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Aboriginal and Torres Strait Islander 
people make up 3.3% of the 
Australian population1 but experience 

a disproportionate burden of ill health.2 
Disparities in health outcomes are a result 
of the ongoing impacts of colonisation, 
as well as entrenched structural, social, 
environmental, political and economic factors 
that contribute to poor health.3

The Australian Government’s ‘Close the 
Gap’ strategy was implemented in 2008 
to achieve equality for Aboriginal and 
Torres Strait Islander people in health and 
life expectancy within a generation by 
setting six measurable targets.4 However, 
while there were small progressions on 
some of the targets, most Closing the Gap 
targets were not on track to be achieved. 
In July 2020, a new National Agreement 
on Closing the Gap was introduced. The 
National Agreement committed to four 
Priority Reforms that aim to change the way 
governments work with Aboriginal and Torres 
Strait Islander communities to accelerate 
improvements: 1) Formal partnership and 
shared decision making; 2) Building the 
community-controlled sector; 3) Transforming 
government organisations, and 4) Shared 
access to data and information at a regional 
level. They identified 17 targets across 
the following outcome areas: education, 
employment, health and wellbeing, justice, 
safety, housing, land and waters, and 
languages.5

More than 13 years on, the 2021 Closing 
the Gap Data Compilation Report indicates 
progress towards set targets in some areas.6 
The first report focused on only seven 
socioeconomic outcome areas for which data 
was available. Three outcome areas – healthy 
birthweight babies, the enrolment of children 
in the year before full-time schooling, and 
youth detention rates – were on track to be 
achieved. The remaining four (life expectancy, 

adult imprisonment, out-of-home care for 
children, and suicides) were not on track to be 
delivered.5,6

For example, between 2001 and 2018–19, 
there was an 11% decrease in smoking 
among Aboriginal and Torres Strait Islander 
people, while between 1998 and 2018 there 
was a 40% reduction in avoidable deaths.7,8 
However, while improvements in age-
standardised mortality rates of approximately 
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Abstract 

Objectives: Identify the number, type, scope and quality of economic evaluations of Aboriginal 
and Torres Strait Islander health programs.

Methods: A systematic review of peer-reviewed and grey literature was conducted for articles 
published from 2010 to 2020 that reported a full economic evaluation of Aboriginal and 
Torres Strait Islander health programs. Data extraction included: type of economic evaluation, 
comparators, data sources and concerns, and outcome measures. Methodological quality was 
assessed using the Drummond checklist. 

Results: Thirteen publications met inclusion criteria: two cost-consequence analyses, two cost-
effectiveness analyses, five cost-utility analyses, and four cost-benefit/return on investment 
analyses. Most studies (n=10) adopted a health system perspective and used a range of key 
data sources for economic analyses. Ten studies identified data access limitations that restricted 
analyses and two studies identified data quality concerns. Twelve studies were of good 
methodological quality and one was of average quality. 

Conclusions: Despite significant investment in strategies to close the gap in health outcomes 
for Aboriginal and Torres Strait Islander people, there is limited evidence about what constitutes 
a cost-effective investment in Aboriginal and Torres Strait Islander healthcare.

Implications for public health: More economic evaluation is required to justify the significant 
investment in health programs for Aboriginal and Torres Strait Islander people. 
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10% have been observed for Aboriginal and 
Torres Strait Islander peoples since 2006, 
similar improvements have occurred for other 
Australians, meaning the life expectancy 
gap of 10.6 years for men and 9.5 years for 
women has not narrowed. This means the 
target to reduce disparities in life expectancy 
between Aboriginal and Torres Strait Islander 
and non- Aboriginal and Torres Strait Islander 
Australians by 2031 is not on track and is 
unlikely to be met.8 

Failure to improve health outcomes for 
Aboriginal and Torres Strait Islander peoples 
is despite significant investment in health 
services for this population.8 In 2015–16, the 
average health expenditure for Aboriginal 
and Torres Strait Islander Australians was 
estimated to be $8,949 per person, which 
was $1.30 for every $1.00 spent per person 
for non-Aboriginal and Torres Strait Islander 
Australians.9 In the period 2010–11 to 
2016–17, Australian Government health 
expenditure per person for Aboriginal and 
Torres Strait Islander Australians grew by 
an average of 5.6% per annum in real terms 
(from $2,590 to $3,585).9 This raises concerns 
that implemented programs might not 
always deliver benefits to Aboriginal and 
Torres Strait Islander people.10 

