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Abstract

Objective: To evaluate clinical performance in Aboriginal Community Controlled Health Services
(AICCHS) in Queensland and to consider future directions in supporting ongoing improvement through
measurement, target setting and standards development.

Design: Longitudinal study assessing baseline performance and improvements in service delivery,
clinical care and selected outcomes against key performance indicators in AICCHS( 2009-2010).

Setting: 27 AICCHS who are members of the Queensland Aboriginal and Islander Health Council (QAIHC).
Participants: 22 AICCHS with medical clinics.

Intervention: Implementation and use of an electronic clinical information system that integrates with
electronic health records supported by the QAIHC quality improvement program - the Close the Gap
(CTG) Collaborative.

Main Outcome Measures: Proportion of patients with current recording of key health care activities and
the prevalence of risk factors and chronic disease.

Results: Aggregated performance was excellent on key risk factors and health care activities (tobacco
use, management of hypertension and some aspects of diabetes care) but poor for others (waist
measurement). Some measures showed improvement over time. Performance between services
showed greatest variation for care planning and health check activity.

Conclusion: Data highlights the risk factor workload facing AICCHS; variable performance demonstrates
the need for ongoing support and further workforce planning. Development of standards and weighing
models is necessary to enable robust between-service comparisons of performance, which has
implications for health reform initiatives in Australia.

Implications: The Community Controlled sector can play a role in closing the gap in Aboriginal and Torres
Strait Islander health by leading the use of clinical data to record tangible gains in the quality of health
services and health outcome.
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Appendix 1. Recording of key risk and clinical care data” in regular* Aboriginal and
Torres Strait Islander adult patients attending participating health services in Qld in

between February 2010 and February 2012.

Domain

Why and Evidence

What - Indicator

Workload and Planning and monitoring » Numbers patients seen in clinic: adults
access service capacity and children
(overall)(12) » Proportion Indigenous patients
» Episodes of care: by staff categories
Health Planning and monitoring » Smoking prevalence
determinants, service capacity (health » Prevalence of at risk alcohol
risk loads, promotion/allied health/BI consumption
prevention capacity) » Prevalence of overweight/obesity
Monitor progress in risk » Level of physical activity
load reduction(1, 10, 20) > Health checks: adults and kids — 4
categories
Chronic disease | Monitor workloads » Number of Diabetics and prevalence in
care Monitor quality of care service population
delivered(10, 21-24) » Diabetic clients on GP management
plan
» Glycaemic control: HbA1c completion
and values
» CHD clients on GP management plan
» BP: Checking BPs all adults,
prevalence hypertension
» BP: Management of hypertension —
checking BP and medication use
> Risk of renal disease: eGFR, ACR —
completion and renal function status
MCH Monitor workloads » Antenatal care access: number
Monitor quality of care pregnant women gave birth
delivered (25, 26) » Timing of antenatal care
» Adequate Antenatal Care
» Proportion of low and high birth weight
babies
» Proportion of preterm/term births
» Under and over weight children
Workforce Planning and monitoring » Accreditation
service capacity » % Aboriginal and Islander Staff
(overall)(27) » Student placements
» FTE Vacant Positions
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Appendix 2. Data for Figure 2

Prevalence of key health status determinants by recorded diagnosis in 13,630 regular
Aboriginal and Torres Strait Islander adults attending 18 participating health services in

BMJ Open

Queensland, April -September 2011.

Clinical Variable Prevalence IQR
Tobacco Use 0.51 0.40, 0.50
Alcohol 0.45 0.40, 0.50
BMI > 25 0.69 0.66, 0.73
BMI > 35 — Females only 0.45 0.43,0.51
Diabetes Mellitus Type 2 0.20 0.15,0.23
Hypertension 0.24 0.21,0.27
eGFR < 60ml/min 0.11 0.09, 0.15

Appendix 3. Data for Figure 3

Performance of health assessments and care planning for regular Aboriginal and Torres
Strait Islander patients, across 17 participating health services in Queensland, April -

September 2011.

Care Activity - EPC items Median | IQR

Type 2 Diabetes on GPMP 0.34 0.15, 0.51
CHD patients on GPMP 0.25 0_11, 0.45
Child Health Check (0-5) 0.38 0.26, 0.53
Child Health Check (6-14) 0.46 0,30: 0.61
Adult Health Check (15-54) 0.43 0.29, 0.50
Adult Health Check (55+) 0.60 0.23,0.68
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Prevention and management of chronic disease in Indigenous primary health
care services in Queensland: performance on selected measures

Abstract

Objective: To evaluate clinical health care performance in Aboriginal Medical Services
in Queensland and to consider future directions in supporting ongoing improvement
through measurement, target setting and standards development.

Design: Longitudinal study assessing baseline performance and improvements in
service delivery, clinical care and selected outcomes against key performance
indicators in Queensland Aboriginal Community Controlled Health Services 2010-2012.

Setting: The 27 Queensland Aboriginal and Islander Community Controlled Health
Services (AICCHS) in Queensland, who are members of the Queensland Aboriginal and
Islander Health Council (QAIHC).

Participants: The 22 AICCHS with medical clinics in Queensland

Intervention: Implementation and use of an electronic clinical information system that
integrates with electronic health records supported by the QAIHC quality improvement
program - the Close the Gap (CTG) Collaborative.

Main Outcome Measures: Proportion of patients with current recording of key health
care activities and the prevalence of risk factors and chronic disease.

Results: Aggregated performance was excellent on key risk factors and health care
activities (tobacco use, management of hypertension and some aspects of diabetes
care) but poor for others (waist measurement). Some measures showed improvement
over time. Performance between services showed greatest variation for care planning
and health check activity.

Conclusion: Data highlights the risk factor workload facing AICCHS; variable
performance demonstrates the need for ongoing support and further workforce
planning. Development of standards and weighing models is necessary to enable
robust between-service comparisons of performance, which has implications for health
reform initiatives in Australia.

Implications: The work demonstrates the role that the Community Controlled sector
can play in closing the gap in Aboriginal and Torres Strait Islander health by leading the
use of clinical data to record tangible gains in both the quality of health services
delivered and health outcome

Key words: Indigenous, health care performance, indicators, quality improvement,
community control
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Article Focus:

e To evaluate clinical health care performance and improvements in service
delivery (2010-2012) in Aboriginal Medical Services in Queensland and to
consider future directions in supporting ongoing improvement through
measurement, target setting and standards development.

e Participants include 22 of the 27 Queensland Aboriginal and Islander Community
Controlled Health Services (AICCHS) in Queensland, who are members of the
Queensland Aboriginal and Islander Health Council (QAIHC).

Key messages:

e Aggregated performance of participating services was excellent on a number of
key risk factors and health care activities (assessment of tobacco use,
management of hypertension and some aspects of diabetes care) but was poor
for others (assessment of waist circumference). Performance between services
showed greatest variation for care planning and health check activity.

e The data collected by the QAIHC health information system, highlights the risk
factor workload facing AICCHS in Queensland, demonstrating the need for
ongoing support and further workforce planning.

e Development of standards and weighting models is necessary to enable robust
between-service comparisons of performance.

Strengths and Limitations:

e This work demonstrates the role that the Community Controlled sector can play
in closing the gap in Aboriginal and Torres Strait Islander health by leading the
use of clinical data to record tangible gains in both the quality of health services
delivered and health outcome

Introduction

The burden of morbidity, chronic disease and injury remains high in Aboriginal and
Torres Strait Islander people in Australia. The Australian Government has made a
significant commitment to reducing this disadvantage with its ‘Closing the Gap’ reform,
setting targets for closing the life expectancy gap within a generation and halving
mortality rates for children under 5 years of age within a decade(1, 2). While education,
housing and employment are significant contributors to this health disparity, the role of
primary health care services, whether Aboriginal and Islander Community Controlled
Health Services (AICCHSs), community health services or general practices, is also
important and a significant component of the effort to close the gap.

The Queensland Aboriginal and Islander Health Council (QAIHC) has been leading the
development of the first Indigenous community controlled Heath Information System
(HIS) designed to build capacity in AICCHS for the ongoing analysis, monitoring and
reporting of clinical health data in Queensland(3). QAIHC supports Queensland’s 27
member AICCHSs to deliver comprehensive, primary health care to their communities.
The HIS comprises a set of performance indicators, seemless integration with service
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Electronic Medical Records (EMR), other web based portals and forms the
measurement platform for the QAIHC quality improvement program, the Close the Gap
(CtG) Collaborative that drives organisational change(3).

This work has been progressing in an environment that is moving toward a national key
performance indicator (nKPI) reporting process, auspiced by the Council of Australian
Governments’ COAG(2). A subset of AICCHs began reporting nKPI data to the
Australian Institute of Health and Welfare (AIHW) in Feb 2012, with a plan to mandate
reporting biannually from June 2013 for all AICCHSs (over 150). The advent of the
National Health Performance Authority (NPHA) in the context of the ongoing health
reform agenda and release of the NPHA Performance and Accountability Framework
suggests that efforts to capture and measure national health performance data are
gathering pace and may soon involve the broader primary health care sector in
Australia through the Medicare Locals(4).

In this paper we present data from the first 2 years of the QAIHC program (2010-2012)
to examine improvements in service delivery, clinical care and selected outcomes
against key performance indicators. We reflect on what the data means, successes to
date, provide a broad comparison with other programs and raise questions in relation to
the interpretation of this data and its use in the context of the drive to measure
performance in primary health care nationally.

Methods

Study design, data collection and analysis:

Twenty two AICCHS regularly submit data to the QAIHC repository on the 25 ‘QAIHC
Core Indicators’. These indicators provide an overview of the quality of care and the
health status of clinic patient populations and include measures of workload and
access; health determinants; risk loads; prevention; chronic disease care; maternal and
child health; and workforce® . Participating services send aggregated whole of service
data on the first Wednesday of every month to the data repository via automated
extraction from the service clinical IT systems using the PEN CAT tool. As well as
providing data on patients with chronic disease, the tool provides a snapshot of overall
performance for all patients, recently seen patients and regular patients, stratified by
ethnicity. No assessment of individual patient data is undertaken. The data is fed back
to services through the Australian Primary Care Collaborative (APCC) webportal, via the
QAIHC ‘pages’ and a copy is left on the services’ servers.

This study presents longitudinal and time point data for selected indicators for 18
participating AICCHS. The data include process measures (indicators for recording of
key clinical care activities and risk factors) and the health status of the AICCHS patient
population. The study data have been collated from data extracted by the QAIHC Core
Indicator report in the PEN CAT tool. This data is for all Aboriginal and Torres Strait
Islander regular patients seen in the 6 months prior to the running of the report.
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Data for this study were collated using simple descriptive statistics — proportions and 95
% Confidence Intervals (95% ClIs) or medians and interquartile ranges (IQR) using
SPSS Version 19.

Definitions: A recent patient is a patient with 1 recorded clinical visit in the 6 months
prior to the date of data extraction. A regular patient is a patient who has made 3 visits
to the service in the 2 years (1 within 6 months) prior to the date of data extraction. An
adult is a person aged 15 years or older. A current health check or assessment is
defined as a billed Medical Benefits Schedule (MBS) Item number 715 in the 24 months
prior to the date of the data extraction. A current General Practitioner Management Plan
(GPMP) is defined as an eligible patient having a billed MBS ltem number 721 in the 12
months prior to the date of the data extraction.

