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Executive Summary

This report provides advice to tl@ommonwealttDepartment of Healtl{the Department)
about the relevance and potential shape of a national framework for Continuous Quality
Improvement (CQI) iAboriginal and Torres Straitasderprimary health cardPHC).

Consultations carried out in this project showed thiae timelydevelopment ofa national
CQI fameworkfor improved PHC for Aboriginal and Torres Strait Islander peogss
widely supported by all stakeholder groupkey also showed thabased on Australian
and international evidengesuch a frameworkould be useful in supporting efficiency and
continued development of CQI efforts Aboriginal and Torres Strait Islander PHC

The reportidentifies key principles thiashould underpin the development of a national
CQlframeworkin this area componentghat might be includegdand recommendations
abouttimeframes, resourcing and stakeholder engagenimaly to lead to improved
quality of care and health outcomes for étiginal and Torres Strait Islander people

Project objectives

TheDepartmentcommissioned this projed¢hrough opentendertoPA RSY G A F& 0 NN ¢
enablers in improvement and assess, develop and refine systems and capacity to support
improved Primary ehlth Care for Aboriginal and Torres Strait Islandi8 2 L}Tiea Q

tender specified that the project include CQI across the PHC systelnding Aboriginal

and Torres Strait Islander Health Organisations (ACCBt&s} and territory-run PHC

servicesand privately runGeneral Practicewith significant numbers of Aboriginal or

Torres Strait Islander patients.

The tender outlined two potential stages of work. Stage 1, the current project, required a

series of consultations and a synthesis and analys&Q activity and evidenéB(i 2 S E LI 2 NE
system wide national, regional and local enablers, barriers and linkages relevant to the
development of a national CQI framewatrPepending on the findings and

recommendations of Stage 1, the Department would decidhether to proceed with

Stage 2the development of a national CQI framework for Aboriginal and Torres Strait

Islander PHC.

Approach

The project was conducted by the Lowitja Institute with a team that included members
from its research and community @agisation partners, including the National Aboriginal
Community ControlledHealthOrganisation (NACCHO) and Affiliates in each jurisdiction.

This report brings together information from a range of sources:

1 national and international evidence about what ke in CQI

1 CAQIlactivityin Aboriginal and Torres Strait Islander PHC

1 perspectivef key stakeholders gathered through a serie$oofr regional
workshops, targeted consultationstakeholder interviews ana national workshop

More than 150 peoplevere nvolved in the stakeholder consultations, includmgny
practitioners and othefrontline staff, policy makerand leaders whdavehelped build
the Aboriginal and Torres Strait Islander PEIQI &ort over the past 1Q15 years.

Recommendations for a 1
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What isConinuous Qually Improvement?

CQlis a way of working that supports frontline health care staff to get on with the business
of providing good quality care. It helps staff identify aethovebarriers to good care such

as poor systems or red tape. CQI is not a-ofiestage of improvement, but continuous
cycles that can eventually build into a servieeel or systerrwide culture of improvement.

The core of CQIl is a simple, practical process of usiognation and analysiat the

health service or practice level to undéand the quality of care that clients are receiving,
working to improve thoselementsthat are notworking as well as they might, and
measuring change

Why is it important?

International and Australian evidence shows there is ofiezatvariation betveen health
services in the quality of care they proviti&* That means many cliento not receivethe
guality of carerecommended in evidenebased guidelinesCQI helps health services
improve the quality of care they provide with the specific purpotenproving the health
of the population.

PHC services that deliver care primarilyAworiginal and Torres Strait Islander Australians
are at the forefront of applying CQI in Australian PHC. These efforts phamwising

results: those kalth servicesn jurisdictions that have had lorigrm and largescale CQI
programsdemonstratebetter performance on key indicators qfiality PHC This is
consistentwith evidence oimproved delivery oPHC servicas association with sustained
commitment to CQI iboriginal and Torres Strait Islander P¥C.

It is difficult toquantifythe costs and benefits associated with ¢@$ with most complex
interventions where there may be multiple influences on any change. CQI covers a diverse
range of activitiesandlocal context and implementation are critical its impact*°

However this close relationship with the local context makes CQI an appropriate tool for
addressing the wide variation in capability and practice that exisiHiGservices™

Why a national famework?

The Aboriginal and Torres Strait Islander PHC CQI effort has been driven from frontline
services up, with increasingly mature leadership by the ACCHO sector and often in
partnership with research institutions. Government investment (at nationdl a
state/territory levels) has been unevenly spread over time and place. As a result, the
uptake of CQI in Aboriginal and Torres Strait Islander PHC is at various levels of
development across Australia and across individual services. It is timely toeasid
national framework that could improve coordination, build efficiencies into the Aboriginal
and Torres Strait Islander PHC CQI efforts being conducted across Australia, and provide
guidance about where effort and investment is likely to achieve the tessilts.

What anational framework might look like

Frameworks can take different forms, depending on their purpose. In health care,
frameworks can help to guide the support and enhancement of clinical services by
mapping out key areas of interest arouad issue, and the relationships between them;
clarify key terms to increase shared understanding; identify key partners and their roles;
and guide policy development.

2 Recommendations for a
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A national framework for CQI in Aboriginal and Torres Strait Islander PHC might include:

1 the intended outcomes of the CQI effort (improved Aboriginal and Torres Strait
Islander health outcome®xpressed a a clear and compelling vision

1 alogic model indicating how the CQI effort will contribute to that outcome (by
ensuring ongoing improvemeim the overall quality of PHC for Aboriginal and
Torres Strait Islander peopéeross the PHC systgém

1 systemwide building blocks or components that are integral to effective &QI
health service leve(for example, information systems that support thee of data
for CQI; leadership for CQI; networks, resources and enatf€zg))

9 articulation of roles, functions anidtended outcome®f CQlat various levels of the
health system (national, jurisdictional, regional, health service level)

1 timeframes thd recognise the longerm, incremental change and ongoing nature of
CQJand

1 an implementation plan.

Recommendations

Based on the national and international evidence and consultations with key stakeholders
the project team makes the following recommendatso

Recommendation 1The Department should proceed with supporting the development
of a national CQI framework for Aboriginal and Torres Strait Islander PHC.
Development and implementation of the framework should take into account the
guiding principlesnd specific recommendations identified through this project. These
reflect the concerns of key stakeholder groups, and are informed by international
SOARSYOS |02dziil WoKIFEG 62N aQ Ay &adzll}R2 NI Ay 3
Recommendation 2An implementation planfor the framework should be developedTlo
ensure that the framework takes effect, it needs to be supported by an implementation
plan including the identification of resources across the PHC system (not only within
Aboriginal and Torres Strait Islanedesgnated funding).

Recommendation 3All key stakeholders should be engaged in the development of the
framework and implementation planA useful early step could be the development of
I WY2RSt 27T O teoyy Arfe/OrlogicNdatlwilBel Milsdéce
assumptions from different stakeholder groups about the medium and longer term
outcomes expected, and how these outcomes might be achieved. The consultations and
evidence review informing this report have begun this process.

Recommendation 4The inplementation of the framework should also include a
rigorous and usefumonitoring and evaluation processA formative or developmental
evaluation could run alongside the framework development and implementation and
assist with reatime refinement and impovement.

Recommendatiorb: Successful implementation of a national framework will require
adzLILI2 NI aeaidsSya FyR OGA@AGASEAa G2 3INRg (KS
(Recommendationg-9 cover specific components of support that may be required)
co-ordinated and multlevel CQI approach, including support systems and activities at
regional/jurisdictional and national levels will help to addremtified barriers to CQI.

A multiHlevel CQI approach is also is a key mechanism through which servicdswar
capacity can be supported to improve quality of care and address variation.

Recommendations for a 3
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Recommendatiort: Development and implementation of a national CQI framework
aK2dzZ R GF 1S F waeadsSya I|LIWINRFOKQ (2 0GKAYT]A
blocks of spport for CQI link up and interact witlone anotherc in order to optimise
synergies and minimise potential negative effects.

Recommendatior: Foster leadership and support networks for CQI at all levels of the
system Support networks should be evidenbased, linked up with one another,
accountable, and¢oordinated, and their functioning regularly reviewed.

RecommendatiorB: Build the capacity of front line services to undertake CQI including
through training in CQI, use of data systems for improvemesmdd managing and
leading change. Ensure workforce engagement in CQI is supported by the broader
system

Recommendatiorf: Enhancecoordination and governance mechanisms of clinical
information systems to support CQI.

1 Recognise that quality use of clinigaflormation systems is an essential component
of a CQI framework, not separate from it.

1 Enhance coordination and governance of investment in clinical information systems
to support CQI. This will achieve:
o efficiency in expenditure
0 better data quality
o improved linkage of indicators and CQI tools to clinical guidelines and best
practice
0 better dissemination of local innovations to harness technology

1 Acknowledge that data for CQIl is data for action and not for accountability. This will
drive:
0 best practicecare
o improved planning at local and regional levels
o closer relationships with research teams
1 Any use of data must value CQI models and change management tools

RecommendationlO: Develop longe#term strategies for aligning CQI with other quality
initiatives including accreditation, service governance, agxisting andemerging
national policies and plans in Aboriginal and Torres Strait Islandealth and the PHC
system as a whole.

Recommendationll: Ensure there is a focus on tailoring strategies ancgegaches to
meet the needs of health services at differing levels of devaiognt in relation to CQI
recognisng that health services are at different points in their quality journey

Principles
The key principles identified in this report (refer Recomnegiah 1) are:
1. Build on momentum already established in CQI and learn from past experience.

2. Focus on strengthening enablers to CQt imposing specific models or standard
approaches

3. Identify what cultural capability means for CQI: embed cultural safety
Aboriginal and Torres Strait Islander perspectives on health and health care into all
levels of the framework. This has implications for the scope of PHC covered by a
framework.

4 Recommendations for a
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4. A collaborative approactedl by the ACCHO sector, for best practice PHC fo
Aboriginal and Torres Strait Islander people across the PHC system.

5. Support the principle of flexibility of use of CQI tools and approaches (and
indicators) with health services supported to use tabist are a good fit for their
needs and context.

6. CQIin Aboriginal and Torres Strait Islander PHC requires sustained commitment
and a national CQI framework needs alByear timeframe.

Conclusion

The key recommendation of thigport is that the Department should develop a national
frameworkfor CQIlin Abariginal and Torres Strait IslandeHCWith a clear focus on
supporting frontline services to improve the quality of PHC for Aboriginal and Torres Strait
Islander people wherever they receive care, a national systéte CQIl framework for
Aboriginal androrres Strait Islander PHGuld contribute to closing the health gap
between Aboriginal and Torres Strait Islander people and the general Australian
population. Implementation of a framework as outlined in this report will also support a
better national understanding of the quality of PHC delivered to Aboriginal and Torres
Strait Islander people, and the factors that enhance quality of care. A framework would
also enable more opportunities for using data for improvement at different levels of the
system This isa process that requires adequate time to build a culture of improvement at
all levels of the system, andquiresclear agreements with data providers about the way
in which data are used, and the purpose of use.

Recommendations for a 5
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1. Introduction

Project objectives

The Commonwealth Department of Health (the Departmeoatnmissioned this project

through opentendertdPA RSY GAFe& o6F NNASNER FYyR Sylof SNA A
develop and refine systems and capacity to support improved Primary Health Care for

Aborigind YR ¢ 2 NNB & { i(NheitehdetfactisbdypREMinh ACERQStar®la Q

in other organisations with significant numbers of Aboriginal or Torres Strait Islander

patients.

The tender outlined two potential stages of work. Stage 1, the current prajeguired a

synthesis and analysis of CQI activity and evidéhde2 SELJX 2NB 428aiGSY 6ARS
regional and local enablers, barriers and linkages relevant to the development of a

national CQI framework"* Depending on the findings and recommendatiaisStage 1,

the Department would decide whether to proceed with Stagéh2 development of a

national CQI framework.

Frameworks can take different forms, depending on their purpose. Frameworks have
different uses in health caréor example, frameworks carepresent and define key

factors of interest and theiinterplay and interdependence, identify key partners, guide
policy developmentand guide the support and enhancement of clinical services (Annex 1
provides a brief discussion of the use of framevgoirk health care). This report provides
advice to the Department about potential advantages (and disadvantages) of developing a
national CQI framework in Aboriginal and Torres Strait Islander PHC. The report identifies
general principles for a framework drsuggests recommended components for
development, should the Department decide to proceed to the development of a
framework.

Approach

The project was conducted by the Lowitja Institute with a team that included members
from its research and community agisation partners, including the National Aboriginal
Community ControlledHealthOrganisation (NACCHO) and Affiliates in each jurisdiction.

Thisreport brings together information from a range of sources:

1 national and international evidence about what ks in CQI
1 CQI activity in Aboriginal and Torres Strait Islander PHC CQI

1 perspectives of key stakeholders gathered through a seriésunfregional
workshops, targeted consultations, stakeholder interviews and a national workshop.

More than 150 people werinvolved in the stakeholder consultations, including many
practitioners and other frontline staff, policy makers and leaders who have helped build
the Aboriginal and Torres Strait Island®diC CQI effort over the pastdl® years.

Theproject was managk by the Lowitja Institute and was overseen by a Steering
Committee with broad representation across major stakeholder groups (membership list in
acknowledgmenpages of this repoijt

The project was conducted between 15 May 2014 and 31 July 2014. Teamstof vork
were undertaken concurrently:

6 Recommendations for a
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9 areview of available Australian and international evidence about CQI models of
support, and of current CQI activity in Aboriginal and Torres Strait Islander PHC. The
evidence review focused on understanding tlvege of CQI underway across the
PHC system and barriers and enablers to supporting CQI at scale.

1 aconsultation and communication stream involving a serie®of regional
workshops, targeted consultations (NACCHO Summit\andQl Steering
Committee), shkeholder interviews and a national workshop.

Four fullday regional workshopsere held, involving total of 117 representatives across
different stakeholder groups (Figuré. A further 3x40 people participated in two
supplementary workshops of 18 hoursluration, held athe NACCHGummit and as
part of aNorthern TerritoryCQI Steering Committee meetirtgx people who had been
unable to attend the workshops were interviewed by phowéorkshops were facilitated
by independent Aboriginal facilitatpKate Kelleher

The workshop invitations, sample agenda and-ading supplied for the regional
consultations are included i\ppendices 2 and 3. A full list of participants in the
workshops is provided in Appendix 7.

Several broad areas of recommenitet in relation to a CQI framework for Aboriginal and
Torres Strait Islander PHC were developed based on key themes identified in regional
workshops. A project team stdroup @mall writing tean@ further identified possible
implications of the outcomesfaegional consultations, and the project as a whole, in a
faceto-face workshop held in the NACCHO offices on 22 July 2014.

A final national workshop was held on 23 July 2014 in Canberra to present outcomes of the
regional consultations and to discussdamefine the emerging recommendations
(participant representation shown in Figure 2)

International and Australian evidence relevant to wide scale CQI and the key themes were
synthessed together with the workshop outcomes. These formed the basis of the
recommendationsf the project.

Recommendations for a 7
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Figure 1: Representation at regional workshops (n =117
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Figure 2: Representation at national workshop=40)
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Caveats

In the timdrame for this project, it has not been possible to fully scope the extent of CQI
related activity (including Affiliate activity) and CQI support provided by other major
initiatives. The evidence review should be regarded as indicative only, noting that some
important aspects of activity may have been missed. This limitation is countessiie
extent by the participation of all major stakeholders either as part of the project team, or
on the Steering Committee.

Also owing to project timeframes, the regional consultations and national workshop were
scheduled wittrelatively short notice. Tie may have meant that some key stakeholders
were unable to attend, and their views may have been missed. This risk was mitigated by
inviting stakeholders to provide feedback through individual interviews, written responses,
and if unable to attend a work®p closest to them, to elect to attend one of the other
regional workshops.

Definitions of CQI

The Department provided a working definition of CQI in the Tender documentdtion
this project, which was used as a starting point to stimulate discussiatisgithe
consultations.

CQl is an important component in identifying gaps and generating improvement to
support best clinical practice in PHC. It is an ongoing internal process at the service
level that includes the collation and analysis of accurateely, deidentified patient

data, to identify needs/gaps by measuring activity against an agreed set of regional or
national benchmarks

CQIprograms are part of a broader set of activities and initiatives that operate under the
ol YYSNI 27F Wlodatpfove ihé dverall gelvery df health care. In the Australian
PHGsector these include CQI, accreditation, and national reportinghag&ey

performance indicators.

Internationally it has been suggested that three characteristics distinguish CQofinem
quality activities:

1 systematic data guided activities

1 designing with local conditions in mind

q iterative development and testintf

Structure of this report
The remainder of this report is structured inet following main sections:

1 Section 2 provids a brief overview of CQI efforts to improve PHC for Aboriginal and
Torres Strait Islander people, including a description of models and approacties,
a broad brush stroke of activity in the different jurisdictions

1 Section 3 presents a synthesis oéthvidence from the project consultations and
from the review of the literature in relation to a national CQI framework for
Aboriginal and Torres Strait Islander PHC. This includes evidence (and
recommendations flowing from the evidence) related to:

o what aframework could offer and why a fram@rk might be considered
useful
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o quiding principles that reflect stakeholder concerns about the conditions
under which a national framework would be most benefitialront-line
service delivery

0 core components of whais needed tesupport CQI to improve services
1 Section 4 presents an overall summary of recommendations and conclusions.
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2. Overviewof CQI toSupport ImprovedPrimary Health Caréor
Aboriginal and Torres Strait Islandé&teople

This section provides awverviewof the policy context relating to CQI in Aboriginal and
Torres Strait Islander PHC, and an ovenoé®@QI activitiegand largescale CQI initiatives
in the Australian PHC system.

Policycontext

There has been substantial experience with quafitprovement in PHC in Australia. In the
Aboriginal and Torres Strait Islander PHC sector, funding for quality improvement was first
provided to ACCHOs in 2002 through the introduction of the Continuous Improvement
Projectsts This funding supported 13 seces to identify, implement and monitor changes
in service systems and processes using a continuous improvement approach to service
development.Developmental and operended rather than prescriptive in their approach
to CQI, these projects pioneered thevddopment and use of quality improvement
initiatives at the service level. Experimentation with quality improvement programs
expandedrapidly andhas be&omepart of a much broader focus on qualityth the
introduction of a variety of policy initiatives drprograms aimed at improving the quality
and performance of PHC services. These initiatives include:

i accreditation

1 financial incentive payments to general practices and ACCHOs and other services to
improve adherence to best practice for certain services

1 improving complaints mechanisms

1 establishing the Australian Commission on Safety and Quality in Health Care
(ACSQHC)

1 strengthening accountability of health care providers through the introduction of a
National Health Performance Framework, and nationayé#s for Aboriginal and
Torres Strait Islander health and the Closing the Gap (CtG) Strategy

At the regional level, efforts to improve quality of services for particular populations have
also progressed through the development of regional bodies in rtrais and Aboriginal

and Torres Strait Islander health, and through integrated purchasing and provision
arrangements in the Primary Health Care Access Program to expand delivery and improve
regional planning for services to Aboriginal populations. Eftorstrengthen capacity of

PHC through support for systems development and workforce capacity building are also
evident.

At the service level, these initiatives have been accompanied by developments in the use
of electronic records for quality improvemeahd service reporting purposgsutomated

data extraction toolsandrapid changes in the way that data reporting and collection
arrangements for Commonwealth funded programs are supported and linked to national
key performance indicators (nkKgPunder thenational Aboriginal and Torres Strait Islander
Health Performance Framework. There h@asy beenconcern about the reporting burden

on PHC services in the ACCHO segtbe reporting burden being seen to stem from
multiple funding sources with differemeporting and accountability requirements.

Recent developments in automated data extraction were in part intended to help
ameliorate this burden.
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Despite increasing interest in CQI, access to funding and other resources to support CQI at
local leves has been uneven across the PHC system with some services investing
significant effort and energy while othedsoppedbehind with limited capacity to engage

in theseactivities. The uneven development of CQI across the PHC system, and the
variation in qualiy of PHC services for Aboriginal and Torres Strait Islander people is a
central issue for a potential national CQI framework and will be returned to at various
points in thsreport.

Performance reporting versus CQI

At the policy level, these quality iratives have different origins and purposes and use a
variety of mechanisms to achieve improvemént there is a lack of clarity about the
differences and what might be required to operatiosaland link themAs shown in

Figure3, performance reporting ad quality improvement initiatives can be seen as
operating along a continuum. While each use performance indicators, measurement and
benchmarking techniques to identify variation in performance, they have different
philosophicabasesand use data in diffrent ways to promote service provider behaviour
change and improvement.

