	
	


	
	



4
Healthy lives

This chapter presents estimates of expenditure that relate to the Council of Australian Governments’ (COAG) National Indigenous Reform Agreement and Overcoming Indigenous Disadvantage report healthy lives building block (COAG 2009a; SCRGSP 2009).
 A person’s physical and mental health can have a profound effect on their life. It can influence their physical and mental competency and, through this, their achievements in education and employment and their ability to socialise and participate in the community (SCRGSP 2009).

Healthy lives relates to services of the health system and includes activities designed to promote, restore and maintain the health of the Australian community — for example, through hospitals, private clinics and practices, or through programs such as Medicare and the Pharmaceutical Benefits Scheme. For the purposes of this report, estimates of expenditure on health services are grouped under three broad areas:

· hospital services — admitted and non-admitted patient services provided in public and private hospitals (including mental health institutions) (section 4.2)

· community and public health services:

· community health services — include a wide range of services such as patient transport, and mental and general health services provided by medical or other registered health practitioners in a community or clinic setting

· public health services — services aimed at protecting and promoting community health through programs such as breast cancer screening and organised immunisations.

Community and public health services are considered in section 4.3.

· pharmaceuticals and aids, health administration and research services, which includes:

· pharmaceuticals and aids — medications provided under the Pharmaceutical 


	Box 4.

 SEQ Box \* ARABIC 1
Australian Institute of Health and Welfare estimates of Indigenous expenditure

	The Australian Institute of Health and Welfare (AIHW) has been developing and reporting estimates of expenditure on direct health services for Aboriginal and Torres Strait Islander people since 1998. The latest report, which presents data for 2006-07, was released in December 2009 (AIHW 2009).

The AIHW Expenditure on Health for Aboriginal and Torres Strait Islander People reports provide a detailed source of data on health services expenditure related to Indigenous Australians (AIHW 2009).

The AIHW has provided data for the Indigenous Expenditure Report that allows the research on cost drivers, data quality and case-mix information undertaken by the AIHW to be included in the estimates presented in this report.a The weighted estimates provided by the AIHW promote a level of consistency between the methodologies used in the two exercises. However, care should be exercised when comparing estimates presented in the two reports.

The AIHW methodology is similar to the Indigenous Expenditure Report methodology, but undertakes the estimation of expenditure at a more detailed level.b Higher‑level expenditure estimates are derived by aggregating the Indigenous share of expenditure for many different low‑level health service categories. This provides greater scope for analysis at lower levels, and also allows the case-mix characteristics of health services to be reflected more precisely in the aggregated estimates.

Adopting the AIHW methodology for the entire Indigenous Expenditure Report — which aims to identify the Indigenous share of all government expenditure — would be impractical, and would also duplicate the established reporting currently undertaken by the AIHW.

Comparing AIHW and Indigenous Expenditure Report health expenditure estimates

Although the Indigenous Expenditure Report estimates incorporate AIHW estimates of cost drivers and case‑mix, the reported expenditure could be different for a number of reasons. First, the expenditure categories adopted by the Indigenous Expenditure Report are based on the ABS Government Purpose Classification and differ from those used by the AIHW. Second, the sources of expenditure data used by the AIHW and Indigenous Expenditure Report are different. Finally, the reported data relate to different time periods. A priority area for improvement will be to reduce, or better explain, differences in the AIHW and Indigenous Expenditure Report health expenditure estimates (section 4.5). 

	a The AIHW methodology also has a broader definition of expenditure, including expenditure by individuals, private organisations and governments. b More detail on how AIHW data have been used to derive the health expenditure estimates presented in this chapter is provided in the 2010 Report Expenditure Data Manual (IERSC 2009) and the 2010 Report Service Use Measure Definitions Manual (IERSC 2010).

	

	


Benefits Scheme (or otherwise funded by government) and patient aids, such as wheelchairs, hearing aids, orthopaedic appliances and prostheses

· health administration and research services — strategic policy development and implementation, and health related research.

Pharmaceuticals and aids, health administration and research services are considered in section 4.4.

Health outcomes are likely to be affected by a combination of the health services listed above. Health outcomes can also be influenced by levels of education (chapter 3) and income (chapter 5), environmental factors, such as clean water and adequate sanitation (chapter 6), and the safety and supportiveness of the community (chapter 7). Similarly, good mental and physical health is important for people to reach their full potential in education, employment and other areas.

The expenditure estimates presented in this chapter take advantage of the work undertaken by the Australian Institute of Health and Welfare (AIHW) in developing reporting on expenditure on direct health services for Aboriginal and Torres Strait Islander people (box 4.1). The expenditure data presented in this chapter are estimates based on the method outlined in chapter 1 (section 1.2). The data and method have limitations and the results should be interpreted with care (chapter 2). Priority areas for further development are identified in section 4.5.

4.

 SEQ Heading2 1
The relationship between expenditure categories and the National Indigenous Reform Agreement framework

An informed interpretation of the expenditure estimates reported in this chapter requires an understanding of the difference between the outcome‑based reporting, which is the basis of the National Indigenous Reform Agreement, and the ABS Government Purpose Classification categories adopted for this report.

Outcome-based reporting differentiates health services based on their role in managing patient health outcomes:

· primary health services — are the primary means of delivering basic health services that identify and manage health issues before they become more serious. They are generally the result of patient-initiated contact with a health


	Relationship to the National Indigenous Reform Agreement and Overcoming Indigenous Disadvantage report frameworks

	The expenditure reported in all areas of this chapter relates closely to the COAG National Indigenous Reform Agreement and Overcoming Indigenous Disadvantage report healthy lives building block. Indigenous health outcomes in many areas are poor when compared with other Australians:

· life expectancy — in 2005–07 the gap between Indigenous and non-Indigenous life expectancy was 12 years for males and 10 years for females (SCRGSP 2009, p. 12)

· avoidable mortality — Indigenous females were five times as likely as non‑Indigenous females, and Indigenous males were four times as likely as non‑Indigenous males to die from avoidable causes in Qld, WA, SA and the NT combined (SCRGSP 2009, p. 46)

· potentially preventable hospitalisations — the Indigenous hospitalisation rate for potentially preventable chronic conditions was 6.4 times the rate for non-Indigenous Australians in 2006-07 (SCRGSP 2009, p. 7.18)

· tooth decay — the proportion of people aged 15‑54 years with untreated tooth decay was more than twice as high for Indigenous than non‑Indigenous Australians in 2004–2006 (SCRGSP 2009, p. 7.53)

· tobacco consumption and harm — half of Indigenous Australians aged 18 years and over reported they were current smokers in 2004-05. Hospitalisation rates related to tobacco use were consistently higher for Indigenous Australians than for non‑Indigenous Australians in 2006‑07 (SCRGSP 2009, p. 7.33)

· obesity and nutrition — in non‑remote areas in 2004-05, 31 per cent of Indigenous adults were obese and, after adjusting for differences in the age structure of the two populations, Indigenous adults were twice as likely to be obese as non-Indigenous adults (SCRGSP 2009, p. 7.38).

