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1. Executive summary

The ABCD National Research Partnership and One21seventy are founded on the premise that a
holistic or comprehensive approach to primary health care (PHC) is fundamental to an effective
health system. The data available through the ABCD National Research Partnership represents the
most comprehensive set of data on clinical performance in PHC in Australia.

This report is part of the first phase of a three-phase project that is designed to engage a range of
stakeholders in identifying priority evidence-practice gaps, barriers and enablers, and strategies for
achieving improvement in the priority areas. This report focuses on identifying the current priority
evidence—practice gaps in ARF/RHD care across a range of services participating in the ABCD
National Research Partnership. The report uses de-identified data from 24 health centres in
Queensland (QLD) that conducted audits of care for clients with acute rheumatic fever (ARF) and
rheumatic heart disease (RHD) over the period 2012-2014.

The rationale for our focus on system wide evidence-practice gaps is that where there are aspects of
care that are not being done well across a range of health centres this is likely to be due to
deficiencies in the broader PHC system, and indicates that system-level action is required to improve
performance in these areas.

Based on the national ABCD data presented in the report, aspects of care that appear to be done
less well included recording of diagnosis, providing scripts for oral antibiotics; follow-up of clients
who were potentially lost to follow-up and who received inadequate secondary prophylaxis
treatment, and some elements associated with client education and self-management support.
There was also a low level of evidence around recommended dental services.

While this report is focussed on priority areas for improvement, it is important to note that many
aspects of care are being done well in many health centres, including disease management planning,
maintaining International Normalised Ratio (INR) results for clients on warfarin, recorded planned
frequency of secondary prophylaxis injections, elements of recommended management (including
regular doctor review and echocardiogram, and elements of risk behaviour intervention). This
project aims to build on the strengths within primary health care services in order to further
enhance quality of care for Aboriginal and Torres Strait Islander people in all communities.

To access the accompanying survey to this report, click on this link:
https://www.surveymonkey.com/s/RHDPhasel
Feedback is due by Friday 23 January 2015




2. Background
The ABCD National Research Partnership and One21seventy

The ABCD National Research Partnership and One21seventy are founded on the premise that a
holistic or comprehensive approach to primary health care (PHC) is fundamental to an effective
health system. One21seventy' continuous quality improvement (CQI) tools and methods have to
date been used by more than 200 Aboriginal and Torres Strait Islander PHC centres across the
country. Data from 170 of these health centres are available for research use as a result of
agreement from those health centres to take part in the ABCD National Research Partnership?,
producing the most comprehensive and up-to-date set of data on clinical performance in PHC in
Australia.

Until now, CQl data of this kind have not been widely used beyond the health centre or region level.
The establishment of this growing dataset has been made possible by the active contributions of
health centre staff, CQl facilitators, managers, policy makers, researchers and clinical leaders. Their
ongoing contributions are vital to making most effective use of data for improving the quality of care
for Aboriginal and Torres Strait Islander people across Australia. For a description of the scope and
quality of data, and how data are collected, see Box 1.

One21lseventy audit tools are based on clinical guidelines and reflect best practice across the scope
of primary health care. They are regularly updated by an expert working group to reflect changes in
guidelines and State/Territory requirements. The systems assessment tool reflects the core system
components required to support delivery of best practice care. Data collected using One21seventy
audit and systems assessment tools cover a range of key areas of PHC, including ARF/RHD, child
health, preventive health, maternal health and chronic illness care.

Over the course of 2014 and 2015, these key areas of care will be the focus of a series of three-
phase action-research cycles (Figure 1). This series of action-research cycles addresses a key area of
interest for the ABCD National Research Partnership, and is referred to as the Engaging Stakeholders
in Identifying Priority Evidence-Practice Gaps and Strategies for Improvement Project (or ESP
Project). 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.

Report on acute rheumatic fever and rheumatic heart disease care and priorities for improvement

This report forms the first phase of the ARF/RHD ESP Project, and focuses on identifying priority
areas for improvement. The data presented reflect indicators of quality, based on national
protocols, across the scope of clinical practice and health centre systems for ARF/RHD care. The data
come from participating health centres in QLD that last used the One21seventy ARF/RHD clinical
audit and systems assessment tools in the period 2012-2014. About 30% (24/77) of QLD health
centres participating in the ABCD National Research Partnership conducted ARF/RHD audits over this
period.

The data show some health centres are doing very well in various aspects of ARF/RHD care, and it is
important to acknowledge the good quality care provided by these services. However, there are a
number of areas of care that are not being consistently delivered in some health centres. Preliminary
priority evidence-practice gaps have been identified by the RHD Australia team in this first Phase 1
draft report.

