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OVERVIEW 

Central Australian Aboriginal Congress’s “new clinic model” was implemented in Mparntwe (Alice 
Springs) around 2017/2018. Prior to this, client population of the Gap clinic had been growing 
steadily and was facing a growing burden of chronic disease.  

The new model primarily involved decentralisation from one large central clinic (Gap clinic) to 
multiple smaller clinics in geographically-decentralised locations, each serving a smaller client 
catchment area. Each clinic was staffed by a dedicated, expanded multidisciplinary team, with a 
focus on team-based care for best practice for chronic disease management. The new clinics also 
had a different clinical workflow, with a revised role delineation between General Practitioners 
(GPs), Aboriginal Health Practitioners (AHPs) and Nurses to improve care quality and cultural 
responsiveness.  

Key principles underpinning the new model were: detailed staffing-to-population planning; and 
data-driven performance monitoring - including collecting and using client feedback - to inform 
service improvements.  

 

Above: The new clinic model included three new clinics in geographically decentralised locations.  

Specific objectives of the new model included:  

 Improving continuity of care; 
 Improving access to quality care, including multidisciplinary care for best practice chronic 

disease management;  
 Optimised Medicare revenue, to fund service expansion and ensure financial sustainability. 

Through these changes, Congress aimed to provide a better and more sustainable health service, 
and aspired to improve health outcomes for the Alice Springs Aboriginal community.  

 Images: The existing Gap clinic (central), and the new Sadadeen clinic (East) 

Gap Clinic 
(central) 

Northside Clinic 
(North) 

Sad
ad

e
e

n
 C

lin
ic  

La
ra

p
in

ta
 c

lin
ic

 
(W

es
t)

 

Gap Clinic 
(central) 



STAKEHOLDER REPORT 

Evaluation Summary Report Page 3 of 7 

THE EVALUATION 

In partnership with Menzies School of Health Research, the Congress Research section led an 
evaluation of the service reforms. The aims of the evaluation were to:  

1. Describe and document the reforms to Congress’s clinic service model in Alice Springs; 
2. Evaluate the reforms’ effectiveness (including any impact on continuity, access and quality 

of care);  
3. Identify the enablers, barriers and lessons learned from the model’s implementation. 

The evaluation utilised mixed-methods, comparing findings from multiple data sources, including: 
quantitative data (pre/post comparisons of NT AHKPI, utilisation and workforce indicators), staff and 
client surveys, and interviews with 37 clients, staff and external stakeholders).  

KEY FINDINGS 

Continuity of care  

 Continuity of care generally improved under the new 
model. There was a significantly positive impact on 
longitudinal continuity1 trends (the proportion of clients 
seeing the same GP for each visit), which improved from a 
low level (39%) to a moderate level (44%). Clients had a 
strong preference for continuity of care, and generally 
reported that whilst they felt this was better in the new 
model, it was still sometimes difficult to access their 
preferred GP.  
 

 Relational continuity (relationships and rapport between 
clients and their care providers) was seen as a strength of 
the new model.   
 

 Management and information continuity and integration 
was sometimes a challenge within a broader care team 
and larger multi-site decentralised model. Continuity 
remains limited by retention of long-term GPs, and access 
challenges.  

Access 

 All stakeholder types considered that access to primary 
health care (PHC) services improved in the new model. 
Physical accessibility and overall acceptability were key 
strengths. Most stakeholders strongly preferred the new 
model.  
 

 Provider availability and accommodating client needs 
remained areas for improvement. Waiting times, the ease 
of booking or accessing appointments when needed, and 
transport were areas of concern for clients.  

 

 Despite improvements in access, no significant increase in 
service utilisation was identified, although there were some indications that care was 
increasingly multidisciplinary (i.e. more clients seeing multiple provider types).  

                                                                 
1 Longitudinal continuity was quantified using the Usual Provider of Care index (Dreiher et al., 2012). ∝ = .05; p < 0.001. 

“I was happy… that I could go to a 
clinic closer to home.  Especially 
when I’m crook. When you’re 
sick…Gap [clinic] seemed a long 
way away.” 

