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Conference Aims and Themes
Aims
•

•
•

To bring together service providers (including community based and community controlled
services), government agencies, researchers, industry and policy development departments to
present their work/research on Continuous Quality Improvement (CQI) in Aboriginal and Torres
Strait Islander primary health care.
To share information and stories about current research, tools and expertise on CQI in Aboriginal
and Torres Strait Islander primary health care.
To identify gaps and complementary CQI initiatives.

Themes
•
•
•
•
•
•
•
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CQI state of the art practice at local and regional level
Consumer perspectives
CQI models and systems
CQI influence in health practices and policies
Data as a key driver for change in primary health care
National health reform
Accreditation

Organising Committee
Jenny Brands

Research Implementation Manager, Menzies School of Health Research

Kerry Copley

CQI Coordinator – Top End, Aboriginal Medical Services Alliance NT (AMSANT)

Cynthia Croft

Project Manager, ABCD National Research Partnership, Menzies School of
Health Research

Janine Engelhardt

Senior Advisor, National Aboriginal Community Controlled Health
Organisation (NACCHO)

Colin Frick

Chief Executive Officer, Improvement Foundation

Jenny Hains

One21seventy, Menzies School of Health Research

Niall Johnson

Australian Commission on Safety and Quality in Health Care

Louise Patel

CQI Coordinator – Central Australia, Aboriginal Medical Services Alliance NT
(AMSANT)

The Lowitja Institute Conference Coordination
Alana Gall

Administrative Support Officer

Liz Izquierdo

Program Manager

Melissa Roberts

CQI Conference Program Coordinator

Conference Secretariat
Conference Logistics
PO Box 6150
Kingston ACT 2604
T: +61 2 6281 6624
F: +61 2 6285 1336
E: conference@conlog.com.au
W: www.conferencelogistics.com.au
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In addition to our hard working organising committee, conference coordination and secretariat,
other people have contributed significantly to the success of this conference. We want to thank the
following Lowitja Institute staff for their contribution: Gail Garvey, Tracey Johnston, Cristina Lochert,
Janelle Stirling, Katie Symes, and Jane Yule.

About the Lowitja Institute
The Lowitja Institute is a not-for-profit company formed to build a national strategic research agenda
to improve the health and wellbeing of Aboriginal and Torres Strait Islander people. Our agenda is
determined by the priorities of Australia’s First Peoples through extensive and ongoing consultation
and partnerships. The principle of strong Aboriginal and Torres Strait Islander leadership at all levels
of research and innovation is central to our identity.
We are committed to maintaining the traditions of research excellence and collaborative endeavour
established by our forebears, the pioneering Cooperative Research Centre (CRC) for Aboriginal and
Tropical Health (1997–03) and its successor the CRC for Aboriginal Health (2003–09). The Institute
currently hosts the CRC for Aboriginal and Torres Strait Islander Health (CRCATSIH) until June 2014,
when CRC funding will cease.
Based in Melbourne with offices located in other Australian States and Territories, the Institute:
• works with Australia’s leading health research institutions, policymakers and community
organisations to commission and invest in targeted, world-class health research that will improve
the health and lives of Aboriginal and Torres Strait Islander people
• ensures that knowledge arising from research is communicated widely and that innovations
identified by research are implemented and evaluated
• collaborates with Australian educational and training organisations to support the growth of a
professional Aboriginal and Torres Strait Islander health, and health research, workforce.

About the ‘Healthy Start, Healthy Life’ Program
Healthy Start, Healthy Life 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.

4

;XWV[WZ[
Gold Sponsor

www.improve.org.au

Silver Sponsor

www.yourhealth.gov.au

Sponsor a Delegate / Student

www.yourhealth.gov.au

www.safetyandquality.gov.au

5

/MVMZIT1VNWZUI\QWV
Conference Information
Registration details
The Conference registration desk is located in the foyer of the Alice Springs Convention Centre. Please
direct any questions regarding registration, attendance or accommodation to the staff at this desk.
The registration desk will be open at the following hours:
• Sunday 13 May 2012
16:00–18:00
• Monday 14 May 2012
07:30–18:30
• Tuesday 15 May 2012
08:00–17:00

Car parking
The Alice Springs Convention Centre offers 163 free car parks, including four disabled car parks. These
are monitored 24 hours a day.

Catering
Lunches, morning and afternoon teas will be held in the foyer of the Alice Springs Convention Centre.
Lunches will be served as an informal stand up buffet. We have arranged for special meals to be
prepared for those delegates that have pre-registered their special requirements. These meals will
be available from the designated buffet station during meal breaks. Please see catering staff if you
require assistance.

Dress standards
Smart casual dress is recommended for the Conference.

Evaluation
Evaluation forms are to be completed for each session you attend and handed in at the end of Day 2.
Delegates are encouraged to complete the evaluation as it assists with planning future conferences.

Internet access
Free WiFi is available to all Conference delegates at the Alice Springs Convention Centre. Please
connect to ASPCC WiFi, password: convention9765. Please see the staff at the registration desk if you
have any problems connecting to the WiFi.

Luggage storage
During the conference, luggage can be stored at the Alice Springs Convention Centre main
administration office.

Mobile phones
As a courtesy to speakers and other delegates, please ensure that all mobile phones are switched off
or to silent mode during sessions.
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Name badges
Your official conference name badge must be worn at all times as it is your entry to all conference
sessions, lunches and morning and afternoon teas, and conference dinner.

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.

Participant list
The participant list has been included in the conference satchel. Delegates who have indicated on
their registration form that they do not wish to have their name and organisation appear on the
participant list have not been included.

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 sessions.

Speakers
Upon arrival at the Conference, all speakers are to visit the staff at the registration desk. All speakers
are requested to report to their allocated session room 20 minutes prior to the start of the session to
meet with the session chair and to check that their presentation has been uploaded correctly.

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

Venue
Alice Springs Convention Centre
93 Barrett Drive
Alice Springs NT 0870
T: +61 8 8950 0200
F: +61 8 8950 0300
E: info@aspcc.com.au
W: www.aspcc.com.au
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About Alice Springs
Alice Springs is an iconic outback town in Arrernte country, rich in history and culture with a thriving
population of 28,000 people. The Arrernte people are the traditional owners of Mparntwe (Alice
Springs). In Arrernte history, Altyerrenge—ancestral figures—created the landscape and its features,
as well as Arrernte Law. Arrernte people continue to live in Mparntwe, observe that law, look after the
country and teach children the Arrernte language and the importance of culture.
Alice Springs’ European history began when in 1862 explorer John McDouall Stuart led an expedition
through Central Australia to the North coast, navigating and mapping the country for white
settlement. Following in Stuart’s footsteps, the construction of the Overland Telegraph Line from
Adelaide to Darwin was completed in 1872 made Alice Springs a vital link in Australia’s connection to
the rest of the world.
Until the early 1930s, the town’s official name was Stuart. Alice Springs was the name given to
the waterhole that was discovered during the construction of the Line, after Alice Todd, wife of
the Superintendent of Telegraphs. The Alice Springs Telegraph Station was built adjacent to the
waterhole. However, this dual naming created such confusion for administrators in Adelaide that in
1933 the township of Stuart was officially gazetted Alice Springs.

Traditional owners
Lhere Artepe Aboriginal Corporation, the Alice Springs native title holders, lodged an application for
recognition of their rights with the National Native Title Tribunal in 1994. In May 2002 the Lhere
Artepe Aboriginal Corporation was registered as the prescribed body to represent the native title
holders in Alice Springs and act on their behalf.

Attractions
Alice Springs has many tourist attractions including the Alice Springs Desert Park, the Royal Flying
Doctor Service, School of the Air, world-class Aboriginal art galleries and many national parks such
as the MacDonnell Ranges and Uluru—Kata Tjuta, which is about 460 km from Alice Springs.
The town has many interesting sites such as the Overlander Telegraph station, the dry Todd River,
Anzac Hill lookout at sunset, the Araluen Cultural Precinct, Road Transport Hall of Fame, Olive Pink
Botanic Gardens, the Reptile Centre and the National Women's Hall of Fame, to name a few. Not
far from the modern comforts of town is the spectacular, ancient scenery of the West and East
MacDonnell Ranges—gaps, chasms, waterholes and desert oasis. It is recommended you take your
time to explore the region fully.
For more general information on Alice Springs, visit the town council website www.alicesprings.
nt.gov.au/index.php.
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Weather
In May the temperatures range from a minimum average of 7° Celsius to a maximum average of 23°
Celsius during the day.

Alice Springs Visitor Information Centre
The compact size of Alice Springs makes walking and buses the most efficient form of transport. The
Visitor Information Centre Alice Springs offers comprehensive information:
60 Gregory Terrace, Alice Springs
T: 1800 645 199; 08 8952 5800

Emergency services
Police, Fire or Ambulance
T: 000 (or 112 from mobile)

Police station
Alice Springs Police Station
Parsons Street
Alice Springs NT 0870
T: 131 444; M: 1800 333 000; F: 08 8951 8877

Hospital
Alice Springs Hospital
Gap Road
Alice Springs NT 0871
T: 08 8951 7777; F: 08 8951 7988

Airlines
Qantas
T: 13 13 13; W: www.qantas.com.au

Taxis
To book a taxi, please T: 13 10 08 or 08 8952 1877.
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Lisa Whop
Lisa Whop is a young Torres Strait Islander researcher who has a long history
with the Lowitja Institute. She is a descendant of the Goemulgal people of
Mabuiag Island in the Torres Strait.
Lisa graduated with a Bachelor in Medical Science from Queensland University
of Technology in 2008 and a Master in Applied Epidemiology from the
Australian National University in 2011. She received a national cadetship
during her undergraduate degree to gain laboratory experience as a research
assistant for the Indigenous Health Program at the Queensland Institute of
Medical Research (2005–08). Lisa has worked for national and State health
departments, including as a surveillance officer in the National Incident Room for the Department
of Health and Ageing during the pH1N1 Influenza outbreak. She helped to coordinate a national
grant application and, as project officer, to convene a National Roundtable on Research Priorities in
Aboriginal and Torres Strait Islander Cancer (2010) in partnership with the Lowitja Institute.
Lisa’s research to date has focused on improving outcomes for Indigenous people with cancer. In
July 2011, she joined the Menzies School of Health Research Cancer Epidemiology group in Brisbane,
and began her PhD studies there in March 2012. Lisa received a Sidney Myer Health Scholarship to
conduct her PhD, which will focus on the effectiveness of cervical screening for Indigenous women
and exploring relationships to explain the higher incidence and lower survival of Indigenous women
compared with non-Indigenous women diagnosed with cervical cancer in Australia.
This is Lisa’s first time as Master of Ceremonies for such a large event, and we support her in taking
on this challenge as an inspiring, emerging Indigenous researcher and leader.
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Donna Ah Chee
Ms Donna Ah Chee commenced as CEO of the National Aboriginal Community
Controlled Health Organisation (NACCHO) in May 2011, prior to which she
served as the Deputy CEO of the Central Australian Aboriginal Congress in
Alice Springs for 11 years. A Bunjalung woman from the far north coast of
NSW who has lived in Alice Springs for more than 20 years, Donna has been
involved for many years in the Aboriginal Medical Services Alliance Northern
Territory (AMSANT) and at the national level with NACCHO.She has served
on various Northern Territory and national bodies such as the National
Indigenous Drug and Alcohol Committee (NIDAC) and the Australian National
Council on Drugs.

