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Clinical context ςtough job

Å34,000 mobile patients over 1.4 million Km2

ÅTriple whammy: IFD/Low SES/Chronic diseases

ÅNurse led primary care + Aboriginal workers

ÅHigh staff turnover (non-Aboriginal)

ÅLanguage/Cultural barriers

ÅEvolving IT 

ÅDistance!



Indigenous Demography



Social Determinants of Health dominate



NT Trends in avoidable hospitalisation
1998-2006
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Organisation of Care

ÅStrong leadership

ÅStrategic policy work

ÅCollaborations

ÅTeaching

ÅData driven improvements
ÅAHKPIs

ÅCQI

ÅCCMM: Functional reporting

ÅData linkage/Research



Health Care Home Delivery System 

ÅTeam based PHC
ÅWomb to grave

ÅCross-training

ÅCare pathways
ÅSTM ςcommon conditions

ÅIntegrated specialist care
ÅE ςconsults 

ÅOutreach support 
Åallied health

ÅTelemedicine

Å24/7 access to care

ÅRadiology 



Significant Health Improvements 

Figure A.6 Death rates per 100 000 standard population, 1998ï2031, Northern Territory 

 

Source: ABS and AIHWðsee Appendix D. 
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*10 year history of CQI with noted limitations:

*Sample size, manual audit, time delay, patient identification

*Functional reporting commenced August 2012

*Based on Chronic Care Model (Wagner et al.) 

*Ȱ#ÈÒÏÎÉÃ #ÏÎÄÉÔÉÏÎÓ -ÁÎÁÇÅÍÅÎÔ -ÏÄÅÌȱ

*November 2012 - commenced NT-wide distribution of 
functional reporting to NT government primary care services 
(N=49) 

CCMM Background





Primary Care EHR



Primary Care EHR functions

ÅDecision support
ÅStructured care plans based on diagnostic groups

ÅAnnual cycle of care delegated to team members

ÅElectronic prescribing

ÅElectronic billing (fee for service)

Å5Y Cardiovascular risk calculation (Framingham + 5%)

ÅCoordination of care
ÅSecure messaging, Lab/Radiology and discharge summaries

ÅElectronic referrals



*Inputs ɀone project manager, part-time data analyst

*Orientation and training, project governance, quality assurance

*Report production

*Outputs ɀȬÆÕÎÃÔÉÏÎÁÌȭ ÒÅÐÏÒÔÉÎÇ 

*Monthly patient recall lists

*3-Monthly service-level report

*3-Monthly management report

Chronic Conditions Management Model



*Monthly Recall Reports
*Recall list for chronic disease  tasks due in 3 month period

*List of clients due to see the doctor

*Reports circulated to:
*49 health centres across the NT

*27 communities in southern NT

*22 communities in northern NT

*Medical practitioners, Nurse managers

*CQI Facilitators

*Health Development Team (chronic conditions coordinators) 

*Alice Springs Prison

*Darwin Prison

Monthly Reports



*Empowerment tool for frontline primary health care teams

*Includes all clients, diagnoses, meds, labs

*Key components

*Program goals & NT Key Performance Indicators

*Management journey for T2DM and CVD

*Medication reports (safe prescribing)

*Workload management

3 Monthly Traffic Light Reports


