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Abstract

Background: Like other colonised populations, Indigenous Australians experience poorer health outcomes than

non-Indigenous Australians. Preventable chronic disease is the largest contributor to the health differential between

Indigenous and non-Indigenous Australians, but recommended best-practice preventive care is not consistently
provided to Indigenous Australians. Significant improvement in health care delivery could be achieved through

identifying and minimising evidence-practice gaps. Our objective was to use clinical audit data to create a framework

of the priority evidence-practice gaps, strategies to address them, and drivers to support these strategies in the delivery
of recommended preventive care.

Methods: De-identified preventive health clinical audit data from 137 primary health care (PHC) centres in five
jurisdictions were analysed (n = 17,108 audited records of well adults with no documented major chronic disease;

367 system assessments; 2005–2014), together with stakeholder survey data relating to interpretation of these

data, using a mixed-methods approach (n = 152 responses collated in 2015–16). Stakeholders surveyed included
clinicians, managers, policy officers, continuous quality improvement (CQI) facilitators and academics. Priority

evidence-practice gaps and associated barriers, enablers and strategies to address the gaps were identified and

reported back through two-stages of consultation. Further analysis and interpretation of these data were used to
develop a framework of strategies and drivers for health service improvement.

Results: Stakeholder identified priorities were: following-up abnormal test results; completing cardiovascular risk

assessments; timely recording of results; recording enquiries about living conditions, family relationships and
substance use; providing support for clients identified with emotional wellbeing risk; enhancing systems to

enable team function and continuity of care. Drivers identified for improving care in these areas included: strong

Indigenous participation in the PHC service; appropriate team structure and function to support preventive care;
meaningful use of data to support quality of care and CQI; and corporate support functions and structures.

Conclusion: The framework should be useful for guiding development and implementation of barrier-driven,

tailored interventions for primary health care service delivery and policy contexts, and for guiding further research.
While specific strategies to improve the quality of preventive care need to be tailored to local context, these findings

reinforce the requirement for multi-level action across the system. The framework and findings may be useful for

similar purposes in other parts of the world, with appropriate attention to context in different locations.
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Background
As with other colonised populations worldwide, Aboriginal

and Torres Strait Islander Australians (hereafter referred to

respectfully as Indigenous Australians) experience poorer

health outcomes and shorter life expectancy compared

with non-Indigenous Australians [1–4]. Providing equit-

able access to primary health care (PHC) is a continuing

challenge, despite a universal health insurance scheme

(Medicare1) and the funding of community-controlled and

government-managed health services specifically designed

to meet the health needs of Indigenous Australians (in

addition to private general practices) [3, 5]. Colonisation,

social determinants, and discrimination are important

factors in these inequities [4, 5]. Potentially preventable

chronic diseases are the greatest contributor to the

difference in health status between Indigenous and non-

Indigenous Australians [1]. The role of preventive care in

the early detection and management of chronic disease is

widely recognised [1, 6, 7].

Consistent with international trends to improve the de-

livery of preventive health services the Australian Govern-

ment has introduced policy initiatives to enhance the

delivery of preventive care for Indigenous people.

Medicare-funded Indigenous-specific health assessments

were introduced in 1999 and progressive expansion of

these services has resulted in a substantial increase in the

delivery of assessments over the past 15 years [8–10].

Unfortunately, these efforts have had no clear effect on

improving mortality and morbidity [11, 12] and follow-up

from health assessments has been disproportionally low

[8, 9]. This has called into question the effectiveness of

health assessments as a way to ensure Indigenous

Australians get preventive health services [8, 13]. Con-

cerns have been raised that health assessments may not

be reaching those most in need, thereby reducing the

potential benefits at a population level [8, 9, 11–13].

