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Owners of the land on which this conference is held. For the Wurundjeri,
Boonerwrung, Taungurong, Djajawurrung and the Wathaurung groups who form the
Kulin Nation, Melbourne has always been an important meeting place for events of
social, educational, sporting and cultural significance. Today we are proud to say that
Melbourne is a significant gathering place for all Aboriginal Victorians (text courtesy
City of Melbourne).

Thank you
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Conference Objectives
Continuous Quality Improvement (CQI) refers to a system of regular reflection and refinement
to improve processes and outcomes that will provide quality health care. An increased focus on
integrating CQI into the operations of primary health care providers to Aboriginal and Torres Strait
Islander people has been shown to yield substantial benefits.
Our goal is to make CQI everyone’s business. The conference will provide opportunities for
participants to:
• share knowledge about how best to embed CQI into everyday practice, ensuring better access
to the highest-quality and comprehensive primary health care for Aboriginal and Torres Strait
Islander peoples and communities including health promotion, dental health, social emotional
wellbeing, alcohol and other drug programs (among others)
• learn about successful CQI examples and how best to transfer this knowledge to others working
in the Aboriginal and Torres Strait Islander health and wellbeing space.
The CQI conference has been developed for service providers, including community-based community
controlled services and government agencies, along with researchers, health industry and policy
development government departments.

Conference Themes
•
•
•
•

CQI practice at local and/or regional level
Consumer perspective
CQI models and systems
CQI influence on policy

•
•
•
•

CQI data
Accreditation
CQI implementation
Health promotion

Organising Committee
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About the Lowitja Institute
Who we are: The Lowitja Institute is Australia’s National Institute for Aboriginal and Torres Strait
Islander Health Research. We are the only research organisation in Australia with a sole focus on the
health and wellbeing of Aboriginal and Torres Strait Islander peoples.
Named in honour of our Patron, Dr Lowitja O’Donoghue AC CBE DSG, we work under the direction of
a skills-based Board, made up of a majority of Aboriginal and Torres Strait Islander members and led
by an independent Aboriginal Chairperson.
We are largely funded by the Cooperative Research Centres (CRC) Program, an Australian Government
initiative, and we host the CRC for Aboriginal and Torres Strait Islander Health.
What we do: Our overarching research strategy, and that of our predecessor organisations since
1997, is to produce the knowledge, tools and resources by which those who use the research, such as
primary health care providers, can enhance positive health outcomes for Aboriginal and Torres Strait
Islander people.
Our current research program focuses on the individual healthy start for a healthy life, on the healthy
communities and settings that support individuals, and on the policy and systems that will ensure
the health and wellbeing of Australia’s First Peoples over the long term.
How we do it: The Lowitja Institute works with communities, researchers and policy makers across
Australia to help facilitate research where Aboriginal and Torres Strait Islander people set the agenda
and own the outcomes.
Our way of developing research is very different from traditional approaches. The voice of Aboriginal
and Torres Strait Islander people informs all our activities, whether we’re conducting communitybased research or setting our strategic direction. This puts Aboriginal and Torres Strait Islander
peoples’ knowledge and cultural understanding at the heart of the research process and outcomes.

About the ‘Healthy Start, Healthy Life’ program
The Healthy Start, Healthy Life program works to ensure that primary health care services are able to
access and use innovations in biomedical, clinical, social and implementation research that will help
them provide the best quality care to Aboriginal and Torres Strait Islander people.
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General Information
Conference Information
Registration desk
The conference registration desk will be staffed throughout the conference.

Special dietary requirements
There will be ample vegetarian options on the main buffet tables for lunches; a separate buffet table
will be available for those who have requested other special diets. If you have requested a gluten free
or other special diet, please collect your morning and afternoon teas from the registration desk. At the
Welcome Reception delegates with special diets should identify themselves to Etihad staff.

Special requirements
We endeavour to ensure delegates with special needs are catered for. If you have not previously
advised the conference organisers of any special dietary or disability requirements, please see the
staff at the registration desk as soon as possible.

Name badges/tickets
Admission to all sessions and catering is by the official conference name badge, please wear it at all
times when at the conference.

Presenters and Chairs
Presenters using data projectors are asked to check that their presentation has been correctly loaded
onto the computer in the room where they will be presenting in a break prior to the presentation. An
AV helper will be in each room to assist you if there are any problems.
Presenters are asked to convene at the front of the appropriate room with the Chair of their session a
few minutes before the start of their session.
If you are happy for your presentation to be placed on the Lowitja Institute website after the
conference, please leave it on the computer. If you do not it placed on the website, please delete
it at the end of your session.

Poster presenters
Please attach your poster to its board by 8.00am on Monday and leave your poster up until the end of
the conference.

Program changes
The conference organisers cannot be held responsible for any program changes due to external or
unforeseen circumstances. Please check the notice board located at the registration desk for any late
changes to the program.
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General Information (cont'd)

Noticeboard
A noticeboard will be maintained adjacent to the registration desk showing program changes,
messages and other information. Please check the board regularly for updates.

Social program
The Welcome Reception on Monday 17 March will be held from 17:00–18:00pm.

Mobile phones and pagers
Please turn these off or to silent while in sessions.

Evaluation
An on-line assessment of the conference will take place in the week after the conference. We will
email you with the website address and hope very much that you will then take a few minutes to give
us your feedback.

Internet access
Free WiFi is available to all conference delegates, the password is: Medallion.

Luggage storage
During the conference, luggage can be stored at back of the Medallion Club Terrace Bar. Please check
at the Registration Desk for instructions.

Parking
Parking is available beneath Etihad Stadium and is accessible from Wurundjeri Way. A flat rate of $18
per day applies if you enter before 09:30am and exit after 13:30pm.

Trade Tables
20/20 Integrated Solutions | Indigenous Eye Health | One21seventy | Menzies School of Health
Research | Quality Innovation Performance
DISCLAIMER: At the time of printing, all information contained in this program is correct; however, the
organising committee, its sponsors and its agents cannot be held responsible for any changes to the
final structure or content of the programs, or any other general or specific information published in this
booklet. In the event of industrial disruption or other unforeseen circumstances that disrupt the running
of the conference, the organising committee, its sponsors and its agents accept no responsibility.

Conference Secretariat

146 Leicester St
Carlton Victoria Australia 3053
t: (+61 3) 9349 2220
f: (+61 3) 9349 2230
e: info@conorg.com.au
www.conorg.com.au

5

6

General Information (cont'd)

About Melbourne
The City of Melbourne municipality covers 37.6 sq km and has a residential population of around
100,611 (as of 2011). On an average day, around 805,000 people use the city, and Melbourne hosts
over a million international visitors each year.
All of these residents, workers, shoppers and travellers can take a break in one of the around 145,000
cafe or restaurant seats, or walk through some of its 471 hectares of parkland. They can visit
Melbourne's tallest building, the 300m high Eureka Tower, or its oldest building, the Mitre Tavern,
built in 1837.
The entire Melbourne metropolitan area covers 7694 sq km and has a population of around 4.1
million (text City of Melbourne www.melbourne.vic.gov.au).

Attractions
Melbourne has many popular tourists’ attractions located throughout the city's CBD. The Koorie
Heritage Trust Museum, Bunjilaka Aboriginal Centre at Melbourne Museum and the Ian Potter Centre,
have been established to protect, preserve and empower the living culture of Aboriginal people
throughout the south-eastern regions of Australia.
There are many other famous attractions distributed within and around the Melbourne CBD. The
Melbourne Cricket Ground, The Royal Botanic Gardens, The National Gallery of Victoria and The Shrine
of Remembrance, are just a few examples of the high standard of history and culture this city has
to offer. Melbourne is also recognised internationally for its world-class arts, culture and fine-food
districts.

Public transport
Melbourne’s public transport consists of trains, trams and buses. You are required to purchase smart
card called ’myki’ and load money on to it prior to boarding. Mykis are available for purchase and top
up at all train stations, many convenience stores and major tram stops. For timetables, maps and
further information, visit the Public Transport Victoria website (www.ptv.vic.gov.au).

Taxis
A taxi rank is located on Harbour Esplanade to the west of Etihad Stadium. Melbourne has two major
taxi companies: 13CABS (t: 132 227) and Silver Top Taxis (t: 131 008)
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General Information (cont'd)

Melbourne Visitor Information Centre
The Melbourne Visitor Centre at Federation Square is a one-stop shop for all visitor information needs.
Federation Square is on the corner of Swanston and Flinders Streets, Melbourne (opposite Flinders
Street Station).

Emergency services
Police, Fire, Ambulance
Dial 000

Police
Melbourne West Police Station
637 Flinders St
Docklands
t: 03 92476491

Hospital
Royal Melbourne Hospital
300 Grattan St
Parkville
t: 03 9342 7000
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Master of Ceremonies
Kylie Belling
Kylie Belling is a Yorta Yorta/Wiradjuri/South Sea Islander woman
currently working as the Aboriginal Programs Coordinator at Quit
Victoria. Born and raised in Melbourne, she is a renowned Aboriginal
actor and director who has worked extensively in theatre, film and
television for almost 30 years since graduating from the Victorian
College of the Arts Drama School in 1985.
In between performing arts commitments, Kylie completed a Bachelor
of Arts and Education in 1999 and is currently studying towards her
Master of Public Health degree. She has also worked in the areas of
Aboriginal education, justice and health in both the government and
community sectors. Kylie lists as her greatest accomplishment her
23-year-old daughter Sofii, and looks forward to continuing to work
for and contribute to her Aboriginal community in various capacities
for many years to come.
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Keynote Speakers
Biographical Notes
Associate Professor Deborah Askew

Research Director, Inala Indigenous Health Service
Associate Professor Deborah Askew is the Research Director at the Southern
Queensland Centre of Excellence in Aboriginal and Torres Strait Islander Primary
Health Care also known as the Inala Indigenous Health Service. In this role,
which she has held since 2010, Deborah is responsible for developing a research
culture within the primary health care service that is respectful and responsive
to the local Aboriginal and Torres Strait Islander community.
Deborah’s research interests have primarily been focussed on developing,
implementing and evaluating new models of primary health care that ensure
that the health system and health services better meet the needs of Aboriginal and Torres Strait
Islander peoples. She has a particular interest in chronic disease prevention and management, and
improving and enhancing social and emotional wellbeing.

Professor Ross Bailie

Scientific Director, One21Seventy
Ross Bailie trained in medicine and spent several years in clinical practice, he
then completed a four year training program in public health and subsequently
took up an academic career in public health. He has worked in South Africa, New
Zealand and Australia. Ross' work is strongly oriented to using a range of public
health research methods to provide evidence for direct application to policy
and planning for improved health. Ross is the Scientific Director of the National
Centre for Quality Improvement in Indigenous Primary Health Care and leads the
NHRMC funded ABCD National Research Partnership on quality improvement in
Indigenous primary health care. He is also involved in research on food supply and
environmental health and housing in Aboriginal communities.
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Keynote Speakers
Biographical Notes (cont'd)

Ms Lisa Briggs

Chief Executive Officer, National Aboriginal Community Controlled Health Organisation (NACCHO)
Lisa Briggs is a Gunditjmara Aboriginal woman from the Western District of
Victoria and an Aboriginal Health Worker by trade. She has worked in the field
of Aboriginal health for the last 25 years predominantly within the Aboriginal
Community Controlled health sector. During her time at Oxfam Australia, Lisa's
was part of the National Coalition for the Close the Gap Campaign which looks
at health equality and extending the life expectancy of Aboriginal and Torres
Strait Islander people in Australia.
Lisa is in the final stages of completing her Master of Public Health degree
through the Institute of Koorie Education at Deakin University. Recently, she has held the Public
Health and Research Unit Manager position at VACCHO where her main focus is identifying the
impact of government Closing the Gap initiatives.

Mrs Mary Buckskin

Chief Executive Officer, Aboriginal Health Council of South Australia Inc. (AHCSA)
Mary Buckskin has held the position of CEO at AHCSA for the past seven years.
She has nearly 30 years experience in Aboriginal health, working at both state
and national level.
Mary has a nursing background with qualifications as a registered nurse and a
registered midwife, holding a Diploma of Nursing and an Advanced Diploma of
Community Services Management. She has held a number of different positions
throughout her career in Aboriginal health including clinic nurse, community
health nurse, senior policy officer, Aboriginal hospital liaison officer and clinical
educator. Mary is also a current board member of Nunkuwarrin Yunti Aboriginal Health Service
(Adelaide) and past board member of Winnunga Nimmityjah Aboriginal Health Service (ACT) and
the Aboriginal Elders and Community Care Services Inc (Adelaide). Mary believes that her nursing
qualifications and experience have given her a solid background to take on broader roles within the
health sector.
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Keynote Speakers
Biographical Notes (cont'd)

Dr Dale Ford

Principal Clinical Advisor, Improvement Foundation
Dale has considerable quality improvement experience specialising in the
application of collaboratives. Dale has been involved in the Australian Primary
Care Collaboratives Program since its inception and was its inaugural clinical
chair. Dale has trained in collaborative methodology and quality improvement
techniques in the United Kingdom and the United States and has presented
extensively throughout Australia and internationally.
Dale has been a general practitioner (GP) in a group practice in the regional
Victorian city of Hamilton for more than 25 years. Dale is on the board of the
Great South Coast Medicare Local and has helped set up the regional GP training provider, Greater Green
Triangle GP Education and Training, and is currently Chair of the merged Southern GP Training Ltd.
Dale has been the Chair of the Closing the Gap Expert Reference Panel, and involved in the Closing the
Gap Collaborative, with his practice in Hamilton also participating.
Dale has published papers on quality improvement in recent years in the Medical Journal of Australia
and BMJ Quality & Safety.
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Keynote Speakers
Biographical Notes (cont'd)

Ms Rebecca Gooley

Qualitly Improvement Coordinator, Katherine West Health Board
Bec Gooley is a Registered Nurse in the specialty area of remote area nursing.
She is the Primary Health Care Advisor with the Katherine West Health Board,
an Aboriginal Community Controlled Health Service delivering primary health
care services in the remote Northern Territory region West of Katherine. Her
work is focused on improving primary health care systems through evidence and
innovation to maximise access to care, the quality of care and health outcomes
for Indigenous People.
Bec is passionate about Indigenous health and has lived and worked in the
Katherine West region for the last 12 years. She is undertaking Professional Doctorate studies with the
Menzies School of Health Research looking at consumer involvement in quality health care systems.