Overview of the ESP Project

The ESP Project explores how aggregated CQl data can be used across the broader health system to
identify and address priority areas for improvement, where gaps between guideline recommended
services and actual practice are relatively large, more common or more important. The project aims
to:

'For more information about One21seventy:<http://www.one21seventy.org.au/>
? For more information on the ABCD Research Partnership Project: <http://www.menzies.edu.au/abcd />



¢ Identify participant views on the priorities and strategies for improvement in PHC for
Aboriginal and Torres Strait Islander people, in light of the CQl data presented.
* Provide opportunities for discussion and use of CQl data and evidence from research to
inform improvement across all levels of the health system.
* Learn more about how CQl data can be presented and made available to leaders, managers
and influencers across the health system
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 there are aspects of care that are not being
done well across a range of health centres, this is likely to be due to inadequacies in the broader PHC
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. Quality CQl data can
contribute to this evidence.

This project aims to engage key stakeholders in the interpretation and use of aggregated CQl data;
specifically, to engage them in a process for determining priorities for improvement, identifying
barriers and enablers to high quality care, and using the information from this process to inform
development of system-wide strategies for improvement.

Figure 1: ESP Project Phases

Stakeholder Engagement Cycles
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stakeh for dissemination
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Priority Barriers to Strategies for Final report
evidence improvement improvement

practice gaps




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
* aggregated CQl data (2012-2014) about the delivery of care presented in national and
State/Territory reports
* preliminary priority areas for improvement, based on the 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

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

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

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.

Outputs

Draft report on barriers and enablers to improvement in care relevant to identified priority evidence-
practice gaps, based on responses to the online questionnaire. The draft report will be returned to
participants for review in Phase 3.

Phase 3 — Strategies for improvement
This phase focuses on identifying new or existing strategies that could be introduced or strengthened to
enable improvement in priority evidence-practice gaps.

Information provided to participants
e draft report on barriers and enablers to improvement in care relevant to the identified priority
evidence-practice gaps (report from Phase 2)
* 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. 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 strategies to address priority evidence-practice gaps. This report will be based on the
Phase 2 report on barriers and enablers and on expert input on strategies for improvement provided
through Phase 3.

Review and final report
A draft report on strategies for improvement will be returned to participants for review. Comments from
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the review will be used to inform a final report on the ESP cycle that includes stakeholders’ feedback on
the interpretation of priority evidence-practice gaps, barriers and enablers to addressing the identified
priority evidence-practice gaps, and on suggested strategies for improvement. This final report will be
provided to key stakeholders in all participating jurisdictions. Project findings will be reported in academic




Box 1: Overview of One21seventy 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 One21lseventy CQl 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 Section 8). 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 CQl facilitators. The Systems Assessment is completed by health
centre staff in a process that is facilitated by a CQl facilitator.

How do health centres use the data? The data collected through One21seventy CQl 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 CQl efforts. The ESP
Project is intended to contribute to enhancing the quality of reporting and use of aggregated CQl
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 in QLD 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 participating
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.




3. Profile of health centres

Twenty-four health centres last used the ARF/RHD audit tool in 2012, 2013 or 2014 (Table 1) and the
health centres had used the audit tools for varying numbers of cycles (Table 2). The data included in
the analysis for this report were extracted in July 2014. A total of 339 records were audited. Seven
health centres last used the ARF/RHD tool in 2012 (124 records audited), 16 health centres in 2013
(196 records audited) and one health centre in 2014 (19 records audited). To date, 16 of these
health centres recorded a completed systems assessment in the One21seventy database.

Table 1: Most recent RHD audit and systems assessment completed in 2012, 2013 or 2014 (number
of client records audited, number of health centres)

2012 2013 2014 Total

#Records | 124 196 19 339
#Centres 7 16 1 24
H#SATs 3 13 0 16

Table 2: Most recent ARF/RHD audit completed, by audit cycle in 2012, 2013 or 2014 (number of
health centres)

Last Audit Cycle Completed

1 2 3 4 5 Total

o] o

6 5 9 3 1 24

The majority of health centres are in remote communities and are government managed (Table 3).
Almost 90% of records audited were for Aboriginal or Torres Strait Islander clients. Fifty seven
percent of all records were for clients classified as Priority 3 (Mild RHD or ARF (no RHD). Priority 1
(Severe RHD) and Priority 2 (Moderate RHD) clients made up 10% and 19% respectively. Close to
100% of audited records showed a record of attendance at the health centre either within the
previous 6 or 12 months depending on RHD classification and almost half of these attendances were
for benzathine penicillin injections. Three quarters of clients attending the health centres were
assessed by a nurse, with Aboriginal or Torres Strait Islander Health Workers (ATSIHWs) and General
Practitioners equally the next most common professionals to do the initial assessment.