The National Indigenous Reform Agreement notes:

Indigenous Australians’ access to effective, comprehensive primary and preventative health care is essential to improving their health and life expectancy, and reducing excess mortality caused by chronic disease. All health services play an important role in providing Indigenous people with access to effective health care, and being responsive to and accountable for achieving government and community health priorities. (COAG 2009a, p. 6)

Closing the life expectancy gap within a generation is a priority target for COAG (COAG 2009a).

Further information on Indigenous outcomes related to the healthy lives building block is available in chapter 7 of the 2009 Overcoming Indigenous Disadvantage report (SCRGSP 2009). More detailed information on health expenditure is available from the AIHW Indigenous health expenditure report (AIHW 2009).

	


practitioner. However, they include patients presenting to hospital emergency departments, as well as public/community health services:

… in many of the areas where Aboriginal and Torres Strait Islander people live, hospital admission is a common means of delivering basic health services, and hospital emergency and outpatient departments are the most accessible source of affordable medical treatment, including GP-type care. (AIHW 2009, p. 14)

· secondary health services — are provided when a health issue can not be resolved at the primary stage. They are generated from within the health system through referral or admission to a medical facility (or specialist) for further diagnosis or treatment

· health management issues — government initiated programs that aim to mitigate the impact of major health concerns through information and screening programs (SCRGSP 2010).

The ABS Government Purpose Classification categories used for this report group expenditure by delivery setting (whether in a hospital or community setting), by type of service (public health, patient transport, pharmaceuticals), or expenditure that supports all health services (administration and research). The ABS Government Purpose Classification does not allow for a distinction between primary (or preventative) health services and secondary management of more serious issues.

4.

 SEQ Heading2 2
Hospital services (including mental health institutions)

Hospital services are the primary means through which the health system provides acute care services to people with serious medical conditions or injuries. This is particularly important for managing many of the chronic health conditions faced by Indigenous Australians. For example, the Australian Government’s State of our Public Hospitals report noted that:

… 42 per cent of all [Indigenous] hospitalisations relate to care involving dialysis, around six times more than the next most frequent admission type [in 2007-08]. (DoHA 2009, p. 72)

Hospital services also include community and public health services that are provided in an acute care institutional setting (AIHW 2009). This is important for Indigenous Australians who have a much greater reliance on hospital services for primary care. The AIHW noted that — possibly because of their lower incomes:

Aboriginal and Torres Strait Islander people are much more likely than non-Indigenous people to rely on public hospital services. They are much less likely than non‑Indigenous people to use private doctors, private hospitals and other private sector health providers. (AIHW 2009, pp. 1-2)

What are hospital services?

Hospital services include all medical services provided in:

· acute care hospitals — institutions that are either licensed as acute care hospitals by State health departments or controlled by government departments (including specialist dental hospitals and stand-alone mental institutions) 

· free-standing hospices — establishments providing palliative care to terminally ill patients 
· alcohol and drug treatment centres — centres for the treatment of alcohol and drug dependence on an inpatient basis

· same day establishments — day centres and free-standing day surgery centres. These clinics are particularly common for non-emergency surgical procedures or the fitting of prosthetics and other medical devices.

Patients can be treated on an admitted or non-admitted (outpatient) basis: 

· admitted patient services — services to anyone who is assessed as requiring close monitoring and a high level of care (acute patients). Common hospital services include pathology, ongoing treatment of acute injury or illness, surgical procedures and rehabilitation services

· non-admitted patients — outpatient care is one of the busiest services offered by Australian hospitals (WAMHS 2006). Outpatient services include specialist referral clinics on hospital grounds, day services offered by alcohol and drug treatment centres, services offered to patients undergoing procedures in dental clinics, and community nursing services provided to acute care patients at home — such as the Silverchain program, which allows acute patients to access at‑home services without hospital admission.

At the time data were collected for this report, expenditure on hospitals were the responsibility of the Australian, State and Territory governments under the Australian Healthcare Agreements. As of 1 July 2009, these agreements were replaced by the National Health Care Agreement (COAG 2009b).

For a detailed description of the types of expenditure recorded under hospital services (including mental health institutions) expenditure categories, refer to the 2010 Expenditure Data Manual (IERSC 2009, pp. 63–65). Further details on expenditure, and the roles and responsibilities of the Australian, State and Territory governments are available from Expenditure on Health for Aboriginal and Torres Strait Islander People 2006-07 (AIHW 2009).

Hospital services expenditure estimates

Government expenditure on hospital services was approximately $35.5 billion in 2008-09. The majority of this expenditure — made across all levels of government — was for admitted patient services (80 per cent or $28.5 billion), with the remainder of this expenditure allocated by states and territories to outpatient services and mental health institutions (18 per cent and 2.0 per cent respectively). While the latter services do not attract direct Australian Government expenditure, State and Territory services may be funded through Australian Government grants.

Estimates of expenditure on hospital services related to Indigenous Australians are presented in appendix F (table F.2) and summarised in table 4.1. Expenditure related to Indigenous Australians accounted for 5.3 per cent ($1.9 billion) of all general government hospital services expenditure.

Table 4.

 SEQ Table \* ARABIC 1
Hospital services summary, 2008-09

	
	Unit
	NSW
	Vic
	Qld
	WA
	SA
	Tas
	ACT
	NT
	Aus Gov
	All 
Gova

	Indig. exp.
	$m
	344
	92
	490
	321
	147
	20
	21
	332
	666
	1 869

	Total exp.
	$m
	10 525
	8 108
	6 649
	3 332
	2 766
	855
	639
	543
	13 881
	35 478

	Indig. exp. shareb
	%
	3.3
	1.1
	7.4
	9.6
	5.3
	2.3
	3.3
	61.2
	4.8
	5.3

	Indig. pop. sharec
	%
	2.3
	0.7
	3.5
	3.4
	1.8
	3.9
	1.3
	30.0
	2.5
	2.5


a ‘All Gov’ is the total expenditure by all jurisdictions net of inter-governmental transactions. b Estimated Indigenous expenditure as a proportion of total expenditure. c Indigenous Australians as a proportion of the total population.