Mr Aaron Hollins

Public Health Registrar, Queensland Aboriginal and Islander Health Council
Aaron Hollins is a public health registrar working with the Data Management
Unit (DMU) within the Preventive Health Branch of QAIHC. He is also a GP at
Mulungu Aboriginal Corporation Primary Health Care Service in Mareeba, far
north Queensland. Aaron has worked in Aboriginal Health for more than 10
years, predominately in community controlled health services, having also
worked for James Cook University.
The DMU and QAIHC recognised the need to build the evidence base to support
increased and continued investment within the Aboriginal and Torres Strait
Islander health services sector in Queensland, the DMU was therefore formed in 2007. Data informs
planning, policy and advocacy for service delivery, clinical quality improvement and contributes to the
evidence base for decision making.
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Keynote Speakers
Biographical Notes (cont'd)

Ms Vicki Holmes

Chief Executive Officer, Nunkuwarrin Yunti of South Australia Inc.
Vicki Holmes is an Aboriginal woman descended from the Tanganekald and
Western Aranda clan. Vicki has been with Nunkuwarrin Yunti for 32 years where
she has had many roles; her first position was the medical receptionist but she
also did whatever was needed including home visits, transport and hospital visits.
In 1986, Vicki became the Health Coordinator and while in this role programs
such as women’s health, HIV, diabetes, mental health and social/welfare support
expanded and developed. In 2010, Vicki became the CEO of Nunkuwarrin Yunti
of South Australia.  As CEO of Nunkuwarrin Yunti, she holds positions on the
Boards of NACCHO, the Aboriginal Health Council of South Australia, Research
Excellence in Aboriginal Community Controlled Health (REACCH), and First Peoples National Congress.
Her vision for Nunkuwarrin Yunti is around what she calls the four Cs: Community, Communication,
Caring, Consistency. Vicki has always been passionate about the social and emotional wellbeing of the
Aboriginal community.

Ms Jo Loader

Quality Improvement Manager, Goondir Health Services
Jo Loader has worked for Goondir Health Services (Community Controlled
Aboriginal Health Service in western Queensland) for eight years, the last three
years in her current role as Quality Manager. She has an Advanced Diploma in
Business (majoring in Human Resources and Psychology) from the University
of Southern Queensland in Toowoomba as well as many other supporting
acreditations along the way.
Jo works with more than 50 staff at several sites developing, implementing,
maintaining and improving both organisational and clinical quality systems.
She has facilitated the meeting of RACGP standards at the medical clinics and transitioning of the
organisational accreditation from QIC to ISO9001:2008 Certification in 2013. She has a passion for
supporting staff in quality processes, systems and practices. Jo is continually striving to improve work
processes and understands the importance of auditing and peer/external review processes.
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Keynote Speakers
Biographical Notes (cont'd)

Ms Roberta Newton

Quality and Risk Manager, Apunipima Cape York Health Council
Currently Apunipima Cape York Health Council’s Quality and Risk Manager,
Roberta works with staff in Cairns and Cape York to develop, implement,
maintain and improve organisational and clinical quality systems.
After several years working in quality management roles in the food industry,
Roberta commenced employment with Apunipima in 2010. Initially focused
on the implementation of the ISO 9001:2008 for the organisation and RACGP
standards for Apunipima’s Mossman Gorge Primary Health Care Clinic, Roberta
now works with a diverse range teams, including corporate, infrastructure
and primary health care, to create a culture of excellence and continuous improvement. Roberta
is passionate about engaging and supporting staff in quality processes, systems and practices,
particularly improvement activities.

Dr Hung The Nguyen
General Practitioner

Hung The Nguyen is a general practitioner. He is interested in cross-cultural
interaction in the workplace, health care and education space. He has an interest
in Aboriginal health and Aboriginal health education. He has worked in remote,
rural and urban Aboriginal health in clinical, teaching and governance roles.
Hung is a Teaching Associate at Monash University’s Clinical Education and
Professional Development Unit, a Board Director at Health Education Australia
limited (HEAL) and South East Melbourne Medicare Local (SEMML) and the
Censor for the National Faculty of Aboriginal and Torres Strait Islander Health at
the Royal Australian College of General Practitioners (RACGP). As the Censor, Hung is a spokesperson
on all assessment-related issues for the Faculty. He is working to improve the quality of assessment of
GPs working with Aboriginal and Torres Strait Islander people.
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Keynote Speakers
Biographical Notes (cont'd)

Ms Samantha Palmer

First Assistant Secretary, Indigenous and Rural Health Division, Department of Health
Samantha Palmer will outline the history of Commonwealth support for CQI
in Indigenous health, identify why the Indigenous and Rural Health Division
(IRHD) strongly supports CQI and provide evidence and information from
Commonwealth-funded evaluations that show the effectiveness of CQI programs.
She will identify important learnings from history and evaluations that can
inform future improvements. Samantha’s presentation will also outline the role
government can play and the opportunities for Aboriginal Community Controlled
Health Organisations to contribute.
Samantha has led a range of Aboriginal health programs in the Commonwealth Department
of Health since 2009 and held senior roles in the Queensland Government prior to joining the
Australian Government in 2005. She has a Master of Public Administration and a Bachelor of Business
(Communication).

Mr John Paterson

Chief Executive Officer, Aboriginal Medical Services Alliance of the Northern Territory (AMSANT)
John was appointed Chief Executive Officer for AMSANT in 2006 having held
many senior management positions within government and Aboriginal
community organisations for more than 27 years. He is affiliated with the
Ngalakan tribe from the Ngukurr region, southeast Arnhem Land.
John graduated from Edith Cowan University with a Bachelor of Social Science
in Human Service. He is also a graduate and Fellow of the Australian Rural
Leadership Foundation, a former ATSIC Commissioner and former Governing
Council member of the Top End Hospital Network Council. He also chairs the
NACCHO eHealth Expert Group. John was recently the winner of the Top End NAIDOC 2013 ‘Lifetime
Achievements’ award. His interest includes mentoring Indigenous youth, strengthening Indigenous
governance structures and gardening. John is also President of the Darwin Buffaloes Football Club.
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Keynote Speakers
Biographical Notes (cont'd)

Ms Julie Tongs OAM

Chief Executive Officer, Winnunga Nimmityjah Aboriginal Health Service
Julie Tongs, a Wiradjuri woman, has worked in Aboriginal Affairs for more
than 20 years. She has occupied the position of CEO at the ACT Winnunga
Nimmityjah Aboriginal Health Service since 1997. Prior to this, Julie was the
Aboriginal Liaison Officer at the Woden Valley Hospital and Assistant Advisor to
the Honourable Robert Tickner MP.
This experience has enabled her to appreciate the needs of the Winnunga
community to the extent that she has developed a health service which
is directed by community needs, is holistic and focused on closing the gap
between Aboriginal and non-Indigenous people’s health. Julie is renowned for her advocacy in caring
for the health and welfare of the Aboriginal and Torres Strait Islander community in the ACT and
region. Her dedication to the community was recognised in 2012 when she received the ACT Local
Hero Award as part of the Australian of the Year Awards and the Medal of the Order of Australia. In
2013 Julie was a finalist in the Financial Review – Westpac 100 Women of Influence Awards.

Dr Mark Wenitong

Aboriginal Public Health Medical Officer, National Aboriginal Community Controlled Health
Organisation (NACCHO)
Mark Wenitong is from the Kabi Kabi tribal group of South Queensland. He is an
Adjunct Associate Professor at James Cook University, Aboriginal Public Health
Medical Officer at NACCHO, and the Senior Medical Advisor at Apunipima Cape
York Health Council. His work entails clinical governance and strategic primary
health care planning. He was the Senior Medical Officer at Wuchopperen Health
Services in Cairns for nine years. Mark has also worked as the medical advisor for
OATSIH in Canberra and was acting CEO of NACCHO for a period in 2012.
Mark has worked in public health care in East Timor, and in community
development in Papunya, Northern Territory. He is a past president and founding member of the
Australian Indigenous Doctors Association and is a member of the NHMRC National Preventative
Health Committee, the National Lead Clinicians Group, a ministerial appointee to the National
Aboriginal and Torres Strait Islander Health Equity Council and the National Independent e-Health
Advisory Committee. Mark chairs the Andrology Australia—Aboriginal and Torres Strait Islander
Male Reference group, and sits on several other committees. He is a council member of AIATSIS and
a committee member of the National Health Performance Authority public health care committee.
Mark has been heavily involved in the Aboriginal and Torres Strait Islander health workforce. He
was the Cairns Division of General Practice GP of the Year in 2003, and named one of the 50 most
influential doctors in Australia by Australian Doctor 2005. He was a 2008 member of the NTER review
expert advisory group; received the 2011 AMA Presidents Award for Excellence in Healthcare; was
inducted into the Queensland Aboriginal and Torres Strait Islander Health Council Hall of Fame; and
was one of the chief investigators awarded the MJA best research journal article for 2012.
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Day 1

MONDAY, 17 March 2014

07:30–08:00

Registration and arrival tea/coffee, MEDALLION CLUB TERRACE BAR

08:00–10:00

Opening Plenary Session, MEDALLION BRASSERIE

08:00–08:05

Welcome and Introduction to
Aunty Di Kerr

Kylie Belling, Master of Ceremonies

08:05–08:15

Welcome to Country

Aunty Di Kerr

08:15–08:30

Performance

Deborah Cheetham

08:30–08:45

Opening Address

Georgie Crozier MLC

08:45–10:00

Government and community controlled
sector CQI perspectives
Q & A Panel

Panel:
Lisa Briggs (NACCHO, p. 11)
Mary Buckskin (AHCSA, p. 11)
Aaron Hollins (QAIHC, p. 13)
Samantha Palmer (Department of Health,
Indigenous & Rural Health Division, p. 16)
John Paterson (AMSANT, p. 16)
Julie Tongs (Winnunga Nimmityjah AHS, p. 17)

Chair: Kylie Belling (MC)
Q. From the perspective of government
and the community controlled sector,
what is the current status of CQI in
Aboriginal and Torres Strait Islander
health?
Q. From their perspective, what are
the key enablers to embedding and
sustaining CQI across the community
controlled primary health care system?
10:00–10:30

18

Morning Tea — MEDALLION CLUB TERRACE BAR

Day 1

10:30–11:30

MONDAY, 17 March 2014 (cont'd)

Parallel Sessions 1A, 1B and 1C
1A: Data
(Oral Presentations)

1B: Models and Systems
(Oral Presentations)

1C: Challenges and Enablers
in CQI (Oral Presentations)

Medallion Brasserie

Crest Room

Medallion Lounge

Chair: Ross Bailie

Chair: Janet Kelly

Chair: Barbara Nattabi

10:30–10:50

Aboriginal data in Aboriginal
hands: The NACCHO data
repository (p. 31) Jason
Agostino, Katie Panaretto,
Renee Williams, Lisa Briggs,
Mark Wenitong & Ngiare
Brown

The role of the Systems
Assessment Tool in guiding
improvement in Indigenous
primary health care (p. 34)
Frances Cunningham, Sue
Ferguson-Hill, Veronica
Matthews & Ross Bailie

Supporting the business
of Aboriginal and Torres
Strait Islander community
controlled health (p. 46)
Lauren Trask & Roderick
Wright

10:50–11:10

Duration of CQI
participation: A key factor
explaining improvement
in Type 2 Diabetes service
delivery (p. 39) Veronica
Matthews, Gill Schierhout &
Ross Bailie

Developing an ACCHS model
for quality improvement of
vision and eye health care
(p. 47) Colina Waddell, Tania
Waitokia & Anna Morse

There’s only one enabler;
come up, help us’: Staff
perspectives of barriers and
enablers to CQI in Aboriginal
primary health care settings
in South Australia (p. 43) Jo
Newham, Gill Schierhout,
Paul Ward & Ross Bailie

11:10–11:30

Eyes on the prize: Use of
Clinical File Audit data to set
goals and priorities at the
local and regional health
service level for Aboriginal
Community Controlled
Health Services in NSW
and NT (p. 40) Anna Morse,
Colina Waddell & Luke
Arkapaw

Developing an evidencebased model of care for
people at risk of or living
with a blood borne viral
illness in an Aboriginal
Community Controlled
Health Service (p. 37)
Belinda Hammond, Warren
Miller, Eva Pratt, Andre
Duszynski, Virginia Healy,
Mary Ellen Harrod & John
Kaldor

Understanding the impact
of a multifaceted quality
improvement intervention
to improve cardiovascular
disease risk management
in Aboriginal Community
Controlled Health Services:
TORPEDO Process Evaluation
(p. 44) Bindu Patel, Marilyn
Lyford, Katie Panaretto, Jenny
Hunt, Tim Usherwood, Mark
Harris, Anushka Patel &
David Peiris

19

Day 1

11:30–12:30

MONDAY, 17 March 2014 (cont'd)

Parallel Sessions 2A, 2B and 2C
2A: Café Style Conversation

2B: Café Style Conversation

2C: Café Style Conversation

Medallion Brasserie

Crest Room

Medallion Lounge

Chair: Lyn O'Donoghue

Chair: Janet Kelly

Chair: Barbara Nattabi

Increasing effective
engagement of Aboriginal
workforce in continuous
quality improvement–how
can we do this better? (p. 26)
Kerry Copley & Louise Patel

Revisiting the first principles
of continuous quality
improvement; are we on the
right track? (p. 27) Kushani
Marshall

CQI is not a body part!
(or why I learned to
stop worrying and love
accreditation) (p. 29)
Paul Ryan, Trish Jean &
Patricia Lewis

12:30–13:30
13:30–14:15

LUNCH — GRILLE
Plenary Session, MEDALLION BRASSERIE
CQI Models and Initiatives
Chair: Kylie Belling (MC)
Panel discussion on current CQI models:

Panel:
Ross Bailie (One21Seventy, p. 10)
Dale Ford (Improvement Foundation, p. 12)
Hung The Nguyen (RACGP, p. 15)

Q. Describe key system features that
enable integrated quality improvement in
Aboriginal and Torres Strait Islander health
care centres.
Q. Comment on sustainability of models?
14:15–15:00

Poster Session, MEDALLION CLUB TERRACE BAR
•
•

•

•
•
•
•
•
•

15:00–15:30
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Data empowering eye health (p. 51) Mitchell D. Anjou, Andrea I. Boudville & Hugh R. Taylor
Australian Red Cross CQI strategy in response to an evaluation of a national social and emotional
wellbeing youth program in Aboriginal and Torres Strait Islander communities (p. 51) Rachel
Christie & Katrina Dionnie Thompson
The cross-cultural adaptation of the ASQ-3 for use with remote dwelling Australian Aboriginal
children: Ensuring culturally competent care (p. 52) Anita D’Aprano, Sven Silburn, Vanessa Johnston,
Frank Oberklaid & Gary Robinson
From principle to practice (p. 53) Lindsay Johnson, Stella Taylor-Johnson, Lauren Trask, Lillian Garrett
& Laurie West
Health promotion partnerships for trachoma elimination in the Northern Territory (p. 54) Fiona D.
Lange , Josie R. Atkinson & Hugh R. Taylor
Using the experience of practitioners to continuously improve eye care services (p. 55) Genevieve
Napper, Anna Morse, Jonathan Jackson & Mitchell Anjou
Which way? A better way (p. 55) Roberta Newton & Temaleti Matasia
Embedding cultural competence as part of the CQI process in maternity services (p. 56) Roz Walker
Patient and community perspectives in Aboriginal and Torres Strait Islander health research: A
systematic meta-narrative review protocol (p. 57) Aryati Yashadhana, Anthony B. Zwi & Anthea
Burnett