Primary Health Care Centres 24

Location Urban 1 1%

Regional 3 13%

Remote 20 83%
Governance Government 24 100%

Community Controlled -- --

<500 11 46%

501-999 4 17%

Size of population served >1000 9 37%
Completed RHD audit cycles Baseline 6 25%
1-2 cycles 14 58%

>3 cycles 4 17%

Number of audited records 339

Age (mean & range) | 24 | (2-75)

Gender Males | 132 39%

Females | 207 61%

Indigenous status Indigenous | 302 | 89%

Non-indigenous 5 1%

Not stated 32 9%

Reason for last attendance BPG Injection | 195 58%
Oral antibiotic prophylaxis 1 0.3%

Acute care 78 23%

Well person's check 4 1%

Specialist review 14 4%

Other 47 14%

Profession client first seen by ATSIHW 27 8%
Nurse | 257 76%

GP 45 13%

Specialist 7 2%

Allied Health 1 0.3%

Other -- --

Not stated 2 0.6%

RHD Classification Priority 1: Severe 35 10%

Priority 2: Moderate 64 19%

Priority 3: Mild, ARF (no RHD) | 194 57%

Unable to determine 4 1%

Not recorded 42 12%

Within past 6 months (priority 1

Time since last attendance ° v &y2) % 96%
Within past 12 months (priority 3) | 190 98%

Table 3: Characteristics of health centres and clients whose records were last audited during 2012-
2014 (number & percent of total)
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4. Presentation of data

The presentation of audit findings follows the structure of the RHD audit tool, with sections on
recording of key client information; documented penicillin use; recurrence of acute rheumatic fever

and follow-up; scheduled services; and risk factors and brief interventions.

Each section of the report includes:

* Asummary of key findings from the national audit data;
*  Preliminary priority evidence-practice gaps (preliminary priorities for improvement) based on

the national data; and

* Box and whisker plots for each of the items in the audit tools, which show the level of
adherence to best practice guidelines, and variation between health centres.

Box and whisker plots

The mean percent delivery of each service item is calculated for each health centre and displayed
within a ‘box and whisker plot’ to show the distribution (or variation) in delivery of that item across

health centres.

Box and whisker plots show (Box 2):

* the minimum and maximum values (ends of whiskers if no outliers);

* outliers which are values far away from most other values in the data set (or a distance that is
greater than 1.5 times the length of the box);

* therange of service item delivery by dividing the dataset into quarters:

- the box represents the middle 50% of the dataset, and the line within the box represents

the median (or middle value);

- the right hand whisker (and outliers if present) represents the top 25% of the data
- the left hand whisker (and outliers if present) represents the bottom 25% of the data;

and

* thelonger the box plot, the greater the range (or variation).

Box 2: How to interpret box and whisker plots

Interpretation:

B —— o middle % of data|->
bottom % of data (withinbox)  top % of data

mean middle value

’
—3H

I I ] I | I

0O 20 40 60 80 100

% service delivery

outlier

Examples:

0 20 40 60 80100

Wide variation in service
delivery (range 0-100%).
Health centres relatively
equally dispersed across the
range. 25" to 75" centile is
30-90%.

Majority of centres at lower
end of range (between 0-
20%) with a few health
centres at higher levels — up
to 100%.

Smaller variation in service
delivery (range 70-100%).
All centres at higher end
with 75% of centres in the
90-100% range.
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5. Identifying priority evidence-practice gaps

The priorities for improvement, or priority evidence-practice gaps, reported here were determined
by identifying items in the national clinical audit and systems assessment data that reflected:

a. 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;

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

c. important aspects of comprehensive PHC that were generally recorded at low levels; and,

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

These criteria were used by the ABCD Project team to identify a preliminary set of priorities. The
preliminary priorities are presented in the body of the report, and are also presented below for
summary purposes.

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 and RHD diagnoses in the medical record

b. Support health centres at the lower end of the range to improve recording of RHD classification
Improve identification of Priority 1 clients who a) have had cardiac surgery, and b) are waiting
for cardiac surgery

d. Support health centres at the lower end of the range to document current warfarin
prescriptions for clients where indicated.

Penicillin use and recurrent rheumatic fever

a. Improve recording of key information related to delivery of BPG injections, with a specific focus
on supporting health centres at the lower end of the range to improve recording of frequency
of BPG injections on current prescription

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 improving coverage of
attempts to follow-up clients 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. Support health centres at the lower end of the range to improve doctor and specialist review
and recording of echocardiogram, as indicated for clients according to level of disease.
b. Explore factors contributing to very low levels of documentation for dental services

Risk factors and interventions

Support health centres at the lower end of the range to improve the practice and documentation of
risk factor identification and intervention, and standardise the practice and recording of rheumatic
fever education for all clients.

