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F ore w or d
The Australian Primary Health Care Research Institute (APHCRI) was established at
the ANU in 2003 as part of the Australian Government Department of Health and
Ageing funded Primary Health Care Research and Education Development (PHCRED)
Strategy. Since then, APHCRI@ANU has established itself as a leading Australian
centre for health services research.
The key focus of APHCRI@ANU is understanding variation in health care. Not all
Australians have the same health problems, and even when they have the same health
problems, do not have the same access to care, receive the same level or types of
services, or achieve the same health outcomes.
However, not all variations are harmful. Indeed a major challenge for researchers and
practitioners alike is to identify which variations in service provision or care outcomes
are warranted and which are not warranted, and which can be addressed through
policy and practice.
The research undertaken at APHCRI@ANU is grouped into four key themes:
>> The nature and distribution of primary health care related variations;
>> The causes of variations in primary health care needs, access, care and outcomes;
>> How to address variations in primary health care needs, access, care and outcomes through innovations in policy and practice;
and
>> How to measure and monitor variations in needs, access, care and outcomes over time.
This research portrait highlights the innovative and inspiring range of work undertaken by APHCRI@ANU researchers across a
broad range of areas to inform policy makers, health care providers and consumers.

Associate Professor Lyndall Strazdins
Head, APHCRI@ANU
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S tream 1
T H E N AT U R E A N D D I S T R I B U T I O N O F
P R I M A R Y H E A LT H C A R E R E L AT E D
VA R I AT I O N S
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Variations arise in all health care service provision and outcomes. Studies of spatial
variation in health care provision and costs in the USA have shown wide and
unexplained diversity. To better understand the nature and distribution of primary
health care related variations, APHCRI@ANU researchers have explored a broad range
of areas including, spatially based variation, adherence to medication, use of chronic
disease management plans, time spent on personal health care and how this relates to
multi-morbidity, patient experience with health care, and patient affiliation with General
Practitioners.
To support research across Australia on spatial variation, APHCRI@ANU established
the National Centre for Geographic and Resource Analysis in Primary Health Care
(GRAPHC) in 2011 using core funding of $2.6m over three years.

Dr Ian McRae, Team Leader

This cutting edge resource provides relevant data, analysis and mapping tools
to primary health care researchers. GRAPHC now supports a web-based data
management and mapping facility with 6,000 indicators and highly flexible tools for
mapping both this data and data which researchers themselves may wish to visualise.

GRAPHC includes ABS-based data on population and socio-economic status, data compiled by the Population Health Information
Development Unit, University of Adelaide, and data at a Medicare Local level from the MABEL Australian General Practitioner
workforce survey.
Recognising the value of collaboration and developing national and international partnerships, APHCRI@ANU researchers have
forged links with many institutions including, the Netherlands Institute for Health Services Research; Robert Graham Centre,
Washington DC; University of Canterbury, NZ; University of Northumbria, UK.

The GRAPHC team have
developed G-Tag: a system
to manage individual clinical
data that preserves privacy
and confidentiality.
4

For more information visit:
http://aphcri.anu.edu.au/research/groups/
quantitative-analytics
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A Hidden
Risk:

Figure 1: expected total diabetes in the
leFevre peninsula

A P H C R I @ A N U : U n d e r s t an d in g v aria
t i o n overall
in pri
m arofy h e a l t h car e
The estimated
prevalence

P ro j ect spotlight
M A P P I N G A H I DD E N M E N A C E :
UNDIAGNOSED DIABETES

undiagnosed
Diabetes

Research Team
> Dr Nasser Bagheri
> Dr Ian McRae
> Mr Paul Konings
> Prof Kirsty Douglas
> Dr Peter Del Fante
> Prof Robert Adams

Dr Nasser Bagheri, Project Leader

Taking such
an innovative
approach has led
to the award of a
DECRA fellowship
to Dr Bagheri
for research on
identifying the
spatial distribution
of chronic illness
risk
6

Nasser Bagheri, Ian McRae, Paul Konings, Michael Hewett, Peter Del Fante, Bob Adams

This innovative study used both sophisticated modelling and spatial analysis of
General Practice clinic-level data to identify a distinct pattern of undiagnosed diabetes
that varied by area and socioeconomic status.
The pattern could not have been detected using traditional postcode based data.
It was made visible using small area data extracted using the purpose designed
GRAPHC G-Tag tool.
This study reveals that undiagnosed diabetes may be a problem of less disadvantaged
social groups, and geospatial mapping provides a new tool to identify areas with high
levels of unmet need. Using our models, policy makers can apply geographic targeting
of effective interventions.