Afternoon Tea, MEDALLION CLUB TERRACE BAR

Day 1

15:30–17:00

MONDAY, 17 March 2014 (cont'd)

Parallel Sessions 3A, 3B AND 3C
3A: Workshop

3B: Workshop

3C: Café Style Conversation

Medallion Brasserie

Crest Room

Medallion Lounge

Chair: Liz Izquierdo

Chair: Louise Patel

Chair: Trish Jean

Which way? Our way
(p. 62) Roberta Newton

A conversation about
what national CQI data,
particularly chronic illness
care data, is saying about
changing systems and
strategies for best practice
(p. 58) Ross Bailie, Veronica
Matthews, Jodie Griffin,
Alison Laycock, Cynthia Croft
& Anna Sheahan

What is required to support
successful implementation
of CQI in health promotion?
(p. 28) Lynette O’Donoghue,
Christine Armit, Dagmar
Schmitt & Nikki Percival

17:00–18:00

Welcome Reception, MEDALLION CLUB TERRACE BAR

17:00–17:05

Welcome

Kylie Belling

17:05–17:15

Performance

Benny Walker

17:15–17:20

Introduction of One21seventy

Kylie Belling

17:20–17:35

Launch of the One21seventy tools

Ross Bailie

17:35–17:45

Poster Presentation Awards

Lyn Brodie, CEO, The Lowitja Institute

17:45–17:55

Performance

Benny Walker

17:55–18:00

Close Day 1

Kylie Belling (MC)
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07:30–08:00

Registration and arrival tea/coffee, MEDALLION CLUB TERRACE BAR

08:00–09:00

Plenary Session, MEDALLION BRASSERIE

08:00–08:55

Successful stories to share
Chair: Kylie Belling (MC)
Panel session with Q & A on health
centres' CQI journey.
Q. At health centre level, how have
services achieved integration of CQI into
everyday practice.

Panel:
Debora Askew (Inala Indigenous Health Service, p. 10)
Rebecca Gooley (Katherine West Health Board, p. 13)
Vicki Holmes (Nunkuwarrin Yunti of South Australia
Inc., p. 14)
Jo Loader (Goondir Health Service, p. 14)
Roberta Newton (Apunipima Cape York Health
Council, p. 15)

Q. How can health centres sustain CQI
efforts?
08:55–09:00
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Housekeeping

Kylie Belling (MC)

Day 2

09:00–09:45

Tuesday, 18 March 2014 (cont'd)

Parallel Sessions 4A, 4B AND 4C
4A: Models and Systems
(Oral Presentations)

4B: Middle and End Users
of CQI Practices
(Oral Presentations)

4C: Data
(Oral Presentations)

Medallion Brasserie

Crest Room

Medallion Lounge

Chair: Lauren Trask

Chair: Bridge Carrick

Chair: David Scrimgeour

09:00–09:15

Developing clinical audit
tools: One small step in
the journey–one major
step towards improving
quality (p. 33) Cynthia Croft,
Ross Bailie, Stefanie Puszka,
Barbara Nattabi & Diana
Mosca

Gathering community
perceptions of the quality of
chronic conditions care–an
East Arnhem story (p. 49)
Robyn Williams & Celia Gallo

Intensive CQI support improves
capacity of a Central Australian
alcohol support program:
Description, monitoring
implementation and reporting
(p. 36) Debra Gent, Michael
Lawton, Carli Pearson & Yvonne
Ginifer

09:15–09:30

The WAMS accreditation
experience – Fifteen years
on and still going strong
(p. 32) Christine Corby OAM
& Diana Dalley

Meeting the needs of
end users: The process of
development of a sexual
health clinical audit tool for
Indigenous primary health
care services (p. 42) Barbara
Nattabi, Debbie TaylorThomson, Alice Rumbold,
James Ward, Lewis Marshall,
Michael Howard, Janet Knox,
Suzanne Belton, Suzanne
Connor, Linda Garton, Joanne
Leamy, Stefanie Puszka &
Cynthia Croft

Explaining variation in delivery
of types of care for patients
with diabetes: A multi-level
study in the Australian
Indigenous primary care
setting (p. 45) Gill Schierhout,
Veronica Matthews & Ross
Bailie

09:30–09:45

Driving a performance
culture through CQI (p. 48)
Gail Wason & Unna Liddy

Implementing and
evaluating a sexual health
quality improvement
initiatives and a servicebased model of care in
a regional Aboriginal
community controlled
health service (p. 50)
Sid Williams, Mary Ellen
Harrod, Belinda Ford, Floyd
Leedie, Marsha Dodd, Mark
Saunders & John Kaldor

Understanding quality
improvement in Aboriginal and
Torres Strait Islander primary
health care: Learning from
the best to better the rest (p.
38) Sarah Larkins, Tania Patrao,
Veronica Matthews, Sandra
Thompson, Christine Connors,
Komla Tsey, Ru Kwedza, Jacinta
Elston, Kerry Copley, Ross Bailie
& Annette Panzera

09:45–10:15

Morning Tea, MEDALLION CLUB TERRACE BAR
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10:15–11:45

Tuesday, 18 March 2014 (cont'd)

Parallel Sessions 5A, 5B AND 5C
5A: Workshop

5B: Workshop

5C: Workshop

Medallion Brasserie

Crest Room

Medallion Lounge

Chair: Cynthia Croft

Chair: Gail Garvey

Chair: Kerry Copley

Create a great quality
system in six months (p. 58)
Cathy Balding

Mapping tools to better
understand and improve
complex Aboriginal patient
journeys (p. 60) Janet Kelly,
Judith Dwyer, Brita Pekarsky,
Eileen Willis & Natalie McCabe

CQI in motion: Sharing the
experiences of One21seventy
(p. 61) Diana Mosca, Barry
Scrimshaw & Sue Ferguson-Hill

11:45–12:45
12:45–15:15

12:45–13:00
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LUNCH — GRILLE
Parallel Sessions 6A, 6B AND 6C
6A: Café Style Conversations

6B: Workshop & Café Style
Conversation

6C: Oral Presentations

Medallion Brasserie

Crest Room

Medallion Lounge

Chair: Diana Mosca

Chair: Gail Garvey

Chair: Paul Ryan

Flexible resources for CQI
capacity building: E-learning
modules and evidence briefs
(p. 26) Jenny Brands, Alison
Laycock & Sue Ferguson-Hill

Positive Auditing Techniques
(p. 59) Geoff Gray

Establishing effective
partnerships between
government and Aboriginal
community controlled
organisations – How we made
it work in the NT (p. 32) Kerry
Copley & Louise Patel

13:00–13:15

Networks, collaboratives and
partnerships in continuous
quality improvement for
Aboriginal and Torres Strait
Islander health care (p. 45)
Anna Sheahan, Frances
Cunningham, Veronica
Matthews & Ross Bailie

13:15–13:30

Telling a story with data:
Health challenges for
Australian Aboriginal and
Torres Strait Islander peoples
(p. 41) Julie Nankervis

Day 2

Tuesday, 18 March 2014 (cont'd)

13:30–13:45

The design, implementation
and evaluation of a program
to improve developmental
practices in remote Aboriginal
communities: Identifying
barriers and facilitators (p. 35)
Anita D’Aprano, Sven Silburn,
Vanessa Johnston, Frank
Oberklaid & Gary Robinson

13:45–14:00

Understanding and improving
complex Aboriginal patient
journeys: Using and adapting
patient journey mapping tools
(p. 38) Janet Kelly, Judith Dwyer,
Brita Pekarsky, Eileen Willis &
Natalie McCabe

14:00–14:15
14:15–15:15

Quality and accreditation
in ACCHSs: The good, the
bad and the ugly (p. 29) Britt
Puschak

15:15–15:45

Five strategies to lead
improvement (p. 61) Unna
Liddy

Afternoon Tea, MEDALLION CLUB TERRACE BAR

15:45–16:15

Plenary Session, MEDALLION BRASSERIE

15:45–16:00

Performance

Stiff Gins

16:00–16:15

Final remarks and closure

Mark Wenitong, Apunipima Cape York Health
Council (p. 17)
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CAFÉ STYLE CONVERSATIONS

Flexible resources for CQI capacity building: E-learning modules and evidence briefs
Jenny Brands, Alison Laycock & Sue Ferguson-Hill
Menzies School of Health Research

Aim: To present and engage participants with resources for enhancing CQI capacity: online modules
to introduce CQI principles and enhance data interpretation; and ‘evidence briefs’ targeting
management and policy, community board and practitioner audiences.
Project background and aim: One21seventy and the ABCD National Research Partnership (ABCD
NRP) work across Australia to improve the quality of primary health care (PHC) available to Aboriginal
and Torres Strait Islander people. One21seventy supports health centres to apply CQI. The ABCD NRP
supports the development of an evidence base to underpin effective CQI. Both roles require clear
presentation of data and evidence so health staff, policy makers and community leaders can use the
information to make decisions about improving care. This presentation showcases three resources
designed to make CQI data, practice and evidence more accessible. (1) E-learning modules funded
by the Lowitja Institute include three open access modules introducing CQI, and three modules
about data interpretation and use, and CQI leadership. (2) An evidence brief about what works in
making improvements in the quality of care, targeting policy makers, managers, clinical governance
groups, service providers and practitioners. (3) A Lowitja Institute funded project to develop evidence
briefs that translate ABCD NRP findings into an accessible format for non-researchers, particularly
Aboriginal and Torres Strait Islander practitioners and community decision makers such as health
board members.
Approach: The three resources will be presented in relation to best practice principles for the
development, dissemination and implementation of information and learning resources for quality
improvement in Aboriginal and Torres Strait Islander PHC. Participants will be introduced to each
resource and hear about its development. They will be invited to provide feedback on appropriateness,
credibility and fit for purpose of the content and presentation formats, and provide input to
dissemination and implementation planning to ensure reach across the target audience/s.

Increasing effective engagement of Aboriginal workforce in continuous quality
improvement – How can we do this better?
Kerry Copley & Louise Patel
Aboriginal Medical Services Alliance Northern Territory (AMSANT)

We would like to facilitate a discussion with interested people to identify effective strategies to
engage and involve Aboriginal and Torres Strait Islander staff working in primary health care services
in the implementation of CQI activities. The national CQI appraisal (University of New South Wales
for The Lowitja Institute) and the Northern Territory CQI strategy evaluation (Allen+Clarke) both
highlighted the need to increase the leadership and involvement of Aboriginal people in CQI planning
26

Abstracts
Café Style Conversations (cont'd)

and implementation. During this conversation we will share the work we are doing in the Northern
Territory to build the knowledge, skills and confidence of this vital part of the primary health care
workforce and to give others the opportunity to talk about the work they are doing, so we can learn
from each other.
The focus of this session will be:
•
•
•
•
•
•

to identify approaches that are working well, consider why they are effective and identify any
learnings that could be transferred to other jurisdictions
to consider what are the gaps in up-skilling/empowering Aboriginal and Torres Strait Islander
staff that prevent them from confidently engaging in CQI
what is needed in training, support and mentoring
what contextual issues help or prevent engagement, and what could we do about them
what do we know and what do we need to find out about this issue.
At the end of this discussion we would like to have a better sense of what needs to be considered
to increase Aboriginal and Torres Strait Islander peoples’ engagement in CQI, and where to from
here.

Revisiting the first principles of continuous quality improvement: Are we on the right
track?
Kushani Marshall
Aboriginal Health Council of South Australia, Adelaide

CQI models and systems within healthcare have evolved over the past 50 years in response to the
twin demands of minimising costs and maximising health outcomes.
From a health service perspective, the contemporary CQI landscape appears fragmented, crowded
and confused. Multiple, and sometimes competing, CQI initiatives borne out of varying perspectives
and priorities have been undertaken by both local and external agents, compounding complexities
experienced by health services.
The Aboriginal Health Council of South Australia (AHCSA) is the peak body representing all Aboriginal
community controlled health services (ACCHSs) in SA and provides a leadership, advocacy and sector
support role to its members. AHCSA recognises that CQI is a key strategy for improving the health
of Aboriginal people. AHCSA has identified a large unmet need for a comprehensive, sustainable,
state-wide, community controlled, clinical CQI program that will enhance the delivery of primary
health care services. An options paper was therefore developed with the purpose of clarifying and
investigating the opportunities for providing ongoing support to the ACCHSs in their CQI endeavours.
We present an overview of the findings from this options paper, beginning with revisiting the early
expressions of CQI and reviewing the assumptions upon which many contemporary CQI activities are
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based. Specifically, we explore whether there is an inherent problem in using outcomes to assess the
quality of preceding care, and whether the current emphasis on electronic data sources, particularly
medical records, has prematurely restricted the CQI debate. We contend that a broader understanding
of CQI, which takes into consideration the realities of Aboriginal health service-based clinical care,
is required. This approach utilises a problem-solving perspective as an entry point for CQI initiatives,
and is inclusive of other activities that routinely occur in health services, which although are not
recognised as CQI aim to, and often do, improve the quality of health care.

