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Executive Summary 
Background 
Identifying and managing the high occurrence of sexually transmitted infections (STIs) is essential as a part of 
‘Closing the Gap’ and improving Aboriginal and Torres Strait Islander health outcomes1.  There has been a syphilis 
outbreak in the North Queensland region since 20112. Undiagnosed and untreated syphilis has resulted in 
mother-to-child transmission and infant mortality.   

The Townsville Public Health Unit (TPHU) received funding from the EB10 Innovation Fund to design and 
implement a project to enhance General Practice (GP) STI testing over a one-year period starting from September 
2019. General Practice was targeted as the majority of STI diagnoses are found through GP services.  A public 
health nurse was placed within GP services in Townsville to implement and modify systems to increase 
opportunistic testing of eligible clients and monitor the treatment of STIs. 

Key findings 
A longer time frame to have in depth collaboration and discussion with the GP services in the planning phase of 
the project was needed for strong participation in the project. 

Systems to identify eligible clients to the doctors on client medical files was key to enhanced GP STI tests; these 
need to be simple to use and reliable.  The support of a public health nurse in the practice, education sessions and 
monthly feedback were effective strategies to increase the doctors’ awareness and knowledge of STIs and the 
project. 

Due to workload implications for GP services, the project would be more sustainable if there were financial 
incentives for increased testing.   The follow up work from testing did not generate revenue to compensate for 
work involved.  

Areas for consideration 
COVID-19 greatly affected the project and most of the original objectives and key evaluations were not realised.  
The approach to the evaluation shifted to assess the implementation of the project and key recommendations for 
future projects within General Practice services. 

Recommendations focus on: 

• In-depth collaboration from GP services in the planning process of projects.  
• Having representation from a motivated ‘insider’ was key to aiding buy-in and motivation from within a 

service.   
• Having an extended time frame to do the project to allow for relationship building and change 

management.  
• Ongoing support of GP services from Sexual Health and Public Health is needed to sustain STI knowledge 

and education as well as to build confidence to initiate sexual health conversations with their clients.  
• Establishing community engagement and education of the client cohort on STI testing and the project. 

1. Overview 
1.1 Project background and policy context 
Aboriginal and Torres Strait Islander people are disproportionately affected by STIs compared to the non-
Indigenous population. This is highlighted by the ongoing syphilis outbreak within this population, initially 
declared in Northwest Hospital and Health Service (NWHHS) in 20112. This outbreak reached the Townsville 
Hospital and Health Service (THHS) in January 2014 and has also spread to Torres and Cape Hospital and Health 
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Service (TCHHS), Cairns and Hinterland Hospital and Health Service (CHHHS), Central Queensland Hospital and 
Health (CQHHS), Northern Territory, Western Australia and South Australia2. In North Queensland alone, there 
has been nine confirmed probable cases of congenital syphilis related to this outbreak; which resulted in seven 
confirmed probable congenital syphilis deaths. Furthermore, consideration around HIV co-infection are now 
realised with past significant increase in HIV diagnoses in the same population in far North Queensland. 

Figure 1. Syphilis outbreak 

 

The North Queensland Aboriginal and Torres Strait Islander STI Action Plan 2016-2021 (STI Action Plan)3, is a 
direct response to the increasing prevalence of syphilis in North Queensland and aligns with the Queensland 
Sexual Health Strategy 2016-20214 and the Fourth National Sexually Transmissible Infections Strategy 2018-
20225. Key action areas from the STI Action Plan include ‘testing and treatment of STIs’ and ‘better health services 
‘of which this project directly aimed to contribute to. Currently there are several strategies to ensure better 
testing and care across correctional facilities, sexual health services, emergency departments and rural and 
remote communities with screening events. The primary health care sector has been identified as requiring 
strategies to support the goals of the Action Plan.  

