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1. What aspects of the primary health system work well for people with chronic and complex health conditions? 
The Australian Indigenous Doctors’ Association (AIDA) is the nation’s professional association for Aboriginal and Torres Strait Islander doctors and medical students, and advocates for improvements in Indigenous health in Australia. We are working towards improving the health of Aboriginal and Torres Strait Islander people and reaching parity of Indigenous doctors across the medical profession. We also seek to create a health system that is culturally safe, high quality, reflective of need, and respects and integrates Aboriginal and Torres Strait Islander cultural values. As such our responses are focused on Aboriginal and Torres Strait Islander people, particularly those with chronic and complex health conditions.
AIDA feels that the Aboriginal Community Controlled Health Service (ACCHS) model, which focuses on holistic health, and the delivery of comprehensive primary health care (rather than just primary health care) to patients, is a good one and has much to recommend it for the broader Australian healthcare system.  We feel that the ACCHS model is particularly relevant for the care of patients who have a chronic and/or complex health conditions(s).
2. What is the most serious gap in the primary health care system currently provided to people with chronic and complex health conditions:
· In your area? 
As a national organisation AIDA will restrict our response to advice which has a national focus.
· Nationally?
Chronic diseases are major causes of morbidity and mortality for Aboriginal and Torres Strait Islander people. We note that for Aboriginal and Torres Strait Islander people chronic conditions account for approximately 70% of Indigenous deaths and 81% of the gap in mortality between Indigenous people and their non-Indigenous counterparts. Further, Aboriginal and Torres Strait Islander people experience higher levels of chronic and complex health conditions at an earlier age than their non-Indigenous counterparts.
Avoidable deaths have been used in various studies to measure the quality, effectiveness, and/or accessibility of the health care system. It is clear that there are a number of gaps in the primary health care system. AIDA feels that variability of service provision is a key issue that needs to be addressed to improve the delivery of health care for Aboriginal and Torres Strait Islander patients with chronic and complex conditions.  
What can be done to improve the primary health care system for people with chronic or complex health conditions:
· In your area?
As a national organisation AIDA will restrict our response to advice which has a national focus.
· Nationally?
As noted above, variability is a key gap in the current Australian health care system.  Therefore reducing variability could potentially improve this system.  We note that there is variability both between services that treat Aboriginal and Torres Strait Islander patients, as well as the standard of care Indigenous and non-Indigenous receive.  We note research that shows that in Australian Government funded Indigenous primary health care organisations it was reported that 11 organisations had tested less than 10% of their diabetic patients of HbA1c levels in the previous six months and 9 organisations had tested more than 90% of their diabetic patients.  This level of variability is not conducive to high levels of care.
As identified in the Health Performance Framework 2014, in the 2012-13 Health survey, 69% of Indigenous Australians with diabetes reported having a blood test to check diabetes control in the previous 12 months and 68% had their feet checked compared with 72% and 74% respectively for non-Indigenous Australians.  Of those who knew they had diabetes, 61 % had blood test results indicating their diabetes was not well managed (compared with 44% for non-Indigenous Australians). This was more common among Indigenous males (72%) than females (53%).  Of those with circulatory conditions, 91% reported having their blood pressure checked and 68% their cholesterol checked in the previous 12 months compared with 94% and 76% respectively for non-Indigenous Australians.  This level of variability underscores that elements of the health care system are not delivering appropriate care for Aboriginal and Torres Strait Islander people with chronic and complex health conditions.

THEME 1, EFFECTIVE AND APPROPRIATE PATIENT CARE
1. As described in Theme 1 of the Discussion Paper, a ‘health care home’ is where patients enrol with a single provider which becomes their first point of care and coordinates other services. Do you support patient enrolment with a health care home for people with chronic or complex health conditions? (Yes, No,  Prefer not to answer) 
Why do you say that?
Studies show that having a regular primary health care provider is associated with good communication between the patient and provider, greater levels of trust and satisfaction with providers.  Further, those with a regular primary care provider are more likely to receive: care based on guidelines; preventative care; and better coordination of care with other providers to meet patient need.  In light of this research, AIDA is not opposed to the idea of a ‘health care home’ and see that there could be a number of advantages in terms of continuity of care for patients.  However, we would predicate our support for the concept of ‘health care homes’ on the achievement of a number of criteria.  
First, as noted above, there can be a significant variability in terms of the standards of care delivery between services.  There would need to be sufficiently robust mechanisms in place to identify and remediate services which are not providing appropriate levels of care for their patients. Second, patients would need to be able to change their ‘health care home’ if and when they wanted to or, if a ‘health care home’ was not providing appropriate levels of care or support.
1. Do you support team based care for people with chronic or complex health conditions? (Yes, No,  Prefer not to answer) Why do you say that?