What is required to support successful implementation of CQI in health promotion?
Lynette O’Donoghue1, Christine Armit2, Dagmar Schmitt3 & Nikki Percival2
1 Menzies School of Health Research, Darwin; 2 Menzies School of Health Research, Brisbane; 3 Northern Territory Department of Health, Darwin

Our research with four Northern Territory primary health care services demonstrated that the
introduction of structured and facilitated quality improvement cycles achieved improvements in
systems to support health promotion (e.g. structured documentation of health promotion practice)
together with improvements in the quality of health promotion activities (e.g. greater community
participation). With support from the Lowitja Institute, the Health Promotion Continuous Quality
Improvement (HPCQI) tools were launched in 2012 and are now accessible through One21seventy,
the National Centre for Quality Improvement in Indigenous Primary Health Care. However, little is
currently known about the process of transfer and implementation of HPCQI and how HPCQI can
effectively be incorporated into routine practice. To address this evidence-to-practice gap, health
service researchers are increasingly recognising the critical role of implementation science for the
successful translation of evidence into practice.
Using a World Café format, this workshop aims to advance our collective understanding of how
implementation of CQI can be better supported to strengthen Aboriginal and Torres Strait Islander
health promotion. The session will be co-facilitated by staff from Menzies School of Health Research,
and colleagues from the Northern Territory Health Department will share their practical experience in
developing a model for HPCQI implementation.
This interactive workshop will draw on workshop participants’ knowledge and our own knowledge of
CQI implementation processes. Small groups will discuss the role of context, quality of evidence and
facilitation to support implementation of CQI using an implementation planning template developed
as part of an implementation project funded by the Lowitja Institute. This workshop will be of benefit
to delegates implementing health promotion and those interested in implementing CQI to improve
health promotion practice.
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Quality and accreditation in ACCHSs: The good, the bad and the ugly
Britt Puschak
Aboriginal Medical Services Alliance Northern Territory (AMSANT)

The Aboriginal community controlled health sector has embraced an agenda of accreditation, and is
demonstrating compliance with national standards. Importantly, accreditation allows the Aboriginal
community controlled health services (ACCHSs) to showcase their work and successes and to send
strong messages about the outcomes achieved for their communities and the importance of ACCHSs
as community controlled organisations.
For many services, accreditation has not always been an easy journey, requiring a commitment
of resources, learning and improvement, to achieve the multiple compliance burden of clinical
accreditation, organisational accreditation, and compliance with the Office for Aboriginal and Torres
Strait Islander Health (OATSIH) risk assessment process and other funding and legislative requirements.
Yet, it is the best bits of ACCHSs – their governance, relationships and people, practices, experience and
commitment – that can be harnessed to enable services to reduce this multiple compliance burden.
Since 2008–2009 the Establishing Quality Health Standards Budget measure has supported a
significant uptake of ACCHSs achieving and maintaining accreditation to clinical and organisational
standards. Nationally, the number of ACCHSs accredited to Royal Australian College of General
Practitioners standards have increased from 39% to 91%. Organisational standards supported by the
budget measure are Quality Improvement Council (QIC) and International Standards Organization
(ISO) 9001, with an increase from 4% to 36% of all 181 organisations funded by OATSIH.
This presentation will provide strategies for a systems approach in order to maximise the investment
of pursuing compliance with the Risk Assessment Profile Tool and accreditation. It will show how an
integrated approach to the systems elements of documentation, implementation, communication,
evaluation and delegation (and maintenance) can ease the compliance burden and bring clarity to
ACCHS practices and processes. The presentation will highlight quality and accreditation success
stories from ACCHSs, and share strategies, resources and responses to challenges.

CQI is not a body part! (Or why I learned to stop worrying and love accreditation)
Paul Ryan1, Trish Jean2 and Patricia Lewis3
1 Aboriginal Health Council of South Australia Inc. (AHCSA); 2 National Aboriginal Community Controlled Health Organisation (NACCHO);
3 Aboriginal Health Council of Western Australia Inc. (AHCWA)

In 2007 the Australian Government Department of Health sought to build on CQI developments
and identified accreditation as a means to affirm and grow CQI philosophy. The Establishing Quality
Health Standards (EQHS) budget measure was initiated, encouraging Office for Aboriginal and Torres
Strait Islander Health-funded services to engage in clinical and organisational accreditation. Key to
the accreditation programs used is the required commitment to CQI.
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The Aboriginal community controlled health sector (ACCHS), through the National Aboriginal
Community Controlled Health Organisation and affiliates, developed a National Accreditation
Support Implementation Framework to provide direction for sector support. This has assisted the
sector to take ownership and identify the core means of driving quality development and practice for
the membership.
The framework includes three major objectives:
• support processes of the Quality Standards and Accreditation Program to be the core business
• the ACCHS to build its capacity to undertake sector support for accreditation
• support and development of accreditation programs to occur in a consistent and collaborative
manner.
Accreditation is a major enabler to the embedding of CQI practices within organisations, leading to
a culture and practice of improving organisational performance. There are a high number of services
engaged in a quality journey that have yet to be awarded accreditation. For these services, the
effective use of organisational continuous improvement practice can surmount barriers and create
pathways that see services thrive.
Reflecting on the achievements of the National Accreditation Support Implementation Framework,
and utilising experts from the National Aboriginal Accreditation Officers Network and ACCHSs, this
café conversation will explore:
• what works to overcome barriers to accreditation and CQI practices as core business
• what support the sector still needs to achieve or maintain accreditation and continue service
development.
This session provides an opportunity for peer connection and learning, and invites the voice of ACCHs
to shape future supports.
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Aboriginal data in Aboriginal hands: The NACCHO data repository
Jason Agostino1,2, Katie Panaretto1,3, Renee Williams1, Lisa Briggs1, Mark Wenitong1,4,5 & Ngiare
Brown1,6
1 National Aboriginal Community Controlled Health Organisation (NACCHO); 2 Winnunga Nimmityjah Aboriginal Health Service, Narrabundah,
Australian Capital Territory; 3 Queensland Aboriginal and Islander Health Council (QAIHC), Brisbane; 4 Apunipima Cape York Health Council,
Cairns, Queensland; 5 James Cook University, Townsville, Queensland; 6 University of Wollongong, Wollongong, New South Wales

Aim: To facilitate the exchange of knowledge on effective health programs across Aboriginal
community controlled health services (ACCHSs) through the establishment of a national data
repository.
Methodology: NACCHO has established a national data repository to hold service level data for
all ACCHSs. The repository contains data on staffing and program activities derived from annually
completed Online Service Reports, as well as clinical information extracted from Patient Information
and Recall Systems. It includes data on national programs such as the national key performance
indicators and the Australian Primary Care Collaboratives as well as newly developed indicators on
antenatal care and sexual health.
The data repository enables ACCHSs to monitor their performance in relation to similar services and
against state and national averages. It facilitates the exchange of knowledge across ACCHSs nationwide, covering more than 50% of the nation’s Aboriginal and Torres Strait Islander population.
The combination of multiple datasets now provides the opportunity for the Aboriginal community
controlled health sector to monitor ACCHSs across service inputs, processes of care and intermediate
outcomes. This will further the sectors understanding of what works and where the gaps lie for services.
Outputs: Our presentation will outline the governance of the data repository, which ensures
Aboriginal community control of data use. We will also provide a demonstration of the online
platform created for the ACCHSs to facilitate monitoring of their performance indicators.
Preliminary analysis will be presented on the service attributes associated with improved
performance in indicators of diabetic care and ischaemic heart disease at more than 30 ACCHSs.
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Establishing effective partnerships between government and Aboriginal Community
Controlled Organisations – How we made it work in the NT
Kerry Copley & Louise Patel
Aboriginal Medical Services Alliance NT (AMSANT)

Establishing strong collaborative partnerships across the Aboriginal primary health care (PHC) sector
in the Northern Territory (NT) has strengthened engagement in CQI at all levels in the health system.
This has meant finding common ground and respecting the strategic objectives of NT Government
health services as well as Aboriginal Community Controlled Primary Health Care organisations.
Over the four-and-a-half years the NT CQI strategy has been implemented we have prioritised this
partnership and ensured there has been an equitable sharing of power and responsibility through the
program leadership and governance processes. Developing a shared agenda, utilising common data
sets and providing forums for clinicians and health service staff from all Aboriginal PHC services in
the NT have been instrumental in building a territory-wide approach to CQI.
Our mandate is to make CQI ‘Everybody’s Business’. We aim to ensure CQI will be sustainable in
the long term and will be embedded in all levels of PHC service delivery, and not just driven by a
few key people or positions. It has been vital to develop a model or approach to CQI planning and
implementation that is consistent across the whole NT, yet flexible enough to meet the needs of a
very diverse group of health services in size, remoteness and governance structures.
We will present some of the strategies we have implemented and identify what we have learned along
the way that has enabled us to build strong, collaborative partnerships through the NT CQI strategy.

The WAMS accreditation experience – Fifteen years on and still going strong
Christine Corby OAM1 & Diana Dalley2
1 Walgett Aboriginal Medical Service Co-operative Limited; 2 Dalley and Associates Pty Ltd

Historically, AMSs have often been seen as proving a sub-standard health service by mainstream
health organisations. Part of this opinion is based on ignorance of what AMSs actually do while
another view is that AMSs take health care funding for Aboriginal people but do not provide a good
service to their clients.
However, some AMSs have chosen to stand up and measure their services against international
quality benchmarks and standards and have been very successful in this process. Walgett Aboriginal
Medical Service Co-operative Limited (WAMS) and Brewarrina Aboriginal Health Service Limited
(BAHSL) have both Whole of Service and Clinical Accreditation. This is a short story of our journey
through five rounds of re-accreditation across 15 years.
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During 1987 the CEO and Board of WAMS became concerned about changes to AMSs funding
conditions. In order to prepare for this possibility WAMS investigated agencies which accredited
health services. Following a presentation by an interstate AMS who had undergone a Quality
Management Service (QMS) Review using the International QIC standards, WAMS staff attended the
internal reviewer training. A consultant worked with staff on audit of the first two standards and
WAMS successfully stood for its first round of Whole of Service Accreditation with QMS (1998).
Since that time WAMS has taken over responsibility for BAHSL (2003) and both services have been
successful in gaining Whole of Service (QIC through QMS/QIP) and General Practice Accreditation
(RACGP through AGPAL and GP Plus).
During 2013 WAMS gained its fifth round of accreditation and in 2014 will work to bring its Dental
Clinic into the accreditation process through ADA. WAMS recognises that Accreditation is a journey
along the road of continuous quality improvement. We know it helps us to improve our services to
clients. It also enables us to stand as equals with Health Services and Medicare Locals.

Developing clinical audit tools: One small step in the journey – One major step towards
improving quality
Cynthia Croft1, Ross Bailie1, Stefanie Puszka1, Barbara Nattabi2 & Diana Mosca1
1 ABCD National Research Partnership, Menzies School of Health Research, Brisbane; 2 Combined Universities Centre for Rural Health,
Geraldton, Western Australia

Clinical audit tools are used to retrospectively measure the quality of care recorded in client records.
The tools are a key component of the CQI cycle providing the basis for gathering data on clinical
performance, identifying important evidence-practice gaps, informing goal-setting and implementing
actions for improvement. A robust development process is critical in ensuring that tools are designed
to provide accurate data for quality improvement efforts.
This presentation reflects on lessons learned over several years and describes the Audit and Best
Practice for Chronic Disease (ABCD) approach to developing clinical audit tools for use in an
integrated CQI process in Aboriginal and Torres Strait Islander comprehensive primary health care
(PHC) services. In contrast to many clinical audit tools that focus on a specific clinical issue, these
tools examine the scope of best practice in major areas of primary health care (e.g. maternal health)
and identify specific aspects of care on which to focus improvement efforts.
The tool development process involves engagement of clinical experts, experienced CQI practitioners
and service providers. Their practical experience and expertise complements the use of evidencebased guidelines in ensuring that tools are high quality, reflect best practice, and are appropriate and
acceptable for use in the PHC setting.
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Steps in developing tools include reviewing the evidence; identifying best practice guidelines;
developing indicators of quality, a protocol for using the tool and a feedback report; generating audit
items; and piloting the tool.
Challenges include developing tools that can be applied nationally in a diverse environment; reaching
agreement about indicators and audit items; ensuring the tools are appropriate and acceptable for use
in the PHC environment; and ensuring all audit items can be reported in a meaningful and useful way.
Our experience has enabled us to develop guidelines for developing tools that may be useful for
others developing audit tools for use in ABCD or other CQI processes.

The role of the Systems Assessment Tool in guiding improvement in Indigenous primary
health care services
Frances Cunningham, Sue Ferguson-Hill, Veronica Matthews & Ross Bailie
Centre for Primary Health Care Systems, Menzies School of Health Research, Brisbane

Assessment of the quality of primary health care (PHC) centre systems is a vital part of integrated quality
improvement (QI) processes. We describe development of the Systems Assessment Tool (SAT) with
Indigenous PHC services and staff—based on the Assessment of Chronic Illness Care (ACIC) scale—to
assist PHC services undertake self-assessment of their systems. The SAT helps organisations assess the
strengths and weaknesses of their delivery of health care, particularly for chronic illness. We explain its
item components, its conduct and present experience with employing the SAT for QI in Indigenous PHC.
We draw on experience with the use of the SAT from 2002 in 12 health centres in the Audit and
Best Practice for Chronic Disease (ABCD) project, to its current use in 165 centres using the CQI tools
developed through the ABCD research program. As part of the data collection phase of the CQI cycle,
the SAT is used to engage health centre teams in the assessment of the quality of centre systems,
with assessment data being entered into the One21seventy web-based information system. The
SAT is usually undertaken in conjunction with review of health centre clinical audit data on various
priority aspects of PHC, such as chronic illness, preventive, maternal, child and mental health care.
Analysis of audit data shows that completion rates of SATs accompanying clinical audits vary across
states and territories and over time (30%–100%), but are generally at a high level. We report on
feedback on perceptions of strengths and limitations of the tool in CQI. Originally designed as a
measurement tool, over time the SAT has become an important developmental tool, enabling team
learning about PHC system functioning in relation to articulated best practice, and contributing to
team strengthening. The SAT has thereby assisted with guiding service improvement.
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The design, implementation and evaluation of a program to improve developmental
practices in remote Aboriginal communities: Identifying barriers and facilitators
Anita D’Aprano¹, Sven Silburn¹, Vanessa Johnston², Frank Oberklaid³ & Gary Robinson¹
1 Menzies School of Health Research, Darwin; 2 Territory Wide Services, Department of Health, Darwin; 3 Royal Children’s Hospital, Melbourne

Background: Experts internationally recognise that developmental care is vital to improve long-term
child health and wellbeing outcomes. Key challenges to providing quality developmental care in
remote Aboriginal primary health care (PHC) centres have been the absence of culturally appropriate,
developmental screening tools and inadequate training.
Aim: To design, implement and evaluate a capacity building program in developmental practice
for Aboriginal Health Workers (AHWs). This included cross-cultural adaptation of a developmental
screening tool, design and delivery of a training program, and embedding the adapted tool into
standard health service practice.
Methods: We used a case-study evaluation framework, including interviews, clinical observations,
training feedback surveys and medical record audits. Two case-study sites – remote PHCs – in the
Northern Territory were selected. Purposive samples of AHWs, key community informants, Aboriginal
parents and early childhood development (ECD) experts were included. Resident Aboriginal children
under five years of age were included in medical record audits to determine baseline developmental
practice. Mixed methods examined perceived value and benefit of a two-and-a-half days’ training
workshop (based on a needs analysis), acceptability of the adapted tool, and barriers and facilitators
to implementing the adapted tool. We undertook thematic analysis of the qualitative data, and
descriptive analysis of audits.
Findings/Discussion: The adapted developmental screening tool was found to be acceptable and
relevant to parents, AHWs and ECD experts. Training was delivered successfully and valued, leading
to improved skills, knowledge, competence and confidence to identify and manage developmental
difficulties and promote child development.
Despite the acceptability and value of the tool and training, integration of the adapted tool into
routine health service practice was a challenge. Both culturally appropriate developmental screening
tool and training need to be integrated into implementation efforts that include adequate leadership
and governance, support for the remote health workforce, and health service structures to better
support delivery of care.
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Intensive CQI support improves capacity of a Central Australian alcohol support
program: Description, monitoring implementation and reporting
Debra Gent, Michael Lawton, Carli Pearson & Yvonne Ginifer
Central Australian Aboriginal Congress, Alice Springs, Northern Territory