The majority of newly diagnosed STIs in the Townsville region are in clients tested within a GP service. This is 
reinforced by the Royal Australian College of General Practice, Health of the Nation 2019 report, who referred to 
Medicare annual statistics that almost 90% of the general population see a GP at least once each year6.  This 
places GP services at the frontline in an STI testing response to complete uncomplicated and routine client STI 
testing and treatment instead of Sexual Health services which should be used for specialist referrals and 
complicated cases.  Emphasis should be made to shift this primary care measure to the general practice sector 
services that have the highest access to at risk clients, and if opportunistic screening of at-risk clients is 
implemented, it has great potential to detect, treat, trace and contribute to the control of syphilis.  In the long 
term, testing of appropriate age and groups at a high level, needs to be maintained and management protocols 
followed to decrease disease burden.  

The original concept of the project was based on a three-month pilot project conducted in 2018 by the Townsville 
Public Health Unit.  The pilot project ran in two Townsville GP services that had a high number of Aboriginal and 
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Torres Strait Islander clients. The recommendations and lessons learnt from this pilot were used during inception 
and planning of this project. 

The reasons to improve STI testing by GP services is that through identification of infections, timely management 
and contact tracing, the spread of infection can be reduced and may eventually eliminate syphilis. This will reduce 
the burden of disease within the community.  Long term benefits would result in a reduction of costs to the health 
care system by minimising STI outbreaks and curbing the long-term effects of STIs such as tertiary syphilis, pelvic 
inflammatory disease and mother to child transmission and the associated complications.  

1.2  Project aim 
The GP STI project aimed to collaborate with multiple GP services within Townsville to build capacity to increase 
STI testing rates for Aboriginal and Torres Strait Islanders 15 to 39-years-old who are disproportionately affected 
by STIs, particularly syphilis. 
Intended outcomes 

• Objective 1: Sustained increase in STI testing for Aboriginal and Torres Strait Islander clients aged 15 to 39 
years old. 

• Objective 2: Improved management of STIs by correct and timely management and complete contact 
tracing, in line with the Australian STI Management Guidelines for use in Primary Care. 

• Objective 3: Increased GP service staff knowledge and confidence in offering opportunistic STI testing. 
• Objective 4: Increased client acceptability of opportunistic STI testing. 

 1.3 Description of the project 
The project involved the placement of a public health nurse in two GP services, addressed in this document as 
Service 1 and Service 2.  In consultation with staff, the public health nurse tailored the program to suit each 
individual practice.  The public health nurse had access to both medical records and booking systems to be able to 
identify Aboriginal and Torres Strait Islanders 15-39 years eligible clients for the project, as well as access to all 
staff to participate in and support the project. 

The project planning commenced in September 2019 and launched in December 2019 with information sessions 
in both GP services.  On average the public health nurse access allowed for visits to Service One three times a 
week and Service Two once a week throughout the project.  Access times were negotiated with each practice 
manager to suit the needs of the GP service workflow and staff.  Feedback and education sessions were held once 
a month for each service.   

The public health nurse rotated visits between services to perform the following tasks: 

• Review practice 
 Reviewed walk in and booked appointments for eligible clients, utilised medical records platform to 

determine best alert systems. 
• Implementation 
 Implemented strategies to alert staff when they were seeing an eligible client. 
 Implemented education and strategies to normalise quick opportunistic testing. 
 Distributed resources i.e. posters, pamphlets, mouse pads and pens. 
 Distributed condoms and medications. 
 Delivered client surveys. 
 Delivered staff STI knowledge tests and staff surveys. 

• Education 
 Utilised relevant case studies as education opportunities for improved patient care. 
 Monthly feedback of project to staff. 

• Data collection 
 Set up data extraction processes 
 Completed data extraction on monthly testing and evaluated strategies to increase testing. 
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• Assessment/review of the project in the GP services 
 Adjusted project utilising monthly evaluation data. 
 Held monthly strategic discussions with clinic staff as part of project design assessment. 