Ian Anderson
Ian Anderson is the foundation Chair of Indigenous Health at the University
of Melbourne. He is currently the Director of Murrup Barak, the Melbourne
Institute for Indigenous Development at the University of Melbourne. Ian
also chairs the National Aboriginal and Torres Strait Islander Health Equality
Council (NATSIHEC), and was Director of Research and Innovation at the Lowitja
Institute. Ian has a professional background in medicine and social sciences,
and has written widely on issues related to Aboriginal health, identity and
culture. He has a broad interest in the sociology of health and illness, related
policy analysis and theory development in the social sciences. Ian has worked in
Aboriginal (Koori) health for more than 25 years in a variety of contexts: as an
Aboriginal health worker, health educator, general practitioner, policy maker and academic.

Sandra Angus
Sandra Angus is an Aboriginal woman, mother of four, grandmother to 10
and step-grandmother to three. She has a Certificate in Mothercraft Nursing,
a Degree in Social Science and has travelled the world both with work and
for pleasure. Starting at the age of 14, Sandra has worked for more than 40
years mainly in the health care, behavioural science and human rights fields.
Besides mothercraft nursing, child care and Aboriginal health, she has worked
with the University of Sydney, Edith Cowen University, the Duang Prateep
Foundation in Thailand, and for more than 15 years with Queensland Health
until she retired in 2010. Sandra has worked in many remote and traditional
Aboriginal and Torres Strait Islander communities across Queensland and in
other States, as well as in many diverse Indigenous communities in the Pacific Islands. She is currently
working with the University of New South Wales until July 2012. Sandra’s aim has always been to
work to improve the health status of her own Indigenous people and of Indigenous people living in
other worldwide settings. She continues to encourage, support and mentor fellow Indigenous people.
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Ross Bailie
Ross Bailie trained in medicine and spent several years in clinical practice
before completing a four-year training program in public health, and
subsequently taking 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 National Health and Medical
Research Council-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.

Cathy Balding
Cathy Balding has been involved in health service management, quality and
clinical governance in rural and metropolitan health services for more than
20 years and has published and presented in these areas nationally and
internationally. She was the inaugural Manager of the Victorian Quality Council
and has operated her own consultancy in health care quality since 2005.
Cathy is involved in the Victorian Healthcare Board Clinical Governance
training, and has conducted many reviews of health service quality
and governance systems across Australia, as well as developing quality
frameworks for South Australia and Victoria. She’s currently undertaking
a national project for the Australian Safety and Quality Commission looking at small rural health
service issues when implementing the national safety and quality standards.
Cathy is a member of the Board of Uniting Aged Care and chairs the Uniting Aged Care Quality
Committee. She is an Adjunct Associate Professor in Health Management at La Trobe University, an
ACHS Accreditation surveyor and a Fellow of the College of Health Service Managers. Cathy has a
particular interest in understanding how health care organisations work and how this impacts on
planning and implementing change and improvement in health services. She is also committed to
developing and supporting quality managers and is the author of the recently published The Strategic
Quality Manager Handbook. Please see also workshop abstract in page 18.
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Stephanie Bell
Stephanie Bell, a Kulilla/Wakka Wakka woman and of Stolen Generation
heritage, is the CEO of the Central Australian Aboriginal Congress, where
she has worked for over 25 years. Stephanie is a founding Board member
of the Aboriginal Medical Services Alliance NT and an Executive Member of
the National Aboriginal Community Controlled Health Organisation. She is
a founding Board member of the Cooperative Research Centre for Aboriginal
Health, the Lowitja Institute, and is a committee member on the NT Children’s
Death Review and Prevention Committee. She has published and is regularly
sought out to speak on Aboriginal rights, comprehensive primary health care
and community control of health services. Previous positions held include
Chairperson NT Aboriginal Health Forum, Ministerial appointment to the NT Health Advisory Council
and Chairperson Central Australian Remote Health Development Service. In 2011, Stephanie was
awarded the prestigious MenziesSchool of Health Research Medallion.

Noel Hayman
Noel Hayman graduated in Medicine from the University of Queensland in 1990,
and was one of the first Aboriginal students to complete the medical curriculum
at this university. He is currently the Clinical Director of the Inala Indigenous
Health Service in Inala, Queensland. One of his major achievements has been
to improve Aboriginal and Torres Strait Islander access to mainstream health
services. Noel holds an appointment as Associate Professor with the University
of Queensland, School of Medicine. His interests include health services’ research
and teaching. In addition, he is an adviser to the Commonwealth Department of
Health and Ageing on Indigenous health issues through various working groups.
Noel was Queensland’s 2011 Australian of the Year.

Tony Lembke
Tony Lembke is a GP in Alstonville, NSW. He is chair of the North Coast NSW
Medicare Local, a current director of the Australian General Practice Network and
Clinical Director of the Australian Primary Care Collaborative (APCC) Program.
The APCC Program is a national program that has improved health outcomes by
facilitating proactive and systematic care in general practice, and by increasing
accessibility to primary care services. Tony has a strong interest in Health IMIT,
and serves as a National E-Health Transition Authority clinical lead. In 2007
he was awarded the John Aloizos Medal from the Australian General Practice
Network for Outstanding Service to the Australian Divisions of General Practice.
He is also the ever-optimistic coach of the Lismore U15 Rugby team.
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Linda Powell
Linda Powell is the First Assistant Secretary of the Australian Office for
Aboriginal and Torres Strait Islander Health (OATSIH), in the Department of
Health and Ageing. OATSIH is responsible for financing primary health care
and services for Aboriginal and Torres Strait Islander people across Australia.
Linda’s interests lie in the area of governance, prevention, and population
health and chronic disease management. Linda, who has worked in the health
portfolio for 12 years, has worked extensively across government, including
stints in the Department of Families, Housing, Community Services and
Indigenous Affairs, Australian Greenhouse Office and the Department of
Finance.

Marilyn Wise
Marilyn Wise is the Program Manager, Healthy Public Policy, in the Centre for
Health Equity Training Research and Evaluation (CHETRE) at the University of
New South Wales. She has 30 years’ experience in health promotion, and is
currently doing a PhD. Marilyn’s recent work has been focused on identifying
the role of the health sector in reducing inequities in health, and on identifying
methods and processes to influence public policy to create social and
environmental conditions for health.
Over the past 15 years, Marilyn has worked extensively with Aboriginal and
Torres Strait Islander colleagues, students, and organisations as a teacher,
as a co-researcher, co-author and student. She has also been the manager of a health promotion
service that developed and delivered community-based programs, including with the Redfern
Aboriginal community. Marilyn has worked extensively with health workers and communities across
Australia and internationally. She is committed to working in respectful partnership with Indigenous
colleagues, community members and organisations to contribute to expanding services that meet
Aboriginal and Torres Strait Islander communities’ needs, and to creating social conditions that enable
everyone to flourish.
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Workshops (A–Z by presenter, in bold)

Establishing Quality Health Standards (EQHS) Accreditation workshops (1 and 2): How
participation in a government initiative can facilitate capacity building and quality
improvement for the Aboriginal Community Controlled Health Service sector.
Workshop 1: Karen Dunmore1, Maria Lombardi2, Britt Puschak3, Genevieve Lewis4
Workshop 2: Melinda Bell5, James Williams6, Ngiaran Williams6, Winnie Saulle7, David Thorpe8,
Christine Milliken8
Aboriginal Health Council of WA, 2Beagle Bay Community Health Clinic, 3Aboriginal Medical Services Alliance NT, 4Utju Health Service,
Aboriginal Health & Medical Research Council of NSW, 6Griffith Aboriginal Medical Service, 7Victorian Aboriginal Community Controlled
Health Organisation, 8Moogji Aboriginal Council East Gippsland Corporation
1
5

These parallel workshops will present case studies of how the EQHS (Establishing Quality Health
Standards) Measure, introduced in the 2007–08 Federal budget, has provided opportunities for the
Aboriginal Community Controlled Health sector to identify and implement capacity building and
quality improvement initiatives in relation to a range of accreditation frameworks.
The 2007–08 Federal Budget included $36.9 million over four years to support eligible Aboriginal
Community Controlled Health Services to achieve accreditation or certification under mainstream
standards relevant to the Australian healthcare environment. Some of these standards included the
International Organization for Standardization (ISO) Quality Management Systems, the Evaluation and
Quality Improvement Program (EQuIP) Australian Council on Healthcare Standards (ACHS), the RACGP
Standards for general practices and the QIC Health and Community Services standards. The 2011–12
Federal Budget included $35 million for a further 4-year period.
In order to optimise the potential outcomes from the EQHS Measure, NACCHO and its state and
territory affiliates shared the view that obtaining accreditation offered the sector opportunities
for quality improvement as well as quality assurance. They worked together to develop an
implementation framework that would promote engagement, consultation, support and learning
amongst the sector at all levels. The philosophy of self-determination through creating the necessary
infrastructure was central to the development and implementation of this framework.
The workshop sessions will include case studies of how the EQHS has been used to support
quality improvement in different settings. Workshop A includes case studies of the application of
clinical accreditation processes in both remote and non-remote sites. Workshop B features case
studies focuses on organisational accreditation, through the Quality Improvement Council and the
International Standard Organisation.
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Experiences in Doing Continuous Quality Improvement in Aboriginal and Torres Strait
Islander Primary Health Care Services – What has been learned and what is needed for
the future?
Sandra Angus, Marilyn Wise, Elizabeth Harris
Centre for Health Equity Training Research and Evaluation (part of Centre for Primary Health Care and Equity, The University of New South Wales)

CQI has become a major strategy to improve the overall health status of Indigenous people in Australia
and in some other countries. Over the last decade most Aboriginal and Torres Strait Islander primary
health care services have begun to use CQI. Now that there is evidence that CQI can lead to improved
quality of care for patients and communities it is important to find ways to support all services, and all
health workers to engage with communities to ensure that CQI is conducted routinely.
The Lowitja Institute has funded a project to identify what is needed to build a stronger system for CQI
across the country by speaking with the health workers and service managers about their experiences
and their ideas for improving the present systems.
During this session, we will present our own findings and we would like to discuss these with you to
add to what we have heard from other sources. We would also like to discuss your ideas about what is
needed to support and strengthen the work in the future. The process we are using in the conduct of
this project is as transparent as possible and after the session we will send you a draft document for
your comment upon request.
If you are interested in hearing about our findings to date and/or if you have vital information to share in
this area of developing improved services for our communities, then this is a key session for you to attend.

Creating a Strategic Quality System
Cathy Balding
Qualityworks Pty Ltd and La Trobe University

All health services believe that their CQI and quality governance programs are designed to support
and promote quality care and services. But the specific purpose of these programs is rarely defined.
What does ‘quality care and services’ mean? What are we trying to achieve through all this CQI
activity? Without a clear definition and focus, quality systems often become quality ‘to do’ lists and
it can be difficult to engage and motivate staff to be involved in something that doesn’t appear to
make significant difference. Using research into high performing health services and motivating staff
engagement in improvement, combined with real world experience, this workshop will present a
stepwise approach to developing and implementing a strategic quality plan. The workshop is ideal for
middle managers, CQI/quality managers, looking for the answers to design and implement quality
systems that engage others in the organisation and makes a difference for great care for our consumers.
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This Goes with that… Making Sense of Your Audit Data
Christine Connors
Department of Health NT

CQI activities can generate significant amounts of clinical and health system data which can seem
overwhelming for clinicians to interpret and use effectively to prioritise actions for improvement.
However, clinicians are used to considering multiple data sets for individual patients and develop
experience in merging patient data to support a diagnosis and management plan. It's not that
different to do this for a group of patients and consider the health and outcomes of the cohort. This
session will discuss how to link clinical data sets to enable a more comprehensive picture of service
delivery gaps and health outcomes gaps to emerge. Using examples from different clinical audit
tools such as child health, diabetes and antenatal care, specific issues will be discussed and relevant
audit data identified to explore potential CQI actions. Linkages between clinical data and systems
assessment data will be demonstrated to further inform decision-making.