Consistent with earlier studies [14, 15], a 2016 assess-

ment of the delivery of recommended preventive care

for Indigenous Australians found substantial deficiencies

in the delivery of recommended care, wide variation in the

delivery of service items and a lack of follow-up of abnor-

mal clinical findings [16]. Despite efforts to promote

evidence-based preventive care at the PHC level [6] and

policy initiatives such as preventive health assessments,

delivery of guide-line recommended preventive health

care to Indigenous Australians remains suboptimal.

Evidence-practice gaps across many health centres are

often due to failures or weaknesses of the wider health

system [17, 18]. Large-scale improvement in preventive

PHC delivery could be achieved through identifying

priority evidence-practice gaps in care and using the infor-

mation to inform action across the health system [17]. Ac-

tions or interventions designed to address known barriers

to quality care are more likely to produce change, however

few interventions are based on a systematic assessment of

barriers [19, 20]. The need for further development of

methods to identify barriers and design interventions to

address these barriers has been identified [21, 22].

A ‘co-creation approach’ involving researchers, clini-

cians, administrators, community members and policy

makers has been advocated for identifying priorities and

driving improvements in care [18, 22, 23]. The value of

diverse stakeholder perspectives in improving Indigenous

primary health care (PHC) has been established [24]. We

drew on this evidence to design a mixed-methods study to

engage diverse PHC stakeholders in interpreting aggre-

gated CQI data on preventive care.

The aim of this paper is to describe stakeholder identified

priority evidence-practice gaps, stakeholder perceptions of

barriers and enablers and suggested strategies for improv-

ing preventive care. We use this co-created information to

develop a causal pathway diagram, presented as a frame-

work of key factors (or drivers) to improve the delivery of

guideline recommended preventive care. This paper con-

tributes to the identification of ways to improve large-scale

delivery of preventive health services, thereby reducing

health inequalities in access to quality preventive care.

Methods
Developed in 2013, the “Engaging Stakeholders in Identi-

fying Priority Evidence-Practice Gaps and Strategies for

Improvement in PHC” (ESP) project brought together the

concept of knowledge co-creation [22, 23] and evidence

on how to achieve large-scale change [18, 24]. It aimed to

engage a wide range of stakeholders in using aggregated

continuous quality improvement (CQI) data to identify

priority gaps in care, barriers or enablers and strategies

for improvement. The ESP Project methods and theor-

etical base are described in detail elsewhere [18].

Clinical audit and systems assessment

The ESP Project has drawn on CQI data provided by

health centres to the Audit and Best Practice for

Chronic Disease (ABCD) National Research Partnership,

a wide-scale, research-based CQI initiative (2010–2014)

[25, 26]. Over 17,000 client records in 137 Indigenous

PHC centres were audited for preventive health practices

and included in the analysis.

As part of their routine CQI activities, participating

health centres performed annual audits of client medical

records to determine whether recommended preventive

service items were documented as delivered in the pre-

vious 24 months [27]. The audit tool and parameters of

the outcomes measures were developed by an expert

working group and based on evidence and best practice

guidelines. To be eligible for inclusion in the audit, a

client must: be between 15 and 55 years; resident in the

community for at least 6 months; have no diagnosis of
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diabetes, hypertension, coronary heart disease, chronic

heart failure, rheumatic heart disease or chronic kidney

disease; not be pregnant or not less than 6 weeks post-

partum at the time of audit; and have at least one at-

tendance at the PHC in the previous 24 months. The

audit protocol included sampling guidelines to generate

a sample likely to reflect the general population of

clients. A structured process to assess the organisa-

tional systems of the PHC was conducted using the

Systems Assessment Tool (SAT) [28].

Ethics

The study was approved by human research ethics com-

mittees in the relevant states and territories [25]. All par-

ticipants in the ESP Project surveys provided individual

informed consent.