Figure 3: Key differences between performance reporting and CQI

Performance cqQl

reporting {E———

Performance Indicators
Benchmarking

Cal
Performance reporting Internal control
External contral * Dataare used as atool for
= Ranking dialogue for quality
= League Tables * Optindatasharing
= Highlytechnical statistical * Informal benchmarking
methods

= PDOSA, tools & change
management processes

«  Payment for performance *  EKEnowledge as its own rn?-n:-'a rd

= Earned autonomy (reduced * Development opportunities
reporting requirements) *  Multidisciplinary improvement

*  Competitive access to funds Lol

=  Precision

*  Consortiums for governance to

*  Report cards A
A maximise use of performance
*  Publishing performance data information forquality

Source: Gardner and Silattpe 2014 (adapted from Freem&002

On the left of the spectrum, performance reportisgstems are externally driven systems

that use league tables to rank and report on levels of service performance, linking these to
rewards and sanctions, and culminating in public reporting and report cards. CQI systems
on the other hand are internally dren systems that use more informal benchmarking and
other metrics (including qualitative reporting by consumers) to make comparisons
descriptively. Data are used as a starting point for engaging stakeholders in dialogue about
guality and to generate insighinto practice. CQI systems focus on building infrastructure
and providing tools to support CQI activity and service improvement, and in many
circumstances involve consortia of stakeholders working together to improve'tare.
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Although there can be somaverlap, hese different purposes have implications for the
types of data required, the choice of methods used for analysis and the types of
infrastructure needed to support and promote behaviour change.

International evidence suggests thatgifferent apaches can be effective under certain
O2YyRAGAZ2Yy A 0dzi SELISNRARSYOS RBALESYWHFRNII S0 SOk
performance reporting systems may be associated with unintended consequences that

may undermine the very conditions required for impmyiquality'®*®

In ACCHOs, development of a national data platform together with electronic records,
automated data extraction software and national (and a number of #atatory based)
performance indicators have put into place the basic infrastruenaquired for reporting
individual service performance on these indicatqQ@and could in theory also contribute to
an enabling infrastructure for some elements of CQI activity in the ACCHO sector.
Development of data platforms and availability and usawtbmated data extraction
software in statéerritory -run PHC services, and@eneral Practicenore broadlyjs more
uneven.

The ACCHO sector provides services to large numbers of Aboriginal and Torres Strait
Islander people and groactive inthe devebpment and implementation of CQI models in

the Australian PHC environment. Emerging evidence suggests that these developments are
leading to improvements in the quality of care that exceed those provided by mainstream
General Practice

Large scale, lonterm initiatives

This section describes a number of large scale and long term initiatives that function
nationally and are in use in Aboriginal and Torres Strait Islander PHC sevessl

jurisdictions. In the following section, CQI activity is descriloe each jurisdiction. To

avoid repetition, the initiatives used across multiple jurisdictions are briefly described here.

The three nationainitiativesusedacross severalirisdictions in Aboriginal and Torres
Strait Islander PH&re:

1 the AustralianPrimary Care CollaborativéaPCL
1 Healthy for Life

1 One2lseventynd its earlier iterations, Audit and Best Practice for Chronic Disease
andits Extension program (ABCD/E).

There are some similarities across these initiatives. Each program has a set of cor
components that include indicator sets; some form of training (fieacéace or online);

Wt Db-Study! O@EMDBAcycles (rapid or annual); facilitation (external or internafda
data information platform that enables services to shareidientified data. They use
quality indicators, audit and feedback of information, action planning and other change
management processes within PDSA cycles to evaluate performance and make
improvements in service delivery. Table 1 summarisgsskements of these thelarge
scale initiatives.

Many services consulted for this project reported using a combination of the strategies
outlined in these major initiatives. Health services and support agencies also adapt tools
and resources from these and other CQI modelfddocally or regionally relevant and
useful. This is illustrated in the overview of CQI actiwtjurisdictions below.
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Table 1: Large scale and long term CQI initiatives in use across multiple jurisdictions

Australian Primary Care Collaboratives (ABQ@ainstream practices and Aboriginal health
services across Australia 20@=urrent

Aims
To use the Breakthrough series collaborative methodology, creating a structut@ich teams
can learn from each other and recognised experts in selected topasa

Strategies
1 The identification and development of Collaborative topics which focus on key health
priorities and closing the gap between evidence and practice
1 System change on national scale by encouraging teams to innovate and devise local
solutions b a common aim using rapid PDSA cycles and other improvement methods
9 Capacity building and training to support sustainab@lamongst teamstearning
workshopsexpertreference panels
Measurement system to monitor improvements (uniform national data set)
Compensated protected time for participants
Audit tools and indicators
Data collected through the Pen Clinical Audit Tool.

= =4 -4 -4

Scope

Reported in the literadzNBS | NB Mo Wg | c20815an1,1853riumb®rS now highar p
approx. 1800 in total) health§ NIJA OS&a | ONR&a ! dzali N} f Al 27
focused on prevention, appointment waiting times, selinagement, diabetes, heart disease a
COPD¢ KS Wg I @S aQ -liinifed, Rith &az2h heah sérkic¥ Garticipating for a limited
period of time.

Current Funding

Commonwealth Department of Health; fdéer-service for additional services considered out of
scope.

Evaluation
External evaluations conducted in 2009 and 2011; not publically available.

Heathy for Life, announced in 2C&;2006 budget, commenced reporting in 2007

Aims
To improve the quality of life for people with a chronic condition and, over time, reduce the
incidences of adult chronic disease. Focus on availability of maternal and child health care;

prevention,earh RS G SOGA2Y YR YIFYyIFI3SYSyid 2F OKNERY
long term health outcomes and increase workforce capacity through a scholarship scheme.

Strategies
1 Support infrastructure included encouraging sites to appoint a quality improvement
facilitator who is then supported by the program with networking, orientation and traini
and written resources; support was also provided by (then) OATSIH state and territory
officers. Prior to 2011, support to services through SCARF p(ajectlaboation between
AIHW and MenzieSchool of Health Reseaich
1 QI support infrastructure developddcluding regional meetings, national conferences,
servicelevel support for data quality, individualised reports and national comparison dg
1 Data reporting though nKPIs and other online service reporting (e.g. OSCAR)
f Cdzy RAy3 41 a4 LINPOARSR FT2NJ o20K /[ vUWKH SR
approach.
Audit tools/Indicators
Healthy for Life indicators (whiéhformed the development of theKPIs).

Sope
In 2013, 100 services in Sites (See TabRfor 2014 breakdown by jurisdiction). Sineeding for
the program has been rolled into base fundingm 2013;2014 onwardsthe extent to which
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Australian Primary Care Collaboratives (ARQ@ainstream practices and Aboriginal health
services across Australia 20@xurrent

regular CQI activities are being carried out at the seneéieel is unknown.

Current Funding
CommonwealttDepartment of Health.

Evaluation
Independent evaluation 2009.

One21lseventy, 201€urrent (previously ABCD 20Q2009)

Aims

To foster higkguality primary health care and better health outcomes for Abaagand Torres
Strait Islander people throughout Australia through support for CQI in everyday PHC practic
Practically, provides tools, training and service support to health services in using One21sey
tools (developed through ABCD projects reseanaijects ABCD 20Q2005; ABCDE 20§%009;
ABCD National Research Partnership 22024 and other tools) at a national scale.

Strategies
1 Annual PDSA cycles with data obtained from clinical file audits
1 Systems assessment (organisational systems to suppaiity of care)
1 Webbased data entry and reporting enables services to review data and compare to g
de-identified participating services
1 Service support to assist staff to interpret audit information, identify priority areas, set ¢
and develop aton plans (training, national help desk and other support on request)
1 Workforce training programs in CQI and in use of One21seventy toelglarmng, and a
web-based information portal
9 Subscribers invited to join ABCD Matl Research Partnership (2@2014) to contribute
data to a national database and identify local research priorities related to improvemer
Audit tools/Indicators
Tools and indicators to audit against best practice clinical guidelines across the scope of clir]
care for: chronic diease (diabetes, CHD, hypertension, renal disease); maternal health care;
health care, preventive services; mental health; rheumatic heart disease; health promotion;
health; sexual health. Tool for assessing consumer perceptions of the afaittyonic care
provided is being tested for release. All tools regularly reviewed by expert panels including
practitioners in the field.

Scope
1 ABCD (20G22005): 12 health centres in NT involved in action research
1 ABCDE (20@2009): 69 health centres tdgpart in a research project to trial large scale
implementation, plus 60 additional services used ABCD tools outside of the research
project. Participating services mainly from NT, Far West NSW, WA and North QId
1 One2lseventy: Subscriber numbers vary dirae (total 280+ sites since 2009, 128 sites
mid-2014).(See Tabl@ for 2014 breakdown by jurisdiction.)
Current Funding
Operational funding througHirect fee-for-service contracts with health centres or managemer
structures (e.g. state departmentdg health). Original program and ongoing tool development
predominantly funded through research grants.

Evaluation
No independent external evaluation of One21seventy, though included in NT CQI evaluatiorn
major CQI tool in use in the NT). Annual coso satisfaction surveys.
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Other national initiativesor infrastructure that maysupport CQI

The nKPIs and the OCHREstreams data platform are also important elements that might
underpin CQI effort. While the stated aims of these initiatives includ@axagor local CQI
effort, they have not been included in the Table.

The nKPIs are reported through the Australian Institute of Health and We¢AHHV)
which has responsibility to manage, analyse, and report informatadiected as part of
the nKPIsFrom June 2012, nKPI data have been collesbechonthly and participation is
mandatory for Aboriginal and Torres Strait Islander organisations funded by the Australian
Government (~200). Reports for individual health seivare provided and the first
national report was released May2014.The AIHW undertakes extensive data
improvement processes with individual services to ensure the accuracy of data being
submitted This is an iterative procesfisat can take some time buesultsin
improvements in e overall quality of the data. The AIHW provideslysed,
individualised reports back to servicéervices caralsoimmediately access the
unanalysed data they have recorded in OCHREStreams, whiekhlegpotential to be
used for CQI activities at thservice level.

Finally, with an overarching role at a system level, iISABSQHG government agency

that leads and coordinates national improvements in safety and quality in health care
FONR&AA ! dzA G NI £ Al © obddBatinghafiohald@piovengn@an qualyN) A Yy
of care for Aboriginal patients specifically, has to date been fairly limited. However,

following the introduction of the National Safety and Quality Health Service Standards, and
assessment against these Standards in the acute sestine work has commenced to

improwve quality of care for Aboriginal people within mainstream services. This initiative
AYGiSYyRa (2 RSGSN¥YAYS WGKS |INBlLa 2F 3INBlFGSai
to support mainstream health services toplement culturally appropriate safety systems

and quality services.

Overviewof CQI actiity by jurisdiction

This sectiorprovides an overview of CQI support models in each jurisdiction; an outline of
the CQI programs currently in use; and suggested stexts for each jurisdiction. The
information maynot be mmplete, as the project scope did not include a survey of PHC
services. However the overvidallustratesthe extent to whichdifferent jurisdictions have
taken up CQI, and patrticularly the differemays inwhich Affiliates have provideand
continue to provide support to member services in improving the quality of PHC for
Aboriginal and Torres Strait Islander people.

A summary overview illustrating the wide variation in the extent of participatioGQI
between the different jurisdictions, and the types of CQI initiatives used, is provided in
Table 2

16 Recommendations for a
National CQI Framework for Aboriginal and Torres Stiaitder Primary Health Care



Table 2 Summary of reported use of various CQI initiatives in each state/territory, July 2014

ACT NT NSW Qld SA Vic Tas WA
. . 13 14 . 1 11
Healthy for Life | 1 ACCHO ii:tle;ervmesq 2'86 Ssiteer\sl)lces services | services i‘;;;;rvmes Y service | services (8
(6 sites) | (9 sites) (3 siteg | sites)
5
ACCHOs
7 ACCHOs (2¢ (8sites) | 1 ACCHO éﬁﬁggos
One21lseventy sites) 5_0 NT | 5ACCHOs| 5Qld ACCHOs| (4 sites) and 1 WA
DOH sites Hith Gov
HHSDs
(27 sitey
APCCACCHOs
over the life of 11 17 17 4 7 7
the program)
Achieving
Diabetes Action | 2 1 PHC 2 PHC 2
& Collaborative | ACCHOs 5 ACCHOs service services | ACCHOs 3 ACCHOs
Change
7080
NT CQ participants
Collaboratives each
workshop
All 22
QAIHC ACE ACCHOs
Program 1 RFDS
& 8 GPs
. Multi-
Rapid PDSA faceted
cycles/ own tailored
models/ 1 ACCHQ varies ol varies varies 27 ACCHOs varies
Multifaceted Support to
CQI approach members
Aboriginal
workforce 7 workshops
training in CQI
Chronic
condition
management All NT Gov
(traffic light
system)
Torpedo 4 10
Project 12 ACCHOs ACCHOs
SQUID CQI 8
program ACCHOs
Various PHand 6+ Al
research varies varies ACCHOS varies ACCHOs| Varies varies
programs
11 sites
IA'.".P ACC CQl (ACCHOs and
nitiative
other)
Practice Health 9 ACCHOS
Atlas
WA CClI project 6 ACCHOs
WA AOD Sector
Quality Unknown
Framework
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Australian Capital Terrary

The Australian Capital Territory (ACT) is home to an estimal&y &\boriginal and Torres
Strait Islandepeoples®?* The NACCHG@ffiliate in the ACTWinnunga Nimmityjah
Aboriginal Health Servig®Vinnunga) is also the major service provider tbaiginal and
Torres Strait Islander peoplin addition, thereare anumber of General Practices where
Aboriginal and Torres Strait Islander people access PtH€ ACT.

CQI support models, programs and related initiatives in ACT

Winnunga has implemente@QI activities integrated with clinical governance. This is led
by the Executive Director of Clinical Services. The service has a data officer, and support
and leadership for quality improvemer# also provided by thBublic Health Medical

Officer PHMQ® / vL A& T NBERNESHSIR N&LRRIMASYHaf,y WYRI O
board and management identify where improvement is needed, and data are then
requested and used in CQI cycles workingaasimprovement. CQI has been ustd
improve care deliverin immunisation, diabetes management, Medicare income, patient
flow, health checks, chronic disease management, mental health, prison health, keeping
up to date with guidelines, use of practice health atlases, and ensuring gGalitnuing
ProfessionaDevelopmentand teachingor health professionaldnternal research (by
trainees and students) is also used as a fofr@QI to inform chang&Vinnunga

participatesin the Achieving Diabetes Action and Collaborative Change $udyge
randomsed contolled trial testing a collaborative style CQI mgdahd the Talking about

the Smoke$xoject (which provides client and staff feedback to the service which is used
for reflection and improvement

Future directions

Winnunga will continue to use multipleethods of CQland isplanning a more formalised
framework for ongoing internal program evaluation.

New South Wales

There are an estimate®08,364Aboriginaland Torres Strait Islandgeople living ifNew
South WalesNSW, comprisingB1 per cent of thetotal Aboriginal population in
Australia®® NSW hashe larges$ Aboriginal population of any state oeftritory.

The NACCHO Affiliate in NSW, the Aboriginal Health and Medical Research Council
(AH&MRC) provides support to approximately 50 member oggdioins across the state,
including around 40 ACCHOs that deliver a comprehensive range of PHC services, and 10
Aboriginal Community Controlled Health Related Services that deliver speladlist

services to Aboriginal communities, such as drug and aleehabilitation and aged care.
AH&MRC member services are located in urban, inner and outer regional and remote
areas of NSW. Aboriginal people in NSW also a¢dd€ihrough the privateGeneral
Practicesector, as well as through a range of other sera@imangements including via
Divisions and Medicare Locals.

CQI support models, programs and related initiatives in NSW

The AH&MRC has developed and refined a model of tailored support to member ACCHOs
aiming to build capacity and improve the quality of carel services. C@élated

approaches have been used by the AH&MRC since 2006, to support ACCHOs in building

their systems to enhance chronic disease prevention and management. Activities such as

regional workshops, targeted upskilling, developing and sujopy the use of tools and
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resources, supporting peer learningportunities, and providing tailor support, were
associated with a doubling in the uptake of adult health checks at the NSW population
level between 2007 and 2008.

In 2009, the AH&MRC provideailored support to five NSW member ACCHOs

participating in a mainstream APCC wave in 2009, and evaluated the appropriateness of

the APCC model for NSW ACCHOs. Key findings of this evaluation were that while ACCHOs
found elements of the APCC model usgthkre were limitations relating to it having been
developed as aainstream General Practiceodel. Participating ACCHOs required more

and different support with implementation, and expressed strong preferences for a more
flexible and ACCHO tailored appch.

From 2011 until June 2014, the AH&MRC built on earlier experience to develop and
implement a multifaceted program of CQI support and capacity building in the NSW
ACCHO sector supported by NSW Government funding. AH&MRC CQI Program activities
includel training and tailored, targeted support for ACCHOs on patient information
management systems and data extraction tools, as well as CQI approaches, tools and
models of good practice. These were delivered through visits to health services, local and
regioral workshops, and several statgde events. Other program elements included a
small scholarship scheme for ACCHO staff, and the development and piloting of an
accredited training package. Member ACCHOs were supported to develop and use a
Practice Health #fas report, a tool used in mainstrea@eneral Practicand Divisions that
provides collated data on specific aspects of chronic disease management and Medicare
billing.

The AH&MRC CQI Program also developed a website to enhance access to CQI tools and
resources, and collected ten ACCHO CQI success stories and published them as a booklet
and DVD, available on the website. Other AH&MRC CQI Program activities and outputs
included a literature review about indicators and their uses, and a reporstdta-wide

meeting about data governance. The AH&MRC CQI Program also worked to encourage the
integration of CQI approaches into other AH&MRC programs of support, through upskilling
within AH&MRC about CQI approaches, and contributing CQI expertise and input, for
example in the development of a toolkit to support ACCHOSs with their tobacco resistance
FYR O2yiNRf STF2NIaAP ¢KS !'lgaw/ |faz2z K2aGSR
2 K4 ¢62NJ & ¥F°2aNd adzitign® maeying im A0@dtEfacilitate discussio

about CQI concepts within the ACCHO sector.

The AH&MRC is involved in several research collaborations focused on CQI support for
ACCHOs including:
1 eye health: Brien Holden Vision Institute and Vision CRC partners
1 cardiovascular disease: George Insttaind others involved in Health
Tracker/TORPED@&Nd
1 sexual health: Kirby Institute and others.
The AH&MRC PHMO has provided clinical leadership for AH&MRC CQI activities, and

ACCHO clinicians, includi@gneral Practitioners§P3, nurses andboriginalHealth
Workershave been involved in all of AH&MRC CQI program activities.

Maari Ma Health Aboriginal Corporation provides PHC services to Aboriginal people across
a large area of far west NSW including a number of remote towns and communities. Maatri
Ma has had a long involvement in various formal and less formal CQI initiditeesi Ma
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used the ABCD CQI program mame years, and the Kanyini vascular risk assessment tool

(as part of a CQI cycle) for approximatiéhe years. The organisation currentlpes not

KIS Ay@2t @SYSyid 6AGK  F2N¥IFE /vL LINRBINI Y
experience in CQlI, is using CQI approaches to address problems that arise in the service/s

It is also exploring use of the nKPIs #imel Queensland Aboriginal and Tosr&trait

Islander Health Counc@AIHQcore indicators as part of CQI (see below).

At Maari Ma, it was felt that engagement of clinicians in CQI was facilitated by use of the
Kanyini audit tool because of the vatadd that it provided to GPs in relatido the ability

to drill down to individual patients and offer decision support (in comparison to sample
based auditing). The aggregate data generated through the use of the tool could still be
used (by the service) as part of a CQI procdss exampleto suggest and test
improvemens in broader systems and orgaati®n of care.

Table3: CQI activity in Aboriginal and Torres Strait Islander PHC in NSW

CQI model/approach Number of NSW | Duration; comment
used services
AH&MRC CQI Program All ACCHOs Multifaceted program of support and capacity

building delivered by the AH&MRC from 201
to June 2014

APCC (tailored to ACCHO 5 ACCHOs 2009;0ther ACCHOs participate in mainstrea

context)t APCC data collection

ABCD/E CQI progrﬁm 6 2005;2012; cordinated andsupported by
Maari Ma in Far West NSW

One21seventy 5 ACCHOs Varying time periodg 5 are current paying
subscribers as of January 2014

Healthy forLife 16 services in 8 sites ir|

NSW

Other related programs using QI approaches

Healthtracker/TORPEDO* 12 ACCHOs Varying time periods; NSW ACCHOs support
by AH&MRC and the George Institute

Vision CRC CQI research 6 ACCHOs Brien Holden Vision Institute is working with

projects AH&MRC and other partners, including 6

ACCHOs to develop and pilot indicatorsl @an
CQI toolkit to improve vision care

Various sexual health CQI Multiple ACCHOs Kirby Institute, AH&MRC working on various

research projects research projects using a CQIl approach arou
STIs and sexual health

Achieving Diabetes Action ang 1ACCHO Randomised controlled tria national,

CollaborativeChange* includes one service in NSW

* supported by the affiliate
& supported by regional hub codinator funded through research grants
+supported by national infrastructure (fee for service)

In NSW, paitipation in Healthy for Life has in some cases been through consortium
arrangements which have helped to foatisethe linkages between health services. For
example the Bila Muuji Upper Sector consortiumnorthern NSW included four services

who were ateady pat of a regional network of ACCKHCknown as Bila Muuji) thatet bi-
monthly to identify and address shared issues impacting on Aboriginal communities in
rural andremote NSW Data from 2009 suggested that a notable gap in reach of the
Healthy for Life program is isydney showingthat with one exception (a new Round 3

site) therewere no Healthy for Lifesites funded in Sydney, the lllawarra, Newcastle or the
CentralCoast of NSW a region that isiome to over 15er cent2 ¥ | dzaAbdiginal A | Q&
and Torres Strait Islandg@opulation.
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Data systems and management

Primary health care services in NSW use a range of diffexatignt InformationRecall
SystemsRIR$ The majority use Medical Director with PracSoft or Communicare, with a
trend towards more services using Communicare over recent years. Specialist ACCHOs
have different information systems and indicators that reflect their different areas of focus.