The Central Australian Aboriginal Congress CQI team administers Communicare, which is the electronic
health records system of Congress. Since June 2013 the CQI team has been working with the Safe and
Sober Support Service (SSSS) program, a community-based alcohol support service in Alice Springs.
Evaluation of the earlier pilot ‘grog mob’ research program recognised that the expanded SSSS program
needed greater administration support to develop its database for the documentation, monitoring and
reporting of program activities.
Aim: The CQI project aim was to improve the SSSS program’s monitoring, implementation,
accountability and reporting capacity, including measurement of program outcomes.
Methods: A project officer was employed within the SSSS team to provide intensive CQI support
to determine current program data quality and capacity for program monitoring and outcome
measures. Tasks included data auditing and analysis. The program logic was mapped out, including
identification of key data collection points and additional data and reporting needs. Some additional
output and outcome measures were identified. Regular reports were scheduled.
Results/Discussion: Developing trusting relationships with team members has enabled an in-depth
understanding of the program and facilitated input from all team members. Staff orientation and
mentoring is required to promote consistent and quality data input and ongoing usage. Combination
of qualitative and quantitative data analysis is needed to determine program effectiveness. Other
requirements include tailoring of specific database components to support unique program needs,
and ongoing review and database adjustment to support program adaptation over time.
The number of client assessments, AUDIT Cs and K5s completed by the SSSS program increased
considerably after intensive CQI input.
Changes in Completion of Clinical Items as a result of intensive CQI support.
Clinical Item
Client Assessment
Audit C
K5

1st Half 2013 (pre CQI support)
53
97
83

2nd Half 2013 (post CQI support)
98
122
136

The quality of the Alcohol Timeline Follow-back outcome data collected improved, with only 8% of
data discarded compared to 20% for the previous period.
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Quality, quantity and completion of client assessments have improved, along with overall consistency
and quality of data input by team members, and capacity for data analysis. The evaluability of the
Program Logic framework with key data points and timelines is better established, with some new
output measures determined. The longer-term outcomes analysis of the program is progressing.

Developing an evidence-based model of care for people at risk of or living with a bloodborne viral illness in an Aboriginal community controlled health service
Belinda Hammond1, Warren Miller1, Eva Pratt1, Andre Duszynski1, Virginia Healy1, Mary Ellen Harrod2
& John Kaldor2
1 Nukuwarrin Yunti of South Australia, Inc., Adelaide; 2 Kirby Institute, University of New South Wales, Sydney

Introduction: Nunkuwarrin Yunti of South Australia Inc. is an Aboriginal community controlled health
service in metropolitan Adelaide providing comprehensive and culturally appropriate primary health care
with well-established opioid substitution, needle exchange and community-based hepatitis C treatment
services. The aim of this project was to integrate existing services and develop a comprehensive model of
care (MOC) for Aboriginal clients at risk of or living with blood-borne viruses (BBVs) through streamlined
client-centred care coordination, improved assessment and well-defined processes of care.
Methods: A mixed-methods approach informed the development of the MOC. The data included
staff and stakeholder interviews, systems assessment and client pathway mapping. Interviews were
conducted and data analysed by researchers external to Nunkuwarrin Yunti. A sexual health and BBV
systems assessment and the client pathway mapping were undertaken internally.
Results: Several themes emerged in the evidence collected through the interviews: the importance of
relationships and flexibility in meeting client needs; having a culturally appropriate community-based
MOC that includes streamlined and accessible services; the importance of holistic and comprehensive
care coordination for clients, who often have multiple and sometimes complex support needs.
Additional themes identified in the systems assessment and client pathway mapping included
the importance of consistent documentation, clearly defined service criteria, standardised internal
referral processes and increased communication between service providers.
Conclusion: Each element of the research has informed the MOC that spans the continuum of
care from prevention, support and treatment, through to relapse/reinfection prevention, and selfmanagement. The MOC is further strengthened by several principles, including Aboriginal ways of
working, evidence-based practice (including harm minimisation and health promotion) and interagency collaboration. Following implementation, the MOC will undergo a formal evaluation process
as well as quality improvement against a number of clinical and process outcomes.
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Understanding and improving complex Aboriginal patient journeys: Using and
adapting patient journey mapping tools
Janet Kelly1,2, Judith Dwyer1, Brita Pekarsky3, Eileen Willis1 & Natalie McCabe4
1 Flinders University, Adelaide; 2 Heart Foundation, SA Branch, Adelaide; 3 Baker IDI, Adelaide; 4 The Queen Elizabeth Hospital, Adelaide

Aboriginal patient journeys are often complex and involve a wide range of health care staff, services
and settings, particularly when rural and remote Aboriginal people require city hospital care. Although
health care providers strive to provide quality care, patients still fall between gaps in services,
particularly the transition points between primary and hospital care, city and country, and mainstream
and Aboriginal services. Challenges in maintaining effective communication, collaboration and
coordination of care can be similar across the entire health system, but also unique to each site.
A set of Aboriginal patient journey mapping tools has been developed in response to these challenges
and suitable for use in a diverse range of health care settings and needs. Developed collaboratively
with health care providers (nurses, Aboriginal Health Workers, coordinators, doctors, managers, allied
health, aged care, renal and cardiac staff) and community members, these tools enable the mapping
of partial or entire patient journeys from home to hospital and back.
The aim of using the tools is to improve communication, collaboration and coordination within
and across health services. Combining both evidence-based practice (policies and standards) and
practice-based evidence (what people know works locally), the tools enable critical reflection, gap
analysis, service and journey planning. The underlying theoretical framework and pragmatic noblame approach draws on concepts of cultural safety and equity, a holistic view of health, respectful
knowledge sharing, complexity principles and systems theory.
The tools can track planned, emergency and urgent journeys, admissions or outpatient appointments
in rural, remote and city sites, across primary, secondary and hospital settings, in both Aboriginal and
mainstream services. The process recognises the whole person (patient) experiencing the journey,
the underlying factors that impact on their journey, and the perspectives and priorities of the person,
their family and carers, and staff in a range of settings.

Understanding quality improvement in Aboriginal and Torres Strait Islander primary
health care: Learning from the best to better the rest
Sarah Larkins1, Tania Patrao2, Veronica Matthews2, Sandra Thompson3, Christine Connors4, Komla
Tsey1, Ru Kwedza5, Jacinta Elston1, Kerry Copley6, Ross Bailie2 & Annette Panzera1
1 James Cook University, Townsville, Queensland; 2 Menzies School of Health Research, Brisbane; 3 Combined Universities Centre for Rural
Health, Geraldton, Western Australia; 4 Northern Territory (NT) Department of Health, Darwin; 5 Queensland Health, Cairns, Queensland;
6 Aboriginal Medical Services Alliance Northern Territory (AMSANT), Darwin

The effectiveness of CQI varies between Indigenous primary health care (PHC) services. We report
the characteristics of consistently-improving PHC services identified from clinical audit and systems
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assessment data, and introduce a case-study project that will explore this variation by studying
contextual and service-level factors influencing the success of CQI initiatives. In partnership with the
case-study services, action research will be used to translate this knowledge to other services wanting
to improve their CQI performance.
We will present analysis and categorisation of patterns of improvement observed from a national
dataset of 130 services participating in the ABCD National Research Partnership. Services selected for
inclusion as a case-study site will have completed at least two consecutive audit cycles, have shown
an improvement in audited performance across each of these cycles, and have shown improvement
in more than one service delivery area. Quality of care will be assessed through widely used selected
measures reflecting evidence-based best practice for four service delivery areas – type 2 diabetes,
antenatal care, preventive health and child health. We will examine health centre characteristics
associated with trends in performance.
Preliminary analysis of health service characteristics show that consistent improvement may be
associated with accreditation status (56% accredited). Other characteristics examined include governance
structure, remoteness and client population size. The case study methods will include document analysis,
non-participant observation, and interviews with service providers, governance/management personnel
and patients to further investigate the effective strategies used by these services.
Improving the quality of Indigenous PHC services is one essential component of efforts to ‘Close the
Gap’. Using quantitative data to characterise services according to trends in performance facilitates
detailed qualitative exploration of the factors that enable improvement in response to CQI initiatives.
This will help develop strategies and interventions to assist other services to improve their clinical care.

Duration of CQI participation: A key factor explaining improvement in type 2 diabetes
service delivery
Veronica Matthews, Gill Schierhout & Ross Bailie
Menzies School of Health Research, Brisbane

It is generally recognised that CQI programs support development of high-quality primary health care
systems. However, there is limited evidence demonstrating their system-wide effectiveness. The aim of this
study is to examine variation in quality of type 2 diabetes service delivery in Aboriginal and Torres Strait
Islander primary health care centres, and determine the influence of health centre and patient level factors
on quality of care, with specific attention to health centre duration of participation in a CQI program.
We analysed more than 10,000 clinical audit records to assess quality of type 2 diabetes care of
patients in 132 Aboriginal and Torres Strait Islander community health centres in five states and
territories participating in the Audit and Best Practice for Chronic Disease (ABCD) project for varying
periods between 2005 and 2012. Process indicators of quality of care for each patient were calculated
by determining the proportion of recommended guideline scheduled services that were documented
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as delivered. Multilevel regression models were used to quantify the amount of variation in type 2
diabetes service delivery attributable to health centre or patient level factors and to identify those
factors associated with greater adherence to best practice guidelines.
Health centre factors that were independently associated with adherence to best practice guidelines
included longer participation in the CQI program, remoteness of health centres and regularity of
client attendance. Significantly associated patient level variables included greater age, and number of
co-morbidities and disease complications. Health centre factors explained 37% of the differences in
level of service delivery between jurisdictions, with patient factors explaining only a further 2%.
At the health centre level, type 2 diabetes service delivery could be improved through long-term
commitment to CQI, encouraging regular attendance (e.g. through recall systems), and improved
recording and coordination of patient care in the complex service provider environments that are
characteristic of non-remote areas.

Eyes on the prize: Use of clinical file audit data to set goals and priorities at the local
and regional health service level for Aboriginal community controlled health services in
NSW and NT
Anna Morse1,2, Colina Waddell1,2 & Luke Arkapaw1
1 Brien Holden Vision Institute; 2 Vision Cooperative Research Centre

The importance and impact of timely and accessible eye and vision care for Aboriginal and Torres
Strait Islander peoples have been clearly established, and CQI is suggested as a useful way to drive
improvements in eye care services and patient pathways.
A comprehensive baseline file audit was conducted in 2012 in Aboriginal community controlled
health services in the Northern Territory at 13 clinic sites and in New South Wales at six clinic sites
to review eye care checks and services for adults aged 40 years and more with diabetes. We focused
on the major causes of vision loss for Aboriginal and Torres Strait Islander peoples – refractive
error, cataract, and diabetic retinopathy. Using random sampling, 628 clinical files were audited to
review current practices in routine eye/vision checks in primary care and examine eye care referral
(ophthalmology) pathways.
The presentation will describe how this data is being applied to drive change, at several levels:
• local primary health care team – workshopping data in a two-hour session, directly engaging staff
in understanding patterns in eye care for their community/clinic, and importantly to seek their
input to the solutions (three key goals and actions for the next six months were set for each clinic)
• organisational – identifying solutions that could be implemented to address priorities, at the
health service level
• regional – identifying priorities for action according to identified ‘gaps’ in eye care service delivery,
directly applying the data to advocate for increased services to meet this need
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•

state-wide/national – informing and guiding development of broadly generalisable approaches
for improved eye care systems in other Aboriginal and Torres Strait Islander primary health care
services.

Useful approaches for making the most of CQI data to inform improvements at the range of health
service delivery levels will be discussed.

Telling a story with data: Health challenges for Australian Aboriginal and Torres Strait
Islander peoples
Julie Nankervis
National Centre for Aboriginal and Torres Strait Islander Statistics, Australian Bureau of Statistics

The 2012–2013 Australian Aboriginal and Torres Strait Islander Health Survey (AATSIHS) is the
largest and most comprehensive health survey of Aboriginal and Torres Strait Islander peoples ever
undertaken. The AATSIHS was conducted in remote and non-remote areas in all states and territories
of Australia. The data tell a story which can be used at various levels of the health system to assist
with continuous quality improvement. The survey was funded by the Australian Bureau of Statistics,
the Department of Health and the National Heart Foundation.
Data from the AATSIHS informs health practitioners about health determinants and outcomes for
Aboriginal and Torres Strait Islander peoples. The results of the survey measure health actions, risks
and outcomes for Aboriginal and Torres Strait Islander peoples, and can be compared with the results
of previous surveys. The data also provide a measure of progress towards closing the gap in health
outcomes between Aboriginal and Torres Strait Islander peoples and non-Indigenous peoples in Australia.
The survey focus is on health risk factors, including risky behaviour such as smoking and alcohol
consumption, long-term health conditions, selected social and emotional wellbeing indicators,
health measurements and health-related actions. The key results of the 2012–2013 AATSIHS will be
presented, along with comparisons over time where available.
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Meeting the needs of end users: The process of development of a sexual health clinical
audit tool for Indigenous primary health care services
Barbara Nattabi1, Debbie Taylor-Thomson2, Alice Rumbold3, James Ward4, Lewis Marshall5, Michael
Howard6, Janet Knox7, Suzanne Belton8, Suzanne Connor9, Linda Garton9, Joanne Leamy10, Stefanie
Puszka11 & Cynthia Croft12
1 Combined Universities Centre for Rural Health, Geraldton, Western Australia; 2 Menzies School of Health Research, Darwin; 3 University
of Adelaide and Menzies School of Health Research, Adelaide; 4 Baker IDI Central Australia, Alice Springs, Northern Territory; 5 Fremantle
Hospital, Freemantle, Western Australia; 6 National Centre for Quality Improvement in Indigenous Primary Health Care (One21seventy),
Brisbane; 7 STRIVE Investigator; 8 Menzies School of Health Research and Royal Darwin Hospital, Darwin; 9 Sexual Health and Blood Borne
Virus Unit, Centre for Disease Control, Northern Territory Government, Darwin; 10 Cairns Sexual Health Service, Queensland Health, Cairns,
Queensland; 11 ABCD National Research Partnership, Menzies School of Health Research, Darwin; 12 ABCD National Research Partnership,
Menzies School of Health Research, Brisbane