Project Phases

The project comprised three phases: 1) identifying priority

evidence-practice gaps, 2) identifying barriers and enablers

to addressing these gaps, 3) data synthesis for develop-

ment of a framework of drivers and strategies. These

phases are described in more detail below. For phases 1

and 2 (the ESP Project), we targeted stakeholders repre-

senting diverse roles, PHC settings and organisations who

had been identified as having an interest in Indigenous

PHC service delivery (including those who participated in

the CQI audits), management, research and policy. To en-

able engagement of those less likely to provide individual

responses, we encouraged responses from facilitated

group discussions. Some group responses indicated large

numbers of participants. Groups reported to be larger

than 100 were recorded as 20 individuals to more realistic-

ally reflect likely numbers of active contributors. The esti-

mated number of people providing input may therefore

be conservative. Networks established over the years of

the ABCD National Research Partnership were used to

develop circulation lists for the ESP reports and sur-

veys. A snowballing distribution technique was utilised,

encouraging people to forward reports and surveys

through their professional networks.

Phase 1 – identifying priority evidence-practice gaps in

preventive care

During this phase we presented a report of cross-sectional

clinical preventive care audit and systems assessment data

(2012–2014; 3571 clinical audit records and 71 systems’

assessments from 95 health centres).

The research team developed a preliminary set of prior-

ities using the following criteria: aspects of care that were

recorded at low levels; aspects of care where there was wide

variation in recorded delivery; or organisational systems

that were relatively less developed (based on SAT data)

(Additional file 1: Table S1). Through an online survey we

asked stakeholders whether the preliminary priorities ac-

cord with their experience, to rank the priorities by per-

ceived importance; and to determine if other priorities

should be included.

Phase 2 Identifying barriers and enablers and strategies for

improvement

We presented a report of the phase 1 findings and trend

audit data (2005–2014) from 137 health centres (17,108

clinical audit records and 367 system assessments) that

examined trends over time for priority evidence-practice

gaps as agreed upon in Phase 1 (Figs. 1, 2, 3, 4, 5, 6, and 7).

Through an online survey, we asked respondents to focus

on the trend data and their experience in PHC to a) identify

barriers and enablers to improvement and b) new or

existing strategies to address the gaps. The survey drew on

national and international evidence on health system and

staff attributes (domains) that may present obstacles to

improvement, such as insufficient finances and resources,

lack of patient centred-care and systematic quality improve-

ment. The survey instrument has been published else-

where [29]. As a member checking process, we distributed

the draft final report and invited stakeholder feedback on

whether we had accurately captured their views.

Phase 3 Data synthesis for development of framework

Drawing on the survey data provided in the previous phase

on the barriers and enablers for addressing the gaps in pre-

ventive care, the authors undertook an iterative process to

develop a framework for improvement as follows: (1) mul-

tiple readings of the survey data and an initial assessment of

the emerging barriers and enablers to addressing gaps in care

were undertaken by the lead author (JB), using an organising

matrix of ‘health system’ or ‘staff attributes’; (2) drawing on

this thematic analysis the lead author produced a framework

or ‘driver diagram’, a diagrammatic quality improvement tool

used to position identified barriers and enablers within causal

pathways (referred to as key drivers) [30]; (3) strategies for

improvement identified by stakeholders were aligned with

the relevant drivers; (4) the driver diagram was reviewed

and refined over several iterations by all authors. The

authors collectively possess a depth of experience in

preventive health provision to Indigenous people, as clini-

cians, program leaders, policy makers and researchers.

Results
Approximately 152 individuals participated in the online

surveys for phases 1 and 2, either as individuals or mem-

bers of a group (Table 1). Organisations represented in-

cluded community-controlled and government health

services, support and policy organisations, and research

institutions. Respondents included nurses, senior man-

agers, CQI facilitators, researchers, Aboriginal Health

Practitioners (AHP), policy officers and doctors (Table 1).
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Priority evidence-practice gaps in preventive care

identified by stakeholders

Approximately 77 people (15 individuals and four group

responses on behalf of 62 people) participated in phase

1. Characteristics of the health centres providing CQI

data are presented in Table 2. Overall, 79% of health

centres were in remote locations and 73% were govern-

ment managed.