The AH&MRC has provided and continued to provide significant levels of support to
membea ACCHOs around PIRS, including around buildiogmation TechnologyiT)
infrastructure, support for changing PIRSteyss, as well as training dPEN Systems
Clinical Audit Tool (PENCARH supporting the collection of nKPI data. The AH&MRC
literature review about indicators and their uses, and the report of the statewide meeting
about data governance, were each prepared to provide an evidence base to inform the
development of indicator sets for NSW ACCHOs to use for CQI.

Maari Ma recently startedhree-monthly extraction of QAIHC indicators, and is planning to
find ways to use them in CQI. This is through a regimte database maintained by the
Royal Flying Doctor Service (RFDS) with their base in Brokdrhelflubset of data

relevant to the MaarMa services is approximated by client postle. The QAIHC

indicators were chosen because the data extraction teallready accessible within
PENCAT, and these indicators have been designed as relevant to Aboriginal and Torres
Strait Islander health.

Future directions

1 Identify resources to continue the multifaceted program of work that was being
undertaken through the AH&MRC CQbgram; NSW government funding for this
program ceased in June 2014.

1 Should resources be able to be identified, current kimig about possible future
directions for AH&MRC CQI activities toe

o ontinue to develop and deliver a tailored and flexible multifaceted
program of CQI support to NSW ACCHOs that is designed and responsive to
their needs and preferences and integrateith other support activities

o0 Build capacity within the AH&MRC and develop systems more broadly, to
enhance the collation, sharing and use of available and new sources of
health information and data by and for ACCHOs for quality improvement
purposes

o Conthue to collaborate within NSW and nationally within the sector and
with other stakeholders to: develop and document ACCHO models of CQI;
develop and use indicator sets for CQI purposes around topics that are
priorities for ACCHOs and Aboriginal communjtéesl to develop and
share tools and resources for effective CQI within the sector and more
broadly.

Northern Territory

The NT is home to an estimated,881 Aboriginal and Torres Strait Islander people,
comprising 3@er centof the total population of tle NT, and 1@er centof all Aboriginal
and Torres Strait Islander people in Austrdifa.

The Aboriginal Medical Services Alliance Northern Terri®JANTprovides support to
approximately 25 member organisations. The majority of these servicas asy remote
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or remote areas. The NT Department of HegRiT DOHis also a large provider of PHC
services to Aboriginal and Torres Strait Islander people. Most PHC accessed by Aboriginal
and Torres Strait Islander people in the NT is through the AGEEtGr and PHC services

run by the NTDOH

Unlike some other jurisdictions, the private General Practice sector in the NT does not play
a significant role in providing PHC to Aboriginal and Torres Strait Islander people.

CQI support model in the NT

The NThasan established support model for CQI in Aboriginal and Torres Strait Islander
PHC. This CQI support model (tHg CQI Strate@is ledoy AMSANT, wich employs two
program coordinators to oversee implementation. These coordinators work with a téam o
CQlI facilitators who are employed by health services to drive CQI activity across the NT.
The overall goal of the CQI Strategy is to build a consistent app(akodit with

considerable flexibility about how CQI is implemented on the ground) to CQisaitre NT
Aboriginal PHC sector (both ACCHOs and NT Governmedt support sustainable,

long term service improvement and improved health outcomes in the Aboriginal
population. Governance of the NT CQI Strategy is through a steering committee that
reports to the NT Aboriginal Health Forum. A key component of the strategy is the use of
clinical data to inform and drive quality improvement activity. There is a focus on shared
learning, working with the whole team and systems thinking.

Components of the W CQI Strategy include:

1 Consistent approach
Based on PDSA cyatempletion of cycledinical guidelines & best practice standards
using CQI tools (One21seventy; SECA; NT AHKPI; nKPI)

1 Team approach
Effective and functional teams; trained in and using &iproach; CQI part of
S @S NE 2 yaBdelarifiedh jolsdescriptions

1 Support
Training, coachinglevelop and maintain CQI skills; building a learning culture;
encouragement/reinforcement; dedicated CQI roles; tailored suppadapability of
PHC,; flexile ¢ support and implementation

1 Systematic use of data
Collection and use of reliable data; identify problems and/or opportunities; set
priorities; evaluate outcome; data sharing throughout the NT

1 Governance
Clinical, corporate (monitoring, evaluating pmmance); CQI model; accreditation; risk
management; quality and safety

1 Leadership and accountability
Organisational priority and commitment; embedded CQI; understanding roles and
responsibilities at all levels; leadership to reinforce CQI approach; euttadtiievels of
PHC; NT Aboriginal Health Forum

1 Aboriginal engagement
Patient centred; consumer inpattwo-way communication; building CQI skills and
competence in Aboriginal workforce; Boards/advisory committees; CQI steering
committee membership
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9 Structured information sharing
Regular feedback; share information/learnings on improvements; research translation
and knowledge sharing; national linkages

1 Resources
Human resources; finance; tools; protected time for CQI activity; information
technology; clircal information systems

CQI programs and related initiatives in the NT

The NT C(@rategy Evaluatiors2 described a range of different CQI activities used in the
case study sites participating in the evaluation. The key finding was that different sites
used different CQI tools and approaches. For example, some siteOns@dseventy

tools in conjunction with interpretation ahe Northern Territory Aboriginal Health Key
Performance Indicatord\TAHKP$) or nKPI reports, some used nagerf SR WYY A Oe Of
which comprised managers interrogating their oelectronic PIR® gather data on a

specific issue, rather than a comprehensive audit process. Another case study site had
adapted elements of ABCD CQI tools, and developed their own audit tools usinitpa Si
processThese findings demonstrate thaté ability to tailor approaches to local context is

a factor in successful COT CQI programs and resources used in the Aboriginal and Torres
Strait Islander PHC system in the NT are shown in Rapfeting that this may not be a
complete list.

NT participation in Healthy for Life has tended to have less emphasis on consortium
arrangements than some other jurisdictiogsvith only one Healthy for Life consortium in
the NT Healthy for Life sites havesal tended to be engaged in other CQI activities over
the years, including the ABCD CQI progfaimdividual services have also been involved in
APCC waves at various times.

The NTDOH, AMSANT and individual ACChid® had a long involvement witand
commitment to, CQI.This has included active partnership in CQI research, thriargh
exampleABCD/E participatorgction research projects (20§2009), and in the ABCD CQI
National Resarch Partnership Project (2042014).
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Table4: CQI activity in Aborigial and Torres Strait IslandéPHC in the NT

CQI model/approach | Number of NT

. Duration; comment
used services

Rapid PDSA cycles, and

- Varies Varies
health service own models
+ 7.ACCHOS covering 26 Varying timeperiodsg these numbers current
One21lseventy sites and 50 NT ; ;
. paying subscribers as of August 2014
Government sites
Healthy for Life 11 services in 9 sités Varying time periods depending on Rounds

All Services in the NT arg
invited to participate in
CQlI collaborative sessions* | CQ Cdlaboratives with
(AMSANT hosted) around 7@80
participants at each
workshop

SeverNT Wide CQI Collaborative workshops
over the @st 4 yearsThreeRegional QI
Collaboratives

Building CQI knowledge, skil
and confidence in Aboriginal| All
workforce*

7 CQI Skills tmming workshops have been
delivered for Aboriginal workforce

Other related programs using QI approaches

201ZXpresent; draws automated extraction of
data from PCISHe electronic clinical

Chronic conditions All NT Government PHC information system used by NT government

management model/ traffic - services) to report quarterly on a suite of

X services - - i i

light system clinical performance indicators, including
NTAHKPIs and provide support for conducting
PDSA cycles

Achieving Diabetes Action 5 ACCHOS Randonised controlled trialg national includes

and Collaborative Cinge 5 PHC services in the NT

Other PHC intervention
researchprojects using a CQ| Most services
approach

Examples includsexual health, rheumatic
heart disease, decision support and diabetes

* supported by the NT CQI Strategy;
+supported by national infrastructure (fee for service);
A reported in 2009 evaluation

Data systems and management

There is some consistency WiHRS acroghe NT¢ most government sites use PQi8th
two government ges in East Arnhem using Communicare), and most ACCHOs use
Communicare.

The NT has developed a common data platform in the NTAHK$d46 0f15 clinical

indicators currentlyin use and seven Qualitative Indicators not reported on foliyna
Reporting aginstNTAHKPIsommenced in 2009. This reporting is valued by regional
maragers, as they provide a broagijstemwide view, including statbased services and
ACCHOs. They are also used ‘Whadfic light systenGby regional management in NOOH

(see Tald above). At health service level they tend to be used along with other CQI tools
asthey aregenerally considered too narrow on their own to guide improvement.

Future directions for the NT CQI strategy

1 Ongoing identification and implementation of effacti strategies to further embed
CQI at all levels of the PHC system.

1 Continue to support the CQI activity of NT PHC services, building their expertise and
capacity to identify local improvement priorities and implement improvement
strategies.
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1 Ensure all PE services have access to appropriate training, CQI tools and support to
enable them to achieve their CQI goals.

1 Support the development of effective processes to effectively engage communities
and clientsn two-way feedback.

1 Clearly articulated progranegic that defines short, medium anong term
outcomes of the CQlmaitegy.
2 KAfald GKSNB Aa y2 WwW2yS aAxil S FAada FffQ | LILIN
implementation could inform other jurisdictions embarkiog support initiatives for vde-
scale CQIl. Mechanisms to enable cxossdictional learning should be supported.

Queensland

Queensland has the second largest number of Aboriginal and Torres Strait Islander people
of any jurisdiction in Australia. It is home to an estimated,288 Aooriginal and Torres

Strait Islander people, comprising @8r centof the Aboriginal population in Australia, and

4.2 per centof people in Queenslantf*

TheQAIHGrovides support to its approximately 28 member organisations, including 22
organisatims providing PHC medical services. Queensland Department of Health is also a
large provider of PHC services to Aboriginal and Torres Strait Islander people, with
approximately 100 PHC services having significant proportions of Aboriginal and Torres
Straitlslander people in their client populations. The private General Practice sector also
plays some role in PHC provision to Aboriginal people in Queensland.

CQI support models in Queensland

There are a number of different CQI support models that have begaldeed and
adapted for different purposes in Queensland.

QAIH®Q Achieving Clinical Excellence (A@Bjram is an extension of the Queensland

Close the Gap Collaboratiwghichbegan as an APCC Collaborative waa9i;2011

and then continued with QAIC leadership, support and continued use of the

Improvement Foundation QiConnect portal. TAfliate-led support model has enabled
ACCHO#m Queensland, together with 4 mainstream general practices, 1 RFDS site and an
independent NGO clinic, to systenelly collect performance dat@levant topatient

access and delivery on key clinicate’

The ACE program assists clinical teams to improve clinical outcomes and enhance their
clinical care delivery. Data provide an overview of:

1 access to the service

9 service performance on best practice care

1 health status of user patients

1 gaps and areathat require changes strategic planning
The infrastructure developed allows services to connect to the QAIHC pages or module in
the QiConnecyportal, in orderto monitor the effectiveness of the changes they implement
in care delivery through CQI cycles. This information platform allows monthly electronic
extraction, transmission, analysis and graphic display of clinical data with the ability to

compare deidentified data with other services and practices as both time trends and
benchmarked. The program is governedthy QAIHC Lead Clinician Group.
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The ACE prograincludes

a model for improvement and change management principles
leadership, set standards and target

workshops dte visits, networkngvia teleconference, webinars
partnerships (Improvement Foundation, other PHC providers)

supported by a small suppoeam (CQI coordinatorsEEMR/systems support
officer; Data Management Officgr

= =4 =4 A4 A

Other support strates include:

1 data repository, with the following indicator sets storatQAIHGor all participating

services:
0 QAIHC Core Indicators

APCC measures

nKPIs

TORPEDO CVS indicators

Online Services Reports

0 Public Health Atlases

1 secondary use of datéoverviewof performance, @ographic Information System
work)

1 integratingand harnessing technolode.g. electronic medical records, electronic
decision support systems, CQI tools and portals)

1 research programs.

QAIHC has led a focus on several themes ibséwe year clinical CQIl journeyhese have
included challenging participant clinics to impraarvice/clinic access, health check
coverage, cardiac care, renal care, and maternal and child health.

¢KS !/ 9 LINE iNX¥lectendn the dat@éndsFdhe 22participant clinicsin
2010 the firstsixservices began sending datadkigh to QAIHC. By 2014 this had
increased to 22 participating clinics, regularly sending data covering just under 52,000
Aboriginaland Torres Strait Islandgatients, about30 per centof the Queensland
Aboriginal and Islander population. This coverage will increase further in late 2014 as
MMEXx becomes linked to tHeENCAT Examples of the sustained improvements made by
ACE participants are shown belawFigures ¢6.2

o O O O
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Figure5: Proportion of regular Indigenous adult patients with current health assessments

(performed in 2 years prior to data extraction) over time
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Figure6: Adults 15 to 54 years with a health check b, by clinic and by year (20%23)
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In the government healtlsector,the Queensland Government Chronic Disease Strategy
provided a program of support for statein PHC servicesith large Aboiginal and Torres

Strait Islander populationsThis included a state CQI coordinator and regional facilitators,

and fundingfor approximately 100 stateun PHGites(and ACCHOs if they choselse
One2lseventy. The statgide CQI initiative was largelgdistributed to the new Hospital

and Health ServiceHHSpreas from June 2013, and statgéde funding for One21seventy

ended. Five Queensland HHS areas, covering 27 sites, and five ACCHOs, have continued as
subscribers to One21seventy (as at August 2014

Various regional organisations provide support to ACCHOs forrC&ld{tion to, or
alongside support provided by QAIHC) as part of their general support role to member
services. Examples include

1 The Institute for Urban Aboriginal and Torres Straitrider Health (IUIHICQI work
with seven services in South East Queensland. IUIH employs PDSA cycles with health
service staff.

1 Apunipima Cap&ork Hedah Council also has a CQI culture embedded in their work
Most ACCHOs use local CQI framewddksexample those developed by the
Apunipima Cape York Health Council, and Goondir Health Ser&mesndix 5.

1 In additionmostservices have participated in many research programs over the
years that have a CQI component.

CQI programs and related initiative

CQI programs and resources used in the Aboriginal and Torres Strait Islander PHC system in
Queensland are shown in Talil€ noting that this may not be a complete list.
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Table5: CQI activity in Aboriginal and Torres Strait Islander RRIQueensland

CQI model/approach
used

Number of QLD
services

Duration; comment

QAIHQ ACE program

22call ACCHOs in
Queensland, plus 1 RFD
and 8 GPs

QAIHC staff; supports services to use a rang|
models and strategies to enhance best practi
care and comprehense PHC

One21seventy

5 stategrun services
covering 27 sites and 5
ACCHOs covering 8 site

Varying time periods these numbers
representcurrent paying subscribers as of
August 2014

Healthy for Life

13 services in 6 sites”

Other related programs

usin@I! approaches

TORPEDO ProjegAAbsolute

10 ACCHOS

QAIHC and the George Institute, supported

Cardiovascular risk
assessment tool (and
electronic decision support)*

implementation of a clinical decisiesupport
system and QI intervention (TORPEDO), to
improve guidelinerecommended screening fol
cardiovascular risk managemenpart of a
RCT with NSW

Achieving Diabetes Action 2 PHC services

and Collaborative Change*

WHGBaker IDtandomised controlled trialg
national includes 2 PHC services in Queensl{

*supported by Affiliate and research
+supported by national infrastructure (fee for service)
Areported in 2009 evaluation

Data systems and management

QAIHC has developed a core indicator set, “P®IHC core indicataisihich provide a

common data plathrm across ACCHOs in Queensland. These are accessigd?ENAT

with a matching module to monitor performance and trends in the QiConnect web portal.
The ease of access and suitability to the Aboriginal health context has meawthieat

agencies havstarted to usethese indicators (AHCSA, AHCWA and Maari Ma in Far West
NSW). There are 26 QAIHC core indicators developed with a focus on access, maternal and
child health and chronic diseas&New immunisation, STI and antenatal indicators with
correspading CAT CQI modules are planned for release in late 2014.

A range oPIR&re used in Queensland in tAe&CCH®, state PHQinics and mainstream

General Practice Any PHC service or provider us®@IRS can be linked iffENCAT tool

and allowed acced® QAIHC core indicators, APCC measures and nKPlIs for CQI work.
QAIHC has led significant enhancertseto the PENCAT tool in 2@2®14, to broaden its

focus from chronic disease to prevention. New CAT modules will be available for sexual
health, immungation and antenatal care in late 2014. Similarly QAIHC has heavily

influenced change at the Improvement Foundation where L | / Q& Qigérinécty A & SR
portal is no longer time limited for services or practices wanting to engage in or embed CQI
work in their dinic culture.

QAIHC and the George Institute have successfully compleatad@amised controlledrial
on Health Trackeran electronic decision support system for assessing absolute
cardiovascular risk. This trial demonstrated improved risk factor sargeand medication
prescribing in the intervention clinics.

Recommendations for a 29
National CQI Framework for Aboriginal and Torres Stiaitder Primary Health Care



Future directions

1 Mentoring: The experience of QAIHC in developing indicator sets, facilitating their
access, and promoting their use through a support model to ACCHOs could help
inform other prisdictions embarking on support initiatives for wideale CQI.

Several other jurisdictions have started to use the QAIHC core indicators.
Mechanisms to enable crogsrisdictional learning should be supported.

1 Sustained funding: Within Queensland, salelements of the ACE program are
largely unfunded, limiting the activities which can be undertaken e.g. collaborative
workshopswith GP providers who have expressed interest in participating in the
CQI program. Sustainable and secure resourcing neeas igentified for the
continuation of these and other activities.

1 Expansion to other sectors: QAIHC will continue to expand the ACE program.
Preliminary discussions are underway with Queensland Health about including
some of their state clinics within éh/ACE program. General Practices with large
Aboriginal and Islander user populations will also be targeted.

1 Harnessing technolog@AIHC will continue to lead and coordinate work on
o Continued development and embedding of electronic decision support tool

o Participatory health and patient feedback (with ACE participants and the
support of the Lead Clinicians Group).

South Australia

There are an estimated/392 Aboriginal and Torres Strait Islander people living in South
Australia, comprising 2 8er centof the total population, and including ger centof the

total Aboriginal and Torres Straitdader population in Australi®* The Aboriginal Health
Council of South Australia (AHCSA) provides support to their approximately 15 member
organisations. Thesarganisations are located in very remote, remote, regional and city
locations. There are also a number of state services andseneralPracticesvhere
Aboriginal and Torres Strait Islander people access PHC.

CQI support models in SA

In SA, AHCSA has yiaed support to CQI in the ACCHO sector over a number of years
through a range of mechanisms. TBAQuality Improvement Data (SQIprogrambased

at AHCSAupports data analysis and feeaick toSAACCHOSs usinge OCHR8reams data
platform. In this progam, nKPIs and QAIHC core indicators (supported through the APCC
web portal) are the common data set

From 201@2014 AHCSA was a partner on the ABCD National Research Partnership project,
and through this project trid¢d the use ofOne2lseventy tools ahprocesses in 15 PHC
services in SA, including 10 ACCHOdiga®&A health state services. In this project, the
research officer located at AHCSA provided a dual service support and research role
exploring barriers and enablers to CQI in the SA conaitt,a focus on supporting CQI
implementation in the ACCHO service sector. In the research conducted alongside this
project®® health service staff regularly cited the dedicated support from the research
officer/CQI coordinator as a key enabler to bothiatiand sustained CQI activity.

