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Executive summary
The Indigenous Australians’ Health Programme (IAHP) was established on 1 July 2014 through a
consolidation of four existing Aboriginal and Torres Strait Islander health-funding streams
administered by the Commonwealth Department of Health (the Department). The objective of the
IAHP is to provide Aboriginal and Torres Strait Islander people with access to effective, high
quality, comprehensive, culturally appropriate, primary health care services in urban, regional,
rural and remote locations across Australia.
As part of the establishment phase for the evaluation of the Australian Government’s Investment
in Aboriginal and Torres Strait Islander Primary Health Care (PHC) through the IAHP, there is a
need to systematically determine which routinely collected data sets are suitable for use in the
evaluation (IAHP Yarnes). This systematic assessment is occurring through the data feasibility
assessment (DFA). Although the wider IAHP Yarnes evaluation adopts a mixed method approach
that includes both quantitative and qualitative data sources, the DFA focuses on quantitative data
sources. The DFA aims to: identify routinely collected data sets that might be useful in answering
the evaluation questions; establish processes for gaining access to these data sets for the purpose
of the evaluation; and, assess fitness-for-purpose of each of the identified data sets.
To facilitate a comprehensive assessment of available data, a range of strategies were utilised to
maximise the potential sources identified and ensure the relevance and comparability of
evaluation findings. An assessment criterion was applied to each data source that considered:
relevance to evaluation question and Aboriginal or Torres Strait Islander people, level of
aggregation, timeliness, demographic characteristics and accessibility. Based on these assessment
criteria a determination was made on the fitness for purpose of each data source. Thirty-one data
sources were identified as being relevant to health status and outcomes (Table 2); 9 relevant to
the determinants of health (Table 3); 29 relevant to assessing health system performance (Table
4); and 10 data sources (including linked data sources) provided a collection of measures (Table
5).
Forty-two out of the 79 data sources assessed by this DFA as fit for purpose (either conditionally
or unconditionally) will require some form of secure access with the majority of these data
sources held by the AIHW, ABS or the Department. Datasets held by the AIHW that require secure
access are likely stored on the Secure Unified Research Environment (SURE), a secure computing
environment that Australian researchers can log in to remotely to analyse health data from
different sources such as hospitals, general practice and cancer registries. These data have been
linked together to form records of health events for individuals over time. Access to these data are
restricted to those that have undergone specific training.
A total of 21 identified data sources are accessible by special request. These are likely to involve
registering a specific data request to the relevant custodian. Although comprising a smaller
proportion overall than those flagged for secure access, these data sources are distributed over
15 different custodians, each with its own processes and protocols for requesting data. As such,
collectively these requests are likely to incur resource requirements for the evaluation team. For
example, Mayi Kuwayu (led by Professor Ray Lovett, ANU) is the custodian for the National Study
of Aboriginal & Torres Strait Islander Wellbeing (the Mayi Kuwayu or MK study). Individuals or
organisations can request access to data consistent with principles of Indigenous Data
Sovereignty. The approval process is governed by the MK Study Governance Committee. Any
person wishing to use data from the MK Study must: complete a data access application; complete
a variable request form; provide proof of ethics approval for analysis of MK Study data from an
NHMRC-recognised committee; and, pay a license fee (determined individually).
6

IAHP Yarnes Quantitative Data Feasibility Assessment Report – FINAL

In discussions around data sources for the evaluation, a number of important issues were
identified including: the importance of age standardisation; restrictions on data availability at
national, regional and service levels; access issues related to data release protocols; the
importance of data sovereignty and ecological fallacy; issues with Indigenous identified data; and,
small cell suppression. While certain issues have direct relevance to data, such as geographical
classification used to identify site boundaries, other issues are more concerned with data quality.
It is envisaged that additional limitations will be identified during the implementation phase of
the quantitative analysis.
Upon agreement of the initial set of data indicators and sources (the outcomes of the DFA), the
next step is to commence work on the development of data specifications, extraction protocols
and ethics applications. This iterative workplan also includes the development of a detailed
analytical plan to complement the preliminary analysis plan outlined in the IAHP Yarnes
evaluation framework. The data team will work closely with the Department and relevant data
custodians to utilise the significant investment made in relation to data specification to ensure
data requests are targeted and feasible. This includes further scrutiny of data sources at the level
of individual elements/variables and confirm those attributes in Tables 2-5 that were not
ascertainable from public information (e.g. lowest available geography for certain sources).
Through consultation with the relevant custodian(s), data specifications can then be created for
those elements required, ensuring that special requests for data extracts are concise. A specific
ethics application will be developed to ensure appropriate processes are adhered to in conducting
further consultation and subsequent data extraction and analyses.
The DFA will be revisited annually to reflect a maturity model enabling the evaluation to analyse
existing data collections in the early stages of the project and to leverage planned new collections
and improvements in data quality in order to undertake more comprehensive analysis over the
life of the evaluation. To this extent, the DFA will extend over the life of the evaluation.

7

1.

Background

As part of the establishment phase for the Evaluation of the Australian Government’s Investment
in Aboriginal and Torres Strait Islander Primary Health Care through the Indigenous Australians’
Health Programme (IAHP Yarnes), there is a need to systematically determine which routinely
collected data sets are suitable for use in the evaluation. This systematic assessment is occurring
through the data feasibility assessment (DFA). The following aims of the DFA were agreed in
consultation with the Department of Health (the Department):
1.

Identify routinely collected data sets that might be useful in answering the evaluation
questions;

2.

Establish processes for gaining access to these data sets for the purpose of the
evaluation, including ethical requirements and costs; and

3.

Assess fitness-for-purpose of each of the identified data sets, including relevance,
timeliness, completeness and accuracy.

1.1.

Key evaluation questions

The key evaluation questions (KEQs) for the evaluation are:
1.

How well is the IAHP enabling the Primary Health Care (PHC) system to work for
Aboriginal and Torres Strait Islander people?

2.

What difference is the IAHP making to the PHC system?

3.

What difference is the IAHP making to the health and wellbeing of Aboriginal and
Torres Strait Islander people?

4.

How can faster progress be made towards improving the health and wellbeing of
Aboriginal and Torres Strait Islander people?

5.

How well do the evaluation co-design and other methodological approaches achieve
the aims of the evaluation?

The DFA covers KEQs1-3.

1.2.