12



6. Current status of ARF/RHD service delivery (2012-2014)

Key information in client records/health summaries
Summary of audit findings

Accurate, up-to-date and accessible documentation related to client’s medical history and current
levels of disease are important factors in identifying ongoing level of risk of disease progression and
complications. It is important that this information is available at the client’s primary care centre to
support clinical decision making and to guide disease management planning.

The recording of a history of ARF (including suspected ARF) was variable across health centres. A
number of factors may have contributed to absence of diagnosis data including failure of clients to
present to the health service with symptoms, failure of the health service to make a timely and
accurate diagnosis, or mobility of people around remote areas, indicating that diagnosis may have
occurred elsewhere and prior to the client settling in the area and not communicated to the current
health service. Recording of RHD diagnosis on the health summary sheet was at a remarkably high
level with a narrow mid-percentile range from 80-100%. However, if RHD was not recorded on the
health summary sheet there was a low chance that it was recorded elsewhere in the medical record.

There was a wide variation in pattern of recording for RHD classification, however recording of
disease management planning was relatively high and consistent across health centres with the
exception of 2 outliers.

Recording of tertiary services was variable. There was a wide range of recording to identify clients
who have had cardiac surgery, with a very low level of recording to identify (Priority 1) clients
waiting for surgery. Again, there was a relatively low level of recording for current warfarin
prescription (Priority 1 or 2) and very high recording of INR results (26 records at 100% with one
outlier at 50%). The low level of warfarin prescriptions and high level of INR suggests that not all
Priority 1 or 2 clients may be indicated for warfarin rather than evidence of scripts not being
available.

For the 6 clients who had not been seen at their health centre in the 12 months prior to audit there
was a wide variation in recorded attempts to follow-up (0-100%, mean 40%).

Priority evidence-practice gaps (or priorities for improvement)

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 and RHD diagnoses in the medical record

b. Support health centres at the lower end of the range to improve recording of RHD classification

c. Improve identification of Priority 1 clients who a) have had cardiac surgery, and b) are waiting
for cardiac surgery

d. Support health centres at the lower end of the range to document current warfarin
prescriptions for clients where indicated.

13



The figures in this section show mean health centre percentages of ARF/RHD clients who have a
record of key information in medical records such as diagnosis and RHD classification, current

management plans, risk factor status and relevant information about surgery history and medication

prescriptions.

Figure 2: Mean health centre percentages of ARF/ RHD clients with a record of diagnosis in health

summaries or elsewhere in the medical record and documentation of RHD classification and

current management plan.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
Medicare number recorded . e o 24;
339
Unsuccessful follow-up
attempt (if client not seen in X 5;6
past 12 months)
Recorded diagnosis of 24
definite or suspected ARF on — X 33;)
health summary
Recorded diagnosis of
definite or suspected ARF
elsewhere in the medical 18;
— x —
record 187
(if diagnosis not on health
summary)
Recorded diagnosis of
recurrent or suspected 24;
[ ]
recurrent ARF on health A 339
summary
Recorded diagnosis of
recurrent or suspected
recurrent ARF elsewhere in A . 24;
the medical record 298

(if diagnosis not on health
summary)

0 20 40 60 80100
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Figure 2 cont: Mean health centre percentages of ARF/ RHD clients with a record of diagnosis in
health summaries or elsewhere in the medical record and documentation of RHD classification and
current management plan.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
Recorded diagnosis of RHD I . 24;
on health summary 339
Recorded diagnosis of RHD
elsewhere on the medical 10
record x 71’
(if diagnosis not on health
summary)
Record of RHD classification 23;
on health summary * 293
Record of current ARF/RHD ol y 24;
management plan 339
0 20 40 60 80100
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Figure 3: Mean health centre percentages of ARF/RHD clients with documentation of relevant
information on surgical history and warfarin prescription in the medical record.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
Documentation client has 16:
had cardiac surgery — X 35'
(if Priority 1)
Documentation that client is 16:
waiting for cardiac surgery X o ® 35'
(if Priority 1)
Documentation of current 2
warfarin prescription i 99'
(if Priority 1 or 2)
INR result documented
- . 15;
(if client prescribed . X 2
warfarin)
0 20 40 60 80100

Penicillin use and recurrent rheumatic fever
Summary of audit findings

Regular secondary prophylaxis is the most effective method of preventing recurrent ARF. The
recommended method is benzathine penicillin G (BPG) by intramuscular injection every 28 days (4
weeks). Clients who do not receive planned injections are at considerable risk of recurrent ARF, and
the development or worsening of RHD. It is recommended that primary care staff monitor injection
delivery and provide timely interventions for clients who receive less than 80% of planned injections
within a 12 month period.