Motivation Through Inspiration – Sharing CQI Success Stories
Christine Connors1
Co-facilitators: Evelien Rosens2, Veronica Matthews3, Cynthia Croft3, Gill Schierhout3
1

Department of Health NT; 2VU University, Amsterdam; 3Menzies School of Health Research

This interactive workshop is aimed at service providers—including AHWs, nurses, GPs, specialists, and
managers—who are interested in being part of an exciting strengths-based approach to identify and
share solutions to improve quality.
Workshop purpose: To highlight strengths and innovative solutions, large and small, that have led to
quality improvements in services participating in CQI, in order to develop increased understanding of
what practical strategies can be implemented in different circumstances.
Workshop description: When you’re involved in the day-to-day urgency of providing health care—at
the coal face or at the policy level—it can be difficult to find time to think about the things that have
really helped you make improvements in the quality of health care. Preparatory work leading up to this
workshop has identified case studies of success stories identified through the ABCD National Research
Partnership project. These success stories will be shared with the group, including the context in which
these changes were implemented. The group will be invited to debate the significance and appeal of
the stories. Participants will also be invited to share their own stories of success.
The workshop will aim to develop a ‘bottom-up’ consensus of what the most significant changes are
that have occurred as a result of CQI initiatives, and what might be needed for wider implementation
and dissemination of these solutions. Although the starter-pool of stories will come from services
participating in the ABCD National Research Partnership, the workshop will specifically seek to
identify and share success stories from participants using different CQI tools and approaches.
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The results will be distributed to all the participants of the workshop in the form of user-friendly
plain language strategies for change. In addition, with your consent, the findings of the workshop will
contribute to further development of research into effective strategies for quality improvement, and
will become available to the Aboriginal and Torres Strait Islander primary health care sector.

Six Thinking Hats
Kerry Copley, Louise Patel
Aboriginal Medical Services Alliance of the Northern Territory

The Six Thinking Hats, created by Edward De Bono, is a powerful technique which can be used to
support CQI by guiding discussions and decision making processes to make them more effective and
productive. The Six Thinking Hats helps to focus thinking more clearly, leads to more creative thinking
and problem solving and encourages effective parallel thinking processes. This tool can be used to
look at issues from a number of different perspectives, enabling a more rounded view of a situation.
Using this tool can also reduce conflict among meeting participants, keep egos and personal agendas
in check, identify opportunities where others see only problems and create dynamic, results oriented
meetings that make people want to participate.
In this session you will learn how to use the Six Thinking Hats by doing it. You will have the
opportunity to participate in a group discussion around an issue identified by the group and explored
using the technique. You will see for yourself how the Six Thinking Hats technique can be used to
provide a framework for effective discussions and planning processes.

Using a Plan-Do-Study-Act (PDSA) Cycle for Quality Improvement
Kerry Copley, Louise Patel
Aboriginal Medical Services Alliance of the Northern Territory

The PDSA or Plan-Do-Study-Act is a four step, improvement cycle which promotes continual quality
improvement and assists with change management. The PDSA works best when it is used for
incremental improvements—small, achievable steps which ultimately lead to significant improvement.
This session will teach you how to use the PDSA tool to help you plan, develop and implement change
in your workplace. The PDSA cycle is a simple but powerful tool that can be used to improve just
about anything. It is a fundamental tool for quality improvement. The workshop will include some
fun, interactive ways to learn how to use the PDSA and practical exercises to give you the confidence
to use this tool to turn goals and ideas into plans and actions that rapidly have the team working
together on issues that will lead to improved outcomes.
20

Evaluating the Health of your Health Centre: CQI using the One21seventy Systems
Assessment Tool
Jenny Hains, Sue Ferguson-Hill
One21seventy, Menzies School of Health Research

The One21seventy CQI process is designed to bring together the primary health care team to analyse
their data and to focus on the strengths and weakness of the services delivery system. Health centres
need practical tools to guide these efforts and to evaluate changes made to their service delivery systems.
One21seventy provides evidence-based practical tools and processes that help primary health care
providers to do continuous quality improvement including an organisational systems assessment tool,
Systems Assessment Tool (SAT). The SAT provides a process for the primary health team to discuss and
assess the underpinning systems for supporting client care within the health service. The tool provides for:
• an assessment of the state of development of health centre systems
• guidance on next steps in planning improvements
• assessment of progress in achieving systems improvement.
One21seventy undertook a review of the SAT and refined the tool to increase its usability and ensure
it is easier to understand. This workshop will introduce the SAT and offer participants an opportunity
to take part in a mock systems assessment process.

Using an Audit Tool to Assess and Guide Improvements in Health Promotion Quality
Lynette O’Donoghue, Nikki Percival, Alison Laycock
Menzies School of Health Research

This interactive workshop will be of benefit to delegates implementing a health promotion program
and interested in using systematic approaches for improving the quality of health promotion practice.
It provides an opportunity for a hands-on trial of a new CQI audit tool for assessing the quality
of health promotion. We have developed a Health Promotion Audit Tool based on best practice
guidelines and research evidence, informed by Aboriginal and Torres Strait Islander principles, key
policy documents and through consultation with key stakeholders. The purpose of the tool is to
assess how well health promotion activities align with best practice and to support primary health
care services to assess and improve their practice. We expect the tool will be useful for application
in broader health service environments, and for use by practitioners with limited to well-developed
health promotion competencies. It is being added to the One21seventy suite of CQI resources.
Using the Health Promotion Audit Tool and associated protocol, presenters will guide participants
through an audit. Mock records and health promotion documentation for the assessment process will
be provided. Alternatively, participants can bring their own health promotion practice documentation
(e.g. project plans, evaluation reports, products). The workshop will highlight the importance of
documentation quality for the purpose of guiding practice improvements and for providing evidence
of health promotion effectiveness.
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Using a Quality Improvement Framework to Develop a Care Pathway for Patients
Following an Acute Cardiac Event
Mary Belfrage, Rosealie Vallance, Andrew Baker
Victorian Aboriginal Health Service

The Victorian Aboriginal Health Service (VAHS) has developed a care pathway for patients following
an acute cardiac event (ACE) including heart attack, insertion of a stent, coronary bypass surgery or
cardiac valve surgery.
We recognised that patients who had had an acute cardiac event were not regularly attending the
health service for check ups, and that there was little if any uptake of cardiac rehabilitation post
discharge. The health service did not have a system in place to monitor patient’s progress after an ACE
and it was also recognised that there was not an increased focus on their care following their cardiac
event, in particular, being offered support around the risk factors for further cardiac events, or for the
emotional distress and trauma that is commonly associated with an ACE.
What did we do? We developed a model of care that was evidence-based and fitted with what we
know is acceptable to Aboriginal & Torres Strait Islander people. This included:
• establishing a register of patients who had had an acute cardiac event in the past 12 months
• file audits and accurate recording of clinical patient information
• developing a Care Pathway specifically for six months following an ACE.
Outcomes: Numbers are low but we have been able to see that there has been increased attendance
at follow up appointments, including cardiac rehabilitation, improved referral pathways both
internally and externally, improved patient satisfaction and greater staff confidence.

The Victorian AHPACC Initiative: Implementing Continuous Quality Improvement as a
Partnership between Aboriginal and Mainstream Services
Melissa Boag, Kate Gilbert, Lorraine Parsons
Victorian Department of Health

Introduction: Established in 2006, the Victorian Government’s Aboriginal Health Promotion and
Chronic Care (AHPACC) initiative supports Aboriginal community-controlled and mainstream primary
health services to work in partnership to improve health outcomes for Aboriginal people who are
living with, or at risk, of chronic disease. A CQI process for AHPACC was implemented in 2011 to
strengthen the key success factors identified by a review of the program in 2010–2011. The process
is intended to support planning and prioritising of activity by AHPACC partnerships but could also be
used by other organisations and partnerships implementing Aboriginal health programs.
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Process: Completion of the CQI tool is a funding requirement for agencies funded under AHPACC. The
CQI tool is to be submitted to the Department of Health twice in 2011–2012 and annually thereafter.

Quarterly meetings are scheduled with each partnership to discuss planning for the process and
progress that has been made with addressing the priority issues. An Industry Advisor has also
provided facilitation of the process.
Results: CQI is still being embedded within AHPACC and its partnerships. Some benefits of the
process are already apparent, however, there have been challenges for partnerships experiencing
existing issues as self-assessment of progress differs according to the perspective of an organisation.
Partnerships utilising an external facilitator have been more successful in achieving strategic planning.
Conclusion: The AHPACC CQI process has provided a framework for focused discussions between
partnership organisations. It has also encouraged engagement from senior management and
improved understanding of the program.

CQI in Primary Health Care to Improve Eye Care
Andrea Boudville, Mitchell Anjou, Hugh Taylor
Indigenous Eye Health Unit, The University of Melbourne

More than one-third of Indigenous adults have never had an eye examination and this is the first step
in the prevention of unnecessary vision loss. Primary care services play a crucial role in identifying and
treating common eye conditions, initiating referrals to specialist services and supporting patients to
access treatment.
Building on the National Indigenous Eye Health Survey (2009) and other research, we have consulted
widely among Aboriginal Community Controlled Health Services, eye health practitioners, health
professionals, government and non-government organisations to develop the Roadmap to Close the Gap
for Vision. This includes 42 recommendations to improve the delivery of eye care. The recommendations
propose a framework for CQI to identify and manage common eye problems at the primary care level.
These include checking of near and distance vision and appropriate referral for diabetic retinopathy
assessment. All patients with diabetes need to have their eyes checked every year. Adult health checks
should include distance and near vision testing. These performance indicators need to be measured and
monitored. Technologies such as clinical software packages, database management, recall for patients
with diabetes, electronic referral, digital imaging and electronic communication provide tools to improve
service delivery, monitoring of performance and ensure enhanced inclusion of basic eye care in primary
health services. Implementation of these recommendations sets a strong foundation for improvement of
the health system and improvements in eye health.
Although this study specifically addresses eye care, the roles and functions and processes for
continuous improvement may have relevance for other health interventions, particularly models of
care requiring close linking of primary care and specialist services.
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Closing the Gap Using Continuous Quality Improvement in an Urban Indigenous Clinic
Anna Cooney1, Elizabeth Erskine1, Noel Hayman1,2, Deborah Askew1,3, Somer Wrigley1, Annalie
Houston1, Joy Sami1, Michelle Bowles1, Tara Denaro1, Linnette Skinner1
Inala Indigenous Health Service, 2School of Medicine, University of Queensland, 3Discipline of General Practice, University of Queensland

1

Aims and rationale: For sustainable gains in national CTG targets, health-related interventions must
focus on early diagnosis, disease management, preventable risk factors health promotion, whole-oflife approach, continuity of care, and addressing communities’ needs. This paper demonstrates how
the Inala Indigenous Health Service (IIHS) uses CQI to achieve better service delivery.
Methods: The One21seventy CQI process was used because it incorporates the CTG targets and
provides follow-up information. IIHS completed data collection in child, maternal, vascular and
metabolic health and preventive services. A multidisciplinary CQI team was established to review
reports. Findings were presented to the whole team to discuss and prioritise changes and what is
unchangeable due to policies, systems or space resulting in action plan implementation. CQI team
continues to oversee the process. A second data collection will be completed in March 2012 to
evaluate implemented changes.
Findings: Identified challenges included multiple documentation records especially in antenatal care,
low referral and flu vaccination uptake and off-site testing non-compliance, e.g. lipids. Improvements
were achieved in documentation by reviewing templates, recording diagnosis and scheduled services,
e.g. smoking, care plans, BMI. Improved access and processes show increased first trimester antenatal
presentations, increased on-site visiting specialists, increased testing, e.g. non-fasting lipids and
improved case management. The systems review identified crucial elements for meeting targets
included stable staffing levels and adequate working environment.
Implications for policy and practice: The CQI team was integral for success because it was a
multidisciplinary process driver that operationalised CQI and facilitated whole-of-team solution discussion.