Evaluation data collection strategies

Three types of data collection are proposed for the evaluation1:
Existing and new quantitative data from national and jurisdictional sources;
Qualitative data generated using yarning sessions, individual and small group semistructured interviews and Continuous Quality Improvement (CQI) cycles; and

Bailey R et al., "Evaluation of the Australian Government’s Investment in Aboriginal and Torres Strait
Islander Primary Health Care through the Indigenous Australians’ Health Programme: Monitoring and
Evaluation Design Report," (Allen + Clarke, 2018); Roorda M et al., "Evaluation Framework: Australian
Government’s Investment in Aboriginal and Torres Strait Islander Primary Health Care through the
Indigenous Australians’ Health Programme (IAHP)," (Allen and Clarke, 2019).
1
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Review of research and evaluation sources such as peer-reviewed and grey literature
and publicly available documents.
Although the DFA focuses on quantitative data sources it is important to acknowledge the mixed
method approach of the IAHP Yarnes evaluation2. All five KEQs require identifying the values
(criteria) by which assessments will be made about: what ‘working well’ looks like, for whom, and
in what contexts; whether the ‘difference’ and ‘amount of difference’ that is occurring is
worthwhile; what the ‘best ways’ are of making faster progress. This will require systematic,
transparent processes for blending quantitative and qualitative data together with the relevant
values for drawing robust, credible conclusions. Determining the ‘relevant’ values will also
require making explicit both Aboriginal and Torres Strait Islander and Western worldviews and
perspectives. This will occur through identifying what is important to evaluation participants and
participatory processes for blending different types of data, interpreting and making meaning,
and drawing evaluative conclusions. The articulation of these processes is relevant to the next
stage of work – post DFA.

2.
2.1.

Data feasibility assessment
Method underpinning data feasibility assessment

The method underpinning the approach to the DFA is outlined in the revised plan submitted to
the Department in February 20203. Essentially it involves three discrete steps (in line with aims):
Identification of routinely collected data sets;
Assessment of the fitness-for-purpose of each of the identified data sets; and,
Consideration of the process for gaining access to these data sets.
As a scoping exercise, this DFA does not attempt to address in detail how a particular dataset
might be used in any subsequent analysis. Rather it seeks to reach agreement on those datasets
that might be useful to the evaluation, without specifying, except in the very broad terms outlined
below, exactly how they might be used. That step is to occur at a later date during the
implementation phase, that will articulate, among other things, an analytical plan to guide the
specification, extraction and analysis of data in the context of the KEQs.

2.2.

Conceptual overview of data feasibility assessment

A conceptual causal framework, illustrated in Figure 1, was developed to guide the DFA. It
operationalises the constructs and relationships from the IAHP logic model relevant to this
evaluation. The framework was developed through the identification and mapping of key
constructs, indicators and assumptions inherent in the IAHP logic and funding models4, the Health
Bailey R et al., "Evaluation of the Australian Government’s Investment in Aboriginal and Torres Strait
Islander Primary Health Care through the Indigenous Australians’ Health Programme: Monitoring and
Evaluation Design Report."; Roorda M, et al., "Evaluation Framework: Australian Government’s
Investment in Aboriginal and Torres Strait Islander Primary Health Care through the Indigenous
Australians’ Health Programme (IAHP)."
3 Allen and Clarke, "Aboriginal and Torres Strait Islander Primary Health Care Systems Evaluation: Data
Feasibility Assessment Plan," (Allen and Clarke, 2020).
4 Department of Health, " Indigenous Australians’ Health Programme: Programme Guidelines.," (Canberra:
DOH,, 2018); "Indigenous Australians’ Health Programme Primary Health Care Funding Model Technical
Factsheet," (Canberra: DOH, 2020).
2
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Performance Framework (HPF)5 and the key evaluation questions.6 It does not replace the IAHP
logic map, but operationalise it to provide further causal context to potential indicators using a
standard program logic (inputs, processes, outputs, and outcomes).
Figure 1: DFA Casual Conceptual Framework

The causal framework incorporates the primary drivers of the health need of Aboriginal and
Torres Strait Islander communities, reflected in the IAHP PHC funding model by the Indigenous
Relative Socioeconomic Outcomes index (IRSEO)7 and the impact of Years of Potential Life Lost
(YPLL)8. The funding mix for the primary health care system varies between sites. Key sources
identified comprise IAHP, Medicare Benefits Schedule (MBS), Pharmaceutical Benefits Scheme
(PBS) including the Practice Incentive Program (PIP) and other Commonwealth and
state/territory government schemes.
These funding sources, in combination with community values and identified needs, determine
the characteristics and supply of key inputs such as staff, facilities, equipment, and consumables.
There are numerous processes undertaken within the primary health system which are
thematically represented in the framework.

"Aboriginal and Torres Strait Islander Health Performance Framework " (Canberra: DOH, 2018).
Allen and Clarke, "Aboriginal and Torres Strait Islander Primary Health Care Systems Evaluation: Data
Feasibility Assessment Plan."; Bailey R et al., "Evaluation of the Australian Government’s Investment in
Aboriginal and Torres Strait Islander Primary Health Care through the Indigenous Australians’ Health
Programme: Monitoring and Evaluation Design Report."; Roorda M, et al., "Evaluation Framework:
Australian Government’s Investment in Aboriginal and Torres Strait Islander Primary Health Care through
the Indigenous Australians’ Health Programme (IAHP)."
7 Biddle N, "Population Projections – Caepr Indigenous Population Project 2011 Census Papers, No.
14/2013.," (Canberra: Centre for Aboriginal Economic Policy Research (CAEPR), Australian National
University, 2013).
8 Department of Health., "Indigenous Australians’ Health Programme: Programme Guidelines";
"Indigenous Australians’ Health Programme Primary Health Care Funding Model Technical Factsheet."
5
6
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•

Episodes of care and discrete services reflected by MBS identifiers are fundamental to
broad funding in terms of their number and scope.

•

Access (e.g. transport) and delivery (e.g. outreach or home visits) reflect the diversity of
important enabling processes to meet community needs.

•

Governance captures the range of administration and reporting processes within the
primary health system and services, including those required by IAHP and unique to the
Aboriginal and Torres Strait Island health sector.

•

Comprehensive primary healthcare requires the integration of health services and other
sectors (such as education, justice, and social services) to effectively support holistic
health encompassing both clinical and administrative requirements9.