Ethics process:

The quality improvement program and implementation of the health information system
has been fully supported by the member elected QAIHC Board and member services.
Participation is voluntary. All participating services have Australian General Practice
Accreditation and patients are advised of ongoing quality assurance activity in the
services. The work has been supported by funding from the Office of Aboriginal and
Torres Strait Islander Health, Department of Health and Ageing.

QAIHC has data management agreements in place with all participating member
services and its partners. All participating services have standard agreements with the
Improvement Foundation. All data are held securely at QAIHC in a password protected
data repository. A copy of the data extraction is retained by the AICCHS. The services
are coded and de-identified. All presentation of data outside of a service is de-
identified.

Results

Characteristics of patients

From October 2009 to February 2012, the number of participating AICCHSs with
medical clinics sending monthly data for the QAIHC Core Indicators increased from 6 to
18. The total number of patients seen by these clinics for a documented visit in the 2
years prior to the date of data extraction, increased from 38,167 to 75,309 (June 2010
to February 2012), Table 1.

By October 2011, a total of 32,942 recent patients, with a median 1628 (IQR
1106,2226) per service, had been seen by the 18 clinics for medical care in the 6
months prior — from April to September 2011. Of these patients, 23,980 (72.78%)
identified as Aboriginal or Torres Strait Islander and of these 19,727 (82.3%, median
0.64 1QR 0.49-0.77 per clinic) were regular Aboriginal or Torres Strait Islander patients.

Total number of Aboriginal or Torres Strait Islander patients seen by the participating
clinics is detailed in Table 1.
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Risk factor management

The aggregated performance of participating services was consistent and excellent on
the recording of a number of key risk factors and health care activities (for example
tobacco use, blood pressure) and poor for others (waist measurement), with some
improvement over time (Figure 1).

In October 2011, the recording of key risk factor data in the electronic medical record,
as a proportion (95% Cls) of aggregated adults patients who had attended the services
in the previous 6 months, was as follows: for tobacco use 92.1% (79.5, 95.5), alcohol
use 66.2% (55.3, 83.7), BMI 73.9% (60.6, 79.9), HBA1C 73.8% (62.8, 85.8), waist
circumference 19.8% (6.8, 30.1), blood pressure 86.0% (79.8, 88.3), eGFR 26.8%
(23.3, 40.9), demonstrating consistent performance across the 18 participant services.

Setting a standard of 80% completion as acceptable for recording of key clinical data,
for tobacco use, 14/18 services met this target; for Body Mass Index (BMI) recording
only 4/18 services met the target but if the standard was lowered to 70%, 12/18 services
would then have met the target. For checking of blood pressure 14/18 services met the
80% standard with the lowest completion for this care activity being 66%. Other
indicators where performance is consistently poor includes the recording of physical
activity levels and waist circumference.

The prevalence of key risk factors or chronic diseases varies across services with the
variation being greatest for at risk alcohol use across the 18 participating clinics in
October 2011, (Figure 2). Variation in clinical team performance between services was
greatest for care planning and health check activity (Figure 3).

Hypertension management

Management of hypertension and performance for coronary heart disease care plans is
shown in Figure 4 using aggregated data between June 2010 and February 2012. In
October 2011 hypertension was identified in a total of 3097 (25.1%) regular Indigenous
patients, with a range in prevalence of 16-35% across the 18 services. The care
delivered for hypertension was universally good. For patients with diagnosed
hypertension, 86% (79.8, 88.3) of these patients had their BP checked within 12 months
of the report date and 81.2% (72.4, 85.3) had been prescribed an Angiotensin
Converting Enzyme (ACE) inhibitors or Angiotensin Il receptor blockers. Of 1079
patients with Chronic Heart Disease, 24.8% (10.9, 45.1) had a current GP management
plan (GPMP, Medicare ltem 721) in place.

Discussion

An encouraging aspect of this work is the increasing engagement of the AICCHSs in
Queensland and the excellent performance in some aspects of care. Participating
health services in Queensland are now able to systematically collect data which enables
them to monitor performance, access and workloads. This is a significant advance.
Although it is not possible in an uncontrolled study such as this one to attribute
observed changes to the intervention, or to tease out the relative impact of the multitude
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of factors in the service environment that may influence change, measurement and data
collection inevitably leads to comparison and interpretation. Unlike pay for performance
systems in which participation is mandated and gaming of results is not uncommon (5),
this system has evolved in a safe environment where questions about what the data
means and comparison of organizations can be given due consideration in a complex
context both at the service and state levels.

The data indicate that performance on clinical best practice aspects of care is
remarkably consistent across the services despite their differing characteristics and is
excellent for a number of indicators, but poor for others. Blood pressure was recorded
for over 85% of all adult patients seen, similarly recording of tobacco use, and alcohol
use were recorded in at least 70% of patients over the 2 year period. Conversely waist
circumference is recorded in 1 in 6 women only despite the data showing 1 in 2 women
have a BMI of over 30 and recording of renal function is low. These differences in
performance are not likely to reflect improvements in data entry alone and may reflect
the nature of the clinical activities themselves. Although each can be conducted by
individual clinicians which might be expected to increase the likelihood of change,
impacting factors vary widely and may reflect confronting clinical tasks, knowledge of
best practice guidelines and limitations of electronic medical records. Consequently
appropriate interventions to improve performance will vary for each indicator and may
include the need to educate patients about the value of such interventions, so increase
demand and clinician confidence in delivery.

In contrast, the performance on the care planning and health assessment activity, the
capture of which is dependent on billing, and the delivery on teamwork, shows a lot
more variation. Many factors are known to influence the provision of preventative care
in primary health care settings including practice size, competing time pressures for
both staff and patients, limited referral options, lack of supportive organizational
infrastructure, lack of incentives and training(6-8). Many of these factors are relevant to
AICCHSSs, difficult to quantify and are likely to partly explain variation between practices
in performance data. Thus at the service level, interventions to improve performance
here may require strategies for strengthening administration, reviewing workflows,
supporting teamwork through articulation of roles and scope of practice to promote the
delivery of collaborative team care.

Since initial work in 2007(9), these data suggest some improvement over the past 4
years. The screening and prescribing gaps for risk factors and hypertension, are also
consistent with published data from research projects in both the Aboriginal setting and
mainstream general practice (10, 11). It is difficult to compare across sectors, states
and with recent data - however the delivery of health checks by these AICCHS
compares favorably with that of services participating in the Healthy for Life (HFL)
program (12) as well as with those in mainstream general practice (13). In 2007, 19
services participating in the HFL program reported on care planning - 419 of 3,415 (12
%) regular Indigenous adult clients with Type Il diabetes had a current GP management
plan (GPMP), similarly, 165 of 1,546 (10.7%) Indigenous adults with coronary heart
disease had a current GPMP compared with 34% and 24.8% respectively in this study.
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Those living in regional areas were most likely to have a current GPMPs (20% and
22%, respectively), followed by those living in remote areas (17% and 14 %,
respectively), with those in urban areas the least likely (both 3%)(14). Work in the
Australian Capital Territory, found 156 adult Health Assessments were conducted
between 2004—-2008, a coverage of 7% of the eligible population (13) compared with
42% in this study . So the data presented suggest that the more complex, well
coordinated teamwork required for care planning is perhaps becoming embedded in
these AICCHS systems and may further improve with ongoing support. The ability of
the sector to act on such data is predicated on appropriate time and resources to
continue to respond at service level.

Without well considered standards for performance and models for weighting, how do
we interpret this data for these 18 AICCHS? While the screening gap of about 15% for
recording of tobacco use, blood pressure and use of best practice medicines shown in
this study may be good or acceptable, is a screening gap of 30% for BMI and alcohol
use? Supporting robust comparison of services cannot be done without consideration
of the variety of factors that impact on performance data at the service level. In
addition, any efforts to publish or reward performance must be accompanied by the
development of appropriate measures that prevent unfair comparisons between
services which operate in very different contexts. Measures need to encompass factors
that could be expected to drive significant variation between these primary health care
services - size, location, funding base, staffing composition, demographic and
socioeconomic base. There are a number of additional factors that might also be
considered particularly in interpreting performance for care planning and heath checks
(Table 2).

These observations are important in the context of the evolving National Health
Performance Authority which has recently released some potential indicators for the
primary health care sector. A number are similar to those presented here — for example
those related to care planning(15). Experience from the UK suggests the need for
caution to avoid a number of adverse consequences when payment is linked to
performance. Particularly relevant to a scaled up national system, similar to the system
QAIHC has implemented, are concerns about the use of the data collected. These were
clearly outlined recently including measurement fixation, tunnel vision, quantification
privileging, increasing inequity and politicization of performance(5). Sensitive, careful
interpretation of the variation in performance at the individual service level and
comparison of performance between services over time is essential for both planning
health service delivery and action to support improvement at local, regional and state
levels.

Finally, what the data does demonstrate is the depth of workforce needed by all
services to assist in major lifestyle change. The high prevalence of smoking, obesity
diabetes and hypertension are consistent across services; for tobacco and at risk
alcohol use, much higher than the workloads faced by mainstream general practice in
Australia (16). This is vital information for prevention and planning of future service
delivery by the sector. Recent work on models of care(17, 18) may enable better
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modeling of the workforce required to manage both risk factors and chronic diseases.
To date, workforce provision has relied on inconsistent program funding, that does not
account for risk factor load.

An additional strength of the data is its immediacy and robustness - it is ‘live’, ‘real
world’ data for nearly 1 in 6 Aboriginal and Torres Strait Islanders in Queensland who
use these AICCHSSs,. There will be some patients using more than one service,
however this duplication is likely to have had a small impact given the data collected is
for whole service populations, not smaller manually audited samples. For QAIHC
monitoring this real time data can alert to emerging or early trends in risk factors and
chronic diseases. This is important in the context of the recent Close the Gap
investments and should in time, enable QAIHC to better support its workforce, including
for example the new Indigenous tobacco workforce(19).

Conclusion

Participating AMSs in Queensland are now able to systematically collect performance
data which demonstrates what they do in terms of patient access and delivery on key
care activity. The performance on some clinical best practice aspects of care is
remarkably consistent across the services despite their differing characteristics, and
appears to have improved significantly in recent years. Performance is currently
excellent for a number of indicators, but poor for others. The work demonstrates the role
the Community Control sector can play in using data to close the gap in Aboriginal and
Torres Strait Islander health - there is real value in further investing in CQIl programs
with these services. However it may be that greater gains could be made with efforts to
increase voluntary rather than mandated participation, as demonstrated by this work
amongst Aboriginal and Islander Community Controlled Health Services in Queensland.

References

1. Vos T, Barker B, Stanley L et al. Burden of disease and injury in the Aboriginal
and Torres Strait Islander peoples 2003: Centre for Burden of Disease and Cost-
Effectiveness School of Population Health, The University of Queensland.2007.