Overall, there was a high level of recording of frequency of planned BPG infections (100%) with the
exception of 3 outliers, and this was most evident on the current prescription.

There was a wide variation of prescription for oral antibiotics for clients not prescribed BPG
injections; either because documentation practice for oral antibiotics is poor, or because clients had
ceased injections at the time of the audit and were no longer indicated for secondary prophylaxis.

Receiving 100% of prescribed injections over a 12 month period is the best defence against recurrent
ARF and should be encouraged for all clients. However, a benchmark of 80% accommodates for
overdue injections and the occasional missed injection within the year, which does not necessarily
warrant intervention on the part of the health service. Receiving less than 80% of prescribed
injections may have an underlying cause and warrants investigation and intervention as required.
For clients who received less than 80% of planned injections in the 12 months prior to audit there
were variable results in attempts of follow-up to engage the client and improve injection delivery.
There was some strength in attempts to recall clients and attempts to arrange BPG injections at

16



another health centre for clients who were travelling away, however there was low activity around
arranging family meetings and developing action plans.

For the clients who had a documented episode of ARF in the previous 12 months despite adequate
injection delivery, there were limited recorded attempts at intervention, including advice on the role
of throat and skin infections and referral to support services. There was no documentation on
interventions related to increasing frequency of injections, providing advice on environmental risk
factors or clinical signs and symptoms of ARF and action planning.

Priority evidence-practice gaps (or priorities for improvement)

Improve recording of key information related to delivery of BPG injections, with a specific focus on
supporting health centres at the lower end of the range to improve recording of frequency of BPG
injections on current prescription

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

b. 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 improving coverage of
attempts to follow-up clients and recording of specific follow-up strategies

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

The figures in this section show mean health centre percentages of ARF/RHD clients with a record of:
prescription of benzathine penicillin (BPG) injections (or oral prophylaxis); planned frequency of
injections; follow-up action if <80% of planned injections received; and follow-up action if one or
more episodes of recurrent ARF were recorded within the last 12 months.
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Figure 4: Mean health centre percentages of ARF/RHD clients with a record of prescription for BPG

injections or oral prophylaxis and record of planned frequency of BPG injections in the medical
record and/or clinic master chart.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
Record of prescription for 24
regular benzathine penicillin ° X 33é
(BPG) injections
Record of current
prescription for BPG
injections . 24;
(if client has record of 303
prescription of regular BPG
injections)
Record of planned
frequency of BPG injections: e 24;
a) overall 303
Record of planned
frequency of BPG |nJec.t|o.ns: . 24;
b) on current prescription 303
Record of planned
frequency of BPG injections: 24;
xe - e o
c) on non-current 303
prescription
Record of planned
frequency of BPG injections: . . 24;
d) elsewhere in medical 303

record

0 20 40 60 80100
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Figure 4 cont: Mean health centre percentages of ARF/RHD clients with a record of prescription for
BPG injections or oral prophylaxis and record of planned frequency of BPG injections in the medical
record and/or clinic master chart.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
Record of planned
frequency of BPG injections 4
on clinic master chart 6'
(if planned frequency not
recorded in medical record)
Record of planned
frequency of BPG injections
consistently in medical 24;
s
record and master chart * 243
(if recorded in both
locations)
Record of prescription for
oral antibiotic prophylaxis 10;
(if not prescribed BPG * 36
injections)
0 20 40 60 80100
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Figure 5: Mean health centre percentages of ARF/RHD clients with a record of follow-up if percent
of planned BPG injections received was less than 80%.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
‘Poor’ delivery of BPG injections
in last 12 months
(ie <80% of planned injections 24;
received, if client has 1 303
prescription for regular
injections)
Record of recall attempt 24
(if client received <80% of —— x 19é
planned injections)
Record of attempt to arrange
BPG injections at another
health centre if client away H y L 24;
from community 198
(if client received <80% of
planned injections)
Record of advice given to
client/ family about importance
of regular injections to prevent 24;
recurrent ARF ] B 198
(if client received <80% of
planned injections)
Record of family meeting held
to encourage ARF/RHD
: 24;
prophylaxis <] . 198
(if client received <80% of
planned injections)
Record of action plan to
improve administration of BPG 24
injections x 19é
(if client received <80% of
planned injections)
Record of other action
undertaken to improve
administration of BPG 24;
X0 @ L]
injections 198
(if client received <80% of
planned injections)

0 20 40 60 80100
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Figure 6: Mean health centre percentages of ARF/RHD clients with a record of follow-up if one or

more episodes of recurrent rheumatic fever (RRF) were recorded, despite good delivery of BPG