People who are unaware of the presence of diabetes may already be progressing
towards complications of this condition. The aim of this research was to use
data from GP practices in Western Adelaide to identify areas with high levels of
undiagnosed diabetes.

Figure 2: diagnosed diabetes in the leFevre
peninsula

A total of 9.9% of the practice patient
population have been already diagnosed
by GPs in the practice. The prevalence
of diagnosed diabetes in the SA1 areas
varied from 0.0% to 23. The higher
diagnosed prevalence rate was observed
in the most disadvantaged area in
north- east part of the Peninsula.

Methods

This study estimated the prevalence of undiagnosed diabetes using data from
a multisite GP practice with 12271 active patients, age 18 years and over who
live in metropolitan areas in Adelaide. We used the North West Adelaide Health
Survey (NWAHS) sample to develop a model to predict total expected diabetes
at a practice level. A patient in the NWAHS was considered to have diabetes if
they had been told by a doctor that they had diabetes or if their fasting plasma
glucose level was≥7.0mmol/L or their HbA1C ≥ 6.5 mmol/L.

For more information visit:
http://aphcri.anu.edu.au/projects/anu/analysis-undiagnoseddiabetes-using-practice-level-data-graphc-project

Australian Primary Health Care Research Institute				

Introduction

diabetes in people over 18 years old at
the GP practice level was 12.8%. The
prevalence of total expected diabetes
varied considerably between the SA1
areas, ranging from 6.0% to 18%, with
a mean of 12.8%. The highest expected
diabetes prevalence was seen in the low
socioeconomic area, mostly in east and
north of Lefevre peninsula.

November 2014

We predicted total diabetes for each patient in the GP practice from a model
based on age, sex, BMI, pension, smoking prevalence, systolic and diastolic blood
pressure and total cholesterol. We subtracted the already diagnosed diabetes
from total expected cases to estimate the undiagnosed diabetes prevalence at
the practice level. The pattern of the total expected, diagnosed and undiagnosed
diabetes were mapped across the study area at SA1 level.

Figure 3: undiagnosed diabetes prevalence
leFevre peninsula

in

The difference between expected and
diagnosed prevalences provides an
estimate of the undiagnosed prevalence.
The prevalence of undiagnosed diabetes
was estimated as 3% of active patients.
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S tream 2
T H E C A U S E S O F VA R I AT I O N S I N
P R I M A R Y H E A LT H C A R E N E E D S ,
ACCESS, CARE AND OUTCOMES
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Consistent with the most significant challenges facing the primary health care sector,
work in this area has a strong focus on chronic illness.
Chronic illness challenges the budgets and health systems of all western countries,
where health services oriented towards the care of acute and episodic conditions are
forced to find new models of care; where health care providers face changes to their
traditional ways of working with the need to integrate care across multiple settings
and providers, and where the burden of the illness to patients and their families is
beginning to be counted and incorporated into models for best management and
shared decision making.

Laurann Yen, Team Leader

Alongside practice and policy interventions, we have limited knowledge of how patient
characteristics and needs vary within and between conditions, the extent to which
regional variations occur in the use of allied health and dental services or access to a
same day appointment with a General Practitioner, or how chronic conditions impact
on time use and out of pocket costs contribute to variation in access.

APHCRI@ANU researchers have focused on these knowledge gaps using data from
the Menzies-NOUS Survey of Attitudes of Australians towards the health system, the Serious and Continuing Illnesses Policy and
Practice Study (SCIPPS), and a national survey of members of National Seniors Australia, National Diabetes Services Scheme and
the Lung Foundation.
National and international collaborations and partnerships with APHCRI@ANU researchers include, the University of Manchester,
the University of Exeter, Hull and York Medical School, Menzies Centre for Health Policy; the Health Care Consumers Association;
and, National Seniors Australia.

