The Department will also work to improve value for money considesaitioiuture approaches t
market.

Did the department provide accurate and timely advice to the grant
decision maker?

Departmental delegates were provided with sufficient advice to enable them to discharge
obligations under thd?ublic Governance, Fermance and Accountability Act 20{BGPAAct)

in approving IAHP grant proposals. The timeliness of the advice varied, but was pr
relatively quickly for the larger 2015 funding rounds.

3.23 For all of the IAHP primary healthcare grants processespartieental delegate was the
formal PGPA Act decisignaker in relation to grants. In the case of unsolicited proposals, policy
approval was sought from the Minister before grant expenditure was authorised by the delegate.
For all grants in the ANAO sampllee delegate accepted the positive funding recommendation

50 ¢KSNE ¢SNBE (g2 Wdzyaz2ft AOAGSRQ ANryda Ay GKS !'b!h &t Yl
51 There was no assessment moderation process for these grants.

ANAO Report No.50 2017-18
Primary Healthcare Grants under the Indigenous Australians’ Health Program

33



made by the assessing officers. The advice to the delegate made appropriate reference to the
RSt S3IIiSQa 2o0f A3 Fragdyodtinetkyh® BgaD athorBy far @ntering ihtdal
prospectve funding agreement with recommended applicants.

3.24 Fifty-eight of the 72 grants in the ANAO sample involved a discrete proposal and assessment
process before advice was provided to the decisitaker about awarding the graft Fifty-two of

the assessmensummaries contained in the relevant approval briefs to the delegate accurately
reflected the individual assessment reports, including risk ratings. The inaccuracies or omissions of
the remaining six cases were relatively minor and did not fundamentallyagmpn the
recommendation that they be funded.

3.25 In 52 of the 58 grant proposals that were assessed, the advice to the delegate noted specific
issues associatedith the proposals that required resolution or clarification before a formal offer

of funding wa to be made. Issues commonly included the need for revised budgets or Action Plans.
In 12 cases, the department was unable to provide evidence of how the relevant issue(s) had been
resolved. For the remaining 40 casesall but four instances resoluti@ctcurred after the funding
agreement was signed.

3.26 The time between the receipt of applications and the provision of recommendations to the
departmental delegate varied widely between funding processes. For the 2015 bulk and
miscellaneous 2015 rounds, the average time was about one month. For the 201@titmmap
round, three months elapsed between the close of the application period and advice being provided
to the delegate. The elapsed time for the two unsolicited proposals reviewed by the ANAO was
approximately six months.

Are funding agreements fit for purpose, including regarding expected
performance outcomes, accountability for grant funds and reporting
requirements?

Funding agreementare fit for purpose, using a grarttead agreement andan IAHPspecific
schedule The specific services to be providbg each funded organisation are set out
separate Action Plans, which are appropriately referenced in the agreement scheduls
agreements with ACCHOs allow for the setting of individual performance targets, but no t
have been setAllagreemens also clearly set out reporting requirements

327 ¢KS / Dwbha KAIKEAIKOG GKS ySSR F2NJ ANF yi 7Tdzy
to promote good governance and accountability. The CGRGs note what is fit for purpose will depend

on the circumstances, but funding agreements should provide a clear understanding of matters
such as

1 required outcomes;
1 accountability for grant fundsand
i performance data and other information that the recipient may be requirecefmort on.

52 In particular the advice noted that the delegate was required to be satisfied that the expenditure was
consistent with ®@vernment policy and that it would represent efficient, effective, economical and ethical use
of relevant money.

53 For the other 14, once the department obtained Ministerial approval to a particular funding approach, it
negotiated with the relevant orgasation to amend or extend the relevant existing grant funding agreement.
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3.28 Thae were twodifferent forms of IAHP primary healthcare funding agreeme®€CHOs
operated under a longeform agreementBoth forms of agreement consisted of a head agreement
and a schedule which contained requirements more specific to IAHP activities. The key aointents
both formsare similar, except where noted below.

3.29 In terms of required outcomes, the IAHP schedule in the funding agresmsetst out the

general expectation that the grant recipient is to provide culturally appropriate primary healthcare
services, tdored to the needs of the Indigenous Australians in the area serviced by the recipient. It
highlights the need to embed robust continuous quality improvement activities in the delivery of
0KSaS aSNBAOSA |yR gAlKAY (ekesalyNBhiekheXcleduledis® 0 dza
the range of services that the recipient may provide, the specific services and activities that must

be provided are set out in the grant proposal, updated annually through an Action Plan. Where the
grant recipient alsoeceives IAHP funding for related services (for example, child and maternal
health), one Action Plan can cover all the IAHP funded activities.

3.30 In terms of accountability, the funding agreements provide clear guidance on the handling

and responsibility of gmt funds, including what they can be used for. @geeementgrotect the

I 2YY2y6SIfGKQa FAYFIYOAILIET AyGiSNBada o6& LINRJARA
terminate or reduce the scope of agreement, and require repayment of funds under rcertai
circumstances. Thiengerform agreements have some additional clauses which:

1 allow the department to appoint a funds administrator or health management advisor,
and/or require the organisation to develop and implement a remediation plan to address
Commonwealth concerns about the service; and

1 place restrictions on the use of swontractors to undertake project activities.