Injections (280%) in the last 12 months.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
Record of change to more
frequent BPG injections 9:
(if client has record of RRF X ) ) 12”,
despite good delivery of BPG
injections)
Record of advice given on
role of throat and skin
infections in lead up to ARF « 9;
(if client has record of RRF 13
despite good delivery of BPG
injections)
Record of advice given on
role of overcrowding in
predisposing to ARF g ’ 9;
(if client has record of RRF 13
despite good delivery of BPG
injections)
Record of action plan made
to reduce number of ARF
episodes 9;
X L] [ ]
(if client has record of RRF 13
despite good delivery of BPG
injections)
Record of referral to support
services 9:
(if client has record of RRF X 1;
despite good delivery of BPG
injections)
Record of other action
undertaken to reduce the
number of ARF episodes 9;
(if client has record of RRF 13
despite good delivery of BPG
injections)

0 20 40 60 80100
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Scheduled Services
Summary of audit findings

Frequency and timing of medical and investigational services for clients with ARF and RHD are based
on the level of disease. For example, ‘Priority 1’ indicates clients with severe RHD for whom frequent
monitoring is required, and ‘Priority 3’ indicates clients with ARF only or mild RHD, for whom
monitoring is less usually intensive and less frequent. The results in each section are presented
following calculation based on level of disease for each client.

Recording of echocardiogram review within recommended timeframes was relatively consistent and
high across health centres with a mean of 60% service delivery. Doctor reviews were also relatively
consistent but with a lower mean service delivery of 40%. The range for specialist review was
considerably wider and at a lower level. Recording of dental review was at a very low level; 96% of
the health centres had no records for this element.

Eighty-three percent of the client group lives in remote areas where medical specialist,
echocardiography and dental services are not routinely available. Lower level of recording of these
services may therefore be attributed to decreased availability of services or low levels of recording
of services if they were provided off site. It is important that the client’s primary care centre has a
record of services, to help guide clinical decisions and ongoing frequency of intervention based on
results.

Recording of vaccination was variable with the range of pneumococcal vaccination recording
significantly lower than influenza, which had a very wide range between the 25" and 75"
percentiles.

Priority evidence-practice gaps (or priorities for improvement)
Ensure timely medical care across the scope of indicators of best practice, with a specific focus on

the following:

a. Support health centres at the lower end of the range to improve doctor and specialist review
and recording of echocardiogram, as indicated for clients according to level of disease.
b. Explore factors contributing to very low levels of documentation for dental services

The figures in this section show mean health centre percentages of ARF/RHD clients with a record of
scheduled services received (as indicated depending on priority level), documentation of risk factors
and brief interventions where relevant within the last 12 months.

Figure 7: Mean health centre percentages of ARF/RHD clients with a record of scheduled service
received within the timeframe recommended for the RHD classification as indicated.

Number
centres;
%service delivery audit
9 2.0 4|0 6‘0 8.0 109 records
Doctor® review within:
3-6 months, priority 1; | y , 24;
6 months, priority 2; ! ! 339
12 months, priority 3

* Doctor may include local GP, visiting DMO, GP registrar or junior doctor
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Specialist* review within:
3-6 months, priority 1; 22;
12 months, priority 2; 99
(if client is priority 1 or 2)
Record of echocardiogram
3-6 months, priority 1; 24
12 months, priority 2; ——— x| H !
. L 339
2 years children, priority 3
2-3 years adults, priority 3
Record of dental review
6 months, priority 1; 22;
X [ 1] [ ]
12 months, priority 2; 99
(if client is priority 1 or 2)
Record of influenza
vaccination (in last 12 22;
montbhs, if client is priority 1 ] * B 99
or2)
Record of pneumococcal 27
vaccination x P 99'
(if client is priority 1 or 2)
0 20 40 60 80100

Risk factors and interventions
Summary of audit findings

Smoking, high-risk alcohol use, poor diet and low physical activity can increase the risk of medical
complications of RHD. It is therefore important that clients with these risk factors are identified and
provided with disease and lifestyle education and self-management support.

There was a relatively consistent result of recorded smoking and high-risk alcohol use, with similar
ranges between the 25" and 75" percentiles. The ranges for intervention for these risk factors were
both wide.

There were also consistent results for levels of recording of nutrition and physical education
discussion, with very wide ranges between the 25" and 75" percentiles of 20-90%. The range for the
specific indicator of rheumatic fever education was wide but tending towards a lower level.

These results could be attributed to the practice of risk factor analysis being part of routine medical
assessment, with education and interventions either not being provided, or not routinely being
documented as provided.