Health systems world-wide
have attempted to create
greater standardisation of
care for common chronic
illnesses to reduce outcome
variation
8

For more information visit:
http://aphcri.anu.edu.au/research/groups/
chronic-disease-management
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ancient past?

W a y back in 1982, sociologist Michael Bury sugg
that chronic illness poses a
biographical disruption to people.
What on earth does that mean? Was this ever the
Is the theory still relevant?
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P ro j ect spotlight
CHRONIC ILLNESS: ENTERING
A TIME WARP
Research Team
> Dr Tanisha Jowsey

> Assoc Prof James Gillespie

> Dr Ian McRae

> Dr Michelle Banfield

> Prof Jose M Valderas

> Prof Lesley Jones

> Assoc Prof Paul Dugdale

> Prof Marjan Kljajovic

> Dr Rebecca Phillips

> Ms Laurann Yen

> Prof Robin Bunton

Dr Tanisha Jowsey, Project Leader

Current health care
models and clinical
guidelines can
pose unrealistic
expectations
in terms of the
burden of selfmanagement for
people with multimorbid chronic
conditions.
10

Using data from a national survey of members of National Seniors Australia, the
National Diabetes Services Scheme and the Lung Foundation APHCRI@ANU
researchers have examined variations in the patterns of time spent on health care
by older adults. They found that people living outside urban areas spend more time
accessing health care, but access less services than those living in regional or inner
urban areas.
Respondents with five or more chronic condition spent the equivalent to two to three
hours per day on health related activities, and if exercise is included in the calculations,
from between five and eight hours per day: an amount similar to full-time work.
Ageing is associated with increasing rates of multi-morbidity. Multi-morbidity imposes
considerable time burdens on patients.
Many older adults are facing high demands on their time to manage their health in the
face of decreasing energy and mobility. Their time use must be considered in health
service delivery and health system reform.

For more information visit:
https://researchers.anu.edu.au/researchers/jowseyt#publications
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Theory
The onset of severe chronic illness and its progression poses a
‘critical situation’ to the individual. It is experienced as disrupting people’s
previously held beliefs and imaginings about their future biographies. The
chronically ill individual, Bury suggests, is not subject to the same social
obligations of the individual with acute sickness (who should return to
health quickly and get back to work). Instead, the very nature of chronicity
suggests that the individual cannot return to prior ‘healthy’ modes of
social obligation.
Chronic illness creates uncertainty and calls into question the individuals
previously held ideas about the world and their future.
First, there is the disruption of taken-for-granted assumptions
and behaviours; the breaching of commonsense boundaries …
Second, there are more profound disruptions in explanatory
systems normally used by people, such that a fundamental
rethinking of the person's biography and self-concept is
involved. Third, there is the response to disruption involving
the mobilisation of resources in facing an altered situation
(Bury, 1982: 169-170).
The initial ‘breach’ in
boundaries brings into
focus the misbehaving and even ‘dis-appearing’
body (Williams, 2000). Previously trusted and often unconscious rhythms
of the healthy body are disrupted. The chronic illness is experienced
profoundly in the body and
in relation to social life.

Responses to the theory
Other research found
biographical disruptions too!
Carricaburu and Pierret, 1995
Pound, Gompertz and
Ebrahim, 1998
Sanders et al., 2002

Research project
To analyze whether chronic illness is biographically disrupting.