Sources: Appendix D, table D.1 and Appendix F, table F.2.

Care should be exercised when interpreting these estimates because variations in expenditure can reflect a combination of factors — including the service delivery context and unresolved data and methodological issues — that could affect the reliability and interpretation of the estimates.
Interpreting Indigenous expenditure 

Variations in government expenditure related to Indigenous Australians reflect the combined effects of Indigenous service use and the average cost to government of providing services to Indigenous Australians, which can both be influenced by government policies and priorities (box 4.2).

	Box 4.

 SEQ Box \* ARABIC 2
Estimated Indigenous expenditure per head of population on hospital services, 2008-09a, b
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	Source data
	

	
	
	
NSW
	
Vic
	
Qld
	
WA
	
SA
	
Tas
	
ACT
	
NT
	Aus Gov
	

	
	Indigenous mainstream expenditure per head of population ($ per person)
	

	
	Admitted patient services
	1 724
	1 954
	2 068
	3 029
	2 894
	971
	3 272
	 3 864
	1 222
	

	
	Outpatient services
	414
	550
	562
	1 096
	1 409
	15
	1 171
	 959
	–
	

	
	Mental health institutions
	6
	–
	99
	194
	321
	33
	64
	 122
	–
	

	
	Total
	2 144
	2 504
	2 729
	4 318
	4 624
	1 018
	4 507
	 4 945
	1 222
	

	
	Indigenous specific expenditure per head of population ($ per person)
	

	
	Admitted patient services
	–
	61
	324
	9
	255
	–
	70
	 16
	–
	

	
	Outpatient services
	–
	–
	99
	–
	101
	–
	–
	 4
	–
	

	
	Mental health institutions
	–
	23
	20
	–
	8
	–
	–
	 2
	–
	

	
	Total
	–
	85
	442
	9
	365
	–
	70
	 21
	–
	

	
	Total Indigenous expenditure per head of population ($ per person)
	

	
	Admitted patient services
	1 724
	2 015
	2 392
	3 038
	3 149
	971
	3 342
	3 880
	1 222
	

	
	Outpatient services
	414
	550
	661
	1 096
	1 511
	15
	1 171
	962
	–
	

	
	Mental health institutions
	6
	23
	118
	194
	329
	33
	64
	124
	–
	

	
	Total
	2 144
	2 589
	3 172
	4 328
	4 988
	1 018
	4 577
	4 966
	1 222
	

	a Per head of population expenditure is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1). b Totals may not add due to rounding. – Zero or rounded to zero.

Source: Appendix F, table F.2.

	

	


Indigenous service use is the outcome of service demand and availability factors:

· service demand — is influenced by the age and characteristics of the population distribution, burden of disease, the availability of private hospital care, the cost of hospital services to the service user, access to alternative treatment arrangements and early intervention at the primary stage, socio-economic status, access to transport, and proficiency in speaking English (CGC 2010)

· service availability — access to the particular hospital services required in the necessary location and within the required timeframe, nurse to patient staffing ratios, and availability of staff with culturally specific training (such as Aboriginal Health Workers) where required (AIHW 2009; Schulz 2005).
The share of mainstream service expenditure that is estimated to relate solely to Indigenous service use is based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). These estimates are reported separately in appendix F (table F.2).
The average cost to government of providing services to Indigenous Australians is influenced by the cost of providing the services, and the level of support that governments provide (that is, governments’ contribution to the overall cost of the service).

The cost of providing services can be different for Indigenous and non‑Indigenous Australians because of factors influencing the relative cost of providing mainstream services to Indigenous Australians and any additional Indigenous specific services:

· mainstream service cost differentials
 — factors that can influence the cost of providing the same service to Indigenous and non-Indigenous Australians include: 

geographic location — Indigenous Australians are more likely to receive hospital treatment in a remote location than members of the non‑Indigenous population. Remote care facilities typically require higher operational costs due to geographic location. These costs may also include the additional clinical workforce incentives required to attract and retain staff for remote service delivery. For example, Queensland’s Remote Area Nursing Incentive Package includes provisions that are additional to those available for staff working in urban locations, such as periodic financial bonuses and extra leave

· service quality and scope — Indigenous Australians have higher risk factors for certain health conditions, and are more likely to experience further complications and additional secondary diagnosis. Cost may also be influenced by the need for staff to undergo culturally-specific training, and by co-morbidity factors.

Mainstream service expenditure relating to Indigenous Australians, reflecting the difference in the cost of providing services, is based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). These estimates are reported separately in appendix F (table F.2).

· complementary Indigenous specific services — services that are provided in addition to mainstream services represent an additional cost to government. 

Identifiable Indigenous specific expenditure accounted for approximately 4.5 per cent of total Indigenous expenditure (appendix F, table F.2), which varies across services and jurisdictions. 

Indigenous specific expenditure on health is largely provided through government contributions to Aboriginal Community Controlled Health Services. These are local health organisations operated within and by Indigenous communities. While the bulk of Aboriginal Community Controlled Health Services relate to community health programs (discussed further in section 4.3), some expenditure is directed to the provision of special Indigenous hospital services provided in remote communities.

Comparing expenditure per head of population

Government expenditure per head of population on hospital services was estimated to be $3427 per Indigenous person and $1587 per non‑Indigenous person. That is, an estimated $2.16 was spent per Indigenous person for every dollar spent per non‑Indigenous person in the population (appendix F, table F.2), which varies across services and jurisdictions (box 4.3) and reflects the combined effects of:

more intensive service use — for many health services, Indigenous Australians require more intensive and more frequent care. For instance, Indigenous Australians were admitted as overnight hospital patients at a rate of 293 per 1000 Indigenous Australian population, which is more than twice the rate for all Australians (111 per 1000 total Australian population) (DoHA 2009)

	Box 4.