2. Department of Health & Ageing. Closing the Gap. Tackling Indigenous chronic
disease - The Australian Government’s Indigenous Chronic Disease Package.
Commonwealth of Australia.
2009(http://www.health.gov.au/internet/ctg/publishing.nsf/Content/home-1):Accessed
July 2012.

3. Panaretto K, Gardner KL, Button S et al. Closing the Gap in Indigenous health -
Uptake of a quality improvement program and health information system in Queensland.
Submitted. 2012.

4, National Health Performance Authority. National Health Reform. Performance
and accountability framework. Canberra:
http://nhpa.gov.au/internet/nhpa/publishing.nsf/Content/perfaccountframe-Ip2011.

5. Mannion R, Braithwaite J. Unintended consequences of performance
measurement in healthcare: 20 salutary lessons from the English National Health

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



©CoO~NOUTA,WNPE

BMJ Open Page 14 of 22

Service. Intern Med J. 2012 42(5):569-74.

6. Harris M. The role of primary health care in preventing the onset of chronic
disease, with a particular focus on the lifestyle risk factors of obesity, tobacco and
alcohol. Sydney: UNSW 2008.

7. Van den Hombergh P, Engels Y, van den Hoogen H, et al. Saying "goodbye” to
single handed practices; what do patients and staff lose or gain? Family Practice. 2005;
22:20-7.

8. Saultz J, Lochner J. Interpersonal continuity of care and care outcomes: a critical
review. Annals of Family Medicine. 2005;3:159-66.
9. Panaretto K, Coutts J, Johnson L, et al. Evaluating performance of and

organisational capacity to deliver brief interventions in Aboriginal and Torres Strait
Islander medical services. Aust N Z J Public Health. 2010; 34(1):38-44.

10.  Peiris DP, Patel AA, Cass A et al. Cardiovascular disease risk management for
Aboriginal and Torres Strait Islander peoples in primary health care settings: findings
from the Kanyini Audit. Med J Aust. 2009 Sep 21;191(6):304-9.

11.  Webster RJ, Heeley EL, Peiris DP et al. Gaps in cardiovascular disease risk
management in Australian general practice. Med J Aust. 2009 Sep 21;191(6):324-9.
12.  Australian Institute of Health and Welfare. Office of Aboriginal and Torres Strait
Islander Health Service development and activity reporting framework. Canberra:
AIHW2008

13.  Kehoe H, Lovett R. Aboriginal and Torres Strait Islander health assessments:
Barriers to improving uptake. Australian Family Physician. 2008;37(12):1033-38.

14.  Schierhout G, Brands J, Bailie R. Audit and Best Practice for Chronic Disease
Extension Project 2005-2009: Final Report. Melbourne: The Lowitja Institute2010.

15.  Australian Commission on Quality and Safety in Health Care. Draft national set of
practice-level indicators of safety and quality for primary health care.
[http://www.safetyandquality.gov.au/our-work/information-strategy/indicators/practice-
level-indicators-of-safety-and-quality-for-primary-health-care/] 2012 [cited 2012].

16.  Britt H, Miller G, Charles J et al. General practice activity in Australia 2000-01 to
2009-10: 10 year data tables. BEACH Bettering the Evaluation And Care of Health:
University of Sydney and the Australian Institute of Health and Welfare2010.

17.  Tilton E, Thomas D. Core functions of primary health care: a framework for the
Northern Territory Northern Territory Aboriginal Health Forum. 2011;Darwin.

18. Segal L, Leach M. An evidence-based health workforce model for primary and
community care. Implementation Science. 2011;6(93).

19. Department of Health & Ageing. Closing the Gap. Tackling Indigenous chronic
disease. National action to reduce Indigenous smoking rate. Commonwealth of
Australia. 2009(http://www.health.gov.au/internet/ctg/publishing.nsf/Content/national-
action-to-reduce-indigenous-smoking-rate):Accessed July 2012.

20. Vos T, Carter R, Barendregt J, et al. Assessing cost Effectiveness in Prevention
(ACE-Prevention): Final Report. Brisbane and Melbourne: University of Queensland and
Deakin University 2010.

21.  Royal Australian College of General Practitioners. Guidelines for preventative
activities in general practice. South Melbourne, Victoria: RACGP2009.

22. Diabetes Australia, Practitioners RACG. Diabetes management in general
practice 2009/2010 Melbourne, Victoria.

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



Page 15 of 22

©CoO~NOUTA,WNPE

BMJ Open

(http://www.diabetesaustralia.com.au/PageFiles/763/Diabetes%20Management%20in%
20GP%2009.pdf)

23. National Heart Foundation of Australia. Guide to management of hypertension
2008. Updated December 2010. .National Blood Pressure and Vascular Disease
Advisory Committee.
http://wwwheartfoundationorgau/SiteCollectionDocuments/A_Hypert_Guidelines2008_2
010Update_FINALpdf Accessed February 10, 2011. 2008;ISBN: 978-1-921226-85-4.
24.  Kidney Australia. Chronic Kidney Disease (CKD) Management in General
practice 2007. RACGP. 2007;South Melbourne,
Victoria(http://www.kidney.org.au/LinkClick.aspx?fileticket=SuVryq7s8wA=&tabid=635&
mid=1584. Accessed February 10, 2011.).

25. Safe Motherhood. Improve the quality of maternal health services. World Health
Organisation. 1998;Geneva, Switzerland.

26. World Health Organisation. Packages of Interventions for Family Planning, Safe
Abortion care, Maternal, Newborn and Child Health. Geneva2010.

27. Health and Hospitals Reform Commission. Beyond the Blame Game:
Accountability and performance benchmarks for the next Australian Health Care
Agreements: HHRC, Woden Canberra2008.

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



BMJ Open Page 16 of 22

Figure 1. Recording of key risk and clinical care data® in regular Aboriginal and Torres
Strait Islander adult patients attending participating health services in Qld in between
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February 2010 and February 2012.
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Figure 2. Prevalence of key health status determinants by recorded diagnosis in
13,630 regular Aboriginal and Torres Strait Islander adults attending 18 participating
health services in Queensland, April -September 2011.

100

50

60

% Patients
x_-u

20

15
o= o

T T T T T T T
Tobacco Use At risk Alcohol  BMI =25 Females BMI = Diabetes Hypertension eGFR < &80
Use 30 misfmin

Risk Factor

Note — Tobacco use is self reported daily smoking; at risk alcohol use is self reported ever daily alcohol
intake of greater than 2 drinks; BMI — Body Mass Index; eGFR — Glomerular Filtration Rate is extracted
from pathology results.
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Figure 3: Performance of health assessments and care planning for regular Aboriginal
and Torres Strait Islander patients, across 17 participating health services in
Queensland, April -September 2011.
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Figure 4. Management of regular Aboriginal and Torres Strait Islander adults with
diagnosed hypertension attending participating health services in Qld between February
2010 and February 2012.
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Table 1: Patient numbers for each time point with recorded visits at Participating
queenland AICCHS with medical clinics

June 2010 | October 2010 | June 2011 | September 2011 February 2012

Aggregated data (95%Cls)
No services 9 13 13 18 14
All Patients” 38167 27783 42923 78043 75309
All Aboriginal and Islander 27369 19793 28270 53241 55441
patients
Recent patients" 21217 22253 25687 32942 31310
Recent Aboriginal and 15257 15241 17851 23980 24317
Islander Patients
Regular Aboriginal and 12938 13136 15433 19727 19948
Islander patients

Regular Adult Aboriginal
and Islander Patients only
All Adults 5444 9021 9371 13630 12325
Current tobacco users 2315 3936 4090 5818 5296
Type 2 Diabetes Mellitus 830 1548 1475 2489 2255
Hypertension 1237 2241 2084 3336 3097
N (alcohol)* 9 13 12 15 11

# Includes Non-Indigenous patients with Aboriginal, Torres Strait Islander Patients
*N (alcohol) — number of services that submitted alcohol related data, relevant to Figures 1,2.
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Table 2:
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Possible explanatory factors for inter-service variation

1. Clinical activities vs EPC items:

14 o 1 person activity vs coordinated team activity
18 2. Inter-service variation

21 o SEIFA, Community size and % Indigenous people in catchment
23 o ICAC or SAT scores ? available

o Staffing/workforce

28 = SMO

30 = turnover

32 * No docs/patients — workload per doc

o Use data platforms

37 = CAT usage

39 = APCC portal usage

41 = PDSAs

44 o CQl program/collaborative

o Incentives:
51 =  Staff — doc flat salaries or incentives
53 = Patients

55 = Staff and patients
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Abstract

Objective: To evaluate clinical health care performance in Aboriginal Medical Services
in Queensland and to consider future directions in supporting improvement through
measurement, target setting and standards development.

Design: Longitudinal study assessing baseline performance and improvements in
service delivery, clinical care and selected outcomes against key performance
indicators 2009-2010.

Setting: 27 Aboriginal and Islander Community Controlled Health Services (AICCHS) in
Queensland, who are members of the Queensland Aboriginal and Islander Health
Council (QAIHC).

Participants: The 22 AICCHS with medical clinics.

Intervention: Implementation and use of an electronic clinical information system that
integrates with electronic health records supported by the QAIHC quality improvement
program - the Close the Gap (CTG) Collaborative.

Main Outcome Measures: Proportion of patients with current recording of key health
care activities and the prevalence of risk factors and chronic disease.

Results: Aggregated performance was high on a number of key risk factors and health
care activities including assessment of tobacco use and management of hypertension
but low for others. Performance between services showed greatest variation for care
planning and health check activity.

Conclusion: Data collected by the QAIHC health information system highlights the risk
factor workload facing AICCHS in Queensland, demonstrating the need for ongoing
support and workforce planning. Development of targets and weighting models is
necessary to enable robust between-service comparisons of performance, which has
implications for health reform initiatives in Australia. The limited information available
suggests that although performance on key activities in the AICCHS sector, has
potential for improvement in some areas, it is nonetheless at a higher level than for
mainstream providers.

Implications: The work demonstrates the role that the Community Controlled sector
can play in closing the gap in Aboriginal and Torres Strait Islander health by leading the
use of clinical data to record and assess quality of services and health outcome.

Key words: Indigenous, health care performance, indicators, quality improvement,
community control
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Introduction

The burden of morbidity, chronic disease and injury remains high in Aboriginal and
Torres Strait Islander people in Australia, with Indigenous males and females having
shorter lives than their non-Indigenous peers, by 11.5 and 9.7 years respectively (1).
Chronic diseases, particularly diabetes, cardiovascular and renal disease, contribute
significantly to this increased morbidity, beginning some 10 years earlier and at 2-5
times the rate of that experienced by other Australians. The Australian Government has
made a significant commitment to reducing this disadvantage with its ‘Closing the Gap’
reform, investing in programs to incentivize better identification, increase access to
primary health care, reduce the cost of medicines and establish a workforce to tackle
tobacco use and obesity. Central to the reforms are targets for closing the life
expectancy gap within a generation and halving mortality rates for children under 5
years of age within a decade (2, 3). While education, housing and employment are
significant contributors to this health disparity, the role of primary health care services,
whether Aboriginal and Islander Community Controlled Health Services (AICCHSSs),
community health services or general practices, is also important and a significant
component of the effort to close the gap.