NT Collaborative Experience
Kerry Copley, Louise Patel, Melissa Roberts
Aboriginal Medical Services Alliance of the Northern Territory

In the NT, a collaborative model has been used to build the skills and confidence of health service
teams to interpret and analyse data, and to use their data to inform and drive their quality
improvement process. This presentation will describe the workshop strategies and key learnings from
the workshops about what can be achieved through CQI and this shared learning approach.
The NT Aboriginal Health Key Performance Indicator Collaborative (NT AHKPI Collaborative)
workshops bring clinicians and health service staff together across regions to consider ways to use
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their KPI and other clinical data, also to share ideas about what is working effectively on the ground
to improve systems of care delivery and ultimately improve health outcomes for their patients.
The workshops have a strong focus on shared learning with most presentations being delivered by
local health service providers from a ‘grass roots’ perspective, about the CQI strategies they have
implemented; what has worked well and what hasn’t.
Key learnings from the workshops include: the importance of/successful techniques for engaging the
health service team in CQI, providing meaningful data feedback to Aboriginal boards, and simple tools
to support CQI on the ground. Shared learning in a positive environment is proving to be a successful
approach to support the effective use of data in Aboriginal health.

Achieving Sustained Change in a Large Aboriginal Medical Service Using both Systems
and Individual Approaches to Attain Allergy Documentation
Jacqueline D’Arcy, John Boffa
Central Australian Aboriginal Congress

Aim of the quality improvement activity: To electronically record the allergy status in 90% of all
current clients, and ultimately to achieve AGPAL accreditation.
Methodology: The problem was identified through baseline audit and then planning sessions were
held between the CQI team, management and clinicians to plan the appropriate strategies with
continuous monitoring of improvement over time and review and addition of new strategies as
needed, including a range of auditing, systems improvements, feedback and action at an individual
practitioner level.
Data analysis: The project began 20 weeks prior to accreditation when a baseline audit showed that 60% of
the 7500 current clients had their allergy status electronically recorded. The allergy status of roughly 2650
clients (2250 + additional 20 clients per week in turnover of current status) needed to be electronically
recorded within 20 weeks (prior to the accreditation visit), or 26 per day, to achieve the target.
Lessons learned: We learned that both systems and individual approaches are required to achieve
quality improvement; the good old days of paper files weren’t so good after all; we weren’t the only
ones having this problem and finally, patients enjoyed being involved in improvement.
Outputs or outcomes achieved: The target of 90% of all current clients with their allergy status
electronically recorded within 20 weeks was achieved and the rate remained above 88.5% over a year later.
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Using Continuous Quality Improvement (CQI) to Influence Clinical Practice
Bernadette Eaton, Eva Williams, Tracey Parkes
Department of Health, Northern Territory

This presentation will give some examples of how powerful data can be used to improve and drive
change in clinical practice in Primary Health Care (PHC) settings.
CQI is a key factor in facilitating change in clinical practice by health professionals in remote health
settings. Using Action Orientated Research and Best Practice tools and processes from a ‘ground
up’ approach can influence clinical practice and ultimately improve health outcomes. This Action
Orientated Research process, using quality improvement interventions through One21seventy tools
and processes, has shown to improve and make a difference in Indigenous health care outcomes in
PHC settings. Through reflective practice clinicians can analyse their own practice and through peer
review accept constructive feedback and act on it by adopting best practice approaches to clinical
practice as a motivator for change. Data from One21seventy clinical audits and Northern Territory
Aboriginal Health Key Performance Indicators reports can be targeted to influence workplace
practices and clinical performance using best practice approaches to achieve and influence change.
Some of the examples include improving health screening and surveillance through early intervention
and prevention by targeting well persons health screening, improving health outcomes for children
by monitoring anaemia as well as growth and development.
CQI facilitators in Top End communities will share their stories and experiences about how building
capacity on the ground and working in partnership is a powerful tool to influence change on the
ground in remote communities.

Ngnowar Aerwah Aboriginal Corporation: Experience Going through the Quality
Improvement Council (QIC) Process
Les Evans1, Kath Broadbent2, Maureen Williams1
Ngnowar Aerwah Aboriginal Corporation, 2Barkly Region Alcohol and Drug Abuse Advisory Group

1

Ngnowar Aerwah is an Indigenous community controlled organisation located in the remote area
of Wyndham in the East Kimberley. The organisation operates from three sites and offers a range of
services including:
• a residential alcohol and other drug rehabilitation centre catering for up to 22 adults and 10
children
• sobering up shelter
• night patrol
• men’s shed
• community centre that offers town based programs including drug and alcohol programs,
tackling smoking, social and emotional wellbeing and the re-entry program.
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Our story is the journey the organisation took to attain accreditation through the QIC. We will discuss
the highlights and the difficulties the organisation faced in going through this process.
Highlights of the process were:
• the involvement of the Board of Directors, the staff, the clients and the community in developing
processes that all parties had ownership off
• the development or building on systems in providing quality services that could be sustained and
further developed into the future
• recognition by the Board and staff of the importance of client and community evaluation and
input into the services delivered
• the collection of documents that supported the services delivered
• the support we received from consultants and the Quality Management Services.
Difficulties included:
• the amount of extra work needed by staff in preparation for the review visit
• for staff to understand the importance of documentation and alleviate the pressure they felt in
regards to new processes such as file audits
• the number of meetings and workshops dealing specifically for the needs of the accreditation
process.
For an Indigenous organisation such as Ngnowar Aerwah with a board and staff of 66, 62 of whom
are Indigenous, the gaining of accreditation through QIC was confirmation of the quality of the
services they delivered and the management of the organisation. The final day of the review visit with
the meeting of the review team and the realisation that we had passed all elements of the review
resulted in great celebrations!!

Consumer Perspectives of Care Quality in Indigenous Primary Health Care
Bec Gooley
Menzies School of Health Research

The consumer perspective of health care quality is an important component of the quality story.
Structured tools and methods of gathering the consumers’ opinion are not well utlised in the remote
Aboriginal primary health care environment. Structured tools for collecting consumer perspective of
health care quality have been trialled among Aboriginal people with chronic disease in the remote
Timber Creek region using survey and focus group methods. These tools will add to the One21seventy
chronic disease audit suite for use by Aboriginal health services to gather the consumer perspective
for the purpose of CQI.
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Improving the Cultural Appropriateness of General Practice for Aboriginal Patients:
A pilot project in rural NSW
Todd R. Heard1,2, Karen Nairn1, Amelia Smith3, Kate Green1, Candice Dahlstrom4, Karen Gillham1
HNE Population Health, 2School of Medicine and Public Health, University of Newcastle, 3Barwon Division of General Practice

1

Aboriginal people experience a greater burden of disease, however are less likely than the general
population to access general practice (GP) services. Limited access to culturally appropriate GP
services is thought to contribute to this gap (Couzos 2008). Despite the introduction of cultural
appropriateness standards, many services are yet to comply. Given the low level of compliance this
project aimed to assess the effectiveness of a pilot continuing quality improvement (CQI) approach to
engaging GP services in a cultural appropriateness improvement program.
Methods: Audit interviews were conducted with primary care providers by trained Aboriginal
interviewers. The objectives of the audit were to examine the cultural appropriateness of the
practices’ policies and procedures, patient and community consultation, physical environment,
promotional materials, Aboriginal community engagement, staff training and performance and
review protocols. Results of the interviews were analysed by Aboriginal auditors and participants
were provided with a feedback report that suggested areas for improvement.
Results: Four GP services were invited to participate in the pilot project and three agreed. Results
relating to identified areas for improvement such as the provision of cultural awareness training,
patient feedback and strategies to improve the physical environment will be presented.
Conclusions: Primary care providers responded positively to the audit-feedback CQI approach to
improve the cultural appropriateness of the GP services for Aboriginal patients. Future studies should
aim to replicate the approach in other GP services in NSW and to investigate the impact of this
approach on increasing access to primary care services for Aboriginal people.

Innovations through Illustrations
Claire Johansson, Bonny King, Joanne Haddow
Wurli-Wurlinjang Health Service

The problem we faced, as an Aboriginal Health Service, was a journey of transition to change the
focus of care from reactive to preventive and planned care in alignment with programs such as
Healthy for Life and the Northern Territory Aboriginal Key Performance Indicators (NTKPI) and with
our community.
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Our motivation to make this transition was twofold. On one hand our funding body moved to funding
us to deliver services to make advancements in our NTKPI measures and on the other hand the
Aboriginal Health Forum had upheld the measures of the NTKPIs as the goals to Close the Gap in
health and wellbeing for Aboriginal people.

The approach we took on our journey was to couple change management principles with evidencebased decision-making through the use of (data translated into) information.
The results of our journey continue to be a balancing act between empowerment and ownership at
the clinician coalface level and at the strategic level evidenced by imposed success measures, with the
pivotal point being change management.
Our title ‘Illustrations to Innovations’ represents the vehicles we used to travel down the track. The
illustration vehicle ran on graphs and trend images of (data) information of where we had been and
how we are currently travelling. The innovation vehicle ran on people, and the provision of a safe
passage from maintaining the status quo (of pre-NTKPI days) to advancing along the NTKPI route.
Our story is about innovation through people provided with information.

