
Page 1 of 55 

 

 

 

  

 
 
 
 
 
 

Priority Evidence-Practice Gaps in 
Aboriginal and Torres Strait Islander Health Care 

Acute Rheumatic Fever and  
Rheumatic Heart Disease Care  

(with supporting data: 2008 – 2014)  

 

Phase 2 Report:  Engaging stakeholders in identifying priority evidence-
practice gaps and strategies for improvement in primary 
health care (ESP Project) 

 

 

 

  



 

Page 2 of 55 

 

Table of Contents 

 

Abbreviations ..............................................................................................................................................4 

Authorship ..................................................................................................................................................5 

Acknowledgements .....................................................................................................................................5 

1 Section 1: Executive summary ..........................................................................................................6 

1.1 Purpose .............................................................................................................................................6 

1.2 Approach ..........................................................................................................................................6 

1.3 Summary of findings .........................................................................................................................6 

1.4 Next steps .........................................................................................................................................8 

2 Section 2: Acute Rheumatic Fever and Rheumatic Heart Disease Care for Aboriginal and 
Torres Strait Islander people ............................................................................................................9 

2.1 ABCD National Research Partnership/One21seventy ......................................................................9 

2.2 Large-scale health system strengthening ...................................................................................... 10 

2.3 Engaging stakeholders in identifying priority evidence-practice gaps and strategies for 
improvement ................................................................................................................................. 10 

3 Phase 1:  Identifying priority evidence-practice gaps .................................................................... 12 

3.1 Feedback from stakeholders on the identified priority evidence-practice gaps ........................... 13 

4 Phase 2: Identifying barriers and enablers to addressing the priority evidence–practice gaps 
and system-wide strategies for improvement .............................................................................. 14 

4.1 Presentation of data ...................................................................................................................... 15 

4.2 Characteristics of participating health centres and patients whose records were audited ......... 17 

5 Section 3: Trends over time for key indicators of priority evidence-practice gaps in ARF/RHD 
care ................................................................................................................................................ 20 

References ............................................................................................................................................... 34 

Appendix A – Data collection and reporting ............................................................................................ 35 

Appendix B – Sources for the ARF/RHD clinical audit .............................................................................. 36 

Appendix C – ESP Project processes ........................................................................................................ 37 

Appendix D – Survey respondents ........................................................................................................... 38 

Appendix E – Responses to phase 1 survey on relative importance of gaps ........................................... 40 

Appendix F – Trend data on preliminary priorities identified in phase 1 ................................................ 44 

Appendix G – Evidence Brief - barriers, enablers and strategies for using CQI to make improvements 
in PHC  quality ................................................................................................................... 50 

 

  



 

Page 3 of 55 

 

Figure List 
Figure 1. ESP Project phases ................................................................................................................................... 10 

Figure 2. Use of aggregated CQI data for stakeholder identification of system wide evidence-practice gaps 
and strategies for improvement. ............................................................................................................. 11 

Figure 3. Interpretation of boxplots ....................................................................................................................... 16 

Figure 4. Mean health centre overall service delivery to ARF/ RHD clients, by audit year for all health centres 
and by audit cycle for health centres that have at least 3 years of audit data (n=number of health 
centres; number of client records audited). ............................................................................................ 22 

Figure 5. Overall system assessment score*, by year for all health centres and by cycle for health centres 
that have at least 3 years of systems assessment data (n=number of health centres that conducted 
a systems assessment). ............................................................................................................................ 23 

Figure 6. Mean health centre percentage of clients with BPG injections > 80% of planned frequency, by audit 
year for all health centres and by audit cycle for health centres that have at least 3 years of audit 
data (n=number of health centres; number of clients). .......................................................................... 24 

Figure 7. Mean health centre percentage of clients with record of follow-up action if BPG injections <80% of 
planned frequency, by audit year for all health centres and by audit cycle for health centres that 
have at least 3 years of audit data (n=number of health centres; number of clients with poor BPG 
delivery). .................................................................................................................................................. 25 

Figure 8. Mean health centre recording of a current and completed ARF/RHD management plan in client’s 
health summary, by audit year for all health centres and by audit cycle for health centres that have 
at least 3 years of audit data (n=number of health centres; number of clients). .................................... 27 

Figure 9. Mean health centre recording of planned frequency of BPG injections on current prescription and 
on clinic master chart, by audit year for all health centres and by audit cycle for health centres that 
have at least 3 years of audit data (n=number of health centres; number of clients). ........................... 28 

Figure 10. Mean health centre recording of ARF (or suspected ARF) diagnoses on health summaries, by audit 
year for all health centres and by audit cycle for health centres that have at least 3 years of audit 
data (n=number of health centres; number of clients). .......................................................................... 29 

Figure 11. Mean health centre recording of follow-up action if recurrent ARF despite ≥80% of BPG injections 
delivered, by audit year for all health centres and by audit cycle for health centres that have at 
least 3 years of audit data (n=number of health centres; number of clients). ........................................ 30 

Figure 12. Mean health centre documentation of rheumatic fever education being provided, by audit year for 
all health centres and by audit cycle for health centres that have at least 3 years of audit data 
(n=number of health centres; number of client). .................................................................................... 33 

 

Table List  
Table 1. High priorities for improvement as reflected by frequency of ratings of 7- 10 on a scale of 1 - 10. ....... 13 

Table 2. Health system and staff attributes that may act as barriers or enablers to addressing gaps in care...... 14 

Table 3. Rheumatic Heart Disease audits and system assessments completed between 2008-2014 (number 
of client records audited, number of health centres and number of SATs) ............................................ 18 

Table 4. Rheumatic Heart Disease audits completed between 2008 and 2014 by audit cycle (number of 
client records audited and number of health centres) ............................................................................ 18 

Table 5. Characteristics of participating health centres and clients whose records were audited between 
2008 & 2014 (number & %) ..................................................................................................................... 19 

Table 6. Summary of trends in areas relevant to identified priority evidence-practice gaps ............................... 21 

  



 

Page 4 of 55 

 

Abbreviations 

 

ABCD  Audit and Best practice for Chronic Disease 

ARF  Acute rheumatic fever 

ATSIHW Aboriginal or Torres Strait Islander Health Worker 

BPG   Benzathine penicillin G 

CQI  Continuous Quality Improvement 

ESP Engaging Stakeholders in Identifying Priority Evidence-Practice Gaps and Strategies 
for Improvement 

PHC  Primary Health Care 

RHD  Rheumatic Heart Disease 

SAT  Systems Assessment Tool 

WHO  World Health Organisation 

 

  



 

Page 5 of 55 

 

Authorship 

Authors of this report:  Jodie Bailie, Veronica Matthews, Alison Laycock, Ross Bailie 

JB played a lead role in data interpretation, writing of this report and project design and 
management. VM played a lead role in the development of the ESP project process, and in 
management, analysis and presentation of data. AL contributed to development of the ESP Project 
process and report writing. RB provided overall leadership of ABCD National Research Partnership 
(including the ESP Project), and had a major role in data analysis and interpretation, and drafting 
and reviewing of this report. 

 

Acknowledgements 

We sincerely thank the range of employees of stakeholder organisations and individuals who have 
provided generous contributions to the ESP Project. The success of this project is built on feedback, 
engagement and participation by a range of individuals and groups within and beyond the ABCD 
National Research Partnership. We acknowledge the input of RHD Australia in Phase 1 of the RHD 
ESP process. In particular, Sara Noonan and Sandra Downing who played lead roles in the analysis 
and interpretation of data and writing of the Phase 1 report; and Judy Katzenellenbogen from the 
‘End RHD’ Centre for Research Excellence who provided comment and advice on a late draft of this 
report.  We thank Perri Hull for her contribution in formatting and distributing the ESP reports.  

The ABCD National Research Partnership is led by Menzies School of Health Research and funded 
by the National Health and Medical Research Council (ID No.545267) and the Lowitja Institute. The 
Partnership includes Aboriginal Community Controlled Health Organisation peak bodies and 
member services, government health departments, academic institutions, and primary health care 
services in five states and territories: the Northern Territory, Queensland, South Australia, Western 
Australia and New South Wales. Ethical approval has been granted by the Human Research Ethics 
Committees in all jurisdictions where there are participating health services. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Suggested citation: 

Bailie J, Matthews V, Laycock A, Bailie R. Aboriginal and Torres Strait Islander Health Care, Acute 
Rheumatic Fever and Rheumatic Heart Disease Care (with supporting data: 2008 – 2014), Phase 2 
Report: ESP Project, Menzies School of Health Research, May 2016. 

 
  



 

Page 6 of 55 

 

1 Section 1: Executive summary  

1.1 Purpose 

The purpose of this project is to engage key stakeholders in the use of aggregate continuous quality 
improvement (CQI) data to identify and address system-wide evidence-practice gaps in Aboriginal 
and Torres Strait Islander acute rheumatic fever (ARF) and rheumatic health disease (RHD) care. 
System-wide gaps are likely to be due to deficiencies in the broader primary health care (PHC) 
system, indicating that system-level action is required to improve performance. Such system-level 
action should be developed with a deep understanding of the holistic nature of Aboriginal and 
Torres Strait Islander wellbeing beyond just physical health (including healthy connections to 
culture, community and country), of the impact of Australian colonial history on Aboriginal and 
Torres Strait Islander people, and of how social systems – including the health system - should be 
shaped to meet the needs of Aboriginal and Torres Strait Islander people.  

This project builds on the collective strengths within PHC services in order to continue improving 
the quality of care for Aboriginal and Torres Strait Islander communities. 

1.2 Approach 

Through two cyclical phases of reporting and feedback, we aim to engage stakeholders in a 
theory- based process using aggregate CQI data to identify:  

1. priority evidence-practice gaps;  

2. barriers and enablers to high quality care and system-wide strategies for achieving 
improvement.  

Implementation research suggests that by using evidence to identify and link priority gaps to 
theoretical domains that are known to be system enablers or barriers, strategies can be 
developed that will most likely produce the desired change.  

This report forms part of the second phase of the Engaging Stakeholders in Identifying Priority 
Evidence-Practice Gaps and Strategies for Improvement (ESP) project for ARF/RHD care and uses 
de-identified trend data from 60 health centres participating in the ABCD National Research 
Partnership that conducted audits of care for clients with diagnosed ARF/RHD over the period Jan 
2008 – December 2014 (2,581 client records; 80 system assessments). We present trends over time 
from 2008 to 2014 for indicators relevant to the priority evidence-practice gaps identified from 
Phase 1. This is to assist stakeholder reflection on the barriers and enablers to addressing these 
gaps and system-wide strategies for achieving improvement.  

1.3 Summary of findings 

Although some health centres are doing well in many aspects of ARF/RHD care, the majority of 
health centres are not doing well in key areas. There is wide variation between health centres in 
almost all aspects of ARF/RHD care. 

The preliminary identified priorities for improvement in the Phase 1 report were:  

1. Improve recording of key client information across the scope of indicators of best practice - 
focus on improving levels of recording ARF diagnoses (including suspected ARF), RHD 
classification, prioritising disease management planning and improve identification of Priority 
1 clients waiting for cardiac surgery, and warfarin prescriptions for clients where indicated. 