The Queensland Aboriginal and Islander Health Council (QAIHC) has been leading the
development of the first Indigenous community controlled Heath Information System
(HIS) designed to build capacity in AICCHSs for the ongoing analysis, monitoring and
reporting of clinical health data in Queensland (4). The HIS comprises a set of
performance indicators, seamless integration with service Electronic Medical Records
(EMR), and a web based portal which together forms the measurement platform for the
QAIHC quality improvement program, the Close the Gap (CtG) Collaborative that drives
organisational change.

This work has been progressing in an environment that is moving toward a national key
performance indicator (nKPI) reporting process, auspiced by the Council of Australian
Governments’ COAG (3). A subset of AICCHs began reporting nKPI data to the
Australian Institute of Health and Welfare (AIHW) in Feb 2012, with a plan to mandate
reporting biannually from June 2013 for all AICCHSs (over 150). The advent of the
National Health Performance Authority (NPHA) in the context of the ongoing health
reform agenda and release of the NPHA Performance and Accountability Framework
suggests that efforts to capture and measure national health performance data are
gathering pace and may soon involve the broader primary health care sector in
Australia (5).

These new reforms need careful evaluation. The change in policy direction has
occurred in a historical context in which the collection of data and information at the
Aboriginal and Torres Strait Islander primary health care service level has been in place
for many years and driven by accountability requirements based primarily in service
activity reporting (6). Currently Aboriginal and Islander Community Controlled Health
Services (AICCHSSs) contend with multiple program specific reporting frameworks, each
with their attendant indicator sets. As well as being overly burdensome (7), data
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collection for these reporting processes has not been seamless, and does not support
the appropriate aggregation or timeliness of feedback required for quality improvement
and planning purposes at the service level. As a consequence, this reporting has not
adequately supported individual AICCHSSs to assess the clinical care their health teams
deliver, engage in useful quality improvement, plan for the future or demonstrate the
effectiveness of AICCHSSs individually or as a sector.

In this paper we present data from the first 2 years of the QAIHC CtG collaborative
program (2009-2010) to examine improvements in the delivery of clinical care against
key performance indicators. Consideration is given to target setting for clinical care
activities for Aboriginal primary health care clinics based on the findings.

Methods
Setting

Queensland (QId) has a large Indigenous population of 146,000 Aboriginal and Torres
Strait Islander persons. This represents 3.6% of total Qld population and 28.3% of the
national Aboriginal and Torres Strait Islander population(8).

QAIHC supports 27 member AICCHSs across Queensland to deliver comprehensive,
primary health care to their communities. These organisations receive a mix of funding
from the commonwealth and state governments and additionally bill Medicare,
Australia’s national health insurance scheme, for services delivered by their clinical care
teams. The services have community elected boards, leading the delivery of
multidisciplinary comprehensive primary health care.

Indicator set development and implementation

QAIHC has a small Data Management Unit, within its Preventative Health Unit, which
has led the implementation of the health information strategy, manages the data and
leads the attendant quality improvement program for the 22 services with medical
clinics. In 2007-08, an expert panel, working with the QAIHC Centre of Research
Excellence (CRE) in Cardiovascular Disease, developed a set of indicators, the ‘QAIHC
Core Indicators’, which provide an overview of quality of care delivered by the medical
clinics, the health status of the service patient populations in our sector, workload,
patient access and workforce(9) (Table 1). The AICCHSs have been integrally involved
in the work from the start in both advisory, testing and participatory capacities and
provide members to a continuing, advisory lead clinician (LCG) group. Data definitions
were established in the CRE work. The indicators are reviewed annually by the LCG.

Study design, data collection and analysis:

Eighteen of twenty two AICCHS regularly submit data to the QAIHC repository on the
25 ‘QAIHC Core Indicators’; 4 services have newly established medical clinics who will
begin submitting data in 2013. Participating services send aggregated whole of service
data on the first Wednesday of every month to the data repository via automated

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



©CoO~NOUTA,WNPE

BMJ Open Page 6 of 45

extraction from the service clinical EMRs using the Pen Computer Systems Clinical
Audit tool (Pen CAT). No assessment of individual patient data is undertaken. The
data is fed back to services through the Australian Primary Care Collaborative (APCC)
webportal, via the QAIHC ‘pages’ and a copy is left on the services’ servers.

This study presents longitudinal and time point data for selected indicators for 18
participating AICCHS. The study data have been collated from data extracted by the
QAIHC Core Indicator report in the Pen CAT tool. The data collection thus represents a
‘live’ whole of service patient snapshot. That is the data is extracted for all patients on
the EMR and the indicators are reported for 3 user groups: all patients, recent patients
and regular patients stratified by ethnicity. The patient group numbers vary from month
to month, as does the number of services submitting data. The data is derived from
daily delivery of clinical care — there are no patient sub groups defined by having a
completed health check for example, inclusion is defined by attendance for care at the
clinic. Table 2 presents a snapshot of the denominators for the various sub groups of a
service’s users at each time point. In the aggregated data section of Table 2 each row,
SO each patient group, is a subset of the previous. In the EMR disease register section
the numbers represent a subset of the regular adult Aboriginal and Islander Patients.
The data in all the figures is for the regular Aboriginal and Torres Strait Islander
patients.

Data for this study were collated using simple descriptive statistics — proportions and 95
% Confidence Intervals (95% ClIs) or medians and interquartile ranges (IQR) using
SPSS Version 19.

Definitions: Patients are asked about ethnicity, self identification and are recorded as
Aboriginal, Torres Strait Islander or both in health service EMRs. A recent patient is a
patient with 1 recorded clinical visit in the 6 months prior to the date of data extraction. A
regular patient is a patient who has made 3 visits to the service in the 2 years AND at
least 1 visit in the 6 months prior to the date of data extraction. An adult is a person
aged 15 years or older. A current health check or assessment is defined as a billed
Medical Benefits Schedule (MBS) Item number 715 in the 24 months prior to the date of
the data extraction. A current General Practitioner Management Plan (GPMP) is defined
as an eligible patient having a billed MBS Item number 721 in the 12 months prior to the
date of the data extraction.

Privacy, confidentiality and community processes:

The quality improvement program and implementation of the health information system
has been fully supported by the member elected QAIHC Board and member services.
Participation is voluntary. All participating services have Australian General Practice
Accreditation and patients are advised of ongoing quality assurance activity in the
services. The work has been supported by funding from the Office of Aboriginal and
Torres Strait Islander Health, Department of Health and Ageing.
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QAIHC has data management agreements in place with all participating member
services and its partners. All participating services have standard agreements with the
Improvement Foundation. All data are held securely at QAIHC in a password protected
data repository. A copy of the data extraction is retained by the AICCHS. The services
are coded and de-identified. All presentation of data outside of a service is de-
identified.

Results

Characteristics of patients

From October 2009 to February 2012, the number of participating AICCHSs with
medical clinics sending monthly data for the QAIHC Core Indicators increased from 6 to
18. The total number of patients seen by these clinics for a documented visit in the 2
years prior to the date of data extraction, increased from 38,167 to 75,309 (June 2010
to February 2012), Table 2.

By September 2011, a total of 32,942 recent patients, with a median of 1628 (IQR 1106,
2226) per service, had been seen by the 18 clinics for medical care in the 6 months
prior — from April 1 to September 30, 2011. Of these patients, 23,980 (72.8%) identified
as Aboriginal or Torres Strait Islander and of these 19,727 (82.3%, median 0.64 IQR
0.49-0.77 per clinic) were regular Aboriginal or Torres Strait Islander patients.

Risk factor management

The aggregated performance of participating services was consistent on the recording
of a number of key risk factors and health care activities (for example tobacco use,
blood pressure) but poor for others (waist measurement), with some improvement over
time (Figure 1).

In October 2011, the recording of key risk factor data in the electronic medical record,
as a proportion (95% Cls) of aggregated regular adults patients who had attended the
services in the previous 6 months, was as follows: for tobacco use 92.1% (79.5, 95.5),
alcohol use 66.2% (55.3, 83.7), BMI 73.9% (60.6, 79.9), HBA1C 73.8% (62.8, 85.8),
waist circumference 19.8% (6.8, 30.1), blood pressure 86.0% (79.8, 88.3), eGFR 26.8%
(23.3, 40.9), demonstrating consistent performance across the 18 participant services.

Setting a standard of 80% completion as acceptable for recording of key clinical data,
for tobacco use, 14/18 services met this target; for Body Mass Index (BMI) recording
only 4/18 services met the target but if the standard was lowered to 70%, 12/18 services
would then have met the target. For checking of blood pressure 14/18 services met the
80% standard with the lowest completion for this care activity being 66%. Other
indicators where performance is consistently low includes the recording of physical
activity levels and waist circumference.

Health assessments
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The aggregated performance of participating services for health assessment increased
over time (Figure 3). In October 2011, 8697 (44.1% - 43.4, 44.8) of regular patients had
a current health assessment.

Hypertension management

Management of hypertension and performance for coronary heart disease care plans is
shown in Figure 3 using aggregated data between June 2010 and February 2012. In
October 2011, hypertension was identified in a total of 3097 (25.1%) regular Indigenous
patients, with a range in prevalence of 16-35% across the 18 services. The care
delivered for hypertension was universally good. For patients with diagnosed
hypertension, 86% (79.8, 88.3) of these patients had their BP checked within 12 months
of the report date and 81.2% (72.4, 85.3) had been prescribed an Angiotensin
Converting Enzyme (ACE) inhibitors or Angiotensin Il receptor blockers. Of 1079
patients with Chronic Heart Disease, 24.8% (10.9, 45.1) had a current GP management
plan (GPMP, Medicare ltem 721) in place.

Diabetes management

Figure 4 shows aggregated data for the care of patients with Diabetes Mellitus type 2.
The completion of HBA1C testing in all diagnosed diabetics across the sites decreased
across time, as did care planning and the proportion of well controlled patients - those
with a HBA1C <7%. The number of regular adult Aboriginal and Torres Strait Islander
patients diagnosed with this disease rose across time to 2489/13,630 (18.3% - 17.7, 19)
in October 2011. For these patients, 1791 (72.0% — 70.2,73.8) had their HBA1C
checked within the past 6 months, 523 (29.2% — 27.1, 31.3) had a HBA1C of less than
7% and 808 (32.5% - 30.7,31.3) had a current GP management plan in place.

Variation between services

The prevalence of key risk factors or chronic diseases varies across services with the
variation being greatest for at risk alcohol use across the 18 participating clinics in
October 2011, (Figure 5). Variation in clinical team performance between services was
greatest for care planning and health check activity (Figure 6).