Evaluation is a key tool for facilitating 
efficient and effective delivery of government 
services by maximising the impact of 
programs and ensuring evidence-based 
policy and decision making.11 State and 
Federal governments in Australia have 
clearly stated their commitment to evaluate 
Aboriginal and Torres Strait Islander health 
programs to assess the relevance, efficiency 
and effectiveness of programs in delivering 
their intended outcomes. Central to this 
commitment is the development of the 
National Indigenous Evaluation Strategy 
by the Productivity Commission,12 which 
provides a whole-of-government framework 
for selecting, planning, conducting and 
using evaluations of policies and programs 
affecting Aboriginal and Torres Strait Islander 
people. 

Economic evaluation is an important aspect 
of evaluation. Aboriginal and Torres Strait 
Islander concepts of health and wellbeing 
are holistic and important domains of health 
are interconnected.13 Ensuring that finite 
health dollars are used in the most effective 
way to support the critical domains of 
physical, social, emotional, cultural, spiritual 
and ecological wellbeing is critical to 
addressing the life expectancy gap between 

Aboriginal and Torres Strait Islander and 
non-Aboriginal and Torres Strait Islander 
Australians. Economic evaluation is defined 
as the “comparative analysis of alternative 
courses of action in terms of both their 
costs and consequences”.14 In the context of 
healthcare, economic evaluation enables the 
generation of evidence about expenditure 
and broad benefits (outputs, impacts and/
or outcomes) of health services or programs, 
allowing comparison of health services and 
the identification of those that represent 
the best allocation of financial resources 
and provide value for money.15 Economic 
evaluation is critical to understanding 
whether funding is appropriate and value for 
money in the context of program objectives, 
and provides information to decision-makers 
on the efficient use of available resources 
for maximising health benefits.15 Commonly 
used types of economic evaluation include 
cost-minimisation analysis, cost-effectiveness 
analysis, cost-efficiency analysis, cost-utility 
analysis, cost-consequences analysis and cost-
benefit analysis.16 In the context of increased 
commitment to evaluation and evidence-
based policy, knowledge of the economic 
evidence available to make decisions 
about the delivery of Aboriginal and Torres 
Strait Islander health programs is critical. A 
previous systematic review examined the 
cost-effectiveness of health interventions 
(published up to May 2014) in Indigenous 
populations globally to identify the 
characteristics of successful and unsuccessful 
interventions, and areas for further research.17 
That review found nineteen studies reporting 
on economic evaluations of interventions 
targeting an Indigenous population, of which 
only seven evaluations were conducted 
with Aboriginal and Torres Strait Islander 
people in Australia. The authors concluded 
that the small amount of evidence available 
provided limited insight into cost-effective 
investment in health programs for Indigenous 
people globally. Since the publication of this 
review, there have been no examinations 
of the scope and methodological quality 
of economic evaluations of Aboriginal 
and Torres Strait Islander health programs 
in Australia. This evidence is important 
for policy-makers and those planning, 
commissioning and implementing economic 
evaluations.

Objectives 

To conduct a systematic review of economic 

evaluations of Aboriginal and Torres Strait 
Islander health programs over the period 
2010–2020, to identify:

•	 The number, type, and scope of economic 
evaluations undertaken, including the key 
data sources used and key data concerns 
reported.

•	 The methodological quality of identified 
economic evaluations. 