3.31 The funding agreements also clearly set out performaredated reporting requirement&?
In addition to the Action Plan, fundirgreements require the following key reporting by recipients:

1 Online Services Repq®SRdata on an annual basis and nKPI data every six meénths
1 annual performance reports; and
i annual financial statements.

3.32 The ACCHO funding agreements also allow ferditting of nKPielated performance
targets.The department has not set any targets for grant recipients.

3.33 ANAO testing showed the standard performance reporting requirements noted above were
sometimes varied based on specific circumstances. For exatnglerganisation assessed as high
risk in the 2015 bulk funding rounslas required report every six months rather annualiais is
consistent with the approach outlined in theHR guidelines regarding tailoring reporting to risk.

3.34 The CGRGs also state ttehere the delivery of services funded under a grant is likely to
occur over a number of years, it may be more appropriate to provide recipients with longer term
grant agreements rather than conducting multiple grant rounds and offering grants for dneto

54 The nature of these reports and the departnie® & dza S 2 F (i Kisapterd.a SEFYAYSR Ay |/
55 OSR data provides a mix of qualitative and quantitative information on the number aesl tfservices
providedby funded organisationsstaffing, service gaps and challengés/ Yt LA Q I NB | yIF GA2Yy | §
performance indicators relating to Indigenous health and healthdaetaand assoecited reporting is
discussed in i@apter 4
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years duration. As noted in paragraph@,.85 per cent of IAHP primary healthcare funding to 2017

18 has been awarded to ACCHOs, with over 90 per cent of ACCHO funding being awarded via the
2015 bulk round. Funding agreements for these grants wera ferm of three years, except where

the recipient was rated as a high risk, in which case the term was one year. Only one recipient in
GKS !'b!'hQa alYLIS FTNRBY KIFIGd NRdzyR gt a NIGSR |

56 This was subsequentixtendedfor a further two years (to 30 June 2018) on the bés# the risk profile hd
fallento medium.
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4. Moni toriregomlanidng

Areas examined

This chapter examirsavhetherthe departmenthasimplemented a performancamework that
support effective management of individual primary healthcare grants and enables on
assessment of program performance and progress towards outcomes

Conclusion

¢KS RSLINLYSYG KIFIa y20 RS@OStf2LISR I LISNF
Health Program. Extensive public reporting on Indigenous health provides a high le
NI yaLIl NByOe 2y (KS SEGSY(l (2 ¢ KIkhdyknouthash
are being achievedHowever, thigseporting includes organisations not funded under the |1AH®,
as such, it is not specific enough to measure the extent to which IAHP funded servic
contributing to achieving program outcomes

In managing IAHP primary healthcare grants, the department has not used the available pro
in the funding agreements to set quantitative benchmddeggrant recipientsThis limits its ability
to effectively use available performance data for monitommgl continuous quality improvemen
Systems are in place to collect performance data, but systems for collecting quant
performance data have not been effective. Issues with performance data collection lin
usefulness for longitudinal analysis.

Areas for improvement

The ANAO made two recommendations aimed at managing risk associated with using
software systems to support reporting of performance data and setting quantitative perform
targets that are measurable and linked to outcomes.

Has a performance framework been established for the primary
healthcare component of the IAHP?

The department has not established a performance framewfmk the primary healthcare
component of the AHR

4.1  There ieextensivepublic reporting by the Australian Government on Indigenous hegtth

SEI YL ST (KS t NEIWshHgthe/CAWSILI2S\WNID 8 yIR/ yidkrS 5 S LI NI YSy
report and portfolio budget statementéPBS)nclude reporting against performance amuires.

More extensive public reporting on a wide range of Indigenous health outcomes, health system
performance and the broader determinants of Indigenous health is contained in the biennial
Aboriginal and Torres Islander Health Performance Frameworktréfrogress against the 20 goals

of the Implementation Plan for the Aboriginal and Torres Strait Islander Health PlagZB2B3s

also publically reporteé’ Collectively, these provida high level of transparen@mn the extent to

which the Australian GOSN YSy & Q& 2 0 2 Shealtih atedéing Acilieveédy RA ISy 2 dzi

4.2  However, at a program levehe departmenthas not developed performance framework
settingout how itmeasureghe contribution of the primary healthcare component of the IAdP

57 Arevision of thelmplementationPlanis due to be released later in 2018
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the program as a wholefowards achieving improvedndigenoushealth and the other IAHP
outcomes’®® ¢ KS RSLI NIYSyYy il QGa YRNSS {RANSYAYS2ATQ o6 &SR |
Indigenous primary healthcare during 20®ted in paragraph 28) represents a opportunity to

design and implementsuch a performance framework. This should also be appropriately
coordinated with work thatcommenced in late 2017 design an evaluation program of the

| dZ2AGNI E ALY D2OSNYYSYdQa Ay Q36 ibcdsSiygion theyAHR y RA ISy

Are systems in place to effectively collect performance data?