Figure 2. Project tasks 

 
The public health nurse led the implementation of the project, managed changes as required, educated GP 
service doctors to offer opportunistic testing and STI management including treatment, contact tracing and 
retesting in line with national guidelines. The public health nurse also reviewed the management and treatment 
of any positive STI diagnosis.  The progress of the project would be fed back to staff at monthly intervals.  Once 
agreed between partners, ownership for aspects of the project were to be transferred to members of the GP 
service e.g. reception staff, to identify eligible clients and flag them on the medical record.  At the end of the 
project a simplified portfolio and instructions on how to maintain STI testing and treatment would be provided to 
a staff member in the GP service who had been identified as the services ‘STI Champion’. 

The doctors and practice nurses in the services were briefed on the project and were encouraged to discuss what 
method of project delivery would suit their work.  Two sessions at Service One and one session at Service Two 
were provided to the doctors during December 2019. Topics covered were the project plan, the deed that is the 
legal and ethical framework the project operated under, and how the project was proposed to work. A base line 
knowledge of STIs survey was given to the doctors. 

Information sessions were conducted separately for the practice nurses and practice managers according to their 
availability. The aim of the project and the planning were discussed, and their verbal feedback was sought as to 
their ideas on how to identify eligible clients, how to alert the doctors to these clients and how the nurses could 
participate in the project.  

Each GP service had electronic medical record systems which could be accessed.  From these systems the public 
health nurse was able to review the GP services daily bookings and medical records to identify eligible clients to 
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be ‘flagged’ to the doctors.  The public health nurse would leave a coded note ‘STIProject’ in the client’s file or 
booking slot to alert the doctors that the public health nurse had assessed the client as eligible for opportunistic 
testing.  

Administration managers were also informed of the project design and consulted on how to best access and use 
the medical records, booking systems and data programs as well as negotiate booking times for education 
sessions with the doctors.  

Some incentives given to the GP services to participate in the project were the supply of free condoms and 
medications to treat any clients diagnosed with an STI as a result of the project.  

1.4 Purpose and scope of the evaluation 
The purpose of the evaluation of the Enhanced GP STI Testing Initiative was to enable an assessment of its 
implementation and outcomes.  The report will be provided to the Townsville Hospital and Health Services 
Executive Director of Nursing and Midwifery, Nurses and Midwives Implementation Group (NaMIG), Queensland 
Nurses and Midwives’ Union and other stake holders within Queensland Health to understand the program’s 
strengths and areas for improvement.  This will enable informed decisions regarding ongoing program investment 
and scalability to maximise the benefits for all clients and other key stakeholder groups.   

2. Conceptual approach to the evaluation 
2.1 Program logic 
The logic model below, shows the linkages among program resources, activities, outputs, audiences, and short- and 
intermediate-term outcomes of this project.  The quadruple aim is an approach developed by the Institute for 
Healthcare Improvement to optimise health system performance.  This project aligns with the quadruple aim by 
addressing STIs, particularly syphilis, that affects both Aboriginal and Torres Strait Islanders populations. The model 
of delivery was designed with GP service staff collaboration, with the aim to improve client experience, and in the 
long-term reduce health care costs by early treatment and potential eradication of infections.   

Figure 3. Quadruple aim 

 

Source: https://cloudblogs.microsoft.com/industry-blog/en-gb/health/2019/07/04/virtual-consultations-healthcare/ 

https://cloudblogs.microsoft.com/industry-blog/en-gb/health/2019/07/04/virtual-consultations-healthcare/
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Table 1. Program logic model 
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2.2 Evaluation domains and questions 
Table 2. Evaluation domains, indicators and questions 

Domain Evaluation questions Indicators Data source 

Implementation Evaluation  

Acceptability 
 

The extent to which there is agreement from local stakeholders that there is a need for the model, 
and that the model complements existing services. 

 1. Do service delivery practitioners perceive the model to 
be an acceptable approach to increase testing? 

Reported 
acceptance of the 
project model by GP 
service staff. 

Survey 

 2. Does the project take into consideration cultural safety 
and client privacy? 

Consideration of 
cultural safety and 
client privacy as 
reported by GP 
services and public 
health nurse. 
 