Yes, AIDA supports team based care for people with chronic and complex health conditions.  We note that for patients with chronic and complex health conditions, a single health professional is unlikely to have the skills and scope of practice to appropriately provide the full-suite of care required by these type of patients.  We further note that all health professionals should be empowered to work to the full scope of their practice so that patient care may be delivered in the most timely, efficient and cost effective way possible.  In terms of delivery of culturally safe and clinically competent care to Aboriginal and Torres Strait Islander patients, we note the critical role that Indigenous health professionals can make in this regard.


1. What are the key aspects of effective coordinated patient care? Please number in order of importance: Care coordinators, Patient pathways, Patient participation
1) Patient pathways.
2) Care coordination.
3) Patient Participation.
While we have listed these aspects in what we feel are their order of relative priority, we note that in reality that these aspects are all interlinked.  Effective coordinated patient care cannot occur if one of these aspects is not part of the overall package.
1. How can patient pathways be used to improve patient outcomes?
As noted in the previous question, AIDA feels that the patient pathway is potentially the most critical of the key aspects of effective coordinated patient care.  In order for patient pathways to contribute to improved patient outcomes they must be appropriate for the full spectrum of care that patients with chronic and complex conditions require, they must be easy to navigate and they must be seamlessly integrated.
1. Are there other evidence-based approaches that could be used to improve the outcomes and care experiences of people with chronic or complex health conditions?
As noted above we commend the ACCHS model to you as a potential model for the care of patients with chronic and complex health conditions.  We also commend the work of Associate Professor Noel Hayman at the Inala Indigenous Health Service as an exemplar for clinically appropriate and culturally safe health care can be provided to communities with Aboriginal and Torres Strait Islander patients with chronic and complex conditions.
THEME 2, INCREASED USE OF TECHNOLOGY
1. How might the technology described in Theme 2 of the Discussion Paper improve the way patients engage in and manage their own health care?
The Australian healthcare system is currently going through rapid and systemic changes. There is a need to continue to explore new and innovative approaches to historical challenges associated with the delivery of high quality, efficient, coordinated, and cost effective health care.  We note that technology can offer both great opportunities and challenges.  In our capacity as the national professional association of Aboriginal and Torres Strait Islander doctors and medical students, we would urge a considered and consultative approach to the use of technology based on merits of each innovation.  
We note that these technologies have the potential to improve the way Indigenous patients engage with, and manage, their health care through increasing a sense of ‘ownership’ and ‘agency’ in managing their health.  Through having all health information co-located, there is better opportunity to become more knowledgeable about, and manage, the full scope of ones’ health issues.  A further potential opportunity is that as technology becomes more available and simpler to use, more health care could be undertaken by patients in their homes or within their community.  This is particularly relevant for rural and remote patients.
In taking a cautious approach we would advocate the ethical use of technology which has been tested to the necessary Australian and international standards, and that it is brought into a community only if sustainable.  We recommend against pilot trials that are unlikely to be followed by ongoing funding.  Finally, noting that many Indigenous communities have been over-researched, we would strongly discourage use of unnecessary and insignificant trials of technology in Aboriginal and Torres Straits Islander community and that such research must be consistent with NHMRC guidelines.  Particularly where: there is limited benefit to the community; appropriate consultation with the relevant community and organisations has not taken place; research is not a community priority.  
1. What enablers are needed to support an increased use of the technology described in Theme 2 of the Discussion Paper to improve team-based care for people with chronic or complex health conditions?
As noted above, our healthcare system is currently going through rapid and systemic changes, and this presents opportunities as well as challenges.  To support increased use of technology in the Aboriginal and Torres Strait Islander population this technology will need to be fit for purpose.  A key enabler to ensure that such technology is appropriate, and to limit unintended consequences, will be an active and ongoing strategy for partnering with Aboriginal and Torres Strait Islander people, communities and organisations.
The above point is underscored by the outcomes of research that Dr Aditya Mallik, AIDA’s inaugural Academic Training Post GP Registrar, is currently conducting into electronic Health Records (eHR).  A preliminary outcome of this research shows that while clinicians are willing to engage with eHRs, and feel that eHRs can potentially make a contribution to the management of chronic disease in the Aboriginal and Torres Strait Islander population, they do not feel that they have been adequately consulted.  It is also felt that there is a lack of inclusion Aboriginal and Torres Strait Islander culture, and that Indigenous people to not see themselves reflected in this system – for example through the use of the Indigenous flags and artwork and acknowledgement of country.
AIDA feels that another enabler to increased use of technology will be appropriate and ongoing training.  We would encourage ongoing investment in the training and education of patients, clinicians, specialists and allied health professionals in order to facilitate proper participation and appropriate use of such technologies.
Another systems enabler for technology will be its ability to seamlessly integrate with existing multiple systems of health care delivery operating in Australia.  To ensure increased use of such technology, it will be important to ensure it is in line with current technology and that its use is not an additional burden.