Participants are 45-85 years old. Chronic illnesses of interest are
Diabetes
Chronic heart failure
Chronic obstructive pulmonary disease (COPD)
Triangulation; four data sets
•
SCIPPS* time use and care co-ordination survey (N=2540;
of three recruitment subsamples: Diabetes Australia, Seniors Au
Australian Lung Foundation) (National)
•
•
•

•
•
•

SCIPPS* Qualitative patient and carer experience (N=66)
(N=19)

SCIPPS* Qualitative Aboriginal and Torres Strait Islander e

Field work participant experience (N=23) and notes (Canb

*Serious and Continuing Illness Policy and Practice Study

Findings

Responses to the theory – research participant

“Well obviously!!” -72 year old woman with C

The more chronic illnesses people had, the more time they spent
and the more time they spent seeing health care providers.
disruption was felt more intensely upon diagnosis, then les
found ways of managing their health. For others the d
increased with time as hopes and d
futures became unreachable

Look for the findings article: 2013 Jowse
Gardner, K.L. Agents in time: representa
illness. Health Sociology Review [in pres
publication date 11
is September
APHCRI@ANU
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H O W T O A DD R E S S V A R I A T I O N S I N P R I M A R Y
H E A LT H C A R E N E E D S , A C C E S S , C A R E A N D
O U T C O M E S T H R O U G H I N N O VAT I O N S I N
POLICY AND PRACTICE
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Strong primary health care systems that promote access, continuity and coordination
of care are associated with improved population health and cost performance. A major
challenge for health systems is how to redesign primary health care to make care more
accessible, continuous, coordinated and patient centred.
This is a particular challenge for organisations providing care for people with mental
health or chronic conditions where care must be accessed from a range of providers
within and outside the primary health care sector. It is particularly vital in reaching
underserved populations and those whose needs have not traditionally been well met.
Working together with key consumer, service and policy stakeholders is essential to
tailor intervention research and to support uptake of knowledge into practice since
changes in population health outcomes cannot occur unless health care systems,
organisations, and professionals adopt them in practice.
This area of research focuses on developing and testing innovative strategies for
improving access and quality within the Australian primary health care sector. It
incorporates work with both consumers and primary health care providers, including
Aboriginal and Torres Strait Islander services, general practices and community health.

Dr Michelle Banfield, Team Leader

Much of the work undertaken by APHCRI@ANU researchers has been conducted through consultancies or in partnerships with key
stakeholder groups and has informed the development of new areas for applied research.
Linkages have been formed with the Aboriginal Health Council of Western Australia, the Queensland Aboriginal and Islander Health
Council, the ACT Medicare Local, the Australian Medicare Local Alliance, ACT Health, Menzies Centre for Health Policy, and the
University of Manchester.

Sustainability of innovation is
an ongoing implementation
and evaluation challenge for
the primary health care sector.

12

For more information visit:
http://aphcri.anu.edu.au/research/groups/
consumer-perspectives-primary-health-care
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P ro j ect spotlight
CONTINUITY OF CARE:
U N L O C K I N G I N F O R M AT I O N
Research Team
> Dr Michelle Banfield

> Assoc Prof James Gillespie

> Dr Karen Gardner

> Mr Robert Wells

> Dr Ian McRae

> Ms Laurann Yen

> Assoc Prof James Gillespie

Care coordination is a key focus of current health policy in Australia.

Dr Michelle Banfield, Project Leader

The purpose of this
research was to
explore information
continuity in
Australian primary
care to assist
decision makers
in developing
effective policy for
coordination of
care.
14

Continuity of care - an aspect of coordination of care - is the patient’s experience
of care over time. It is often described in terms of three dimensions: information,
relational and management continuity.
This study aimed to (1) explore how information continuity supports coordination; and,
(2) investigate conditions required to support information continuity.
Four diverse Australian primary health care initiatives participated in the study.
Each with improved coordination as an aim or fundamental principle. Practitioners,
managers and decision makers who could provide insight into the use of information
for continuity and coordination of care were interviewed.
The study found that availability of information is not sufficient to ensure continuity of
care for the patient or coordination of care from the systems perspective.
Policy directed at information continuity must give consideration to the broader ‘fit’
with management and relational continuity and provide a broad base that allows for
local responsiveness in order for coordination of care to be achieved.