2. Penicillin use and recurrent rheumatic fever - improve recording of key information related to 
delivery of BPG injections, increased uptake and follow-up of planned BPG injections to 80%, 
strengthening efforts to provide interventions for clients who have ARF despite adequate 
injection delivery. 

3. Scheduled Services – improve review and recording of echocardiograms, and dental services.  
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4. Risk factors and interventions - Improving the practice and documentation of risk factor 
identification and intervention, and standardise the practice and recording of rheumatic fever 
education for all clients. 

5. Health centre systems - Strengthen systems for more effective links between the participating 
health centres and communities, other health services and external resources. 

All respondents stated that the evidence-practice gaps highlighted in Phase 1 were consistent with 
their views prior to reading the report. When asked to rate the importance of the evidence-practice 
gaps on a scale of 1 – 10, those most commonly rated in the range of 7 – 10 were: 

(1)= Increase uptake of planned BPG injections to 80% or more for all clients who are 
prescribed injections (21/21) 

(1)= Strengthen activity around follow-up of clients who received less than 80% of planned 
BPG injections within a 12 month period, and focus these efforts specifically on improving 
coverage in and recording of specific follow-up strategies (20/20) 

(2)= Support health centres to prioritise disease management planning (20/21) 

(2)= Improve recording of key information related to delivery of BPG injections, such as 
planned frequency of BPG injections, current prescriptions and clinic master charts (20/21) 

(3)= Improve levels of recording ARF diagnoses (including suspected ARF) (19/21) 

(3)= Strengthen efforts to provide interventions for clients who have ARF despite adequate 
injection delivery (19/21) 

(3)= Improve the practice and recording of rheumatic fever education for all clients (18/20) 

These findings are based on 21 survey responses – 17 individual responses and 4 group responses 
on behalf of 108 people. Not all respondents answered all questions.  

Phase 2 of the ESP Project  

In this second phase, we encourage stakeholders to review the trend data presented in this report 
for the purpose of considering both the barriers and enablers to improvement and strategies for 
improvement. It is helpful to reflect on the trends in general over time and variation between 
health centres. The number of health centres that completed audits on RHD prevention and care 
differed over the years, and there was a relatively small number that completed audits on RHD 
prevention and care on at least three different occasions. Any assessment of trends over years 
should be treated with caution.  

Summary of trends  

For the cohort of 19 health centres that conducted RHD audits in at least three different years 
there is evidence of improvement in:  

 overall RHD prevention and care 

 uptake of 80% or more of scheduled BPG injections  

 recording follow-up action for clients who had less than 80% of scheduled injections  

 disease management planning 

For the latter two indicators there is also evidence of improvement for health centres at the lower 
end of the range, with an associated reduction in variation between health centres.  

The fluctuation in numbers of health centres and differences in participating health centres in 
different years means it is difficult to discern trends across calendar years for all health centres that 
used the RHD audit tools. 
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1.4 Next steps 

In order to enhance understanding of the barriers and enablers and strategies for improvement, 
please complete the online survey that has been developed from international and Australian 
research regarding attributes of PHC staff, health centres, and the broader system environment 
that support best practice and/or present barriers to closing evidence-practice gaps.  

Your involvement in this project is greatly appreciated, and will make an important contribution 
to understanding how the key barriers to improvement in priority areas of care can be overcome. 
The results of the survey will be fed back to all survey respondents and other stakeholders through 
a review of the final report.  

To access the accompanying survey to this report, click on this link: 
http://www.surveymonkey.com/r/RHDPhase2 

Any feedback provided by Sunday, 12th June 2016 will be incorporated into the next report on the 
ESP process for RHD Prevention and Care 

http://www.surveymonkey.com/r/RHDPhase2
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2 Section 2: Acute Rheumatic Fever and Rheumatic Heart Disease 
Care for Aboriginal and Torres Strait Islander people 

In most developed countries acute rheumatic fever (ARF) and rheumatic heart disease (RHD) are 
rare, but rates among Aboriginal and Torres Strait Islander people are amongst the highest recorded 
globally [1, 2]. Mortality from rheumatic and other valvular heart disease has a higher differential 
mortality ratio between Indigenous and non-Indigenous Australians than any other disease [3]. 

What is acute rheumatic fever and rheumatic heart disease? Acute rheumatic fever is an illness 
caused by the body’s inflammatory response to infection with Streptococcal bacteria that are often 
found in skin sores and sore throats (often called ‘strep throat’). Most importantly, it can cause 
inflammation of the heart, often resulting in permanent damage to the heart valves. Rheumatic 
heart disease (RHD) is a long-term condition caused by permanent damage to one or more of the 
heart valves following rheumatic fever. The heart valve(s) may become narrowed, obstructing the 
flow of blood and/or failing to close properly. This can lead to heart failure and sometimes the need 
for cardiac surgery to repair or replace the heart valves. It can also lead to formation of clots that 
may break off and lodge in the vessels in the brain, resulting in stroke. Because RHD is a 
complication of rheumatic fever, the best way of preventing RHD is to prevent episodes of rheumatic 
fever. People who have had rheumatic fever need regular penicillin injections to prevent recurrences 
and consequent heart complications. This is needed for at least 10 years, so that health systems 
need to be strong to ensure adherence and effectiveness. People with RHD usually need regular 
cardiology reviews and medications. Because of the extra load pregnancy puts on the heart, RHD can 
be very dangerous for the mother and baby. 

 
ARF and RHD are preventable. RHD is a consequence of repeated episodes of ARF, with 
approximately 60% of people with ARF going on to develop RHD [1]. Damage to the heart valves is a 
consequence of RHD, but around half these cases have no known history of ARF. Diagnosis of RHD is 
often delayed, either on ARF recurrence, or on patients becoming symptomatic with heart failure. 
Long-term (≥10 years) monthly injections of penicillin are the mainstay of secondary prophylaxis to 
prevent ARF recurrence and development of RHD [4]. The incidence of ARF peaks between 5 and 15 
years of age, being rare after 34 years [1], whereas prevalence increases with age.  

2.1 ABCD National Research Partnership/One21seventy 

The ABCD National Research Partnership (the Partnership) and One21seventy, the National Centre 
for Quality Improvement on Indigenous Primary Health Care*, are founded on the premise that a 
holistic or comprehensive approach to primary health care (PHC) is fundamental to an effective 
health system. The One21seventy clinical audit and systems assessment tools are developed by 
expert reference groups and are based on widely accepted evidence-based guidelines that reflect 
best practice across the scope of primary health care. These tools have to date been used by more 
than 270 Aboriginal and Torres Strait Islander primary health care centres across the country. 
Automated reports are provided routinely to health centres and managers comprising their service 
level audit data as well as relevant regional or state comparison data to support local and regional 
level CQI efforts. Appendix A and B provides more information about the One21seventy data 
collection process and sources used to develop the audit tools.  

One hundred and seventy five of these PHC centres have agreed to allow their data to be used to 
address the aims of the Partnership, including improving understanding of barriers and enablers to 
high quality care, and informing development of strategies for improvement. The ESP Project 
contributes to this process, increasing understanding and use of national aggregate CQI data for 
achieving wider system change. The establishment of this dataset has been made possible by the 

                                                           

* For more information on the ABCD Partnership Project: <http://www.menzies.edu.au/abcd>. 

For more information about One21seventy: <http://www.one21seventy.org.au/>.  

http://www.menzies.edu.au/page/Research/Centres_initiatives_and_projects/ABCD_National_Research_Partnership_Project/
http://www.one21seventy.org.au/
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active contributions of health centre staff, CQI facilitators, managers, policy makers, community-
controlled organisations and government health authorities, researchers and clinical leaders. Their 
ongoing contributions are vital to making the most effective use of data for improving the quality of 
care for Aboriginal and Torres Strait Islander people across Australia.  

2.2 Large-scale health system strengthening 

Large-scale improvement in the delivery of PHC requires change at multiple levels of the health 
system, not only at the local health centre level. Where aspects of care are not being done well 
across a range of health centres, this is likely to be due to inadequacies in the broader PHC delivery 
system. These broader systems therefore directly impact health care and health outcomes for 
Aboriginal and Torres Strait Islander people. Improvements to systems should be based on evidence 
about what is working well and what service gaps need to be addressed. Aggregated CQI data can 
contribute to this evidence. 

2.3 Engaging stakeholders in identifying priority evidence-practice gaps and 
strategies for improvement 

 

The ESP Project is a major initiative  
of the Partnership, and is consistent  
with the purpose of supporting 
development of the health system to 
provide high quality comprehensive 
primary healthcare on a wide-scale. It 
supports the use of aggregated CQI 
data across the broader health system 
in a series of action-research cycles to: 
1) identify evidence-practice gaps; 2) 
identify barriers, enablers and system-
wide strategies for addressing these 
evidence-practice gaps (Figure 1).   

 ESP Project phases Figure 1.

 

This phased approach has been adapted from systematic methods designed to link interventions to 
modifiable barriers to address evidence-practice gaps [5,6].  As part of their approach, French and 
colleagues utilised previously tested theoretical domains relevant to behaviour change of healthcare 
professionals to identify barriers to be addressed as part of intervention strategies [5,7,8]. In 
recognition that there are multiple barriers at different levels of the health system, the ESP Project 
has drawn on other research to extend the theoretical domains to include broader system factors 
relevant to the Aboriginal and Torres Strait Islander PHC sector [6, 9, 10] (Figure 2). For more 
information about the ESP process, see Appendix C. 
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 Use of aggregated CQI data for stakeholder identification of system wide evidence-practice gaps and Figure 2.
strategies for improvement. 

The ESP Project aims to encourage national and State/Territory level conversations about systemic 
barriers or enablers that could affect improvement in the delivery of PHC, and help inform system 
changes to direct resources and efforts where they can most improve the health of Aboriginal and 
Torres Strait Islander communities. 

  

Clinical Audit 

Acute Rheumatic Fever & Rheumatic Heart Disease Clinical Audit 
Sample Eligibility:     Sample Number: 

 history of definite or suspected diagnosis <30 eligible patients: all records 
of either ARF or RHD (excluding ‘inactive’ >30 eligible patients: random selection 
clients with a history of ARF (not RHD) for  to reach 90% or 95% precision 
whom secondary prophylaxis has ceased)  

 resident in community for ≥6 of past 12 months  

 

One21Seventy database 

Local PHC centre 
CQI cycles:  

data analysis for 
identification of 
gaps in care and 

development and 
implementation of 

local strategies 

ESP cycles of 
stakeholder 
review and 

feedback: 
interpretation of 

evidence and use of 
knowledge to 

identify health 
system gaps and 

develop 
improvement 

strategies 

Evidence-practice gaps 

(EPGs) 

Report & survey: national 
PHC CQI data & initial set 
of EPGs 

1.Which of the EPGs are 
priorities?  