The research found that a key success factor for CQI support role was that it was
embedded within the broad AHCSA service delivery team offering integrated support. For
example! 1 / {! Q& tdzoftAO | SI { @ublic aléalhrean (partiburlyA OS NJ |
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Accreditation and Governance; Patient Information Systems arddith project officers)
worked closely wittACCHO staff tolentify linkages between these activities and often
promoted a coherent and systenimsed approat to broad organisational level

planning?® The research also confirmed the central role of leadership for CQI in effective
implementation, highlighting that this needs to go beyond support for undertaking CQI
activities, and extend to leadership and suppfor making changes within the
organkation.*

CQI programs and approaches in SA

CQI programs and resources used in the Aboriginal and Torres Strait Islander PHC system in
South Australia are shown in Taltle noting that this may not be a complete list

Table6: CQI activity in Aboriginal andlorres Strait Islander PHC in South Australia

CQI model/approach | Number of

. Duration; comment
used services

Various public health
programs with embedded
CQI (e.g AHCSA Sexual
Health program)*

All Ongoing

Support by AHCSA for a numberACH®to use
One21seventy through a national research partnership

One21seenty+ 2 ACCHOs ended in Jun@014 and only twoACCH®ad the
resources to continue using this program

Healthy for Life 14 services in 9 sites®

SQUID pgram* 8 member services Commenced 2014

Other related programs using QI approaches

Achieving Diabetes Action Randonmsed controlled trialg national includes 2
. 2 ACCHOs . .
and Collaborative Change services in SA

*supported by the Affiliate
+supported bynationalinfrastructure
~reported in 2009 evaluation

Affiliates provide support teACCH® within their jurisdictions in many ways, including
through supporting the development of specific public health BitiJorograms. While

funding for CQI within theserpgrams is not usually included in the budget, it is important

to appreciate that it is often through these programs that some of the most effective
support for CQI occurs. An example is the AHCSA Sexual Health program (see below),
which is just one examglof a public health program run by &ffiliate to support

activities at the health service level, which has embedded CQI as part of the program. The
ability to do this effectively required time, resources and expertise, and deserves more
recognition by @inding bodies.

Healthy for Life, while not specifically a CQI program, has a CQI component. In SA,

participation in Healthy for Life has included single service arrangements, with one

consortium? The single consortium is a partnership between Nunkuwaftinti (lead

agency), the Aboriginal Sobriety Group-(coated with Nunkuwarrin Yunti), and the

Government health regions of Central Northern Adelaide Health Service, Southern

l RSt FARS 1 SFHftUGK {SNBAOS IyR (GKS [/ rethdbRNBY =
these consortium members provide health careto halfdf Q& ! 02 NABAY I f t S2L
Nunkuwarrin Yuntiwhich is one of the largest AHCSA member serviesdeveloped a

sophisticated and comprehensive local CQI framework (Nunkuwardzy G A Q&us/ 2 y (G A y d.
Improvement Framework012). Extracts from this framework are shown with permission
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in Appendix 5This framework is independent of any particular CQI model or resource, and
embeds CQI as part of a quality orgaion, showing where CQI initiativesih the
broader system.

Data systems and management

Health service data available for CQSiis being developed, and includes the nKPIs
QAIHC Core Indicators used in the SQID progaachthe health service data obtained
through service participatioin One21seventy. As part of the SQID program, the ACCHOs
of SAsend monthly data to the Improvement Foundatiaeb portal. AHCSA uses this data
submission pathway in order to compile health service reports. AHCSA identified a number
of strengths and limations of these data. Core concerns were that both the nKPI and
QAIHC Core Indicators use denominators that are not consistent with health service
current patient lists in SA, that little evidence exists as to the accuracy of the data
submission pathwayotthe web portal, and that at present the data able to be extracted
have limited value for CQI as they are very narrowly focused (in time, it was hoped that a
greater range of indicators could be included). Concernsedfat One21seventy datand

the time taken by manual audit, with a lot of attention paid to the auditing, but less than
optimal focus on identifying, implementing and testing improvements. The SQID program
has the advantage that alCCH®in SA use the saméRS Communicare.

The AHCSA Sexd Health Program commenced in early 2010 with funding from the SA
Health Department, with the aim of building capacity witAACCH® for the

improvement of sexual health services for Aborigmaahmunity members across SA. The
AHCSAexualhealth action plan incorporates quality improvement as an integral part of

the program which focuses on community engagement with young people and developing
clinical capacity iIMCCH®to address the issues of sexually transmitted infections & blood
borne viruses whin the SA Aboriginal communit@ver the past few year§A ACCHO

have undertaken a siweek period of intensive screening faa@ially Transmitted

Infections (STIsith the aim of reducingransmission of STigithin their communities.
AHCSA has supried these activities, and for CQI purposes has analysed the data from
each health service each year to provide feedback to each service on the rates of screening
and STlprevalence. Extracting and ansglygthesedataistime-consuming, ad there are
chdlenges in extending the data collection and analysis over the whole year to provide
ongoing information tcACCH®to assist with CQI for their sexual health programs.

However, over the past year AHCSA has developedrangement with the pathology
provider that is used by all SACCH® for STI testingAmonthly report isnow provided by
the pathology provider to AHCSA. AHCSA staff are then able to analyse the data and
present in a readefriendly form so alACCH® are receiving regular reports sgreering
ratesand rates of STl#iealth service staff are able to compare tHegaldata with
aggregated data across the state.

Futuredirections

1 There would seem to be several opportunities to build on the CQI support models
within ACHSA. This will need seffunding support and a clear articulation of how
change can be achieved and through what mechanisms.

T ¢KSNB YlIé& 068 glFtdzS Ay tSOGSNI3IAYy3T GKS SELX
particularly Nunkuwarrin Yunti and Port Lincoln Aboriginal HealthiG@etw other
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organisations to spread CQI capacity, recegyf 3 G KIF G GKSNB A
approach.
1 A national framework could draw on the work that has gone into making the various

indicators more useful and meaningful at a local level, in g&gifically the SQID
CQI program.

y 2

Tasmania

Tasmania is home to an estimated,P85 Aboriginal and Torres Strait Islander people
respectively, $er centof the total Aboriginal and Torres Straitaisder population in
Australia?®#! Currently here is oneHealthy for Life site in Tasmanielivering services in
three different citiesIn the timeframe of the project, we were unable to obtain any
further information about CQI in Aboriginal and Torres Strait Islander PHC in Tasmania

Victoria

There are arestimated 47327 Aboriginal and Torres Strait Islander people living in Victoria,
comprising 7er centof all Aboriginal and Torres Strait Islander people, angprentof

+ A 00 2NAI Q& W%The \ictoria AldddbihaliCoramylidity Controllddalth
Organisation (VACCHO) supports 27 member services. Several of these aresspeciali
services, for example, aged care, drug rehabilitation, and community care. The majority of
member services are located in inner and outer regional areas. Aboragidalorres Strait
Islander people also receive PHC from the privately run General Practice sector, although
as for other jurisdictions, reliable data on the patterns of PHC service use by Aboriginal
people by sector are not available.

CQI support modelsiVictoria

VACCHO support to member services includes suppoquality across a range of areas.

This includes support to member services in meeting accreditation requirements and in
supplying indicators required for reporting including the nKPIs. VAG&Ed@rovides

support to boards around governance and to senior management regarding organisational
planning and review. VACCHO has a strong focus on promoting cultural safety and cultural
respect as an integral component of a quality service. VACCH@@s®upport to

services in PIRS and in usRGNCAT. In some cases VACCHO has been able to link services
to Medicare Locals to assist services with their PIRS and 4eNOAT.

CQI programs and related initiatives in Victoria

CQI programs and resourcesead in the Aboriginal and Torres Strait Islander PHC system in
Victoria are shown in Tablég noting that thismaynot be a complete list due to time
constraints making consultation with each ACCHO unfeasible. External support has tended
to be specific teeach of these initiatives (with the exception of Affiliate support which

covers a broader range of issues and approaches).
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Table7: CQI activity in Aboriginal andlorres Strait Islander PHC in Victoria

CQI model/approach | number ofVIC Duration; comment

used services

VACCH@ember support 27 ACCHOs See text for details of clinical and governance
no formal model* CQI support

APCC 7ACCHOs Participated in variou$vave<including

Diabetes and Close the Gap; some services
have continued submitting datdrough the
Improvement Foundation web portal for their
own CQl initiatives

One21seventy 1 ACCHO covering 4 sitq As of August 2014

Healthy for Life 17 services in 7 sites”

Other related programs using QI approaches

Achieving Diabetes Action 3 ACCHOs Randonised controlled trialg national includes
and Coliborative Change* three ACCHOs in Victoria
AHPACC CQI initiative 11 sites, including CQI tol was developed in 2011/20¢gresent;
ACCHOs and mainstreal mandatory use of CQI tool for AHPAGIed
services organisations
Practice Health Atlas 9 ACCHOs Cdzy RAy3 sl a LINRPOBARSR

Department of Health and ceased in 2013.

*supported by the Affiliate

“supported by national infrastructure (fee for service)

~number of services reported in Urbis 20Q@nable to ascertain if these are all ACCHOSs, or include state
services.

Some services use several CQI approaches or related initiatives. For example, many
Healthy for Life funded services in Victoria were funded through the Victorian

D2 @S NY Y S yigalHealth Rrainbitfordand Chronic Care (AHPACC) initiative, which
began ata similar time. The AHPA@@iative intends to support Aboriginal community
controlled and mainstream primary health services to work in partnership to improve
health outcomes foAboriginal people who are living with, or at risk cfironic disease. A
CQlI tool developed for these initiatives, based on a Health Promotion CQI tool, is not
clinically focused. Use of the tool twice in the first year, and annually thereafter is
mandatay for services receiving partnership funding. Initially support in use of the tool
was provided by a contracted Industry Advisor. An evaluation reported that those
organisations that accessed the Industry Advisor felt that theempghtation was more
mearingfulthan those vho had not accessed the AdvisSr.

The sate-funded Strengthening Primary Health Care project uses a range of VACCHO
developed tools to identify gaps and areas for development across a range of business
WaeadsSyaQs Ay OlinidaRgbwrAance eakiyNdisk ayidcSrapliadce, finance,
ITandWmanResources LG | faz2 €t221a& 4 OdzZ (dzNI f al ¥Sa
LI2aiQ ljdzZftAde AYLNRGSYSYyd YSIFadz2NBao

Data

ACCHOs in Victoria have experienced significant issues witloaiaisy and 1T to support

extraction of clinical indicators for use in CQI. In consultations conducted for this project
VACCHO reported that the development of a portal (by an external agency) to support
extraction of indicators for CQI use (tH@untingon Your CommunityCpilot project), had

experienced significant delays and it was unclear if or when it would provide the promised
AddzLILR2 NI @ LG KFIR 0SSy AYGSYRSR (KIFG W 2dzy0Ay
OCHREStreams web portal and enable extracttuarjisg and use of health service data
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It does not appear that the nKPIs have been used to any significant extent for CQI in the
VACCHO member services. Kayriersin Victoria have included software systethat are
sufficiently developed to support CQésues with data quality, lack of staff time available
for CQI activities, limited usefulness of some nKPIs as CQI indicators, and the limited
applicability of nKPIs and available indicators to ACCHOs that offer seelcsarvices.

ACCHOs in Victoriae variou?IR3ncluding Communicare, Best Practice and Medical
Director.

Future directions

1 VACCHO appesto be well placed to provide suppaid member ACCHCGxross a
number of CQI programs/approaches, but most activity to date has been unfunded
and therefore limited in scope. Identification of further funding opportunities and
resources would allow expansion of the current programs and development of new
programs to support member ACCHOs in CQI activities related to both corporate
and clinical governareaiming for improve health outcomes.

1 Any funding for CQI activities should not be prescriptive in the approach taken to
achieve a result, but should be complementary to existing activities and responsive
to state, regional and service priorities.

f Thed IYyATFTAOIYUG RStlrea Ay (GUKS W 2dzyiAy3a 2y
improvement project have resulted in some changes in the initial scope of the
project. VACCHO member services have recently reiterated their willingness to
share data with VACCHO foetpurpose of supporting quality improvement, service
planning and advocacy activities. VACCHO is curréesigning a program to
supportmember ACCHOs in the usetliésedata, the scope of which will depend
on current and future funding opportunities.

1 Models of support for CQI in the ACCHO sector in Victoria need to be appropriate to
the types of services delivered by different organisations, and there may be value in
linking with and sharing CQI approaches that address broader social determinants of
hedth within a comprehensive PHC modgefor examplehealth promotion, and
drug and alcohol

1 Support provided through the Strengthening Primary He@Hhe project is limited
through lack of personnel to engage meaningfully wittmber services and to
proiRS 3JdzA R yOS YR WYSY(i2NAY3IQ G§KNRdIzZAK 06 NI

Western Australia

Western Australia (WA) has the second largest share of the Aboriginal and Torres Strait
Islander population, with 1Ber centof all Aboriginal and Torres Stréstanders living in
WAC or 88,277people. Thisisaround 3f&rcent2 ¥ 2 ! Q& G2 6%t LJI2 Lddzf | (0 A ;

The Aboriginal Health Council of Western Australia (AHCWA) provides support to their
approximately 30 member organisations. Around one half of thesecsare located in
remote or very remote areas.

CQI support model

AHCWASs currently trialling Hiliate basedCQlsupportto six ACCHQssing a set of
integrated CQI strategies involviAdfiliate based clinical governance support, rapid PDSA
cycles onine training and the use of web based technologies to support uptake of
evidence This Continuous Care Improvement (CCI) project is focused on four topics:
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uptake of health asssments, smoking, sexual health astdis media This is a tweyear
funded suport program The model intends to embed CQI in daily routines of health
services, and build capacity.

CQI programs and approaches

CQI programs and approaches used in the Aboriginal and Torres Strait IslandgsHC s
in WA are shown in Table¢gotingthat this may not be a complete list.

Table8: CQI activity in Aboriginal andlorres Strait Islander PHC Western Australia

CQI model/approach | number of WA Duration; comment

used services

Continuous Care 6 ACCHOs 2013;2016pilot funded; trialling Affiliate
Improvement Project* support, rapid PDSA, clinical governance

support, qualityleads; otine training and
etechnologies

APCC None currently

One21seventy 5 ACCHOs and 1 state| As of January 2014; varying time periods
service

Healthy for Life 11 services in 8 sites”

Other related programs using QI approaches

WA Alcohol and Other Drug Unknown 2004present; is used by some ACCHOs, an|
Sector Quality Framework other services

*supported by the affiliate, research funding and Commonwealth
“supported by national infrastructure (fee for service)

Health services in WA have had prior experience with CQI, and/or use more than one CQI
approach. Twelve services participated in the ABCD/E for varying periods of itgime. E
participated in Wave 3 of thAP@ butnone arecurrently participating

At least fourof the services currently participating in the CCI project had previously had
involvement in CQI. Unlike some of the other jurisdictions, health services participating in
the Healthy for Life initiatie in WA are mostly participating as single services, apart from
two small consortia of two and three services each.

Although overall the numbers of health services engaged in CQI in WA are smaller than in
some other jurisdictions, several WA health sersibave a long history and experience in
CQI. Derby Aboriginal Health Service, located in remote Western Australia is an example of
a service that has conducted clinical audits over an extended time period, with
demonstrated service improvement and healtitoomes. (Derby is part of a regional
collective of Aboriginal health services). Published data show improvements in diabetes
monitoring and outcomes, and the maintenance of these improvemews a 10 year

time period (19982009)>! Key characteristicsf&€QI in this service include a whaie

service involvement in internal CQI processes, use of electronic patient information and
recall systems, angegional support and standardison of care. Formal CQI activities
included short periods of involvementith the APCC and the ABCD programs, ongoing
internal and external (Kimberley Aboriginal Medical Services Council) audit of service data;
and formalisation of a regular audit process during the 22007 audit year. Derby
experiences a number of challenggammon to remote services, including recruitment

and retention of skilled professionals, and nonetheless has been able to demonstrate and
sustain improvements in care over an extended period of time.
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Data systems and management

Most of the ACCHOs invely in the CCI project use Communicare, making data extraction
for the program relatively straightforward. One service is using MMEX.

Future directions

1 Development of an Affiliatéed support model of CQI through AHCWA is a positive
step. Thereare likely b be opportunities to bng to bear learnings from other
jurisdictionswhichare further along in a CQI journegnd to share the learnings
from the CCProject out to other Affiliates

1 An assessment of health service needs in relation to CQI suppodagadity for
CQI in WA will be an important step in developing a seafedupport model. This
type of assessment has been a useful approach in the NT. In this prokeges
and synergies between the different CQI models shown in the Table sbeuld
expored further.

1 A national framework coultbster and make more visible the leadership for CQI that
already exists in WA, for example, in AHCWA, other services like Derby Aboriginal
Health Service, and from other organisations with CQI experience.
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3. KeyHndingsand Principles

This section brings together trevidence gatheredhroughout this project into findings
relevant to the development of a national framework for Aboriginal and Torres Strait
Islander PHC. It synthesises knowledge from internatiandlAustralian evidence,
consultations with stakeholders, and information about current CQI activity in Aboriginal
and Torres Strait Islander PHC.

This section also describes a number of parameters or guiding principles that need to be
taken into accountri developing and implementing a national framework. The
consultations undertaken for this project identified widespread support for a national
framework, but also elicited wise advice about factors that will contribute to making sure a
F NI Y S 6 2 NJst a piéce 2 A Ihdl@itlamakea real difference for the health of
Aboriginal and Torres Strait Islander peoflhis advice walighly consistent with the
international and Australian evidencasdemonstratedat various points in the text belaw

Thefollowing sections present the findings of this project organised Ix&ey themes
For ease of reference, the principles or recommendations related to each theme are
shown in a box below the relevant section. The key themes are:

1 potential contributionof a national CQI framework t&losing the Gap

 ensureclear linkagebetweenW A y LIdzinatidhal GQ@ frameworigtended
outcomes andmplementation

1 strengthen enablers for CQI

1 articulate whateffective CQImeans irthe context of providing quality REifor
Aboriginaland Torres Strait Island@eople particularly the importance of cultural
capability

1 a collaborative approacted by theACCHO sectdrut for the PHC system

1 systemwide supportfor CQI and linkages between different components of suppor

1 leadership and support networks

1 strengthenngworkforce capacity

1 flexibility in CQI tools and approaches

1 data platforms and clinical information systems to support CQI

1 awhole-of-quality system

1 support to services with limited capacity for CQI

These 2 key themes are highly interdependent, severalissues (such as leadership for
example) appear across a number of themes.

3.1 A national CQI framework could contribute to Closing t&ap

CQIin health carecontributes to improved health outcomes by systatically focusing

attention on the quality of care provided to clients, across the spectrum of care provided.

A strong and effective PHC system that ensures high quality care for Aboriginal and Torres
Strait Islander people is vital to Closing the Ga@limplemented at scale and across the
systemwill help toimprove the effectiveness of the PHC system in delivering quality care

to Aboriginal and Torres Strait Islander people, and improve the performance and
effectiveness of clinical teams in frelme rvices.
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Improving quality of care across the PHC system and atiscall®ngterm change effort

that requires engagement from a wide range of stakeholder grotlipsre areseveral
characteristicof PHC that make it a particularly challenging contextiwiwhich to bring
about large scale change of the kind required to Close the Gap. Thasscteristics
includethe diversity autonomyand dispersion of PHC providers, the wide scopeacd,

and the limited common supporhfrastructure for improvementA wellstructured
nationalframeworkcouldhelp to build and strengthen amverarchingvision for high

quality care, articulaté W A y Progeai logidheBvigain Bctivity and intended
outcomes andidentify and support infrastructure to embed andistain improvement
efforts. It could alschelp to systematically address the variation in quality of care provided
across health services across Australia, so that Aboriginal and Torres Islander people
receive good quality PH&hatever PHC services theyeuSections 3.146 discussvays in
which the potential benefits of a national CQI framework for Aboriginal and Torres Strait
Islander PHC might be realised.

3.1.1 Build on the expertise and leadership of the ACCHO sector in order to improve care
for Aborginal and Torres Strait Islander people across the PHC system

Three main service sectors are engaged in the delivery of PAbtaginal ad Torres

Strait Islander peoplehe ACCHO sector, government sector and the privatec@l
Practicesector. Eaclsector has its own distinctive characteristics and systerppradaches

to care provision, and to quality improvemertiffers between these sectors and also
between services and jurisdiction&national CQframeworkcouldprovide a means to
articulate ard sharewhat it means to deliver quality PHC for Aboriginal and Torres Strait
Islander peopleand provide an evidenekased and contex Sy a A 0 A S WNER I R
PHGservicesacross the system to improve tlygiality of their care The expertise and
leadership of the ACCHO sector is critical to this task, and ways in which this might occur
are discussed igection 3.5.

3.1.2.Reduce fragmentation and duplication in efforts to support CQI at service level, and
build a culture of use of data for improveniat all levels of the system

There areamanyCQI activitie®ccurringin the PHC system that are relevant to improving
care for Aboriginal and Torres Strait Islander peogés¢ribedn Section 2)However

there are currently few linkages and synergiesAeen thevariousinitiatives at regional

and higher levels, and still some reluctance to share data at different levels. This means
that it can be difficulfor services to find resources CQlandto share lessons and

learn from one another. Aationalframework could enable more opportunities for

using data for improvement at different levels of thealthsystem, a process that

requires adequate time to build a culture of improvement at all levels of the system, and
clear agreementsbout the purposesind waysdatamay beused Over time, his will

help toprovide aclearer pictureof the quality of PHC delivered to Aboriginal and Torres
Strait Islander people, and the factors that enhatitat quality of care.