Systems are in place to collect performance data, but systems to collect quanti
performance data have not been effective. Several changes to data collgutorsses havi
resulted in an increased reporting burden on IAHP grant recipients and twoaosithly data
collections being discarded or uncollected. These breaks in the data series limit its usefulr
longitudinal analysis of performance trends. THepartment has commenced projects |
improve the quality of datéhut has limited assurance over the quality of data collected be
2017 as it has not been validated.

Data reporting

4.3 1AHP funded organisations are required to regylareport performance data to the
department, as summarised in Table 4.1 belowhis section deals with key quantitative
performance reportinglAHP funded organisations are also required to provide a range of other
reporting, including annual performance reports. These arsculised later in the chapter
(paragrapls 427¢4.29).

Table 4.1: Performance data reported by IAHP grant recipients

Data collection Frequency ‘ Data characteristics

National Key Performance Six monthly, collected since 2012 | 24 quantitative indicators2;

Indicators (nKPI) 16 process of care

9 8 health outcomes

Online Service Report (OSR) | Annual, collected since 2008 Qualitative and guantitative data

Note a: Data reporting on the nKPIs has increased from 11 indicators in 2012 to 24 in 2017.

Source: ANAO summary of data reporting based on Department of Health documentation.

4.4  The nKPIs were developed under the National Indigenous Reform Agreement (Closing the
Gap Agreement). Process of care indicators relagetuvice delivery, for example whether specified
health checks are carried out on patients. Health outcome indicators relate to health status, for
example birthweight. OSR data provides information on the number and type of services provided,
staffing, sevice gaps and challenges faced by organisations.

4.5 Primary healthcarservicegecordpatient andservicerelateddataon one of a number of
commercially available clinical information systemata reporting has varied due to the type of

58 The department has an IAHP Evaluat®imategy that is high level and does not mention program outcomes
or any specific details in relation to benchmarks or targets.

59 The department has commenced two overarching strategic evaluations of the IAHP. The first examines the
effectiveness of primg health and the second is an economic evaluation looking at the return on investment
of the IAHP and to inform investment decisions
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clinical informatbn system used by the healthcare service. Historically, the collection of this data
for nKPIl and OSR reporting purposes has involved three broad steps

1 extraction of the raw data from the IAHPdzy RS R 2 NH | y Aikfdrniatiog y Q &
system. The extraain is generallyundertaken by employees of individual healthcare

(

ASNIAOSa dzaAy3d &aLISOAIfAASR az2FaGél NBE o0 WRI G

by a third party software provider;

1 electronic transmission of the extracted data to a storage agtrieval system maintained
by a firm contracted by the department; and

1 provision of the data to the Australidnstitute of Health and Welfar@AIHW), which is
contracted by the department to analyse the data gsmdduce confidential servickevel
and public aggregated reports.

Changes to quantitative data collection arrangements

46 In late 2014 there was a contractual dispute betwedhe firm contracted by the
department to provide data services aadhird partysupplying the data extractiotool software.
As shown in Figure 4.1he departmentresponded byputting in place a succession alternative
mechanismgo allow for the continued collection and management of the relevant data.

Figure 4.1: Performance data collection history 2012-2018

2012 2013 2014 2015 ZDIlG 20‘17 2018
i | | i I |

nKPI Collections

OSR Collections

i Dual No
Collection method DATA EXTRACTION TOOL 1 AR . DIRECT REPORTING (DIRECT LOAD PROJECT)
tool reporting collection
F

Key changes to | T
data collection

processes (Data collected using alternative data extraction
tool unusable)

(direct reporting not ready for some services,
they are required to report using a new data
extraction tool)

Source: Adapted from Department of Health documentation.

4.7 These processes suffered from a range of problems including in some cases inadequate
testing, issues witlthe accuracy of reported data, lack of techrisapportto healthcare services
andshort noticeto healthcare services of the change to reportargangementsServices provided
feedback to the department that indicated in some cases the changes required theamimit

extra resources to fulfil repting requirements. Approximately 40 per cent of primary healthcare

ANI YG NBOALMASYy(la ¢6K2 NBALRYRSR (2 (KSeithés! hQa

somewhat difficult or very difficultAs a result of these difficulties, the data collected for the
December 2015 reporting period was unusable and excluded from the coll€cton the
December 2016 data collection was cancefied

60 The AIHW analysis of the collected December 2015 data concluded that it was unusable as it was not
consistent with da& from previous collections.

61 The December 2016 collection was cancelled in order to provide sufficient time to develop a more sustainable
collection and reporting process.
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4.8 For the June 2017 collection period, the departmersted a system to allow direct
submission of datareferred to as direct loaéf While this resulted irdata beingcollected and
accepted for inclusiomto the June 2017 data collectiotinere were some significant data quality
AdadzSad b20F of & 3y repstSto the deparient Kated that §3qrer teht of the
nKPI submissions contained some form of error that required correction before the data could be
included in the collectiorin comparison, 24 per cent of the submissions required correctiongin th
previous (June 2016) collection.

4.9 The direct load system has the potential to simplify the reporting chain by eliminating the
use of an external data extraction tool. However, it also involves a level @isiskndors of various
clinical information sstems used by IAHRNded serviceswill need to maintain the direct load
capability from their systems over tintéVendors have no contractual obligation to maintairsth
capability.A failure to maintain the direct loacapability by any of the clinical information systems
would affect the ability of healthcare services relying on that system to report required data and
compromise the integrity of the data collection.