Congress Client  

“I would like to see the same 
doctor… I don't want to… explain 
myself again… when [my doctor] 
already knows my problem, and I 
need to talk directly to her… why 
should I have to tell you all the 
same story, [how] I’m feeling, 
what I’ve done, this and that… 
when [my doctor] already knows 
all that.” 

Congress Client 

“I think [Congress] do a really 
good service… I prefer… how it is 
now with the satellite clinics…. I 
think it’s really good…. Most of 
the doctors and nurses are really 
thorough.”  

Congress Client  
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Although most stakeholders generally considered the new 
model to be more appropriate than the previous, there were 
some problematic aspects, including:  

 The new clinical workflow and revised role delineation of 
the core clinical team (GPs, AHPs and Nurses) created 
logistical and ‘flow’ challenges. A continuing shortage of 
AHPs meant that, in practice, the intended workflow was 
often not implemented. Many nurses felt that the new 
nurse role scope could be improved to better utilise 
their skills, experience and development potential. As a 
result of these issues, the anticipated gains in GP 
efficiency often did not eventuate.  
 

 The geographic-based empanelment approach (whereby 
the overall client population is divided into separate 
‘catchments’, with clients from each catchment being 
strongly encouraged to attend their closest ‘local clinic’) 
was challenged by a highly mobile client population, 
clients’ existing GP preferences, and access challenges. 
The policy of limiting the clinic transport service to 
within-catchments caused some problems.  

 
 Service sustainability is closely related to access and 

appropriateness. COVID-19 resulted in significant 
workforce shortages and challenges. Staff reported that 
both recruitment and retention of the number and 
types of roles required to staff four separate clinics in a 
regional/remote location was a significant and ongoing challenge, even prior to COVID.  

Quality of care:  

The impacts of the new model on quality indicators were mixed, as were client-reported 
experiences.  

 There was a significant positive impact on trends for 
chronic disease care plans (p = 0.001) after compared 
with before. Previously, 42% of clients with diabetes 
had a care plan; this increased to 65% in the new 
model. 
 

 Trends for several other indicators showed continual 
improvement both before and after the new model 
was implemented2, with no clear significant impact 
from the changes. This included: utilisation of 
multidisciplinary care, the proportion of diabetic clients 
with timely HbA1c tests and with timely blood pressure 
checks. 

 
 Some indicators did not significantly change, including several child and maternal health 

indicators3. This was not unexpected, given antenatal care is mostly provided at the separate 
women’s clinic, Alukura.  

                                                                 
2 Quantitative analyses included data from 1 January 2011 to 31 December 2019; to enable pre/post comparison, but exclude the 
confounding impacts of COVID-19.  
3 With two exceptions: trends in the proportion of children tested for anaemia (NT AHKPI 6) significantly increased (p <.01). Trends in the 
proportion of fully-immunised children aged 24-72 months significantly declined (p=.004), but from a very high rate (99.7% to 97.9%).   

“I think the way [Congress is] 
running, its… perfect for Alice 
Springs and… suits all community 
mob... I think the healthcare’s… 
great… The amount of community 
people that … that they help, or 
[who]… come through town.  
There’s a lot of health 
complications, a lot of issues in 
Alice Springs that they deal with… 
Without Congress… they’d be a lot 
worse off. 

Congress client & external stakeholder  

“The satellite clinics are definitely 
better, because they’re smaller… 
At least for the doctors who work 
here, it’s… a much more 
satisfying job… I’m much more 
satisfied because I get to see the 
same patients every time.” 

Congress GP  
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 No significant improvements in the assessed health outcome 
indicators were observed within the study period. However, 
as most are long-term outcomes, they may need to be 
observed over a longer period of time. Significantly declining 
trends in diabetes control (p <.001) and blood pressure 
control (p <.001) were identified.  

 
 Some lessons were learned through the evaluation about 

how to define and measure ‘quality of care’. Clients reported 
that, for them, some key indicators of a ‘quality service’ 
included: having a good relationships with their doctor where 
they are respected and heard, and feeling welcome and safe 
in the clinics. Clients also identified logistical factors related 
to access - including waiting times, appointment availability 
and transport – as indications of quality.  

 
 The importance of organisational factors in ‘enabling’ a 

quality service – including workforce, leadership and 
management, CQI, community governance and engagement 
– were also highlighted.  