Methods

Literature search
Searches of the peer-reviewed and grey 
literature were conducted. A comprehensive 
search was completed in the electronic 
databases: ATSIROM: Aboriginal and Torres 
Strait Islander; Informit (APAIS-Health, EBM 
reviews NHS economic evaluation database); 
MEDLINE; Embase; CINAHL; Ebsco; EconLit 
and Proquest (Healthcare Administration 
Database, PAIS, Public Health Database). The 
following combination of subject headings 
and keywords were used: [Indigenous OR 
Aborigin* OR Torres Strait Island*] AND 
Australia AND [Health program* OR Health 
Services OR Primary Health Care] AND 
[Investment OR Expenditure OR Funding] 
AND [Economic OR Value OR Impact OR 
Evaluation OR Return on investment]. 
Searches were limited to English language 
publications published from January 2010 
to December 2020. This 10-year period 
encompasses the period of increased focus 
on the evaluation of Aboriginal and Torres 
Strait Islander health programs following the 
publication of the Department of Finance and 
Deregulation strategic review of Aboriginal 
and Torres Strait Islander expenditure.10 To 
locate additional reports and papers not 
identified as part of the search of peer-
reviewed literature, a thorough grey literature 
search was also undertaken. This included: a 
manual search of all papers and reports on 
the websites of the Australian Institute of 
Aboriginal and Torres Strait Islander Studies; 
the National Indigenous Australians Agency; 
the Australian Government Department of 
Health (both the ‘new’ and ‘old’ websites); 
Australian Indigenous HealthInfoNet; the 
National Aboriginal Community Controlled 
Health Organisation (NACCHO), and all state 
and territory-based affiliates of NACCHO 
organisations. A Google Scholar and Google 
search were also conducted as per the advice 
of the Campbell Collaboration18 to identify 
additional studies. The terms ‘Indigenous 
Aboriginal economic evaluation impact’ were 
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used, with the first 100 results of each search 
screened for inclusion. The reference lists of 
all included studies and reports, as well as 
relevant published reviews, and reports that 
did not meet specific inclusion criteria were 
also manually searched to identify studies for 
inclusion. 

Inclusion and exclusion criteria
Papers and reports were included if they 
reported new data (analysis or modelling) 
on an economic evaluation of an Aboriginal 
and Torres Strait Islander Australian health 
program. Only economic evaluations that 
included a comparative analysis of two 
or more interventions in terms of both 
costs (resource use) and consequences 
(outcomes, effects) were included. Economic 
analyses were therefore defined as including 
economic impact analysis, cost-benefit 
analysis, cost-effectiveness analysis, cost-
consequence analysis, cost-utility analysis, 
cost-minimisation analysis and return-on-
investment analysis. Costing studies that did 
not include evaluation of impact (e.g. cost 
of illness studies, cost analysis), case studies, 
commentaries, conference abstracts, protocol 
papers and review papers were excluded. 
Interventions that did not have healthcare 
outcomes as their focus (e.g. social welfare 
program with some health outcomes) were 
excluded. 

Data screening 
All retrieved abstracts were initially assessed 
by one author (JB) against the inclusion and 
exclusion criteria and rejected if the study 
did not meet eligibility criteria based on the 
assessment of the title and abstract. The 
remaining full-text articles were reviewed 
by two authors (JB and EL) and documents 
that met all criteria were retained for review. 
Any discrepancies were resolved through 
discussion. 

Data extraction 
For each included study, the following 
information was extracted by one author (JB) 
and checked by a second (CD): author, year, 
objective, methods and outcomes, key data 
sources, results, and key data concerns. 

Appraisal of methodological quality
The methodological quality of studies was 
independently assessed by two reviewers 
using the Drummond Checklist for economic 
evaluations.14 The checklist has been used in 

several critiques of economic evaluations19-22 
and assesses 10 domains of methodological 
quality: description of interventions, 
intervention effectiveness, identification 
measurement and valuation of costs and 
consequences, discounting, incremental 
analysis, allowance for uncertainty of results 
and the discussion of the results. Each 
article was checked against the 10 major 
headings. Articles were scored as ‘good’ if they 
fulfilled at least 7 of the 10 major heading 
requirements, average if they fulfilled 4–6 
requirements and poor if they fulfilled three 
or fewer. Discrepancies between reviewers in 
scoring were resolved by discussion and with 
input from a third reviewer. 

Results

Search results 
An overview of the search results and the 
study coding process is outlined in Figure 
1 using the Preferred Reporting Items for 
Systematic Reviews and Meta-Analysis 
(PRISMA) four-phase flow diagram.23 A total 
of 330 citations was initially retrieved from 
the comprehensive literature search and an 
additional 28 reports and other documents 
were retrieved from grey literature and 
hand searches. Following the removal of 
78 duplicate citations, 280 citations were 
screened for eligibility and 59 underwent 
full-text screening. A total of 14 publications 
met inclusion criteria and are included in 
the review. The main reasons for exclusion 
were that an economic evaluation was not 
included and that only a partial economic 
evaluation (cost analysis) was conducted.