The aggregated CQI data showed that some aspects of

preventive care were being provided and documented at

high levels by health centres. The aspects of care in

which there was relatively better recording included up-

to-date health summaries and immunisation records,

measurement of weight, blood pressure, pulse rate and

rhythm, delivery of brief interventions for clients identi-

fied as using alcohol at high risk levels, and recording of

Medicare numbers. However, wide variation between

health centres was evident in almost all aspects of pre-

ventive care.

Stakeholders identified seven evidence-practice gaps as

priorities for improvement. These are presented in order

of perceived priority:

Fig. 1 Mean health centre record of plan for follow-up of abnormal blood pressure, blood glucose level and lipid profile, by audit year. Note: Lipid test

was introduced into the preventive health audit tool in August 2010

Fig. 2 Mean health centre recording of cardiovascular risk assessment,

by audit year. Note: This item was introduced into the preventive

health audit tool in August 2010. According to best practice guidelines,

clients eligible for absolute cardiovascular risk assessment if: Indigenous,

≥35 years of age and not a resident of the Northern Territory; or

Indigenous, ≥20 years of age and a resident of the Northern Territory;

or non-Indigenous and 45 years and over
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� Follow-up of clients with abnormal blood pressure,

blood glucose levels and lipid profile (Fig. 1)

� Completing absolute cardiovascular risk assessments

(Fig. 2)

� Recording of urinalysis (Fig. 3)

� Recording of lipid profiles (Fig. 3)

� Recording of enquiry about environmental & living

conditions, family relationships and substance abuse

(Fig. 4)

� Providing appropriate support and follow-up for cli-

ents identified as being at risk with respect to emo-

tional wellbeing (Fig. 5)

Fig. 3 Mean health centre record of urinalysis and lipid profile, by audit year. Note: Lipid test was introduced into the preventive health audit

tool in August 2010

Fig. 4 Mean health centre percentage of clients with record of enquiry regarding environmental and living conditions, family relationships and

other substance use, by audit year. Note: These items were introduced into the preventive health audit tool in August 2010
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� Strengthening ‘team structure and function’ and

‘continuity of care’ (Fig. 6)

Although delivery of care relating to the identified

evidence-practice gaps in preventive care was low, there

was evidence of improvement over time (Fig. 7).

Stakeholder feedback on the priority evidence-practice

gaps highlighted the importance of continuing attention to

holistic care, and of ensuring that focus on specific indica-

tors does not detract from the importance of providing

high quality care across the scope of best practice. A major-

ity of respondents (76%) considered improvement across all

Fig. 5 Mean health centre percentage of clients with a record of emotional wellbeing (EW) follow-up action if identified at risk using a standard

tool, by audit year. Note: These indicators were introduced in the audit tool in August 2010 and apply to those clients that had a record of being

at risk of an emotional wellbeing issue
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health centres as a priority rather than prioritising action

for health centres performing at relatively lower levels.

Key drivers and strategies for addressing identified gaps

in preventive care

Approximately 73 stakeholders (three individuals and

four group responses on behalf of approximately 70

people) identified barriers and enablers to addressing the

identified evidence-practice gaps. The analysis of the

barriers and enablers identified four key drivers for

addressing priority evidence-practice gaps, each with

suggested strategies (Fig. 8). The identified drivers are

interdependent and some findings are relevant to more

than one driver. We have therefore described the findings

according to the predominant driver, as follows.

Strong Indigenous participation in the primary health care

service

Most respondents identified a need to improve links

between health services and communities, and enhance

health literacy. The critical brokering role of AHPs in in-

creasing access to, acceptability of and trust in the health

service was acknowledged. Audit data indicated that

only 20% of clients were recorded as seeing an AHP as

the first point of contact when attending the health

service (Table 2). Respondents commented on the im-

portant role of Indigenous staff in engaging clients in

their own health, through preventive health assessments

and follow-up consultations. This was linked to an iden-

tified need for more Indigenous staff at all levels of the

PHC service, ideally members of the local community.