Barriers & enablers to improvement  

 and strategies for improvement 

Report & survey: agreed EPGs, national PHC CQI trend data 
relevant to EPGs & list of health system & staff domains as 
possible barriers & enablers to improvement 

2. Reflecting on trends, select domains considered barriers 
to improving EPGs. 

3. Reflecting on evidence & experience, what new or 
refined strategies could address EPGs? 

 

Current status data:  

2012 – Jul 2014 
(n=44 health centres;  

897 records; 22 system 
assessments) 

  

Trend data: 

2008 – 2014 

(n=60 health centres; 
2,581 records; 80 

system assessments) 

  

Theoretical domains presenting 

barriers to improvement 

 

Barriers, enablers & strategies for 

using CQI to improve PHC quality 

 

Evidence base: 
including aggregate 

CQI data 

Aggregate de-identified audit data  
(from health centres participating  

in ABCD Research) 

Research Evidence -  

relevant to different levels of the 

system 
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3 Phase 1:  Identifying priority evidence-practice gaps 

During Phase 1 we presented national clinical audit and systems assessment data on adherence to 
best practice across the broad scope of care for the purpose of consulting with stakeholders to 
identify priority evidence-practice gaps (see Data Supplement or available on request). To start the 
discussion, the ABCD Project team and a clinical expert identified a preliminary set of priorities using 
the following criteria: 

a. important aspects of comprehensive PHC that were generally recorded at low levels;  

b. aspects of care where there was more general wide variation in recorded delivery of care; 

c. basic aspects of clinical care that were being delivered and recorded at a high level of 
performance by the majority of services, but that were being delivered at a much lower level 
by a proportion of services; and 

d. components of PHC centre systems that were relatively poorly developed.  

Although a proportion of health centres are doing well in many aspects of RHD/ARF care, the 
majority of health centres are not doing well in a number of key aspects of care. The evidence-
practice gaps identified as priorities for improvement in Phase 1 are listed below.  

Key information in client records/health summaries 

Improve recording of key client information across the scope of indicators of best practice, with a 
specific focus on the following: 

a. Improve levels of recording ARF diagnoses (including suspected ARF) 

b. Support health centres to improve recording of RHD classification  

c. Support health centres to prioritise disease management planning 

d. Improve identification of Priority 1 clients waiting for cardiac surgery, and warfarin 
prescriptions for clients where indicated. 

Penicillin use and recurrent rheumatic fever 

a. Improve recording of key information related to delivery of BPG injections, such as planned 
frequency of BPG injections, current prescriptions and clinic master charts  

b. Increase uptake of planned BPG injections to 80% or more for all clients who are prescribed 
injections 

c. Strengthen activity around follow-up of clients who received less than 80% of planned BPG 
injections within a 12 month period, and focus these efforts specifically on improving 
coverage and recording of specific follow-up strategies  

d. Strengthen efforts to provide interventions for clients who have ARF despite adequate 
injection delivery. 

Scheduled Services 

Ensure timely medical care across the scope of indicators of best practice, with a specific focus on 
the following: 

a. Improve doctor and specialist review and recording of echocardiograms, as indicated for 
clients according to RHD severity 

b. Improve levels and documentation of dental services. 

Risk factors and interventions 

a. Improve the practice and documentation of risk factor identification and intervention, and 
standardise the practice and recording of rheumatic fever education for all clients.

http://www.menzies.edu.au/icms_docs/240244_RHD_Phase1_data_supplement_FINAL.pdf
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3.1 Feedback from stakeholders on the identified priority evidence-practice 
gaps  

There were 21 survey responses in total. Four of these responses were on behalf of groups totalling 
108 people (Group 1, 4 people; Group 2, 6 people; Group 3, 95 people; Group 4, 3 people) 
Respondent roles included nurses, doctors, medical specialists, managers and researchers.  Appendix 
D contains further information about the respondents.  

Regarding discussion on prioritising action for health centres performing at relatively lower levels, 
there was recognition that bigger gains can be made with increased focus on the lower performing 
centres, however most respondents stated the importance of supporting all health centres to deliver 
safe and effective services to patients with ARF and RHD.  

All respondents stated that the evidence-practice gaps highlighted in Phase 1 were consistent with 
their views prior to reading the report. Respondents also highlighted other priorities such as 
improved prevention, improved clinic documentation, identification of patients with ARF and RHD 
and ongoing education for health service staff. There were also a number of comments on the need 
to have system wide strategies to address the social determinants of health and further community 
education.  

While not every respondent answered every survey question, most reflected that the priority 
evidence-practice gaps for their State/Territory would be the same as those arising from the national 
data. A number of respondents noted the higher rates of RHD in the Northern Territory.  

The evidence-practice gaps most commonly rated as 7 - 10 on a scale of importance of 1 – 10 are 
presented in Table 1 below. 

 High priorities for improvement as reflected by frequency of ratings of 7- 10 on a scale of 1 - 10.  Table 1.

Priority evidence-practice gaps Number & % who 
identified the evidence-
practice gap as 
important i.e. rated 
between 7 – 10 

Increase uptake of planned BPG injections to 80% or more for all clients who are 
prescribed injections. 

100%(21/21) 

Record of follow-up action if BPG injections <80% of planned frequency 100%(20/20) 

Improve disease management planning 95%(20/21) 

Improve recording of key information related to delivery of BPG injections, such as 
planned frequency of BPG injections, current prescriptions and clinic master charts  

95%(20/21) 

Improve levels of recording ARF diagnoses (including suspected ARF) 90%(19/21) 

Strengthen efforts to provide interventions for clients who have ARF despite 
adequate injection delivery. 

90%(19/21) 

Improve the practice and recording of rheumatic fever education for all clients. 90%(18/20) 

Note: There were 21 responses in total – four of these were on behalf of a 4 groups totalling 108 people. Not all 
respondents answered all questions.  

Appendix E presents trend data for the other eight priority evidence-practice gaps as identified in 
the Phase 1 report.  
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4 Phase 2: Identifying barriers and enablers to addressing the 
priority evidence–practice gaps and system-wide strategies for 
improvement  

The national priorities are the basis of this Phase 2 report, which presents data on trends for the 
indicators identified above. Appendix F contains trend data on all the preliminary priorities identified 
in Phase 1. It is helpful to reflect on the trends in general over time and examine variation between 
health centres, in particular, whether the variation is getting less, and importantly, whether there is 
an improvement for centres at the lower end of the range.  

We encourage stakeholders to reflect on the influences underlying these trends and on their 
experience in PHC to: 

a. identify the main barriers and enablers to addressing the priority evidence–practice gaps 
and 

b. to propose possible improvement strategies.   

To assist with this, a survey has been developed from international and Australian research 
regarding attributes of PHC staff, health centres, and the broader system environment that support 
and/or present barriers to best practice care.  Table 2 details the domains that may present barriers 
to improvement. We ask you to rate their importance relative to the extent to which they are 
barriers/enablers to improvement. 

 Health system and staff attributes that may act as barriers or enablers to addressing gaps in care  Table 2.

Health system attributes Staff attributes 

Financing and resources Knowledge 

Facilities and equipment Skills 

Staffing/workforce Social/professional identity 

Staff/workforce support, recruitment and retention Beliefs and capabilities 

Teamwork  Optimism 

In service training and development Beliefs about consequences 

Self-management Memory, attention and decision processes 

Patient centred care   

Population health   

Decision support   

Clinical information systems and communication 
technology 

 

Quality Improvement   

Community capacity, engagement, mobilisation  

Leadership and Management  

We also provide an evidence brief on the barriers, enablers and strategies for using CQI to make 
improvements in PHC quality (Appendix G). We encourage you to reflect on the evidence provided in 
this brief.  
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The focus of this report is on priority areas for improvement. There are other aspects of care that are 
being done relatively well, or that have shown marked improvement over time, and these will be 
covered in other reports.   

4.1 Presentation of data 

Audit data on indicators relevant to the identified evidence-practice gaps in ARF/RHD care are 
presented over time in two ways - by year and by audit cycle.  

By year - includes data for all participating health centres and provides an indication of influences on 
clinical performance that may be occurring at different times in the general health system 
environment. These influences might include changes in CQI processes, changes in the number and 
types of participating health centres and various other influences on the CQI data that are generated 
through the use of One21seventy tools.  

By audit cycle - includes data for the same cohort of health centres that have conducted ARF/RHD 
health audits in at least three audit cycles. This presentation provides an indication of the impact of 
duration of participation in CQI on delivery of care according to best practice guidelines. Note that 
‘Audit Cycle 1’ represents baseline audit data, ‘Audit Cycle 2’ represents the first follow-up audit and 
so on.  

Box plots are used to show variation between health centres 

An important focus of the ABCD Partnership is understanding variation between health centres and 
over time in delivery of care in accordance with best practice guidelines. ‘Box and whisker plots’ (or 
box plots) are a useful way of presenting data on variation in a graphical form that should assist with 
interpretation. 

In the analysis of the audit data, the mean (average) percent delivery of items of clinical care 
relevant to each indicator is calculated for each health centre. These mean percentages are 
displayed in a box plot for a given year or audit cycle to show the distribution or range in recorded 
delivery of care between health centres.  

We explain how to interpret box plots on the next page. 
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How to interpret box and whisker plots 

Box and whisker plots show (Figure 3):  

 health centres with the minimum and maximum mean percentage in recorded delivery of 
care in accordance with best practice guidelines (ends of whiskers show highest value if no 
outliers);  

 outliers – health centres that are far away from most others in the data set (or a distance 
that is greater than 1.5 times the length of the box); and 

 the level of variation between health centres in recorded delivery of care by dividing scores 
into quarters: 

• the box represents the middle 50% of health centres, and the line within the box 
represents the median (or middle health centre);  

• the ‘whisker’ at the top of the box (and outliers if present) represents the top 25% of 
health centres 

• the ‘whisker’ at the bottom of the box (and outliers if present) represents the bottom 
25% of health centres;  

• the longer the box plot, the greater the range of care delivery (or variation) between 
health centres. 

  Interpretation of boxplots Figure 3.

 

In assessing data trends for indicators relevant to the priority evidence practice gaps, it is helpful to 
focus on:  

a. the trend for the mean (average) and median (middle) values for health centres – in 
particular whether the mean and median are increasing, staying steady or decreasing; and  

b. the trend in the variation between health centres – in particular whether the variation is 
getting less (shorter boxes, shorter whiskers), and importantly, whether there is an 
improvement in the values for the health centres at the lower end of the range (higher level 
for the bottom end of whiskers). 
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4.2 Characteristics of participating health centres and patients whose 
records were audited 

Health centre characteristics 

Sixty health centres conducted ARF/RHD audits between 2008 and 2014 auditing a total of 2,581 
patient records.  

The number of health centres using the ARF/RHD health audit tool increased from 7 in 2008 (184 
records audited) to 35 (626 records audited) in 2013. The number declined to 10 health centres in 
2014 (291 records audited) (Table 3).  

There were 19 health centres that conducted at least three audit cycles, with a smaller number 
conducting four or more cycles (Table 4).  

Overall, 88% (53/60) of health centres were in remote locations and 87% (52/60) were government 
managed (Table 5).  