 SEQ Box \* ARABIC 3
Estimated expenditure per head of population on hospital services, 2008-09a, b
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	Source data
	

	
	
	
NSW
	
Vic
	
Qld
	
WA
	
SA
	
Tas
	
ACT
	
NT
	Aus Gov
	

	
	Indigenous expenditure per head of population ($ per person)
	

	
	Admitted patient services
	1 724
	2 015
	2 392
	3 038
	3 149
	971
	3 342
	3 880
	1 222
	

	
	Outpatient services
	414
	550
	661
	1 096
	1 511
	15
	1 171
	962
	–
	

	
	Mental health institutions
	6
	23
	118
	194
	329
	33
	64
	124
	–
	

	
	Total
	2 144
	2 589
	3 172
	4 328
	4 988
	1 018
	4 577
	4 966
	1 222
	

	
	Non-Indigenous expenditure per head of population ($ per person)
	

	
	Admitted patient services
	1 208
	1 236
	1 126
	1 042
	1 076
	1 657
	1 330
	1 043
	624
	

	
	Outpatient services
	260
	255
	281
	300
	466
	23
	441
	273
	–
	

	
	Mental health institutions
	4
	8
	56
	66
	112
	56
	25
	33
	–
	

	
	Total
	1 472
	1 499
	1 462
	1 409
	1 654
	1 736
	1 797
	1 350
	624
	

	
	Indigenous to non-Indigenous expenditure per head of population (ratio)
	

	
	Admitted patient services
	1.4
	1.6
	2.1
	2.9
	2.9
	0.6
	2.5
	3.7
	2.0
	

	
	Outpatient services
	1.6
	2.2
	2.4
	3.7
	3.2
	0.6
	2.7
	3.5
	..
	

	
	Mental health institutions
	1.4
	2.8
	2.1
	2.9
	2.9
	0.6
	2.5
	3.7
	..
	

	
	All
	1.5
	1.7
	2.2
	3.1
	3.0
	0.6
	2.5
	3.7
	2.0
	

	a Per head of population expenditure is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1). b Totals may not add due to rounding. .. Not applicable. – Zero or rounded to zero. 

Source: Appendix F, table F.2.

	

	


· higher costs of providing services to Indigenous Australians — the cost of providing services is influenced by the cost of providing mainstream services and any additional Indigenous specific services (box 4.2).

Note that expenditure per head of population is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1).

Unresolved data and methodological issues

Unresolved data and methodological issues for hospital services relate to:

· expenditure data — jurisdictions may not have accurately recorded all relevant expenditure against these service categories. Some jurisdictions might not have correctly allocated expenditure to hospital services, and pharmaceuticals and aids, and health administration and research categories

· service use measure data — the Indigenous Expenditure Report employs service use measure information from the AIHW Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). However, the latest available data from the AIHW are for 2006-07. Expenditure estimates could be affected if service use patterns have changed significantly between 2006‑07 and 2008‑09.

Further work will be undertaken by the Steering Committee to improve reporting in future reports. Priority areas for further development are identified in section 4.5. 

4.

 SEQ Heading2 3
Community and public health services (including patient transport)

Community health services provide primary health care outside of public hospital emergency departments and outpatient services, and public health programs. They are important for preventing and managing individuals’ health through prevention, diagnosis and treatment (and where necessary referral to acute hospital or other healthcare services) of medical conditions at an early stage of development.

Public health services deliver primary health services that target particular health issues or particular at risk groups in the population. For example, public health services directed to the community as a whole could seek to promote general awareness of healthy lifestyles or target specific health management issues, such as breast cancer.

What are community and public health services?

Community health services encompass an extensive range of health programs that are offered in a community (non-hospital) setting. These services are either provided to the community at large — such as mental health services or transport of patients — or to targeted groups within the community. They also include subsidies for private health practitioners to reduce the cost to patients of medical treatment.

Community health organisations may also offer specific services in designated clinics. Examples of this include domiciliary services and well baby clinics designed to assist parents with newborns. Alternatively, some specialised drug and alcohol treatment and rehabilitation programs are provided through centres in a community setting. Community health services can include:

· community mental health services — providing treatment, rehabilitation and community health support targeted at people with a mental disorder or psychiatric disability (AIHW 2009). The main community mental health services offered nationally are mobile acute assessment, treatment and case management services, outreach programs, and community based residential services

· patient transport — mainly ambulance services, but includes other activities related to emergency and non-emergency transport of patients as well as pre‑hospital and out-of-hospital patient care 

· other community health services — are primarily State and Territory governments’ responsibilities, and include services such as domiciliary nursing services, well baby clinics, family planning services, alcohol and drug treatment programs, and subsidies for private medical and dental practitioners, optometrists, psychologists, and other community health clinics and allied health practitioners.

In addition to Medicare, the Australian Government provides a range of grants to government and non‑government bodies in order to achieve specific health care objectives targeted to specific community groups. Some State and Territory governments also fund community health services (for example, the WA Child and Adolescent Health Services).
Public health services aim to protect and promote health, and to prevent illness, injury and disability by identifying strategies to deal with public health issues, problems and priorities that affect the population as a whole, or population sub‑groups. The National Public Health Partnership identifies the following areas of Public health activities (NPHP 1998):

· health protection — regulation designed to protect the health of the individual and fellow human beings. For example, food standards regulations, which are administered by the Australia and New Zealand Food Regulation Ministerial Council 

· illness prevention — interventions that reduce the incidence and prevalence of disease occurrence or injury in individuals and populations. For example, the National Immunisation Program, communicable disease surveillance and control programs (carried out through the Surveillance Branch of the Australian Department of Health and Ageing) and screening programs, such as breast cancer screening and screening for childhood diseases

· health promotion — activities enabling people to increase control over, and to improve, their health. For example, programs that address smoking prevention, sun protection, healthy nutrition, physical activity, safe behaviours, community development and mental health.

For a detailed description of the types of expenditure recorded under the community and public health services expenditure categories (including patient transport), refer to the 2010 Expenditure Data Manual (IERSC 2009, pp. 67–74). Further details on expenditure, and the roles and responsibilities of the Australian, State and Territory governments are available from Expenditure on Health for Aboriginal and Torres Strait Islander People 2006-07 (AIHW 2009).

Community and public health services expenditure estimates

Government expenditure on community and public health services was around $28.5 billion in 2008‑09. The majority of this expenditure related to the provision of other community health services, which accounted for 78 per cent of national expenditure or $22.4 billion. Approximately $2.2 billion was spent on both patient transport services and public health services (7.5 per cent and 7.7 per cent of national expenditure respectively), while community mental health accounted for only 6.4 per cent of the total amount.