3.1.3 Connect existing CQI programs neifectively with frontline services and with a
broader quality agenda

Despite considerable progress made in recent yeaestablish and strengtheelements

of a broader quality system, including accreditation, there is no clear articulation of how
CQIl its in the broader quality agenda. A national CQI framework could help to build
support for greater uptake of CQI programs by articulating what CQI has to offer
organisations, and how it fits into the broader quality agenda. Health service staff often
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movebetween services, and across service sectors, and a shared understanding could help
to embed CQI across the system and make it easier for CQI programs to be well connected
with front-line services.

3.1.4Provide a mechanism to help raise the overall ¢pali PHC for Aboriginal and Torres
Strait Islander people, including for thaservices with lessapacity

Capacityfor deliveringhigh quality care to Aboriginal and Torres Strait Islander peaypie
for CQljs spread unevenly across tRé1Csystem. TRre iswide variation in how care is
delivered, and in how services understand @mjage in quality improvemeit? This is
not a problem unique to Aboriginal and Torres Strait Islander or even Australian PHC
contexts; health systems internationally sgigle with the same isstfe® Whilst CQI
infrastructure and other support at the system level could led to address this
variationand strengthen the syste overall* there isevidence that those services with
limited capacity can struggle to realigee benefits of such initiative¥’ There is currently
little shared understanding about how to spread the benefits of CQI to all services,
particularly those with lower capacityhereis potential for a national framework to
engage systematically wittnis challenge.

3.1.5 Provide national leadership and give a collective voice to what is already happening
on the ground

Leadership for improvement is important at all levels of biealth system Theactionsof
leadersat higher levels create many of theraitions that constrain and enable lower

level leaders to act’ From consultations, health services considered that a national
framework could provide legitimacy to their efforts in CQI. A potential advocacy role of a
national framework was discusseédring project For example it was suggested that as
Primary HealtiNetworks(PHNshare being establishedt would be important to have a
document that sets out the collective vision and importance of CQI in order to help sustain
commitment to CQI during ties of change. This was also raised in relation to commitment
at a national level, where it was hoped that a framework could potentially help to shore up
recognition of the value of CQI that would endure through changes in government. In
relation to this, @rticipantsin the consultationseflected on CQI as a change process, and
that change takes time, requiring a lotgym commitment. Clinicians also pointed out that
improving systems to support chronic disease prevention and management is-getomg
charge effort Potential roles of a framework in relation to PHC leadership for CQI are
outlined inSection 3.7.

3.1.6 Build on momentum alreaégtablished in CQI and lednom past experience

A rapid scoping study of the evidence related to frameworks ifiedta range of benefits

of frameworks, and that frameworks in health care take many different forms depending
2y GKSANI LHzNLI2 &S 6! YYSE mMOd bl GA2yIlf FNIYSS
evidence and sensitivity to context to bear on a probleihmational importance; their
effectiveness in supporting improvements in health outcomes will depend on how well

that task is completed, and the extent to which the main stakeholder groups support and
implement the framework. This means that itcistical that anationalframeworkin this
areabuildson what is already underway, learns from past successes and failures, draws on
relevantinternational experience, and takes into account the values and concerns of key
stakeholders at different levels of tteystem (including fronline health services) in its
development.
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Recommendation 1The Department should proceed with supporting the developme
of a national CQI framework for Aboriginal and Torres Strait Islander AbEYelopment
and implementation othe framework should take into account the guiding principles
specific recommendations identified through this project. These reflect the concerns
1S &adl1SK2f RSNJ ANRdzLJASX YR NS AyT2N
supporting inprovements at scale

Principle:Build on momentum already established in CQI and learn fromepgusrience.

329y adz2NBE Of SINJ fAYy1l3Sa 0SG6SSYy WA Y LIz
intended outcomesand implementation
3.2.1. A national CQI frameworkeds to lead to action

From the consultations, the urgent need to improve health outcomes for Aboriginal and

Torres Strait Islander people was referenced repeatedly, with the strong view expressed
GKIFG ye FNIYSE2N] RSOSE 2WISIRS NIK 2 aidziRplay 12 @ S 2ldza
of implementation.There was some uncertainty apparent about the difference in

frameworks, models of care, strategies and strategic planning and methods to promote
implementationg there is in any case significant overlaphegeconcepts. The wide

diversity of stakeholders who participated in the consultations in some cases held differing

views about what a national framework in this area might inclgdéghlighting the

importance of early identification of the key purposetended outcomes, and the means

through which these would be expected to be achieved. Considerations included:

1 Accountability to community, including sufficient time allocated to consultation in
any next phase of development of a natio@lrameworkfor Aboriginal and
Torres Strait Islander PHC

1 Flexibility and adaptabilitythe experience of the Nih implementing the NT CQI
Strategy over the past five yeangs that it was not possible to anticipate
everything in advance, and some flexibility in th@niework itself was important
including room for improvement over time

1 Development of a shared understanding between key stakeholders about how
outcomes will be achievedgrogram logi€).

3.22 Use a national frameworto identify existing (or new) resaaesthat could be
leveraged to improve the quality 8HC provided tAborigind and Torres Strait Islander
people

There was a strong hope expressed in tbasultationghat a national framework would

help to sharpen and focus use of existing resoufoes only financial resources, and not

only Aboriginal and Torres Strait Islane#gsignatedesources)and lead to longeterm

support for CQI infrastructure. Participants made concrete suggestions about where there
could be a sharpening of use of reso@s to support implementation of a national CQI
framework for Aboriginal and Torres Strait Islander PHC. For example, some recommended
tying Healthy for Life funding more specifically into a national CQI framework, perhaps as a
means of supportinghoseservicesthat have lower core resourcing than other services.
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Another suggestion was to expect CQI participation from services receiving a certain level

of core funding per person (appropriately adjusted for remoteness/service delivery
context). There waslso consideration given to the extent to which other funds allocated

to chronic disease for Aboriginal people could tie into a CQI framework. Some stakeholders

expressed concerns that if there were central resources made available for
implementation of a QI framework, it would be important to focus their yseresources
were spread too thintheir impact would be lost

Whilst the development and implementation of a national CQI framework was broadly
supported by key stakeholder groups, there were vatederstandings about what form
a nationalframework might take, what it might accomplish and through what means.
Participatory development of a progratheory and/orf 2 3A 0 | YR WY2 RS
help to surface stakeholder expectations, and developaaeshunderstanding of how
change is to be achieved.

Recommendation 2An implementation plan for the framework should be developed
To ensure that the framework takes effect, it needs to be supported by an implemen
plan including the identificationfaesources across the PHC system (not only within
Aboriginal and Torres Strait Islanedesignated funding).

Recommendation 3All key stakeholders should be engaged in the development of th
framework and implementation planA useful early step could like development of a
WY2RSt 27F OK lthédySaad/odolid thaN®llBeld-tovsurface assumptions
from different stakeholder groups about the medium and longer term outcomes expe
and how these outcomes might be achieved. The consultatiodseaidence review
informing this report have begun this process.

Recommendation 4The implementation of the framework should also include a
rigorous and usefumonitoring and evaluation proces® formative or developmental
evaluation could run alongsidhe framework development and implementation and
assist with reatime refinement and improvement.

3.3 Strengthen enablergor CQI

In a complex system like a health system, cultivating the conditions that encourage health

services to improve the qualityf careg strengtheringenablers to CQ is likely to have
more impact than requiringnandatory participatiorin CQI

3.3.1.Achieving large scale change in complex systems

In 2001, the Institute of Medicine released a landmark repprt N2 8 a A Y@ G KS

/| KI &YHisreportrecognBR G KF G | KSFf 0K deadsSy Aa
dynamic, chaotic and made up wiany individual agents who act in ways that may not be
predictable, and whose actions flow on to change the context for othéffsle nnovations in
complex environments may not BEY | v | 3 B ishdve@etpossible tocultivate

2NBI yYAAlL GA2yFE O2yRAGAZ2Yya (GKI G WSYyKFEyOS
ALINBIPRAYIQOD

Quality improvement initiatives argncreasingly recognised asmplex interventions
introduced into complex environment§ Complexity is also reflected in the high degree to
which local context and history affect the ways that CQI interventions unfold in a given
setting or site. No one model of CQI works for alisgs all of the time'®Health services
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vary widely in their contexts, capability and histgrgnd have differing levels of capacity

to apply complex interventions suchas G,y O2 y &K REN& FEH) #Q Ay O2YL
health system change, it is therg@necessary to also consider the questiondhat

62N & 6Stft FT2N 6K2YS PyYyR Ay 6KIFG OANDdzyaidl y
A recent international review of what works for large scale transformation in health care
ARSYUATASR FTAOS aAYLX S WNHzZ SaQ F2NJfFNBS ao

1 Blend designated leadership with distributed leaderslighat is, someone must be
formally in charge of the change effollésignatedp and professionals and partner
organisations must share responsibility for mobilising effort and delivery
(HistributedQ 0

1 Egablish feedback loopsthat is, careful identification of measureand tracking of
these over time

1 Attend to history
1 Engage linicians, specifically doctors
f Include patients and famili€¥.

¢KSaS WNMz SaQ INB I NASt deveSafyhasysiein$hgtd oA GK F
influence CQI effectiveness. For example, leadership for CQI is a key element driving large
a0ltS OKIFIy3aSs FyR Aa |fa2 ¢gARSte& NBO23yAasSR
with leadership at organisational and highevéds influencing the success of QI at health

service levef! Feedback loops are a key foundational principle of CQI, infrastructure to

support feedback at different levels is a possible role of the support networks for CQI

suggested irBection3.7. Improvement networksare in turn supported by data platforms
(Section3.10). Table9 provides a high level summary efiablers and barriers that have

been identified in CQI work in Aboriginal and Torres Strait IslanderRH@&gies to

address barriers are sumarised inTablel0.

The consultationsonducted in this projecaffirmed the importance of using a national
CQI framework to strengtheenablers of CQI, rather thamposing a specific nationally
endorsed model or approacParticipants in the consultatis were strongly opposed to
any form of mandatory toglown approachesSome PHGservices have already developed
extensive strategies for CQI and would not want the framework to be overly prescriptive.
For examplesome participantspoke about 10-15 yearjourneyof building a culture of
guality within their organisationgnd were concerned that a 'tegown' initiative could
squash achievements and risk disengagement, if not seen to be working from the base
already established. Other health servieggpeaed to bein the early stagesor hal not

yet commenced their quality journaysuggesting the need for flexible approaches that
are tailored to capacity needs and gaps.

Specific issues in relation to supporting services with lower capacity are discnssecki
detail in Sectior8.12

Principle:Focus on strengthening enablers to CQat imposing specific models or
standard approaches
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Table 9 Lessons from implementation of CQI in Aboriginal and Torres Strait IslanderPHC
enablers and barriers

Enabers:

1 High level organisational support, including leadership and support from senior staff

1 A noblame, system®riented and experienced based learning apptoac

9 Staff expertise and interest

9 Clinical, Aboriginal and Torres Strait Islander, and managemenpalicy champions

1 Wellestablished infrastructure in information systems

1 Support for implementing steps in CQI cycle

9 Clear framework and structure for implementation

1 Appointment of someone at the health centre to negotiate implementation of action
plans

1 Support for clinic managers to use CQI for business planning

i Teams have achievable targets

1 Integration of CQI data collection with other reporting requirements

9 Institutional commitment to a systematic rather than ad hoc approach to CQI

9 Support for staff taining and development of information systems and prachiased
networks

1 Quality network for developing and sharing expertise and resources for CQI

91 Clearly defined objectives, expectations and roles/responsibilities for CQI

1 Adopting an incremental appazh to CQI

1 Defined objectives for using clinical performance data in quality reporting structures &
local, regional, state and national levels

Barriers

1 High staff turnover in some services

9 Burden of disease and balancing demands of acute care with thos@ronic disease

1 Difficulty in providing enough training and technical support when number of participg
services increase

1 Lack of engagement among key staff especially clinic managers, who did not consids
to be part of their role, and engagemeof GPs who are perceived as being the hardes
engage

1 Multiple patient record systems

1 All CQI activitieacross services delivering cane not currently being tracked through
single integrated data reporting system

1 Manual audits and systems assenent that are time consuming

1 Perceived lack of control to change clinic routines in support of action plans

1 Lack of teamwork.

These barriers and enablers were synthesised from program evaluation and research about
in Aboriginal and Torres Strait Ehder PHE:!-39-4252
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Table 10:Strategiesto address barriers

Strategies to address barriers to effective implementation of CQI in Aboriginal and Torres Sf|
Islander PHC have evolved within different CQI programs but to date have not beenayctiyn
applied across the system. Strategies and lessons learned include:

f CQI programs in Aboriginal and Torres Strait IslandetPH& I R A Y LI SYSy
OANDE SaQ 2N WA Yeelligandviged. G ySi g2 N] aQ
9 Different CQI aspects of the diffaxt CQI programs were valued, as was flexibility in
choosing programs or aspects of programs most fit for local context.
1 To be sustainable, CQI needs to be aligned with the strategic objectives of théirieont
service, and integrated into its other adties.
f ¢ LAY Ayld2 GKS AYGNRYAAO Y2U0AQFGAz2y
LISNF2NXYIFyOS NBLR2NIAYy3IO0 Aa | 1Se& gl& Ay
Availability and use of data is an important driver of change, but hesgltvices have widely
varying capacity in their ability to access and use data as a tool for improvement.

3.4 Articulate whatCQImeans in the context of providing quality PHC for
Aboriginal and Torres Strait Islander people, including cultural capapili

There are many factors that influence the extent to which Aboriginal and Torres Strait
Islander people receive quality PHC services. Quality of care can be desgtiidedsof
safety, effectiveness, patiestenterednesstimeliness, efficiency and eiiy of care® as
well as whether care is culturally appropriate and accessibiam the consultations, it
was cleathat a national CQI frameworould play a vital role in articulating what good

quality caremeans in the context of Aboriginal and Tor®&#sait Islander peopl€® | OOS & a

andexperience of PHC services.

Whilst some of the core elements of clinical CQI tools and processes can be adapted
cultural considerabns, including cultural safegnd Aboriginal conceptions of health need
to be induded at all levels cd national CQrameworkfor Aboriginal and Torres Strait
Islander PHQt was evident from the consultatiorteat unless services address underlying
impediments to high quality care, such as cultwafety, barriers to access, fatpiand

social determinants of health, and other issues, qualitgaoewill not improve. The need
for this to beacknowledged and embedded at all levels of a framework was strongly
related to theunderlying philosophy of CQhat it taps into the existig motivation of

health services for improvement rather than imposing external standards.

The inclusiorof broader aspects of quality in a framework that aifmsmprovehealth
outcomes for Aboriginal and Torres Strait Islander people is consistent with
recommendations from the NT CQI Strategy EvaluatioaeVhluation recommended that
the NT CQI approach be broadened from its (theedominantfocus on clinical practice,
to include other aspects of quality (as mentioned abotdn relationto a nationa
framework,the consultations heard from those who currently use primarily clinical
indicators for CQhat theseindicators provided a starting point for discussion, that

this was\8nly the very beginnin@Participantsexpressed their desire that C{@ a national
framework should be sufficiently broad to capture the different priorities that services may
have, for example, outreach, health promotion, spirituality, and country. Some felt that
measurement/inclusion of these broader service items @ process would be of
benefitto the quality of the services.
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these things we do [health promotion, outreach .pttan also benefit from a CQI
process(Clinician, ACCHO)

The consultations also indicated that including a broastspe of care in a nati@hCQI
frameworkcould help to ensureecognition of thepublic health value of these diffent
aspects of service provisiofhis contrasted to the anxietgany spoke about irelation to
the nKPlIs, wher# was feltthe narrow scope of indicators did natflect the range of
work that they were engaged @nd feared inappropriate judgmentould be made about
the quality of their service provisias a result

A national CQI framework shouldso provide guidance in embeddiaglear focus on
Aboriginal ad Torres Strait Islander health within generic CQI programs used in private
practice, and/or in encouraging alternate approaches for use in this sector that build on
key aspects of quality for Aboriginal and Torres Strait Islander people, such as irgprovin
cultural safety.

we feel quality has to start with cultural respect and cultural safety. Without that you
cannot be providing a quality service to Aboriginal peqtelMO, Affiliate)

Principle:Identify what cultural capability means for CQI: embedwal safety and
Aboriginal and Torres Strait Islander perspectives on health and hemiginto all levels
of the framework. This has implications for the scope of PHC covered by a framewor

3.5A collaborative approachgd by the ACCHO sector butifthe PHC
system

A strong theme that emerged from all of the consultations was that the ACCHO sector
needed to play a central role in the development and implementation of a national CQI
framework for improvement of quality of care for all Aboriginal dradres Strait Islander
people. The National Partnership Agreements (§)povides an example of the
importance of strong participation of Aboriginal and community organisations in
governance of systeswide initiatives that are directed at improving Abgirial health®
Evidence from a study of the N®ghowed that strong links between Aboriginal
organisations, and strong links between Aboriginal organisations and mainstream
organis:rgtions were key factors associated with improved health care deliveryotogiial
people:

From the consultations, whilst participants varied in the extent to which they thought it
was feasible to include the whole PHC system under a single 'umbrella’ framework, there
was general willingness from participants in all secteesented in the consultations

that options for working together under a national framework should be explored. From
the ACCHO sector, for example one participant stated:

we need to be mature enough as a sector to realise that we cannot provide alkservi
needed to our mob. We need to work with others to make sure that the services
provided to our mob are appropriat€CEO, ACCHO)

Possible roles of the ACCHO sector in providing leadership in CQI for Aboriginal and Torres
Strait Islander PHC were discedsandare outlined below.
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3.5.1.Strengthening cultural safety aspects of CQI and influencing other sectors

At a systerdevel, from one of the regional consultations, there was some discussion that if
the ACCHO sector was appropriately resourced,utccplay a role in strengthening the
cultural safety aspects of mainstream accreditation standards. It was felt by some
participants that this was one useful aspect of whofesystem work that a national

framework could support. Whilst participation in CQrequired by the Royal Australian
College of General Practice (RACGP), currently there is no requirement for CQI processes
specifically in relation to improving care for Aboriginal and Torres Strait Islander pgople
either for all services, or for séces participating in Ct@ograns. There was some

discussion about a possible role of a CQI framework in helping to make sure that those
private General Practice sector organisations who were receiving Aboriginal health funding,
were engaged in improvinguality of care for Aboriginal and Torres Strait Islander people.
This may include working with the Aboriginal Faculty of the RACGP, and other agencies.

3.5.2.Demonstrating leadership and providing opportunities for innovation by
strengthening multisedoral crossjurisdictional and intejurisdictionalnetworking and
support for CQI

The history of innovations to improve quality of PHC developed and triall&CiHO

services and supporting organisations over the past decades was referenced by a number
of participants. This innovation includes the development and use of formal CQI tools and
also other less formal approaches. Within broad parameters of a national framework, the
ACCHO sector could help to support or extend CQI programs to:

1 Incorporate intenationally accepted strategies for reducing health disparities
through CQI programs

1 Improve cultural capability of services and other aspects of quality particularly
relevant to Aboriginal and Torres Strait Islander experience of health services.

Possibleapproaches to supporting CQI in privately run General Practices that provide care
for Aboriginal and Torres Strait Islander people are outlined below.

3.5.3.CQI to improve PHC for Aboriginal and Torres Strait Islander people receiving care in
the privateGeneral Practice sector

Most of the evidence relating to feasibility and outcomes of CQI for improvement of
Aboriginal and Torres Strait Islander health has, unsurprisingly come from the ACCHO and
state-run PHC services specifically set up to provide frar@boriginal and Torres Strait
LAt YRSNI LI GASYyGad ¢KSNE Aa fSaa SOARSYOS
private Gneral Practicsector in improving Aboriginal and Torres Strait Islander health.

The APCC has shown that it is possiblertigage good numbers of Divisions/Medicare

Locals and health services in diabetes improvement. However this work has not to date
included a significant focus on Aboriginal health (further details below). The QAIHC
General Practice Queensland CtG Collatagancludedeight General Practices in a
collaborative wave with ACCHOs. However there is very limited experience in Australia of
engaging privatelyun General Practicen quality improvement for Aboriginal and Torres
Strait Islander people specifically

To achieve impact on health outcomes for Aboriginal and Torres Strait Islander people,
different service sectors may need to take different journeys in CQIl. Expert international
consensus recommends that mainstream organisations seeking to reduceitkspiar
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care implement a basic QI structure and process, make equity an integral component of
QI>*and develop and test mulfaceted interventions for reducing care disparitiésn the
Australian PHC system, this would suggest that any CQI progranasnstream PHC

should at a minimum consider the persistent inequalities in health outcomes between
Aboriginal and Torres Strait Islander and #ivoriginal and Torres Strait Islander
Australians as a serious quality problerand seek to address these Wih a CQI process.