Quality vs Quantity: Improving the Health of Aboriginal and Torres Strait Islanders with
Continuous Quality Improvement
Claire Kelly
Queensland Health

There is a gap in the health outcomes between Aboriginal and Torres Strait Islander Queenslanders
and non Indigenous Queenslanders. A key area that can assist in the closing of that gap is the
provision of high quality evidence-based primary health care, however, currently there is limited
data assessing the standard of care in Queensland facilities. Quite often the data that is reported
is focused on the quantity of services available rather than on the quality of these services.
Implementation of the One21seventy Plan-Do Study-Act CQI system provides the opportunity to
capture the frequencies of the service (for example testing of HbA1c) as well as the quality of care
following this service (for example actions on abnormal results).
Use of both quantity and quality markers of care enables comparison of the services which may
appear initially to be providing a similar standard of care. Some of the differences highlighted
included: two services having similar frequency of testing of HbA1c at ~90%, however one service
had greater follow up of abnormal results, approximately 55% higher. Results from both types of
indicators can be utilised within a CQI framework to improve overall care by feeding the results
back to the services involved. The benefits of utilising both quantity and quality data is driving
improvement in the frequency of services but also the type of care that occurs during these services.
Focusing on improving quantity and quality will result in an improvement in the standard of primary
health care provided to Aboriginal and Torres Strait Islander communities.
NOTE: Also a poster presentation.
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Continuous Quality Improvement and Chronic Disease in Aboriginal and Torres Strait
Islander Communities
Claire Kelly
Queensland Health

Aboriginal and Torres Strait Islander Queenslanders suffer a greater burden of disease with respect
to chronic disease. There is limited data widely available regarding the frequency of and subsequent
management of these risk factors within the Primary Health Care setting and what improvements
can or have been made. A CQI framework can capture the frequency and management of these risk
factors and also lead to improvement in these risk factors.
A Plan-Do-Study-Act CQI process—One21seventy—was implemented within primary heath care.
Indicators captured included: recorded smoking and alcohol use; most recent blood pressure and
cholesterol results; the management of abnormal results and if brief interventions were undertaken.
Implementation of goals and action plans specifically targeting these areas as part of the CQI
framework produced collective improvements in:
• diabetic clients achieving target HbA1c ≤7% increased from 25.5% to 38%
• clients who received a brief intervention for tobacco use increased from 68% to 82%
• individual sites showed improvement in healthy adults including
» follow up of abnormal BP increasing from 4% to 21%
» blood lipid testing increasing from 0% to 14%
» referral for alcohol use increasing from 0% to 33%.
Implementation of a CQI framework within primary health care captures data showing the frequency,
but also management of risk factors. Improvements in the identification or and management of risk
factors for stroke in currently healthy adults will assist in reducing the burden of this chronic disease
within Aboriginal and Torres Strait Islander communities.
NOTE: Also a poster presentation.

Developing Aboriginal Patient Journey Mapping Tools: Managing Two Worlds Together
for CQI
Janet Kelly1, Judith Dwyer1, Eileen Willis1, Tamara Mackean1, Brita Pekarsky2
Flinders University, 2Baker IDI

1

Aim: Aboriginal people in rural and remote areas access and navigate a range of health services. The
Managing Two Worlds Together Project sought to improve understanding of the barriers and enablers
to effective patient journeys as perceived by Aboriginal patients, their carers and staff members, and
to develop tools that would enable staff to focus their improvement efforts.
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Research / quality improvement activity / methodology: Individual patient journey narratives were
analysed, using two separate frameworks for understanding the patient and the health system
perspective. A set of patient journey mapping tools was developed in collaboration with country and
city PHC and hospital staff and tested in Aboriginal and mainstream settings.
Lessons learned: PHC staff work hard to overcome the gaps in patients journeys, but identifying the
exact causes of complexity can be difficult. While clinical complexity is often anticipated, complexity
of the patient journey itself, and of the care system as a whole, is often difficult to ‘see’ and anticipate.
Patient journey mapping tools are useful in identifying both system wide and site-specific gaps and
effective strategies.
Outputs or outcomes: Primary health carers have used these tools to plan and review Aboriginal
patient’s journeys through and across their own health units and services, to orientate and train new
staff, as an integral part of continuing education and as an audit tool linked to existing CQI models.

How Can General Practice Improve? Tangible Results Through a CQI Program in Outer
Urban Melbourne
Peter Larter
South Eastern Melbourne Medicare Local

General practice plays a large role in delivering primary health care services in the cities of Greater
Dandenong and Casey in Melbourne’s South-east. A needs assessment into the primary health
care service system completed in March 2010 concluded that there was a need for private general
practices to improve:
• the identification of Aboriginal people coming to their practices
• cultural awareness and cultural safety
• connections with local Aboriginal and Torres Strait Islander services
• connections with other Medicare-funded services, and
• the offering of health checks.
Nine private general practices signed up for a CQI program in Aboriginal health, coordinated by the
local division of general practice in partnership with the Aborigines Cooperative and the area health
service. The quality improvement methodology used was Plan-Do-Study-Act quality improvement
cycles, with in-practice and web-based support. The program was delivered in three phases: 1)
identification 2) cultural safety 3) care coordination and linkages.
Cultural safety training was delivered, with practices encouraged to take practical steps to improve
the cultural safety of premises and consultations.
Results:
• All practices recorded an increase in the number of identified Aboriginal patients
• 70% of practices increased the number of Aboriginal patients able to access subsidised pharmaceuticals

31

•
•
•

50% of practices increased the number of health checks delivered
40% of practices increased the number of chronic illness care plans delivered
The Aboriginal Cooperative is looking to establish memoranda of understanding with private
practices that have completed cultural safety training.

Collaboratives from an Affiliate Perspective
Dallas Leon
Queensland Aboriginal and Islander Health Council

Background: Aboriginal people in Australia continue to experience a high burden of chronic disease.
Aboriginal Medical Services (AMSs) are a significant component of the effort to reduce this burden
and must be supported to deliver the highest quality care.
Objective: To evaluate clinical health care performance in Queensland Aboriginal and Islander Health
Council (QAIHC) member AMSs in Australia.
Methods: In October 2009, AMSs in Queensland began to use a standard indicator set, the QAIHC
Core Indicators, to monitor recorded prevalence and management performance on a number of
key risk factors, clinical care activities and chronic diseases. Data was extracted monthly from clinic
electronic medical record systems (EMRs) and submitted to a web-based portal for services to review
their performance over time and benchmarked. A copy of the data was also sent to the QAIHC data
repository to allow agreed secondary analysis to occur. In July 2011 longitudinal data was analysed to
examine trends in the number of participating services, proportion of patients with current recording
of key health care activities and the prevalence of risk factors and cardiovascular diseases.
Results: From October 2009 to July 2011, AMSs sending data for the QAIHC Core Indicators increased from
six to 15 participants; the number of patients for whom data was captured increased from 10,800 to 26,004
of whom 19,634 (75.5%) were regular Indigenous patients in July 2011. The aggregated performance of
participating services was consistent and excellent on the recording of a number of key risk factors and
health care activities (e.g. tobacco use, blood pressure) and poor for others, with some improvement
over time. Variation in performance between services was greatest for care planning and health check
activity. Hypertension was identified in a total of 2567 (13.1%) regular Indigenous patients, with a range in
prevalence of 12–36% across the 15 services. The care delivered for hypertension was universally good.
Conclusion: Increasing engagement of services with this health information system is encouraging,
suggesting that indicator sets built into existing information systems provides useful timely information
for AMSs. Lessons learnt should enable a similar system to be implemented across Australia in 2012.
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Launching a National eHealth Record
Trevor Lord
National e-Health Transition Authority

The Department of Health and Ageing is launching a National eHealth Record from 1 July 2012. This
project aims to improve the health status for all Australians. Aboriginal and Torres Strait Islander
peoples have been identified as populations that would benefit from such a system. The eHealth
Record is a patient centred and controlled health record that enables multiple different service
providers to access a person’s information.
The National eHealth Transition Authority (NeHTA) has been engaging with the Aboriginal and Torres
Strait Islander Primary Healthcare sector to ensure it is adapted and is communicated in a way that
is not only culturally appropriate but does do what it sets out to by improving the health status for
all. To date NeHTA has engaged with NACCHO and their affiliates, NATSIHON, NATSIHWA, AIDA, IAHA,
and CATISN.

Development of a Set of Accreditation Standards for the Australian Remote Indigenous
Health Context
John Loudon, Peter Frendin
Department of Health NT

There is no known set of accreditation standards, or an accreditation process, specifically designed for
the remote health context in Australia. This deficit has led to a partnership between The Australian
Council of Health Care Standards, Australian General Practitioners Accreditation Limited, The Royal
Australian College of General Practitioners, and the Northern Territory Department of Health to
develop such a set of standards. The standards will primarily lend themselves to remote health
organisations that service Indigenous communities, but they will also find applicability in other
remote health settings. Standards for both clinical and corporate functions are grouped around the
recently released Australian Safety and Quality Framework for Health Care, and this will enable health
services to comprehensively measure service quality at both an organisational and health centre level.
In this regard, the standards promote the complementary contribution of all parts of an organisation
in meeting the standards during service delivery.
Development and trialling of the new standards is nearing completion, and a corresponding
accreditation framework is being concurrently established. This presentation will describe the
development process and introduce the new Remote Health Accreditation Standards.
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Aboriginal Community Controlled Health Services – Paving the Way in Cardiovascular
Disease Management?
Marilyn Lyford1, Lynette Anderson2, Katie Panaretto2, Jenny Hunt3, Anushka Patel1, Bindu Patel1,
David Peiris1
1
The George Institute for Global Health, 2Queensland Aboriginal and Islander Health Council, 3Aboriginal Health and Medical Research Council
of NSW

Background: Evidence practice gaps for management and prevention of cardiovascular diseases
(CVD) are large and well documented. To help address this, we have developed HealthTracker–CVD, a
primary health care Electronic Decision Support System (EDSS). Features include real-time decision
support based on thirteen national guidelines, a risk communication tool, an automated clinical audit
tool, and a web portal where services can view peer-ranked performance.
Objectives: We aim to assess whether Aboriginal Community Controlled Services (ACCHSs) allocated
HealthTracker will have:
• an increased proportion of patients receiving appropriate and timely measurement of their CVD
risk factors
• an increased prescribing of guideline recommended medications to patients at high risk of CVD.
Methods: Using a cluster RCT design, 60 primary care services (including 20 ACCHSs) are participating
with a minimum 12 months follow-up. Automated data extraction is conducted for regularly attending
patients (Aboriginal people aged ≥35+ years and all others aged ≥45 years). Authorised staff receive
training and support and a CQI program is incorporated. Process and economic evaluations are planned.
Results: Baseline data (first 43 sites) indicate large evidence-practice gaps for screening and
management of CVD risk. ACCHSs are performing better than participating general practices in two
key areas (appropriate prescribing for people at high risk of CVD and appropriate screening for chronic
kidney disease). Further data will be reviewed and presented.
Conclusion: Initial ACCHS response has been positive and demonstrates the capacity for ACCHSs to lead
the implementation and provide robust evidence on the effectiveness of EDSSs in primary health care.

Drinking for Two
Catherine Malla, Leonie Williams, Adele Gibson
Anyinginyi Health Aboriginal Corporation

This presentation deals with issues around Foetal Alcohol Spectrum Disorder (FASD), as they exist
in the Tennant Creek/Barkly community. The Anyinginyi Health Aboriginal Corporation is running
an FASD Project for 12 months, aimed at raising awareness amongst all groups and services in the
community, incorporating prevention, education, research and support.
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FASD is adversely affecting individuals, families and communities across the lifespan in Australia.
There is no cure, and it is utterly preventable. In the United States, it is the leading known cause
of intellectual disability. It is believed that all human services, particularly involving vulnerable
communities, should have an awareness of FASD issues embedded into everything they do, in order to
be fully effective, and to improve overall service quality.
One of the advantages of working in a community where alcohol has been so harmful for so long
is that the problems tend to be more visible, acknowledged and therefore easier to address. That
having been said, FASD is still a highly stigmatised issue, and there are many natural sensitivities in
addressing it openly.
This presentation shows some of the lessons learned in the process of implementing this project:
strategies used, challenges encountered, successes experienced and implications/visions for the
future. It will showcase examples of successful community engagement strategies, including youth
arts’ activities (DVD, slideshows and animations).
FASD is truly the ‘elephant in the room’ in Australia, and we are decades behind other developed
countries in terms of recognition, research, diagnosis and intervention in the area. On the plus side,
the Barkly region – and the Northern Territory – has a tremendous opportunity now to join Western
Australia in leading Australia into a more positive era of confronting and effectively dealing with FASD.