Number, type, and scope of 
evaluations 
The characteristics of included studies are 
presented in Table 1. Ten published papers 
and four relevant reports were identified. 
Papers and reports were published between 
2014 and 2020, meaning no studies were 
found for the period 2010–2013. Nine 
studies reported on economic evaluations 
conducted in the Northern Territory,24-32 four 
were conducted in Queensland33-35 and one 
modelled economic impact across Australia.36 
No studies reported using an Aboriginal and 
Torres Strait Islander research methodology 
or evaluation framework. 

Type of economic evaluations 

Two cost-consequence analyses,26,35 two 
cost-effectiveness analyses,29,30 six cost-utility 
analyses27,28,32,34,36,37 and four cost-benefit/
return on investment analyses24,25,31,33 were 
identified. Nine studies identified the costing 
perspective adopted26-28,32-34,36,37 and for the 
remaining five studies, perspective could 
be inferred. Eleven studies adopted a health 
system perspective,26-31,33-37 two adopted a 
societal perspective24,25 and one considered 
a partial social perspective (i.e. combining 
the health sector and commercial stores 
where the intervention occurred).32 The two 
cost-consequence studies used prospectively 
collected data to compare two models of 
midwifery care for pregnant Aboriginal 
and Torres Strait Islander women26 and 
examine different models of management 
by Aboriginal and Torres Strait Islander 
health workers of Aboriginal and Torres Strait 
Islander adults with poorly controlled type 2 

Figure 1: PRISMA four-phase flow diagram.
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Aboriginal and Torres Strait Islander Health Survey (34), Aboriginal Health Key Performance Indicator 

data (24, 25) and burden of disease data (24, 25).  
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Key data concerns 

Ten studies provided information about data concerns. All ten of these studies identified data access 

limitations that restricted the analyses that could be undertaken. Limitations included a lack of 

Aboriginal and Torres Strait Islander key performance indicator data for many conditions with high 

burden for Aboriginal and Torres Strait Islander people such as mental disorders, cancers, injuries, 

and chronic respiratory disease (25), a lack of individual cardiovascular risk factor data for Aboriginal 

and Torres Strait Islander people (36), a lack of access to required ACCHS data (28, 29), limited 

literature to inform outcomes (34), inability to obtain some cost data (26), limitations in availability 

of data related to avoided time in hospital, quality of life, avoidable death and community gain (30, 

33), and lack of access to geographical location data which could have resulted in confounding (28, 

29). These limitations resulted in the need to estimate parameters from mainstream (non- Aboriginal 

and Torres Strait Islander) data, draw data from related published research, base parameters on the 

Additional records identified through 
other sources (n=28) 

Records excluded (n=221) 

Full-text articles excluded  
(n=45) 

 N= 28, did not include economic 
evaluation 

 N= 15, cost analysis only    
 N= 1, no focus on Indigenous 

 population  
  N= 1 systematic review
  N= 1 thesis
  N= 1 presentation 

Studies included (n=14) 

Records identified through database 
searching (n= 330) 

Duplicates removed (n= 78) 

Records screened (n=280) 

Full-text articles assessed for eligibility (n= 59) 
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diabetes.35 The two cost-effectiveness studies 
used data from cohort studies to examine the 
cost-effectiveness of stroke care for Aboriginal 
and Torres Strait Islander compared with 
non- Aboriginal and Torres Strait Islander 
patients in the Northern Territory30 and 
the cost-effectiveness of primary care 
utilisation for chronic disease management in 
remote Aboriginal and Torres Strait Islander 
communities. Cost-utility analyses examined 
the benefit of five different interventions 
to prevent cardiovascular disease among 
Aboriginal and Torres Strait Islander people,36 
a screening and surveillance program for 
ear disease and hearing loss compared 
with the same program paired with a 
community based mobile tele-medicine 
enabled screening and surveillance 
service,34 different levels of primary care 
utilisation for Aboriginal and Torres Strait 
Islander Australians with diabetes living in 
remote Northern Territory communities,28 
a proposed echocardiographic screening 
program compared with current practice,27 
price discounts combined with an in-store 
consumer education program,32 and an 
annual professional intervention for the 
prevention of dental caries in children.37 Two 
of the cost-benefit/return on investment 
studies examined services provided by an 
Aboriginal Community Controlled Health 
Service.24,25 Additional studies examined 
the cost-benefit arising from the transition 
to Aboriginal and Torres Strait Islander 
community control of a primary healthcare 
service33 and the preliminary cost-benefit of 
point-of-care testing of blood for the triage of 
patients with possible acute infection.31 