Discussion

Participating health services in Queensland are now able to systematically collect data
which enables them to monitor performance, access and workloads. This is a
significant advance. These AICCHSs are completing a number of key clinical care
activities in more than 80% of their regular patients. Completion of comprehensive
health checks or assessments has increased over the past 2 years, in part driving
increased identification of patients with diabetes and hypertension. This suggests health
system performance in these services has improved which should translate to improved
health outcome.
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The data indicate that performance on clinical best practice aspects of care is
remarkably consistent across the services despite their differing characteristics, with
screening gaps of 15-30%. Blood pressure was recorded for over 85% of all adult
patients seen, similarly recording of tobacco use, with alcohol use recorded in at least
70% of patients over the 2 year period. Conversely waist circumference is recorded in 1
in 6 women only despite the data showing 1 in 2 women have a BMI of over 30 and
recording of renal function is low. These differences in performance are not likely to
reflect improvements in data entry alone and may reflect the nature of the clinical
activities themselves. Although each can be conducted by individual clinicians which
might be expected to increase the likelihood of change, impacting factors vary reflecting
confronting clinical tasks, knowledge of best practice guidelines and limitations of
electronic medical records. Consequently interventions to improve performance will vary
for each indicator and may include the need to educate patients about the value of such
interventions, to increase demand and clinician confidence in delivery. These data may
be useful in setting targets in future, however it could be argued mandated monitoring of
performance should not be introduced until all levers in care delivery systems are
harnessed.

In contrast, the performance on the care planning and biannual health assessment
activity, the capture of which is dependent on billing, and the delivery on well
coordinated teamwork, shows more variation. While the completion of comprehensive
health assessments rose over the 2 years to 50% or better in all age groups, care
planning may not have kept pace with the increased identification of people with
hypertension and diabetes. Many factors are known to influence the provision of
preventative care in primary health care settings including practice size, available
workforce, competing time pressures for both staff and patients, limited referral options,
lack of supportive organizational infrastructure, lack of incentives and training (10-12).
Many of these factors are relevant to AICCHSSs, difficult to quantify and are likely to
partly explain variation between practices in performance data. Thus interventions to
improve performance here may require service level strategies for strengthening
administration and reviewing workflows together with policy changes to support
teamwork through articulation of roles and changed scope of practice to facilitate the
delivery of collaborative team care.

Since initial work in 2007(13), these data suggest some improvement over the past 4
years. The screening and prescribing gaps for risk factors and hypertension, are also
consistent with published data from research projects in both the Aboriginal setting and
mainstream general practice (14, 15). It is difficult to compare across sectors, states
and with recent data - however the delivery of health checks by these AICCHS
compares favorably with that of services participating in the Healthy for Life (HFL)
program (16) as well as with those in mainstream general practice (17). In 2007, 19
services participating in the HFL program reported on care planning - 419 of 3,415 (12
%) regular Indigenous adult clients with Type Il diabetes had a current GP management
plan (GPMP), compared with 34% for these QAIHC services; similarly, 165 of 1,546
(10.7%) Indigenous adults with coronary heart disease had a current GPMP compared
with 24.8% in this study. Work in the Australian Capital Territory, found 156 adult Health

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



©CoO~NOUTA,WNPE

BMJ Open Page 10 of 45

Assessments were conducted between 2004—-2008 by all primary health care services,
a coverage of 7% of the eligible population (17) compared with 42% in this study,
suggesting the AICCHSs sector may be outperforming mainstream general practice in
the care of Aboriginal and Torres Strait Islander patients. The challenge is to now
sustain this system, to continue to act on such data, which is predicated on having the
appropriate time and resources in our peak bodies to support the Aboriginal and
Islander health services.

Currently there are no well considered standards for performance or weighting models
to enable comparison between services and sectors, in Australian primary health care.
Measurement and data collection inevitably leads to comparison and interpretation
despite the impact of the multitude of factors in the service environment that may
influence change, the ever changing data denominators and lack of controlled rigor in
the data collection. Unlike pay for performance systems in which participation is
mandated and gaming of results is not uncommon (18), this system has evolved in a
safe environment where questions about what the data means and comparison of
organizations can be given due consideration in a complex context both at the service
and state levels. However, supporting robust comparison of services cannot be done
without consideration of the variety of factors that impact on performance data at the
service level. Any efforts to publish or reward performance must be accompanied by
the development of appropriate measures that prevent unfair comparisons between
services which operate in very different contexts. Models need to encompass factors
that could be expected to drive significant variation between these primary health care
services - size, location, funding base, staffing composition, demographic and
socioeconomic base. There are a number of additional factors that might also be
considered particularly in interpreting performance for care planning and heath checks
(Table 3). Given this context a pay for performance system may be a blunt, inequitable
instrument for driving improvement in Aboriginal primary health care, where state
affiliates such as QAIHC are better placed to support services in their efforts to improve
planning and quality of the health care they deliver.

These observations are important in the context of the evolving National Health
Performance Authority which has recently released some potential indicators for the
primary health care sector. A number are similar to those presented here — for example
those related to care planning(19). Experience from the UK suggests the need for
caution to avoid a number of adverse consequences when payment is linked to
performance. Particularly relevant to a scaled up national system, similar to the system
QAIHC has implemented, are concerns that were clearly outlined in a recent paper, and
which include measurement fixation, tunnel vision, quantification privileging, increasing
inequity and politicization of performance(18). Sensitive, careful interpretation of the
variation in performance at the individual service level and comparison of performance
between services over time is essential for both planning health service delivery and
action to support improvement at local, regional and state levels.

Finally, what the data also demonstrates is the depth of workforce needed by all
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services to assist in major lifestyle change. The high prevalence of smoking, obesity
diabetes and hypertension are consistent across services; for tobacco and at risk
alcohol use, much higher than the workloads faced by mainstream general practice in
Australia (20). This is vital information for prevention and planning of future service
delivery by the sector.

An additional strength of the data is its immediacy and robustness - it is ‘live’, ‘real
world’ data for nearly 1 in 6 Aboriginal and Torres Strait Islanders in Queensland who
use these AICCHSSs. There will be some patients using more than one service, however
this duplication is likely to have had a small impact given the data collected is for whole
service populations, not smaller manually audited samples. For QAIHC monitoring this
real time data can alert to emerging or early trends in risk factors and chronic diseases.
This is important in the context of the recent Close the Gap investments and should in
time, enable QAIHC to better support its workforce, including the new Indigenous
tobacco workforce(21).

Conclusion

Participating AMSs in Queensland are now able to systematically collect performance
data which demonstrates what they do in terms of patient access and delivery on key
care activity. The performance on some clinical best practice aspects of care is
remarkably consistent across the services despite their differing characteristics, and
appears to have improved in recent years. The limited information available, suggest
that performance in the AICCHS sector on some key care activities is at a higher level
than for mainstream general practice providers. Performance is consistently higher for
single clinician care activities such as blood pressure measurement across all services
than for team based activities, where there is much greater variation in the completion
of health checks and care plans.

Setting targets to support improvement needs careful consideration of the factors
underlying different clinical activities and it is conceivable that many of these will be
related to circumstances beyond the immediate control of the health service such as
remoteness and disadvantage. The work demonstrates the role the Community Control
sector can play in using data to close the gap in Aboriginal and Torres Strait Islander
health - there is real value in further investing in CQI programs with these services.
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Figure legends:

Figure 1. Recording of key risk and clinical care data” - The proportion of regular
Aboriginal and Torres Strait Islander adult patients”, with care activity recorded,
attending participating health services in Qld in between February 2010 and February
2012.

Figure 2. Proportion of regular Aboriginal and Torres Strait Islander adults with a
current health assessments* by age group attending participating health services in Qld
between February 2010 and February 2012.

Figure 3. Management of regular Aboriginal and Torres Strait Islander adults with
diagnosed hypertension”attending participating health services in Qld between February
2010 and February 2012 — proportion of patients with recorded care activity.

Figure 4. Management of regular Aboriginal and Torres Strait Islander adults with
diagnosed Diabetes Mellitus Type 2* attending participating health services in Qld
between February 2010 and February 2012 - — proportion of patients with recorded
care activity..

Figure 5. Prevalence of key health status determinants by recorded diagnosis in
13,630 regular Aboriginal and Torres Strait Islander adults attending 18 participating
health services in Queensland, April -September 2011.

Figure 6: Performance of health assessments and care planning for regular Aboriginal
and Torres Strait Islander patients, across 17 participating health services in
Queensland, April -September 2011.
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Table1. The 25 QAIHC Core Indicators developed by expert review and consensus in 2007-8 for
implementation in the Aboriginal and Islander Community Control Health Services in Queensland

Domain Why and Evidence What - Indicator
Workload and Planning and » Numbers patients seen in clinic: adults
access monitoring service and children
capacity (overall)(16) > Proportion Indigenous patients
» Episodes of care: by staff categories
Health Planning and » Smoking prevalence
determinants, monitoring service > Prevalence of at risk alcohol
risk loads, capacity (health consumption ' _
prevention promotion/allied i Erev?lefncr? of O‘I’e”"t’_e'_?ht/ObeS'ty
health/BI capacity) evel of pnysical activity -
Monitor progress in risk > I;I;zltr;rci;ggcks. adults and kids — 4
load reduction(2, 14, J
22)
Chronic disease | Monitor workloads » Number of Diabetics and prevalence in
care Monitor quality of care service population
delivered(14, 23-26) > Dliabetic clients on GP management
plan
» Glycaemic control: HbA1c completion
and values
» CHD clients on GP management plan
» BP: Checking BPs all adults,
prevalence hypertension
» BP: Management of hypertension —
checking BP and medication use
> Risk of renal disease: eGFR, ACR —
completion and renal function status
MCH Monitor workloads » Antenatal care access: number
Monitor quality of care pregnant women gave birth
delivered (27, 28) » Timing of antenatal care
» Adequate Antenatal Care
» Proportion of low and high birth weight
babies
» Proportion of preterm/term births
» Under and over weight children
Workforce Planning and > Accreditation
monitoring service » % Aboriginal and Islander Staff
capacity (overall)(29) > Student placements
» FTE Vacant Positions
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Table 2: Aggragated patient numbers for each time point with recorded visits at
participating Queenland AICCHS with medical clinics

September

June 2010 | October 2010 June 2011 2011 | February 2012
Aggregated data n n n n n
(95%Cls)
All Patients” 38167 27783 42923 78043 75309
All Aboriginal and 27369 19793 28270 53241 55441
Islander patients
Recent patients" 21217 22253 25687 32942 31310
Recent Aboriginal and 15257 15241 17851 23980 24317
Islander Patients
Regular Aboriginal and 12938 13136 15433 19727 19948
Islander patients
Regular Aboriginal and 5444 9021 9371 13630 12325
Islander adults
EMR disease registers:
Regular Aboriginal and n (%) n (%) n (%) n (%) n (%)
Islander Adults
Current tobacco users’ 2315 (49..4) 3936 (51.6) 4090 (48.6) 5818 (49.3) 5296 (48.4)
Type 2 Diabetes Mellitus 830 (15.2) 1548 (17.2) 1475 (15.7) 2489 (18.2) 2255 (18.2)
Hypertension 1237 (22.7) 2241 (24.8) 2084 (22.2) 3336 (24.4) 3097 (25.1)
Coronary Heart Disease 347 (6.4) 663 (7.3) 673 (7.2) 1037 (7.6) 916 (7.4)
No services 9 13 13 18 14

EMR - Electronic Medical Record; disease registers are those adults with that coded recorded diagnosis

in the medical history section of the EMR.