A significant issue of concern in the Australian context is the urtbtification of

Aboriginal and Torres Strait Islander people in General Practice, and the completeness and
consistency of this information in clinical informatioystems. The extent to which private
General Practice can report on their CQI data separately for Aboriginal and Torres Strait
Islander patients is not knowiVork carried out as part ofvaluations of the Australian
D2ZSNYYSYyiiQa Ly RA PEKapatCDEakdNRbfications Fomah@ | a S
APCCssuggest there is still a way to go before this is possible in Australia.

Including Aboriginal and Torres Strait Islander health in mainstream CQI is consistent with

and may support several recommendatic®@ Y i AYSR Ay GKS Dbl A2yl f
review of Aboriginal and Torres Strait Islander prograh%r example, the Commission
recommended that stronger mechanisms should be introduced to ensure mainstream

programs are working effectively for Abdngl and Torres Strait Islander people, including
suggesting a requirement that mainstream services both publicly report on Aboriginal and
Torres Strait Islander access and outconiéss reporting is unlikely to be feasible for

many services at present.

I Wotly1SGQ FLIINRZIFOK (2 Sy3alFr3aiay3da DSyYSNIf t N
be resourceefficient. Although reliable data on patterns of service use by service sector

are not available, indications are that many privately run Generalieescsee few or no

Aboriginal and TorreStrait Islander clientdVhilst improvinghe quality of services for

Aboriginal and Torres Strait Islander people provided by all services in which Aboriginal

people receive care, is clearly the ideal, the findiofthe ICDP evaluations in relation to

private General Practicparticipation in the ICDP, suggested that efforts to improve

services for Aboriginal people through private practices should be focused on those

General Practices that have an interest ingdaotential to provide high quality PHC to

significant numbers of Aboriginal and Torres Strait Islander peSplestaged approach

GKFG F20dzaSa 2y WAYyy20FG2NAR yR SFENIeé& | R2LJ
accelerating the rate of diffusionf innovations, being to identify and support sound

innovations, invest inBarly adopterinake early adopter activity observable, trust and

enable reinvention, create slack for change, and lead by exatfiple.

Principle:A collaborative approacted by tre ACCHO sector, for best practice PHC for
Aboriginal and Torres Strait Islander people across the PHC system.

3.6 Systemwide supportfor CQland linkagedetween components of
support
36.1Systems A RS WodzAif RAy3 o6f2014aQ

Evidence suggests mulével CQmodelsc operating at different levels of the health
systemc work best'® Potentially, a multievel CQI modehight include: national level
benchmarking and target setting; regional network support; support for health services to
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interpret anduse dataandto implement improvements. Possible components of support
for a national CQI framework that were discussethaconsultations are shown iRigure

7. These represent core elements of what stakeholders in the consultations, and in the
project team, cosidered would be needed to support development of a mieitiel CQI
model to improve quality of PHC for Aboriginal and Torres Strait Islander people at scale
and with the greatest chance of improvement in health outconsestions 3.7 to 3.12
includemore detaileddiscussion of these core components.

Figure7: Proposed components of support for implementation of a systemde national
framework for CQI in Aboriginal and Torres Strait Islander Primary Health Care
Governance, and
®Enhancing IT systems monitoring and

and capabilities evaluation of the
framework

ab
Data platforms,
reporting and

targets o g
— Alignment

with system
support

o National

analysis and
sense-making

Inter-linked ¢ Quality care to
cal Indigenous
Networks clients through
ACCHOs, GPs
and state-run
clinics
Enhanced
workforce
1 PHC N capacity for
Leadership b - ‘ . quality
improvement
(cross-cutting)

The concentric circles in Figure 7 illasér a multilevel approach to supporting services to
improve quality of care foAboriginal and Torres Strait Island#ients that could be
articulated and supported by a national CQI framework to achieve large scale chAange
illustrated by the FigureAboriginal and Torres Strait Islander clients, supported by their
health care providers, are at the centre of the circle. Health providers are stguptar
improve quality of cardy organisations at the regional and/or jurisdictional level, referred
toheNE | a4 (KS WY&d arganidatthis Snbydnclads farxample, the
NACCHO affiliates, regional umbrella bodies or larger ACCHOs that provide support to a
number of organisations across a region, and professional organisaiongponents of
support operating at the mesdevel may include networks for improvement, CQI models
and change management tools, a support team, shared data platforms, reporting and
targets Different models may be appropriate in different jurisdictions to fit contefdr
example, a support team covering an entire jurisdiction may not be feasible in a large state.
Health service level andesolevel activities are supported by initiatives that require
national level leadership and @wdination, including national analysasd sense making

of CQI data, linkedp and enhanced IT systems to improve care quality, alignment with

Recommendations for a 49
National CQI Framework for Aboriginal and Torres Stiaitder Primary Health Care



system support, for example recognition of CQI as part of Continuing Professional
Development, and governance, and monitoring and evaluation of thdr&@éwork Also

as shown in the Figure, workforce capacity development for QI cuts across the different
components of support, and also intersects each level of the health system.

A multtHlevel approach to supporting PHC services to improving quality elantd

overcome the barriers to CQI in Aboriginal and Torres Strait Islander PHC that were
identified in earlier sections of this report (see sections 33.26 and 3.3.1). Most
significantly, capacity for delivering high quality care to Aboriginal anct3 Strait

Islander people, and for CQl, is spread unevenly across the PHC system. There is wide
variation in how care is delivered, and in how services understand and engage in quality
improvement Coordinated and focused support for CQI at differemidls of the system,
including CQI activity at national and mdswels, is a critical mechanism to spread the
benefit of CQI to services with lesser capacity

3.6.2 Take afystemdi KA y { A y 3@ cohsldiBini theCoihponents of support are
linked upand interactwith one anotheiand with other parts of the health system

Importantly, progression of these components will need to pay attention to how they are
linked upand interactwith one anotherand with the broader health system around them
ThisiD2yaAradaSyid sA0GK waeadSvya | LILINRIFOKSaAQ
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words, a framework could allow for the relative emphasis on these different support
components to differ in different jurisdictions, different sectors, or at different times, but
should clearly articulate their linkages with one another and with other aspects of the
system.Alternate depictions of the possible core components of a nati@Q€l framework
are shown imPAnnex 2 Figures 1a andb. Thesereflect discussion at the national workshop,
and show the applicability of components at different levels of the PHC system and the
need to focus on the linkages between components

Should the Dpartment proceedo Stage Twaf this wak, it is recommended that the
components of support for a national framework are refined through a consultative
process with key stakeholders. Using systems thinking approdchamocess of
refinement may include process in which key stakeholders:

1 collectively deliberate on possible systemde effects of any area of intervention in
relation to these components;

1 develop a conceptal pathway mapping how a systewide intervention in each
area may affect health ahthe health system; and

1 adapt and redesign the components of support to optimise synergies and minimise
any potential negative effects.

Recommendatiorb: Successful implementation of a national framework will require
support systems and activitestogéo G KS WodzAf RAy3 o6f 2017 a
(RecommendationscP® cover specific components of support that may be required.)

Recommendatior6: Development and implementation of a national CQI framework
aK2dz R GF1S T waedaidsSyvya waliNegichQleQuilding blat
of supportfor CQIlink up and interact withone anotherc in orderto optimise synergies
and minimise potential negative effects
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3.7 Leadership and support networks

Any improvement initiative needs to identify and maatd suitable leaders to spearhead

its activities and drive change at different levels. Leadership at system level is important,
and so is leadership of clinicians in relating to clinical care, managerial leadership, and
Aboriginal health worker leadershipeadership and support networks, or networks for
improvement, are closely linked.

3.7.1.Improvement leadership in Aboriginal and Torres Strait Islander PHC

Various types of leaders can contribute to (or detract from) improvement efforts. In driving
innovations and improvement, leaders are not just those in leadership positions within
organisations. Opinion leaders can be outside organisations but nonetheless influential in
regard to particular innovations e.g. academics, and peers respected for theirtkonvin
clinical practicé’ It is critical that a&CQInational framework recognises the leadership and
expertiseof the ACCHO sector in delivering quality PHC to Aboriginal and Torres Strait
Islander peopleandit is also the case that to achieve charageoss the PHC system, a
national CQI framework should recogmiand allow opportunity for development of
leadership across the system. For exampleill be important to havemprovement
leadership from clinicians with credibility amongst clinical peeistaterun services,

private General Practicand the ACCHO sector, Aboriginal Health Worker groups, allied
health and other core groups, and quality managers and supporting organisations.

Research suggests that successful improvement leaders are dwdsmmmon
principles®
1 a belief in the need for improvement, which is demonstrated in their behaviour

1 inspiring and motivating all staff to take responsibility and action for improvement,
and influencing those who are hindering improvement

1 defining the onstraints within which staff must work for improvement and setting
priorities and targets in consultation

developing competencies and time for improvement in staff and themselves
providing resources, especially for data collection, analysis and expertise
ensuring project accountability and use of methods

aligning incentives and systems to support improvement.

= =4 4 A

The role of clinical leaders in supporting and driving CQI was noted to have been critical in
those jurisdictions (NT and Queensland) where CQI bas bstablished for longer and

has more systerwide supportthan in other states or territoriesThese jurisdictions have

shown higher performance overall on the nKPIs than other jurisdicfidngotential role

of a national framework in the important wkrof fostering and supporting leadership for

CQI in Aboriginal and Torres Strait Islander PHC across Australia, geyiapking

GKNRdzZAK fSIFIR Of AYAOAlIyaQ 3INRdzZJAZI 61 & RAA&Odz

3.7.2.Improvement networks

Internationally, there is a growing interest in networles a mechanism to support
improvement inhealth care.

Properly designed, improvement networks provide abuift mechanism to spread
successful change quickly, leveraging the power of social and professional carmnectio
rather than relying on the formal chain for command ofierdrchical organization
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(Foreword: Effective networks for improvement learning report 2014, Health
Foundation p.4**

Todatethere hasbeen little systematic support for networks as a meckanio support
quality improvement in Aboriginal and Torres Strait Islander PHC. This has meant that
networks that have been established have been difficult to sustain. It has also meant that
their scope has necessarily been directed by the requiremenfisnofers or auspicing
organisations. For example, some CQI networks in Aboriginal and Torres Strait Islander
PHC have focused on the needs of a specific sector or group, whilst others have had a
research focus. It is difficult for these kinds of networkgitovide a neutral environment

for collaboration across different constituencies and disciplines. From the consultations,
frontf AyS ASNIAOS LINPJARSNE ¢6K2 KI R thostBy LI NI
by AMSANT), highlighted that peto-peersharing supported bgetworks has ben
particularly valuable in relation to CQI. There was hope expressed that a national
framework would profile this function, and extdiit to other regions and levels of the
system.

Distinctive features of networks famprovement have been described (Fig@)e

Figure8: Distinctive features of networks for improvement

Network membership is diverse and is

Diversity collectively able to innovate and be

creative
Distributed Power and leadership is distributed ‘Networks are
leadership across network members

cooperative structures
where an
interconnected group
or system coalesce
around a shared
Network members have a mutual purpose and where
interest in @ commeon purpose members act as peers
on the basis of
reciprocity and

Relationships between network
Reciprocity members are defined by reciprocity
and exchange

Common purpose

Members' commitment, engagement

Instability and impact fluctuates exchange, based on
trust, respect and
. mutuality’
Networks are able to adapt to survive . etk i e
el and thrive T
Knowledge The knowledge function is central to

the networks identity and mission

Adapted from: Malby B, Mervyn K. Sumemary of the liter.
www.cihm leeds.ac. uk/new/wp-content/uploads/2!

ons, Centre for Innovation in Health Management, University of Leeds. April 2012, p7.

International evidence suggests that not all QI networks function equally well. Effective
networks have a common purpose, a cooperative structunécal mass, collective

intelligence and community buildirtgL y G KS /vL O2yGSEGE ySis2N]
YySUg2N] ax y20 Wylradz2NIfQ ySig2Nla o0GKSaS gAf
supported and resourced, with an identifiable networkdea, and a network coordinator

or facilitator, with protected staff time. The network must develop a veejanised work

plan with identified deliverables or targets, and there is a need for ongoing monitoring and
evaluation of performance. More effectiveetworks also have resources to bring network
members together through regular meetings, preferably with some of these beingdace

face meetings. Resources are also required to achieve work plans. They have strong,

z
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effective communication and engagemeatross members and stakeholders, as well as
brokerage and bridging roles to ensure dissemination of information in and out of the
network. Effective QI networks will also need to engage with clinical experts and
researchers to ensure that their work is ting-edge and evidencbased. The networks
should include consumer representation, have multidisciplinary clinical anetlvinal

(e.g. organisational or service planning) representat{diear articulation of the core
purpose and activities of networlka different levels will help to guide decisions about the
appropriate structure and governance of thetworks**

Given the diversity in implementation environments across and within service sectors and
jurisdictionsin the Australian PHC environmeriitis likely that more than one network will

be needed, as different issues need to be addressed to support to CQI. Networks for
improvement typically operate at different levels, and in relation to different enablers.

Recommendatior’: Foster leadership ath support networks for CQI at all levels of the
system Support networks should be eviderbased, linked up with one another,
accountable, andoordinated, and their functioning regularly reviewed.

3.8 Strengthening workforce capacity

Ultimately the sucessful implementation of CQI across the system in a way that improves
care will be determined by the competent and committed service providers who engage
with Aboriginal and Torres Strait Islander clients on a day to day basis. A national CQI
framework neels to consider workforce capacity across each of the components of
support for a CQframework (shown in Figure 7, abovés shown in the Figure, workforce
capacity could be considered in relation to capacity for leadersisimg datausing

specific CQiodels and managing change. As shown in the outer ring, workforce
engagement in CQI can be supported by improvements in IT systems and capabilities and
alignment of CQI with breer system support, and a wejbverned and effective CQI
framework.

3.8.1.Workforce capacity for leadership in C@lfocus on Aboriginand Torres Strait
Islanderleadership

The NT C@rategy evaluatiori’ and the national appraisal of CQI in Aboriginal and Torres
Strait Islander PH@entified gaps in the Aboriginal andiTes Strait Islander PHC QI
workforce including a need for increased Aboriginal and Torres Strait Islander leadership
and practitioner involvement in CQlhe NT CQI Strategyaluation,suggestedhere was
considerable untapped potential of the Aborigirteealth workforce in guiding culturally
competent approaches relant to CQF?

3.8.2.Workforce capacity in relation to data and IT for CQI

The need for development of skills of the existing and new workforce in relation to
effective use of clinical infmation systems to support quality clinical care, and skills in
interpreting and using clinical data are discusse8ectior.9.

3.8.3.Capacity to use CQI and change management tools

Both the onsultations and thditerature review highlightedhere has been considerable
experience gained across the CQI programs in workforce training for CQI. Some of the
programs (for exampl®ne21seventy) are aligned with Continuing Professional
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Development systems, offering professional development points with priafieak
organisations such as the Australian College of Nursing, Australian College of General
Practitioners, and the Australian College of Rural and Remote Medicine. The NT CQI
Strategy approach has more recently included training tailored to engagement of
Aboriginalhealth workforce in CQI.

Greater nationatoordination of workforce training for C@hdalignment of recognition

of competencies may lead to greater efficiencies and a stronger system. Specifically since
many struggling services have high stafnover, a common training/understanding will

help build continuity in CQI practice.

From the consultations, @rkforce capacities in driving and managing change, and in using
data for improvement, are particular gapEhenational appraisal of CQI in éiginal and
Torres Strait Islander PHiGted that much of the training in CQI to date had been of a
technical nature rather than the conceptual or social learning needed to drive cffange.

3.8.4.Workforce engagement supported by the broader system

Gonsultationsidentified areas for input and support at a national level that could be
explored in relation to workforce included-service and preservice training in CQI,

aligning participation in CQI with professional development requirements, and embedding
QI expectations in any workforce investment that is specific to Aboriginal and Torres
Strait Islander health. These areas were considered critical to the ldagar

sustainability of CQI as a tool for improvement at scale. Also evident at various ipoint

this report was that CQI, as an unfunded activity, results in lost Medicare income for
services, andincethis can be a disincentive for engagement in, &Qine consideration
needs to be given to this issue in a national framework

RecommendatiorB: Buid the capacity of front line services to undertake CQI includin
through training in CQI, use of data systems for improvement, and managing and le
change. Ensure workforce engagement in CQI is supported by the broader system

3.9Flexihlity in CQltools and approaches

A principle of local control, or at least shared responsibility and control with local services
having a meaningful say in what CQIl approaches and models they use, is a core
requirement of sustainable and successful quality improveniehealth systems® The
importance of a national CQI framework adhering to a principle of flexibility of methods
and approaches was a strong theme across all of the consultations, with stakeholders
strongly opposed to any possibility of imposition ofiaular CQI models or approaches.

Some workshop participants considered that a role for a national framework could be to
SaidlofAaK YR YFAYGlLIAY | WNBLRAAG2NRQ 2F
towards greater complementarity between thefidrent approaches. Participants also
emphassed that the key distinction between CQI and Accreditation, was that CQI was
about locally relevant quality improvement needs, not standards imposed from the
outsidec underscoring the importance of local fleiity in the selection and application of

CQl.
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needed to have somethirwith the wholeof the PHC taa. (PHMO, Affiliate)

Other services have worked within the available CQI models, whilst working to adapt them

to be fit for context with varying degrees of succe§3ne of the Affiliate PHMOs described

their experience of trialling the AP@@odel in five services, recogirg thatit needed a lot

of adaptation,so taking elements of that model and developing their own approach.

Some participants noted difficulty in engaging GPs in CQI as they may be time poor and be
concerned about differenissuesn different places. For example in some environments

GPs have concerns over whether team members all have skills to do what they are
expected to do. Those engaged in supporting CQI spoke of how identifying key concerns of
GPs in particular sengenvironments and working with these, candaseful way to

increase engagement by GPs in CQI processes.

Principle:Support the principle of flexibility of use of CQI tools and approaches (and
indicators) with health services supported to use tabigt are a good fit for their needs
and context

3.10Data platforms and clinical information systems to support CQI

The use of electronic medical records has made much data available for reviewing whether
care delivered in PHC matches clinical best praciitialst collection and use of data alone

do not constitute quality improvement, measurement is a key component of clinical CQI
programs. Data can help to identify gaps between what is currently being done, and
guidelinebest practice, and to assess the ingpaf changes as part of improvement cycles.
Evidence suggests that high performing PHC organisations monitor progress using data
systems that track:

1 clinical performance e.g. diabetes managementenatal care

1 operational performance access, billing da

9 LI GASyiaQ SELISNASYyOS YSiGNROao
It is recognised that how data on performanaes used and interpreted at different levels
of the health system is important

From the Affiliate perspective, the major gap at present is the lack of leadership by the
ACCHOextor or at least recognition of theole thesector can play in harnessing
technology, shaping the data platform to underpin clinical CQI workbainging to bear
the knowledge of the sector anlatoader public health expertig® develop meaningful
interpretation of data.

3.10.1.Quality use of clinical information systems

The value of a supportive IT platform for quality delivery of comprehensive PHC and for
CQIl is increasingly recogad. How well IT links into other components of a service system
is astrong influence on what can be achieved in relation to delivery of good chronic illness
carec a supportive IT systefisa key pillar of the ediencebased Chronic Care Mod&la

model endorsed by several Australian health departments and other agencies
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Some participants in the consultationmrticularly those involved in developing CQI
programs and supporting their uptake, strongly argued that quality use of clinical
information systems should be considered an integral part of a national CQI framework
not separate from it. Caveats were that IT solutions should not hold up progress with a
national CQI framework, and that electronic medical records and what could be extracted
from them, should not drive CQI, but should act in a support role.

An important aspect determining quality use of information systems is staff capability and
consistency in using the relevant systems at the local level. This includes staff knowledge,

skills and application in how to enter data correctly, how to interpret data,lite.shoot

guality issues, and use data for improvement purposes. Consultations suggested that

capability of frontline staff in using relevant IT systemssiot only a matter of acquiring

the relevant technical skills, bu¢quires a shift in mindset fromriting clinical notes for
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way that can be accessed for a variety of purposes, including billing, sharing care with

team members, generating recall and reminder ligtoviding indicators for quality
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effort that can be supported by a national CQI framework.

The limited evidence on the effectiveness of training in improving da#dity inPIRS
indicates that shorterm, low intensity training has limited impaftAs for other areas of
behaviour change and skills development, substantial improvements in data quality are
likely to require more intensive trainirgndother strateges that are specifically designed
to overcome the barriers to improvement as relevant to local cont€&@QlI itself can
support improved data qualitythereis also some evidence that using data in CQI can
result in improvements in data quality, proundj insight into data quality issues and
motivation to address theni®*2

Efforts to improve quality use of clinical information systems needs to include visiting
services, such as specialists, allied providers and locum staff. In consultations, health
selvice managers spoke of the challenges of incorporating data on these services as part of
CQI and reporting processes.