For more information visit:
https://researchers.anu.edu.au/researchers/banfield-ma
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HOW TO MEASURE AND MONITOR OVER
T I M E VA R I AT I O N S I N P R I M A R Y H E A LT H C A R E
NEEDS, ACCESS, CARE AND OUTCOMES
Monitoring access to services and patient outcomes and experiences is essential for
improving quality, stimulating innovation in the design and delivery of health care and
improving accountability.
To function effectively and fulfil both system and service-oriented sets of objectives,
measures need to address aspects of health care performance that are of relevance
to consumers and that are also aligned with measures of organisational and service
performance that can be influenced by providers.
The means by which such information might best be collected, analysed and reported
to promote the overall standard of care and reduce variation between settings is the
subject of research among primary health care providers and consumer advocates in
Australia, as it is internationally.

Dr Karen Gardner, Team Leader

A key emerging area of interest is the use of outcomes based funding to promote
quality and efficiency and the governance and other arrangements that are required to
support accountability in this context.

A key emerging area of interest is the use of outcomes based
funding to promote quality and efficiency and the governance
required to support accountability

16
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P ro j ect spotlight
CONTINOUS CARE IMPROVEMENT IN
ABORIGINAL COMMUNITY CONTROLLED
H E A LT H S E R V I C E S :
A N I N D I G E N O U S R E S E A R C H PA R T N E R S H I P
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The key question the evaluation aims to address is: Can a multi-faceted continuous care improvement program that incorporates
(1) community controlled clinical governance, (2) rapid PDSA cycles and (3) information technology be implemented, embedded
and integrated at the service level?
Further questions include:

Research Team

>> Which factors influence service capacity?

> Dr Karen Gardner
> Assoc Prof Beverly Sibthorpe

>> 	Does the program improve health service performance in the delivery of health assessments, smoking prevention, sexual health
and ear health?

> Dr Justin McNab

>> Can this be achieved at reasonable cost?

> Ms Kanupriya Kalia Hehir

For more information visit:
In 2012, the Continuous Care Improvement project was developed under the
Indigenous Research Partnership between APHCRI@ANU and the Aboriginal Health
Council of Western Australia (AHCWA).

Dr Karen Gardner, Project Leader

http://aphcri.anu.edu.au/research/groups/aphcri-ahcwa-indigenous-research-partnership

The current and ongoing project tests the feasibility of embedding a new model of
Continuous Quality Improvement (CQI) in six Western Australian Aboriginal Community
Controlled Health Services.
The model involves the nomination of a ‘Quality Lead’ person in each service and the
use of information technology to implement three core components:
>> mentor supported online training and practice;
>> rapid Plan-Do- Study-Act (PDSA) cycles; and
>> AHCWA-based clinical governance support for uptake of evidence in services and
communities.

There has been a decade of investment in CQI in Aboriginal and
Torres Strait Islander primary health care services. However, CQI
activities have not been embedded in everyday practice in many
services.
18
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P ro j ect spotlight
N AT I O N A L C E N T R E F O R G E O G R A P H I C
& R E S O U R C E A N A LY S I S I N P R I M A R Y
H E A LT H C A R E ( G R A P H C )
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Research Team
> Dr Ian McRae

> Dr Soumya Mazumdar

> Paul Konings

> Le Ma

> Michael Hewett

> Lisa Cornish

> Dr Nasser Bagheri

GRAPHC was established in 2011 to support geographic and location based
aspects of primary health care research. It aims to promote and facilitate the use
of geographically based data and analytical tools to develop the evidence base for
research into the primary health care system in Australia.
Paul Konings, Spatial Scientist

Geographic Information Systems (GIS) are ideal tools for analysing disparities in health
outcomes, availability of services, environmental risks, workforce shortages and other
contemporary issues in primary health care.
GRAPHC's tools allow users to view, compare, extract and investigate data, and
upload their own data without compromising confidentiality. The tools are free to use
and are available on the GRAPHC website.

Informing locally
relevant and
equitable solutions
for targeting health
resources and
services

GRAPHC actively engages with researchers nationally, supporting a variety of activities
including geo-attribution, workforce analysis, medical student mapping, spatial
aggregation, sample stratification and visualisation and mapping for reports and
journals.

For more information visit:
http://graphc.aphcri.anu.edu.au
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