Background: Sexually transmitted infections remain a significant public health issue for Indigenous
Australians, among whom rates of chlamydia, gonorrhoea and syphilis are three times, thirty times
and six times higher compared with non-Indigenous Australians. Reasons for these high rates include
the quality of primary sexual health care services. Over the past decade the Audit for Best Practice in
Chronic Disease (ABCD) projects have been using a range of clinical audit tools to improve the quality
of care for Indigenous Australians at primary health care level.
Objectives: This project aimed to develop a sexual health clinical audit tool to be implemented within
a CQI approach by primary health care professionals in order to improve the quality of sexual health
care services delivered to Indigenous Australians.
Method: This end-user initiated collaborative research project involved engagement of a broad range
of stakeholders, including policy makers, researchers, health professionals and quality improvement
practitioners over two years, who provided input into the development of the tool. A review of
primary sexual health care guidelines was conducted, and key indicators were selected for their
ability to reflect quality of care. In recognition of regional differences in best practice guidelines
and to ensure wide implementation, the tool was piloted in Western Australia, Northern Territory,
Queensland and South Australia.
Results: A first-ever nationwide Sexually Transmitted Infections and Blood Borne Viruses Audit Tool
has been developed, which reflects the best practice for Indigenous primary sexual health care. The
tool will be implemented through the National Centre for Quality Improvement in Indigenous Primary
Health Care (One21seventy) for translation into routine primary health care quality improvement
practice and will be available to more than 200 Indigenous primary health care services. This research
will enable effective allocation of resources to improve the quality of primary sexual health services
for Indigenous Australians.
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‘There’s only one enabler; come up, help us’: Staff perspectives of barriers and enablers
to continuous quality improvement in Aboriginal primary health care settings in South
Australia
Jo Newham1, Gill Schierhout2, Paul Ward3 & Ross Bailie2
1 University of South Australia, Adelaide; 2 Menzies School of Health Research, Brisbane; 3 Flinders University, Adelaide

Over the past decade there has been growing use of CQI initiatives within Aboriginal and Torres Strait
Islander primary health care (PHC), but with mixed success. This is a common experience reflected in
CQI literature, promoting a shift in research focus from ‘what CQI methods work’ to ‘understanding
why, when and where they work most effectively’.
As participants in the ABCD National Research Partnership, 15 South Australian (SA) PHC centres are
being supported to implement a CQI model, One21seventy, and agreed to participate in a research
project that aims to understand the barriers and enablers to CQI in order to identify strategies to
strengthen its effectiveness in the South Australian setting.
Conducting research around local CQI implementation activities, our study used an embedded
multiple case study design. Semi-structured interviews were conducted with 19 key staff (clinicians
and managers) across 11 centres representing a variety of roles and locations, including rural, remote
and urban.
Our findings are consistent with modern CQI research, including the collaborative regional approach
which enabled partnership members in SA to provide critical organisational commitment to support
CQI implementation across all levels of participating centres. Participants described the barriers and
enablers to CQI in SA, which could be categorised according to the different levels of the PHC system:
• macro (environment) – barriers related to resource constraints (workforce issues) and access to
project support (CQI coordinator)
• meso (organisation) – barriers related to senior level management, leadership for quality
improvement and the level of organisational readiness
• micro (clinic team/individual) – characteristics of staff (resistance to change, and lack of
awareness of CQI) and lack of team tenure cited as the main barriers to implementation.
Local micro- and meso-level strategies developed include a continued focus on building organisational
and clinic team CQI capacity and, at the macro-level, strengthening regional-level collaborations.
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Understanding the impact of a multi-faceted quality improvement intervention to
improve cardiovascular disease risk management in Aboriginal community controlled
health services: TORPEDO Process Evaluation
Bindu Patel1,3, Marilyn Lyford1, Katie Panaretto4, Jenny Hunt5, Tim Usherwood6, Mark Harris7,
Anushka Patel8,3 & David Peiris2,3
1 The George Institute for Global Health, Cardiovascular Division, Sydney; 2 The George Institute for Global Health, Primary Health Care
Research, Sydney; 3 The University of Sydney, Sydney; 4 Queensland Aboriginal and Islander Health Council, Preventive Health Unit, Brisbane;
5 Aboriginal Health and Medical Research Council, Sydney; 6 The University of Sydney, Department of General Practice, Sydney Medical
School; 7 University of New South Wales, Centre for Primary Health Care and Equity, Sydney; 8 The George Institute for Global Health, Office
of the Chief Scientist, Sydney

Introduction: Multiple barriers to uptake of guidelines into practice exist. The Treatment of
Cardiovascular Risk Using Electronic Decision Support (TORPEDO) study was a cluster randomised
controlled trial (RCT) of an Australian primary healthcare quality improvement (QI) intervention
seeking to address barriers to improved cardiovascular disease risk management. The intervention
comprised computerised decision support, audit and feedback tools, and clinical workforce training.
Objectives: We conducted process evaluation to understand the factors that promoted and hindered
impact of the intervention in Aboriginal community controlled health services (ACCHSs).
Methods: We purposively sampled a total of nine cases arising from intervention (n=6) and control
arms (n=3) (six general practices and three ACCHSs) that included high-, medium- and lowperforming services in relation to trial outcomes. Data collection and analysis were mixed method,
initially intra-case and then across cases. Data sources included (1) site-specific trial data, (2) health
provider surveys, (3) semi-structured interviews with clinical staff and patients at case study sites, and
(4) video-ethnography of GP-patient consultations at case study sites.
Results: Key drivers to successful implementation of the intervention in ACCHSs were (1) a ‘critical
mass’ of staff members committed to fostering a culture of quality improvement in the service, (2)
local clinical champions who understood the clinical rationale for the intervention and advocated for
its use, (3) health care staff who effectively incorporated point-of-care computerised information into
shared decision making with patients, and (4) sufficient support which included face-to-face training
in use of the tools, technical support with software implementation, and participation in training
webinars. The dominant barrier to uptake was inadequate information technology infrastructure at
several health services to support installation of the electronic tools, which led to lack of engagement
on the part of health service staff.
Conclusion: These findings identify the critical factors needed to maximise the impact of a multifaceted QI intervention and to improve processes at ACCHSs.
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Explaining variation in delivery of types of care for patients with diabetes: A multi-level
study in the Australian Indigenous primary care setting
Gill Schierhout, Veronica Matthews & Ross Bailie
Menzies School of Health Research, Brisbane

Objective: Wide variation in adherence to guideline-scheduled care processes in primary care has
been previously documented. In order to identify where system-wide improvements may offer
solutions to care quality, we analyse variation in delivery of types of care processes in a diversity
of Aboriginal and Torres Strait Islander primary care health centres. A secondary aim is to describe
changes achieved during participation in a CQI project.
Methods: We analysed data from 132 health centres participating in a systematic multi-level CQI
intervention implemented through the Audit and Best Practice for Chronic Disease (ABCD) program
of research. Information on adherence to guideline-scheduled care was extracted from 10,674 clinical
audits of records of patients with type 2 diabetes conducted during 2005–2013. Multi-level statistical
models were used to analyse the effects of health centre participation in CQI, audit year and other
explanatory factors on delivery of laboratory tests, generalist and specialist physical checks, and brief
interventions for tobacco, alcohol and nutrition.
Lessons learned: Delivery of care was relatively high for laboratory tests, and low for specialistdelivered physical checks. Health centre participation in CQI was independently associated with
higher delivery of care for four of the five types of care analysed. There was disproportionate lower
delivery for patient groups known to be lower health service users (men, younger people and those
without co-morbidities).
Implications: CQI interventions at health centre level have potential to result in improvements in care
processes, but require wider system support. Strengthening systems for recall and addressing remaining
access barriers for under-served groups are required. Further research is needed to identify solutions to
delivery and documentation of specialist-delivered care, particularly in non-remote settings.

Networks, collaboratives and partnerships in continuous quality improvement for
Aboriginal and Torres Strait Islander health care
Anna Sheahan1, Frances Cunningham1, Veronica Matthews1 & Ross Bailie1
ABCD National Research Partnership, Menzies School of Health Research, Brisbane

The ABCD National Research Partnership (the Partnership) works across states and territories in
Australia to improve the quality of primary health care (PHC) available to Indigenous people. The
Partnership is designed to engage Indigenous PHC organisations in a collaborative learning network
with a focus on CQI. This presentation presents the findings of a literature review on the development
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and effectiveness of networks in quality improvement in primary health care, and a social network
analysis (SNA) to examine the effectiveness and functioning of the Partnership network.
We searched MEDLINE, Embase, CINAHL, and Web of Science using a combination of networking,
health and quality improvement search terms. The SNA was conducted in February 2013, using
PARTNER Tool, a web-based, open access tool designed to assess measures such as cohesion, trust and
level of communication among collaborations. Online surveys were emailed to one senior person of
each organisation comprising the Partnership.
The literature search did not identify any empirical research articles on CQI collaboratives in
Australian Indigenous PHC. However, 10 research reports from other countries provided useful
insights into the features of partnerships that are associated with positive health service outcomes.
The results of the SNA show a well-connected Partnership that spans different organisational types
and state/territories. Network diagrams show key structural positions by organisational type, and the
frequency and intensity of interactions.
The systematic literature search highlighted the lack of published research on networks in Australian
Indigenous primary healthcare. The outcomes from the SNA (and a repeated analysis in 2014 to monitor
progress of Partnership processes) should therefore be a useful contribution to this field of research.

Supporting the business of Aboriginal and Torres Strait Islander community controlled
health
Lauren Trask & Roderick Wright
Queensland and Torres Strait Islander Health Council (QAIHC)

QAIHC has developed Certificate IV in Business Practices for the Community Controlled Health Sector
– an accredited course. The purpose of this course is to build upon existing capacity, knowledge and
skills of staff employed within a complex service environment of the Aboriginal and Torres Strait
Islander community controlled health services (ACCHSs) sector. Positions within the ACCHSs sector
require knowledge of quality management systems, including the skills to apply compliance, risk
management, quality assurance strategies, as well as building a culture of CQI as standard practice in
the workplace.
The course will comprise subjects that recognise and respect cultural diversity in behaviour, values,
beliefs and experiences. The course reviews the impact of past legislation and describes the strength
of the Aboriginal community controlled health organisation movement, enabling participants to
systematically apply the knowledge required to implement effective strategies that support the
strength and continued growth in our sector. These units will include information to develop skills of
the participants in the following areas: history of community control, legislation, policy, compliance/
risk, CQI, project management, effective communication and leadership.
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It is expected that the participants will come from a diverse range of educational, cultural and
language backgrounds, and include both Indigenous and non-Indigenous staff working within the
sector. The course is designed to be delivered by the sector for the sector, but has a multitude of
applications.
This presentation will provide a brief overview of how the course came to fruition, a snapshot of the
recently developed course, expected outcomes and insight into how this certificate IV course will
support the strength of our business systems in the ACCHSs sector.

Developing an ACCHS model for quality improvement of vision and eye health care
Colina Waddell1,2, Tania Waitokia3 & Anna Morse1,2
1 Brien Holden Vision Institute, Sydney; 2 Vision Cooperative Research Centre, University of New South Wales, Sydney; 3 Aboriginal Health and
Medical Research Council of New South Wales, Sydney

This project involves collaboration between the Aboriginal Health and Medical Research Council of New
South Wales (AH&MRC) and the Brien Holden Vision Institute as part of the Vision CRC project, Models
of Vision Care Delivery for Aboriginal and Torres Strait Islander Communities. The project aims to develop
a CQI model for improving eye and vision care delivery, access and completion in Aboriginal community
controlled health services (ACCHSs), through working with six ACCHSs in regional New South Wales
(NSW). Baseline file audit were used to inform the development of a practical and useable CQI model, to
drive locally-relevant approaches to improve eye health service delivery within the ACCHSs.
Baseline file audits involved representative sampling of adults aged 40 years and more with diabetes,
and were conducted for six NSW ACCHSs during the period ending December 2012. Key findings of
the baseline file audits were reported back to participating ACCHSs, and workshopped, to discuss
gaps in eye care and services for patients with diabetes identified through the audits. Specific gaps
included annual dilated retinal examinations (15.4%) and annual distance visual acuity assessment
(34.6%), as well as completion of referral pathways.
The process of engaging with ACCHSs and developing a toolkit to support vision and eye care CQI
activities for ongoing use will be outlined.
The model of CQI will be described, particularly the method of establishing key useful indicators
that cover key domains relevant to Aboriginal heath care (appropriate, effective, acceptable, patientcentred), tangible applications of the process to improving eye care services/checks, and suggested
strategies to improve care such as change management. This project aligns with AH&MRC CQI
program principles of using evidence-based best practice, supporting ACCHSs’ comprehensive
integrated primary care approaches and working in active partnership.
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Driving a performance culture through CQI
Gail Wason1 & Unna Liddy2
1 Mulungu Aboriginal Corporation Medical Centre, Mareeba, Queensland; 2 20|20 Integrated Solutions Pty Ltd

Mulungu Aboriginal Corporation Medical Centre is an Aboriginal community controlled organisation
working to improve health outcomes and wellbeing for the Indigenous community of Mareeba.
Mulungu provides comprehensive primary health care services that respond to the physical, spiritual,
cultural, emotional and social needs, and wellbeing of the community.
Mulungu has developed and implemented a key performance indicator (KPI) framework linked to the
National Aboriginal and Torres Strait Islander Health Performance Framework and the International
Standards Organization (ISO) 9001 quality management framework to drive performance across the
organisation. These KPIs are linked to the organisation’s strategic goals and cascade down through all
planning documents – annual operational plan, program plans and individual staff work plans. The
development of the KPI framework has involved establishing and monitoring achievement against
targets across three domains – health outcomes, clinical governance and corporate governance.
Performance against the targets is monitored through the Leadership Team, and trend evaluation
reports are prepared at six monthly intervals for the Management Review Committee.
Working closely with 20|20 Integrated Solutions, Mulungu has implemented an integrated cloud-based
quality management system to drive CQI across the multi-site organisation. Central to the success of
these systems is the structure and processes implemented to build a culture of excellence. Mulungu has
achieved demonstrable improvement in the health outcomes of their community, as well as building a
designated health facility that supports staff to provide a comprehensive model of primary health care.
This presentation will discuss how building a culture of excellence through clear targets, regular
monitoring, collaboration, communication, accountability and transparency is fundamental to the
success of CQI systems.
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Gathering community perceptions of the quality of chronic conditions care – An East
Arnhem story
Robyn Williams1 & Celia Gallo2
1 School of Health, Charles Darwin University, Darwin; 2 East Arnhem North, Remote Health, Department of Health, Northern Territory