National data show that initial assessment at the health centre was most commonly conducted by a 
nurse (62%), with Aboriginal or Torres Strait Islander Health Professionals (ATSIHP) (20%), followed 
by GPs (12%) being the next most common professionals to do the initial assessment (Table 5). 
Presentation for a BPG injection was the main reason for last attendance (44%) followed by acute 
care (25%). 

Patient characteristics 

The data presented relate to aspects of care for patients of all ages with a suspected or definite 
diagnosis of ARF or a diagnosis of RHD. Excluded from the analysis are ‘inactive’ patients (RHD 
priority 4 classification) that had a history of ARF (no RHD) and for whom secondary prophylaxis has 
been ceased. 

The majority of patients were female (62%), Indigenous (94%) and classified as priority 3 - ARF (no 
RHD) or mild RHD (41%). For priority 3 patients, almost all audited records showed a record of 
attendance at the health centre within the previous 12 months (99%). Around 40% of cases were 
priority 1 and 2 patients with 95% of these attending in the last 6 months. A further 20% of cases 
had no recording of RHD classification (Table 5). 
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 Rheumatic Heart Disease audits and system assessments completed between 2008-2014 Table 3.
(number of client records audited, number of health centres and number of SATs) 

 Rheumatic Heart Disease audits completed between 2008 and 2014 by audit Table 4.
cycle (number of client records audited and number of health centres) 

 

  2008 2009 2010 2011 2012 2013 2014 Total 

QLD #Records 30 0 124 290 360 220 19 1,043 

 

#Centres 1 0 6 18 28 20 1 34 

 

#SATs 1 0 2 13 17 14 0 47 

NT #Records 154 155 140 229 177 399 240 1,494 

 

#Centres 6 7 5 8 6 14 8 24 

 

#SATs 5 6 5 6 2 4 2 30 

SA #Records 0 0 0 5 0 7 0 12 

 #Centres 0 0 0 1 0 1 0 1 

 #SATs 0 0 0 1 0 0 1 2 

WA #Records 0 0 0 0 0 0 32 32 

 #Centres 0 0 0 0 0 0 1 1 

 #SATs 0 0 0 0 0 0 1 1 

Total #Records 184 155 264 524 537 626 291 2,581 

 

#Centres 7 7 11 27 34 35 10 60 

 

#SATs 6 6 7 20 19 18 4 80 
 

 

  1 2 3 4 5 6 Total 

QLD #Records 440 292 199 93 19 0 1,043 

 

#Centres 34 22 13 4 1 0 34 

NT #Records 594 420 189 121 104 66 1,494 

 

#Centres 24 13 6 5 4 2 24 

SA #Records 5 7 0 0 0 0 12 

 #Centres 1 1 0 0 0 0 1 

WA #Records 32 0 0 0 0 0 32 

 #Centres 1 0 0 0 0 0 1 

Total #Records 1,071 719 388 214 123 66 2,581 

 

#Centres 60 36 19 9 5 2 60 
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 Characteristics of participating health centres and clients whose records were audited between 2008 & 2014 (number & %) Table 5.

    2008 2009 2010 2011 2012 2013 2014 Overall 

Primary Health Care Centres 7 7 11 27 34 35 10 60 

Location Urban 0 0% 0 0% 0 0% 1 3.7% 1 3% 2 5.7% 1 10% 3 5% 
  Regional 1 14% 1 14% 2 18% 1 3.7% 4 12% 2 5.7% 1 10% 4 7% 
  Remote 6 86% 6 86% 9 82% 25 92.6% 29 85% 31 88.6% 8 80% 53 88% 

Governance Community-controlled 3 42.9% 4 57.1% 3 27% 3 11% 1 3% 3 9% 5 50% 8 13% 
  Government 4 57.1% 3 42.9% 8 73% 24 89% 33 97% 32 91% 5 50% 52 87% 

Population Size ≤500 1 14.3% 1 14% 1 9% 10 37% 16 47% 13 37% 1 10% 19 32% 
501-999 1 14.3% 2 29% 1 9% 4 15% 5 15% 5 14% 2 20% 14 23% 

  ≥1000 5 71.4% 4 57% 9 82% 13 48% 13 38% 17 49% 7 70% 27 45% 

Completed RHD 
audits 

1 or 2 cycles 7 100% 7 100% 6 55% 24 89% 27 79% 20 57.1% 5 50% 41 68% 
≥3 CQI cycles 0 0% 0 0% 5 45% 3 11% 7 21% 15 42.9% 5 50% 19 32% 

Number of audited records 184 155 264 524 537 626 291 2,581 

  Age (mean & range) 29 (5-71) 30 (6-79) 28 (7-80) 30 (4-82) 27 (3-82) 28 (2-78) 32 (5-75) 28 (2-82) 

Sex Male 70 38% 59 38% 102 39% 178 34% 226 42% 225 36% 110 38% 970 38% 
  Female 114 62% 96 62% 162 61% 346 66% 311 58% 401 64% 181 62% 1,611 62% 

Indigenous 
status 

Yes 182 99% 151 97% 228 86% 488 93% 503 94% 589 94% 286 98% 2,427 94% 
No 1 0.5% 0 0% 2 1% 7 1% 7 1% 6 1% 2 1% 25 1% 

  Not recorded 1 0.5% 4 3% 34 13% 29 6% 27 5% 31 5% 3 1% 129 5% 

Reason for last 
attendance 

BPG Injection 77 42% 55 35% 94 35.6% 230 44% 254 47% 324 52% 101 35% 1,135 44% 
Oral antibiotic prophylaxis 4 2% 0 0% 2 0.8% 1 0% 5 1% 7 1% 5 2% 24 1% 
Acute care 60 32.6% 54 35% 84 31.8% 126 24% 135 25% 128 20% 69 24% 656 25% 
Well person's check 9 4.9% 5 3% 5 1.9% 20 4% 16 3% 14 2% 18 6% 87 3% 

 Specialist Review 9 4.9% 9 6% 11 4.2% 24 5% 14 3% 24 4% 4 1% 95 4% 
  Other 25 13.6% 32 21% 68 25.8% 123 23% 113 21% 129 21% 94 32% 584 23% 

Profession 
patient first 
seen by 

ATSIHP 67 36.4% 44 28% 58 22% 79 15.1% 126 23% 84 13% 64 22% 522 20% 
Nurse 84 45.7% 79 51% 154 58.3% 366 69.8% 338 63% 430 69% 162 56% 1,613 62% 
GP 27 14.7% 20 13% 34 12.9% 45 8.6% 51 9% 81 13% 47 16% 305 12% 
Specialist 3 1.6% 4 3% 7 2.7% 14 2.7% 9 2% 15 2.4% 5 2% 57 2% 

  Allied health  1 0.5% 0 0% 2 0.8% 3 0.6% 5 1% 3 0.5% 4 1% 18 1% 
  Other 1 0.5% 2 1% 1 0.4% 11 2.1% 3 1% 13 2.1% 9 3% 40 2% 
  Not stated 1 0.5% 6 4% 8 3% 6 1.1% 5 1% 0 0% 0 0% 26 1% 

RHD 
Classification 

Priority 1: Severe 29 16% 21 14% 44 17% 97 19% 91 16.9% 134 21% 73 25% 489 18.9% 
Priority 2:  Moderate 29 16% 24 15% 40 15% 111 21% 121 22.5% 133 21% 43 15% 501 19.4% 
Priority 3: Mild, ARF 56 30% 58 37% 90 34% 194 37% 250 46.6% 310 50% 111 38% 1,069 41.4% 

 Unable to determine 0 0% 0 0% 0 0% 0 0% 0 0% 4 1% 17 6% 21 0.8% 
 Not recorded 70 38% 52 34% 90 34% 122 23% 75 14% 45 7% 47 16% 501 19.4% 

Time since last 
attendance 

Within 6 months (priority 1&2) 51 88% 44 98% 77 92% 196 94% 196 92% 265 99% 110 95% 939 95% 
Within 12 months (priority 3) 55 98% 57 98% 88 98% 193 99% 244 98% 307 99% 111 100% 1,055 99% 
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5 Section 3: Trends over time for key indicators of priority 
evidence-practice gaps in ARF/RHD care 

In this section we present trends over time in overall delivery of ARF/RHD care and indicators that 
reflect priority evidence-practice gaps identified by stakeholders from the Phase 1 report.  

The indicator trends presented in the main body of this report are for priority evidence-practice gaps 
that were most commonly rated 7 - 10 on scale of 1 – 10 as described above. The trend data for the 
other identified preliminary priorities detailed in the Phase 1 report are presented in Appendix F.  

Table 6 presents a summary of trends in areas relevant to identified priority evidence-practice gaps.  

For the cohort of 19 health centres that conducted RHD audits in at least three different years there 
is evidence of improvement in  

 overall RHD care;   

 uptake of 80% or more of scheduled BPG injections;  

 recording of follow-up action for clients for whom at least 80% of scheduled injections have 
not been delivered;   

 disease management planning.  

For the latter two indicators there is also evidence of improvement for health centres at the lower 
end of the range, with an associated reduction in variation between health centres.  

The fluctuation in numbers of health centres and differences in participating health centres in 
different years means it is difficult to discern trends across calendar years for all health centres that 
used the RHD audit tools. However, the data by year suggest there may have been an improvement 
over time in overall delivery of RHD care and specifically in disease management planning. There is 
little or no evidence of a reduction over the years in variation in service delivery between health 
centres for identified priority areas for improvement.  
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 Summary of trends in areas relevant to identified priority evidence-practice gaps  Table 6.

 Overall -
service 
delivery  

Overall – 
health 
centre 
systems 
assessment 

Increase 
uptake of 
planned BPG 
injections to 
80% or more 

Increase 
follow-up 
actions if 
BPG 
injections 
<80% of 
planned 
frequency 

Improve 
disease 
manageme
nt 
planning 

Improve 
recording 
of key 
informatio
n related 
to delivery 
of BPG 
injections  

Improve levels 
of recording 
of ARF 
diagnoses  

Strengthen 
efforts to provide 
interventions for 
clients who have 
ARF despite 
adequate 
injection delivery 

Improve practice 
and recording of 
rheumatic fever 
education for all 
clients. 

Over years 

Trends (ideal 
to see an 
increase in 
delivery) 

         

Variation (ideal 
to see 
improvement 
for services at 
lower end of 
range)  

≈ ≈ ≈ ≈ ≈ ≈ ≈ ≈ ≈ 

Over audit cycles (for health centres that have completed 3+ cycles) 

Trends (ideal to 
see an increase 
in delivery) 

         

Variation (ideal 
to see 
improvement 
for services at 
lower end of 
range) 

≈ ≈ 

 
≈ ˃ ˃ ≈ ≈ ≈ ≈ 

Symbols for trends in delivery of care:           Increasing trend;             No clear increasing or decreasing trend 

Symbols for trends in variation across health centres:  ≈  No clear trend in variation;  ˃  Decrease in variation – improvement for services at the lower end of the range      
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Overall ARF/RHD service delivery 

Stakeholder feedback on the priority evidence-practice gaps highlighted the importance of 
continuing attention to holistic care, and ensuring that focus on specific indicators does not detract 
from the importance of providing high quality care across the scope of best practice. Figure 4 shows 
trends in a composite indicator of overall service delivery to patients with ARF/RHD in accordance 
with best practice guidelines. The composite indicator* includes services such as recording of RHD 
classification and management plans, BPG injections, follow-up if poor adherence to BPG schedule, 
timely checks and client education. 