Estimates of expenditure on community health services related to Indigenous Australians are presented in appendix F (table F.3) and summarised in table 4.2. Expenditure related to Indigenous Australians accounted for 5.6 per cent ($1.6 billion) of all general government community and public health services expenditure.

Care should be exercised when interpreting these estimates because variations in expenditure can reflect a combination of factors — including the service delivery context and unresolved data and methodological issues — that could affect the reliability and interpretation of the estimates.
Table 4.

 SEQ Table \* ARABIC 2
Community and public health services summary, 2008‑09

	
	Unit
	NSW
	Vic
	Qld
	WA
	SA
	Tas
	ACT
	NT
	Aus Gov
	All 
Gova

	Indig. exp.
	$m
	153
	48
	186
	48
	78
	10
	6
	153
	961
	1 611

	Total exp.
	$m
	2 709
	1 940
	2 145
	908
	980
	250
	199
	258
	19 928
	28 549

	Indig. exp. shareb
	%
	5.7
	2.5
	8.7
	5.3
	7.9
	4.2
	3.2
	59.4
	4.8
	5.6

	Indig. pop. sharec
	%
	2.3
	0.7
	3.5
	3.4
	1.8
	3.9
	1.3
	30.0
	2.5
	2.5


a ‘All Gov’ is the total expenditure by all jurisdictions net of inter-governmental transactions. b Estimated Indigenous expenditure as a proportion of total expenditure. c Indigenous Australians as a proportion of the total population. 

Sources: Appendix D, table D.1 and Appendix F, table F.3.

Interpreting Indigenous expenditure 

Variations in government expenditure related to Indigenous Australians reflect the combined effects of Indigenous service use and the average cost to government of providing services to Indigenous Australians, which can both be influenced by government policies and priorities (box 4.4).

Indigenous service use is the outcome of service demand and availability factors:

· service demand — is influenced by the incidence of chronic disease and pandemic, availability and accessibility of private community health services, access to information on preventative health and other available services, and socio‑economic status of targeted communities.

Indigenous Australians suffer a burden of disease that is two and a half times greater than that of the total Australian population (Vos et al 2007), which implies a higher rate of demand from Indigenous users of health services as compared with that of other Australians

· service availability — availability of staff with culturally specific training (such as speaking languages other than English) where required, transport infrastructure and available fleet (for patient transport services).
The share of mainstream service expenditure that is estimated to relate solely to Indigenous service use is based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). These estimates are reported separately in appendix F (table F.3).

The average cost to government of providing services to Indigenous Australians is influenced by the cost of providing the services, and the level of support that governments provide (that is, governments’ contribution to the overall cost of the service).2
	Box 4.

 SEQ Box \* ARABIC 4
Estimated Indigenous expenditure per head of population on community and public health services, 2008‑09a, b
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	Source data
	

	
	
	
NSW
	
Vic
	
Qld
	
WA
	
SA
	
Tas
	
ACT
	
NT
	Aus Gov
	

	
	Indigenous mainstream expenditure per head of population ($ per person)
	

	
	Community mental health
	75
	161
	175
	102
	143
	68
	266
	158
	15
	

	
	Patient transport
	125
	83
	259
	146
	330
	56
	126
	277
	40
	

	
	Other community health
	553
	463
	347
	267
	1553
	351
	165
	1 410
	515
	

	
	Public health services
	85
	208
	–
	91
	81
	62
	56
	303
	98
	

	
	Total
	838
	915
	781
	605
	2107
	537
	613
	2 148
	667
	

	
	Indigenous specific expenditure per head of population ($ per person)
	

	
	Community mental health
	–
	138
	32
	–
	–
	–
	22
	14
	–
	

	
	Patient transport
	–
	–
	27
	–
	–
	–
	–
	–
	–
	

	
	Other community health
	88
	161
	260
	41
	517
	–
	728
	109 
	1 074
	

	
	Public health services
	31
	132
	106
	–
	11
	–
	38
	17 
	22
	

	
	Total
	119
	432
	425
	41
	528
	–
	787
	140 
	1 096
	

	
	Total Indigenous expenditure per head of population ($ per person)
	

	
	Community mental health
	75
	299
	206
	102
	143
	68
	288
	172 
	16
	

	
	Patient transport
	125
	83
	286
	146
	330
	56
	126
	276 
	40
	

	
	Other community health
	641
	624
	607
	308
	2 070
	351
	893
	1 519 
	1 589
	

	
	Public health services
	116
	341
	106
	91
	92
	62
	94
	320
	120
	

	
	Total
	956
	1 347
	1 205
	646
	2 635
	537
	1 401
	2 288
	1 763
	

	a Per head of population expenditure is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1). b Totals may not add due to rounding. – Zero or rounded to zero.

Source: Appendix F, table F.3.

	

	


The cost of providing services can be different for Indigenous and non‑Indigenous Australians because of factors influencing the relative cost of providing mainstream services to Indigenous Australians and any additional Indigenous specific services:

· mainstream service cost differentials3 — factors that can influence the cost of providing the same service to Indigenous and non-Indigenous Australians include:

· geographic location — due to geographic location in relation to urban areas, the provision of community health services are likely to attract higher operational costs, which could include a remote living allowance, higher wages or incentive payments, to attract and maintain staff working in rural and remote areas. Indigenous Australians are more likely than the mainstream population to receive community health treatment in remote or rural facilities

· service quality and scope — cultural differences imply a need for specially trained health care staff (for example, gender or language requirements) to improve the quality of care provided as well as patient compliance. The scope of health services can be limited in very remote areas due to the geographic implications discussed above.

Mainstream service expenditure relating to Indigenous Australians, reflecting the difference in the cost of providing services, is based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). These estimates are reported separately in appendix F (table F.3).

· complementary Indigenous specific services — services that are provided in addition to mainstream services represent an additional cost to government.

Identifiable Indigenous specific expenditure accounted for approximately 45 per cent of total Indigenous expenditure (appendix F, table F.3), which varies across services and jurisdictions. This includes government expenditure through Aboriginal Community Controlled Health Services and Aboriginal Medical Services, which are Indigenous-specific primary health care services operated by local Indigenous communities (NACCHO 2008).

Comparing expenditure per head of population

Government expenditure per head of population on community and public health services was estimated to be $2955 per Indigenous person and $1272 per non‑Indigenous person. That is, an estimated $2.32 was spent per Indigenous person for every dollar spent per non‑Indigenous person in the population (appendix F, 


	Box 4.