Over the past ten years or so, specific CQI tools – including the Systems Assessment Tool (SAT) – have
been developed by the Audit and Best Practice for Chronic Disease (ABCD) research project and then
the One21Seventy organisation as key components of the processes to assess functioning of health
service systems. Anecdotal feedback from health staff, CQI facilitators and community workers about
using the SAT is that while very useful and valuable it is complex, labour intensive and takes time to
understand and implement properly. There have been continuing efforts to evaluate and improve the
tools, and earlier this year there was a trial of an adapted community SAT and survey tool in a remote
East Arnhem Land community. A regional CQI facilitator, a local Healthy for Life program manager and
an experienced external facilitator initiated and implemented a trial of the adapted tools in order to
gather data about client perceptions of their chronic illness care by the local health centre.
The tools were designed to complement individual or specific health service evaluation by enabling
clients to provide their opinions and discuss their experiences on the quality of care they were
receiving for their chronic condition(s). The trial found and reaffirmed that there were several crucial
factors to obtaining meaningful data and facilitating genuine stakeholder engagement. These factors
are not new but merit further discussion. Recommendations include using a trained interpreter;
ensuring that the local Aboriginal community workers and Aboriginal health practitioners take the
lead in deciding who, where and how to talk to other community people; being flexible and clear;
and negotiating shared understanding about the purpose of the tools. We want to share this positive
story with you and talk about the ways forward.
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Implementing and evaluating a sexual health quality improvement initiative and a
service-based model of care in a regional Aboriginal community controlled health
service
Sid Williams1, Mary Ellen Harrod2, Belinda Ford2, Floyd Leedie1, Marsha Dodd1, Mark Saunders3 &
John Kaldor2
1 Goondir Health Services, Dalby, Queensland; 2 The Kirby Institute for Infection and Immunity in Society, Sydney; 3 National Aboriginal
Community Controlled Health Organisation (NACCHO), Canberra

Background: Recent studies suggest that Aboriginal community controlled health services are a
primary contact point for Aboriginal and Torres Strait Islander peoples to access sexually transmissible
infection (STI) testing, treatment and education. Increasing testing rates is important in treating
individuals and in reducing community transmission by lowering its prevalence. The aim of this
project was to develop and document a clinic-wide quality improvement project to incorporate STI
testing, treatment and follow-up into routine clinical practice.
Method: This project was part of the Research Excellence in Aboriginal Community Controlled
Health (REACCH) collaboration. Community participation in quality improvement ensued from the
establishment of a research committee, development and implementation of a staff STI knowledge
survey, and the delivery of STI and research training to clinic staff and community members. Other
activities included the extraction of routine clinical data from the patient information management
system (PIMS) via GRHANITE software, two clinical audits and all-staff feedback sessions, PIMS
template modifications and health promotion activities. The project was managed by a service-based
Aboriginal researcher who actively encouraged all-of-clinic participation. The evaluation was carried
out via knowledge surveys and analysis of testing rates.
Results: The baseline staff survey identified a number of gaps in STI knowledge and a lack of
ownership for STI testing. Clinical data indicated a low rate of testing, particularly in young men, and
gaps in follow-up. Following the quality improvement program, the rate of chlamydia testing in a
three-month follow-up period increased from zero to 15% of male attendees aged 15–29 years and
5% to 47% of women aged 15–29 years, with long-term sustained improvements. A detailed clinical
audit found an improvement in documentation of clinical symptoms related to reproductive health.
Conclusion: This project took a systematic and inclusive approach to increasing testing, treatment
and follow-up, and the initial results are very promising. The engagement of a service-based research
officer with the support of academic researchers was a key element in developing and implementing
the program.
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Data empowering eye health
Mitchell D. Anjou, Andrea I. Boudville & Hugh R. Taylor
Indigenous Eye Health Unit, Melbourne School of Population and Global Health, The University of Melbourne, Melbourne

The provision of eye care to Aboriginal and Torres Strait Islander Australians provides an example
of health service delivery involving primary, specialist and hospital care, and community support
services, and therefore a system model for health outcome delivery. We have reviewed ways to
measure and monitor performance of the eye care system to improve outcomes and to support
process and coordination improvement. Considerations include ensuring that the work impost of
data input, retrieval/extraction and reporting is minimised but still allows continuous monitoring of
services and improvement.
The National Indigenous Eye Health Survey in 2008 established baseline prevalence of conditions
contributing to higher levels of low vision and blindness in Aboriginal Australians. Previous national
data was from the 1970s. A national survey to measure the prevalence and causes of vision loss
is currently being proposed through Australia’s obligations to the World Health Assembly where
the global target has been set as ‘a reduction in the prevalence of avoidable visual impairment by
25% by 2019 from the baseline in 2010’. The data required for monitoring and improvement at a
clinic and practitioner service level differs significantly to the information required for population
health management at regional and jurisdictional levels. Equally, Australia’s international reporting
obligations for eye care, including Indigenous eye care, differ to the information required for oversight
of the national delivery of improved eye care to Indigenous Australians.
We will present eye care as an example of the layered data flow to support monitoring of
performance and continuous improvement in care outcomes across the health system at local,
regional, jurisdictional, national and international levels.

Australian Red Cross CQI strategy in response to an evaluation of a national social
and emotional wellbeing youth program in Aboriginal and Torres Strait Islander
communities
Rachel Christie1 & Katrina D. Thompson2
1 Australian Red Cross, Sydney; 2 Australian Red Cross, Port Augusta region, South Australia

Between October 2011 and December 2012 Australian Red Cross partnered with Muru Marri
Indigenous Health Unit of the University of New South Wales in an external evaluation of SAM Our Way,
a community development program provided nationally to Aboriginal and Torres Strait Islander peoples.
SAM Our Way supports initiatives by rural and remote Aboriginal and Torres Strait Islander
communities in four Australian states and territories to improve the social and emotional wellbeing
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of their young people, with a particular emphasis on developing young leaders. In each community,
SAM Our Way works alongside young people, families and local organisations to identify key
wellbeing issues of concern to them and to build the resilience and capacity of young people to
address these issues for themselves.
The successful implementation of an evaluation to foster CQI in this program has highlighted the
benefits of flexible program design, the importance of a unifying national program logic, and utilising
adaptable monitoring tools that measure the combined impact of the program.
Red Cross has a commitment to CQI, including designated staff, tools and resources to embed
program improvements. Conducting the SAM Our Way evaluation was one stage in our CQI cycle
and involved strong engagement with staff and community members. Knowledge transfer was an
important step post evaluation and involved sharing the collective lessons, reviewing opportunities
for action, and implementing improvements in program structure. This has led to improved
knowledge management, collaboration in program development, and national coordination in
regards to quality standards and how they can be applied in a value-adding way. Further, a deeper
understanding of challenges in compliance with national standards has borne innovative thinking in
communications and training, such as virtual working groups and a commitment to biannual face-toface SAM Our Way forums in enabling CQI reflections.

The cross-cultural adaptation of the ASQ-3 for use with remote dwelling Australian
Aboriginal children: Ensuring culturally competent care
Anita D’Aprano¹, Sven Silburn¹, Vanessa Johnston², Frank Oberklaid³ & Gary Robinson¹
1 Menzies School of Health Research, Darwin; 2 Territory Wide Services, Department of Health, Darwin; 3 Royal Children’s Hospital, Melbourne

Background: Cross-cultural adaptation refers to a process that looks at language and cultural issues
in test revision for use in another setting. Adaptation of pre-existing tests is recognised as necessary
to ensure suitable and valid tests are available in different cultural contexts. Although there are
many developmental screening tools available internationally, there have been no adaptations of
instruments for use with Australian Aboriginal or other Indigenous populations. Where adaptation of
other instruments has occurred, there is little reported on the process employed.
Objective: This study aimed to adapt the Ages and Stages (ASQ-3) Questionnaire to create a culturally
and linguistically appropriate developmental screening instrument for use in remote Aboriginal
communities.
Design/Methods: We conducted a qualitative study in two remote Australian Aboriginal
communities. Purposive samples of key informants, community representatives and early childhood
experts were included. A six-step collaborative process was adopted that included (1) agreement with
communities, (2) consultations and interviews, (3) consultation with ASQ-3 authors, (4) illustrations,
(5) translation, and (6) testing and reviewing.
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Results: Modifications included ensuring conceptual, item, semantic, and operational equivalences.
The adaptation centred around themes of engaging caregivers, empowering caregivers and respecting
culture. This resulted in fewer questions, culturally relevant items, added explanations, plain language
English and translated versions, culturally appropriate illustrations, and administering by interview.
While participants recommended many changes, they advised that some items should remain
unchanged to promote developmental skills necessary for success in mainstream educational settings.
Conclusions: This is the first detailed cross-cultural adaptation of a developmental screening test
in the Australian Aboriginal context, providing valuable knowledge about the undertaking of this
process. Although the adaptation was time and resource intensive, this rigorous process ensured
greater equivalence. Culturally competent care was fundamental to the process and informed the
approach and modifications undertaken. Community collaboration was a critical component of this
approach, resulting in greater acceptability of the tool. These findings have implications for further
test adaptation in other Indigenous settings.

From principle to practice
Lindsay Johnson1, Stella Taylor-Johnson1, Lauren Trask2, Lillian Garrett1 & Laurie West3
1 Kambu Aboriginal and Torres Strait Islander Corporation for Health, Ipswich, Queensland; 2 Queensland Aboriginal and Islander Health
Council, Brisbane; 3 Institute for Urban Indigenous Health, Brisbane

Aim: To describe Kambu Aboriginal and Torres Strait Islander Corporation for Health’s (Kambu Health)
key successes throughout the CQI journey in attaining dual accreditation against the Royal Australian
College of General Practitioners (RACGP) clinical framework and the management system framework
International Standards Organization (ISO) 9001:2008.
Strategy: Utilising existing data sets, Kambu Health demonstrates the journey of embedding quality
practices to ensure the organisational health of Kambu Health is a priority, and provides the evidence
to demonstrate just how far Kambu Health has progressed. Kambu Health has adopted policies
to ensure CQI is embedded within both clinical and organisational functions. Kambu Health uses
the principles of CQI in a clinical setting to ensure the implementation of an ‘organisational health
check’ with the intent of maintaining Kambu Health’s ‘health’ as a functional organisation. The
‘organisational health check’ enables Kambu Health to monitor the ongoing successes and identify
operational challenges in a systematic manner.
The CQI framework has provided Kambu Health with the necessary tools and techniques to ascertain
greater control over the health and wellbeing within the organisation, and has facilitated the
adoption and documenting of key processes in the functionality of the organisation.
Conclusion: This poster describes some of the steps of continuously improving the health and
function of Kambu Health.
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Health promotion partnerships for trachoma elimination in the Northern Territory
Fiona D. Lange, Josie R. Atkinson & Hugh R. Taylor
Indigenous Eye Health Unit, Melbourne School of Population and Global Health, The University of Melbourne, Melbourne

Australian Indigenous children have better eyesight than non-Indigenous children, but this early
advantage is lost and Indigenous adults have six times more blindness. Trachoma is one of four
readily treatable eye conditions that cause 94% of vision loss in Indigenous Australians. Vision loss
makes up 11% of the Indigenous health gap.
Trachoma is the leading global cause of infectious, preventable blindness, which was eradicated from
most countries 100 years ago through improvement in living conditions. Trachoma is caused by a
bacterial eye infection and spread by overcrowding, lack of safe and functional plumbing, and poor
personal and environmental hygiene. Australia is the only developed country among 53 with endemic
blinding trachoma.
In 2009 Australia began a concerted effort to eliminate trachoma with the WHO strategy for surgery,
antibiotics, face washing and environmental improvements, known as SAFE. Screening and control
activities (surgery/antibiotics) are now supported by culturally appropriate health promotion, multimedia social marketing and local initiatives. Health promotion resources have clear consistent
messaging and a platform for community engagement and local adaptations, which have enabled
partner engagement across jurisdictions and disciplines to accomplish face washing/environmental
improvements. Health, education, family, environmental health services and football groups are
helping to increase awareness of trachoma, and participate in its elimination by encouraging facial
cleanliness, holistic hygiene and essential washing facilities.
A study in clinics, schools and community work settings found significant improvement in
understanding trachoma and its elimination. Normalisation of dirty faces in children decreased in
clinics and community workplaces. In clinics significant changes in trachoma knowledge and the later
stage of the disease (trichiasis) were found.
Trachoma prevalence dropped from 14% in 2009 to 4% in 2012. Australia is well on the way to
eliminating trachoma by 2020; however, hotspots still exist for trachoma, and facial cleanliness and
face-washing facilities must improve.
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Using the experience of practitioners to continuously improve eye care services
Genevieve Napper1,2, Anna Morse3, Jonathan Jackson1,2 & Mitchell Anjou4
1 Australian College of Optometry, Melbourne; 2 Department of Optometry and Vision Sciences, The University of Melbourne, Melbourne; 3
Brien Holden Vision Institute and Vision CRC, Darwin; 4 Indigenous Eye Health Unit, Melbourne School of Population and Global Health, The
University of Melbourne, Melbourne

Across Australia, optometry is one of the specialist services provided within Aboriginal health services.
Generally these services are provided by visiting practitioners who may be local service providers
or out-of-region providers, and some services are within large programs such as those of the Brien
Holden Vision Institute and the Australian College of Optometry. More eye care services are needed
in many Aboriginal communities, as blindness and vision impairment are six times (x) and 2.8x more
prevalent in Aboriginal Australians than in non-Aboriginal Australians.
A challenge for eye care practitioners working in the field, and aiming to optimise client eye care
outcomes, is to consider CQI as visiting providers and how successes ‘on the ground’ may be applied
or scaled up to improve services, access and outcomes and to inform and improve policies and
systems. Eye care practitioners working with Indigenous communities in the different locations across
Australia often have limited opportunity to share experiences to facilitate building on successes and
overcoming challenges; and embedding CQI approaches into services where resources are stretched is
also challenging.
We recently conducted a series of informal telephone interviews with seven optometrists from
four jurisdictions who work in Aboriginal health services in urban, regional and remote settings to
identify the main challenges and success factors in providing care. Broad themes included equipment,
attendance at clinics, referral pathways, complex clinical presentations, communication, and client
priorities. Effective engagement with Aboriginal health services and communities and increasing
Indigenous community involvement in eye care services are critical. This presentation will illustrate
approaches in primary eye care programs in sharing information, reflecting on practice, effective
feedback and improvement strategies, and will consider how these perspectives can contribute to CQI
of eye care.

