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The aim of this part of the study was to examine how evidence was being used 

at a health service level.  We were interested to find out whether research 

evidence, particularly the Indigenous Burden of Disease study, was being used 

to set priorities and plan services at a service delivery level.  

 

The study was conducted through the Institute for Urban Indigenous Health and 

draws on an event-based analysis of a quarterly management meeting of the 

Institute, in-depth interviews with nine health managers from the Institute and 

its member organisations, and the literature.  

 

The Institute for Urban Indigenous Health was formed in late 2008, and is a 

partnership between four Aboriginal community controlled health services in 

south east Queensland.   
 

The four member organisations are: 
 

 Aboriginal and Torres Strait Islander Community Health Service 

Brisbane (ATSICHS)  

 Yulu Burri Ba Aboriginal Corporation for Community Health 

 Kalwun Health Service 

 Kambu  Medical Centre 

 

The Institute is implementing a new service delivery model across its four 

member organisations.  Key components were identified as being: a cycle of 

care, workforce development, community engagement, and a new business 

model.   
 

The IUIH model of care is informed by a general practice business model that 

optimises the use of Medicare item numbers to generate income, with the 

intention of reducing the sector's reliance on grant funding and to allow greater 

control over decision-making.   

 

Underpinning the model and the associated change management process is the 

use of multiple evidence bases.   
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Evidence-based policy assumes an 'evidence-hierarchy' that privileges research 

evidence.  However it is argued different forms of knowledge produce a 

corresponding view of 'evidence', therefore, there can be multiple evidence 

bases.  Brian Head’s four 'lenses' of evidence-based policy provides a 

framework with which to analyse and understand the Institute’s use of evidence.   
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The first lens is political knowledge, usually the domain of politicians, parties, 

organised groups and the media.  This is the space of agenda-setting, advocacy, 

issues of accountability and negotiating compromises.  While the Institute is 

subject to political decisions, it is also a political actor.   

 

Conversations around the need to form a regional body representing Aboriginal 

community controlled health services in south east Queensland began in late 

2008.  While political and funding changes at the time such as the Closing the 

Gap commitment and introduction of Medicare Locals created uncertainty, it 

was felt they also provided the motivation and opportunity for action.   

 

There were also challenges from within the sector.  Health managers 

acknowledged there was room to improve the quality of services being provided 

and increase their business efficiency.  Respondents from the member 

organisations spoke of the lack of resources, capacity and space of their 

organisations to manage planning around growth and development, and a 

regional body with a collective voice representing all of south east Queensland 

would be in a stronger position to engage with government.  The organisations 

would also benefit from shared systems, data, processes and economics of scale.  

 

The uncertainty created by current changes in the political environment a at 

federal and state level was discussed at length in interviews and at the 

management team meeting.  This policy analysis was framed as an opportunity 

to demonstrate how the Institute’s Model of Care places the sector at a 

competitive advantage.   
 

A number of strategies were identified to communicate this.  The first was 

building relationships with politicians, particularly Ministers who control funds, 

and applying “positive pressure” [as indicated by this quote]:      
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You do it by taking him [the Minister] out there, showing him what we’ve done 

and talk publicly then about good things happening in Aboriginal health.  What 

can he do?  Is he going to argue against you about good things happening? 

(Senior manager, IUIH)  

 

A second strategy has been to commission work to measure the impact of its 

services.  The Institute initially used findings from the Indigenous Burden of 

Disease study, population data from the Australian Bureau of Statistics and the 

uptake of Medicare item numbers to demonstrate poor access to services and 

low uptake in some areas and advocate for the health needs of urban 

populations.  It is now exploring the extent to which burden of disease processes 

can be localised and tracked to link the Institute’s activities to Closing the Gap 

targets. 

 

The intention is to use these data to demonstrate the community controlled 

sector is a viable, competitive service provider.  This is particularly important 

given current contestability reforms within Queensland Health, where the 

market is being opened up and service providers are being determined through a 

competitive process. 
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The second is scientific (research-based) knowledge, which is concerned with 

the systematic analysis of trends and conditions, and the relationships that 

explain them.  Through its Model of Care, the Institute has used population data 

from the census and patient records to establish demographic baselines against 

which to track increased utilisation of services, of which the footprints [refer to 

map at the beginning] are an example.   

 

The number of clinics have grown from five in 2008/9 to 13 in 2012/13.  Data 

indicates the percentage of Aboriginal and Torres Strait Islanders in south east 

Queensland accessing Aboriginal community controlled health services has 

increased from 14 per cent in 2011 to 30 per cent as of June 2013.   