We have doctors who record their services on their own laptops and take them away.
[this means] this data is not in our system$ S  ©Oreppron these services in our
nKPlIs(Manager, ACCHO)

Akey constraint on greater use of the nKPI dasaa CQiesourceat local levelvas the

perception that the data did not have good validitihe specific concern raised was the

validity ofthede® YA Y I 1 2NJ FAIdzZNB& 200 AySR dzaAy3 GKS
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reconcile the standard definition required with their clinic populations, particularly where
populatons were mobile or transient and used a number of different services. To address

this issue, a couple of health services had obtained expertise to generate the nKPIs using

their own denominator data (used internally, not for reporting purposes), butgbistion

was not widespread.

There are also likely to be gaps in staff capability in understanding and using data for
improvement at all levels of the system. Commenting on the potential for Healthy for Life
reporting to informstate-wide analysis and plaang, the Healthy for Life evaluation (2009)
noted that the capacity for the then state and territory offices of ISR to accurately
interpret service reports (or indeedate-level reports if they were to exist) was likely to
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be variable. The general puiis that staff at different levels of the system who are
expected to use data for improvement would benefit from targeted training and support in
interpreting available data for impvement and planning purposé8The supportive
infrastructure proposeas part of a future national CQIl framework in our
recommendations, could go some way to addressing this issue.

From the consultations it was noted that a CQI framework could have a role in improving
the flow and use of data within the system, and conteXseand provide a framework for
governance of the data. Participants spoke about some of the frustrations of supplying
data, not having it fed back to them in a useable form, and being concerned that
interpretations of aggregate data could be damaging amsleading when taken out of
context. It was considered by some that if a framework was well designed, it could help to
address some concerns around indicator datar example, helping to address the danger
of 'tunnelling’ of vision to fit what is meagable through putting what is measured into a
wider context.

Xit is easy to measure the things that are easy to measure, but these are not
necessarily the right thingéClinician, ACCHO)

At present, there can be a tension between the selection of indisabé quality, the state

of development of automated data extraction tools and health service capacity to use PIRS
and to conduct CQI. For example, One21seventy clinical audit tools include a large range of
indicators across the scope of careytlmany ofthese indicators camot yet be

automatically extracted from the major PIRS. The consultations heard from users of
One21lseventy toolghat having to do audits manually made auditing a ttomsuming

task. Auditing became even more onerous where centralis=gith service management
(external to the health centre) required audits across numerous areas of care within for
example a weelong period of auditing

3.10.2.Coodination and governance of investment in clinical information systems to
support CQI

Ourconsultations identified a range of different IT solutions to generating data for CQI that
are separately negotiated, sometimes with disappointing results. Whilst decesettali
decision making about IT can mean that CQI programs (and health servicesevtieon)

can choose solutions that they feel are a good fit with their needs, without having to
compromise with others on the decision, there are also some drawbairiduding

procuring many similar but separate solutions, with decreasing pricing |exenad

increasing procurement costs. It also makes it harder to bring together a balanced team of
public health expertise, clinical expertise and IT technical expertise to solve chalteages
there are pockets of expertise spread around the system thatat working together

and asking IT vendors for slightly differing solutions. There does not seem to be a current
forum for those developing and supporting CQI programs in Aboriginal and Torres Strait
Islander PHC to come together with IT vendors to nddasions about wise investments

in ITthat couldsupport delivery ofjuality clinical care. An advantage of linking a
coordination structure into a national CQI framework is the potential it brings to include
mechanisms to trouble shoot IT issues thatviees experience, identify common concerns
across services or groupss#rvices, and help develop aardinated solutionDuring
consultations there was discussion of a potential role for members of a leadership group of
a national CQI framework in Abgimal and Torres Strait Islander PHC working with the
National Electronic Health Transition Authority to ensure that items relevant to Aboriginal
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and Torres Strait Islander health are given adequate attention in the development and roll
out of IT systemsiiPHC across service sectors.

Greatercoordination and governance of initiatives to support workforce capacity in use of
information systems (discussed elsewhere) may also enhance the effectiveness of these
initiatives, and bring greater efficiencies.

3.10.3.Adequacy of IT infrastructure to support CQI

There have been no representative studies assessing the adequacy of commonly used IT
platforms to support CQI for Aboriginal and Torres Strait Islander people across the PHC
system in Australia. The sumnyaof jurisdictionalspecific CQI presented in Section 2
suggested that within most jurisdictions, ACCHOs were using fairly staseldsdftware

and that software systems were adequate to support entry and extraction of at least a set
of indicators usefulor CQIg although there were concerns raised about lack of knowledge
in the quality ofdata obtained through automatic extraction tools. T$tate of

development ofi T infrastructureand clinical information servicesed by state and

territory PHC serves and by General Practices that provide care to Aboriginal clients
appears to be more vagd.

In-depth research includingight PHC services in NSWye@nsland and Central Austraffa,
reported that many staff in ACCHOSs considered IT infrastructure substandard, and

that this was a major barrier to supporting a culture of quality improvement in chronic care.
Concerns included frequent outages and support senbessginadequate to

troubleshoot problems when they arose. dstudy, published in 2012includedonly a

small sample and may now be aiated,but does suggest that it is important not to

assume adequacy of IT infrastructure across the board, particularly in respect of services
with lower capacity for CQIl who may need support for improventea most.

3.10.4.Data for action and linkage with CQI models and change management tools

The role of benchmarks in CQI was discussed at some length in several of the consultations,
with both opportunities and concerns identified. It was noted that sooenchmarks could

be a spur to action. For example, a GP noted thatRACGP standard for accreditation
specifieghat data on whether patients were Aboriginal or Torres Strait Islander or not,
needed to be recorded for 7er centof their patients Ths requirement spurredhe

practiceto cometogether to consider how they could meet this target.

In discussing concerns about benchmarks, participants highlighted the high variability in
service resourcing, and service delivery environments, and that adegm by outsiders

who lacked knowledge of context was inappropriate. Related to this, some noted that
depending on the service configuration, benchmarks could be inappropriateexample

some benchmarks would not be relevant to services with limiteckas to GPs, or services

with an emphasis on certain areas such as social and emotional wellbeing. Some

considered that a framework could play a role in ensuring appropriate use of benchmarks

¢ for example some benchmarks could be useful to advocater&atgr GP resourcing in

certain areas, depending on the underlying quality problem. Some participants reflected
GKFG WoSYOKYFNJQ YIFEe y23 0SS GKS NAIKIGI ¢2NR
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likely to be useful tarack progressoverall.
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CQI approaches need to use data and information for the specific purpose of improving

health care, toachieve better health outcomes. This means focusing on what data mean,

not simply what they measure. The evaluation of the NTSI@iegy warned of a risk that

0KS WAYLINROSYSY(GQ LINIL 2F /vL O2dz R 6S 23SN.
Skills ilanalysis and contextuadition of data at the local level, along with broad staff

engagement, are critical to identifying and priagittig areas for improvement, measuring

change and building a shared vision and story about improvement across a heslteser
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guality improvement. Promoting regional collaboration, in which data are shared and

regional ideas and solutions developed, was recommended as a solutionitaltds

facedszby health services in developing meaningful improvement strategies based on their

data.

A CQI framework should also encourage the use of data for improvement purposes at
different levels of the system. Systemide barriers to good care mapnly be modifiable at
regional, jurisdictional and national levels of the health system. However there can be
tensions between the use of data for local improvement purposes and broader use at

other levels where data can become decontextsedi For examie, concern was

expressed across the stakeholder consultations that the Aboriginal and Torres Strait
Islander PHC CQI effort could be weakened by fears that CQI data might be used punitively
by governments in order to assess performance. Jurisdictionatiwnal analysis requires

use of consistent indicators across individual services, which may conflict with allowing
services complete freedom to focus on local priorities. At the same time, there are
recognised advantages in being able to examine pattefrtare across regions,

jurisdictions and nationallyand over time Data sharing can help to increase health care
LINE GARSNBRQ Y20AQl GA2Y G2 AYLINRGS aSNIAOSax
enablers and to facilitate a regional response tolgems that lie beyond the capacity of
individual services to solv&.

There was strong consensdsiring consultationshat any data collected as part of a CQI
framework need to be owned and used locallydthe data may be strategically shared at
different levels. A role of a framework could be to provide some leadership and clarity
about sharing data, with somgarticipants in consultationsoting that some services were
still reluctant to share data.

The NT CQI Strate@yaluation made a number of suggtions in relation to building a
culture in which data are shared and used. These reflect the concerns and issues raised in
the sections above and are likely to be applicable beyond the NT, and include:

1 capturing the role of data as part of the prograngio

1 clearly articulating what data should be shared at different levels and with whom
and the goés of this sharing and data use

1 identifying how the data will be used for CQI, specifically developing mechanisms to
promote shared learning between health seres and deeloping data sharing
protocols

9 considering how to account for contextut@ctors in data interpretationand

9 articulating what action/s could be taken to support services that appear to have
low performance to help to lift performance.

Recommendations for a 59
National CQI Framework for Aboriginal and Torres Stiaitder Primary Health Care



Recomnendation 9: Enhancecoordination and governance mechanisms of clinical
information systems to support CQI.

1 Recognise that quality use of clinical information systems is an essential com
of a CQI framework, not separate from it.

1 Enhancecoordinationand governance of investment in clinical information syste
to support CQI. This will achieve:

o efficiency in expenditure
0 better data quality

o improved linkage of indicators and CQI tools to clinical guidelines and b
practice

0 better dissemination of lcal innovations to harness technology

1 Acknowledge that data for CQI is data for action and not for accountability. Thi
drive:

0 best practice care
o improved planning at local and regional levels
0 closer relationships with research teams
1 Any use of datanust value CQI models and change management tools

3.11Whole-of-quality system

Participants; particularly quality managers, and those who had been involved in support
roles in accreditatiog noted that there would be some work to do to make sure that
‘everything lines up' in the broader quality system. There was some discussion of the
importance of making sure that a national CQI framework could support and be supported
by accreditation and clinical governance systems. It was considered that a udefof a

CQI framework for Aboriginal and Torres Strait Islander PHC would be to unpack how these
different parts of the system fit together (risk assessment, CQI, accreditation). This would
then be helpful to services in investing wisely in quality a@wias they would be able to

see the whole picture. Accreditation has been seen as a way to improve quality of services,
but as noted by one participant, it does not provide the entire picture.

X[in accreditation] the culture of quality, the planning aradlecting on your services,
on how you can do a better job with the services that you lgatés is the stuff for me
that is missing(Accreditation support personnel, ACCHO)

Specifically related to involvement of the privaBeneral Practiceector inimproving

quality of care, participants in the workshops noted that most accreditation processes do
not consider the appropriateness or quality of the service in relation to the needs of
Aboriginal and Torres Strait Islander patients, for example, capacityovide culturally
appropriate care. There is also little research available on appropriateness of accreditation
processes for Aboriginal and Torres Strait Islander people.

Whilst a national CQI framework for Aboriginal and Torres Strait Islandec&H{® much
to address the barriers and strengthen the enablers of effective implementation of CQI,
and through this, to improve the quality of care for Aboriginal and Torres Strait Islander
people across the PHC system, it cannot improve quality on s dlaere is a need for
support from a variety of stakeholders, and alignment with other efforts. Several areas
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where alignment will help to strengthen the impact of a national framework were
identified, and there may be others.

Consultations found emergininterest amongst stakeholders for greater integration
between the related concepts of organisational quality and clinical governance, of which
CQI forms a part. Those working in services in different roles felt that there is likely to be
greater value otained from different quality initiatives if a framework could map out their
relationships and provide a picture of a quality system, with CQI as an approach to
problem solving across the system. Some considered that a clearer distinction between
indicatod 2 ¥ W0 dza A y Ssuéh aMetdi@aielbilling}, and duality he@suces of
care could be useful.

Alignment with the work oOACSQHE &a K2 dzf R I f a2 0SS FTdzZNOIKSNJ RSO
work incoordinating national improvements in quality of care #boriginal patients

specifically, has to date been fairly limited. However, following the introduction of the

NSQHS Standards, and assessment against these Standards in the acute sector, some work
has commenced in relation to improving quality of careAboriginal people within

mainstream services.

Aligningand clarifying the respective roles and relationships of CQI and other elements of
the quality system may also help to ensure sustained commitment tda€@boriginal

and Torres Strait Islander Bldndfor the broader PHC system. Letggm commitment is
required to embed CQI in the health system and gain the benefits of sustained, large scale
change. A 145 year timeframe for a national CQI framework for Aboriginal and Torres
Strait Islander PHCawld signathat CQI is as much a part of the quality system as, for
example, accreditation. This will give a powerful signatifercompetent and committed
service providerg and those who support them to do €xo pursue their intrinsic

motivation todeliver the best possiblearefor Aboriginal and Torres Strait Islandezople.

RecommendationlO: Develop longe#term strategies for aligning CQI with other qualit;l
initiatives including accreditation, service governana@md existing andemerging
national policies and plans in Aboriginal and Torres Strait Islandealth and the PHC
system as a whole.

Principle:CQI in Aboriginal and Torres Strait Islander PHC requires sustained comm
and a national CQI framework needs alByeartimeframe.

3.12 Support to services with limited capacity faZQI

The capacity to engage effectively in CQI varies widely across different organis&tions
Support models and frameworks V& generally acknowledged this, but there have been
few systematic approaches tdentifying and supporting organisatiomsth limited

capacity for CQIThe current design of the Healthy for Life program (considered innovative
and successful in many respects by external evaluation), does not favour participation by
lower performing serices. The 2009 evaluation of this program identified that there was a
high demand from eligible services for the funding, but principally barriers to obtaining the
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funding related to organisational issues. These included services being too busy to apply
for funding, or having poor internal mechanisms to identify and respond to funding
opportunities® In qualitative research associated with the AB€&earchprogram, key
informants noted thathe low performance of some health centres were thosanaged

by a centralorganisatiorthat had experienced high turnover in the CEO positvaith)

limited management commitment to CQI, and consequent delays and interruptions to CQI
processes. These heaklervicesvere staffed by nurses and health workers, did ndeof

any onsite GPservices, and serviced transient and mobile populations. Several other
health centes shared these additional characteristics, hatl more stable and capable
managemengreater commitment to using data for C@hd these servicesad adieved
significant improvement in delivery gbme services bgstablishing partnerships with local
GeneralPractices>®

The NT CQI Strategy Evaluatioghlighted the diversity of CQI capacity amongst health
services (in the NT), and suggested findingsataytarget and tailor support to services
based on theit2QIl competend@

Stakeholders consulted as part of this project reported that any implementation of a
systematic criteriordriven approach to targeting and tailoring support to health services
onthe basis of CQI capacity would need to be responsive and flexible, since CQI
competence of arganisation however it is defineds unlikely to be static

Defining characteristics and standards can nonetheless be useful in helpiifga path
towards increased capacity, and could lead to tailoring of CQI support for greatest iqpact
as suggested by the evaluation of the NT CQI Strafidwre are a range of tools that have
been developed to ssess various aspects of orgaisnal capacity for C&lor CQI

maturity.®°

Finding ways to enable those services with least capacity is a challenge that will require
more discussion with key stakeholder groups, specifically with the Affiliates and other
entities with roles in supporting services in the diffetservice sectors.

Recommendation 1: Ensure there is a focus on tailoring strategies and approaches t
meet the needs of health services at differing levels of devaiognt in relation to CQI
recognisng that health services are at different points in &ir quality journey.
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4. Conclusions and &&ommendations

The overall goal dhis projectwasto develop a shared understanding amongst key
stakeholders about what the advantages (or disadvantages) would be to developing a
national CQI framework and tecommend an approach that would have brebased
support by major stakeholders, is evideAwased, and will contribute to stronger PHC
services and improved health outcomes for Indigenous people.

With a clear focus on supporting fretihe service providrs to improve the quality of PHC
for Aboriginal and Torres Strait Islander people wherever they receive carprafet

team concluded thaimplementation of a national systemvide CQI framework for
Aboriginal and Torres Strait Islander PHC has thenpiadeo significantly contribute to
closing the health gap between Aboriginal and Torres Strait Islander people and the
general Australian population. Implementation of a frameworloasined in this report
couldalso support a better national understaimgy of the quality of PHC delivered to
Aboriginal and Torres Strait Islander people, and the factors that enhance quality of care. A
nationalframework would enable more opportunities for using data for improvement at
different levels of the system, a press that requires adequate time to build a culture of
improvement at all levels of the system, and clear agreements with data providers about
the way in which data are used, and the purpose of use.

In all of the consultations, there was widespread supportdevelopment of a national
CQI framework for Aboriginal and Torres Strait Islander PHC. Alewdtiand integrated
approach to supporting CQI that can be articulated in and supported by a national
framework is well supported by the evidence reviewedhis report.

We therefore make the following recommendatiorad propose a set of guiding
principles

Summary of recommendations

Recommendation 1The Department should proceed with supporting the development
of a national CQI framework for Aboriginaind Torres Strait Islander PHC.
Development and implementation of the framework should take into account the
guiding principles and specific recommendations identified through this project. These
reflect the concerns of key stakeholder groups, and arerméd by international
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Recommendation 2An implementation plan for the framework should be developedo
ensure that the framework takes effect, it needs to be supported by an implementatio
plan including the identification of resources across the PHC system (not only within
Aboriginal and Torres Strait Islane@esignated funding).

Recommendation 3All key stakeholders should be engaged in the development of the
framework and implementaton plan. A useful early step could be the development of
I WY2RSt 27T O theoyy Are/OrlogicNdatlwilBel Mlswface
assumptions from different stakeholder groups about the medium and longer term
outcomes expected, and how these outconmeght be achieved. The consultations and
evidence review informing this report have begun this process.

Recommendatiord: The implementation of the framework should also include a
rigorous and usefumonitoring and evaluation proces® formative or develpmental
evaluation could run alongside the framework development and implementation and
assist with reatime refinement and improvement.
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Recommendatiorb: Successful implementation of a national framework will require
support systems and activitiestogrg (G KS WodzAit RAy3 of201aQ 27
(Recommendations -B cover specific components of support that may be required.)
Recommendatiort: Development and implementation of a national CQI framework
aK2dzZA R GF1S I waeadsSya waliNeghicrOHeQuilding G KAY 1 A
blocks of support for CQI link up and interact wittne anotherg in order to optimise
synergies and minimise potential negative effects.
Recommendatior’: Foster leadership and support networks for CQI at all levels of the
systan. Support networks should be evidenbased, linked up with one another,
accountable, andoordinated, and their functioning regularly reviewed.
RecommendatiorB: Build the capacity of front line services to undertake CQI including
through training in CQluse of data systems for improvement, and managing and
leading change. Ensure workforce engagement in CQI is supported by the broader
system
Recommendatiorf: Enhancecoordination and governance mechanisms of clinical
information systems to support CQI.

1 Recognise that quality use of clinical information systems is an essential component
of a CQI framework, not separate from it.
1 Enhance coordination and governance of investment in clinical information systems
to support CQI. This will achieve:
o efficiencyin expenditure
0 better data quality
o improved linkage of indicators and CQI tools to clinical guidelines and best
practice
0 better dissemination of local innovations to harness technology
1 Acknowledge that data for CQI is data for action and not for accdilitya This will
drive:
0 best practice care
o improved planning at local and regional levels
o closer relationships with research teams
1 Any use of data must value CQI models and change management tools

RecommendationlO: Develop longe#term strategies for agning CQI with other quality
initiatives including accreditation, service governance, aexisting andemerging
national policies and plans in Aboriginal and Torres Strait Islandealth and the PHC
system as a whole.

Recommendatioriil: Ensure there is &cus on tailoring strategies and approaches to
meet the needs of health services at differing levels of development in relation to CQI
recognisng that health services are at different points in their quality journey
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Principles:
The key principles idgified in this report (refer Recommendation 1) are:
1. Build on momentum already established in CQI and learn from past experience.

2. Focus on strengthening enablers to CQit imposing specific models or standard
approaches

3. ldentify what cultural capabilt means for CQIl: embed cultural safety and
Aboriginal and Torres Strait Islander perspectives on health and health care into all
levels of the framework. This has implications for the scope of PHC covered by a
framework.

4. A collaborative approactedl by theACCHO sector, for best practice PHC for
Aboriginal and Torres Strait Islander people across the PHC system.

5. Support the principle of flexibility of use of CQI tools and approaches (and
indicators) with health services supported to use tabiat are a god fit for their
needs and context.

6. CQI in Aboriginal and Torres Strait Islander PHC requires sustained commitment
and a national CQI framework needs alB)year timeframe.

