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Burden of disease and spending on 
health for Aboriginal and Torres 

Strait Islander people 
• Australian spending on health (AIHW, 2011) 

– $1 non-indigenous Australians compared to 
$1.47 for Aboriginal and Torres Strait Islander 
health spending 

– Extends to $2.22 for remote and very remote 
• However, currently data suggest the health 

gap persists – e.g. life expectancy, chronic 
disease 

 
 



Spending on health for Aboriginal and 
Torres Strait Islander people is different 

Contributions of selected areas to health expenditure for Indigenous and non-indigenous 
Australians, Source AIHW health expenditure database 2013 



Question: 

Is our current investment producing the 
best outcomes? 

 



Why do economic evaluations? 
• Economic evaluation is concerned with how scarce 

resources can be allocated  
– Efficiency i.e. balancing cost with outcomes 
– Equity 

• Health budget is finite, it is one tool to appraise value  
• Makes decision explicit and comparable 
• Aboriginal and Torres Strait Islander program 

evaluation is vital  
– Health gap means need for health services is higher 
– Distinct models of care e.g. Community-controlled 
– Using right methods for the specific environment is 

essential 
• E.g. The Indigenous Health Service Delivery (IHSD) Template 



Pharmaceutical Benefit Advisory 
Committee (PBAC) Guidelines 

• The only Australia-wide health economic guidelines 
• Covers how data can be both captured and 

measured 
– E.g. PBS, MBS, hospital, pathology 

• Use of administrative data to quantify health service 
use holds many benefits over other forms  

• There are limitations with administrative data in 
remote areas 
– E.g. patient-linked s100 PBS supply is not available 
– E.g. historically low Medicare enrolment 
– No specific PBAC provisions for Aboriginal and Torres 

Strait Islander populations 
 



Context for the review 
• Despite increased spending, health disparities 

remain 
• Unique models of care and health spending profile 

in many remote Aboriginal and Torres Strait 
Islander communities  

• This may require distinct methods and 
considerations for economic evaluations, some not 
considered by PBAC 

  
How are remote economic evaluations 

being done? 



Determining how economic evaluations for 
remote Aboriginal and Torres Strait Islander 

communities are being performed  

• Systematic review of literature  
– PRISMA 
– peer-reviewed  
– grey literature  

• Identifying what is used to evaluate 
programs and interventions 
– Data sources captured 
– How are the cost and consequences measured 



Northern Australia 

Source ABS 



Northern Australia 

• Almost 50% of Australia’s mainland 
• Relatively small population  

– ~1 million people, only 5% of all Australians,  
– 30% of Australia’s Aboriginal and Torres Strait 

Islander population 
• Focus of investment – E.g. White Paper 
• Characterised by decentralised populations 
• Distinct health needs 

– E.g. 97% of section 100 PBS expenditure is in NT, 
WA & QLD 

• Potentially lower amount of PBAC Guideline 
data available - E.g. Medicare and PBS 



Inclusion and exclusion 
Included 
• Only NT, QLD and/or WA (proxy for Northern Australia) 
• Solely Aboriginal and Torres Strait Islander participants 
• Defined as full or partial economic evaluations (Drummond) 

• Between 2010 and 2016 (post ACE Prevention study) 

 
Excluded 
• The intervention not classified as healthcare-related  

– E.g. a justice system intervention with some health outcomes  

• Study protocols 



Database Search - Stage 1 

• Peer-reviewed databases searched 
– PubMed (using Medline and MeSH) 
– Scopus  
– Google Scholar  

• Key website databases  
– Northern Territory Department of Health 
– Queensland Government and Queensland Health 
– Government of Western  
– Australia Department of Health  
– Australian Indigenous HealthInfoNet   

 



Database Search – Stage 2 
Other websites, databases and experts including:  
• Australian Institute of Health and Welfare Closing 

the Gap Clearing House 
• National Health and Medical Research Council  
• Cochrane database  
• Lowitja Institute  
• Centre for Aboriginal Economic Policy Research 