Outputs of the system include both clinical outputs such as the ongoing management of health,
prevention activities such as vaccination, and detection activities such as screening, as well as
operational outcomes such as cultural safety, reporting, and workforce indicators such as staff
retention. Outcomes include both direct and indirect effects. Direct effects can be assessed using
standard epidemiological measures of occurrence (incidence, prevalence and mortality) and
impact (YPLL, years lost to disability (YLD), burden of disease (BoD) Health Adjusted Life
Expectancy (HALE)), as well as important contextual indicators of social and emotional wellbeing
(SEWB), empowerment and cultural security. Health behaviours are also an important group of
outcome indicators for health evaluations as initial indicators of change. Indirect effects of
interest also relate to economic and social impacts for individuals and communities.
The framework outlined in Figure 1 represents an abstraction of a complex adaptive system that
provides a lens through which we can identify and examine evidence and develop strategies. The
importance of the feedback loop from the outcomes to ongoing health needs is represented in the
framework. Similarly, the movement of indicators between the system levels (primary health care
system, services, individuals) is also reflected.
This DFA also captures the indicators from the HPF (outlined in Appendix 1: Health Performance
Framework) but aligns them to a causal framework appropriate to the evaluation. HPF indicators
for Health Status and Outcomes (Tier 1) are captured in Outcomes indicators relating to direct
indicators of health status. The HPF framework indicators focus on specific diseases or health
outcomes, that are grouped in the DFA conceptual framework under occurrence measures
(incidence, prevalence, mortality) and impact measures (YPLL, BoD, HALE). HPF Determinants of
Health (Tier 2) are captured in both output and outcome indicators in the DFA conceptual
framework. Output indicators include management of conditions, prevention, and detections.
Outcome indicators include health behaviours and economic and social impacts. Social
determinants of health have a bi-directional causal relationship with the primary health system,
and the evaluation assesses the impact of the system on the determinants. Some social
determinants of health from HPF Tier 2 are not of direct relevance to the evaluation but could be
included as contextual data. HPF Health System Performance (Tier 3) indicators are captured in
the funding, inputs, and processes indicators of the DFA conceptual framework.

2.3.

Approach to the identification of routinely collected data sets

The DFA included a range of potential data sets that could be used for:

K. S. Panaretto et al., "Aboriginal Community Controlled Health Services: Leading the Way in Primary
Care," Medical Journal of Australia 200, no. 11 (2014).
9
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a.

Answering key evaluation questions; and/or

b.

Providing contextual information that can be used to support our understanding and
analysis of what is happening and why.

This preliminary review of data sets was extended through an environmental scan process
utilising five strategies to maximise the potential sources identified and ensure the relevance and
comparability of evaluation findings:
An examination of the evaluation documents, including materials provided by the
Department in relation to IAHP was conducted.
Data sources used for the Aboriginal and Torres Strait Islander HPF were captured10.
Consistency with the HPF tool will support the potential relevance and comparability
of evaluation findings.
A systematic interrogation of key data custodian sources, such as the Australian Bureau
of Statistics (ABS), the Australian Institute of Health and Welfare (AIHW) and the
Department was undertaken.
Consultation was undertaken with project stakeholders such as project sponsors,
research team, data custodians, departmental staff, and peak bodies. This included
engagement with representatives of the Department, the Health Sector Co-design
Group (HSCG), AIHW, ABS and other data experts, through a series of face-to-face and
telephone meetings between January and March 2020. In addition to the identification
of potential data sets, issues relating to the process, timeframes, costs, and security
requirements of access were also addressed.
Expert consultation was also undertaken drawing on the knowledge and networks of
the broader data assessment team to support data identification and quality
assessment.
The DFA adopts a data maturity model, initially using suitable existing data collections, but
leveraging improvements from other potential data sets. The identification process included a
consideration of both extant and in-development data sets. For example, in addition to individual
data sets, the process identified and examined the potential utility of linked data sets
(subsequently referred to as a collection of measures), such as the ‘Business Longitudinal Analysis
Data Environment’ (BLADE) or the platform developed by the Public Health Information
Development Unit (PHIDU), at Torrens University. These are included in the assessment. We
recognise that as we further refine the Evaluation Framework, we will potentially identify further
data sets that could be relevant to address the evaluation questions. For example, during
discussions with data experts, we became aware of a number of important developments related
to Indigenous Health Data. This includes, for example, the future launch in 2021 of the Indigenous
Australians Burden of Disease Report being conducted by the AIHW with funding from the
Department, that is envisaged to include relevant data sources, models and assumptions to inform
the analysis of the KEQs.

10
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3.

Data assessment criteria

Seven assessment criteria were applied to each data source (Table 1) and included relevance to
the five KEQs and Aboriginal or Torres Strait Islander people, level of aggregation, timeliness,
quality, availability and access. Where relevant and available, data sources were further
scrutinised using the ABS data quality statements11 and data set specifications examined in the
AIHW Metadata Online Registry (METeOR). If the source was not registered in METeOR then
relevant information was derived from the publicly available source content including published
reports and data tables. Based on these assessment criteria a recommendation was provided on
the overall fitness for purpose of each data source.
Table 1: Data Assessment Criteria

Number Criteria

Notes
•

1

Content relevant to
evaluation (KEQ)

2

Relevance to Aboriginal •
or Torres Strait Islander
people (Indigenous
identified)

The data set specification or public content indicates that
Indigenous status is collected, or that the data pertain wholly to
Indigenous persons or organisations.

3

Suitable level of
aggregation for the
evaluation’s purposes
(Geography)

•

The lowest level of geography listed in the data set specification
or available source information.
Common classifications included levels of the Australian
Statistical Geography Standard (ASGS), Indigenous areas,
Remoteness areas, Primary Health Network, State/Territory and
National.
Where it was inferred that geolocation was possible from
personal or business addresses, a classification of Mesh Block
was applied.
A category “To be confirmed” was added to reflect a lack of
specific information on custodian website suggesting further
clarification is required.

•

•

•

4

Timeliness (Temporal)

•
•
•

•

11

13

Assessed by mapping content variables back to specific
evaluation questions or relevant background context.

The period of routine collection or collation of information, for
example: annual, 5-yearly.
Where the source of data was a registry or national minimum
data set (NMDS) the period was classified as a rolling collection.
Where the collation of data was not strictly periodic (as was the
case for some surveys or statistical reports) a classification was
assigned based on the average time between releases.
Sources with no discernible periodic schedule or stand-alone
projects/reports were classified as one-off. This classification
was also applied where data collection had ceased or was no
longer managed.

Australian Bureau of Statistics, "ABS Data Quality Statement Checklist," (Canberra: ABS, 2020).

Number Criteria
5

Notes

Demographic
characteristics

•
•

•

14

The data set specification or public content indicates that sex
and or age is collected.
Where unit-record information was collected in the form of a
confidential unit record file (CURF) or statistical linkage key
(SLK), these were noted as part of the demographic elements.
A category “To be confirmed” was added to reflect a lack of
specific information on custodian website suggesting further
clarification is required.