Recommendation no.2

4.10 TheDepartmentof Health assesthe risks involvedn IAHRfunded healthcare service
usingvariousclinical information softwaresystemso supportthe directonline service reporting
and national key performance indicatoreporting processand appropriately mitigateany
significant identified risks.

Depatment of Healthresponse:Agreed

Data validation

4.11 The department's nKPIl and OSR data policy framework does not describe how data will be
validated. The framework states thdite¢ departmentWill consult with experts and stakeholders on
strategies toimprove the quality (validity, reliability, utility) and efficiency of data collection,
analysis and reporting, as requi®d ¢ KS RSLI NIYSyd Kla yz2ad ol
performance data collected between 2012 and 2016 Sgere4.2).

Figure 4.2: Data validation timeline 2012 to 2018

2012 2013 2014 2015 20|16 20‘17 2018

nkPI Data Validation Stages 1-2

Stable/ Unvalidated T (Increasingly) Stable/ Validated

collection

Unstable/ Unvalidated Unstable/ N

Validated |
Automated Data Validation-

repeatable process

Commenced data improvement projects including a project to audit
individual health care services and review how they input data.

Source: Adapted from Department of Health documentation.

62 CNRY HamMTI (GKS RSLINIYSYid O2YYSyOSewnbdataipartal (adnS I NJ G NI y :
house data portal). The ihouse data portal is intended to deliver multiple benefits including allowing real
time access to data and reduced burden on healthcare services.

63 Each clinical system interprets and implements datadefinA 2 ya ALISOAFASR Ay !'Ll12Qa a
and the department will have to ensure that there is consistency across the various systems.
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Monitoring and reporting

4.12 As a consequence, the department has little assurance about the quality of the historical
data. The department and the AIHW have acknowledged that this imposes limitations on the use of
the data for longitudinal analysis (for example, trend analysis017 the department investigated
options for acquiring software licences that would enable data validation for historical performance
data. The department did not proceed with acquisition ascancludedthat the costdid not
represent value for money givahe number of licences required and the limited time for which

the licences were valid

4.13 Since 2017, the department has commenced a number of projects to improve the quality of
collected data. The projects include development of automated data validatmresses, audits of
individual health services reporting practices and efforts to minimise the number of services that
are currently excluded from data reporting or those that are reporting data manually. As discussed
in Chapter 2, OSR data, such as efgsf care, will play a role in setting grant funding allocations
from 2019;20% Improved assurance of data quality will assist in improving confidence about the
transparency and equity of these allocations.

Has the department used the available data to monitor achievement of
program outcomes?

The department relies on public reporting of a range of Indigenous health indicators to mi
achievement of program outcomes. The reporting includes data about services not funded
the IAHP. As such, it istrspecific enough to measure the extent to which IAHP funded ser
are contributing to achieving program outcomes. The department was also unab
demonstrate how it used the data to inform relevant policy advice and program administré

4.14 1AHPprogram outcomes as specified in the program guidelines are improvements in:

1 the health of Aboriginal and Torres Strait Islander people;
1 access to comprehensive primary health care; and
1 system level support to the Aboriginal and Torres Strait Islanderguyi health care sector

to increase the effectiveness and efficiency of services.

Improved health outcomes

4.15 As noted in paragraph 4.1, the department currentytlines specificperformance

measure in its PB% and reports againse number of Indigenoubkealthrelated indictors in the
performance statement in its annual repoithese are a mixture of quantitative indicat@@osing

the HealthGap targets and chronitisease related health check targgand qualitative measures.

TKS RS LI NI ¥I18 Corfrate Rlam aeantains no performance measures in relation to
Indigenous healthalthough the 18 performance measuresiniiel y I NB 2 i prévide\ y (i Sy |
a representation of the kind of work the department underta@fsThere is scope for the

64 Episodes of care are contacts between clients and the health service. Contacts with the same client on the
same day are counted as one episode of care, but if more than one health worker sees a client in the same
day (for example, a nurse and a doctor) then one episode of care will count as multiple client contacts.

65 ¢ KS RSLI NIcYsSBs Masithree mamss related to: child mortality; mortality due to chronic
disease; and Indigenous Australians with type 2 diabetes who have had a blood pressure check.

66 Department of HealthCorporate Plar201718, August 201,7p. 27.
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department to improve the line of sight between the material currently presented through the
corporate plan and annual performance statement and the high level program goal of Closing the
Health Gap.

4.16 With respect to the IAHPhe department advised the ANAO thiatrelies on the public
reporting on Indigenous health, such as AIHW reports, to monitor outcomes. AIHW annual
reporting on nKPI data are useful for assessing program outcomes and provides insights for key
health outcome quantitative indicatorgor examge, the number of people with type 2 diabetes
increasel by over 25per centfrom June 2013 to June 20$6

4.17 Historically, AIHW reporting on OSR data has included a broader range of services than those
funded by IAHP® Similar analysis for only IAHP fundiogservices would be more relevant for
assessing the extent to which IAHP primary healthcare funding is contributing to program
outcomes.