Which way? A better way
Roberta Newton & Temaleti Matasia
Apunipima Cape York Health Council

Apunipima Cape York Health Council provides comprehensive, culturally appropriate primary health
care and advocacy services to 11 Cape York communities, and only advocacy services to another six.
Apunipima runs Mossman Gorge Primary Health Care Centre, which was Australian General Practice
Accreditation Limited’s (AGPAL) Remote and Rural Practice of the Year for 2012, and has offices in
Coen, Kowanyama, Mapoon and Cooktown. Apunipima also took out the Aboriginal and Torres Strait
Islander Organisation Category of the 2013 Health and Community Services Workforce Innovation
Awards in Queensland.
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Negotiating the health care landscape and coordinating the right fit to accreditation and CQI across
the multitude of services, locations and linkages is a challenge. Communicating how the quality
system works is also a challenge. Apunipima asked staff to participate in a competition to reflect how
continual improvement impacts on the goal of providing good services to community.
Two posters will be submitted. One poster will describe the process of how the finalists interpreted
CQI at Apunipima and the second poster will be the winning entry of the competition.

Embedding cultural competence as part of the CQI process in maternity services
Roz Walker
Telethon Institute of Child Health Research, Centre for Child Health, University of Western Australia, Perth

Background: Aboriginal women experience poor maternity outcomes compared with other women
in Australia. The cultural competence (CC) of hospital services and staff is ‘critical to achieve positive
outcomes for both mother and baby’ and a priority reform area in closing the gap in Aboriginal health
outcomes.
Aim: To articulate a theory and evidence to show how CC can be embedded as part of the CQI process.
Method: Map and describe the research strategies to apply an organisational and individual Cultural
Competence Assessment Toolkit (CCAT) as part of the CQI process in health services and policy sector
to demonstrate how the toolkit can effectively enhance services and workforce CC.
Discussion: A 2010 audit of antenatal care in Western Australia found that 75% of services fail to
provide culturally competent care to Aboriginal women. Despite relevant policies and guidelines, few
mechanisms exist to embed CC in health services and to improve the capacity of health professionals
to enable the necessary care to Aboriginal women.
Given these audit findings, and following extensive consultation with Aboriginal groups, an individual
and organisational CCAT was developed, trialled and evaluated positively, with potential to be an
effective CQI mechanism for embedding CC in maternity services. The maternity services framework
and indicators for culturally competent services by other studies suggest that the CCAT could be used
to embed cultural competence in maternity services in line with the National Maternity Services Plan
that was endorsed by the Australian Health Ministers' Conference in November 2010.
Conclusion: Two studies currently underway in WA provide an opportunity to assess the potential
for embedding such tools as a basis for CQI in education policy and practice reform to enhance the
quality of and access to health services to improve health and wellbeing outcomes for Aboriginal and
other marginalised populations.
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Patient and community perspectives in Aboriginal and Torres Strait Islander health
research: A systematic meta-narrative review protocol
Aryati Yashadhana1, Anthony B. Zwi2 & Anthea Burnett3
1 Vision CRC, Brien Holden Vision Institute/ School of Optometry and Vision Science, University of New South Wales, Sydney; 2 Faculty of
Arts and Social Sciences, University of New South Wales, Sydney; 3 Brien Holden Vision Institute/School of Optometry and Vision Science,
University of New South Wales, Sydney

Research is an important part of understanding the complexities of health in equity, and has been
identified nationally as crucial in building effective evidence-based practice and policy in Aboriginal
and Torres Strait Islander (Aboriginal) health. In recent times, approaches to Aboriginal health
research have shifted to reflect the role of Aboriginal knowledge, participation and collaboration as
integral to this research.
This poster presents the protocol for a systematic meta-narrative review, which will identify empirical
studies that have encouraged the participation of Aboriginal communities and have included the
perspectives and experiences of Aboriginal people (including patients, carers, family and community
members) in research related directly to Aboriginal health. The review will provide a foundation to a
participatory action PhD research study, which is investigating the way Aboriginal patients experience
eye care services in the Northern Territory and New South Wales, and how this relates to clinical
journeys and outcomes, social determinants and health equity. The study aims to apply findings and
recommendations, gathered through qualitative interviews with community members and health
staff, directly into CQI measures and training through the overarching Vision Cooperative Research
Centre (Vision CRC) project.
The importance of the review and where it sits within the wider study, processes and methodology
will be presented. All sampled literature gathered in this review will be collated and analysed using
meta-narrative methodology, creating a fuller picture of current evidence. This approach was chosen
so that differences and commonalities in conceptualisation, theoretical approaches and empirical
findings may be examined across the wide spectrum of research traditions involved in Aboriginal
health. The findings of this review will provide important and useful evidence for those working
in the Aboriginal health sector, and contribute towards a deeper understanding of best practice in
Aboriginal health research.
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A conversation about what national CQI data, particularly chronic illness care data, is
saying about changing systems and strategies for best practice
Ross Bailie, Veronica Matthews, Jodie Griffin, Alison Laycock, Cynthia Croft & Anna Sheahan
Menzies School of Health Research

Workshop Aim: To explain an innovative process of engaging health service staff, managers, CQI
facilitators, policy makers and other stakeholders in CQI data use, and to engage participants in
a process using available evidence to determine and address priority areas for improvement in
Aboriginal and Torres Strait Islander primary health care (PHC).
Workshop Description: The ABCD National Research Partnership works across Australia to improve
the quality of PHC services available to Aboriginal and Torres Strait Islander people. Until now, upto-date CQI data have not been widely used beyond health centre or region level. Through 2014,
the Partnership is engaging Aboriginal and Torres Strait Islander PHC stakeholders in analysing
aggregated One21seventy clinical audit and systems assessment data collected across key
areas of PHC since 2010. This process will build consensus on a) priority gaps between guideline
recommended services and actual practice, b) barriers and enablers to improvement and c) priority
strategies for improvement. Child health was the first topic in a series of ‘stakeholder dialogues’ that
will include chronic disease, preventive, maternal and mental health over the next year. For each
topic, four phases of consultation with stakeholders over six months will help the research team build
consensus about improvement priorities and strategies, and present data and findings in ways that
are accessible and useful to stakeholder groups. Final reports in each PHC area will be available to
help inform system changes to direct resources and efforts where they can most improve the health
of Aboriginal and Torres Strait Islander populations.
During the workshop we will:
• present an overview of the process and learnings to date (relevant to child health data)
• facilitate an interactive process to discuss and interpret the national report of aggregated data
from chronic illness audit and systems assessment reports.

Create a great quality system in six months
Cathy Balding
Qualityworks Pty Ltd and La Trobe University

Good care is more than the absence of bad. Transforming the quality of your organisation’s care and
services to create a great experience for every consumer, every time, requires more than a functioning
quality system – it takes a great quality system. A great quality system is based on a vision of great
care in your organisation that is driven by the governing body and executive team and operationalised
through line management; with technical improvement and coordination support supplied by the
quality system manager/team. Achieving something great requires both the executive team and the
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quality system manager to play their roles – each working by themselves can only do half the job.
This is essential if organisations are to move beyond staff ‘doing quality’, and ‘quality’ being seen as
the quality system manager’s ‘problem’, to something that is all about transforming the consumer
experience.
This workshop will lead participants through a step-by-step – or month-by-month – blueprint
for building a dynamic quality system. Based on the literature, research and practical experience,
‘Create a Great Quality System’ is essentially a manual for executives, managers and quality system
managers who want to design, redesign or review a quality system in order to have greater purpose
and effectiveness. The ‘great quality system’ described in the workshop is based on a simple '3PQ
('Purpose, People, Pillars' Quality System Model) model, built on robust governance and change
management foundations, designed to deliver on compliance requirements and go beyond that to
engage staff in creating consistently great care for every consumer.
The research on high-performing health services tells us that providing consistently good care for
all across the organisation takes laser-like focus, commitment, planning and hard work to create the
purpose, people and pillars that support great consumer experiences. It's time to stop re-discovering
fire every time a new quality fad comes along, and build solid sustainable platforms for improvement.
The Create a Great Quality System Workshop will give participants the blueprint for doing exactly this.

Positive auditing techniques
Geoff Gray
Gray Management Systems Pty Ltd

The majority of Aboriginal Medical Services within Australia, in fact most not-for-profit organisations,
need to comply with some compliance criteria to provide assurance to business stakeholders that the
services provided are delivered at the required level.
The drivers may be to obtain funding approval, to gain recognition in one’s business sector or to be
accredited to one or more national standards, such as ISO 9001, AGPAL, RACGP, QIC or OHS.
Let’s not lose sight of the need to look for ways to improve our practices and service deliverables using
modern CQI tools and techniques.
All of the above standards require organisations to perform some form of continuous improvement
activities. The most popular and overlooked technique is conducting positive internal audits on one’s
own systems.
Our 90-minute workshop will step you through a simple step-by-step audit process drawn from the
international auditing standard (ISO 19011) highlighting the need for planning, performing, reporting
and recording positive internal audits in your workplace.
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We will show you, using simple exercises, how easy it can be to develop checklists quickly, how to
assess the level of compliance, how to report audit findings, and other tips and tools, so that you do
not spend excessive amounts of time conducting audits.

Mapping tools to better understand and improve complex Aboriginal patient journeys
Janet Kelly1,2, Judith Dwyer1, Brita Pekarsky3, Eileen Willis1 & Natalie McCabe4
1 Flinders University, Adelaide; 2 Heart Foundation, SA Branch, Adelaide; 3 Baker IDI Heart and Diabetes Institute, Adelaide; 4 The Queen
Elizabeth Hospital, Adelaide

This workshop will introduce participants to a set of patient journey mapping tools suitable for use
in a diverse range of health care settings and needs. The tools, developed by researchers working
alongside health care providers (nurses, Aboriginal Health Workers, coordinators, doctors, managers
and allied health, aged care, renal and cardiac staff) and community members, support the mapping
of partial or entire patient journeys from home to hospital and back.
The aim of using the tools is to improve communication, collaboration and coordination within and
across health services. The tools enable CQI, reflective practice and education through a structured
review of recent journeys, comparison with standards and policies, and identification of gaps and
strategies. They utilise both evidence-based practice (policies and standards) and practice-based
evidence (what people know works locally). The tools can also be used proactively to plan future
journeys, communicate a specific need, or for training (using case studies). The underlying theoretical
framework and pragmatic no-blame approach draws on concepts of cultural safety and equity, a
holistic view of health, respectful knowledge sharing, complexity principles and systems theory.
The tools can be used to track what is happening in planned, emergency and urgent journeys, for
admissions or outpatient appointments in rural, remote and city sites, in primary, secondary and
hospital settings, across both Aboriginal and mainstream services. The process recognises the whole
person (patient) experiencing the journey, the underlying factors that impact on their journey, and
the perspectives and priorities of the person, their family and carers, and staff, in a range of settings.
By the end of the workshop, participants will have an understanding of the tools and the theories
that support these tools, worked through a real life example, and begun to adapt and use a set of
mapping tools for their own setting.
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Five strategies to lead improvement
Unna Liddy
20|20 Integrated Solutions Pty Ltd

20|20 Integrated Solutions Pty Ltd has been engaged by more than 50 Aboriginal community
controlled organisations and affiliate organisations for over 75 accreditation projects since 2007.
These projects have involved ISO 9001, RACGP and QIC standards.
In recent years 20|20 Integrated Solutions has established partnerships with the Victorian Aboriginal
Community Controlled Health Organisation (VACCHO) and the Aboriginal Health and Medical
Research Council of New South Wales (AH&MRC) to provide services to affiliate members based on
a capacity-building model involving knowledge transfer between 20|20 Integrated Solutions and
affiliates.
20|20 Integrated Solutions has reviewed each project process and outcome and has created a
taxonomy of factors correlating to project outcomes of accreditation-oriented CQI projects.
This presentation and associated hand-out will present our findings and conclude with a proposition
for the factors most likely to influence successful implementation of CQI within a community
organisation. These factors are framed within the dimensions of policy, structural, systems and
organisational cultural contexts.
We see this CQI conference as the most appropriate forum to share for the first time the learnings arising
from these projects with other organisations. The empirical evidence presented will assist participants to
strengthen their understanding of the role of leadership and other factors in driving CQI.

CQI in motion: Sharing the experiences of One21seventy
Diana Mosca, Barry Scrimshaw & Sue Ferguson-Hill
One21seventy, Menzies School of Health Research, Brisbane

One21seventy delivers a CQI system developed specifically to support high-quality comprehensive
primary health care for Aboriginal and Torres Strait Islander peoples. It has a unique design that
encourages teams to work together to improve the systems in which the teams operate.
The aim of this workshop is to utilise the CQI community atmosphere and generate dialogue between
key personnel of One21seventy, users and other conference delegates. Workshop participants will
have the opportunity to engage with the One21seventy team in a relaxed Q&A session. Scenarios
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about the use of One21seventy will be presented and analysed, with input from the expertise of
participants and the experience of presenters. The topics covered will include:
• an overview of the audit tool review processes
• One21seventy tips and tricks
• One21seventy into the future.
This is a key workshop for those interested in discussing improved processes for the implementation
of One21seventy CQI, audit tool reviews and clinical audit report updates. Participants will be invited
to explore CQI in different primary health care settings and to share feedback from their positive (and
not so positive) experiences. It will be a forum for discussion and explanation of specific issues and
strategies identified by users of One21seventy. The outcome will be a better understanding of how
this computerised system can facilitate a successful CQI process.

Which way? – Our way
Roberta Newton
Apunipima Cape York Health Council

Apunipima Cape York Health Council provides comprehensive, culturally appropriate primary health
care and advocacy services to 11 Cape York communities and only advocacy services to another six.
Apunipima runs Mossman Gorge Primary Health Care Centre, which was Australian General Practice
Accreditation Limited’s (AGPAL) Remote and Rural Practice of the Year for 2012, and has offices in
Coen, Kowanyama, Mapoon and Cooktown. Apunipima also took out the Aboriginal and Torres Strait
Islander Organisation Category of the 2013 Health and Community Services Workforce Innovation
Awards in Queensland.
Negotiating the health care landscape and coordinating the right fit to accreditation and CQI across
the multitude of services, locations and linkages is a challenge. Communicating how the quality
system works is also a challenge.
This workshop will facilitate the development of skills in participants through identifying key
processes in CQI applicable to their work areas. The result will produce a gallery of art works that
focus on interpretations of processes around CQI applicable to varying environments.
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Tree of Ideas
When we all get together, we have an opportunity to share knowledge, ideas and inspiration.
We have created a tree of ideas to encourage all attendees to share something they have learnt, or
something that has inspired them during the CQI conference.
Please write you thoughts on knowledge exchange postcards and pin them on the tree of ideas,
situated to the left of the Lowitja Institute Communications table in the Medallion Club Terrace
bar. The knowledge exchange postcards (and pens) are available on your table in the plenary room
(Medallion Brassiere) and by the tree.
Your knowledge, ideas and inspiration will be shared with everybody; they might even be highlighted
in the closing address!
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