Priority evidence-practice gaps (or priorities for improvement)

Support health centres at the lower end of the range to improve the practice and documentation of
risk factor identification and intervention, and standardise the practice and recording of rheumatic
fever education for all clients.

* Specialist may include cardiologist, physician, paediatrician or specialist registrar
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Figure 8: Mean health centre percentages of ARF/RHD clients with documentation of risk factors

and record of brief interventions provided where relevant.

Number
centres;
%service delivery audit
0 20 40 60 80100 records
R d of king stat 24;
ecord of smoking status l
339
Record of brief intervention
for smoking in last 12 21:
months P—— !
- . 88
(if client is documented as a
smoker)
24;
Record of alcohol use — —— 339
Record of brief intervention
for higher risk alcohol use in 12:
last 12 months — x !
- . 16
(if client is documented as
high risk alcohol user)
Record of nutrition 24
discussion — x — 335')
(within last 12 months)
Record of physical activity 24
discussion — x — 335')
(within last 12 months)
Record of provision of
rheumatic fever education 24;
(either video or written * 339

format)

0 20 40 60 80100
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7. Systems assessment data

The ABCD/One21seventy Systems Assessment Tool (SAT) has been developed to enable providers of
Aboriginal and Torres Strait Islander primary health care services to undertake a structured
assessment of the strengths and weaknesses of their systems to support best practice care. The SAT
evolved from the Chronic Care Model and the associated Assessment of Chronic lliness Care tool and
from the World Health Organization’s (WHO) Innovative Care for Chronic Conditions Framework.

International experience has identified five key components of health systems to be effective across

primary health care in improving the quality of care of clients with chronic iliness (Table 4). These
five components are incorporated into the SAT. Each component contains a number of items that
health centre teams (managers and staff) discuss and come to a consensus about how well their

systems are working.

Table 4: ABCD/One21seventy systems assessment tool components and items

Components of systems

Items for each component

Delivery system design

This component refers to the extent to which the
design of the health centre’s infrastructure, staffing
profile and allocation of roles and responsibilities,
client flow and care processes maximise the potential
effectiveness of the centre.

* Team structure and function

*  Clinical leadership

*  Appointments and scheduling

* Care planning

e Systematic approach to follow-up

*  Continuity of care

e  Client access/cultural competence

*  Physical infrastructure, supplies and equipment

Information systems and decision support

This component refers to clinical and other
information structures (including structures to
support clinical decision making) and processes to
support the planning, delivery and coordination of
care.

* Maintenance and use of electronic client list
* Evidence-based guidelines
* Specialist-generalist collaborations

Self-management support

This component refers to structures and processes
that support clients and families to play a major role in
maintaining their health, managing their health
problems, and achieving safe and healthy
environments.

¢ Assessment and documentation
* Self-management education and support,
behavioural risk reduction and peer support.

Links with the community, other health services and
other services and resources

This component refers to the extent to which the
health centre uses external linkages to inform service
planning, links clients to outside resources, works out
in the community, and contributes to regional
planning and resource development.

¢ 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

¢ Communication and cooperation on regional
health planning and development of health
resources.

Organisational influence and integration

This component refers to the use of organisational
influence to create a culture and support
organisational structures and processes that promote
safe, high quality care; and how well all the system
components are integrated across the centre.

*  Organisational commitment
¢ Quality improvement strategies
* Integration of health system components.

Each item is scored separately on a scale of 0-11. System component scores are derived from the
average of the scores for each item within the system component. Higher scores reflect better

function.

Scores for each system component from health centres that undertook a systems assessment in
2012, 2013 or 2014, are shown in Figure 9. Sixteen of the 24 health centres that completed an

ARF/RHD audit undertook a systems assessment.
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Summary of system assessment findings

The overall score for the systems assessment (SAT) was consistent between health centres, with a
range in scores between the 25" and 75" centiles from 5 to 8, and a small number of health centres
with scores outside this range. Delivery system design had the highest middle score, and there was
little difference in the mean scores for this component, Information systems and decision support
and Self-management support; which were all above 6.

There are a number of items within the components with relatively high mean scores (7 and above).
These included:

* Team structure and function

¢ C(linical leadership

* Care planning

* Appointments and scheduling

¢ Systematic approach to follow-up

* C(Client access/ cultural competence

* Maintenance and use of electronic clients lists
* Use of evidence-based guidelines

* Assessment and documentation

* Quality improvement strategies

These results reflect workforce cohesion and use of available support systems to provide a quality
health service. In particular, the use of evidence-based guidelines reflects the substantial effort that
has gone into promoting and encouraging adherence to evidence-based guidelines for RHD over
during the past decade in QLD. It suggests that the areas of poor adherence to best practice care
highlighted earlier in this report, are unlikely to be due to lack of availability of evidence-based
guidelines.