Survey/ 
monthly 
feedback 
sessions 
 

Awareness 
and adoption 
 

The extent to which prospective referrers have knowledge of, and an understanding of the model, its 
purpose, when to use it, and the target population. 

1. To what extent are stakeholders aware of the project? 
 

Awareness of the 
project model as 
reported by 
stakeholders. 
Awareness of target 
population. 
 
Awareness of the 
project model as 
reported by doctors  
 

Survey/ 
monthly 
feedback 
sessions 
 
 

Feasibility 

The extent to which the model can be successfully used by the target population within the local 
delivery context. 

1. Does the project model suit the needs and workflow of 
the GP service? 

Impact of the 
project model on 
the needs and 
workflow as 
reported by GP 
service 
 

Survey/ 
monthly 
feedback 
sessions 
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Fidelity 

The extent to which the model was implemented as it was prescribed in the original protocol or as it 
was intended by the initiative developers. Fidelity considers adherence to the program protocol and 
the quality of the program delivered. 

1. To what extent is the project being delivered in alignment 
with the project plan?  

Timing of actual 
project deliverables 
versus planned  

Activity 
tracker 

Cost  
The costs associated with implementing the model including financial and other costs. 

1. Was the project delivered within budget? Anticipated costs vs 
actual costs.   

Budget 
tracker 

Sustainability 

Involves assessing the capacity of the model to sustain workforce and infrastructure to innovate and 
respond to emerging needs. 

1. To what extent is the model incorporated and integrated 
in business as usual? 

Number of admin 
flags 
Doctors increase 
testing for STIs. 

Flagged client 
data 
Staff 
feedback 

Outcome Evaluation  

Effectiveness 
 

Refers to how well the activities and outputs of the model have achieved it stated objectives. 

1. To what extent has doctors’ knowledge of STIs and 
confidence to offer opportunistic STI testing 
increased?  

Knowledge in STI 
testing and 
management as 
reported by clinical 
staff. 

Surveys and 
anecdotal 
conversations 

2. Does the model improve detection of STIs in the cohort?  
Incidence of STIs 
 

Syphilis 
testing data 
and other STI  
 

 3. Has there been an improvement of management of STIs? 

Awareness and 
access to STI 
management 
policies and 
procedures as 
reported by doctors. 
 
Improved correct 
management of STIs 
 

STI education 
sessions, 
Surveys and 
feedback 
 
Review of 
positive case 
management 
 

Equity 1. How were disadvantage groups targeted? Groups identified 
for the project.  
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2.3 Data collection 
The project utilised a mixed methods approach for qualitative and quantitative data.  Surveys, staff consultations 
and testing data were collected.  Due to the delay and lack of engagement during COVID-19, only formalised pre-
project surveys were able to be collected and impromptu post-project interviews from some of the doctors.  
Some testing data was collected during the project.  Final feedback phone interviews were conducted with some 
staff as availability allowed.  

Both GP services were utilising a medical data collection program in which testing data could be inputted and 
extracted from.  PenCS is an eHealth informatics and data solutions software system. Part of the PenCS system is 
the CAT4 clinical audit tool application that collects data for population health to provide data-driven quality 
improvement for GP services.  CAT4 allowed the project to collect data with parameters for demographics of the 
cohort, within the testing criteria and was set up to measure testing each month for syphilis in Service One and 
syphilis, gonorrhoea, trichomoniasis and chlamydia in Service Two. CAT4 data system was utilised to capture 
information to measure Objective 1: Sustained increase in STI testing in the Aboriginal and Torres Strait Islander 
cohort. 

Best Practice and MedTech medical record systems were used to review patient attendance to identify eligible 
clients and put alerts on their record.  The medical records were also used to review testing completion rates and 
to review STI management as per Objective 1 and Objective 2: Evaluation of positive STI management. 