Key data sources

A range of key data sources was obtained for 
economic analyses. Nine studies used data 
extracted from medical records, including 
from hospital admission databases and 
primary care information systems.26-30,33-35,37 
Two studies obtained program data34,35 and 
one study estimated direct costs of antenatal 
visits, postnatal visits and transport costs.26 
One study used actual store sales to estimate 
changes in the consumption of fruit and 
vegetables.32 Studies also utilised a range 
of secondary data sources, including data 
from: empirical studies,24,25,27,36 the Aboriginal 
and Torres Strait Islander Health Survey,34 
Aboriginal Health Key Performance Indicator 
data24,25 and burden of disease data.24,25 

Key data concerns

Ten studies provided information about data 
concerns. All ten of these studies identified 
data access limitations that restricted 
the analyses that could be undertaken. 
Limitations included a lack of Aboriginal 
and Torres Strait Islander key performance 
indicator data for many conditions with a 
high burden for Aboriginal and Torres Strait 
Islander people such as mental disorders, 
cancers, injuries, and chronic respiratory 
disease,25 a lack of individual cardiovascular 
risk factor data for Aboriginal and Torres Strait 
Islander people,36 a lack of access to required 
ACCHS data,28,29 limited literature to inform 
outcomes,34 inability to obtain some cost 
data,26 limitations in the availability of data 
related to avoided time in hospital, quality 
of life, avoidable death and community 
gain,30,33 and lack of access to geographical 
location data, which could have resulted in 
confounding.28,29 These limitations resulted 
in the need to estimate parameters from 
mainstream (non-Aboriginal and Torres 
Strait Islander) data, draw data from related 
published research, base parameters on the 
recommendations of experts, and/or exclude 
certain costs from analyses. Two studies 
identified data quality concerns, including 
missing data for prospectively collected 
data26 and missing data extracted from 
medical records.35 

Outcome measures

Four studies reported on cost savings of 
implemented health programs26,28,31,35 
one study reported both cost savings 
and disability-adjusted life years saved,36 
and one study reported cost savings per 
years of life lost.29 Two studies reported 
benefit-cost ratios.27 Five studies reported 
incremental cost-effectiveness ratios 
per survival year following stroke,30 per 
quality-adjusted life year following hearing 
screening,34 per quality-adjusted life year 
gained from improving oral health,37 per 
disability-adjusted life year averted for 
echocardiographic screening for rheumatic 
heart disease,27 and per disability-adjusted 
life years due to dietary modifications.32 One 
study reported a social return on investment 
ratio.33 

Cost-effectiveness and cost-savings 

Twelve of the 14 interventions examined 
were deemed to be cost-effective or cost-
saving. Investing $1 in primary care (provided 
by either a remote clinic or public hospital) in 

remote Aboriginal and Torres Strait Islander 
communities was found to save $3.95–$11.75 
in hospital costs,29 in addition to benefits 
for individual patients, including lower 
rates of hospitalisation, lower mortality and 
fewer years of life lost. All four cost-utility 
analyses were effective27,28,34,36 and all three 
cost-benefit/return on investment analyses 
demonstrated effectiveness. Transition to 
community control was estimated to return 
between $1.68 and $1.82 per $1 spent,33 
and the estimated benefit-cost ratio of the 
Danila Dilba Health Service was estimated to 
be between 4.024 and 4.18.25 Stroke care for 
Aboriginal people in the Northern Territory 
was at least as cost-effective as that for 
the non-Aboriginal population.30 Intensive 
management by Aboriginal health workers 
providing primary healthcare services in rural 
and remote north Queensland communities 
with predominantly Aboriginal and Torres 
Strait Islander populations resulted in a net 
reduction in mean annual hospital costs of 
$646/person (p=0.07).35 However, the authors 
deemed the implemented model of care 
to be a poor investment overall because of 
the high cost of the intervention and the 
modest effect on health outcomes. There 
were no significant cost-savings as a result 
of the implementation of a Midwifery Group 
Practice model of care offering continuity of 
care to pregnant Aboriginal and Torres Strait 
Islander mothers.26 One study found that the 
interventions trialled were dominated by 
current practice, i.e more expensive and less 
effective.32 