#All: Includes Non-Indigenous, Aboriginal, Torres Strait Islander or both Aboriginal and Torres Strait

Islander Patients

Disease registers: These numbers (numerators) represent a subset of the Regular Adult Aboriginal and
Islander Patients (denominator)* Proportion of tobacco users is a proportion of those adults for whom
tobacco use status was recorded
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Table 3:

Possible explanatory factors for inter-service variation

1. Clinical activities vs EPC items:
o 1 person activity vs team activity

2. Inter-service variation
o SEIFA, Community size and % Indigenous people in catchment
o ICAC or SAT scores ? available
o Staffing/workforce
= Senior Medical Officer
= turnover
= Ratio of doctors to patients — workload per clinician
o Use data platforms
= Pen CAT usage or similar
= APCC portal usage
= Use of Plan Do Study Act cycles
o CQl program/collaborative

o Incentives:
= Staff — flat salaries or incentives
= Patients
= Staff and patients
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11 Objective: To evaluate clinical health care performance in Aboriginal Medical Services

12 in Queensland and to consider future directions in supporting ongoing improvement

13 through measurement, target setting and standards development.

E' Design: Longitudinal study assessing baseline performance and improvements in

16 service delivery, clinical care and selected outcomes against key performance

17 indicators in Queensland Aboriginal Community Controlled Health Services 2009-2010.

18 Setting: The 27 Queensland Aboriginal and Islander Community Controlled Health

19 Services (AICCHS) in Queensland, who are members of the Queensland Aboriginal and

32 Islander Health Council (QAIHC).

22 Participants: The 22 AICCHS with medical clinics in Queensland

23

24 Intervention: Implementation and use of an electronic clinical information system that

25 integrates with electronic health records supported by the QAIHC quality improvement

26 program - the Close the Gap (CTG) Collaborative.

27

28 Main Outcome Measures: Proportion of patients with current recording of key health

29 care activities and the prevalence of risk factors and chronic disease.

32 Results: Aggregated performance efparticipating-services-was high execellent on a

32 number of key risk factors and health care activities sueh-as_including -assessment of

33 tobacco user-_and management of hypertension and-semebut -aspects-of diabetes

34 core—meweveribwaspeerow for others seme—whileetherschowed rmeasurable
improvement-overtime. Performance between services showed greatest variation for

gg care planning and health check activity.

37 Conclusion: Fhe-Ddata collected by the QAIHC health information system highlights

gg the risk factor workload facing AICCHS in Queenslandﬁeerfermaneeqsgeedﬂagamst

40 aeress%rmeier—ether—e demonstratlng the need for ongorng support and workforce

41 planning. Development of standards targets and weighting models is necessary to

42 enable robust between-service comparisons of performance, which has implications for

43 health reform initiatives in Australia. The limited information available suggests that

44 although performance on key care activities in the AICCHS sector has_potential for

45 improvement in some areas, it is nonetheless at a higher level than for mainstream

46 providers.

j; Implications: The work demonstrates the role that the Community Controlled sector

49 can play in closing the gap in Aboriginal and Torres Strait Islander health by leading the

50 use of clinical data to record tangible gains in both the quality of health services

51 delivered and health outcome
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Introduction

The burden of morbidity, chronic disease and injury remains high in Aboriginal and
Torres Strait Islander people in Australia, with Indigenous males and females having
shorter lives than their non-Indigenous peers, by 11.5 and 9.7 years respectively (1).
Chronic diseases, particularly diabetes, cardiovascular and renal disease, contribute
significantly to this increased morbidity, beginning some 10 years earlier and at 2-5
times the rate of that experienced by other Australians. The Australian Government has
made a significant commitment to reducing this disadvantage with its ‘Closing the Gap’
reform,_investing in programs to incentivize better identification, increase access to
primary health care, reduce the cost of medicines and establish a workforce to tackle
tobacco use and obesity. Central to the reforms are setting targets for closing the life
expectancy gap within a generation and halving mortality rates for children under 5
years of age within a decade(2, 3). While education, housing and employment are
significant contributors to this health disparity, the role of primary health care services,
whether Aboriginal and Islander Community Controlled Health Services (AICCHSSs),
community health services or general practices, is also important and a significant
component of the effort to close the gap.

The Queensland Aboriginal and Islander Health Council (QAIHC) has been leading the
development of the first Indigenous community controlled Heath Information System
(HIS) designed to build capacity in AICCHS for the ongoing analysis, monitoring and

reporting of clinical health datain Queensland(4) SRS snsssde Cussnsland e O

The HIS comprlses a set of performance |nd|cators, seemless integration with service
Electronic Medical Records (EMR), and a web based portals which together forms the
measurement platform for the QAIHC quality improvement program, the Close the Gap
(CtG) Collaborative that drives organisational change.

This work has been progressing in an environment that is moving toward a national key
performance indicator (nKPI) reporting process, auspiced by the Council of Australian
Governments’ COAG(3). A subset of AICCHs began reporting nKPI data to the
Australian Institute of Health and Welfare (AIHW) in Feb 2012, with a plan to mandate
reporting biannually from June 2013 for all AICCHSs (over 150). The advent of the
National Health Performance Authority (NPHA) in the context of the ongoing health
reform agenda and release of the NPHA Performance and Accountability Framework
suggests that efforts to capture and measure national health performance data are
gathering pace and may soon involve the broader primary health care sector in

Australia_-through-the-Medicare-Locals(5).
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with their attendant indicator sets. As well as being overly burdensome (7), data __ - { Formatted: Font color: Red

collection for these reporting processes has not been seamless, and does not support = { Formatted: Font color: Red

the appropriate aggregation or timeliness of feedback required for quality improvement - { ormatted: Font color: Red, Highiight

and planning purposes at the service level. As a consequence, this reporting has not \\{Formatted: Font color: Red

A

adequately supported individual AICCHSSs to assess the clinical care their health teams
deliver, engage in useful quality improvement, plan for the future or demonstrate the
effectiveness of AICCHSs individually or as a sector.

In this paper we present data from the first 2 years of the QAIHC_CtG collaborative

program (2009-2010) to examine improvements in service-the delivery of; clinical care
and-selected-outcomes-against key performance indicators: We-reflect-on-what-the

Consideration is given to target setting for clinical care activities for Aboriginal primary
health care clinics based on the findings.

Methods

Setting

Queensland (Qld) has a large Indigenous population of 146,000 Aboriginal and Torres
Strait Islander persons. This represents 3.6% of total Qld population and 28.3% of the
national Aboriginal and Torres Strait Islander population(8).

QAIHC supports 27 member AICCHSs across Queensland to deliver comprehensive,
primary health care to their communities. These organisations receive a mix of funding
from the commonwealth and state governments and additionally bill Medicare,
Australia’s national health insurance scheme, for services delivered by their clinical care
teams. The services have community elected boards, leading the delivery of
multidisciplinary comprehensive primary health care.

Indicator set development and implementation

QAIHC has a small Data Management Unit, within its Preventative Health Unit, which
has led the implementation of the health information strategy, manages the data and
leads the attendant quality improvement program. In 2007-08, an expert panel, working
with the QAIHC Centre of Research Excellence (CRE) in Cardiovascular Disease,
developed a set of indicators, the ‘QAIHC Core Indicators’, which provide an overview
of quality of care delivered by the medical clinics, the health status of the service patient
populations in our sector, workload, patient access and workforce (9) (-Table 1). The
AICHSSs have been integrally involved in the work from the start in both advisory, testing
and participatory capacities and provide members to a continuing, advisory lead
clinician (LCG) group. Data definitions were established in the CRE work. The indicators
are reviewed annually by the LCG.
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Study design, data collection and analysis:

Eighteen of twenty two AICCHS regularly submit data to the QAIHC repository on the
25 *QAIHC Core Indicators’; 4 serwces have newly establlshed medlcal clinics who will
begln submlttlng data in 2013

aggregated whole of service data on the first Wednesday of every month to the data
repository via automated extraction from the service clinical Hsystems-EMRSs using the

Pen Computer Systems CI|n|caI Audit tool (Pen CAT) fomellocoreidinedato o

; ; -No
assessment of individual patient data is undertaken. The data is fed back to services
through the Australian Primary Care Collaborative (APCC) webportal, via the QAIHC
‘pages’ and a copy is left on the services’ servers.

This study presents longitudinal and time point data for selected indicators for 18 -

participating AICCHS. Fhe-data-include-process-measures{indicatorsforrecording-of

lorelialenlenecatbiiico andrielomalom ond b e ool ofoe ontne MOCC D cotion!
population—The study data have been collated from data extracted by the QAIHC Core
Indicator report in the Pen CAT tool. The data collection thus represents a ‘live’ whole of
service patient snapshot. That is the data is extracted for all patients on the EMR and
the indicators are reported for 3 user groups: all patients, recent patients and regular
patients stratified by ethnicity. The patient group -numbers vary from month to month, as
does the number of services submitting data. The data is derived from daily delivery of
clinical care — there are no patient sub groups defined by having a completed health
check for example, inclusion is defined by attendance for care at the clinic. Table 2
presents a snapshot of the denominators for the various sub groups of a service’s users
at each time point. In the aggregated data section of Table 2 each row, so each patient
group, is a subset of the previous. In the EMR disease register section the numbers
represent a subset of the reqular adult Aboriginal and Islander Patients. Theis data_in

all the figures is for all the regular Aboriginal and Torres Strait Islander regular patients.
L T

Data for this study were collated using simple descriptive statistics — proportions and 95
% Confidence Intervals (95% Cls) or medians and interquartile ranges (IQR) using
SPSS Version 19.

Definitions: Patients are asked about ethnicity, self identification and are recorded as
Aboriginal, Torres Strait Islander or both in health service EMRs. A recent patient is a
patient with 1 recorded clinical visit in the 6 months prior to the date of data extraction. A
regular patient is a patient who has made 3 visits to the service in the 2 years AND at
least 1 visit in the 6 months {(+-within-6-menths) prior to the date of data extraction. An
adult is a person aged 15 years or older. A current health check or assessment is
defined as a billed Medical Benefits Schedule (MBS) Item number 715 in the 24 months

prior to the date of the data extraction. A current General Practitioner Management Plan

Formatted: No widow/orphan control, Don't
adjust space between Latin and Asian text,
Don't adjust space between Asian text and
numbers

- { Formatted: Font: 12 pt

_ - { Formatted: Font color: Red

o { Formatted: Font color: Red

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



©CoO~NOUTA,WNPE

BMJ Open

(GPMP) is defined as an eligible patient having a billed MBS Item number 721 in the 12
months prior to the date of the data extraction.

Ethies-Privacy, confidentiality and community processes:

The quality improvement program and implementation of the health information system
has been fully supported by the member elected QAIHC Board and member services.
Participation is voluntary. All participating services have Australian General Practice
Accreditation and patients are advised of ongoing quality assurance activity in the
services. The work has been supported by funding from the Office of Aboriginal and
Torres Strait Islander Health, Department of Health and Ageing.

QAIHC has data management agreements in place with all participating member
services and its partners. All participating services have standard agreements with the
Improvement Foundation. All data are held securely at QAIHC in a password protected
data repository. A copy of the data extraction is retained by the AICCHS. The services
are coded and de-identified. All presentation of data outside of a service is de-
identified.