Staff surveys (appendices B-D) were developed to capture information for Objective 3: Increased GP service staff 
knowledge and confidence in offering opportunistic STI testing. Pre project and impromptu post surveys were 
used to measure the doctors’ knowledge of STIs amongst Aboriginal and Torres Strait Islander peoples as well as 
when, how and what STIs to test for.  Surveys and interviews were used to gain an understanding of their 
approaches to testing and their ability to support or undertake contact tracing. Client surveys were to be used to 
address Objective 4: Client acceptability of opportunistic STI testing.  Data collection changed to reflect the 
modified project implementation and evaluation criteria.  

2.4 Ethical considerations 
The project was designed to improve the quality of STI service delivery for Aboriginal and Torres Strait Islander 
clients, which is classified as a quality assurance or Quality Improvement (QI) project.  Consideration was given if 
the participants of the project would be exposed to any risk, burden, inconvenience or possible breach of their 
privacy.   

 
The main ethical areas considered were: 
• Participants are appropriately protected and shown respect. 
• Privacy of the data- how it is collected, used and destroyed, and confidentiality. 

o  Collection of data that does not cause any risks to participants-stigmatisation or discrimination 
• Quality improvement is undertaken to generate outcomes that are used to assess and improve service 

provision.  
• Public health nurse adheres to relevant ethical principles and State and Commonwealth legislation. 
• That THHS provides guidance and oversight to ensure activities are conducted ethically including strategies 

to address concerns.  
The International Council of Nurses Code of Ethics for Nurses (2012) and Nursing and Midwifery Board of 
Australia professional codes and guidelines are standards that nurses adhere to as basic ethics of practice.  
Holding in confidence personal information and uses judgment in sharing this information is part of the code.  The 
project adheres to the Privacy Act 1988, Information Privacy Act 2009 (QLD) and other state legislation.  The 
privacy of the clients was protected in line with this legislation. This was done by only collecting data that would 
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be used for the purpose of maintaining STI management standards and identifying areas for improvement in the 
GP service for STI testing, diagnosis and management.  Data analysed was also de-identified and not linked to 
individuals to maintain clients’ privacy.  The data was stored in a confidential secured work computer at the TPHU 
to be destroyed after use.  

The project plan was submitted to the THHS Human Research Ethics Committee and was deemed non-research and 
did not require an ethics review (see appendix A).   A legal deed of operations was drawn up in conjunction with 
the legal team and addressed the terms and conditions of the project as well as clarified data security and 
compliance with legislation. 

3. Implementation evaluation findings 
3.1 Acceptability 

3.1.1 Do service delivery practitioners perceive the model to be an 
acceptable approach to increase testing? 
During the planning phase of the project, stakeholders were engaged and confirmed support of the project 
concept.  Some of the doctors (4) and practice managers (1) directly interviewed post project agreed that the 
model was an acceptable approach to increase testing.  There was agreement that STI management was often 
forgotten in GP services and that this project was a good initiative to increase testing. The doctors stated that the 
flagging of clients in medical records was an easy system to identify clients for testing.   They also said that the 
project education sessions raised awareness of STI testing requirements. 

Further feedback given via the practice manager of Service One from different staff members was that the project 
model placed some burden on the practice as there was no incentive to participate or opportunistically test 
clients. Clients failing to return for results or follow up testing and treatment did not generate revenue to 
compensate for work involved.  

The feedback demonstrated the doctors that were engaged in the project and did see, with some modifications to 
the project design and delivery, the benefit of its aims.  The doctors that found the project model inefficient, 
highlighted the concerns and obstacles of staff engagement in the project and the sustainability of the project if it 
were handed over to the GP service staff to continue.  

3.1.2 Does the project take into consideration cultural safety and client 
privacy? 
Early consultation with several the THHS’s Reconciliation Action Plan (RAP) champions was undertaken.  Advice 
was requested on the intended project plan and any adjustments that could be made to improve cultural safety. 
The Partnering with Consumers Standard Lead for THHS was consulted and advised that the Aboriginal and Torres 
Strait Islander Health Leadership Advisory Council (ATSILAC) be engaged.  The council is a peak advisory group 
reporting directly to the Health Service Chief Executive on matters of cultural capability and cultural safety with 
the THHS. When approached ATSILAC advised that no consumer groups with young Aboriginal or Torres Strait 
Islanders were available during planning.   