1. How could technology better support connections between primary and hospital care?
AIDA feels that technology has significant potential to better support connections between primary and hospital care.  We feel that technology advances, such as eHRs, have the potential to enhance patient safety and improve efficiency by enhancing the linkages between hospital and primary health care clinicians, and patient’s documents to support continuity of care.  Through an effective and robust eHR system, clinicians will have appropriate and timely access to a patient’s health records so that the patient care is uninterrupted, and that a patient’s transition between the primary and hospital setting is as seamless as possible.  In a rural and remote healthcare setting where access to hospital services and documents can prove challenging, a strong and robust eHRs may help overcome some of these issues.
1. How could technology be used to improve patient outcomes?
Increased use of technology presents opportunities to improve patient outcomes.  We note that technology has ongoing role to provide cost efficient, safe and innovative ways to deliver health care services for patients.  AIDA feels – as noted in previous questions – one of the key challenges around the care of Aboriginal and Torres Strait Islander patients with chronic and complex conditions is variability in service provision.  Greater use of technology such as clinical decision making tools can assist in the identification and resolution of service variability particularly where care provided is not meeting clinical guidelines.
In the rural and remote setting technology can help to bring health care provision closer to home and therefore potentially increase accessibility.  For Aboriginal and Torres Strait Islander patients located in rural and remote areas this can be advantageous and is likely to improve patient health outcomes.
However, while we feel that technology can be harnessed to improve health outcomes it is important to ensure patients are not disadvantaged by lack of access to technology.  We feel that appropriate care must be taken to ensure that local infrastructure can support the technological solutions that are being put in place.  For example, a technology that requires broad band may not be suitable in many locations.  Finally, careful consideration must also be given to ensuring that technological solutions do not have unintended consequences and limit access to healthcare by disadvantaged population groups.  For example, technology that relies on a smart phone and phone credit may not be suitable platform for the provision of health care that seeks to improve patient outcomes.
THEME 3, HOW DO WE KNOW WE ARE ACHIEVING OUTCOMES?
1. Reflecting on Theme 3 of the Discussion Paper, is it important to measure and report patient health outcomes?  (Yes, No,  Prefer not to answer) Why do you say that?
AIDA feels that it is important to measure and report on patient health outcomes.  Without patient health outcomes being measured and reported, it is not possible to know what is happening in individual healthcare services and across the broader health care system.  This is particularly important when working with disadvantaged and vulnerable populations such as Aboriginal and Torres Strait Islander people.  
In measuring and reporting on patient health outcomes, we note the critical importance in appropriately robust measures to identify Aboriginal and Torres Strait Islander patients.  Currently there is under-identification of Aboriginal and Torres Strait Islander people in the health system.  Some of the issues around identification of Aboriginal and Torres Strait Islander patients include:
· whether the question about Aboriginal and Torres Strait Islander status is asked in the first instance;
· if the question is added to patient protocols are mechanisms put in place to identify existing patients;
· consistency in the way the question is asked and recorded (for example are patients asked if they are Indigenous and, if so, is it then confirmed that they are Indigenous to Australia); and 
· differing responses by the person involved depending on the situation. 

When considering the issue of measuring and reporting on patient outcomes, we feel that some caution must be exercised.  Patient outcomes must be measured against a benchmark that is both realistic and achievable by the relevant population.  We note that the baseline for Aboriginal and Torres Strait Islander patients is frequently higher (not as good) than their non-Indigenous counterparts.  Further, we feel that care should be taken that measuring and reporting on patient health outcomes so that there are no unintended consequence – such as patients not being registered for healthcare services due to having chronic and complex conditions.  

1. How could measurement and reporting of patient health outcomes be achieved?
AIDA notes that Aboriginal and Torres Strait Islander health organisations that receive Australian Government funding are already required to report on their results against National Key Performance Indicators.  Perhaps this reporting model could be extended for broader use within the Australian healthcare system.
In supporting the measurement and reporting of patient health outcomes, as noted above we feel it is critical that there are appropriate measures put in place to identify Aboriginal and Torres Strait Islander patients.
1. To what extent should health care providers be accountable for their patients’ health outcomes?
Health care providers should be accountable for their patients’ health outcomes to the extent that they are responsible for providing health care that is culturally safe, clinically competent and meets the full scope of practice for the community in which they practice.  In the context of Aboriginal and Torres Strait Islander patients AIDA asserts that all health care providers have a role to provide care that is both clinically competent and culturally safe for this population.  
While there are a number of examples of health care providers not meeting the needs of their Aboriginal and Torres Strait Islander patients, we would like to draw to the attention to two such examples.  The first example is levels of discharge against medical advice, that is the extent to which patients ‘vote with their feet’.  The Health Performance Framework 2014 identifies that between July 2011 and June 2013, there were 17,494 hospitalisations where Aboriginal and Torres Strait Islander people left hospital against medical advice, or were discharged at their own risk.  During this time Aboriginal and Torres Strait Islander people were discharged from hospital against medical advice at 8 times the rate of non-Indigenous Australians. 