Results

Characteristics of patients

From October 2009 to February 2012, the number of participating AICCHSs with
medical clinics sending monthly data for the QAIHC Core Indicators increased from 6 to
18. The total number of patients seen by these clinics for a documented visit in the 2
years prior to the date of data extraction, increased from 38,167 to 75,309 (June 2010
to February 2012), Table 24.

By October-September 2011, a total of 32,942 recent patients, with a median_of 1628
(IQR 1106, 2226) per service, had been seen by the 18 clinics for medical care in the 6
months prior — from April_1 to September 30, 2011. Of these patients, 23,980 (72.78%)
identified as Aboriginal or Torres Strait Islander and of these 19,727 (82.3%, median
0.64 IQR 0.49-0.77 per clinic) were regular Aboriginal or Torres Strait Islander patients.

Risk factor management

The aggregated performance of participating services was consistent and excellent on
the recording of a number of key risk factors and health care activities (for example
tobacco use, blood pressure) and poor for others (waist measurement), with some
improvement over time (Figure 1).

In October 2011, the recording of key risk factor data in the electronic medical record,
as a proportion (95% Cls) of aggregated_regular adults patients who had attended the
services in the previous 6 months, was as follows: for tobacco use 92.1% (79.5, 95.5),
alcohol use 66.2% (55.3, 83.7), BMI 73.9% (60.6, 79.9), HBA1C 73.8% (62.8, 85.8),
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waist circumference 19.8% (6.8, 30.1), blood pressure 86.0% (79.8, 88.3), eGFR 26.8%
(23.3, 40.9), demonstrating consistent performance across the 18 participant services.

Setting a standard of 80% completion as acceptable for recording of key clinical data,
for tobacco use, 14/18 services met this target; for Body Mass Index (BMI) recording
only 4/18 services met the target but if the standard was lowered to 70%, 12/18 services
would then have met the target. For checking of blood pressure 14/18 services met the
80% standard with the lowest completion for this care activity being 66%. Other
indicators where performance is consistently low peer includes the recording of physical
activity levels and waist circumference.

Health assessments

The aggreqgated performance of participating services for health assessment increased
over time (Figure 3). In October 2011, 8697 (44.1% - 43.4, 44.8) of reqular patients had
a current health assessment.

Hypertension management

Management of hypertension and performance for coronary heart disease care plans is
shown in Figure 3 using aggregated data between June 2010 and February 2012. In
October 2011 hypertension was identified in a total of 3097 (25.1%) regular Indigenous
patients, with a range in prevalence of 16-35% across the 18 services. The care
delivered for hypertension was universally good. For patients with diagnosed
hypertension, 86% (79.8, 88.3) of these patients had their BP checked within 12 months
of the report date and 81.2% (72.4, 85.3) had been prescribed an Angiotensin
Converting Enzyme (ACE) inhibitors or Angiotensin Il receptor blockers. Of 1079
patients with Chronic Heart Disease, 24.8% (10.9, 45.1) had a current GP management
plan (GPMP, Medicare ltem 721) in place.

Diabetes management | _- { Formatted: Font: Italic

Figure 4 shows aggregated data for the care of patients with Diabetes Mellitus type 2.
The completion of HBA1C testing in all diagnosed diabetics across the sites decreased
across time, as did care planning and the proportion of well controlled patients - those
with a HBA1C <7%. The number of regular adult Aboriginal and Torres Strait Islander
patients diagnosed with this disease rose across time to 2489/13,630 (18.3% - 17.7, 19)
in October 2011. For these patients, 1791 (72.0% — 70.2,73.8) had their HBA1C
checked within the past 6 months, 523 (29.2% — 27.1, 31.3) had a HBA1C of less than

7% and 808 (32.5% - 30.7,31.3) had had a current GP management plan in place. , - { Formatted: Font: Not Italic

Variation between services __— { Formatted: Font: Italic
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The prevalence of key risk factors or chronic diseases varies across services with the
variation being greatest for at risk alcohol use across the 18 participating clinics in
October 2011, (Figure 5). Variation in clinical team performance between services was
greatest for care planning and health check activity (Figure 6).

Discussion

health services in Queensland are now able to systematically collect data which enables
them to monitor performance, access and workloads. This is a significant advance.
These AICCHSs are completing a number of key clinical care activities in more than
80% of their regular patients. Completion of comprehensive health checks or
assessments has increased over the past 2 years, in part driving increased identification
of patients with diabetes and hypertension. This suggests health system performance in
these services has improved which should translate to improved health outcome.

The data indicate that performance on clinical best practice aspects of care is
remarkably consistent across the services despite their differing characteristics, with
screening gaps of 15-30%. i el

recording of tobacco use, andwith alcohol use-were recorded in at least 70% of patients
over the 2 year period. Conversely waist circumference is recorded in 1 in 6 women
only despite the data showing 1 in 2 women have a BMI of over 30 and recording of
renal function is low. These differences in performance are not likely to reflect
improvements in data entry alone and may reflect the nature of the clinical activities
themselves. Although each can be conducted by individual clinicians which might be
expected to increase the likelihood of change, impacting factors vary widely-and-may
reflecting confronting clinical tasks, knowledge of best practice guidelines and
limitations of electronic medical records. Consequently appropriate-interventions to
improve performance will vary for each indicator and may include the need to educate
patients about the value of such interventions, sto increase demand and clinician
confidence in delivery. These data may be useful in setting targets in future, however it
could be argued mandated monitoring of performance should not be introduced until all
levers in care delivery systems are harnessed.

In contrast, the performance on the care planning and biannual health assessment
activity, the capture of which is dependent on billing, and the delivery on well
coordinated teamwork, shows a-et-more variation. While the completion of
comprehensive health assessments rose over the 2 years to 50% or better in all age
groups, care planning may not have kept apace with the increased identification of
people with hypertension and diabetes. Many factors are known to influence the
provision of preventative care in primary health care settings including practice size,
available workforce, competing time pressures for both staff and patients, limited
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referral options, lack of supportive organizational infrastructure, lack of incentives and
training(10-12). Many of these factors are relevant to AICCHSs, difficult to quantify and
are likely to partly explain variation between practices in performance data. Thus atthe
service-levek-interventions to improve performance here may require service level
strategies for strengthening administration;_and reviewing workflows;- together with
policy changes to supporting teamwork through articulation of roles and changed scope
of practice to promete-facilitate the delivery of collaborative team care.

Since initial work in 2007(13), these data suggest some improvement over the past 4
years. The screening and prescribing gaps for risk factors and hypertension, are also
consistent with published data from research projects in both the Aboriginal setting and
mainstream general practice (14, 15). It is difficult to compare across sectors, states
and with recent data - however the delivery of health checks by these AICCHS
compares favorably with that of services participating in the Healthy for Life (HFL)
program (16) as well as with those in mainstream general practice (17). In 2007, 19
services participating in the HFL program reported on care planning - 419 of 3,415 (12
%) regular Indigenous adult clients with Type Il diabetes had a current GP management
plan (GPMP)_compared with 34% for these QAIHC services;; similarly, 165 of 1,546
(10.7%) Indigenous adults with coronary heart disease had a current GPMP compared

with 24 8% in this study Ihesehwngﬁre@enakareasweremesphketﬁehavea

Work in the Australlan Capltal Terrltory, found 156 adult Health Assessments were
conducted between 2004—2008 by all primary health care services, a coverage of 7% of
the eligible population (17) compared with 42% in this study, suggesting the AICCHs
sector may be outperforming mainstream general practice in the care of Aboriginal and

Torres Stralt Islander pat|ents sethedataqeresentedsuggesuhat»theﬁereeemptek

. The ability-of

theseeteetechallenqe is to now sustaln this svstem to continue to act on such data,
which is predicated on having the appropriate time and resources in our peak bodies to
support the Aboriginal and Islander health services. respond-at-service-levek

-Currently there are no well considered standards for performance or weighting models
to enable comparison between services and sectors, in Australian primary health care.

hewdew&mterpret—thr&data—fepmese—'lMGGHS in Australlan primary health care.?

sereemngga&ef%@%iepBMLandjateeheLuselMeasurement and data coIIectlon

inevitably leads to comparison and interpretation despite the impact of the multitude of
factors impacting in the service environment that may influence change, the ever
changing data denomlnators and lack of controlled rlqour in the data CoIIectlon

eetteeherkmewtabtweads%eempanseeand—mterpretatren—Unhke pay for performance
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systems in which participation is mandated and gaming of results is not uncommon
(18), this system has evolved in a safe environment where questions about what the
data means and comparison of organizations can be given due consideration in a
complex context both at the service and state levels.- However, sSupporting robust
comparison of services cannot be done without consideration of the variety of factors
that impact on performance data at the service level. ln-additionany- Any efforts to
publish or reward performance must be accompanied by the development of
appropriate measures that prevent unfair comparisons between services which operate
in very different contexts. Models need to encompass factors that could be expected to
drive significant variation between these primary health care services - size, location,
funding base, staffing composition, demographic and socioeconomic base. There are a
number of additional factors that might also be considered particularly in interpreting
performance for care planning and heath checks (Table 3). Given this context a pay for
performance system may be a blunt, inequitable instrument for driving improvement in
Aboriginal primary health care, where state affiliates such as QAIHC are better placed

to support services in their efforts to improve plannlnq and quality of the health care
hey dellver Me v

These observations are important in the context of the evolving National Health
Performance Authority which has recently released some potential indicators for the
primary health care sector. A number are similar to those presented here — for example
those related to care planning(19). Experience from the UK suggests the need for
caution to avoid a number of adverse consequences when payment is linked to
performance. Particularly relevant to a scaled up national system, similar to the system
QAIHC has implemented, are concerns abeut-the-use-of the-data-collected—Thesethat
were clearly outlined recently including measurement fixation, tunnel vision,
quantification privileging, increasing inequity and politicization of performance(18).
Sensitive, careful interpretation of the variation in performance at the individual service
level and comparison of performance between services over time is essential for both
planning health service delivery and action to support improvement at local, regional
and state levels.

Finally, what the data dees-also demonstrates is the depth of workforce needed by all
services to assist in major lifestyle change. The high prevalence of smoking, obesity
diabetes and hypertension are consistent across services; for tobacco and at risk
alcohol use, much higher than the workloads faced by mainstream general practice in
Australia (20). This is vital information for prevention and planning of future service

dellvery by the sector Reeeat%me#leemmede#&eﬁeare@ﬂ%#enableﬂbe&er
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9 An additional strength of the data is its immediacy and robustness - it is ‘live’, ‘real

10 world’ data for nearly 1 in 6 Aboriginal and Torres Strait Islanders in Queensland who

11 | use these AICCHSs;. There will be some patients using more than one service,

12 however this duplication is likely to have had a small impact given the data collected is

13 for whole service populations, not smaller manually audited samples. For QAIHC

14 monitoring this real time data can alert to emerging or early trends in risk factors and

15 chronic diseases. This is important in the context of the recent Close the Gap

16 investments and should in time, enable QAIHC to better support its workforce, including

17 | for-example-the new Indigenous tobacco workforce(21).