 SEQ Box \* ARABIC 5
Estimated expenditure per head of population on community and public health services, 2008-09a, b
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	Source data
	

	
	
	
NSW
	
Vic
	
Qld
	
WA
	
SA
	
Tas
	
ACT
	
NT
	Aus Gov
	

	
	Indigenous expenditure per head of population ($ per person)
	

	
	Community mental health
	75
	299
	206
	102
	143
	68
	288
	 172
	16
	

	
	Patient transport
	125
	83
	286
	146
	330
	56
	126
	 276
	40
	

	
	Other community health
	641
	624
	607
	308
	2 070
	351
	893
	 1 519
	1 589
	

	
	Public health services
	116
	341
	106
	91
	92
	62
	94
	 320
	120
	

	
	Total
	956
	1 347
	1 205
	646
	2 635
	537
	1 401
	 2 288
	1 763
	

	
	Non-Indigenous expenditure per head of population ($ per person)
	

	
	Community mental health
	58
	93
	77
	95
	48
	76
	115
	89
	8
	

	
	Patient transport
	82
	91
	109
	36
	106
	92
	77
	82
	9
	

	
	Other community health
	159
	99
	208
	176
	353
	264
	267
	427
	822
	

	
	Public health services
	70
	71
	72
	95
	64
	67
	102
	72
	57
	

	
	Total
	370
	354
	465
	403
	570
	498
	561
	671
	896
	

	
	Indigenous to non-Indigenous expenditure per head of population (ratio)
	

	
	Community mental health
	1.3
	3.2
	2.7
	1.1
	3.0
	0.9
	2.5
	1.9
	2.0
	

	
	Patient transport
	1.5
	0.9
	2.6
	4.0
	3.1
	0.6
	1.6
	3.4
	4.5
	

	
	Other community health
	4.0
	6.3
	2.9
	1.7
	5.9
	1.3
	3.3
	3.6
	1.9
	

	
	Public health services
	1.7
	4.8
	1.5
	1.0
	1.4
	0.9
	0.9
	4.4
	2.1
	

	
	All
	2.6
	3.8
	2.6
	1.6
	4.6
	1.1
	2.5
	3.4
	2.0
	

	a Per head of population expenditure is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1). b Totals may not add due to rounding.
Source: Appendix F, table F.3.

	

	


table F.3), which varies across services and jurisdictions (box 4.5) and reflects the combined effects of:

· more intensive service use — for many community and public health services, Indigenous Australians require more intensive and more frequent care

· higher costs of providing services to Indigenous Australians — the cost of providing services is influenced by the cost of providing mainstream services and any additional Indigenous specific services (box 4.4).

Note that expenditure per head of population is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1).

Unresolved data and methodological issues

Unresolved data and methodological issues for community and public health services (including patient transport) relate to:

· expenditure data — differences in health care arrangements could mean some expenditure data have not been allocated by jurisdictions consistently. For example, community mental health services can be provided through a range of institutional settings such as stand-alone psychiatric facilities, as a part of community outreach or drug rehabilitation clinics, or as part of hospital services. As the institutional setting of mental health services can be ambiguous, it is likely that some misallocations of expenditure have occurred across categories

· service use measure data — the Indigenous Expenditure Report employs service use measure information from the AIHW Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). However, the latest available data from the AIHW are for 2006-07. Expenditure estimates could be affected if service use patterns have changed significantly between 2006‑07 and 2008‑09.4
Further work will be undertaken by the Steering Committee to improve reporting in future reports. Priority areas for further development are identified in section 4.5. 

4.

 SEQ Heading2 4
Pharmaceuticals and aids, and health administration and research services

Pharmaceuticals and aids (medical aids and appliances) are critical components of the health system. To support those with ongoing medical requirements, governments offer subsidies for essential medications and health-related products. 

Health administration and research are essential elements of an integrated health system. Research expands the knowledge (or tools) available to the sector by identifying advancements in understanding how the human body works, and developing the technology of health-related treatments in order to improve our longevity and quality of life. Administration determines how the existing tools (or knowledge) and resources are coordinated to respond to health needs. 

What are pharmaceuticals and aids, and health administration and research services?

Pharmaceuticals and aids cover expenditure in three areas: 

· benefit-paid pharmaceuticals — relating to medications listed on the Pharmaceutical Benefits Scheme (PBS) or Repatriation Pharmaceutical Benefits Scheme (RPBS), these are widely-used medications that are essential for patients in order to manage their health concerns 

· other medications — items not listed on the PBS/RPBS, such as medications covered by the Dental Schedule and Optometrical Schedule for specialist medications. They may also include pharmacy products such as aspirin, cough and cold medicine, vitamins and minerals and medical non-durables such as bandages (AIHW 2009)

· aids and appliances — medical aids or appliances provided to patients including hearing aids, wheelchairs, medical grade footwear, oxygen devices, insulin pumps and spectacles. 

Health administration and research services facilitate the effective operation and improvement of other health services:

· health administration — the activities of government and non-government bodies involved in the formulation and administration of policy in health. For example, setting and enforcing standards for medical and paramedical personnel and for hospitals, clinics and the regulation and licensing of health service providers.

Administrative health centres operating in Australia include bodies such as: the Australian Commission on Safety and Quality in Health Care — which receives funds from all levels of government; the Australian Medical Council — an independent body promoting standards in medical education and training; and the Australian Medical Association — an independent organisation that works with government to represent medical practitioners and students within Australia

· health research — medical research includes investigation of new treatments, drugs and associated disease, and management of clinical trials. Research institutions focus on issues such as virus research, bio-safety, vaccine production, food controls, epidemiology of chronic disease, drug quality control, medical education and health promotion. Health research in Australia is undertaken through government departments as well as independent bodies, university research centres and hospital research programs.

For a detailed description of the types of expenditure recorded under the pharmaceuticals and aids, and health administration and research services expenditure categories, refer to the 2010 Expenditure Data Manual (IERSC 2009, pp. 75–80). Further detail on expenditure, and the roles and responsibilities of the Australian, State and Territory governments is available from Expenditure on Health for Aboriginal and Torres Strait Islander People 2006-07 (AIHW 2009).