Another example, again outlined in the Health Performance Framework 2014, is the In the two years to June 2013, excluding care involving dialysis, 59% of hospital episodes for Aboriginal and Torres Strait Islander peoples had a procedure recorded, compared with 80% of hospital episodes for other Australians.  While there has been a significant increase in Indigenous hospitalisation rates with a procedure recorded between 2004–05 and 2012–13, in all states and territories, Indigenous Australians remain less likely to receive a procedure.
1. How could health care provider accountability for their patients' health outcomes be achieved? 
Reporting and measurement of patient health outcomes allows transparency and is a potential model for accountability against the achievement of the provision of clinically appropriate care.  However, AIDA feels strongly that such accountability must be conducted within an appropriate framework, that is complemented by a policy environment and programs that helps to support patients achieve good health outcomes.
1. To what extent should patients be responsible for their own health outcomes?
Patients can be responsible for their own health outcomes only to the extent to which the circumstances in which they live and work are amenable to a person’s individual control.  AIDA note that health is influenced by a broad range of factors are complex and inter-related and can be proximate and distal to the patient.  Further, a number of the determinants of health are social and cultural, and are outside the sphere of what is traditionally considered to be the domain of ‘health’.  Further, experiences of racism, socio-economic status, housing and education all impact on health, but not all are subject to a person’s individual control.
1. How could patient responsibility for their own health outcomes be achieved?
Patients need to be empowered to take responsibility for their own health outcomes and supported by a broader health care system that enables them to achieve the best health possible for both themselves and their families.
THEME 4, HOW DO WE ESTABLISH SUITABLE PAYMENT MECHANISMS TO SUPPORT A BETTER PRIMARY HEALTH CARE SYSTEM?
1. Theme 4 of the Discussion Paper discusses different payment mechanisms. How should primary health care payment models support a connected care system? If you prefer a blended model, as described in Theme 4, select all the components that should apply: Salaried professionals; Pay for performance; Capitated payments; Fee for service; Other (SPECIFY)
AIDA would support a blended payment model, but feel that further consultation would need to be undertaken particularly as this is applied to healthcare delivery for Aboriginal and Torres Strait Islander patients.  In principle, we feel that services, doctors and other healthcare professionals should be required to meet the full scope of practice based on the need of  population’s need that they service.  However, we also feel that there should be some financial benefit accorded for providing exemplary care.
Noting international research and experience, we have some concerns about pure fee-for-service and capitation payment models.  We note that the fee-for-service model that exists in the United States has led to a health care system that can be extremely expensive to access.  We also note that the United Kingdom’s experiences of capitation payments has had an adverse impact on health care professionals particularly doctors.
1. Should primary health care payments be linked to achievement of specific goals associated with the provision of care? (Yes, No,  Prefer not to answer) Why do you say that?
AIDA would urge caution in this regard.  Patients with chronic and complex conditions are more time intensive and difficult to treat than patients with other conditions.  We note that primary health care payments linked to the achievement of patient oriented specific goals could result services being less willing to register patients with chronic and complex conditions.  This would result in the most vulnerable and unwell patients not having access to appropriate health care.
AIDA feels that any linkages of primary health care payments should be connected with service specific goals rather than delivery of specific patient outcomes.  We feel that primary health care services – not withstanding our preference for comprehensive primary health care services – should be adequately funded and be required to meet the full scope of practice for the population base of the area it services.
1. What role could Private Health Insurance have in managing or assisting in managing people with chronic or complex health conditions in primary health care?
We acknowledge that in the broader Australian health system that the private health insurance is already used to assist those with chronic or complex health conditions access primary health care, particularly allied health services.  However, in noting this we would also point to data from the Health Performance Framework 2014 that indicates that, in non-remote areas, only 20% of Aboriginal and Torres Strait Islander people were covered by private health insurance.  The most common reason that Aboriginal and Torres Strait Islander people did not have this insurance was they could not afford it.  Lower rates of private health insurance contribute to reduced access to services, in particular dental, allied health, specialist services and private hospitals.  
Noting the lack of private health insurance coverage in the Aboriginal and Torres Strait Islander population, we feel that private health insurers are not the mechanism to manage, or assisting in managing, Indigenous people with chronic or complex health conditions in primary health care.
Do you have anything you would like to add on any of the themes raised in the Discussion Paper?
AIDA thanks the Primary Health Care Committee for the opportunity to provide this submission.  Noting the constraints of the electronic submission process we are happy to provide further advice as required.  Should you require any further information please do not hesitate to contact AIDA’s CEO, Ms Kate Thomann, on (02) 6273 5013.
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