18 Conclusion

19 Participating AMSs in Queensland are now able to systematically collect performance

20 data which demonstrates what they do in terms of patient access and delivery on key

21 care activity. The performance on some clinical best practice aspects of care is

22 remarkably consistent across the services despite their differing characteristics, and

23 appears to have improved significanthy-in recent years. The limited information

24 available, suggest that performance in the AICCHS sector on some key care activities is

25 at a higher level than for mainstream general practice providers. Performance is

26 consistently higher for single clinician care activities such as blood pressure

27 measurement across all services and-than for team based activities, where there is

28 much qreater vanatlon in suehas the completlon of health checks and care plans ~This

29 y i

32 Setting targets to support improvement willreed-te-includeneeds careful consideration

32 of the factors underlying different clinical activities and it is conceivable that many of

33 these will be related to circumstances beyond the immediate control of the health

34 service such as remoteness and disadvantage. The work demonstrates the role the

35 Community Control sector can play in using data to close the gap in Aboriginal and
Torres Strait Islander health - there is real value in further |nvest|ng in CQl programs

g? W|th these services. Howey may
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Figure 1. Recording of key risk and clinical care data” - The proportion of ir regular

10 Aboriginal and Torres Strait Islander adult patients”, with care activity recorded, __ { Formatted: Superscript

11 attending participating health services in Qld in between February 2010 and February
12 2012.
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#Nete-rgecording for clinical status and activities is ever for tobacco and alcohol use, having been
checked within 12 months of the report date for all adult patients for Waist, BMI, BP, eGFR and within 6
months of the report date for HBA1C in patients with Type 2 Diabetes.

. The denominator for each time point corresponds to the total number of reqular Aboriginal and Torres - {Formatted: Superscript

Strait Islander Adults seen by all the services who submitted data at the timepoint, Table 2.
Alcohol data: submission was omitted from 1 service in June 2011, 3 services in September 2011 and

Febrvary2012 _ { Formatted: Font color: Red
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Figure 2. Proportion of reqular Aboriginal and Torres Strait Islander adults with a
10 current health assessments* by age group attending participating health services in Qld
11 between February 2010 and February 2012.
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* Health assessment: Comprehensive review of patients health’- a billed Medicare Item 715 within the
past 2 years (formerly an ‘Aboriginal and Torres Strait Islander health check’). Lipid and renal tests are

optional for adults.
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Figure 32. Management of reqgular Aboriginal and Torres Strait Islander adults with
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diagnosed hypertension/-attending participating health services in Qld between __ { Formatted: Superscript

February

2010 and February 2012 — proportion of patients with recorded care activity.:
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* Hypertension patients: The number of patients with hypertension at each timepoint is in the disease

registers section of Table 2.

_ Hypertension patients prescribed ACE inhibitors or A2s checked within the 12 months prior to the date
of data extraction. Denominator at each timepoint is the number of patients with hypertension

* Patients with Coronary Heart Disease with a current GP Management Plan performed within the 12
months prior to the date of data extraction. Denominator for each time point corresponds to the number
for Coronary heart Disease in the disease registers section of Table 2.
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Figure 4. Management of regular Aboriginal and Torres Strait Islander adults with
diagnosed Diabetes Mellitus Type 2* attending participating health services in Qld
between February 2010 and February 2012 _- — proportion of patients with recorded

care activity..
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* Diabetes Mellitus Type 2 patients: The number of patients with hypertension at each timepoint is in the
disease reqisters section of Table 2.

HBA1C recorded: Proportion of Diabetes Mellitus Type 2 patients with a HBA1C recorded in past 12
months -data extracted from pathology results.

HBA1C <7%: Denominator is patients with a recorded HBA1C.

(Medicare Item721), performed within 1 year of the date of data extraction)
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| Figure 52. Prevalence of key health status determinants by recorded diagnosis in

13,630 regular Aboriginal and Torres Strait Islander adults attending 18 participating
health services in Queensland, April -September 2011.
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Note — Tobacco use is self reported daily smoking; at risk alcohol use is self reported ever daily alcohol
intake of greater than 2 drinks; BMI — Body Mass Index; eGFR — Glomerular Filtration Rate is extracted
from pathology results.

Alcohol data: submission from 15 services in September 2011
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| Figure 63: Performance of health assessments and care planning for regular Aboriginal
10 and Torres Strait Islander patients, across 17 participating health services in
11 Queensland, April -September 2011.
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40 Note - GPMP: General Practitioner Management Plan (Medicare Item721, performed within 1 year of the
41 date of data extraction); Chronic Heart Disease, CHC - Child Health Check, AHC — Adult Health Check
42 (Medicare Item 715 performed within 2 years of the date of data extraction)
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Table1. The 25 QAIHC Core Indicators developed by expert review and consensus in 2007-8 for

implementation in the Aboriginal and Islander Community Control Health Services in Queensland

Domain

Why and Evidence

Workload and

What - Indicator

Planning and

access

monitoring service

» Numbers patients seen in clinic: adults
and children

Monitor progress in risk
load reduction(2, 14,
22)

capacity (overall)(16) > Pr(_)portion Indigenous patients _
» Episodes of care: by staff categories
Health Planning and > _Smoking prevalence
determinants, monitoring service > Prevalence of at risk alcohol
risk loads, capacity (health consumption _ _
prevention promotion/allied ; Erev?'efncﬁ of 0‘19”":_9'_?"”0[)95”\/
. evel of physical activity
health/BI capacity) » Health checks: adults and kids — 4

categories

Chronic disease

Monitor workloads

care

Monitor quality of care
delivered(14, 23-26)

» Number of Diabetics and prevalence in

service population
» Diabetic clients on GP management

plan

» Glycaemic control: HbA1c completion
and values

» CHD clients on GP_ management plan

> BP: Checking BPs all adults,
prevalence hypertension

» BP: Management of hypertension —
checking BP and medication use

» Risk of renal disease: eGFR, ACR —
completion and renal function status

MCH Monitor workloads » _Antenatal care access: number
Monitor quality of care pregnant women gave birth
delivered (27, 28) » Timing of antenatal care
- » Adequate Antenatal Care

» Proportion of low and high birth weight
babies

» _Proportion of preterm/term births

» Under and over weight children

Workforce Planning and » Accreditation
monitoring service » % Aboriginal and Islander Staff
capacity (overall)(29) »_Student placements

» FTE Vacant Positions
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Table 21: Aggragated Ppatient numbers for each time point with recorded visits at
Pparticipating ¢Queenland AICCHS with medical clinics
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J L L

Disease registers: These numbers (numerators) represent a subset of the Regular Adult Aboriginal and

Islander Patients (denominator)

Proport|on of tobacco users |s a proportlon of those adults for whom tobacco use status was recorded

“«— — —

A\

September
June 2010 | October 2010 June 2011 P 2011 | February 2012¢| — - { Formatted Table
Aggregated data n n n n n “T-- { Formatted: Centered
(95%Cls)
Neo-services 9 13 13 18 14
All Patients” 38167 27783 42923 78043 75309 - ‘[ Formatted: Centered
All Aboriginal and 27369 19793 28270 53241 55441 <« - - { Formatted: Centered
Islander patients
Recent patients” 21217 22253 25687 32942 31310 “r - { Formatted: Centered
Recent Aboriginal and 15257 15241 17851 23980 24317 <p - ‘[ Formatted: Centered
Islander Patients
Regular Aboriginal and 12938 13136 15433 19727 19948 <« - - { Formatted: Centered
Islander patients
Regular Aboriginal and 5444 9021 9371 13630 12325
Islander adults
EMR disease registers: R ‘[Formatted: Left
Regular Aduit-Aboriginal n (% n{% n (% n{% n (% * { Formatted: Centered
and Islander Adults
All-Adults 5444 9021 9371 13636 12325
Current tobacco users® | 2315 (49..4) | 3936_(51.6) | 4090(48.6) | 5818(49.3) | ! 5296 (48.4) <|._- {Formatted: Superscript
Type 2 Diabetes Mellitus | 830_(15.2) | 1548 (17.2) | 1475(15.7) 2489 (18.2) 2255 (18.2) <| { Formatted: Centered
Hypertension 1237_(22.7) | 2241_(24.8) | 2084_(22.2) | 3336_(24.4) 3097 (25.1) <| . % :°’“‘a:e:’ ze”:“-re:
ormatted: Centere
Coronary Heart Disease 347 (6.4) 663 (7.3) 673 (7.2) 1037 (7.6), 916 (7.4), « {Formatted: Font: 11 pt
T S ——————————————SESSS——————— : \\\ N ‘[Formatted: Font: 11 pt
No services 9 13 13 18 1) \\\ { Formatted: Font: 11 pt
N-{aleohol}* 8 B 2 i \\\ {Formatted: Font: 11 pt
. . L . . . . \\ \ \\ { Formatted: Font: 11 pt

EMR — Electronic Medical Record; disease registers are those adults with that coded recorded diagnosis
in the medical history section of the EMR. {F"ma“ed: Font: 11 pt

AII All: Includes Non-Indigenous, patients-with-Aboriginal, Torres Strait Islander or both Aboriginal and {Formatted: Centered
Torres Strait Islander Patients \ Formatted: Font: 6 pt, Not Bold
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ﬁ\ \ \ ( Formatted Table

{ Formatted: Superscript

{ Formatted: Font: 10 pt

{ Formatted: Font: Not Bold
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| Table 32:

12 Possible explanatory factors for inter-service variation

14 1. Clinical activities vs EPC items:
15 o 1 person activity vs ecerdinated-team activity

17 2. Inter-service variation

o SEIFA, Community size and % Indigenous people in catchment
o ICAC or SAT scores ? available

21 o Staffing/workforce

22 | = Senior Medical Officer

23 = turnover

24 | = Ratio of Ne doctors/ to patients — workload per clinician dee
25 o Use data platforms

= Pen CAT usage or similar

28 = APCC portal usage

29 | = Use of Plan Do Study Act cycles

30 o CQl program/collaborative

32 o Incentives:
33 | -

= Patients

Staff — dec flat salaries or incentives

36 = Staff and patients
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Appendix 2. Data for Figure 2

11 Prevalence of key health status determinants by recorded diagnosis in 13,630 regular
12 Aboriginal and Torres Strait Islander adults attending 18 participating health services in
13 Queensland, April -September 2011.

Clinical Variable Prevalence IQR

17 Tobacco Use 0.51 0.40, 0.50

Alcohol 0.45 0.40, 0.50

20 BMI > 25 0.69 0.66,0.73

22 BMI > 35 — Females only 0.45 0.43,0.51

Diabetes Mellitus Type 2 0.20 0.15,0.23

25 Hypertension 0.24 0.21,0.27

eGFR < 60ml/min 0.11 0.09, 0.15

31 Appendix 3. Data for Figure 3

Performance of health assessments and care planning for regular Aboriginal and Torres
34 Strait Islander patients, across 17 participating health services in Queensland, April -
35 September 2011.

Care Activity - EPC items Median | IQR
40 Type 2 Diabetes on GPMP 0.34 0.15, 0.51

41 CHD patients on GPMP 0.25 0.11, 0.45
Child Health Check (0-5) 0.38 0.26 0.53

44 Child Health Check (6-14) 0.46 030 0.61
45 Adult Health Check (15-54)

0.43 0.29, 0.50
Adult Health Check (55+) 0.60 0.23 0.68
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