Indigenous Liaisons Officers were consulted to ensure that the design of the project and the materials used were 
culturally appropriate.  The client information brochures contain Aboriginal and Torres Strait Islander art 
depictions and approved terminology and language of Indigenous peoples.  This demonstrated respect and 
acknowledgement for the perspective of the Aboriginal and Torres Strait Islander clients.  

Sexual health is a sensitive area and for some people and cultures it is a taboo topic.  The project aligned its 
model of delivery with privacy legislation to maintain clients’ privacy by not identifying eligible clients to anyone 
but the doctors.  The code word ‘STIProject’ was put on clients’ medical files for the doctors to see.  Clients were 
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not approached in public areas about participation in the project.  The only time opportunistic STI testing was 
brought up with the client was during private consultation if it was appropriate.  

The project went through the ethics approval by the Townsville Hospital and Health Services Human Research Ethics 
Committee as discussed in section 2.4.  

3.2 Awareness and adoption 

3.2.1 To what extent are stakeholders aware of the project? 
The stakeholders of the project were the directors of the GP services, practice managers, doctors and practice 
nurses.  Whilst the project plan and deed were given to the GP service directors there was not enough 
opportunity for engagement with them to confirm a full understanding of the project.  There was a reliance that 
the practice directors would discuss the project with the practice managers, and doctors, before signing the 
agreement in the deed.  This was not done sufficiently.  The offer to go through the deed with the directors and 
practice managers was not taken up before signing due to insufficient capacity within the practices. It was 
incorrectly assumed that the directors and practice managers understood the legal requirements and ethical 
considerations of the project from their internal discussions around the deed.  The project plan required greater 
delivery of requirements and expectations in a clearer way with more discussion being able to occur between 
management and relevant staffing prior to implementation. 

Director of GP services 

The directors of the participating services were given the deed to read and sign which by itself was not a 
comprehensive introduction of the project model.  The directors turned down multiple offers, due to work 
commitments, to have detailed discussions on the project plan and deferred discussing details to the project 
managers.  This likely led to a limited understanding of the full breadth of the project and participation required. 

Practice managers 

On reflection of the process and challenges, it has been concluded that the dialogue surrounding the 
development of the legal contract associated with project participation could have been improved. Time 
constraints, assumptions about each party understanding of their rights and obligations and a lack of coherence 
on project methodology resulted in a less than ideal understanding of the project by the practice managers.  The 
deed was signed by the directors, however the practice managers at both GP services were not afforded enough 
time to understand the details and obligations of the project. This led them into the contract without fully 
understanding the requirements of their participation.  The practice manager’s awareness and adoption of the 
project was low and resulted in resistance to the project outlined later in this document. 

Doctors 

The doctors had many opportunities to be informed of the project as the educational focus of the project centred 
on the them.  Each Doctor was given the opportunity to attend the introduction sessions, feedback and education 
sessions. Written monthly reports and STI guidelines were provided to doctors either in person or left for them in 
their letter box or office.  Attendance at the first introductory session was taken and attendance record was kept 
of which 8/10 doctors (80% of doctors in the service) for Service One, and 6/8 doctors (75% of doctors in the 
service) for Service Two had attended.   Despite setting times for the session, due to the nature of the work not all 
doctors were able to attend at that time or for the whole session. When new staff started at the service time 
would be found in between their appointments. These times were short and often interrupted which did not 
allow for comprehensive project awareness.  Other possible times to make doctors aware of the project were 
often in their lunch breaks which meant that their attention was divided, or doctors would take lunch breaks in 
their room or not at all.  
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After a two month follow up knowledge survey, most of the doctors were aware of the project.  Not all doctors 
had a complete understanding of the projects aims and model.  Each service had at least one doctor who did not 
attend information or education sessions.   