Summary of trends  (Figure 4) 

Over years 

 There has been an improvement in the overall service delivery for RHD prevention and care 
– most notably between 2008 and 2012, with a decline in 2013 – 14. The mean and median 
level of care delivery improved from about 40% in 2008 to about 65% in 2012, dropping to 
about 55% 2014.  

 There was no reduction in variation in service delivery between health centres.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care, there 
were improvements, albeit small, in the mean level of care according to best practice 
guidelines.  

 There was little evidence of narrowing in the variation between health centres over 
successive audit cycles. 

 Mean health centre overall service delivery to ARF/ RHD clients, by audit year for all health centres and Figure 4.
by audit cycle for health centres that have at least 3 years of audit data (n=number of health centres; 
number of client records audited). 

Year Audit Cycle 

  
 

  
                                                           

*Composite indicator includes up to nine best practice indicators present in the RHD audit tool: RHD classification 

recorded in health summary; record of current and complete ARF/RHD management plan; record of planned frequency of 
BPG injections (if client prescribed regular BPG injections);≥80% of BPG injections received (if client prescribed regular 
injections and there is record of planned frequency); record of active recall if <80% of injections received; timely doctor 
and specialist review  and echocardiogram (according to recommended schedule based on RHD classification); and record 
of client education (provided within the last 12 months). 
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Overall health centre systems  

Figure 5 shows the average component scores within the relevant system domain for health centres 
that undertook a systems assessment (SAT) between 2005 and 2015. For background information on 
the SAT, please refer to Appendix A. Nationally, 33 of the 60 health centres that completed an 
ARF/RHD health audit undertook a systems assessment at least once over this period. Table 4 
provides more information on the frequency of SAT completion over years. In brief, each item is 
scored separately on a scale of 0 - 11. System domain scores are derived from the average of the 
scores for each component within the system domain. Higher scores reflect better function. 

Summary of trends   (Figure 5) 

Over years 

 There is no clear increasing or decreasing trend in the mean or median for the overall health 
centre SAT scores.  

 There was wide variation amongst health centres, with no clear increasing or decreasing 
trend in variation over time.  

Over successive audit cycles 

 For health centres that completed three systems assessments, there was a small 
improvement in the mean overall SAT score.   

 There was no clear trend in variation for all health centres that had completed three audit 
cycles.  

 Overall system assessment score*, by year for all health centres and by cycle for health centres that have Figure 5.
at least 3 years of systems assessment data (n=number of health centres that conducted a systems 
assessment). 

Year Audit Cycle 

  
 

  

                                                           

*Overall score is the average of each of the five domain scores that make up the total systems assessment (ie, delivery 

system design, information systems and decision support, self-management support, links with the community, other 
health services and other resources and organisational influence and integration. 
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Increase uptake of planned BPG injections to 80% or more for all clients who are 

prescribed injections 

All respondents identified ‘Increase uptake of planned BPG injections to 80% or more for all clients 
who are prescribed injections’’ as a high priority for improvement.  

Figure 6 shows the mean health centre percentage of clients with BPG injections > 80% of planned 
frequency.  

Summary of trends  (Figure 6) 

Over years 

 There is no clear improvement in the percentage of clients recorded as receiving >80% of 
prescribed injections.  

 There was no reduction in variation between health centres in the percentage of clients 
recorded as receiving >80% of prescribed injections.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care, there was 
improvement from less than 20% to about 30%, in the median percentage of clients 
recorded as receiving >80% of prescribed injections.  

 There was limited evidence of narrowing in the variation between health centres over 
successive audit cycles. 

 Mean health centre percentage of clients with BPG injections > 80% of planned frequency, by audit year Figure 6.
for all health centres and by audit cycle for health centres that have at least 3 years of audit data 
(n=number of health centres; number of clients). 

Year Audit Cycle 
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Record of follow-up action if BPG injections <80% of planned frequency  

All respondents identified ‘Record of follow-up action if BPG injections <80% of planned frequency’ 
as a high priority for improvement.  

Figures 7 shows the mean health centre recording of various follow-up actions if there is evidence of 
poor BPG injection delivery, by audit year for all health centres.  

Summary of trends  (Figure 7)  

Over years 

 There is no clear improvement in record of follow-up actions for clients who were not 
receiving regular injections.  

 There was no reduction in variation in between health centres.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care, there was 
steady improvement in recording of a number of follow-up actions for clients who were not 
receiving regular injections.  

 There was narrowing in the variation between health centres over successive audit cycles in 
recording of some follow-up actions for clients who were not receiving regular injections, 
with improvement at the bottom end of the range. 

 Mean health centre percentage of clients with record of follow-up action if BPG injections <80% of Figure 7.
planned frequency, by audit year for all health centres and by audit cycle for health centres that have at 
least 3 years of audit data (n=number of health centres; number of clients with poor BPG delivery). 

Year Audit Cycle 
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Improve disease management planning  

Most respondents (20/21) identified ‘Improve disease management planning’ as a high priority for 
improvement. Figure 8 shows the mean health centre record of a current and completed ARF/RHD 
management plan in the client’s health summary. 

 Summary of trends  (Figure 8) 

Over years 

 There are clear improvements in the recording of ARF/RHD Management Plans overtime 
most notably between 2008 and 2012 with a decline to 2014. The median level increased 
from about 50% (mean 45%) in 2008 to over 80% (mean 65%) in 2014. 

 There was no reduction in variation between health centres.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care there 
were improvements in recording of ARF/RHD Management Plans.  

 There was evidence of narrowing in the variation between health centres over successive 
audit cycles, with improvement among health centres at the lower end of the range. 

 Mean health centre recording of a current and completed ARF/RHD management plan in client’s health Figure 8.
summary, by audit year for all health centres and by audit cycle for health centres that have at least 3 
years of audit data (n=number of health centres; number of clients). 

Year Audit Cycle 
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Improve recording of key information related to delivery of BPG injections 

Most respondents (20/21) identified ‘ Improve recording of key information related to delivery of 
BPG injections, such as planned frequency of BPG injections, current prescriptions and clinic master 
charts’  as a high priority for improvement.  

Figure 9 shows the mean health centre record of planned frequency of BPG injections on current 
prescription and on clinic master sheet. 

 Summary of trends  (Figure 9) 

Over years 

 There is relatively wide fluctuation between years in the median and mean levels of 
recording of planned frequency of injections on current prescriptions and on clinic master 
charts, and it is difficult to discern clear trends over time in these indicators.  

 There was wide variation between health centres in many years, with no clear trend in 
variation.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care there was 
no evidence of improvement in recording of planned frequency of injections on current 
prescriptions and on clinic master charts.  

 There was no evidence of narrowing in the variation between health centres over successive 
audit cycles. 

 Mean health centre recording of planned frequency of BPG injections on current prescription and on clinic Figure 9.
master chart, by audit year for all health centres and by audit cycle for health centres that have at least 3 
years of audit data (n=number of health centres; number of clients). 

Year Audit Cycle 
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Improve levels of recording ARF diagnoses  

Most respondents (19/21) identified ‘Improve levels of recording ARF diagnoses (including suspected 
ARF)’ as a high priority for improvement.  

Figure 10 shows the mean health centre recording of a definitive ARF diagnoses in the health 
summary record.  

 Summary of trends  (Figure 10) 

Over years 

 While there appears to have been an improvement between 2008 and 2012, the median and 
mean levels of recording a diagnosis of ARF in the health summary record in 2014 are similar 
to those in 2008.  

 There was no reduction in variation between health centres over time.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care there was 
improvement in the median level of recording a diagnosis of ARF in the health summary 
record, but no change in the mean.    

 There was no narrowing in the variation between health centres over successive audit 
cycles. 

 Mean health centre recording of ARF (or suspected ARF) diagnoses on health summaries, by audit year Figure 10.
for all health centres and by audit cycle for health centres that have at least 3 years of audit data 
(n=number of health centres; number of clients). 

Year Audit Cycle 
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Strengthen efforts to provide interventions for clients who have ARF despite 
adequate injection delivery  

Most respondents (19/21) identified ‘Strengthen efforts to provide interventions for clients who 
have ARF despite adequate injection delivery’ as a high priority for improvement.  

Figure 11 shows the mean health centre recording of various follow-up actions if recurrent ARF 
despite a record of delivery of ≥80% of scheduled BPG injections. 

Summary of trends  (Figure 11) 

Over years 

 There was no clear evidence of increase in frequency of prescribed BPG, or in provision of 
advice regarding skin and throat infections or overcrowding, development of an action plan, 
referral to support services or other action for clients with a record of ARF despite having 
≥80% of scheduled BPG injections1.  

 There was no reduction in variation between health centres for these indicators.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care, there was 
no evidence of improvement in these indicators.  

 There was no reduction in variation between health centres for these indicators over 
successive audit cycles. 

 Mean health centre recording of follow-up action if recurrent ARF despite ≥80% of BPG injections Figure 11.
delivered, by audit year for all health centres and by audit cycle for health centres that have at least 3 
years of audit data (n=number of health centres; number of clients). 

Year Audit Cycle 

  
  

                                                           
1
 Note the relatively small number of clients for whom these indicators are relevant 
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Figure 11 cont: Mean health centre recording of follow-up action if recurrent ARF despite ≥80% of BPG injections 
delivered, by audit year for all health centres and by audit cycle for health centres that have at least 3 years of audit 
data (n=number of health centres; number of clients). 

                                            Year                                                                       Audit Cycle 
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Figure 11 cont: Mean health centre recording of follow-up action if recurrent ARF despite ≥80% of BPG injections 
delivered, by audit year for all health centres and by audit cycle for health centres that have at least 3 years of audit 
data (n=number of health centres; number of clients). 
 

                                       Year                                                                       Audit Cycle 
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Improve the practice and recording of rheumatic fever education  

Most respondents (19/21) identified ‘Improve the practice and recording of rheumatic fever 
education for all clients’ as a high priority for improvement.  

Figure 12 shows the mean health centre documentation of rheumatic fever education being 
provided. 

Summary of trends  (Figure 12) 

Over years 

 There is no clear evidence of improvement in the percentage of clients recorded as receiving 
RHD education.  

 There was no clear evidence of reduction in variation between health centres in the 
percentage of clients recorded as receiving RHD education.  

Over successive audit cycles 

 For health centres that completed three audit cycles for RHD prevention and care, there was 
improvement from about 10% to about 30%, in the median percentage of clients recorded 
as receiving RHD education.  

 There was no evidence of narrowing in the variation between health centres over successive 
audit cycles. 

 Mean health centre documentation of rheumatic fever education being provided, by audit year for all Figure 12.
health centres and by audit cycle for health centres that have at least 3 years of audit data (n=number of 
health centres; number of client). 