Quality assessment 
The results of the quality assessment are 
presented in Table 2. Thirteen studies were 
rated good, and one average. All studies 
had a well-defined question presented in an 
answerable form, established effectiveness of 
the program or service examined, accurately 
measured relevant costs and consequences, 
and credibly valued relevant costs and 
consequences. The least satisfied items were 
adjustments of costs and consequences 
for differential timing – five studies did not 
meet these criteria;26,29,31,33,35 and allowance 
for uncertainty in the estimates of costs and 
consequences – four studies did not meet 
these criteria.26,31,33,35 

Discussion

There is a clear policy commitment to 
evaluating Aboriginal and Torres Strait 
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Table 2: Quality assessment of studies included in the review (n=12).
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Cost consequence 
Gao, 2014 Y Y Y Y Y Y N Y N Y Good
Segal, 2016 Y Y Y Y Y Y N N N Y Good
Cost-effectiveness 
Zhao, 2014 Y Y Y Y Y Y N Y Y Y Good
Zhao, 2017 Y Y Y Y Y Y Y Y Y Y Good
Cost utility 
Ong, 2014 Y Y Y Y Y Y Y Y Y Y Good
Nguyen, 2015 Y Y Y Y Y Y Y Y Y Y Good
Thomas, 2014 Y Y Y Y Y Y Y Y Y Y Good
Roberts, 2017 Y Y Y Y Y Y Y Y Y Y Good
Magnus, 2018 Y Y Y Y Y Y Y Y Y Y Good
Kularatna, 2020 Y Y Y Y Y Y Y Y Y Y Good
Cost-benefit/ return on investment 
Deloitte Access Economics, 2016 Y Y Y Y Y Y Y Y N Y Good
Deloitte Access Economics, 2019 Y Y Y Y Y Y Y Y Y Y Good
Campbell, 2019 Y Y Y Y Y Y N Y N Y Good
Spaeth, 2019 Y N Y N Y Y N N N N Average

Islander health programs to assess their 
relevance, efficiency and effectiveness in 
improving the health of Aboriginal and 
Torres Strait Islander people. Evaluating 
cost-effective ways to deliver health services 
to Aboriginal and Torres Strait Islander 
Australians is critical to maximising efforts to 
Close the Gap through priority investment 
in programs that deliver the greatest return. 
Economic evaluation supports high-quality 
outcome evaluation and accountability 
by ensuring that health programs deliver 
value for money. This review systematically 
assessed the published literature to identify 
economic evaluations of Aboriginal and 
Torres Strait Islander health programs to 
provide important information about the 
conduct of future economic evaluations of 
Aboriginal and Torres Strait Islander health 
programs in Australia.

Despite Australian Government Aboriginal 
and Torres Strait Islander-specific health 
program expenditure increasing by 284% in 
real terms from 1995–96 to 2015–16,38 and 
the investment of more than $4.8 billion 
through the Indigenous Advancement 
Strategy over four years from 2014–15,39 
only 13 published economic evaluations of 
Aboriginal and Torres Strait Islander health 
programs were identified for the period 
2010–2020. The studies identified examined 
a variety of interventions across topic areas 
ranging from primary care to midwifery 
practice. No studies were found for the period 
2010–2013. The small number of studies 
and their varied methodologies shows that 
the evidence base to inform investment into 
Aboriginal and Torres Strait Islander health 
programs in Australia remains limited and 
that investment in Aboriginal and Torres Strait 
Islander health services has not been tied 
to the generation of economic evidence of 
impact. 

Reasons for the failure to undertake economic 
evaluations of Aboriginal and Torres Strait 
Islander health programs are multi-factorial. 
While there has been investment in 
policy development, design and program 
implementation, there have been few 
evaluations of implemented Aboriginal and 
Torres Strait Islander health programs broadly. 
A mapping exercise of Aboriginal and Torres 
Strait Islander-specific programs in Australia 
reported that of 1,082 programs delivered, 
more than 90% were not evaluated to 
determine whether programs achieved their 
specified goals and objectives.40 Evaluations 
that are conducted are often narrowly 

focused,40 of poor methodological quality,41,42 
and not built into evaluation planning and 
implementation (impacting the type and 
quality of data collected),12 and are often not 
published in the public domain.43 Economic 
evaluation is dependent on the availability of 
data about program effectiveness and costs 
of implementation. Failure to evaluate leads 
to failure to conduct an economic evaluation. 
The consequences of this lack of evidence are 
widespread. The lack of evidence means that 
policy-makers will struggle to make sound 
decisions about whether a program should 
continue to be funded, expanded or de-
funded, and whether value for money could 
be achieved if money was redirected to other 
programs. It remains to be seen whether the 
investment of more than $40 million from 
2017–2021 to strengthen the Indigenous 
Advancement Strategy and support 
implementation of rigorous evaluation will 
strengthen the evidence available.44,45