Model Implementation and Fidelity 

 The model’s initial implementation was relatively 
successful. Key enabling factors included: detailed planning, 
engaging staff in planning and team building, clear 
communication including the rationale for change, and 
community engagement. Buildings and facilities design is 
also important because of its lasting impact on service 
delivery.  

There were challenges sustaining the new model with fidelity:  

 Workforce and human resource management factors were 
the most significant issue. The new team model, which may 
have only 1-2 of each provider type, was challenged by staff 
absences or unfilled positions. This caused a high burden on 
remaining staff.   
 

 Operationalising and embedding the new model: In a larger and 
more complex model, challenged by staff turnover, ensuring 
that organisational change is embedded into standard practice 

with fidelity 
requires a 
consistent focus on 
communication, 
staff training, 
documenting 
standard practices, 
iterative review 
cycles, and systemic 
solutions.  

  

“Being a part of the Aboriginal 
and Torres Strait Islander 
community, I know that’s not 
the way we give feedback… 
[Clients] won’t write it down… 
because… people will see them 
put the feedback in, so it’s not 
anonymous… Reception staff 
should be really observing what’s 
going on… have a radar out when 
someone isn’t happy… and when 
that person’s happy… that’s the 
best kind of feedback…  

External stakeholder  

“What I’ve seen here … is 
…really dedicated amazing 
nurses, doctors, CSOs, 
ALOs… Some really amazing 
staff, who… get burnt out… 
from the environment.” 

Congress Psychologist  

“If there’s anything to get 
from this interview, staffing 
is…by a long mile, the 
number one… concern for 
keeping the model going… “ 

Congress GP  

Image left: The layout of the final clinic, 

Northside, was considered by some to be 

exemplary. 
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Where to from here?  
Congress’s reformed model of care was effective in improving continuity of care and access to care 
in Alice Springs. However, there are still areas where further improvements are needed to meet the 
community’s needs.   

Moving forward, getting the multidisciplinary teamwork and workflow right is key to a sustainable 
and culturally-responsive model. 

Chronic disease health outcome trends and the growing burden of chronic disease in central 
Australia underscores the importance of continued monitoring, continuous service improvement, 
and holistic, multidimensional chronic disease prevention and management strategies. Multi-
sectoral partnerships and continued advocacy are needed to tackle the social determinants of health 
which are major contributors to these community health issues, including housing overcrowding, 
poverty and food affordability. 

A strong focus, innovative strategies and evidence-based solutions for staff recruitment, retention, 
satisfaction and wellbeing are key to a strong and sustainable workforce, and central to delivering 
quality health services.  

Effective integration across sites and working partnerships with other local health services are 
needed to improve care continuity while maintaining a client-centred approach. Strengthening 
implementation through CQI, documenting and training staff in operational processes, a focus on 
systemic solutions, and strengthened operational management capacity will help to optimise 
efficiency and quality. 

Service utilisation may be optimised through addressing access barriers, and through proactive 
communication and community engagement. 

Clients’ perspectives highlighted that ‘quality of care’ is a holistic concept comprised of 
multidimensional clinical and non-clinical factors. This aligns with the literature that suggests 
assessing quality of care - particularly in the context of ACCHS – is best done using a range of clinical 
and non-clinical indicators, multiple sources of data and culturally appropriate ways to understand 
clients’ experiences (Hanefeld et al., 2017; Gomersall et al. 2017).  

A focus on these areas will enable Congress to continue to provide high quality culturally-responsive 
health services that meets the needs of the growing client population of Mparntwe/Alice Springs.  

A limitation of the study’s retrospective design is that many other factors changed during the time 
period which could have affected results.  

Key recommendations: 

1. Refine the model design, structure and resourcing to improve appropriateness and 
sustainability; 
 

2. Improve the consistency and efficiency of our operations through documented processes, a 
focus on systems, training, communication, and integration;  
 

3. Foster a systematic and participatory approach to monitoring and evaluation (M&E) and 
continuous quality improvement (CQI); 
 

4. Optimise workforce management: recruitment, retention, engagement, development, 
satisfaction and wellbeing; 
 

5. Foster, empower and support current and emerging managers and leaders; and 
 

6. Optimise organisational enablers of quality and performance.  
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CONTACTS 

For more information about this study contact research@caac.org.au  
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