4.18 The department also relies on broader public reporting such ag\lwiginal and Torres
Strait Islander Health Perfmance Frameworknd the AIHW reporTracking progress against the
Implementation Plan goals for the Alaginal and Torres Strait Islander Health Plan 22023: first
monitoring report These reports capture a much broader population base and they are useful for
assessing progress for all Indigenous Australians, including those that are serviced by nmainstrea
health services. However, the department was unable to demonstrate how it uses public reporting
to assess the extent to which IAHP outcomes were being achieved or inform future policy directions.

4.19 The relationship between health funding and improvimgalth outcomes is complex as
various scial determinantsuch as education, employment status and housing also affect health
outcomes. In addition, clients of IAHP funded organisations may use other health services (including
those not funded under the KAP) for their health care needs. These factors add complexity to the
assessment of health outcomes and the ability to attribute outcomes to specific prograsusliing

the IAHP® Nevertheless, efforts to leverage data provided to the department by funded
organisatiors will provide additional insights on the program. ANAO analysis sltibat it is
possible to focus analysis on data provided by IAHP edinorganisations (see Appendix 2
FigureA.2)’°The department has advised that it will be in a positioexclude noAAHP reporting

and better target its data analysis when itshouse data portal is fully implemented.

67 AIHW National Key Performandedicators for Aboriginal and Torres Strait Islander primary health care
June2016, p. 15. People refers to Indigenous clients who have visited a health service three times in the last two
years and some change in this health outcome could be attributabifcreasing number of services introduced
progressively into the data collection.

68 While recognising that some organisations may receive funding for both IAHP addlHBractivities, for the
purposes of IAHP assessment it is possible to excludeah¢AHP data.

69 As previously noted in paragraph 4.2, the department has commencedtevalésign an evaluation program
2F GKS !'dzadNIEALY D2@SNYYSyiQa Ay@SaidySyid Ay LYyRAZIS)

70 The ANAO conducted limited analysis on OSR data and a subset of nKPI indicators. The AIHW provides
detailed analysis in its public reports, and the AN@lysis is not intended to replace public reportingsy
AIHW. It is included to demonstrate thatalgsis focused on data provided through the IAHP, while excluding
data from nonlAHP grants, is possible and if done on a continuous basis can provide additional, timely
insights to the program that are not available through public reporting.
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Monitoring and reporting

Improved access to comprehensive primary healthcare

4.20 The department advised the ANAl@t it uses the episodes of care, as reported in the\&X

annual OSR report, as the performance measure for this outcome. The number of episodes of care
provided increased from 2.56 million in 2@13 to approximately 3.30 million in 20455, then
decreased by approximately 508,000 to 2.79 million in 207® 48 SS CA 3 dzNE ndo0v d ¢
quality report to the department indicates that the decrease may be the result of changes to the

way data was reportednd fewer organisations reporting data, but the exact impact of the changes

on the reported numbers isnknown.

Figure 4.3:  Total episodes of care, 2012-13 to 2016-17
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Source: ANAO analysis of data provided by the Department of Health and the AIHW.

4.21 Using episodes of care as an indicator of improved acces®rprehensive primary
healthcare has limitations. For example, it does not provide reliable information about whether
LYRAISy2dza ! dza i NI £AASINyZBR O/SyR QNI NSt &P 3 INS W dyf FSS Nl 2
healthcare in spite of barriers suels remoteness!

4.22 Another indicator is the number of Indigenous clients accessing IAHP funded sérhiees.

ANAM @nalysis bOSR data shovesmodest increase from approxmately 320,000 in 20XA.3 to
352,000 in 201617 (seeFigure 4.4)?

71 The depanmnent@ 2017 IAHP National Investment Strategy noted that a 2015 report by Ap&tid]
BENREFGAZY Ay 1 02NRAIAYIEE | YR ¢ 2 NNB J idgntifiedithat heré viefel y R S NJ |
nn FNBF& 6KSNB LyRAI3ISY 2 dedesd taeihérNddigehosyedifiic sekicelR or dSNE  f A Y,
mainstream GP services (including services provided by the Royal Flying Doctor Service).

72 ANAO conducted analysis on the number of clients identifying as Indigenous who receive primary healthcare
from IAHP funded organisations.
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Figure 4.4:  Total Indigenous clients, 2012-13 to 2016-17
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Source: ANAO analysis of data provided by the Department of Health and the AIHW.