High staff turnover was viewed as a barrier to developing

and maintaining links between health services and com-

munities. Respondents perceived that local orientation

to the culture, language, and diversity of their service

populations was generally lacking, as well as skills in ap-

plying this knowledge to reflect the principles of popula-

tion health.

Appropriate primary health care team structure and function

Respondents noted the need for adequate staffing levels to

allow the time required to deliver preventive health services.

High demand for acute care was highlighted as a barrier,

while dedicated preventive care resources, workflow strat-

egies to enable delivery of preventive care and clear role def-

initions were viewed as enablers to improving the delivery of

preventive care. Responses indicated that at times staff have

trouble focusing their attention to provide best practice care

in preventive health due to competing demands. This is

borne out in audit data, which show that 48% of clients last

attended their health service for acute care and only 11% for

a preventive health assessment (Table 2). Despite competing

demand on staff time and its negative impact on attending

Fig. 6 Team structure and function and continuity of care component scores, by audit year

Fig. 7 Mean health centre overall service delivery to well clients.

Note: Overall preventive care service delivery composite figure

includes: weight, waist circumference, blood pressure, urinalysis, blood

glucose level, sexually transmitted infections (gonorrhoea and

chlamydia; syphilis), pap smear, oral health, nutrition, physical activity,

smoking and alcohol status recorded, brief intervention if smoker and/

or high risk alcohol user
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to preventive health care, health service staff were generally

perceived as knowing the content and objectives of best

practice preventive health care delivery.

Stakeholders identified the need for close collaboration

between health promotion staff and clinicians within PHC

teams and health promotion activities linked to local

community needs. Further, it was felt there should be a

greater focus on ensuring that all programs and service

delivery are based on the needs and aspirations of Indi-

genous communities, and that care provision is respectful

of and responsive to individual preferences, needs and

values.

Table 1 Survey responses for the preventive health ESP Project phases

Phase 1 – Identifying priority
evidence-practice gaps

Phase 2 – Barriers and enablers to and
strategies for improvement

Individual responses Group responsesa Individual responses Group responsesa

Number of responses 15 4 (on behalf of an
estimated 62 people)

3 4 (on behalf of an
estimated 70 people)

Jurisdictions of interest for respondentsb

National 1 1

NSW 0 1

SA 1 0

Queensland 5 1

WA 3 1

NT 6 1

Victoria 4 2

Rurality of population group to which responses relateb

Urban 7 6

Regional 8 4

Remote 13 4

Number of group responses to question about Indigenous status

Majority (more than half) 2 2

Minority (less than half) 2 2

Number of individual responses identified as Indigenous

Indigenous 2 1

Non Indigenous 13 2

Position typesb

Nurse, doctor or specialist 6 4 0 4

Middle or senior management, board member 3 3 0 6

CQI facilitator 1 1 1 1

Policy officer 0 0 0 1

Aboriginal and/or Torres Strait Islander practitioner 0 2 0 4

Research/Academic 1 1 0 0

Other 4 1 2 1

Organisation typesb

Community-controlled peak body/health centre 6 2 0 1

Government health department/health centre 8 1 1 0

Medicare Local or PHC Network 0 0 0 2

University/Research organisation 0 1 1 0

Other 1 1 1 1

aSome groups indicated large numbers – considerably more than 20 and in some instances more than 100. It was not clear how many individuals provided actual

input. For the purpose of estimating the numbers who provided actual input we have used a figure of 20 individuals for groups that were reported to be larger

than 20. The estimated number of people providing input may therefore be conservative
bNumbers may not tally with total number of respondents, as respondents were able to select multiple answers
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Indigenous PHC services are characterised by high staff

turnover, particularly in remote locations. Within this

environment, ongoing (rather than one-off) staff training,

supported by regional systems to foster inter-organisational

and intra-organisational learning, was considered an

enabler to the delivery of preventive care. Survey respon-

dents specifically identified the need for training in team

work, patient-centred care and self-management support,

cultural competence and cultural safety and understanding

of the impact of social determinants on health. Integration

of services (rather than merely co-location) for mental

health and wellbeing care and physical health was sug-

gested to further support preventive care.