What Types of Care Processes Improved During CQI Participation? Learnings from a
Large-scale Primary Health Care CQI Dataset
Veronica Matthews, Gill Schierhout, Ross Bailie
Menzies School of Health Research

The ABCD National Research Partnership is a CQI research collaborative between health services,
policymakers and researchers aiming to improve primary health care systems in Aboriginal and Torres
Strait Islander communities. Participating health services provide de-identified audit data from the CQI
program One21seventy. The benefits of this collaboration are many-fold. While a single organisation can
learn from their own data, having a larger pool of health centres allows for exploration of how service
provision varies in different settings and which contextual factors affect quality of care.
This presentation provides national analysis of the data from Aboriginal and Torres Strait Islander primary
care centres participating for three or more years. Information on adherence to guideline-scheduled care
was extracted from clinical audits, including 756 women who had received antenatal care; 1448 patients
receiving care for T2 diabetes and 1091 adults eligible for preventive services. For each year of participation,
we calculated the proportion of eligible individuals who received guideline-indicated care processes and
then constructed aggregate scores. Means, variances and per cent distribution were calculated.
There are wide variations in adherence to guidelines with some showing improvement between
years 1 and 3 and others not. For example, for maternal care (for first and third year of participation):
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scheduled laboratory tests (65%, 73%), indicated medication (16%, 29%), scheduled physical exams
(8%, 12%), history taking (13%, 13%), and counselling/education (5%, 5%). The patterns of adherence
to guidelines for different patient groups will be described, and we will discuss the implications of
these findings for strengthening of primary care systems.

Using the One21seventy CQI Tools to Effect Change in Practice and Health Outcomes:
A Team Approach
Estrella Muñoz
Department of Health NT

In July 2010, the NT CQI team started to take shape, and the first Department of Health CQI facilitator
was employed. Concurrently, the use of the One21seventy quality improvement tools was embraced
with intention to use in all Department remote health centres.
As one of the first CQI facilitators to be employed in Central Australia, I had the opportunity to be one
of the first to implement these tools. I covered 11 communities with populations varying between 80
and 700 people. Six of the health centres in these communities are now in their second One21seventy
cycle; that is, they have completed two sets of audits, two rounds of system assessment and planning
and are in the process of implementing their second action plan. The remaining five clinics are
still in the process of implementing and reviewing their first action plan. The program has been
implemented using a team approach with support staff in town and those in the health centre
working together in this program.
The second round of auditing has enabled these health centres to monitor change in service provision,
as well as health outcomes, and to reflect on what has worked and what has not. In particular, the
data shows that there has been a marked improvement in the HbA1c levels of people with diabetes.
This presentation will utilise the aggregate data for these communities, and show differences
emerging between the two audits.

Does this Model Work for Our Mob? Investigating the Effectiveness of a CQI Model in
South Australia
Jo Newham1, Gill Schierhout2, David Scrimgeour3, Ross Bailie2
University of South Australia, 2Menzies School of Health Research, 3Aboriginal Health Council of South Australia

1
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High levels of chronic disease, workforce and funding issues are some of the major challenges facing
South Australian (SA) primary health care (PHC) centres in delivering high-quality care. Modern CQI
models offer health centre staff a ‘road map’ for improving health centre systems, quality of care and
health outcomes.

As participants in the ABCD National Research Partnership, 16 centres are being supported to
implement a CQI model and to participate in a regionally relevant research project that supports the
process of embedding CQI in every day practice. An important focus of the research in SA is about
how the model is working and what effect it is having.
Still in the consultation phase, the predominately qualitative SA research project has been setup to
answer these broad questions and has the following aims:
• to describe the diverse experiences of participating health centres using One21seventy
• to ascertain intended and unintended effects of participation in One21seventy, such as: what the
health centres do and change, how this change is achieved and what contextual factors influence
these changes.
Using a case study design, this project also draws on principles of realist evaluation and participatory
action research.
For most centres the recent uptake of the CQI model, One21seventy, has been a new yet
predominately positive experience. Drawing on the experience of health centre staff, early findings
include that the structured regional approach to implementation, which includes a CQI hubfacilitator role, has been important in achieving effective engagement.

More than Just Data: Challenges in delivering quality primary healthcare for Indigenous
youth
Annapurna Nori1, Stefanie Puszka2, Rebecca Piovesan1, Tricia Nagel2,3,4,5
Watto Purrunna Health Service, 2Menzies School of Health Research, 3Flinders University, 4James Cook University, 5Top End Mental Health Services

1

Indigenous youth have different healthcare needs to both their non-Indigenous counterparts and
Indigenous adults and children, with mental health, sexual health and alcohol and other drug
problems among the leading health concerns, yet Indigenous youth under-utilise health services
and engage with healthcare at later stages of illness and for shorter periods. There are barriers at
clinician- and systems-levels to engaging youth and delivering appropriate interventions.
The Y Health – Staying Deadly and Youth Health Audit projects are two action research collaborations
between health service providers, policymakers and researchers with a focus on quality in healthcare
for Indigenous youth (12–25 years). Both projects are developing tools to improve the quality of
primary health care for youth by:
• providing data on health service delivery to drive improvements in clinician self-efficacy
• improving health services’ engagement with Indigenous youth.
Initial literature reviews of evidence-based guidelines for Indigenous youth have confirmed claims
from youth and Indigenous advocacy groups that this is a neglected area. Current guidelines tend
to define youth as either children or adults and there is a lack of culturally validated, evidence-based
tools for providing brief interventions to this population. Variation in guidelines across jurisdictions is
an additional hurdle for establishing data parameters.
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However, challenges for service delivery to Indigenous youth extend beyond data. A lack of engagement
with clinicians and health services is a central issue. A key challenge for our projects will be to design
tools for improving assessment, documentation and engagement for use in diverse local contexts.

Quality in Medicines: The role of the pharmacist in CQI
Andrew Roberts1, Fran Vaughan2
Ngaanyatjarra Health Service, 2Centre for Remote Health

1

Pharmacists are an integral part of the health care team in Australia. Most Australians refer to a
pharmacist as their first contact for minor ailments and information about their chronic medications.
Pharmacists play an important role in the prevention of medication related adverse events across
the spectrum of primary health care and hospital services. Medicines are the most common health
therapy in Australia. Nationally, 9 out of 10 older Australians take at least one medicine in any twoweek period. Two to three per cent of admissions to hospital are medication-related and about half of
these are preventable and it has been estimated that even if not resulting in hospital admission, over
1.5 million Australians suffer from an adverse event from medicines each year. Pharmacists have been
shown to reduce the impact of these adverse events. Yet, remote and Indigenous communities have
little or no access to pharmacists.
This presentation will describe one Aboriginal Health Service that has employed two pharmacists.
We will detail some CQI activities related to medicines that have been implemented by these
pharmacists. Examples of the changes that have been made that have resulted in improved patient
care will be presented and include medicines reconciliation, coordination of discharge summaries and
discharge medicines, systems for ensuring a mobile population always have access to current and
correct medicines and reviews of how well protocols for medicine use are being used.

The Clinical Auditing Process – Lessons Learned from Manual Data Entry and its
Application in Future Integrated Systems
Barry Scrimshaw, Emily O’Connell
Menzies School of Health Research

The One21seventy database is a secure web-based reporting system that provides health centres with
information on their clinical services across a range of audit types. The process is completed through
the manual auditing of both paper based and electronic patient records. The audit and systems
assessment data is then entered into the secure website and the collated reports are generated.
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One of the advantages of a manual auditing process is that the auditor receives immediate insight
into the record systems and data quality supporting the clinical care functions of their health centre.
This is a valuable learning opportunity that goes beyond the mere generation of the end reports.

However, it is well recognised that manual auditing has its limitations. It is heavily resource
dependent and reports are normally extrapolated from a sample data set. Future developments in
the integration of systems will open up new opportunities to exploit automatic data auditing and
provide users with the ability to simply press a button to generate whole data set reports. These
developments will be flexible enough to provide feedback on the quality of the clinical data and
provide multiple levels of analysis on the information management systems. This can be explored
further by developing intelligent custom mapping of local data sets and building capabilities by
providing feedback in a meaningful way that does not compromise the learning experience.

Use of Quality Improvement Strategies to Address Endemic Rates of STI in Remote
Primary Health Care Services
Bronwyn Silver1, Debbie Taylor-Thomson1 Linda Garton2, Belinda Hengel3, Janet Knox2, Alice
Rumbold1,4, Skye McGregor2, Rebecca Guy2, John Kaldor2, James Ward2, on behalf of the STRIVE
Investigator Group
1
Menzies School of Health Research, 2The Kirby Institute, University of New South Wales, 3Apunipima Cape York Health Council, 4University
of Adelaide

Background: STRIVE is a cluster randomised trial designed to improve sexual health service delivery
for people living in remote Aboriginal and Torres Strait Islander communities across three jurisdictions
in Australia. The aim of STRIVE is to assess if a targeted quality improvement program can improve
sexually transmitted infection (STI) testing and management to a level sufficient to decrease
community prevalence. We describe main components and baseline data of the sexual health quality
improvement program.
Methods: The program was developed following a literature review and consultation with key
stakeholders to identify effective sexual health service delivery. Existing quality improvement tools
and processes shown to be effective at improving quality of care in other program areas in this
remote primary health care setting were adapted.
Results: The components of the sexual health quality improvement program were developed with a
focus on increasing STI testing and management. Components include: a dedicated trial coordinator,
upgraded patient information management systems, assessment of current clinical activities,
development of a tailored action plan, regular feedback to services of progress towards targets, user
friendly reports, and financial incentives for clinical episodes and health promotion grants. Services
identified the following areas of strength: clinical management of symptomatic and positive cases,
and an electronic PIMS in place. Conversely, identified gaps included community based education and
health promotion and local surveillance data.
Conclusion: The sexual health quality improvement program is currently being implemented in
participating primary health care services; its impact on the prevalence of bacterial STI will be
assessed over the next three years.
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Supporting Evidence-based Clinical Guidelines with Technology
Janet Struber
Flinders University

The development and implementation of evidence-based clinical guidelines is one of the most
promising and effective tools for improving quality of health care. Fit-for-purpose guidelines are
particularly important in remote practice where nurses and Aboriginal health workers often function
as autonomous practitioners, and visiting services are unfamiliar with the context.
But guidelines are only useful when they are up-to-date, and reviewing clinical guidelines can be
as time and resource intensive as creating them. Sustainability is a concern for the Remote Primary
Health Care Manuals, which are reviewed and updated by voluntary editorial groups—yet user
participation is a key to their success.
The producers of the CARPA Standard Treatment Manual, Women’s Business Manual, Clinical
Procedures Manual, and Medicines Book for Aboriginal Health Workers are dealing with these issues by:
• adopting a partnership model to streamline the review process and minimise duplication of
content and effort
• using a shared computer based Content Management System for electronic editing and
publication, and preparation for hard copy publication.
The benefits of using such technology include:
• structured content development and review processes
• increased participation by geographically isolated reviewers.
• audit trails that track changes
• context-sensitive cross-linking within and between publications.
Due to the innovative nature of this enterprise, the Project Team continues to work collaboratively with
the software vendors to ensure the Content Management System is fit-for-purpose, thus supporting the
development of a tool that could also assist others in the development and implementation of guidelines.