6

Accessibility

•

Access or collection of the source was grouped into three
categories:
•
Public: Suitable data exists in publicly available sources.
•
Special request: Data are acquired through a direct request
to the custodian for a custom data extract.
•
Secure access: Data are acquired via access to secure
platforms such as DataLab (ABS), TableBuilder (ABS) and
the Secure Unified Research Environment (SURE; Sax
Institute).

7

Overall fitness for
purpose

•

Data sources were judged for overall fitness for purpose under
three categories:
•
Yes: Data source has direct or demonstrably indirect
relevance to the IAHP, evaluation questions, or Indigenous
persons and should be included.
•
No: Data source either has low relevance to the KEQ or
foreseeable analysis plans or is considered out of date with
respect to the IAHP. Sources were also excluded if they
compiled data from other sources (other than through
linkage), and those sources were already included in this
assessment.
•
Conditional: Data may not be directly related to Indigenous
persons, Indigenous organisations, or evaluation questions
but are likely to inform contextual/ecological variables in a
foreseeable analysis plan. This is of particular relevance
where the data collection was one-off or discontinued but
remains the only information source of its kind to inform
model estimates and priors.
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4.

Detailed assessment of data sources

Tables 2-5 provide an overview of those data sets that were assessed as fit for purpose (unconditionally or conditionally) for:
a.

Answering key evaluation questions; and/or,

b.

Providing contextual information that can be used to support our understanding and analysis of what is happening and why.

In summary:
•

thirty-one data sources were identified as being relevant to health status and outcomes (Table 2);

•

nine relevant to the determinants of health (Table 3);

•

twenty-nine relevant to assessing health system performance (Table 4); and

•

ten data sources (including linked data sources) provided a collection of measures (Table 5).

A more detailed assessment of all data sources, including those assessed as not fit for purpose, is provided in the supplementary data file.
Table 2: Data sources relevant to health status and outcomes

Number Data set
1

Australian Aboriginal and Torres
Strait Islander Health Survey

2

Australian Cancer Database

3

Australian Health Survey

15

Custodian Source

KEQ

Indigenous
identified

Geography

Timeliness

Demography Accessibility

Fit for
purpose

ABS

Survey

Yes

Yes

State/Territory

One-off (2012-13) Another version
planned between
2021-24

Sex, Age,
CURF

Secure
access

Yes

AIHW

Dataset

Yes

Yes

SA2

Rolling

Sex, Age

Special
request

Yes

ABS

Survey

Yes

No

State/Territory

One-off (2011-12) Another version
planned between
2021-24

Sex, Age

Secure
access

Yes

Number Data set

Custodian Source

KEQ

Indigenous
identified

Geography

Timeliness

Demography Accessibility

Fit for
purpose

4

Bettering the Evaluation and Care
of Health survey

U Syd,
AIHW

Dataset

Yes

Yes

To be confirmed

1998-2016

Sex, Age

Special
request

Yes

5

Better Cardiac Care measures for
Aboriginal and Torres Strait
Islander people

AIHW

Report

Yes

Yes

State/Territory

Annual

Sex, Age

Public

Yes

6

Blood Borne Viruses and Sexually
Transmitted Infections and
Aboriginal and Torres Strait
Islander people

UNSW

Report

Yes

Yes

State/Territory

Annual

Sex, Age

Public

Yes

7

Causes of Death, Australia

ABS

Dataset

Yes

Yes

Mesh Block

Annual

Sex, Age,
CURF

Special
request

Yes

8

Census of Population and Housing

ABS

Dataset

Yes

Yes

Mesh Block

5-yearly

Sex, Age,
CURF

Secure
access

Yes

9

Clinical data

AMS,
PHNs

Dataset

Yes

Yes

Postcode

Rolling

Sex, Age

Special
request

Yes

10

General Social Survey

ABS

Survey

Yes

No

State/Territory

4-yearly

Sex, Age

Secure
access

Yes

11

National Aboriginal and Torres
Strait Islander Health Survey

ABS

Survey

Yes

Yes

State/Territory

~15-yearly

Sex, Age

Secure
access

Yes

12

National Aboriginal and Torres
Strait Islander Social Survey

ABS

Survey

Yes

Yes

State/Territory

~6-yearly

Sex, Age

Secure
access

Yes

13

National Health Survey

ABS

Survey

Yes

No

State/Territory

~3-yearly

Sex, Age

Secure
access

Yes

16
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Number Data set

Custodian Source

KEQ

Indigenous
identified

Geography

Timeliness

Demography Accessibility

Fit for
purpose

14

National Hospital Morbidity Data

AIHW

Dataset

Yes

Yes

Postcode

Annual

Sex, Age

Secure
access

Yes

15

National Hospital Mortality
Database

AIHW

Dataset

Yes

Yes

To be confirmed

Annual

Sex, Age

Secure
access

Yes

16

National (insulin-treated) Diabetes
Register

AIHW

Registry Yes

Yes

To be confirmed

Rolling

Sex, Age

Secure
access

Yes

17

National Key Performance
Indicators

AIHW

Dataset

Yes

Yes

Mesh Block

6-monthly

NA

Secure
access

Yes

18

Online Services Reporting

AIHW

Dataset

Yes

Yes

Postcode

6-monthly

NA

Secure
access

Yes

19

National Notifiable Disease
Surveillance System

DoH

Dataset

Yes

Yes

To be confirmed

Annual

Sex, Age

Secure
access

Yes

20

National Perinatal Data Collection

UNSW

NMDS

Yes

Yes

SA2

Annual

Sex, Age

Secure
access

Yes

21

Mayi Kuwayu (MK): The National
Study of Aboriginal & Torres Strait
Islander Wellbeing