Year Audit Cycle 
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Appendix A – Data collection and reporting 

Where do the data in this report come from? The report is based on analysis of audits of clinical 
records of clients with acute rheumatic fever and rheumatic heart disease who attend services that 
use One21seventy CQI tools AND participate in the ABCD National Research Partnership. The 
ARF/RHD audit tool was developed by an expert working group, with participation of RHD experts 
and health service staff. The tool is designed to enable services to assess their actual practice against 
best practice standards, and is accompanied by a protocol that includes reference to the guidelines 
and standards that form the basis of the tool (the reference list is included in Appendix B). The audit 
data are supported by a summary of system performance as assessed by staff in health centres that 
completed a systems assessment tool (SAT) related to RHD service delivery. Copies of the 
One21seventy ARF/RHD Audit Tool and how the audits are conducted are available on request. 

Who collects the audit and systems assessment data? The clinical audits are generally done by 
health centre staff, trained in the use of One21seventy tools and supported by quality improvement 
facilitators and One21seventy staff. In some centres where staff are not available or lack skills or 
confidence the audits are done by CQI facilitators. The Systems Assessment is completed by health 
centre staff in a process that is facilitated by a CQI facilitator.  

How do health centres use the data? The data collected through One21seventy CQI tools and 
entered into the One21seventy web-based information system are analysed and made available to 
health centres in real time for use in quality improvement processes. Reports of aggregated data for 
clusters of health centres, by region or by state are also available through the One21seventy web-
based information system in order to support regional or state/territory level CQI efforts. The ESP 
Project is intended to contribute to enhancing the quality of reporting and use of aggregated CQI 
data for the purpose of service improvement.  

Restrictions and limitations on the data presented. The data in this report are not expected to be 
representative of all health centres nationally or for specific jurisdictions because participation of 
health centres is either through self-selection or through regional decision making processes.  

The data reflect what has been documented in electronic and paper based client records, depending 
on what record systems are used in each health centre. There has been a trend in recent years to 
increasing use of electronic records. Many health centres are still using paper-based systems, and 
some are using a mix of paper and electronic systems. The quality of recording of clinical care is 
variable in both paper and electronic systems, and the audit data may not provide a true reflection 
of actual care. We have no way of collecting data or reporting on services that are not recorded. 
Accurate and clear recording of care is an important aspect of quality of care and has important 
implications for continuity and coordination of care, for medico-legal purposes and for efficient use 
of resources.  

Criteria for inclusion of records in the audit: To be eligible for inclusion in an ARF/RHD clinical audit, 
a client must: have a clear, documented history of definite or suspected diagnosis of either acute 
rheumatic fever or rheumatic heart disease; and have been a resident in the local community for six 
months or more in the last twelve months. Clients classified as Priority 4, with a history of ARF (but 
no RHD) for whom secondary prophylaxis has been ceased, are excluded as they do not require 
elements of care necessary for ARF/RHD for which the audit is intended. Where the eligible 
population is 30 clients or less, the audit protocol recommends including all records. Where the 
eligible population is greater than 30, the protocol provides guidance on the random selection of a 
number of records, with the number depending on the precision of estimates required by health 
service staff.  
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Appendix B – Sources for the ARF/RHD clinical audit 

The ARF/RHD clinical audit protocol draws heavily on the following: 

1. RHD Australia (ARF/RHD writing group), National Heart Foundation of Australia and the 
Cardiac Society of Australia and New Zealand (2012) Australian guideline for prevention, 
diagnosis and management of acute rheumatic fever and rheumatic heart disease (2nd 
edition).  

2. Northern Territory (NT) Rheumatic Heart Disease Register (2007) NT Rheumatic Heart Disease 
Program – Priority Guidelines (viewed 31 Mar 2016) 
http://www.healthdwt.nt.gov.au/rhd/forms/Priority_Guidelines.pdf. 

3. NT government, Remote Health ATLAS, Rheumatic Heart Disease Program (viewed 31 Mar 
2016) http://www.health.nt.gov.au/Remote_Health_Atlas/. 

4. Couzos S and Murray R (2008). Aboriginal primary health care: an evidence-based approach,  
3rd ed, Oxford University Press, Melbourne. 

5. NHMRC (National Health and Medical Research Council) (2009a). Australian guidelines to 
reduce health risks from drinking alcohol, NHMRC, Canberra (viewed 31 Mar 2016) 
www.nhmrc.gov.au/_files_nhmrc/publications/attachments/ds10-
alcohol.pdf?q=publications/synopses/_files/ds10-alcohol.pdf. 

6. RACGP (Royal Australian College General Practitioners), 2010, Interpretive guide of the 
RACGP Standards for general practices (3rd ed) for Aboriginal and Torres Strait Islander 
health services (viewed 31 Mar 2016)  
http://www.racgp.org.au/download/Documents/AHU/2010interpretiveguide.pdf  

7. CARPA (Central Australian Rural Practitioners Association Inc.) (2009). Standard treatment 
manual, 5th ed, CARPA, Alice Springs. 

8. Carapetis J, McDonald M & Wilson N (2005) Acute Rheumatic Fever. Lancet  366: 155-68. 

9. Eissa E, Lee R, Binns P, Garstone G and McDonald M (2005) Assessment of a register-based 
rheumatic heart disease secondary prevention program in an Australian Aboriginal 
community. Australian and New Zealand Journal of Public Health 29(6): 521-6. 

10. Field B. (2004) Rheumatic heart disease: all but forgotten in Australia except among Aboriginal 
and Torres Strait Islander peoples. Bulletin no. 16. AIHW Cat. No. AUS 48. Canberra: AIHW. 

11. Fittock M & Edwards K (2012) Rheumatic Heart Disease Control Program: overview for 2011. 
Northern Territory Disease Control Bulletin; no.19(3): pp 19-20. 

12. Hanna JN & Clark MF (2010) Acute rheumatic fever in Indigenous people in North Queensland: 
some good news at last? Medical Journal of Australia; 192(10): 581-584. 

13. Maguire GP, Carapetis JR, Walsh WF & Brown ADH (2012) The future of acute rheumatic fever 
and rheumatic heart disease in Australia [editorial]. Medical Journal of Australia; no. 197(3): 
pp133-134. 

14. McDonald M, Brown A, Noonan S & Carapetis J (2005) Preventing recurrent rheumatic fever: 
the role of register based programs Heart. no. 91(9): pp1131-3. 

15. WHO Expert Consultation on Rheumatic Fever and Rheumatic Heart Disease (2004) Rheumatic 
Fever and Rheumatic Heart Disease WHO Technical Report Series: 923.  
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http://www.nhmrc.gov.au/_files_nhmrc/publications/attachments/ds10-alcohol.pdf?q=publications/synopses/_files/ds10-alcohol.pdf
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Appendix C – ESP Project processes 

 

  

Phase 1 – Evidence-practice gaps 
This phase focuses on the identification of priority areas for improvement (priority evidence-practice 
gaps) in the delivery of ARF/RHD care in Aboriginal and Torres Strait Islander PHC.  

Information provided to participants 
1. aggregated CQI data (2012-2014) about the delivery of care presented in national and 

State/Territory reports 
2. preliminary priority areas for improvement, based on national data 

Feedback/data collection 
Online survey, workshop sessions and email responses. 

Outputs 
Draft report on preliminary priority evidence-practice gaps in best practice care. Refinements based 
on stakeholder feedback and survey data will be incorporated into Phase 2 report. 

Phase 2 – Barriers and enablers to addressing gaps and strategies for improvement 
This phase focuses on trends in indicators relevant to the identified priority evidence-practice gaps, 
and on influences that may enable or hinder improvement at different points in the health system. In 
particular, it seeks to: 

1.  identify those factors that may be most important in addressing the identified priority 
evidence-practice gaps in best practice care identified in Phase 1. 

2. identify new or existing strategies that could be introduced or strengthened to enable 
improvement in priority evidence-practice gaps.  

 
Information provided to participants 

 Report on trends over time for key indicators relevant to priority evidence-practice gaps in 
best practice care. 

 An evidence brief synthesising findings from research about barriers, enablers and strategies 
for improvement in the delivery of PHC, with particular attention to research in the 
Australian Aboriginal and Torres Strait Islander health context. 

Feedback/data collection 
Online survey, including questions about barriers and enablers to improvement based on 
international, national and Aboriginal and Torres Strait Islander-specific evidence and frameworks. 

Participants will be encouraged to draw on their own experience, the evidence brief and the data 
presented throughout the project to identify strategies to address priority evidence-practice gaps. 

Outputs 
Draft report on barriers and enablers to improvement in care relevant to identified priority evidence-
practice gaps and identified strategies for improvement, based on responses to the online 
questionnaire. The draft report will be returned to participants for review. 

Review and final report 
A draft report on strategies for improvement will be returned to participants for review. Comments 
from the review will be used to inform a final report on strategies for improvement in identified 
priority-evidence practice gaps. This final report will be provided to key stakeholders in all 
participating jurisdictions. Project findings will be reported in academic journals and in conference 
presentations and workshops. 
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Appendix D – Survey respondents 

 Phase 1  

Individual responses Group responses 

Number of responses 17 4 

Number of attendees per group (recorded attendees in group)  

Less than 5  2  

5 to 10 1 

11 to 20  

More than 20 1 

Jurisdictions of interest for respondents* 

National 0 

ACT 0 

NSW 1 

Queensland 5 

NT 12 

SA 2 

WA 2 

Victoria 0 

Tasmania 0 

Rurality of population group to which 
responses relate* 

 

Urban 12 

Regional 12 

Remote 20 

Number of group responses to question about Indigenous status 

All  0 

Majority (more than half) 1 

Minority (less than half) 2 

None 1 

Number of individual responses identified as Indigenous 

Indigenous 1  

 

 

Non Indigenous 16 

Position types   

Nurse 3 3 

Middle Manager 0 2 

Doctor 2 1 
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Public Health Physician 2 0 

Other Medical Specialist 3 1 

Senior Management/executive 0 1 

CQI facilitator 1 2 

Board member 0 0 

Policy officer 0 1 

Aboriginal and/or Torres Strait Islander 
practitioner 

1 3 

Research/Academic 3 1 

Other 2 1 

Organisation types 

Community controlled health centre 6 2 

Community controlled peak body 1 0 

Government health centre 3 0 

Government health department 7 1 

Medicare Local 2 1 

General Practice 0 0 

University/Research organisation 4 0 

Other 0 0 

*Numbers may not tally with total number of respondents as respondents were able to select multiple answers 
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Appendix E – Responses to phase 1 survey on relative importance of gaps 
Respondents were asked to rank the relative importance of the identified evidence-practice gaps on  a scale of 1-10, where 10 is the most important and 1 is least 
important.  