System level support to the Aboriginal and Torres Strait Islander primary health
care sector to increase the effectiveness and efficiency of services

423 ¢KS RSLI NIYSyld KFa y2d RSTAYSR ¢gKIG Aa YSt

The department advised the ANAO that it assesses this outcome using the nKPI performance data.
However, as the department has not set any service level benchmasksl lon nKPI data, it advised

the ANAO that it does not measure health outcomes improvements specifically for each healthcare
service. The 2016 nKPI report by AIHW does provide limited analygieogress towards the
Implementation Plan goaf$. This analgis is narrower than some of the public reporting and
therefore more relevant to assessing IAHP funded organisations. In the same report, the
RSLI NI YSyYyd I Oy 2 sdefmirigd Bay notelévalop&ltrajeStariesifak éach nKPI
and this has made ti difficult for organisations at an individual level, and for
government/stakeholders at a national level, to understand and assess what is an acceptable or
dzy' I OOSLJit 6t S NBadzZ Qo

4.24 The department considers that currently the primary health care data it Hamita
Indigenous health services is more comprehensive than data about mainstream primary health care
providers. Therefore, in addition to relying on extensive public reporting, the department should
make more efforts to use this rich dataset for assesgiitl funded organisatisand use the latest

data availableThe department has advised the ANAO thatiit be in a position to do this aftéis
in-house data portal is fully implementday 2019, as it will provide real time access to datze

use of dita for monitoring grant recipients is further discussed in the section below.

73 For those nKPIs that directly relate to Implementation Plan goals, the AIHW have set progressively higher
annual nKPI targets to 2023. A comparison between actual nKPI results for each year and the relevant target
allowsanass#a YSYuU 6KSUKSNJ UKS J21f Aa W2y UNXrO1Q 42 oS |
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Monitoring and reporting

Has the department used the available data to monitor grant recipient
performance?

The departmentis not effectivdy using available performance datéo monitor IAHP grant
recipient performance and has not set quantitative nKPI based benchrf@rksant recipients
¢ KS RS LJ adiliyt§ setiperdormance expectations and assess actual performan
limited by the currency of data and variability in the content of Actian®I

4.25 Since earl)2016,the department has had access to nKPIl and OSR reporting of individual
funded organisations. The rationale fobtaining access to the data was to allow for better
understanding of the delivery of services, assist with ongoamginuous quality improvements and
achieve greater health oaobmes.

4.26 The department has not put in place appropriate processes to harness the available data for
the purpose of monitoring of grant recipient performance. As note@Ghapter 3, the department

has not negotiatd nKPI targets for individual recipientss a consequence, there are no specific
benchmarks that can be used to assess the relative performance of funded organisations.

4.27 In addition to nKPI and OSR data, as part of their annual repatilgations under the
funding agreements, organisations are required to provide:

1 an Action Plan, which sets out the intended |AldRted activities for the next 12 months;
and
1 a performance report, which reports the organisat®nmajor achievements and

challenges in implementing the activities over the previous 12 months.

4.28 The Action Planare a potentially useful mearfer the departmentto set performance
expectations The highly variableontentof the Action Plans indicates thifiis potential is nobeing
utilisedin any consistent way. ANAO analysis of 2087Action Plans showed that 73 per cet

the 55 plans contained in the ANAO samiplgludedl & f S ad 2yS Wil NBSGQ .
healthcare service hese targets rangeom a compreheaive list of nKRielated targets through

to targets against largely administrative processes such as staff trdifsingy a standard template,
departmental grants officers assess whether the Action Plans meet performance agreement
reporting requirementsThetemplate requires the grants officer to identify whether the Action
Plan includes service delivery targdigen when Action Plans did not include nKPI or similar targets,
ANAO analysifound that the department acceptd Action Plansfor the purposesof reporting
requirements.

4.29 Annual performance reports are largely narrative ba&e8eventythree per cent of the

551 yydzt £ LISNF2NXI YOS NBLR2NIA Ay GKS !'b!hQa &l
data, but the nature of the performance data varigshsiderably between reportSimilar to Action

Plans, departmental grants officers assess whether annual performance reports meet funding
agreement reporting requirements. The assessment template requires assessing officers to
determine whethertheorgah a | G A2y Qa ! QUA2y tftly GFNBSGA FyR
Given that nKPI targets were not consistently included in Action Plans, nor had benchmarks been
set, it was not clear how or against what criteria officers were making assessments. Arrfmb

74  An internal departmental review, conducted in late 2017, noted the limitations of narrative reports and
recommended the use of smart forms.
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grants officers interviewed by the ANAO advised that the nKPI data available to them when
reviewing annual performance reports is out of date and cannot be used to verifyreigted
performance claims made by grant recipients for the relevant jerithis limits their ability to
accurately assess performance.

Recommendation no.3

4.30 The Department of Healthensure that new IAHP funding agreements for prim
healthcare services includmeasurableperformance targetsthat are aligned with progran
outcomesand that it monitors grant recipient performance against these targets

Department of Healthresponse:Agreed

4.31 Work to enhance our primary health care policy and reporting frameworks has comm
on this activity, for Government and stakeholder consiagna lmplementation is planned for
July 20109.

4.32 TheANAO analyd a subset of 201617 nKPI resultsThe analysidemonstrates significant
variationsin performance between IAHP funded organisatidfigure 45 shows the gap between
the top and bottom 20organisations and the middle 50 per cent of organisatitmisone nKPI
indicator (see Figure A.3 in Appengifor similar analysis of other indicators).

Figure 4.5: Performance against one nKPI indicator

80 F
Top 20 organisations
70
Results: 56% - 81%
&0

Middle 97 organisations

Organisation result (%)

Mean

Results: 16% - 46%
20

10
Bottom 20 organisations

Results: 0%

Note:  The organisation result for this indicator is: the percentage of eligible clients for whom a health check for clients
aged 0—4 years was claimed in the previous 12 months.