Improved Results Through Effective Systems, Innovative Approaches and Strong Leadership
Gail Wason
Mulungu Aboriginal Corporation

Through a range of innovative approaches and new systems we have increased the number of health
checks conducted annually per GP more than 10-fold since 2004. Levels of child health checks in the
community have significantly improved and are now at 91%.
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The introduction of a Wellness Centre to complement the clinic, dedicated days for health checks,
improved monitoring systems, outreach, appointment systems and strong engagement of health

workers are just some of the strategies that have proved effective. Certification against the ISO 9001
quality management systems standard in 2011 has also helped us drive improved systems and
monitoring of performance.
Mulungu’s vision is to provide ‘Life changing primary health care’ through comprehensive primary
health care services that respond to the physical, spiritual, cultural, and emotional and social wellbeing
needs of the community and empowers the community to manage their own health and wellbeing.
Mulungu has been a part of using QAIHC’s set of Indicators to inform us and to look at strategies to
help us make health improvement with our clients. We also participate in the APCC program which
has helped us to improve our approaches to health care.
Our programs and services include a GP Clinic, a Wellbeing team, Bringing Them Home counselling,
specialised health care for ‘mums and bubs’, and chronic disease management programs. With more
than 35 staff including 4 doctors (2.4 FTE), we currently have 2160 registered clients and through our
programs and services we support more than 2500 Indigenous Australians living in the region.

Benefits and Challenges of Implementation of a Continuous Quality Improvement
Process into Urban/Regional Primary Health Care Centres: A Reflection of Our
Experiences
Kirsty Wiseman, Daphne Toby
Queensland Health

Background: The West Moreton Health Service District, (previously known as Darling Downs – West
Moreton Health Service District) began the One21seventy audit process by selection and engagement
of possible sites (primarily based on Aboriginal population size). Training was then conducted for
health service staff prior to commencing the auditing process. Once the initial cycle of auditing for
each site was completed it became evident that some parts of the auditing tools were not compatible
with urban and regional sites. Despite this, the benefits of conducting this particular CQI process
outweigh these challenges.
Explanation/Body: This presentation will discuss four different sites across Darling Downs – West
Moreton Health Service geographical area. The sites selected are a good representation of the
different types of health services available in this area, including urban, regional, and institutional.
Information relating to each site will be displayed in table format of challenges and benefits.
Aims:
• highlight the benefits and the challenges of urban and regional implementation
• share our experiences
• increase awareness of One21seventy as a CQI possibility.
NOTE: Also a poster presentation.
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Eye Care is an Issue – Improving the Pathways of Care
Mitchell Anjou, Andrea Boudville, Hugh Taylor
The University of Melbourne

Indigenous adults suffer six times more blindness than other Australians, but 94% of this vision loss is
unnecessary being preventable or treatable. We have explored the barriers and solutions to close the
gap for Indigenous eye health. We have consulted widely, engaging over 500 people in 21 sites across
Australia. Semi-structured interviews, focus groups, meetings and stakeholder workshops were used.
Sites included community, private practice, hospital, non-government organisation and government
settings. We identified significant system changes required to improve Indigenous eye health.
The eye care pathways are complex with multiple appointments, practitioners and locations. Primary
health staff have the key role to initiate eye care. Good co-ordination of care and appropriate case
management of patients are essential for the successful navigation of the referral pathways. Effective
co-ordination enhances the quality of patient outcomes, increases practitioner satisfaction and
greatly improves efficiency. CQI measures are required in the activities of health services to ensure
outcome improvement and reduce the inefficiencies and waste through patient drop out from the
pathways of care. Primary care needs to build in population-based planning, to establish local service
directories and referral protocols, and to adopt nationally consistent measures of service quality
and outcomes. A self-audit tool for eye health would help improve services and facilitate continuous
improvement. We have made 42 separate but interlocked recommendations in the Roadmap to Close
the Gap for Vision.

Different Services – Varying Quality of Care: How PHC Services Can Improve Quality of
Care through CQI Research and Shared Learning
Cynthia Croft1, Veronica Matthews1, Gill Schierhout1, Jo Newham2, Stefanie Puzska1, Jacki Ward3,
Catherine Kennedy4, Ross Bailie1
1
Menzies School of Health Research, 2University of South Australia, 3Combined Universities Centre for Rural Health, 4Maari Ma Health
Aboriginal Corporation

Aboriginal and Torres Strait Islander primary health care is a world leader in its application of CQI across
States, Territories and regions. While in most settings, CQI is used to support improvement within
individual health services or health centres, the ABCD National Research Partnership adds a further
dimension to the potential for change through CQI – by bringing together service providers, policy
makers and researchers from five States/Territories in a combined effort to improve the quality of care.
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The ABCD National Research Partnership is a collaborative model of linkage and exchange that
provides a mechanism to engage partners from different levels of the primary care system (health
services, policymakers and researchers, including Aboriginal and Torres Strait Islander Community
Controlled Health Organisations) to bring about maximum change and enhanced value from the
application of CQI.

This poster outlines how the Partnership’s participatory approach supports these diverse stakeholders
to work together to identify priority research needs, to investigate differences in the quality of care
across services, and to identify and share effective strategies.
Regional structures of the Partnership combine local health service representation with academic and
policy expertise to build local capacity and focus the use of research to where it can best support local
efforts. The approach also strengthens the validity of research and capacity to address quality of care
issues in a holistic and culturally sensitive manner.
The ABCD National Research Partnership presents a number of opportunities and benefits for services
that go beyond local CQI efforts:
• a national network of Aboriginal and Torres Strait Islander PHC services to share knowledge and
experience and learn from research
• opportunity to drive research to address local priorities, build research skills and take part in all
aspects of research including design, implementation, interpretation and implementation
• direct engagement with policy makers and researchers with shared interests in improving the
quality of care.
Involvement in the Partnership contributes to development of the evidence base for large-scale
improvements including knowledge of factors underlying quality of care and effective strategies to
improve care.

Quality vs Quantity: Improving the Health of Aboriginal and Torres Strait Islanders with
Continuous Quality Improvement
Claire Kelly
Queensland Health

NOTE: Please see abstract for oral presentation, page 29.

Continuous Quality Improvement and Chronic Disease in Aboriginal and Torres Strait
Islander Communities
Claire Kelly
Queensland Health

NOTE: Please see abstract for oral presentation, page 30
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Improving the Quality of Diabetes Services: An Australian multidisciplinary primary
health care approach
Ru Kwedza1,2, Claire Kelly1, Samanthar Partridge1
Queensland Health, 2University of New South Wales

1

The main aim was to improve the quality of care delivered for patients diagnosed with type-2
diabetes using a CQI approach. Management of diabetes is delivered by multiple clinical disciplines
and enhanced by non-clinical support staff. A retrospective audit based on current evidence base
and best practice guidelines was conducted. Multiple disciplines were engaged, namely, Indigenous
health workers, nurses, doctors, administration and allied health in addition to managers. A clinical
audit based on clinical guidelines and local protocols on the quality of care was conducted. Following
data analysis, reports were developed and presented in several formats and modes to staff. Groups
were provided with a clinical interpretation of findings and guided in setting proactive evidence based
strategies (within scope of practice) to improve care. Solutions included a systematic and coordinated
and multidisciplinary approach to improving the management of clients with diabetes.
Examples of clinical improvements included increases over three years in:
• HbA1c 25.5% to 38.0%
• foot checks, 33% to 87%
• recording of BMI and self management goals (17% to 33%)
• brief interventions (nutrition, 57.3% to 66.4% and physical activity)
• continuity of care and coordination.
Results of achievements at both a clinic and regional level (20 services in ABCDE and over 50 services
in One21seventy) will be presented. The project resulted in greater teamwork and appreciation of the
role of multiple disciplines. Clinical improvements can be achieved within existing resources, when
staff is engaged throughout the initiative.

Secondary Prevention in Primary Health Care – A Key Strategy for the Future
Ru Kwedza1,2, Claire Kelly1, Samanthar Partridge1
Queensland Health, 2University of New South Wales

1

The current overwhelming burden of chronic disease in the Indigenous setting is well documented.
The health gap can be mainly attributed to preventable chronic illnesses and a large proportion of
the total burden of disease can be explained by risk factors that can be identified and tackled in
PHC. There was a need to address secondary prevention in a systematic and coordinated approach
using a CQI process (ABCD and One21seventy). Eligibility criteria included the exclusion of clients
with specified diagnosed chronic conditions. An audit based on clinical guidelines on assessing
biochemical markers and behavioural risk factors that lead to chronic illness care was conducted.
Following feedback and review of current practices, staff developed actions to improve the quality of
44

secondary prevention. A health check form based on current evidence and best practice provided a
decision support tool was found useful in supporting strategies for improvement.
Over three years the multiple improvements were achieved. Findings and improved testing and care
resulted in opportunities for early intervention prior to development of chronic illness.
We have learnt that improvements in the quality of secondary prevention are achievable. Early detection
and prevention will not only benefit clients, but will also achieve considerable cost savings for the health
care system.
Primary health care facilities must develop strategies to tackle the approaching tidal wave of chronic
illness and a focus on secondary prevention is a strategy that must be considered by both researchers
and policy makers. Over three years the multiple improvements were achieved, e.g.:
• improved evidence based activity
» oral health checks, 4% to 31%
» Pap smears conducted, 40% to 80%
» blood glucose level testing, 80% to 97%
•

improved documentation
» waist circumference measures, 20% to 28%
» smoking status, 46% to 61%.

Results of achievements at both a clinic and regional level will be presented. Findings and improved
testing and care resulted in opportunities for early intervention prior to development of chronic illness.

One21seventy Clinical Audit Tools and Protocol Review Process
Diana Mosca, Michael Howard, Kat Lonergan
Menzies School of Health Research

The One21seventy CQI cycle is designed to assist Indigenous primary health care centres to
better understand the quality of their health services and improve health outcomes through the
implementation of CQI processes.
One21seventy has developed a suite of clinical audit tools and protocols that are designed to measure
data collected from the participating health services. A range of automated reports is also available
to provide the health service with information on the quality of services being provided. If desired,
health centres can compare their results with other health services at cluster, State/Territory and
national benchmarks.
One21seventy audit tools and protocols are developed using national and State-based best practice
guidelines. Currently available One21seventy clinical audit tools include:
• acute rheumatic fever and rheumatic heart disease management
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•
•
•
•
•

child health
maternal health
mental health
preventive services
vascular and metabolic syndrome management.

One21seventy has established structures and processes for the annual review of all current audit
tools, protocols and reporting functions (‘tool reviews’). The objective is to ensure that One21seventy
audit tools are evidence based, in line with current best practice and generic enough to be utilised
nationally, as well as being applicable to local settings.
This poster defines and describes the steps and considerations involved in this process which includes:
• establishment of a working group
• selection criteria for working group members
• role of the working group
• criteria used to guide the refinement and development of tools/protocols/reporting functions.