Table E1: respondents ranking of relative importance of the identified evidence-practice gaps  

 1 Least 
Important 

2 3 4 5 6 7 8 9 10 Most 
Important 

Total 
Responses  

Client records/health summaries 

Improve levels of recording 
ARF diagnoses (including 
suspected ARF) 

0% 0% 0% 5% (1) 5% (1) 0% 5% (1) 24% (5) 19% (4) 43% (9) 21 

Improve recording of RHD 
classification 

0% 0% 5% (1) 0% 5% (1) 5% (1) 19% (4) 10% (2) 24% (5) 33% (7) 21 

Improve disease 
management planning 

0% 0% 0% 5% (1) 0% 0% 19% (4) 19% (4) 33% (7) 24% (5) 21 

Improve identification of 
Priority 1 clients waiting for 
cardiac surgery, and 
warfarin prescriptions for 
clients where indicated 

0% 0% 0% 0% 0% 14% (3) 24% (5) 14% (3) 19% (4) 29% (6) 21 

Penicillin use and recurrent rheumatic fever 

Improve recording of key 
information related to 
delivery of BPG injections, 
such as planned frequency 
of BPG injections, current 
prescriptions and clinic 
master charts  

0% 0% 0% 5 % (1) 0% 0% 5%(1) 10% (2) 29% (6) 53% (11) 21 

Increase uptake of planned 
BPG injections to 80% or 
more for all clients who are 

0% 0% 0% 0% 0% 0% 0% 5%(1) 19%(4) 76%(16) 21 
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prescribed injections. 

Strengthen activity around 
follow-up of clients who 
received less than 80% of 
planned BPG injections 
within a 12 month period, 
and focus these efforts 
specifically on improving 
coverage and recording of 
specific follow-up strategies 

0% 0% 0% 0% 0% 0% 0% 15%(3) 25%(5) 60%(12) 20 

Strengthen efforts to 
provide interventions for 
clients who have ARF 
despite adequate injection 
delivery 

0% 0% 0% 0% 5%(1) 5%(1) 14%(3) 19%(4) 19%(4) 38%(8) 21 

Scheduled services  

Improve doctor and 
specialist review and 
recording of 
echocardiograms, as 
indicated for clients 
according to RHD 
severity 

0% 0% 0% 0% 0% 20%(4) 15%(3) 15%(3) 15%(3) 35%(7) 20 

Improve levels and 
documentation of dental 
services 

5%(1) 0% 0% 5%(1) 11%(2) 16% (3) 11% (2) 5%(1) 20%(4) 26%(5) 19 

Risk factors and interventions  

Support the practice and 
recording of risk factor 
identification and 
intervention 

0% 0% 5%(1) 0% 5%(1) 5%(1) 29%(6) 19%(4) 14%(3) 24%(5) 21 
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Improve the practice and 
recording of rheumatic 
fever education for all 
clients 

0% 0% 0% 0% 5%(1) 5% (1) 10%(2) 20%(4) 15%(3) 45%(9) 20 

Health centre systems 

Strengthen systems for 
more effective links 
between the participating 
health centres and 
communities, other health 
services and external 
resources 

0% 0% 5%(1) 0% 0% 10%(2) 10%(2) 10%(2) 29%(6) 38%(8) 21 

 Note: Total responses represent the number of responses entered; it includes 4 groups (Group 1, 4people; Group 2, 6 people; Group 3, 95 people; Group 4, 3 people) 
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Table E2: Ranking by respondents of the most important gaps to address, scored 7 – 10.  

Priority evidence-practice gaps % and n  

Increase uptake of planned BPG injections to 80% or more for all clients who are 
prescribed injections 

100%(21/21) 

Strengthen activity around follow-up of clients who received less than 80% of 
planned BPG injections within a 12 month period, and focus these efforts 
specifically on improving coverage and recording of specific follow-up strategies 

100%(20/20) 

Improve disease management planning 95%(20/21) 

Improve recording of key information related to delivery of BPG injections, such as 
planned frequency of BPG injections, current prescriptions and clinic master 
charts’   

95%(20/21) 

Improve levels of recording ARF diagnoses (including suspected ARF) 90%(19/21) 

Strengthen efforts to provide interventions for clients who have ARF despite 
adequate injection delivery. 

90%(19/21) 

Improve the practice of rheumatic fever education for all clients. 90%(18/20) 

Improve recording of RHD classification 86%(18/21) 

Improve identification of Priority 1 clients waiting for cardiac surgery, and warfarin 
prescriptions for clients where indicated 

86%(18/21) 

Improve the practice and recording of risk factor identification and intervention 86%(18/21) 

Strengthen systems for more effective links between the participating health 
centres and communities, other health services and external resources 

86%(18/21) 

Improve doctor and specialist review and recording of echocardiograms, as 

indicated for clients according to RHD severity 

80%(16/20) 

Improve levels and documentation of dental services 63%(12/19) 

Note 1: Total responses represent the number of responses entered; it includes 4 groups (Group 1, 4people; Group 2, 6 
people; Group 3, 95 people; Group 4, 3 people) 
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Appendix F – Trend data on preliminary priorities identified in phase 1 

This appendix contains the trend data for the indicators that were identified as preliminary priorities 
in the phase 1 report but not ranked as being as of high importance compared to other priorities.  

Improve recording of RHD classification (Figure F1)  

Improve recording of RHD classification was ranked as important to address by 18/21 respondents to 
the phase 1 survey.  

Figure F1: Mean health centre recording of RHD classification in client’s health summary, by audit 
year for all health centres and by audit cycle for health centres that have at least 3 years of audit data 
(n=number of health centres; number of clients). 

Year Audit Cycle 
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Improve identification of Priority 1 clients waiting for cardiac surgery, and 
warfarin prescriptions for clients where indicated (Figure F2) 

Improving identification of Priority 1 clients waiting for cardiac surgery, and warfarin prescriptions for 
clients where indicated was ranked as important to address by 18/21 respondents to the phase 1 
survey.  

Figure F2: Mean health centre documentation relating to priority 1 clients’ cardiac surgery status and 
current warfarin prescriptions, by audit year for all health centres and by audit cycle for health 
centres that have at least 3 years of audit data (n=number of health centres; number of priority 1 
clients). 

Year Audit Cycle 
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Improve the practice and recording of risk factor identification and 
intervention (Figure F3) 

Improve the practice and recording of risk factor identification and intervention was ranked as 
important to address by 18/21 respondents to the phase 1 survey.  

Figure F3:  Mean health centre delivery of brief interventions, by audit year for all health centres and 
by audit cycle for health centres that have at least 3 years of audit data (n=number of health centres; 
number of clients). 

Year Audit Cycle 
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Strengthen systems for more effective links between the participating health 
centres and communities, other health services and external resources 
(Figure F4) 

Strengthening systems for more effective links between the participating health centres and 
communities, other health services and external resources was ranked as important to address by 
18/21 respondents to the phase 1 survey.  

Figure F4:   Community Links domain score#, by year for all health centres and by cycle for health 
centres that have at least 3 years of systems assessment data (n=number of health centres that 
conducted a systems assessment). 

Year Audit Cycle 

  

 

                                                           
#
Community Links score includes the following components: communication and cooperation on governance and operation 

of the health centre and other community-based organisations and programs; linking health centre clients to outside 
resources; working out in the community; and communication and cooperation on regional health planning and 
development of health resources. 
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Improve doctor and specialist review of echocardiograms (Figure F5) 

‘Improved doctor and specialist review and recording of echocardiogram, as indicated for clients 
according to RHD severity’ was ranked as important to address by 16/20 respondents to the phase 1 
survey.  

Figure F5: Mean health centre percentage of clients with record of: timely doctor review; specialist 

review; and echocardiogram

, by audit year for all health centres and by audit cycle for health centres 

that have at least 3 years of audit data (n=number of health centres; number of clients). 

Year Audit Cycle 

  

  

  

                                                           


Doctor review (local GP, visiting DMO, GP registrar or junior doctor) within: 3-6 mths (priority 1); 6 mths (priority 2); 12 mths 

(priority 3) 

Specialist review (cardiologist, physician, paediatrician or specialist registrar) within: 3-6 mths (priority 1); 12 mths (priority 2) 

Echocardiogram within: 3-6 mths (priority 1); 12 mths (priority 2); 24 mths (priority 3 children); 2-3 yrs (priority 3 adults) 
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Improve levels and documentation of dental services (Figure F6) 

‘Improving levels and documentation of dental services’ was ranked as important to address by 
12/19 respondents to the phase 1 survey.  

Figure F6: Mean health centre percentage of clients with record of timely dental review2, by audit 
year for all health centres and by audit cycle for health centres that have at least 3 years of audit 
data (n=number of health centres; number of clients). 

Year Audit Cycle 

  

 

 

  

                                                           
2
 Dental review within: 6 months (priority 1); yearly (priority 2 & 3) 
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Appendix G – Evidence Brief - barriers, enablers and strategies for 
using CQI to make improvements in PHC quality 

Improving the quality of Aboriginal and 
Torres Strait Islander primary health care                    
What the research shows    
 

This draft evidence brief has been prepared for 
the ‘Engaging Stakeholders in Identifying 
Evidence-Practice Gaps and Strategies for 
Improvement in Primary Health Care (ESP)’ 
project. You are invited to provide feedback to 
refine the brief, using the online project 
questionnaire.  

The Aboriginal and Torres Strait Islander primary 
health care (PHC) sector has embraced 
continuous quality improvement (CQI) as a way 
of improving the overall quality of care delivered 
to Aboriginal and Torres Strait Islander 
Australians, in order to improve health 
outcomes. This evidence brief presents an 
overview of findings from local and international 
research about barriers, enablers and strategies 
for using CQI to make improvements in PHC 
quality.  

Local research has reflected the diversity and 
complexity of Aboriginal and Torres Strait 
Islander PHC delivery – geographic diversity, 
remote-rural-urban health care settings and 
community-controlled, government, non-
government or private providers. Data have 
been gathered in settings in which political, 
cultural, social, educational, technological, 
emotional and ideological factors interact in 
complex ways. Despite this diversity and 
complexity, there are some common messages 
from the research findings, which are supported 
by international literature about CQI. 

Who is this evidence brief for?  

Primary health care policy makers, managers, 
clinical governance groups. The information will 
also interest providers and practitioners. 

Key messages 
 Don’t wait for perfect data before commencing CQI. Even where good quality data on care 

processes are not consistently available at the start, the use of data in CQI cycles can act as a 

catalyst for improved data quality. Meanwhile, invest in developing good health centre systems 

and staff skills in using data. 

 Emphasise use of CQI data for improving care for patients and populations. Practical use of CQI 

data helps to motivate clinicians and managers to participate in CQI.  

 Design improvement strategies to suit local conditions – or adapt strategies that are working 

successfully in similar settings. 

 Build on staff skills and strengths to implement improvement strategies.  Share success stories 

and information about CQI between health centres to enable learning between peers. 

 Work on developing a common vision and culture for CQI. Address any underlying 

organisational leadership and management issues that may detract from implementing CQI. 

 Empower Aboriginal and Torres Strait Islander staff and managers to lead, participate in and 

promote CQI, to ensure improvement strategies match local population and community needs. 

 Invest in developing leadership for CQI at each level of the system.  

 Use system-wide approaches to integrate CQI across the whole system. Use CQI processes to 

achieve large-scale change.  
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Don’t wait for perfect data before 
commencing CQI. Even where good quality 
data on care processes are not consistently 
available at the start, the use of data in CQI 
cycles can act as a catalyst for improved data 
quality. Meanwhile, invest in developing 
good health centre systems and staff skills in 
using data. 