 

The commitment to continuous quality improvement and regular monitoring of 

the MBS profile of each clinic allows managers to track the uptake of health 

assessments and chronic disease plans and map human resource planning 

against caseloads.  This has been instrumental in refining the model and in 

providing the evidence base with which to justify reforms to brownfield 

(existing) sites. 
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These are examples of the types of data collected and the ways in which they 

are reported.  These graphs from Moreton ATSICHS show the number of health 

assessments almost doubled and there were more chronic disease care plans in 

2012-13.  In the same period, data from a cohort of 25 clients with diabetes 

found a reduction in risk factors associated with diabetes.  
 

Health managers explained this sort of reporting – to the community and to the 

collective – as an extension of accountability mechanisms, in that is it goes 

beyond accountability to funders.   
 

This manager explains how the use of data is making the services more 

accountable to the community [refer to quote].  Another manager described 

what he called “peer accountability” - where the four organisations come 

together to monitor their performance and collectively identify the strengths and 

weaknesses of each organisation.  

 

We call it our own organisational health check, which we put back out to the 

community, which gives an indication of, well what have we achieved in the last 

12 months, or what outcomes have we delivered to the community?  Because 

that had never been done before and plus, it was a way of then quantifying 

whether or not what we were doing was starting to create change.  (Senior 

manager, ACCHO)   
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This is closely linked to the knowledge of clients and stakeholders.  This 

recognises ordinary people may have different perspectives to service providers 

and program managers and acknowledges the importance of consultation and 

the “expert knowledge” of individuals, groups and networks.  The Institute 

gathers these opinions and views through formal and informal processes such as 

board meetings, client feedback, community days, campaigns that involve the 

community such as the Deadly Choices program, social media and by being 

active members of the communities.    
 

While the Model of Care is being implemented across the region and priority 

setting is occurring at a regional level, health managers felt they were 

accountable to individuals, their families and the community.  This 

accountability was conceived of in a number of ways including through 

delivering improved health outcomes, quality of care and consistency of 

services, and increased health literacy. 
 

Slide 22 



AIATSIS 2014  5 

 

The final lens is that of practical implementation knowledge.  This includes the 

professional knowledge of service providers, the technical knowledge of 

program managers, as well as organisational knowledge built up over time.   
 

The difference between community controlled and mainstream health services, 

in terms of philosophy, motivation and practices, is documented in the literature 

and was reinforced by the views of the managers, many of whom noted they 

had been working in the sector for over a decade.   
 

In translating the model to a community controlled context, practitioners and 

managers tested the model in greenfield sites and refined it based on their 

knowledge, experience, interpretation of clinical data and in response to 

community feedback.  As a result changes were made to clinical governance 

issues including the volume of patients seen, time spent with patients, quality of 

care and workforce composition.   

   

It’s very different to walk into a brand new, what we call greenfield site, where 

you’re building something absolutely new, everyone comes with that frame of 

mind in terms of okay, this is something new, we’re going to go with it, whatever 

they’re going to ask me to do, I’m going to roll with it, I’m going to give it a go, 

as opposed to walking into somewhere where they’ve been doing something the 

same for the last 20 odd years and then trying to change.  Change management 

is virtually what you’re trying to do in those organisations. (Senior manager, 

IUIH spearhead)  

   

The phrases “change management” and “challenging the status quo” were used 

by a number of the health managers to explain the process and their experience 

implementing the reforms.  Of note, this referred to relationships with 

government [re: decision-making], as well as with the sector [ie. use of 

spearheads] and the community [re: accountability]. 
 
 



AIATSIS 2014  6 

Slide 23 

 

In summary, this presentation provided a brief snapshot of how the Institute for 

Urban Indigenous Health is using multiple evidence-bases at different levels of 

policy and practice to: 

 

 develop a sustainable business model 

 strengthen community control 

 demonstrate the sector is a viable service provider   
 

The biggest challenges identified were managing the change and positioning 

within the new political and service delivery environment.  There were a 

number of aspects to this: 
 

 regionalism – while the four organisations remain independent, the 

regional body is responsible for advocacy, setting the direction, 

engagement, funding, setting standards and data analysis 

 resistance by some staff and some in the community – regarding the 

perceived loss of control 

 change in organisational culture – changes in workforce composition and 

a focus on results 

 limited availability of data on urban populations 
 

This case study has lessons for other community controlled health services and 

service providers in navigating political uncertainty.   
 

However the findings should be interpreted with caution due to the geographic 

concentration of the organisations involved, given the diversity of cultural 

contexts across Australia. 