MK

Survey

Yes

Yes

To be confirmed

Rolling

Sex, Age

Special
request

Yes

22

Cancer data in Australia

AIHW

Report

Yes

Yes

State/Territory

~2-yearly

Sex, Age

Public

Conditional

23

Deadly Ears Program data

QH

Dataset

Yes

Yes

To be confirmed

Rolling

To be
confirmed

Special
request

Conditional

24

Disability Services National
Minimum Data Set

AIHW

NMDS

Yes

Yes

Postcode

Rolling

Sex, Age, SLK

Secure
access

Conditional

25

Health conditions, disability &
deaths

AIHW

Report

Yes

Yes

State/Territory

Annual

Sex, Age

Special
request

Conditional
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Number Data set

Custodian Source

26

Juvenile Justice National Minimum
Data Set

27

Life tables, states, territories and
Australia

28

National HIV Registry

29

South Australian Rheumatic Heart
Disease Register

30

Stronger Futures in the Northern
Territory

NT Gov

Report

31

Trachoma surveillance report

DoH,
UNSW

Report

KEQ

Indigenous
identified

Geography

Timeliness

Demography Accessibility

Fit for
purpose

AIHW

NMDS

Yes

Yes

Postcode

Rolling

Sex, Age, SLK

Secure
access

Conditional

ABS

Dataset

Yes

No

SA4

Annual

Sex, Age

Public

Conditional

Registry Yes

Yes

To be confirmed

Rolling

Sex, Age

Special
request

Conditional

SA Health Registry Yes

Yes

To be confirmed

Rolling

Sex, Age

Secure
access

Conditional

Yes

Yes

To be confirmed

6-monthly

To be
confirmed

Special
request

Conditional

Yes

Yes

Custom
community
classification

Annual

Sex, Age

Special
request

Conditional

UNSW

Table 3: Data sources relevant to determinants of health

Number Data set

Custodian Source KEQ

Dataset Yes To be confirmed

Geography

Demography

Accessibility

Fit for
purpose

Australian Early Development Census

2

Child Protection Collection

AIHW

Report Yes

Yes

State/Territory

Annual

Sex, Age

3

Higher Education Statistics Collection

DESE

Dataset Yes

Yes

Postcode

Annual

Sex, Age

Special request Conditional

4

National Assessment Program–Literacy
and Numeracy

ACARA Dataset Yes

Yes

To be
confirmed

2-yearly

Sex, Age

Special request Conditional
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SA2

Timeliness

1
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DSS

Indigenous
identified

3-yearly To be confirmed Special request Conditional
Public

Conditional

Number Data set

Custodian Source KEQ

Indigenous
identified

Geography

Timeliness

Demography

Accessibility

Fit for
purpose

5

National Deaths in Custody Program

AIC

Dataset Yes

Yes

To be
confirmed

Annual

Sex, Age

Special request Conditional

6

National Prisoner Census

ABS

Dataset Yes

Yes

State/Territory

Annual

Sex, Age

Secure access Conditional

7

National VET in Schools Collection

NCVER Dataset Yes

Yes

State/Territory

Annual

Sex, Age

Public

Conditional

8

National VET Provider Collection

NCVER Dataset Yes

Yes

State/Territory

Annual

Sex, Age

Public

Conditional

9

Specialist Homelessness Services
Collection

AIHW

Yes

To be
confirmed

Monthly

SLK

Dataset Yes

Secure access Conditional

Table 4: Data sources relevant to health system performance

Number Data set

Custodian

Source KEQ

Indigenous
identified

Geography

Timeliness Demography Accessibility

Fit for
purpose

1

Admitted patient care

AIHW

Dataset Yes

Yes

SA2

Rolling

Sex, Age

Secure access

Yes

2

Alcohol and Other Drug Treatment
Services National Minimum Data Set

AIHW

NMDS Yes

Yes

SA2

Rolling

Sex, Age, SLK

Special
request

Yes

3

Australian Childhood Immunisation
Register

DoH

Registry Yes

Yes

To be confirmed

Rolling

Sex, Age

Special
request

Yes

4

BreastScreen Australia

BreastScreen

Report Yes

Yes

State/Territory

Annual

Sex, Age

Public

Yes

5

Estimates and Projections, Aboriginal
and Torres Strait Islander Australians

ABS

Dataset Yes

Yes

Indigenous
Regions

Annual

Sex, Age

Public

Yes

6

General Practice workforce statistics

DoH

Registry Yes

Yes

Postcode

Rolling

NA

Secure access

Yes

7

Health Demand and Supply Utilisation
Patterns Planning

DoH

Dataset Yes

No

PHN

Annual

NA

Secure access

Yes
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Number Data set

Custodian

Source KEQ

Indigenous
identified

Geography

Timeliness Demography Accessibility

Fit for
purpose

8

Health Expenditure Database

AIHW

NMDS Yes

No

To be confirmed

Annual

NA

Secure access

Yes

9

Indigenous Australians’ Health
Programme data

DoH

Registry Yes

Yes

NA

Rolling

NA

Secure access

Yes

10

Indigenous Relative Socio-Economic
Outcomes

CAEPR

Dataset Yes

Yes

IARE

One-off

NA

Public

Yes

11

Medical Labour Force Survey

AIHW

Dataset Yes

Yes

Postcode

Annual

Sex, Age

Special
request

Yes

12

Medicare Benefits Schedule (including
Section 19(2))

DoH

Registry Yes

Yes

Postcode

Rolling

Sex, Age,
CURF

Secure access

Yes

13

Medicare Benefits Schedule Voluntary
Indigenous Identifier

DoH

Dataset Yes

Yes

To be confirmed

Rolling

Sex, Age

Secure access

Yes

14

National Community Mental Health Care
Database

AIHW

NMDS Yes

Yes

SA2

Rolling

Sex, Age

Secure access

Yes

15

National Health Workforce Data Set

AIHW

Dataset Yes

Yes

Postcode

Annual

Sex, Age

Secure access

Yes

16

National Non-Admitted Patient
Emergency Department Care Database

AIHW

Dataset Yes

Yes

SA2

Rolling

Sex, Age

Secure access

Yes

17

National Public Hospitals Establishment
Database

AIHW

NMDS Yes

No

To be confirmed

Annual

NA

Secure access

Yes

18

Pharmaceutical Benefits Scheme
(including co-payment and Section 100)