Links with the Community, Other Health Services and Other Services and Resources and
Organisational influence and integration were the components with the lowest mean scores and
greatest variation between health centres for specific individual items.

There were two items that had low, wide ranges; Communication and cooperation on regional
health planning and development of health resources, and Integration of health system components.
The first suggests that health service staff at the lower end of the range have limited opportunities
or capacity to engage in regional planning in the area of RHD control. The latter suggests that for
health centres at the lower end of the range there was limited integration of a range of health
service systems required to coordinate care for clients with ARF and RHD (including business
planning, funding, legislation, human resources, education, partnerships with other services etc.).

A number of observations can be made when comparing the audit and SAT data. The Care planning
SAT result does not support the high level of care plans found in clients’ records during the audits,
and so it appears that some health centres may not be aware of their high achievement in this area.
The high Systemic approach to follow up SAT result does not support the low level of follow-up,
particularly for clients who required intervention for missed BPG injections.

There was a very wide range of clinical documentation found during the audits, with some health
centres performing poorly in specific areas, however the SAT item for assessment and
documentation had a relatively narrow range between 6 and 9, with a few health centres below this
level.

The SAT self-management support results were high and narrow with a mid-range range of 6-8. This
was not reflected in the wide range of results for risk-factor intervention and rheumatic fever
education, which all scored widely and low in the audit results. Self- management support may be
provided without the documentation to support it.

Priorities for health centre systems improvement to enable health centres to provide high quality
chronic disease care

a. Strengthen systems for more effective links between the participating health centres and
communities, other health services and external resources.
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b. Strengthen specific elements where scores were relatively low. Specifically, focus support for
health centres that have scores less than 6 for the following items:
* Team structure and function (Delivery system design)
* Care planning (Delivery system design)
* Systematic approach to follow-up (Delivery system design)
* Client access/cultural competence (Delivery system design)
* Use of evidence-based guidelines (Information system and decision support)
* Specialist-generalist collaborations (Information system and decision support)
* Assessment and documentation (Self-management support)
¢ Self-management education and support., behavioural risk reduction and peer support
(Self-management support)

Figure 9: Mean system component scores as assessed by health centres.

Number of health centres 16

SAT score
0 2 4 6 8 10

Overall SAT score ° H A —

Delivery system design ° s

Information systems and
decision support

Self-management support | x|

Links with the community,
other health services and f X I
other services and resources

Organisational influence and
integration

0 2 4 6 8 10

Scores for the individual items within each system component, aggregated for all health centres
nationally, are shown in the figures below.



Figure 10: Delivery system design component scores as assessed by health centres.

Number of health centres 16
SAT score
0 2 4 6 8 10
Team structure and function I X {
Clinical leadership s
Appointments and scheduling | | x|
Care planning | e F— x i
Systematic approach to S N
follow-up
Continuity of care | e H Kk
Client access/ cultural |
o o | X
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supplies and equipment
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Figure 11: Information systems and decision support component scores as assessed by health
centres.

Number of health centres 16

SAT score
0 2 4 6 8 10

Maintenance and use of
electronic client list —— x| H

Evidence-based guidelines I < |

Specialist-generalist
collaborations

0 2 4 6 8 10

Figure 12: Self-management support component scores as assessed by health centres.

Number of health centres 16

SAT score
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Assessment and
documentation | e 1 x
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Figure 13: Links with the community, other health services and other services and resources
component scores as assessed by health centres.
Number of health centres 16
SAT score
0 2 4 6 8 10

Communication and
cooperation on governance
and operation of the health

centre

Linking health centre clients
to outside resources

Working out in the
community | | X I
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cooperation on regional
health planningand | H —
development of health
resources

0 2 4 6 8 10

Figure 14: Organisational influence and integration component scores as assessed by health
centres.
Number of health centres 16
SAT score
0 2 46 8 10

Organisational commitment — x| H

Quality improvement
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components
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8. Sources
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 (2™ edition).

2. Northern Territory (NT) Rheumatic Heart Disease Register (2007) NT Rheumatic Heart Disease
Program — Priority Guidelines
<http://www.healthdwt.nt.gov.au/rhd/forms/Priority_Guidelines.pdf>.

3. NT government, Remote Health ATLAS, Rheumatic Heart Disease Program
<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 17 November 2011,
<www.nhmrc.gov.au/_files_nhmrc/publications/attachments/ds10-
alcohol.pdf?g=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 1° Feb 2013
<http://www.racgp.org.au/Content/NavigationMenu/About/Faculties/AboriginalandTorresStraitl
slanderHealth/InterpretativeGuide/2010InterpretiveGuide.pdf>.

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

Other references include:

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):
ppl33-134.

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.

31