To strengthen the number and quality of 
economic evaluations in the Aboriginal and 
Torres Strait Islander health and wellbeing 
context, a key consideration is the availability 
of quality data. Key data concerns of 
published evaluations centred on data access 
limitations that significantly restricted the 
analyses that could be undertaken, and 
thus the type of economic evidence of the 
impact that could be generated. Rigorous 

economic evaluation can best be conducted 
when planned prospectively and integrated 
into evaluation planning. This approach will 
ensure that cost and patient experience 
data can be collected as part of the research. 
Such approaches require the development 
of population-specific instruments of patient 
experience and patient-reported outcomes, 
such as those that have been (or are being) 
developed in cancer46,47 and diabetes.48 
Revision of the Aboriginal Health Key 
Performance Indicators might increase the 
amount of health outcomes data available 
and allow more sophisticated quantification 
of wellbeing and/or financial benefits (both 
positive and/or negative) for diseases with 
high burden amongst Aboriginal and Torres 
Strait Islander people. Notably, many studies 
included in the review acknowledged 
Aboriginal and Torres Strait Islander concepts 
of holistic health and wellbeing and the 
intangible benefits of health programs that 
could not be captured as part of formal 
economic evaluations. Increased stakeholder 
engagement in future economic evaluations 
to value users’ experiences of outcomes 
such as improved lifestyle, better wellbeing, 
stronger relationships, more resilient 
communities and more culturally appropriate 
service provision, and the social value 
provided may enable more holistic analyses 
to be conducted.30,49 
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A further consideration is how economic 
evaluations are positioned in relation 
to principles of Aboriginal and Torres 
Strait Islander Data Sovereignty and Data 
Governance.50 When the included studies 
were considered against the Aboriginal 
and Torres Strait Islander Quality Appraisal 
Tool,51 few studies met any of the criteria. 
This lack of congruency is unsurprising given 
the political and cultural context in which 
economic evaluations are commissioned,52 
the measures most used, and the purpose of 
the evaluation.50 Even when evaluations are 
commissioned by an Aboriginal and Torres 
Strait Islander service, the measures and 
purpose often do not reflect Aboriginal and 
Torres Strait Islander cultural, social or political 
realities, but instead reflect the requirements 
of governments and the service’s need to 
report against criteria they do not have 
the opportunity to influence.53,54 Methods 
that move beyond pecuniary outcomes to 
understand and quantify social benefits of 
value to individuals and communities and 
include the participation of community such 
as social return on investment would be 
an initial step toward ensuring the cultural 
framework, control and content better 
reflect Aboriginal and Torres Strait Islander 
perspectives. 

Strengths and limitations
Findings should be considered with regard 
to the strengths and limitations of the review. 
Strengths of this review include the broad 
and systematic search strategy that covered 
both the published and grey literature, the 
rigorous and reproducible review methods 
and the use of a standardised tool to assess 
the methodological quality of the identified 
economic evaluations. The small number of 
identified studies and the numerous topic 
areas they covered meant it was not possible 
to synthesise findings and draw conclusions 
across studies about the economic benefit 
of different interventions. The latter reflects 
the limitations of the current evidence base. 
Although we undertook a comprehensive 
search, it is possible that studies may have 
been missed. Nevertheless, we believe the 
results are robust and provide an accurate 
reflection of the state of play in regards 
to economic evaluations of Indigenous 
Aboriginal and Torres Strait Islander Australian 
health programs.

Conclusion

Despite strong commitments to closing the 
gap in health outcomes between Aboriginal 
and Torres Strait Islander and non-Aboriginal 
and Torres Strait Islander people in Australia 
and to quality evaluation, there is limited 
evidence on what constitutes a cost-effective 
investment in Aboriginal and Torres Strait 
Islander healthcare. It is crucial that future 
economic evaluations of Aboriginal and 
Torres Strait Islander health programs are 
conducted to contribute to the generation 
of evidence about the economic benefit 
of implemented programs in ways that 
incorporate and reflect Aboriginal and Torres 
Strait Islander aspirations, epistemologies and 
values.
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