DoH

Dataset Yes

Yes

To be confirmed

Rolling

To be
confirmed

Secure access

Yes

19

Practice Incentive Program Indigenous
Health Incentive

DoH

Dataset Yes

Yes

PHN

Quarterly

NA

Secure access

Yes

20
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Number Data set

Custodian

Source KEQ

Indigenous
identified

Geography

Timeliness Demography Accessibility

20

Cultural safety in health care for
Indigenous Australians: monitoring
framework

AIHW

Report Yes

Yes

PHN

One-off

Sex, Age

21

Healthy for Life Data Collection

AIHW

Report Yes

Yes

Remoteness

Annual

Sex, Age

22

Indigenous Advancement Strategy

NIAA

Policy Yes

Yes

NA

Rolling

NA

To be
confirmed

Conditional

23

Indigenous Expenditure Review

Productivity
Commission

Report Yes

Yes

NA

Annual

NA

Public

Conditional

24

Modified Monash Model

DoH

Dataset Yes

No

Remoteness
area

5-yearly

NA

Public

Conditional

25

National Aged Care Data Clearinghouse

AIHW

Dataset Yes

Yes

To be confirmed

Annual

To be
confirmed

Secure access Conditional

26

National Elective Surgery Waiting Times
Data Collection

AIHW

Dataset Yes

Yes

To be confirmed

Annual

To be
confirmed

Secure access Conditional

27

National Mental Health Establishments
Database

AIHW

NMDS Yes

To be
confirmed

To be confirmed

Rolling

To be
confirmed

Secure access Conditional

28

National Opioid Pharmacotherapy
Statistics Annual Data Collection

AIHW

Dataset Yes

Yes

State/Territory

Annual

To be
confirmed

Secure access Conditional

29

Rural Workforce Agencies National
Minimum Data Set

RHWA

NMDS Yes

Yes

State/Territory

Annual

To be
confirmed

Secure access Conditional
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Public

Fit for
purpose
Conditional

Secure access Conditional

Table 5: Data sources relevant to collection of measures

Number Data set

Custodian

Source KEQ

Indigenous
identified

Geography

Timeliness

Demography Accessibility

1

Australian Census Longitudinal Dataset

ABS

Dataset Yes

Yes

Mesh Block

5-yearly

2

Australian Government Department of
Health data

DoH

Dataset Yes

Yes

SA3

One-off

3

Business Longitudinal Analysis Data
Environment*

ABS

Dataset Yes

Yes

Mesh Block

Annual

NA

Secure access

Yes

4

National Integrated Health Services
Information Analysis Asset (NIHSI AA)*

AIHW

Dataset Yes

Yes

Postcode

Rolling

Sex, Age,
CURF

Secure access

Yes

5

Footprints in Time - The Longitudinal
Study of Indigenous Children

DSS

Survey

Yes

Yes

To be
confirmed

Annual

Sex, Age

Secure access

Yes

6

Household Income and Labour
Dynamics in Australia Survey

Melbourne
Institute

Survey

Yes

Yes

To be
confirmed

Annual

Sex, Age

Secure access

Yes

7

Multi-Agency Data Integration Project*

ABS

Dataset Yes

Yes

SA1

Annual

Age

Secure access

Yes

8

Economic Data and Analysis Network

DIIS

Report

Yes

To be
confirmed

To be
confirmed

To be
confirmed

To be
confirmed

Special
request

Conditional

9

National Indigenous Reform
Agreement

Productivity
Commission

Report

Yes

Yes

NA

NA

NA

To be
confirmed

Conditional

10

Overcoming Indigenous Disadvantage
Indicators

Productivity
Commission

Report

Yes

Yes

State/Territory

2-yearly

Sex, Age

Public

Conditional

NB: *Refers to linked dataset
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Sex, Age

Fit for
purpose

Secure access

Yes

System-level Secure access

Yes

5.

Important notes relevant to all data sources

In discussions around data sources for the evaluation, a number of important issues were
identified. The key issues are outlined in Table 6. As noted above, a more thorough assessment of
all data sources is provided in the supplementary data file which also contains a brief discussion
of each data source and a more nuanced assessment of availability and access. While certain issues
have direct relevance to data, such as geographical classification used to identify site boundaries,
other issues are more concerned with data quality. It is envisaged that additional limitations will
be identified during the implementation phase of the quantitative analysis.
Table 6: Underlying issues relevant to data

Issue
Age
standardisation

Notes
•
•

•

Data quality
assessment and
support

•
•
•

•

Data release
protocols

•

Is necessary when comparing Indigenous and non-Indigenous data given the
different age structure of the two populations.
However, once the Indigenous data has been age standardised it becomes quite
different from the real Indigenous rates and should be treated as a modelled
estimate.
Data custodians recommend that a better approach to Indigenous and nonIndigenous analysis is to quote the Indigenous crude rate as the real rate for
Indigenous and then the rate ratio or rate difference with non-Indigenous to
describe the gap.
A number of studies document a range of quality issues associated with recording
and reporting nKPI and OSR data.
Permission to use nKPI and OSR data is required from each service.
For example: although nKPI data have been reported on since June 2012, changes
to data extraction methods resulted in a break-in-series from June 2017 forwards.
The number of organisations that provide valid data are different for different
indicators.
For example: In some organisations, OSR data on the number of clients and
episodes of care are based on estimates. There were some changes in the 2016–
17 collection in how some data were generated and extracted. These changes
affected primary health episodes of care counts in particular, and these counts
are not comparable with previous collections and represent a break in series.
Applies to the Department and its contractors, includes risk and mitigation
strategies, apply to a Data Release Assessment Panel (DRAP) made up of chief
data stewards: Department and Services Australia.

Data restrictions - •
jurisdictional

Most ABS, AIHW, AHMAC and Productivity Commission reports (public) only
report down to jurisdictional level and for those States and Territories where data
are considered reliable (i.e. NSW, Qld, WA, SA and NT).

Data restrictions - •
national

There is national data available (whole population, Indigenous versus nonIndigenous) in the ABS surveys, AIHW reports and Productivity Commission
publications (Overcoming Indigenous Disadvantage (OID), Indigenous Expenditure
Review (IER) and National Indigenous Reform Agreement (NIRA) reports).
Following age-standardisation, this allows for comparison between Indigenous
and non-Indigenous people and a measure of the gap and rate ratio

•
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Issue

Notes

Data restrictions - •
regional (PHIDU)

PHIDU presents data at the regional (LGA, PHN and IARE) level. This is currently
the regional level data that the Indigenous Health Division, the Department is
using to add to the evidence when researching a region for projects and areas of
need.

Data restrictions - •
service level
(nKPIs, OSR)12

The Department funds the AIHW to prepare individual service level reports for
health services which provide nKPI or OSR data. However, Permission to use nKPI
and OSR data is required from each service.
Health services receive nKPI individual service level reports twice per year and
OSR once per year, which mirrors the reporting cycle.
The individual service level report includes high level summaries with
comparisons at the national, state/territory and regional level.