Source: ANAO analysis of nKPI data.
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Monitoring and reporting

4.33 Comparable analysis, whichcanbeused® a Saad LISNF2NXI yOS>Z OFy ©
2016 nKPI results repoft However, the department could undertake more granular or targeted
analysis of the nKPI data to develop a detailed understanding of the drivers of service performance.
More sophistiated analysis can also be achieved by employing multiple datd®sEte results of

analysis can be used to engage with organisations, investigate reasons for relative performance,
identify solutions to overcome common barriers, and enable sharing of iesk@arnt across
organisations.

4.34 Improvements to the effectiveness of services is also supported through better governance.
In addition to the periodic performance reporting required under the funding agreements, the
department receiveintelligence from awvide range of sourceisicluding through the stakeholder
networks outlined in paragraph23. ¢ KA 4 Syl o6f Sa GKS RSLI NIYSyd
register for those IAHP funded primary health care services considered to have elevated risks,
includingon issues such as service delivery, financial viability or governance. The register records
the risk mitigation strategies being applied to the individual organisations listed on the register.
These may include remedial actions such as: working diretthiytre Chief Executive Officef the

service to help resolve the issue, enlisting support of the national and-sésted peak bodies to
assist the health care service, withholding periodic payments, providing funding for an advisor to
work with the serice to improve their operation or governance and novating funding agreements

to third parties to take responsibility for delivering primary care services.

4.35 The departmentould improve its monitoring of risk lpnductinganalysison datathat is

not accestble through the published OSR repaoatsd that is more tailored toAHP funded services.

Risk of failure can arise from a range of issues such as staffing, governance issues and board
disputes. For example, the department could further improve its ovietsifjgovernance issues by
carrying out its own analysis of data reported by IAHP grant recipients, which may go beyond what
is accessible through the annual OSR reports. ANAO analysis of OSR data shows that gn average
39per cent of services with a govemce committee or board had independent, skills based
members. Having more skills based members potentially contributes to improvements in the
governance and running of the organisations. Detailed analysis of OSR data provided by IAHP
funded services maylso assist the department to develop strategies to mitigate risks to
governance and better understand emerging systemic issues

Grant Hehir Canberra AC
Auditor-General 26 June2018

75 L1 2Qa lylfteaira 2y LINRiGNAdgdalslexdluded/data fromn fa&NottherbJTeSit6ry
Government health care organisations.

76 . FAAO0O RIGE ljdzrf AGe AaadzsSa KF @S AYLSRSR LINBGA2dza ST7T:
work progresses and the quality of data impes, thedepartment should engage AIHW to explore linkages
between nKPI, OSR and other government data sets.
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Appendix 1  Entity response

Australian Government

Department of Health

Acting Secretary

Ms Lisa Rauter

Group Executive Director Performance Audit
Australian Naticnal Audit Office

GPO Box 707

Canberra ACT 2601

Dear Ms Rauter

Department of Health response to the Proposed Audit Report - Primary healthcare
grants under the Indigenous Australians’ Health Programme

Thank you for providing the Australian National Audit Office’s proposed report
pursuant to section 19 of the Auditor-General Act 1997 on the Indigenous Australians’
Health Programme ('the report’). I appreciate the opportunity to respond to the
report. A detailed response to the individual recommendations is enclosed.

The following wording is provided for the Summary Response:

The Department of Health (‘the Department’) notes the findings of the report and agrees with
the recommendations.

It is pleasing that the report finds: the program has been consolidated and supported through
coordination and information sharing activities; programme implementation has appropriately
aligned funding streams to intended outcomes; and the objective of reducing administrative
complexity has been achieved.

Work is already underway within the Department which aligns with the report’s
recommendations, and the report provides a platform to continue these efforts. In particular,
the Department has introduced more robust assessment processes for primary health care
grants under the Indigenous Australians’ Health Programme and has also commenced
development of enhanced performance measurements of program outcomes, supported by an
outcomes-focussed policy framework. The Department’s responses to the individual
recommendations provide further detail.

The report identifies that the introduction of a new funding allocation model for the
distribution of primary health care funding as announced in the 2014-15 Budget is yet to be

Phone: {02) 6289 1235 Email: Caroline.Edwards@health.gov.au
Scarborough House, Level 14, Atlantic Street, Woden ACT 2606 - GPO Box 9848 Canberra ACT 2601 - www.health.gov.au
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-2-
completed and finds. that this deferral has contributed to a partially effective implementation of
the Australian Government's objectives in establishing the programme. The Government
announced in the 2018-19 Budget that the model will be implemented from 1 July 2019 and the
Department will continue to work closely with Aboriginal Community Controlled Health
Services to deliver this important initiative. The Department notes that this deferral occurred
in the context of extensive stakeholder engagement together with significant data improvement
activities designed to support a robust and well-developed funding model.

Whilst the Department is committed to continuous improvement of the administration of the
Indigenous Australians’ Health Programme, the Department wishes to acknowledge and
recognise the significant contribution our network of Aboriginal Community Controlled
Health Services are making to improve the health of their communities under the Australian
Government’s Closing the Gap agenda.