Pharmaceuticals and aids, and health administration and research services expenditure estimates

Government expenditure on pharmaceuticals and aids, and health administration and research services amounted to $16 billion in 2008-09. Pharmaceuticals and aids accounted for 60 per cent of this amount ($9.6 billion), which was predominantly Australian Government expenditure. Health administration represented 31 per cent ($5 billion) of total government expenditure in this category, with the remaining 8.7 per cent ($1.4 billion) representing government support for health research activities.

Estimates of expenditure on pharmaceuticals and aids, and health administration and research services related to Indigenous Australians are presented in appendix F (table F.4) and summarised in table 4.3. Expenditure related to Indigenous Australians accounted for 2.2 per cent ($343 million) of all general government pharmaceutical and aids, and health administration and research services expenditure.

Care should be exercised when interpreting these estimates because variations in expenditure can reflect a combination of factors — including the service delivery context and unresolved data and methodological issues — that could affect the reliability and interpretation of the estimates.

Interpreting Indigenous expenditure 

Variations in government expenditure related to Indigenous Australians reflect the combined effects of Indigenous service use and the average cost to government of 


Table 4.

 SEQ Table \* ARABIC 3
Pharmaceuticals and aids, and health administration and research services summary, 2008-09

	
	Unit
	NSW
	Vic
	Qld
	WA
	SA
	Tas
	ACT
	NT
	Aus Gov
	All 
Gova

	Indig. exp.
	$m
	11
	4
	16
	43
	6
	–
	2
	21
	250
	343

	Total exp.
	$m
	295
	233
	244
	418
	158
	8
	87
	35
	15 336
	15 952

	Indig. exp. shareb
	%
	3.9
	1.6
	6.5
	10.2
	3.7
	2.6
	2.1
	59.3 
	1.6
	2.2

	Indig. pop. sharec
	%
	2.3
	0.7
	3.5
	3.4
	1.8
	3.9
	1.3
	30.0 
	2.5
	2.5


a ‘All Gov’ is the total expenditure by all jurisdictions net of inter-governmental transactions. b Estimated Indigenous expenditure as a proportion of total expenditure. c Indigenous Australians as a proportion of the total population.

Sources: Appendix D, table D.1 and Appendix F, table F.4.

providing services to Indigenous Australians, which can both be influenced by government policies and priorities (box 4.6).

Indigenous service use is the outcome of service demand and availability factors:

· service demand — the size and complexity of the Australian health care system will determine the demand for administrative health activities. 

Health research will be dependent on the incidence and impact of chronic disease in the community, and the rate at which the population suffers from high-cost conditions, such as diabetes, cancer, or poor lifestyle habits. It will also depend on the extent to which health research is already undertaken and shared publicly by private and international bodies.

The demand for pharmaceuticals and aids is affected by the cost of private pharmaceutical provision, access to preventative and early intervention health services at the primary stage, and the socio-economic status of the average service user

· service availability — service use is dependent on the availability of staff with the necessary expertise and familiarity with health issues that are either very common or specific to the Indigenous community, and availability of the type of pharmaceuticals required by Indigenous Australians from within the PBS approved medications schedule.
The share of mainstream service expenditure that is estimated to relate solely to Indigenous service use is based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). These estimates are reported separately in appendix F (table F.4).
Do not delete this return as it gives space between the box and what precedes it.
	Box 4.

 SEQ Box \* ARABIC 6
Estimated Indigenous expenditure per head of population on pharmaceuticals and aids, and health administration and research services, 2008-09a, b
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	Source data
	

	
	
	
NSW
	
Vic
	
Qld
	
WA
	
SA
	
Tas
	
ACT
	
NT
	Aus Gov
	

	
	Indigenous mainstream expenditure per head of population ($ per person)
	

	
	Pharmaceuticals & aidsc
	36
	47
	–
	504
	86
	–
	117
	258
	199
	

	
	Health research
	15
	57
	–
	17
	8
	10
	21
	49
	–
	

	
	Health administration nec
	–
	1
	17
	48
	–
	–
	266
	5
	67
	

	
	Total
	51
	105
	17
	568
	93
	11
	403
	312
	266
	

	
	Indigenous specific expenditure per head of population ($ per person)
	

	
	Pharmaceuticals & aidsc
	–
	–
	–
	–
	–
	–
	–
	–
	64
	

	
	Health research
	–
	–
	43
	–
	–
	–
	–
	–
	66
	

	
	Health administration nec
	21
	–
	43
	6
	103
	–
	–
	–
	63
	

	
	Total
	21
	–
	86
	6
	103
	–
	–
	–
	194
	

	
	Total Indigenous expenditure per head of population ($ per person)
	

	
	Pharmaceuticals & aidsc
	36
	47
	–
	504
	86
	–
	117
	 258
	263
	

	
	Health research
	15
	57
	43
	17
	8
	10
	21
	 49
	66
	

	
	Health administration nec
	21
	1
	60
	54
	103
	–
	266
	 5
	130
	

	
	Total
	71
	105
	103
	574
	197
	11
	403
	 313
	459
	

	a Per head of population expenditure is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1). b Totals may not add due to rounding. c Includes pharmaceuticals (including the PBS and RPBS), medical aids and appliances and expenditure related to the Australian Government private health insurance rebate program. – Zero or rounded to zero. 
Source: Appendix F, table F.4. 

	

	


The average cost to government of providing services to Indigenous Australians is influenced by the cost of providing the services, and the level of support that governments provide (that is, governments’ contribution to the overall cost of the service).2
The cost of providing services can be different for Indigenous and non‑Indigenous Australians because of factors influencing the relative cost of providing mainstream services to Indigenous Australians and any additional Indigenous specific services:

· mainstream service cost differentials3 — the Indigenous Expenditure Report employs cost differentials for mainstream services that are based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1).
Mainstream service expenditure relating to Indigenous Australians, reflecting the difference in the cost of providing services, is based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). These estimates are reported separately in appendix F (table F.4).

· complementary Indigenous specific services — services that are provided in addition to mainstream services represent an additional cost to government. 

Identifiable Indigenous specific expenditure accounted for approximately 37 per cent of total Indigenous expenditure (appendix F, table F.4), which varies across services and jurisdictions. This includes government expenditure on the administrative operations of the Australian Government Office for Aboriginal and Torres Strait Islander Health, which has responsibility for Aboriginal Community Controlled Health Services funding arrangements.
 