Should the Department decide to proceed with the development of a natiGQal

frameworkfor Aboriginal and Torres Strait Islander PAs(broposed in this report, it

would entail a number of intelinked areas of work, including a range of stakeholder

groups with relatively limited experience of working together constructively towards a

common goal. However we believe that the successful development of this initial phase of
G2N] A& WLINRB2F 2F O2yOSLIiQx FyR GKIFIG 3IAGSY
range of CQI activity and expertise available, there is a strong possibilighofdturns in

respect of better use of existing resources and improved Aboriginal and Torres Strait

Islander health outcomes, even if an initial investment was relatively modest.

Based on our review of the literature and consultations with a range of btd#lers, the
timing is right for development of this framework, as well as specification of needed
resources and an implementation strategy. If we are able to build on the current
momentum, we anticipate that completion of a national CQI framework for i§bwal and
Torres Strait Islandd?PHC would take approximatelg 8 months.
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AmnexmY . F Ol INRdzyR t I LISNY 2KId A& | WCN
frameworksused to support quality initiatives in health care?

This short discussigmaper seeks to provide some background in defining and describing
frameworks and to discuss how they might be used in this project. The (fctidnary
RSTAYSa Tadinherbisic atidtulie uldgithg a system, concept, or téxt

Frameworks in hetll care have been used for a variety of purposes including research
where they are called conceptual frameworks, which can represent and define key factors
of interest and their interplay and interdependence. A second use is to guide the
development of paty. A third use is to guide the development and provision of clinical
services.

Several benefits are noted with the use of a framework including

1 Identification and definition of the key concepts relevant to the initiative
contemplated allowing for a commoanguage among stakeholders

1 Ensuring that a sufficiently wide range of factors will be considered to inform
development of interventions or plans. This might include for example contextual or
cultural factors.

1 Facilitating consideration of mulkevel inpacts such as those at the individual,
health service or government levels.

There appears to be no standard format for defining a framework. However viewing
different health related frameworks in areas close to that of this project show
commonalities. Thigcludes:

1 A literature review of the topic including both peer reviewed literature and relevant
grey literature.

1 Definitions of key concepts. This can be provided by the working team or as a
consensus from relevant stakeholder groups.

1 Statement of valueand principles. This is included in some frameworks particularly
those with a more strategic focus.

1 Mapping of these concept and their interrelationshipsis often includes feedback
from stakeholders in developing a draft framework.

1 A formal process sudhs stakeholder meetings and review by relevant organisations
and interested individuals to facilitate broad input into the framework and to
generate a consensus regarding the framework

1 Some frameworks include strategies for the implementation of the franr& and a
few incorporate specific plans and resources (strategic plan) required for their
implementation.

1 Some frameworks define the program logic of the initiate including anticipated
outcomes and how they might be measured and tracked over time.

Frameworks are very similar to models of care (e.g. the Chronic Care Model of Wagner et.
al) and some believe they are synonymous.
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Examples of Frameworks

There are many examples of frameworks. Some examples of frameworks that might be
used to inform the devlepment of the CQI framework for this project include:

Royal Australian Quality FrameworKr his framework defines the elements of quality for
GPs in Australia and is used to guide continuing professional development and
accreditation. https://rnzcgp.orgaziassets/documents/NewsEvents/Fridayl 150-G
Mitchell-12-FebQuality-FrameworkPresentationFinal.pdf

Queensland Department of Health Organisational cultural competency framewadaitkis
framework defines the action areas of cultural competency and isemaxit of the
Queensland Health Strategic Plan for Multicultural Health 2B012. It demonstrates the
overlap between frameworks and strategic plans in Australia.
http://lwww.health.gld.gov.au/multicultural/contact_us/framework.asp

Department of health (Enignd). A framework for personalised care and population health
for nurses, midwives, health visitors and allied health.
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/326984/
PHP_Framework_Version_1.pdf

Implications of this discusion of frameworks for the Aboriginal and Torres Strait Islander
Primary Health Care CQI scoping project.

LY HamoX !'ftSy b [/ fIFIN]JST I LINRGIGS SO €dz GA
Continuous Quality Improvement (CQI) investment strategy: FirlalZRBIIi ¢ ® ¢ KA & NI LJ
evaluated the impact of CQI interventions in improving Aboriginal and Torres Islander

health in the NT and provided recommendations for additional work in this area and

provided recommendations for additional work in the ar&aeir fird recommendation

gl a G2 a5S8S@St21LJ | ANBS YR 02YYdzyAOIF 0SS | L3
aSita 2dzi GKS LI NIYSNARAQ o!a{!b¢z 521 wb¢6z I
short and long term outcomes, timeframes, indicators for monitgr®QI activities and

AYLI Odazr FyR (KIG RSaONROS (KS O2yGSEG F2NJ
was the development and implementation of a phased CQI implementation model that
GadFNBSGa adzZlJLl2 NI T2 N &SNIA OBgor naturg hRse dy o K S
GSN¥ya 2F GKS /vL OFLI oAftAGE YR OFLI OAGeed
GRSTFAYAYI GKS OKIFINFYOGSNRAGAO YR aidl yRI NRa
aSNIA OS¢ @

From initial discussions there was interespressed by many of the stakeholders to have

the framework development be the first step in a broader process for strategic planning

around measuring and improving quality of care in the Aboriginal and Torres Islander PHC
sector perhaps along the linesggested in by Allen + Clarke

Professor Richard Reed
Flinders University
20 July 2014
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Annex 2: Proposed components of support #uilding block<€Zor
development and implementation of a national CQI framework in
Aboriginal and Torres Strait Islanderifary Health Care

The findings presented in the report of the projéRtovision of CQI in Aboriginal and

Torres Strait Islander PKKliggested that successful implementation of a national

framework in this area would require specific attentionto stred@ y A y 3 aSOSNI £ W
0f201aQ 2N O2YLRyYySyGa 2F &adzZJIR2NI Ay GKS t1/
building blocks represent the broad areas of focus that would be needed to support an

overall visim of a national CQI frameworkhis document prades additional details and
recommendations around these proposed components of support for implementation

Additional components may be added to this list and further refinements are likely

Thisfigure shown below (Figure 1) was presented in earlieftdoam to the participants

Fd GKS LINR2SOGQa ylaAaz2ylt OzyadzZ iFiAgy O2yR
July 2014The version shown here incorporates several refinements suggested at that

workshop, including:

1 addition of a crosgutting workforce capacity development component (represented
by the dotted pentagon)

1 enlargement of the central circle to better reflect the overall intent of the framework,
being to support frondine services

1 expansion of leadership to include leaders and manageross the PHC workforce,
not only clinical leadership

1 wording adjustment to better reflect the intent of various components.

Specific recommendations in relation to each component for implementation are provided
below the Figure. Any progression bese components will also need to pay attention to

how they are linked up with one anotheklternate depictions of the components which

reflect some of the discussion at the national workshop show the applicability of these
components at different levelsf the PHC system, and the need to focus on the linkages
between these different components (Figures 2a an@&®the end of this document).
Recommendations in relation to each component were discussed in the national workshop,
and are provided below. Thesre consistent with, and expand upon, the broader
recommendations of the project provided in the main project report
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Figure 1 Proposed components of support for implementation of a systemide national
framework for CQI in Aboriginal and Torres Strislander Primary Health Care
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1.1. SupportingPHC leadership to drive CQI for improving Aboriginal health outcomes

Any improvement initiative needs to identify and mandate suitable leaders to spearhead
its activities and drive change at different léxé eadership at system level is important,
and so is leadership of clinicians in relating to clinical care, managerial leadership, and
Aboriginal health worker leadership.

In order to create an enabling environment for wideale CQI to improve PHC for
Aboriginal peoples, we recommend that the Department:

1 Establish and resource a core leadership group to drive development of a national
CQI frameworkin recognition of the experience of the core role of the ACCHO sector
in providing quality PHC specifilyafor Aboriginal people, it is considered that the
ACCHO sector should play a central role in this leadership group and be adequately
resourced to do so. The leadership group should reflect the principle that key
stakeholders should be part of the prosasf developing and implementing
strategies, and include partners at all levels of the PHC system with relevant
expertise and experience. It should be closely aligned with already established
national leadership structures.

1 Foster leadership for CQI thaitciudes different aspects of leadership at different
levels of the systemWhilst the role of an overall core leadership group will be
critical, there is also a need for specific strategie develop other leadershig-or
example, a framework should reanige and allow opportunity for development of
leadership in improvement from clinicians with credibility amongst clinical peers in
state-run services, private General Practice and the ACCHO sector, Aboriginal Health
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Worker groups, allied health and othesre groups, and quality managers and
supporting organisations.

1.2 Designingand resourcing intedinked CQI networks

Properly designed, improvement networks provide douiitt mechanism to spread
successful change quickly, leveraging the power of smuthprofessional connections
rather than relying on the formal chain for comntbof a heirachical organization.
(Foreward:Effective networks for improvement learning report 20ddalth
Foundation)

There has to date been little systematic support for netks as a mechanism to support
guality improvement in Aboriginal andiffes Strait Islander PHThis has meant that
networks that have been establishédve been difficult to sustairt has also meant that
their scope has necessarily been directed byréuirements of funders or auspicing
organisations. For example, some CQI networks in Aboriginal and Torres Strait Islander
PHC have focused on the needs of a specific sector or group, whilst others have had a
research focus. It is difficult for these &mof networks to provide a neutral environment
for collaboration across different constituencies and disciplines. Distinctive features of
networks for improvement, and different types of networks for different purposes have
been described (Figures 2 anth&ow).

Recommendations from this project in relation to CQI networks for improving Aboriginal
PHC through a CQI framework include:

1 Define and work towards adequate resourcing for evidenbased partnership
models (or networks for improvement). More thame network will be needed, as
different issues need to be addressed for support to CQI across diverse
implementation environments across and within jurisdictions and service sectors
Networks for improvement typically operate at different levels, anceiation to
different enablersDevelopment of a national framework along the lines proposed
should outline the types of networks needadd their interrelationshipslt should
also ensure that the networks themselves are linked up, accountable, and co
ordinated. Clear articulation of the core purpose and activities of networks at
different levels will help to guide decisions about the appropriate structure and
governance of the networks.

1 Ensure that evidence is brought to bear on the design of networks #imat their
functioning is regularly reviewedNot all QI networks function equally wellffective
networks have a common purpose, a cooperative structure, critical mass, collective
intelligence and community buildingn the CQI context, networks need be
WYl yIF3I3SRQ ySGg2Nlaz y20 Wyl ada2NItQ ySig2N]
they need to be well supported and resourced, with an identifiable network leader,
and a network coordinator or facilitator, with protected staff time. The network must
develop a welbrganised work plan with identified deliverables or targets, and there
is a need for ongoing monitoring and evaluation of performance. More effective
networks also have resources to bring network members together through regular
meetings, peferably with some of these being fate-face meetings. Resources are
also required to achieve work plans. They have strong, effective communication and
engagement across members and stakeholders, as well as brokerage and bridging
roles to ensure dissemation of information in and out of the networkEffective QI
networks will also need to engage with clinical experts and researchers to ensure
that their work is cuttingedge and evidencbased. The networks should include
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consumer representation, have rtidisciplinary clinical and nealinical (e.g.
organisational or service planning) representation.

1 Use existing structures and those organisations already engaged in supporting
quality improvement for Aboriginal clients in PHC wherever appropriate, rakizer
setting up new structures

1.3 National analysis, interpretation and sense making

CQI approaches need to use data and information for the specific purpose of improving
health care, to achieve better health outcomes. This means focusing on whatndaia,

not simply what they measure. The evaluation of the NT CQI strategy warned of a risk that
GKS WAYLINROSYSYGQ LINIG 2F /vL O2dzfR 6S 23SN.
Skills in analysis and contextualization of data at the local level, althdproad staff
engagement, are critical to identifying and prioritizing areas for improvement, measuring
change and building a shared vision and story about improvement across a health service.
CKAE LINPOSAZAYBQUWES YA S SSyrtaatkrideyof dciltu@&f 'y AY
guality improvement. A CQI framework should also encourage the use of data for
improvement purposes at different levels of the system. Systade barriers to good care
may only be modifiable at regional, jurisdictional andioal levels of the health system
However there can be tensions between the use of data for local improvement purposes
and broader use at other levels where data can become decontextualized. For example,
concern was expressed across the stakeholder dtatgans that the Aboriginal and Torres
Strait Islander PHC CQI effort could be weakened by fears that CQI data might be used
punitively by governments in order to assess performance. Jurisdictional or national
analysis requires use of consistent indicatacross individual services, which may conflict
with allowing services complete freedom to focus on local priorities. At the same time,
there are recognised advantages in being able to examine patterns of care across regions,
jurisdictions and nationallyp identify and address common barriers and enablers, to
measure systenwide progress and to help build a shared story about improving Aboriginal
health.

1 Itis recommended that a CQI framework should enable more formalized
opportunities for using data famprovement at different levels of the system, while
taking into account that it can take time to build a culture of improvement in which
data for improvement are shared openly.

1.4EnhancindT systems and capabilitiesdata platforms, reporting and argets

The value of a supportive IT platform for quality delivery of comprehensive PHC and for
QI is increasingly recognizeédow well IT links into other components of a service system
is a strong influence on what can be achieved in relation to delivegpod chroni iliness
care (Appendix 10).

The major gap at present is the lack of resourcing for epidemiological and Abariginal
health expert leadership in harnessing IT technology to underpin clinical CQI work and
guide interpretation of quantitativelata. This area would benefit from a greater input
from the ACCHO sector and public health expertise.

General principles and recommendations in relation to supporting development of this
component of a framework are:
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1. Recognise that quality use of clinicaiformation systems is an essential
component of a CQI framework, not separate from implications of this may
involve working with the National Electronic Health Transition Authority to ensure
that items relevant to Aboriginal and Torres Strait Islanftealth are given adequate
attention in the development and roll out of IT systems in PHC across service sectors.
There are also implications for workforce capabilities in relation to IT (discussed
below).

2. Enhance cerdination and governance mechanisna$ clinical information systems
to support CQI.This will achieve:

1 efficiency in expenditure
1 better data quality

1 improved linkage of indicators and CQI tools to clinical guidelines and best
practice

1 better dissemination of local innovations to harnesshnology.

Currently decisions about how to spend money on developing capability of clinical
information systems to support CQI are made by a variety of staff across different
organisations, operating individually within a market econoffrtyere does not s&m

to be a current forum for those developing and supporting CQI programs in
Aboriginal and Torres Strait Islander PHC to come together with IT vendors to make
decisions about wise investments that could lead to quality clinical €are
consultations idatified a range of different IT solutions to generating data for CQI
that are separately negotiated, sometimes with disappointing results. Whilst
decentralized decision making about IT can mean that CQI programs (and health
services who use them) can cheosolutions that they feel are a good fit with their
needs, without having to compromise with others on the decision, there are also
some drawbacks including procuring many similar but separate solutions, with
decreasing pricing leverage and increasingcprement costslt also makes it harder
to bring together a balanced team withof public health expertise, clinical expertise
and IT technical expertise to solve challenges there are pockets of expertise
spread around the system that are not speakiogpne another, and asking IT
vendors for slightly differing solutiondn advantage of linking a @vdination

structure into a national framework is the potential it brings to include mechanisms
to trouble shoot IT issues that services experience, iflegbmmon concerns across
services or groups of services, and help develop-ardmated solution.

3. Acknowledge that data for CQI is data for action and this is different from data for
accountability. Using data for improvement purposes often resultsharmge in the
data, as inactive clients are removed from patient lists, definitions are tightened up,
and documentation of care processes is improved. This will drive best practice care
and improved planning at local and regional levels. Currently usénafat|
information systems is variable across the PHC sydteomt line health services
struggle with establishing good practice in use of clinical information systestadf
turnover, locum staff, and visiting staff, unfamiliar or unwilling to use ggst
systems being underlying factors that make it difficult for even the best resourced
data extraction tools to provide quality dat&hese kinds of processes mean that
using CQI data for accountability is not idegluestions were raised in the
consultadions if this (at this stage of development) was even possikleamework
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should allow for and facilitate responsible use of data for improvement purposes at
national, jurisdictional and regional levels, as well as recognizing the prime role of
CQI dataat the local levelThis will help to provide population level perspectives as
well as informing what works and system wide barriers/enablers to quality. care

1.5CQImodelsand change management tools

There are a large number of CQI models and tools deeel and emerging. It is strongly
NEO2YYSYRSR GKIFdG I /vL FTNIYSg2N] ySSRa a2 7
and resources, and be open to change and new developments. Specific recommendations

in this area include:

1 Support the principle dfiexibility of use of CQI tools and approaches (and indicators)
with health services supported to use tools fit for local cont@srt of the next
LIKI &S 2F ¢g2N] O2dZ R 6S (2 RS@St2L) FyR (NAR
to support CQI for immvement in quality of PHC for Aboriginal people across the
a2aiSY®dP ¢KAa&a ¢g2dzZ R ySSR (2 0SS | WiAGAy3 N
and updating at least annually. The focus of thespportingimplementation should
be on coaching health séces to look across different tools and select the best fit for
purpose, and implement improvemengiven the strategic and targeted effort
required to achieve improvement in Aboriginal health, efficient and effective
outcomes may be best secured througinpport services with a specific focus on
Aboriginal health, such as larger AMSs with expertise in CQI, or affiliates and partner
organisations

1 Recognise that providing tools and resources alone is a necessary but not sufficient
condition for improvement(tools need to go along with other dimensions of capacity
including training, supportive processes eté )next phase in development of a
national CQI framework could develop strategies for disseminating and meshing
available CQI tools with other aspeciscapacity in CQJ for example, at a system
level ensuring that the tools and approaches are consistent with accreditation
requirements, requirements for award of Continuing Professional Development
points etc Capacity in leading and managing changeaisicularly important.

1 Ensure there is a focus on tailoring strategies and approaches to meet the needs of
health services at differing levels of development in relation to. B€4lth services
are at different points in their quality journefstablising a Total Quality
Management approach within the health service itself is vitally important, along with
a systems approach and a quality/safety culture, and cultural safety in the Aboriginal
and Torres Strait Islander contexthen CQI tools, and improweent networks can
be a useful addition.

1.6 Leveragebroader PHC and system support

Whilst a national CQI framework for Aboriginal and Torres Strait Islander PHC can do much
to address the barriers and strengthen the enablers of effective implementati@Qof

and through this, to improve the quality of care for Aboriginal and Torres Strait Islander
people across the PHC system, it cannot improve quality on its Dhare is a need for

support from a variety of stakeholders, and alignment with other e§@everal areas

where alignment will help to strengthen the impact of a national framework were

identified, and there may be others
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9 First, there was a strong recommendation that a future phase of \wwak
relationships between existing CQI models, staards and accreditationThere is
emerging interest amongst stakeholders for greater integration between the related
concepts of organisational quality and clinical govegrof which CQI forms a part.
Those working in services in different roles felttttizere is likely to be greater value
obtained from different quality initiatives if a framework could map out their
relationships and provide a picture of a quality system, with CQI as an approach to
problem solving across the systeBome considered that clearer distinction
0SG6SSYy AYRAOIFIG2NE 2F WodzaAySaa adadlAylo
measures of care could be useful
1 Alignmentwith the work of Australian Commission on Safety and Quality in Health
Care (ACSQHGHould also béurther developed¢ KS / 2 YYA &daA2y Qa 62 N
ordinating national improvements in quality of care for Aboriginal patients
specifically, has to date been fairly limited. However, following the introduction of
the National Safety and Quality Health Sery{l8QHS) Standards, and assessment
against these Standards in the acute sector, some work has commenced in relation
to improving quality of care for Aboriginal people within mainstream services

1.7Enhanced workforce capacity for quality improvement

Ultimately the successful implementation of CQI across the system in a way that improves
care will be determined by the competent and committed service providers who engage
with Aboriginal clients on a day to day basis. The enthusiasm and commitment of service
providers needs to be harnessed at all levels of the system.

We consider that enhancing workforce capacity for quality improvement will be a core part
of the work of each of the components of support outlined aboMee followingadditional
recommendatio relevant to workforce capability is proposed.

1 Recognise that access to quality data about service provision, including clinical data,
is a key foundational element of CQI and build workforce capability in this area. At
the service provider level, themeeds to be a shift in mindset from writing clinical
y2G0Sa FT2N 2ySQa 26y dzasS ol a I Dt 2NJ KSIFf
information in a way that can be accessed for a variety of purposes, including billing,
sharing care with team membergenerating recall and reminder lists, and providing
indicators for quality improvement, and accountability and reportibdK A & WY A Y Ra S
a KA T i Q-scalé changefetfoN.8VS consider that this change effort could benefit
from being more closely integi@ad with a national CQI framework for Aboriginal and
Torres Strait Islander PHC. Specific areas of activity may include advocating for
greater emphasis of the importance of using clinical information systems correctly as
part of good clinical care in4service and preservice training for health practitioners.
It also may involve integrating training in how to cleanse and support good data
entry into CQI training.
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Annex 2: Supplementary figures

Figure 1a: Alternate depiction of support model for implemntation of a national CQI framework
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Figure 1b: Alternate depiction of support model for implementation of a national CQI framework
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