I would like to thank the Australian National Audit Office for its professionalism
throughout the audit of the Indigenous Australians” Health Programme.

If you have any questions regarding the Department’s response please contact
Mr Ben Sladic, Assistant Secretary, Corporate Assurance Branch, on (02) 6289 1886.

Yours sincerely

A L

Caroline Edwards

{ June2018

Encl.
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Appendix 2  Data analysis and national key performance indicators

The ANAO conducted analysis on a subsetatibnal key performance indicatoraKPI¥which

align with goals in the Implementation Plan to the National Aboriginal and Torres Strait Islander

Health PIn 201&023/7 The nKPIs and the corresponding goals are described in Table A.1.

Table A.1:  Seven nKPl indicators and the corresponding implementation plan goals

nKPI Description Linked goal

PIO3 0-4 Clients aged 0-4 years for whom an Indigenous health check was Goal 4
claimed in the previous 12 months

PIO5 Clients with type 2 diabetes who have had an HbAlc measurement Goal 16
result recorded in the previous 12 months

PI14 Clients aged 50 and over who are immunised against influenza Goal 19

PI118 Clients with type 2 diabetes who have had a kidney function test in the Goal 18

previous 12 months

P123 Clients with type 2 diabetes who have had a blood pressure Goal 17
measurement result recorded in the previous 6 months

P103 25-54 | Clients aged 25-54 years for whom an Indigenous health check was Goal 14
claimed in the previous 24 months

P103 55+ Clients aged 55 years and over for whom an Indigenous health check Goal 15
was claimed in the previous 24 months

Source: AIHW, National Key Performance Indicators for Aboriginal and Torres Strait Islander primary health care.
June 2016.

As shown in Figure A.1 belpANAO analysis indicates that a national basis, five indicators are
currently tracking below the Implementation Plan Goals trajectory for the years 2017 and2018
Forthe two indicators P103 2§54 and P103 55+he data received bthe ANAOwvasnot adequate

for assessing the results against the trajectoyHW figures have been used to plot these two
indicators’® For some indicators there is significant variation from year to ysarAIHW in its
nKPI reporting indicates thahanges to the da collection processes and data definitions could
be a contributing factor for the large variatianshe 2016 nKPI report by AIHW also provides
comparable analysis on these indicators.

77 Five nKPI indicators were split into seven indicators, to map them to Implementation Plan goals.

78 The graph has been produced tine ANAO to illistrate the type of analysis possibleshould be used with
cautionand with the understanding that the data collections/Baindergone changes to both the collection
processes and data definitions in this period. The ANAO has also filtered the datdudesnKPI results from
organisations that do not have any population eligible to be measured in certain.nKPIs

79 1L12Q& Fylteara 2F (GKS NBYF AYAy Jrackingprogiegsiagainst the NB A &

Implementation Plan goals for thiboriginal and Torres Strait Islander Health Plan 22033 This report

uses Medicare data for to assess progress against the two indicators and shows they are also tracking below
the corresponding Implementation Plan Goals trajectory. AIHW analysistfi@n2016 nKPI report has not

been used as its analysis of progress against Implementation Plan Goals excludes data from Northern
Territory Government health care organisations. The exclusion was intended to ensure historical
comparability because of chgas in definition of regular client which impacted this data.
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Figure A.1: nKPIs and the corresponding Implementation Plan trajectory goals
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Dark blue area represents the gap between the result achieved and the implementation plan trajectory goal.

Source: ANAO analysis of nKPI data.
TheANAO also analgd State and Territory level datcross all nKRPIF his analysis shows ¢gr

variations n results between jurisdictionsSome jurisdictions are tracking above the

Implementation Plamoals trajectory while others are below the trajectory for the same geal.
example, ure A.2shows the number of health checks on childrerivilmen O to 4 years in the
various States and Territories and corresponding Implementation Plan trajectory.

Figure A.2:  Jurisdiction analysis for Implementation Plan goal 4 (nKPI PI103)
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Dashed line represents the Implementation Plan trajectory, coloured solid lines represent the various States
and Territories. Data for Australian Capital Territory and Tasmania is merged with larger states as presented
in AIHW reports. The figure is for illustration purposes only and should be used with caution as the nKPI data
is subject to many caveats such as changes to definitions, data collection issues and the specific filters applied
to the dataset.

Source: ANAO analysis of State and Territory data for one indicator.
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Figure A.3hows the variability in perfsmance between organisations receiving IAHP funding. This
analysis is limited tthe sevemKPIsn Table A.1but can be carried out for all the nKPI indicators.

Figure A.3: Performance indicators and their corresponding distribution of results
100

90

80

Organisation result (%)

m PI03 0-4 m PI03 25-54 | PI03 55+ m PI0S m P14 m P18 m P23

Note:  For each of the performance indicators, the graph shows organisations in the top and bottom 10 per cent and
their corresponding result, while the box represents the results achieved by the middle 50 per cent (the height
of the box represents variability between middle 50 per cent of organisations). An organisation’s result is the
proportion of eligible clients who received the service referenced by the indicator.

Source: ANAO analysis of nKPI data.
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