Corporate support functions and structures

Financing and resources to support preventive care

Medicare-funded Indigenous-specific preventive health

assessments [10] were acknowledged as a useful funding

stream. Stakeholders specified a need for increased funding

to deliver follow-up services relating to issues identified in

health assessments, including system improvements to

support follow-up. Further work was suggested to avoid

competition for funding where this undermines relation-

ships between organisations and individuals, and to build

a culture of partnerships and collaboration between ser-

vice providers. Stakeholders identified the need for flexible

funding to enable services to be responsive to community

needs and target prevention activities accordingly.

Effective strategies for recruitment and retention of

staff Workforce issues were frequently identified as

impacting on the effectiveness of preventive care, includ-

ing high staff turnover and skill mix. Development of

regional support systems for recruiting and retaining

staff, especially AHPs, was identified. Recruiting Indigen-

ous staff (particularly local staff ) and ensuring effective

support, was seen as critical to ensuring the community-

health service connections and the provision of a cultur-

ally appropriate service that is perceived to be accessible

by the community. Improved role definition and clarity

based on the identified strengths of the AHP work-

force and access to adequate numbers and types of

staff for follow-up services were identified as import-

ant enablers.

Meaningful use of data to support high quality care

delivery and continuous quality improvement processes

Further investment is required in systems development

and practitioner training in the effective use of clinical

information systems and decision support tools, for ex-

ample recall and reminder systems and cardiovascular

risk assessment calculators. Improved documentation of

care provided to clients and efficient upload of test re-

sults in the correct fields of information systems were

deemed necessary to avoid duplication of efforts and

support team-based care.

Most respondents agreed on the need for further man-

agement support to enable staff in health services to use

CQI tools and resources, and to allocate sufficient time

to CQI activities, including the implementation of im-

provement plans based on audits. Technical assistance

at the practice-level (for example CQI facilitators) to

extract data, assist with interpretation and facilitation of

action plans, chart progress and review results was seen

to enhance meaningful use of data to support care.

Fig. 8 Drivers of high quality preventive care and suggested strategies for addressing identified evidence-practice gaps
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Discussion
Improving the delivery of preventive care for Indigenous

Australians is crucial to closing the health gap between

Indigenous and non-Indigenous Australians. Current de-

livery of preventive care for Indigenous Australians is

suboptimal with wide variation in the delivery of recom-

mended preventive care between health centres. This

study engaged a wide range of stakeholders in using the

most comprehensive data set of its kind currently avail-

able in Australia to identify priority evidence-practice

gaps in preventive healthcare across 137 health centres

that serve Indigenous Australians, and the key drivers to

address these gaps.

The identified gaps in preventive care included:

follow-up of abnormal results; completing cardiovascular

risk assessments; timely recording of test results; recording

enquiries about living conditions, family relationships and

substance abuse; provision of support and follow-up for

those at risk with respect to emotional wellbeing. System

refinements that improve ‘team structure and function’

and ‘continuity of care’ were also identified priorities. This

collaboratively created knowledge has been used to de-

velop a framework of drivers for improving the delivery of

care. They include strong Indigenous participation in the

PHC service, appropriate team structure and function to

support preventive care, meaningful use of data to support

high quality care delivery and CQI, and effective corporate

support functions and structures.

Follow-up of patients after a health assessment has

been reported as low in Australia and elsewhere [8, 9].