•
•
Data restrictions - •
unit level

Data sovereignty

•

•
•
Ecological fallacy

•

•

Unit level/individual level data obviously exist for many of these datasets, but due
to considerations such as data ownership and identifiability these are not publicly
available. However, access may be possible through completion of data release
protocol.
Within the constraints of the available data, the analytic plan and evaluation will
be conducted consistent with the principles asserted at the Indigenous Data
Sovereignty Summit,13 that Indigenous peoples have the right to:
•
Exercise control of the data ecosystem including creation, development,
stewardship, analysis, dissemination and infrastructure.
•
Data that is contextual and disaggregated (available and accessible at
individual, community and First Nations levels).
•
Data that is relevant and empowers sustainable self-determination and
effective self-governance.
•
Data structures that are accountable to Indigenous peoples and First
Nations.
•
Data that is protective and respects their individual and collective interests.
While progress is being made within national data collections to achieve
consistency with these principles, extant data may not always be consistent.
The co-design process and Indigenous leadership within the project will support
consistency for the analysis, interpretation, dissemination, and reuse of data.
The representativeness of aggregated results should also be considered,
particularly in relation to making inferences about individuals when looking at the
characteristics of a group. Particularly due to the diversity of Aboriginal and Torres
Strait Islander peoples, aggregated data is even more likely to not accurately
reflect this.
This also highlights the need for qualitative data to better contextualise the
quantitative data.

Australian Institute of Health and Welfare, "Review of the Two National Indigenous Specific Primary
Health Care Datasets: The Online Services Report and the National Key Performance Indicators,"
(Canberra: AIHW, 2020).
13 Communique of the Indigenous Data Sovereignty Summit, "Communique of the Indigenous Data
Sovereignty Summit," (Canberra: Maiam nayri Wingara Indigenous Data Sovereignty Collective and the
Australian Indigenous Governance Institute, 2018).
12
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Issue
Ethics

Notes
•
•

Access to specific data sources will inevitably require permission from relevant
human research ethics committees.
Development of specific ethics application will follow NHMRC Ethical guidelines
for research with Aboriginal and Torres Strait Islander Peoples.

Indigenous
identified data

•

Certain data sources have been identified that do not specifically identify
Aboriginal and Torres Strait Islander status. Although data may not be directly
related to Indigenous persons, Indigenous organisations, or evaluation questions,
they might able to inform contextual/ecological variables in a foreseeable analysis
plan.

Indigenous
identification
variable

•

There is a problem with Indigenous identification in data collections – either from
incorrect recording of status by health professionals or lack of self-reporting by
individuals. This can lead to even smaller numbers in data collections.
This leads to issues with completeness, which has implications for the
representativeness of the data, particularly who we are missing in our analyses as
a result and how this biases the results.
There is a significant difference in data quality between jurisdictions, meaning
that only data from jurisdictions with suitable quality can be used (i.e. NSW, Qld,
WA, SA and NT).

•

•

Medicare Benefits •
Schedule

MBS data are available as a) Aboriginal and Torres Strait Islander-specific items;
and b) general items (to identify uptake by Aboriginal and Torres Strait Islander
patients we would need to use the Voluntary Indigenous Identifier (VII) to extract
general MBS items.

Selection Bias

•

The evaluation cannot cover all of Australia. The process of site selection ensures
contextual diversity but may also introduce a degree of selection bias, as will the
capacity of sites to engage in the evaluation. This means that findings from the
analysis will be transferable but not necessarily generalisable.

Small cell
suppression

•

Small cell counts can cause cell suppression for privacy/identifiability concerns in
publicly available SA2 data.
Consultation with the relevant data custodian to release these data will be
important to the success of the evaluation.

•
Site boundaries

•
•

•

•
Pilot / testing data •
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As the IAHP evaluation sites are geographically bounded, a small enough unit to
enable a place-based approach is required.
Statistical Area Level 2 (SA2) is designed to “represent a community that interacts
together socially and economically” and forms the fundamental geographical unit
for the release of demographic, social and health data by the ABS.
The IARE may be an appropriate alternative level of aggregation for the purpose
of the evaluation. IAREs are medium sized geographical units designed to facilitate
the release of more detailed statistics.
Each site is expected to include one or more whole IAREs or aggregates of site
relevant SA2s.
The Department support the idea of testing/piloting for a site. As with any other
data, these datasets have peculiarities that are not obvious at first glance.

6.

Processes for gaining access to recommended data sources

As part of this DFA, each data set was assessed according to its accessibility to the evaluation team
and then classified into one the following categories:
1.

Public: Suitable data already exists in the domain;

2.

Special request: Data are best acquired through a direct request to the custodian for
a custom data extract.

3.

Secure access: Data are best acquired via access to secure platforms such as DataLab
(ABS), Table Builder (ABS) and the Secure Unified Research Environment (SURE; Sax
Institute).

Figure 2 shows that 42 out of the 79 data sources assessed by this DFA as fit for purpose (either
conditionally or unconditionally) will require some form of secure access; 14 data sources are
publicly available; 21 require a special request; and, 2 sources (Indigenous Advancement Strategy
and the National Indigenous Reform Agreement) require further investigation. Figure 3 (page 27)
shows that majority of secure access data sources are held by the AIHW, ABS or the Department.
It is important to note that in the case of nKPI and OSR data, although the AIHW may be the data
custodian, ACCHS need to give their permission to use their specific data.
Figure 2: Distribution of data sources by inclusion and access

6.1.

Secure access

Datasets held by the AIHW that require secure access are likely stored on the Secure Unified
Research Environment (SURE) - a secure computing environment that Australian researchers can
log in to remotely to analyse health data from different sources such as hospitals, general practice
and cancer registries. These data have been linked together to form records of health events for
individuals over time. Access to these data are restricted to those that have undergone specific
training and might involve training and access costs.
There are three main secure access methods for ABS data;
•
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The ABS DataLab is a secure environment for analysis of microdata (especially for linked
data). Any university affiliation potentially has access and involves an initial registration
online. Researchers must also undergo DataLab training prior to access. In addition, the
Multi-Agency Data Integration Project (MADIP) microdata is available to access in
Protari (currently in trial phase), an additional secure analytical environment
administered by the ABS.
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•

TableBuilder is an online tool for creating tables, graphs and maps using ABS microdata.
However, to maintain the confidentiality of respondents and to ensure the output of
quality data, some system restrictions have been implemented in the use of TableBuilder
to prevent the cross-tabulation of certain variables.

•

TableBuilder registration also allows registered users to download microdata CURFs in
CSV, SPSS, SAS and STATA format.

6.2.