In PHC generally, clinical information systems 
are often poor and fragmented. Policy makers 
may therefore find it difficult to access 
consistent and broad scale data on relative 
need, priorities, performance and quality of 
care. In addition, there is limited focus and 
capability at various levels of the system to 
manage, interpret and use data for the 
purpose of improving system performance1, 
and skills in the use of data to inform 
improvements in service delivery appear 
highly variable across all levels of the health 
system2,3.  

The quality of data is important. Technical 
advancements (electronic patient information 
and recall systems, tools, guides, practice 
standards) can make CQI processes easier and 
quicker, but if CQI data are perceived to be 
inaccurate it will not be credible4,5. At the 
health centre level, there is evidence that the 
quality of health system data can be improved 
by staff carrying out audits of client records4.  

Competing pressures and perceptions about 
unreasonable workloads, poor resources and 
support are often seen as barriers to CQI in 
Aboriginal and Torres Strait Islander health 
centres. Staffing constraints influence capacity 
to deliver guideline-scheduled care – or to 
make improvements in care. Health centres 
able to sustain performance in the face of 
high staff turnover tend to have strong 
regional support systems together with 
commitment to good health centre systems6.  

Emphasise use of CQI data for improving care 
for patients and populations. Practical use of 
CQI data helps to motivate clinicians and 
managers to participate in CQI.  

For CQI to work successfully, staff need to 
value the use of data for improvement 
purposes and believe they can influence 
change6. Local staff increase their support for 
CQI when they see demonstrated 
improvements in care and clinical outcomes 
for clients. Hands-on auditing and 
participation in feedback and planning 
sessions by nurses and Aboriginal and Torres 
Strait Islander practitioners also increases 
staff support2,4.  

Many staff in Aboriginal and Torres Strait 
Islander PHC have enthusiasm and a sense of 
urgency to improve health outcomes4. In 
remote areas in particular, staff may also have 
a sense of burden and hopelessness (due to 
long work hours and lack of apparent 
improvement in health and social 
determinants) that can lead to clinical inertia.  
Quality improvement initiatives have been 
demonstrated to boost morale in these 
contexts, because they can demonstrate that 
the hard work is producing results4,6. 

Design improvement strategies to suit local 
conditions – or adapt strategies that are 
working successfully in similar settings. 

There is strong evidence that improving the 
quality of care requires a good match 
between the conditions or context for care 
delivery, and the strategies used to achieve 
improvement7. Decision makers need to 
consider what works, for whom, under what 
conditions when planning for improvement. A 
one-size-fits-all approach is unlikely to be 
successful. However, successful strategies for 
improvement may require taking on the core 
elements of a proven product or strategy and 
adapting the way it is presented or used 
locally8.  

Adaptability is important in large-scale 
application of strategies for improvement; 
however the underpinning logic of a new 
product or strategy should be made explicit, 
so implementers understand the core that 
should not be compromised. In addition, 
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problem-solving suggestions may help 
implementers make adaptations for the local 
context9. This approach may help policy 
makers and program managers to meet the 
dual challenges of supporting large-scale 
implementation of best practice, while also 
enabling local decision making and tailoring to 
specific needs.  

Build on staff skills and strengths to 
implement improvement strategies.  Share 
success stories and information about CQI 
between health centres to enable learning 
between peers. 

Strategies for improvement need to build on 
the skills and attributes of the existing 
Aboriginal and Torres Strait Islander PHC 
workforce. Staff need to be involved in 
completing the latter steps of CQI cycles in 
order to strengthen the interpretation of 
data, but also to go beyond focusing only on 
data or specific indicators to define and act on 
systemic problems, including through group 
interpretation and community consultation3. 
The ability to work and communicate 
effectively in cross- and inter-cultural settings 
is a critical component of the skills and 
attributes needed to achieve 
improvements10,11.  

CQI networks and training events are 
important opportunities to build 
relationships, share CQI knowledge and learn 
practical information about ‘what works’ from 
others2,3. The remote location and geographic 
dispersion of many health centres serving 
Aboriginal and Torres Strait Islander 
populations mean that staff tend to value 
opportunities to connect through CQI and to 
form CQI networks6. 

How evidence was identified 

We drew evidence from the ABCD program of 
work and other publications on CQI in 
Aboriginal and Torres Strait Islander PHC, then 
extended our search to include relevant 
national and international literature about 
implementation of CQI and innovations in 
PHC. 

Work on developing a common vision and 
culture for CQI. Address any underlying 
organisational leadership and management 
issues that may detract from implementing 
CQI.  

Effective and sustained quality improvement 
needs a shared understanding of the purpose 
of CQI and a common vision shared by 
multiple stakeholders. CQI needs to be 
embedded into the day to day work of front-
line health workers, clinical leaders and 
managers through routines and relationships 
that function across and between 
organisations4.  

What helps to develop a culture of quality 
improvement? 

 Top and middle managers aligned in their 

CQI vision and goals. 

 Commitment to workforce development, 

with management and staff participation 

in CQI training at all levels of an 

organisation.  

 Strong team orientation and ‘no blame’ 

culture. 

 Active management of  CQI  (e.g., 

dedicated CQI facilitators, regular 

progress reviews) 

 Use and promotion of small scale 

projects that demonstrate change is 

possible and which, if successful and 

appropriate, may be scaled up across the 

health system. 

 Willingness to embrace change and 

initiative4,5,12,13.  

Organisations with a strong CQI culture treat 
barriers such as funding or staff shortages as 
motivators for CQI.   Instead of being viewed 
as ‘extra work’, CQI is seen as ‘a way of 
working smarter and making jobs easier’.  
Disruptions such as restructuring or disease 
outbreaks can slow CQI work, but can also be 
used as a platform to apply CQI approaches in 
responding to the issue13. 

Where there is a culture of CQI, staff values 
are more likely to align with best practice in 
Aboriginal and Torres Strait Islander PHC1. 
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Where there is poor management, 
uncertainty and confusion over roles, staff are 
discouraged and place less value on their 
data. Interventions to tackle unfavourable 
service delivery conditions need to be 
developed alongside CQI implementation6. 

Poor support for collaboration for CQI can 
lead to competitiveness, fatigue, staff who 
feel disillusioned with CQI and lack of 
cooperation. Identifying health centres with 
similar conditions and working to build 
adequate trust for networking might help 
staff believe they can influence change6.   

Empower Aboriginal and Torres Strait 
Islander staff and managers to lead, 
participate in and promote CQI, to ensure 
improvement strategies match local 
population and community needs. 

Aboriginal and Torres Strait Islander 
leadership in CQI is most important4,5,14, for 
example, through active involvement of 
community health boards or Aboriginal and 
Torres Strait Islander staff and managers 
committed to CQI.  This leadership for CQI can 
help ensure the ‘cultural, linguistic and 
practical relevance of health care and 
population health services’14.  

When planning or implementing strategies for 
change, the risk of overlooking cultural and 
historical influences on Aboriginal and Torres 
Strait Islander health care contexts is reduced 
where Aboriginal and Torres Strait Islander 
health practitioners actively lead or are 
engaged in CQI initiatives. Aboriginal and 
Torres Strait Islander health practitioners’ 
involvement in clinical care and CQI processes 
is important in influencing the extent to which 
CQI processes result in improvements in 
delivery of guideline-scheduled services15. 

In Aboriginal and Torres Strait Islander 
settings the credibility of a strategy for 
improvement is likely to be influenced by who 
makes the decision to adopt a particular 
strategy, and how that decision is made10,16.  
 

Invest in developing leadership for CQI at 
each level of the system.  

Leadership for improving the quality of care is 
needed at all levels of the health system to 
guide, support and facilitate CQI efforts4,5,7,13. 
Leaders for CQI are not necessarily in 
management roles; ‘distributed’ leadership 
with leadership functions vested in ‘a set of 
people who can collectively perform them’ is 
effective12. Shared responsibility and control 
of CQI by local staff as well as area/regional 
and jurisdiction managers is important for 
successful and sustainable CQI in health 
systems5,17.  

The attitudes of leaders and managers within 
the health system towards CQI can influence 
how clinic staff respond4,13. If management or 
reporting requirements are focused more on 
using data for accountability than to drive 
improvements in care, other managers and 
staff are likely to be suspicious of CQI and 
perceive it as ‘checking up’3-5.  

Use system-wide approaches to integrate 
CQI across the whole system. Use CQI 
processes to achieve large-scale change.  

The Australian health system operates at 
three levels; the service and health centre 
level (individual organisations), the regional 
level (regional and state/territory health 
bodies, community-controlled peak bodies, 
general practice networks), and the national 
level (nationwide policies and programs, 
accreditation and regulatory regimes)18. At 
each level, multiple factors influence the 
context in which improvement might take 
place. What happens at each level is partly 
dependent on, and influences, what happens 
at other levels. So achieving large-scale 
improvement in the quality of care is likely to 
require specific attention at each level of the 
health system7.  

Mechanisms needed to support improvement 
at the upper levels of the system are often 
overlooked. Large-scale change may require a 
package of interventions and long term 
‘institution-building’ for regional and national 
level organisations to adapt to new ways of 
functioning19.  

Building a system wide and sustainable 
approach to CQI across Aboriginal and Torres 
Strait Islander PHC centres requires certain 
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and sustained funding3,5. Dedicated funding 
has resulted in measurable improvement 
outcomes in service delivery, often achieved 
by allocating responsibility for CQI processes 
to a particular staff member and/or 
establishing regional quality systems5,6,15. 
Resources invested in CQI facilitator roles 
enable health centres to move to a higher 
level of capability and capacity in CQI3. 

Applied system-wide, integrated CQI uses 
multi-site, multi-faceted approaches that 
reflect the enablers described by the evidence 
and aim to achieve change at various levels of 
the system. In successfully integrated CQI 
models, CQI programs are: part of core 
business (rather than an add-on or one-off 
project); engage front-line workers, clinical 
leaders, and managers in CQI processes; 
distribute leadership for CQI across the whole  

health system; use CQI processes and tools to 
address multiple enablers of good quality 
care, and; use data from different 

stakeholders at different levels of relevant 
organisations to understand and inform 
broader system level performance17,20,21. 

A Partnership Learning Model20 illustrates 
how large-scale change can lead to improved 
Aboriginal and Torres Strait Islander 
population health outcomes, through the 
interaction of comprehensive PHC, integrated 
CQI, system-based research networks, and 
system-based participatory action research. In 
its development and application through the 
ABCD National Research Partnership (2010-
2014), the model showed potential for 
achieving wide-scale engagement of 
researchers, practitioners, managers, and 
policy makers in efforts to scale-up and 
spread effective quality improvement 
programs. It provides mechanisms to build or 
strengthen the capacity of a health system to 
continually work towards improving its 
performance.  

 

 

For more information 

Contact the ABCD National Research Partnership.  
email: ABCD@menzies.edu.au  
phone: 07 3169 4201  
website: www.menzies.edu.au/abcd 
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