Our study identified follow-up of abnormal results as

the most pressing priority for improvement, reflecting

similar findings of other studies [8, 31]. Participants in

our study identified drivers of quality preventive care at

different health service levels. As seen elsewhere in the

world, identifying the most important drivers for change

is difficult [19]. Drivers for achieving the health benefits

of screening and assessments at health centre level in-

cluded accurate documenting of care in patient records

as a way of enabling timely care provision, a team-based

approach, and avoiding over-servicing (e.g. unnecessary

repeating of laboratory investigations). A number of the

priorities and drivers identified are beyond the influence

or control of individual health centres and services, and

require stronger engagement from higher level manage-

ment and policy makers. For example, improving the

quality of social and emotional well-being care requires

a model of integrated care that addresses social determi-

nants through inter-sectoral and regional collaborations

in service delivery and human resource management.

Identified drivers for improved preventive care are

consistent with national [5, 8, 16, 32–35] and international

literature on barriers and enablers to care [36, 37]. Our

deliberate strategy of seeking data interpretation and input

from those with tacit and professional knowledge of

delivering preventive care to Indigenous clients and com-

munities helped to ensure that the strategies suggested are

consistent with the important principle of providing cul-

turally safe, patient-centred care [34]. Culturally unsafe

PHC environments are recognised as a barrier to care

access for Indigenous Australians and for Indigenous

populations in other countries around the world [4, 5].

Key emerging challenges will be implementing a

multi-sectoral and systems-wide approach that goes be-

yond health to involve other service agencies [38, 39]

and refocusing the attention of funders towards prevent-

ive health [40]. Taking high level action to meet these

challenges in the Indigenous PHC sector would no

doubt have benefits for the wider Australian population,

in which little or no progress is being made in preventing

and controlling risk factors for chronic disease (with the

exception of tobacco control) [40].

Strengths and limitations

A particular strength of our study was the measurement of

a broad range of service delivery indicators for preventive

health care delivery based on best practice clinical guide-

lines, and the engagement of diverse healthcare stake-

holders to interpret the aggregated CQI data. Strengths of

the analysis include the iterative process of stakeholder en-

gagement to develop a framework of drivers and strategies

to improve preventive care. Individuals and groups could

choose to participate in any or all ESP project phases. The

ESP project has relied, in part, on stakeholders sending re-

ports to others. Thus, a limitation of the study is that it has

not been possible to accurately measure the reach of report

dissemination and survey response rates. Limitations in-

clude voluntary enrolment in the ABCD CQI program,

with uncertainty in the generalisability of the findings.

Audit data are based on recorded delivery of services,

which generally underestimate actual service delivery. The

findings represent feedback from a diverse range of stake-

holders working in Indigenous PHC service delivery, policy

and research. However, they primarily represent the views

of the Northern Territory and Queensland jurisdictions

and remote and rural contexts.

Conclusion

The framework presented offers opportunities for regional-

level support organisations and policy makers to develop

barrier-driven, tailored interventions to improve the de-

livery of preventive care for Indigenous Australians.

Such system-level action should be developed with a

deep understanding of the holistic nature of Indigenous

Australians wellbeing beyond just physical health (including

healthy connections to culture, community and country), of

the impact of Australian colonial history on Indigenous

Australians, and of how social systems – including the

Bailie et al. Globalization and Health  (2017) 13:48 Page 11 of 13



health system - should be shaped to meet the needs of Indi-

genous Australians.

The framework should assist those developing PHC

policy, interventions and training to develop tailored in-

terventions to improve health outcomes, and guide fur-

ther research. While specific strategies to improve the

quality of preventive care need to be tailored to local

context, these findings reinforce the requirement for

multi-level action across the system. The framework and

findings may be useful for similar purposes in other

parts of the world, with appropriate attention to context

in different locations.

Endnotes
1Medicare is Australia’s universal health insurance

scheme. Medicare provides access to a range of medical

services, lower cost prescriptions and free care as a pub-

lic patient in a public hospital.
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