Using Continuous Quality Improvement Techniques to Improve Health Promotion in
Indigenous Primary Health Care: Feasibility study and audit tool development
Nikki Percival, Lynette O’Donoghue, Ross Bailie
Menzies School of Health Research

Aim: Systematic CQI methods have been shown to be effective in improving processes, outcomes and
systems of health care. However, they have not been applied extensively in health promotion. Our
study developed and trialled a CQI intervention in health promotion and examined the feasibility of
this approach in four Indigenous primary health care centres in the Northern Territory.
Methods: Data were drawn from observations of CQI processes, interviews with health centre staff
and quality assessments of health promotion practice and health centre systems. Quantitative data
were analysed using descriptive before and after analyses. Qualitative data were themed according to
factors that facilitated and/or hindered CQI development and implementation.
Lessons learnt: The notion of evidence and performance measurement in health promotion and the
capacity of Indigenous primary health care centres to engage in health promotion and CQI processes
presented challenges for quality assessment. There was significant variation in individual staff
involvement in, and understanding of, health promotion. Poorly organised health centre systems
for health promotion further inhibited practice quality. Our participatory approach enabled health
centre staff to develop a better understanding of health promotion, to identify the strengths and
weaknesses in health centre systems and develop strategies for improvement.
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Outcomes: The CQI intervention has supported a systematic assessment of the quality of health
promotion practice and state of system development to support health promotion practice. It has

been used to inform the development of a health promotion audit tool and a systems assessment
tool to support quality improvement in Indigenous primary health care.

Health Promotion Continuous Quality Improvement Tools
Nikki Percival, Lynette O’Donoghue, Alison Laycock
Menzies School of Health Research

Our project has produced evidence based CQI tools and resources and made them available to services
through One21seventy, a CQI system developed specifically to support high quality comprehensive
primary health care for Aboriginal and Torres Strait Islander people. Based on research findings,
practice guidelines and stakeholder consultation, the One21seventy health promotion tools have been
tested in Aboriginal and Torres Strait Islander settings to ensure they are practical and user-friendly.
The health promotion audit tool is structured around five widely accepted elements of good health
promotion practice. Data about each element are collected to provide a picture of the scope and
quality of health promotion. The health promotion systems assessment tool is structured around four
system components that influence the delivery and quality of health promotion. Each component is
scored using a facilitated team process. Data entry into the One21seventy secure web based reporting
system generates a collated report including graphs, tables and descriptive text ready for local data
interpretation. With each completed CQI cycle, the report shows changes in the quality of health
promotion and system development over time.
A protocol and facilitation guide, report interpretation guide, templates for CQI goal setting and
action planning, and recommended resources for health promotion planning, practice and evaluation
support staff undertaking CQI in health promotion.
The health promotion CQI tools will enable service providers to systematically describe and assess
how well activities and projects align with good practice, assess how well organisational systems
are functioning, and plan how to improve systems that support good practice in health promotion.
Outcomes can include strengthened health promotion delivered more effectively.

Benefits and Challenges of Implementation of a Continuous Quality Improvement
Process into Urban/Regional Primary Health Care Centres: A Reflection of Our
Experiences
Kirsty Wiseman, Daphne Toby
Queensland Health

NOTE: Please see abstract for oral presentation, page 41.
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Chair: Cynthia Croft

Bernadette Eaton, Eva Williams & Tracey Parkes,
NT Department of Health

Catherine Malla & Leonie Williams,
Anyinginyi Health Aboriginal Corporation

Housekeeping

Using CQI to influence clinical practice

Claire Kelly, Queensland Health

Marilyn Lyford, The George Institute for Global
Health

Drinking for two

Quality vs quantity: Improving the health of
Aboriginal and Torres Strait Islanders with
continuous quality Improvement

ELLERY ROOM D
Approaches to quality (cont'd)

Aboriginal Community Controlled Health Services
– Paving the way in cardiovascular disease
management

Drum Atweme

Launch of One21seventy Quality Improvement Tools in Health Promotion: Ross Bailie, Nikki Percival

Poster Presentation Awards

Dinner in MACDONNELL ROOM: entertainment by Kevin Kropinyeri and Catherine Satour & band

18:30–18:50

18:50–19:10

19:10–19:30

19:45

EVENING PROGRAM — GHAN FOYER

FREE TIME: 16:30–18:00

16:15–16:30

16:00 –16:15

15:45 –16:00

ELLERY ROOM A
Research into action (cont'd)

DAY 1 MONDAY 14 MAY cont'd
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Chair: Jenny Hains

Housekeeping

MACDONNELL ROOMS A AND B
Workshop (cont'd)
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Morning coffee and tea

Welcome and Housekeeping

Ross Bailie
Menzies School of Health Research

Tony Lembke
Australian Primary Care Collaborative Program

08:00–08:30

08:30–08:35

08:35–09:00

09:00–09:30

PLENARY, MACDONNELL ROOM

DAY 2 TUESDAY 15 MAY

Collaborating to implement quality improvement in primary care:
Using data to drive quality improvement – The National Collaborative
Experience

Revisiting first principles: Applying CQI at all levels of the health system

Lisa Whop, Master of Ceremonies

‘CQI for everyday and everybody’ | ALICE SPRINGS 14–15 MAY 2012

THE LOWITJA INSTITUTE NATIONAL CONFERENCE
on Continuous Quality Improvement (CQI) in Aboriginal
and Torres Strait Islander Primary Health Care

55

10:15–10:30

10:00–10:15

09:45–10:00

09:30–09:45

09:30–10:30

Andrew Roberts, Ngaanyatjarra Health Service

Trevor Lord, National E-Health Transition
Authority (NEHTA)

Launching a national e-health record

Barry Scrimshaw & Emily O'Connell,
One21seventy, Menzies School of Health Research

MORNING TEA 10:30–11:00 — GHAN FOYER

Quality in medicine: The role of the pharmacist in
CQI

Andrea Boudville & Mitchell Anjou, University of
Melbourne

The clinical auditing process – lessons learned
from manual data entry and its application in
future integrated systems

Janet Struber, Flinders University

Janet Kelly, Flinders University

CQI in primary health care to improve eye care

Supporting evidence-based clinical guidelines
with technology

Developing Aboriginal patient journey mapping
tools: Managing two worlds together for CQI

Melissa Boag, Victorian Department of Health

Mary Belfrage, Victorian Aboriginal Health Service

Ideal for middle managers/CQI quality
managers and people interpreting and
presenting data to management and the
community

Christine Connors, NT Department of Health

This goes with that… Making sense of your audit
data (interactive)

Chair: Alison Laycock

Chair: Jenny Brands

The Victorian Aboriginal Health Promotions and
Chronic Care (AHPACC): CQI as a partnership
between Aboriginal and mainstream services

MACDONNELL ROOMS A AND B
Workshop

ELLERY ROOM D
IT to support quality of care

Using a quality improvement framework to
develop a care pathway for patients following an
acute cardiac event

Chair: Louise Patel

ELLERY ROOM A
Improving the patient journey using quality
improvement

DAY 2 TUESDAY 15 MAY cont'd
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11:30–11:45

11:00–11:30

11:00–12:30

Claire Johansson, Wurli Wurlinjang
Aboriginal Health Service

Innovations through illustrations

Bec Gooley, Menzies School of
Health Research

Consumer perspectives of care
quality in Indigenous primary health
care

A. Consumer engagement

Chair: Jenny Brands

ELLERY ROOM A
A. Consumer engagement
B. CQI in urban & rural settings

DAY 2 TUESDAY 15 MAY cont'd

Gail Wason, Mulungu Aboriginal
Corporation

Improved results through effective
systems, innovative approaches and
strong leadership

11:30–11:50

Dallas Leon, Queensland Aboriginal
and Islander Health Council (QAIHC)

Ideal for people
implementing health
promotion program,
and interested in using
systematic approaches to
improving the quality of
health promotion

Lyn O’Donoghue, Nikki Percival
& Alison Laycock, Menzies
School of Health Research

Using an audit tool to assess
and guide improvements in
health promotion quality
(interactive)

Chair: Diana Mosca

Chair: Jenny Hains

Collaboratives from an Affiliate
perspective

MACDONNELL ROOM A
Workshop

ELLERY ROOM D
Experiences of Collaboratives
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Sandra Angus & Marilyn Wise,
Centre for Health Equity Training
Research and Evaluation (CHETRE),
University of New South Wales

Experiences of CQI in Aboriginal
and Torres Strait Islander primary
health care – what has been
learned and what is needed for the
future? (interactive)

Chair: Niall Johnson

MACDONNELL ROOM B
Workshop
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12:15–12:30

12:00–12:15

11:45–12:00

Todd R. Heard, Hunter New England
Area Health Service

Improving the cultural
appropriateness of general practice
for Aboriginal patients, a pilot
project in rural NSW

Anna Cooney, Inala Indigenous
Health Service

Closing the Gap (CTG) using CQI in
an urban Indigenous clinic

Peter Larter, South-Eastern
Melbourne Medicare Local

How can general practice improve?
Tangible results through a CQI
program in Outer Urban Melbourne

B. CQI in urban & rural settings

(cont'd)

ELLERY ROOM A
C. Consumer engagement
D. CQI in urban & rural settings

DAY 2 TUESDAY 15 MAY cont'd

(cont'd)

(cont'd)

Q&A

Kerry Copley, Aboriginal Medical
Services Alliance of the Northern
Territory (AMSANT)

NT collaborative experience

11:50–12:15

MACDONNELL ROOM A
Workshop

ELLERY ROOM D
Experiences of Collaboratives
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(cont'd)

MACDONNELL ROOM B
Workshop
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13:30–15:00

13:30–15:00

Kerry Copley & Louise Patel,
Aboriginal Medical Services Alliance
of the Northern Territory (AMSANT)

Stefanie Puszka, Annapurna Nori &
Rebecca Piovesan, Menzies School
of Health Research

Kirsty Wiseman & Daphne Toby,
West Moreton Health Service District

Benefits and challenges of
implementation of a CQI process into
urban/regional primary health care
centres: A reflection of our experiences

Claire Kelly, Queensland Health

CQI and chronic disease in
Aboriginal and Torres Strait Islander
communities

Using a Plan-Do-Study-Act (PDSA)
cycle for quality improvement
(interactive)

Chair: Dallas Leon

Chair: Melissa Roberts

More than just data: Challenges in
delivering quality primary health
care for Indigenous youth

ELLERY ROOM D
Workshop

Ideal for middle managers

Jenny Hains & Sue Ferguson-Hill,
One21seventy, Menzies School
of Health Research

Evaluating the health of your
health centre: CQI using
the One21Seventy Systems
Assessment Tool (interactive)

Chair: Anthony Carter

MACDONNELL ROOM A
Workshop

LUNCH 12:30–13:30 — GHAN FOYER

ELLERY ROOM A
Café style presentations

DAY 2 TUESDAY 15 MAY cont'd
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Evelien Rosens, Veronica
Matthews, Cynthia Croft & Gill
Schierhout, Menzies School of
Health Research

Christine Connors, NT Department
of Health

Motivation through inspiration:
Sharing CQI success stories
(interactive)

Chair: Lyn O'Donoghue

MACDONNELL ROOM B
Workshop

59

Guest appearence

Stephanie Bell

Housekeeping and evaluations

15:30–16:00

16:00–16:15

16:15–16:30

PLENARY, MACDONNELL ROOM

Conference Scholarship Presentation

Jacqueline D’Arcy, Central Australian
Aboriginal Congress

Achieving sustained change in a
large Aboriginal Medical Service
using both systems and individual
approaches to attain allergy
documentation

(cont'd)

ELLERY ROOM A
Café style presentations

DAY 2 TUESDAY 15 MAY cont'd
MACDONNELL ROOM A
Workshop

Closing remarks

AFTERNOON TEA 15:00–15:30 — GHAN FOYER

ELLERY ROOM D
Workshop
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MACDONNELL ROOM B
Workshop
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