Comparing expenditure per head of population

Government expenditure per head of population on pharmaceuticals and aids, and health administration and research services was estimated to be $629 per Indigenous person and $737 per non‑Indigenous person. That is, an estimated $0.85 was spent per Indigenous person for every dollar spent per non‑Indigenous person in the population (appendix F, table F.4), which varies across services and jurisdictions 


(box 4.7) and reflects the combined effects of:

· less intensive service use — Indigenous Australians are comparatively low users of medical, pharmaceutical, dental and other health services. For example, the average pharmaceutical benefit for Aboriginal and Torres Strait Islander person was 60 per cent of the non‑Indigenous average (AIHW 2009). 

· higher costs of providing services to Indigenous Australians — the cost of providing services is influenced by the cost of providing mainstream services and any additional Indigenous specific services (box 4.6).

Note that expenditure per head of population is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1).

Unresolved data and methodological issues

Unresolved data and methodological issues for pharmaceuticals and aids, and health administration and research services relate to:

· expenditure data — jurisdictions may not have accurately recorded all relevant expenditure against these service categories. In particular, there may be problems of duplication or misallocation, particularly between the areas of pharmaceuticals and aids, and hospital expenditure

· service use measure data — the Indigenous Expenditure Report employs service use measure information from the AIHW Expenditure on Health for Aboriginal and Torres Strait Islander People reports (box 4.1). However, the latest available data from the AIHW are for 2006‑07. Expenditure estimates could be affected if service use patterns have changed significantly between 2006‑07 and 2008‑09.4
Further work will be undertaken by the Steering Committee to improve reporting in future reports. Priority areas for further development are identified in section 4.5. 

4.

 SEQ Heading2 5
Priority areas for further development

Specific areas for improvement related to expenditure on healthy lives include:

· service use measures and data development — all health service use measure data are based on AIHW research undertaken to support the Expenditure on Health for Aboriginal and Torres Strait Islander People reports. Any improvement in AIHW reporting will be reflected in the Indigenous Expenditure Report. This will require the ongoing co-operation of the AIHW.

	Box 4.

 SEQ Box \* ARABIC 7
Estimated expenditure per head of population on pharmaceuticals and aids, and health administration and research services, 2008-09a, b
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	Source data
	

	
	
	
NSW
	
Vic
	
Qld
	
WA
	
SA
	
Tas
	
ACT
	
NT
	Aus Gov
	

	
	Indigenous expenditure per head of population ($ per person)
	

	
	Pharmaceuticals & aidsc
	36
	47
	–
	504
	86
	–
	117
	258
	263
	

	
	Health research
	15
	57
	43
	17
	8
	10
	21
	49
	66
	

	
	Health administration nec
	21
	1
	60
	54
	103
	–
	266
	5
	130
	

	
	Total
	71
	105
	103
	574
	197
	11
	403
	313
	459
	

	
	Non-Indigenous expenditure per head of population ($ per person)
	

	
	Pharmaceuticals & aidsc
	23
	22
	–
	138
	26
	–
	44
	73
	447
	

	
	Health research
	16
	21
	27
	15
	3
	16
	13
	17
	45
	

	
	Health administration nec
	2
	–
	27
	22
	67
	–
	192
	1
	220
	

	
	Total
	41
	43
	54
	175
	96
	16
	248
	92
	712
	

	
	Indigenous to non-Indigenous expenditure per head of population (ratio)
	

	
	Pharmaceuticals & aidsc
	1.6
	2.2
	2.4
	3.7
	3.2
	0.6
	2.7
	3.5
	0.6
	

	
	Health research
	0.9
	2.8
	1.6
	1.1
	2.6
	0.7
	1.6
	2.8
	1.5
	

	
	Health administration nec
	8.5
	2.2
	2.2
	2.4
	1.5
	..
	1.4
	3.5
	0.6
	

	
	All
	1.7
	2.4
	1.9
	3.3
	2.0
	0.7
	1.6
	3.4
	0.6
	

	a Per head of population expenditure is not the same as expenditure per user, and should not be interpreted as a proxy for unit cost (chapter 2, box 2.1). b Totals may not add due to rounding. c Includes pharmaceuticals (including the PBS and RPBS), medical aids and appliances and expenditure related to the Australian Government private health insurance rebate program. .. Not applicable. – Zero or rounded to zero.

Source: Appendix F, table F.4.

	

	


Future work should focus on identifying more appropriate service use measures for areas of expenditure for which proxy measures have been used. This will contribute to a better understanding of cost drivers and more reliable estimates in these areas

· service use measures and data timing — further work will be undertaken to assess the implications of the difference in timing of the service use measure and the expenditure data for the expenditure estimates. This will require the ongoing co-operation of the AIHW and jurisdiction health departments

· additional expenditure detail — to improve alignment with the government Indigenous reform agenda, it would be useful to have more detailed information on maternal, antenatal and early childhood health. This would allow expenditure related to the early childhood building block to be identified more effectively.

Consultation with the AIHW will be necessary to decide whether this could be more effectively achieved through the AIHW Expenditure on Health for Aboriginal and Torres Strait Islander People reports, or through the Indigenous Expenditure Report

· expenditure data measurement and allocation — further work is required in a number of areas to improve expenditure allocations, and where this is not possible in the short-term, to gain a greater understanding of allocation limitations.

Better allocation of this expenditure should be possible with the cooperation of the relevant departments in each jurisdiction.

4.
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� 	It also includes expenditure related to maternal, antenatal and early childhood health, which is a component of the early childhood building block. However, this expenditure could not be separately identified for this report.


�	The Indigenous Expenditure Report defines the level of support that government provides as ‘average expenditure per client by the general government sector’. Differences between jurisdictions can also reflect the extent to which services are provided outside the general government sector (by government trading enterprises and non-government organisations) and the extent to which outlays are financed by user charges (chapter 2, section 2.1).


�	As an interim approach for the 2010 Report, the method allows jurisdictions to apply a cost differential of up to 10 per cent if they have anecdotal evidence that a cost differential exists, but have no empirical data on the magnitude of the cost differential. Information on what approach each jurisdiction adopted for the 2010 Report is provided in appendix C of the 2010 Service Use Measure Definitions Manual (IERSC 2010).


� 	Data quality statements for the Australian Government collections are provided in appendix D of the Service Use Measure Definitions Manual (IERSC 2010).


�	To improve Indigenous access to quality health care services, the Australian Government, in conjunction with Aboriginal Community Controlled Health organisations, has put measures in place to improve accessibility of pharmaceuticals and other PBS listed aids to remote Indigenous communities.
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