(CAEPR) 
• National Aboriginal Community Controlled Health 

Organisation (NACCHO)  
• Many more 



PRISMA Flow Diagram – Economic Evaluation of 
Aboriginal and Torres Strait Islander Health Programs  

 (Moher et al. 2009)  



Methods 

• Of all studies originally captured, those 
matching the inclusion were reviewed  
– Qualitative synthesis  
– Assessed against selected Critical Assessment 

Criteria (Drummond) 
• including sub-criteria from 1, 4, 5, 6, 7, 8, 9 and 10  

– Assessed for risk of bias (as per PRISMA) 

 



Results 

• 505 records captured in initial identification 
• 16 economic evaluations of Aboriginal and 

Torres Strait Islander health programs 
included in review  
– 7 from Northern Territory  
– 3 from Western Australia  
– 6 from Queensland  

• Only one did not focus solely on regional 
and/or remote locations  
– Northern Australia as a proxy for remote 

• No grey literature 



Results - Administrative data to 
measure health service use was low 

Health service use 
• MBS data was only used in one study to capture health 

service use  
• PBS data was not used to capture health service use 
 
Quantify costs of goods or services 
• Only 2 studies utilised the PBS to quantify health 

service costs 
• MBS was only used to quantify health service costs in 

3 studies 
  



Low consideration for patient or 
societal perspective 

• Patient and indirect costs were rarely discussed 
and often deliberately excluded 
• Difficulty in measuring this information 

• Context of decision to commission research 
• Patient incentives and disincentives are known to 

affect program uptake 
• None considered any transport or accommodation 

costs from a consumer perspective  



Accommodation and transport 

• 6 studies captured accommodation 
and/or transport costs  
– E.g. Royal Flying Doctors Service data 

• Cost data was difficult to capture and 
link 
– E.g. Patient Assisted Transport Scheme (PATS) could not 

be linked to patients’ health service data 

 
 



How comprehensive were the 
evaluations? 

• Of the 16 evaluations  
– 11 were full evaluations, involving a comparator  
– 5 were partial evaluations involving cost-outcome 

descriptions   
– 5 cost-effectiveness analyses 
– 5 cost-benefit analyses 
– 2 cost-consequence analyses   
– 3 studies measured Incremental Cost-Effectiveness 

Ratios (ICERs)  
– 6 addressed uncertainty 
– 2 studies addressed discounting for time differences  



Further results 

• Less than half of the studies (n=7) captured 
patient health service use that extended 
outside of a hospital 
– The methodology for capturing health services 

use varied greatly between studies 
– Potential bias towards considering state or 

territory government costs (with or without 
federal or societal perspectives).   
 



Key findings 

• Multiple ‘mainstream’ sources (as per PBAC) to 
identify units of health service use was 
understandably low  
– MBS and PBS use was low 
– Hospital admission administration data used more 

• Methods for evaluation were diverse with no 
predominant approach 
– Indigenous Health Service Delivery Template 

(IHSD) use was absent 
• Few comprehensive evaluations  



Key findings 

• Data sources used by studies varied greatly 
in validity and reliability 
– E.g. One21Seventy vs personal communication 

• Studies used evaluation methods to suit 
available resources and perspectives 
– E.g. State government commissioned research 

supported greater federal investment in 
primary care 



Conclusion 
• Northern Australia is growing  

– Government interest and investment is increasing 
• Technology and tools that capture health services use at a 

population level are improving – E.g. MHR, s100 
• Currently administrative data are not used commonly to 

capture health service use in remote Australia 
• Evaluations that utilise this technology and data will allow 

more equitable and effective evaluations  
– E.g. no recruitment bias 

• Researchers and decision-makers could consider:  
– Limitations of current evaluation methods  
– Careful planning needed for better health service use capture 
– More societal and patient perspectives allows better 

comparisons and equity 
– Use of known tools E.g. IHSD Template 



Questions? 

 