Special request

Figure 3 also shows that 21 out of 79 identified data sources are accessible by special request.
These are likely to involve registering a specific data request to the relevant custodian and may
incur a fee based on the cost of recovery. These requests usually relate to access to a unique data
set where specifications might extend beyond public access privileges. Although comprising a
smaller proportion overall than those flagged for secure access, these data sources are distributed
over 15 different custodians, each with its own processes and protocols for requesting data. As
such, collectively these requests are likely to incur resource requirements for the evaluation team.
For example, Mayi Kuwayu (led by Professor Ray Lovett, ANU) is the custodian for the National
Study of Aboriginal & Torres Strait Islander Wellbeing (the Mayi Kuwayu or MK study).
Individuals or organisations can request access to data consistent with principles of Indigenous
Data Sovereignty. The approval process is governed by the MK Study Governance Committee. Any
person wishing to use data from the MK Study must: complete a data access application; complete
a variable request form; provide proof of ethics approval for analysis of MK Study data from an
NHMRC-recognised committee; and, pay a license fee (determined individually).
Another important special request data source is site-specific clinical data. In addition to the nKPI
and OSR data, health services maintain other data that inform their work which are more likely to
provide a much richer source of information relevant to the KEQs. Accessing this information,
however, will involve connections with, and permission from, clinical services.
Figure 3: Distribution of fit for purpose* data sources by custodian and access

*Includes only sources accessible by secure access or special request. Datasets with more than one custodian listed
are listed under each custodian. For total numbers see Figure 2.
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7.

Next steps

The key objectives of this DFA were to identify routinely collected data sets that can be useful in
answering the evaluation questions; assess the fitness-for-purpose of each of the identified data
sets; and, consider processes for gaining access to these data sets. Using a comprehensive and
engaged methodology, a range of data sets were canvassed and recommended for inclusion.
Upon agreement of the initial set of data indicators and sources (the outcomes of the DFA), the
next step is to commence work on the development of data specifications, extraction protocols
and ethics applications. This iterative workplan also includes the development of a detailed
analytical plan to complement the preliminary analysis plan outlined in the IAHP Yarnes
evaluation framework. The data team will work closely with the Department and relevant data
custodians to utilise the significant investment made in relation to data specification to ensure
data requests are targeted and feasible. This includes further scrutiny of data sources at the level
of individual elements/variables and confirm those attributes in Tables 2-5 that were not
ascertainable from public information (e.g. lowest available geography for certain sources).
Through consultation with the relevant custodian(s), data specifications can then be created for
those elements required, ensuring that special requests for data extracts are concise. A specific
ethics application will be developed to ensure appropriate processes are adhered to in conducting
further consultation and subsequent data extraction and analyses.
These next steps are in accordance with the IAHP Yarnes evaluation. As per the evaluation
framework, a central part of the evaluation design is the establishment of up to 20 place-based,
system-focused site studies. At the time of writing, these sites are yet to be confirmed. The
comparative case study aspect of the evaluation design, as articulated in the evaluation
framework, is intended to enable a contextualised, in-depth understanding of the complex
interactions within and between communities, PHC and other relevant systems, programs and
factors. The understanding of what is working well and not so well in each site will be used in a
cross-site comparison to gain further understanding of relative success of systems in different
circumstances. The site level analysis, coupled with other quantitative and qualitative data and
analytical techniques (e.g. sense-making), will inform analyses of what is occurring at other levels
(e.g. state level, by geographical remoteness) and a national assessment of the appropriateness
and effectiveness of the IAHP. As a consequence, identifying appropriate data sources, as per this
DFA, are a small, yet important, component of the next steps that will feed into the development
of an analytical plan.
The DFA will be revisited annually to reflect a maturity model enabling the evaluation to analyse
existing data collections in the early stages of the project and to leverage planned new collections
and improvements in data quality in order to undertake more comprehensive analysis over the
life of the evaluation. To this extent, the DFA will extend over the life of the evaluation.
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Appendix 1: Health Performance Framework
Health Performance Framework
Criterion

Indicators

Tier 1 Health Status and Outcomes
Health conditions

1.01 Low birthweight
1.02 Top reasons for hospitalisation
1.03 Injury and poisoning
1.04 Respiratory disease
1.05 Circulatory disease
1.06 Acute rheumatic fever and rheumatic heart disease
1.07 High blood pressure
1.08 Cancer
1.09 Diabetes
1.10 Kidney disease
1.11 Oral health
1.12 HIV/AIDS, hepatitis and sexually transmissible infections

Human function

1.13 Community functioning
1.14 Disability
1.15 Ear health
1.16 Eye health

Life expectancy and wellbeing 1.17 Perceived health status
1.18 Social and emotional wellbeing
1.19 Life expectancy at birth
Deaths

1.20 Infant and child mortality
1.21 Perinatal mortality
1.22 All causes age-standardised death rates
1.23 Leading causes of mortality
1.24 Avoidable and preventable deaths

Tier 2 Determinants of Health
Environmental factors

2.01 Housing
2.02 Access to functional housing with utilities

29

Health Performance Framework
2.03 Environmental tobacco smoke
Socio-economic factors

2.04 Literacy and numeracy
2.05 Education outcomes for young people
2.06 Educational participation and attainment of adults
2.07 Employment
2.08 Income
2.09 Index of disadvantage

Community capacity

2.10 Community safety
2.11 Contact with the criminal justice system
2.12 Child protection
2.13 Transport
2.14 Indigenous people socio-economic factors with access to their
traditional lands

Health behaviours

2.15 Tobacco use
2.16 Risky alcohol consumption
2.17 Drug and other substance use including inhalants
2.18 Physical activity
2.19 Dietary behaviours
2.20 Breastfeeding practices
2.21 Health behaviours during pregnancy

Person-related factors

2.22 Overweight and obesity

Tier 3 Health System Performance
Effective/Appropriate/Efficient 3.01 Antenatal care
3.02 Immunisation
3.03 Health promotion
3.04 Early detection and early treatment
3.05 Chronic disease management
3.06 Access to hospital procedures
3.07 Selected potentially preventable hospital admissions
3.08 Cultural competency
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Health Performance Framework
Responsive

3.09 Discharge against medical advice
3.10 Access to mental health services
3.11 Access to alcohol and drug services
3.12 Aboriginal and Torres Strait Islander people in the health workforce

3.13 Competent governance
Accessible

3.14 Access to services compared with need
3.15 Access to prescription medicines
3.16 Access to after-hours primary health care

Continuous

3.17 Regular GP or health service
3.18 Care planning for chronic diseases

Capable

3.19 Accreditation
3.20 Aboriginal and Torres Strait Islander peoples training for healthrelated disciplines

Sustainable

3.21 Expenditure on Aboriginal and Torres Strait Islander health
compared to need
3.22 Recruitment and retention of staff

Source: Department of Health14

14
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