From the February feedback survey (appendix C) to all the doctors in  

Service One; 

• 5 out of 12 staff responded and of those that responded (3) 60% stated that they knew the target 
population and age of the project cohort.  

•  All 12 staff that responded, 100% of respondents, stated the correct frequency of STI testing.  
In Service Two; 

• 5 out of 10 staff responded and of those that responded (4) 80% stated that they knew the target 
population and age of the project cohort.   

• 2 out of 5 staff that responded, 40% of respondents, stated the correct frequency of STI testing. 
Practice nurses 

The nurses at Service Two were encouraged to learn about the project and individual sessions would be held 
between their workload.  Service One did not encourage the nurses’ participation in the project and the nurses 
were approached by the public health nurse on an ad hoc basis.  

Clients 

Clients are an important stakeholder but were difficult to make aware of the project as privacy and time issues 
were of concern. It was deemed inappropriate to approach clients in the waiting room and many clients had walk 
in appointments.  

Engagement between GP services was varied on how much time was able to be spent in the initial phases of the 
project and face to face time during the project.  Constant work to raise awareness of the project with all 
stakeholders throughout the project is recommended as interest and needs fluctuate over time.  

3.3 Feasibility  

3.3.1 Does the project model suit the needs and workflow of the GP service? 
Some parts of the project model suited the needs and workflow of the GP services and some parts did not.   The 
aspects of the project model that suited the needs and workflow of the GP services were the flagging of eligible 
clients, the feedback and education sessions and the presence of the public health nurse in the service available 
to support the staff and to undertake data collection.  

The doctors from Service One reported that the flagging of clients on the medical file or system was very useful 
for them to identify which of their clients were eligible, it also served as a reminder to test.  The flagging of the 
eligible clients was undertaken by the public health nurse and it was acknowledged that this was time consuming 
as it took at least two hours every day. The future recommendations would be to explore the possibility of an 
automated pop up alert or have the reception staff flag clients and make a note in the medical records.  This is a 
task currently undertaken for other client alerts. 

The feedback and education sessions were held monthly and as reported by the staff interviews did give the 
doctors an increased knowledge of STIs and was a reminder to test their clients.  A doctor from Service One found 
the education sessions very useful, “I was relying on face to face feedback… I found face to face sessions more 
time effective then looking up procedures”. This highlighted the importance of having these sessions as the 
feedback on testing rates and if any diagnosis was found was a motivator to keep testing.  
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Two doctors from Service One said that having the public health nurse in the GP service was a visible reminder to 
test for STIs and gave them the ability to ask for support. 

The components that did not work for the GP services were lack of incentives to participate in the project.  The 
service directors spent a lot more time than anticipated setting up data collection pathway.  It was specified in 
the legal deed that the public health nurse would have access to do this.  The directors were concerned with the 
perceived privacy breeches through allowing such access to their systems. 

Service One provided the public health nurse access three times a week and was able to negotiate other times for 
the public health nurse to visit.  Service Two had access once a week due to their spacing needs with some 
flexibility for other one-off visits. The model of the project relied on the GP services having spare rooms and 
computers available for the public health nurse to use. Not many GP services have vacant space such as that. The 
model would have to look at imbedding practices early and have practice staff do the eligible client identifying 
(flagging). 

One flaw of the project model to increase testing was that there was still a reliance on the client to attend a 
pathology service to be tested.  In Service One it was identified through review of flagged clients that two clients 
had been ordered STI testing however did not get the pathology test done.  Both GP services had pathology 
centres next door although the open hours of the pathology service did not always align with the GP service open 
hours.   

The practice manager of Service One said that the medication delivery model did not suit the doctors.  A record of 
dispensing and client details was supplied with the medication to document how it was used.  The doctors found 
the process confusing and as a result did not complete the forms.  The medication record was open to 
improvement, unfortunately, the public health nurse was not made aware of any changes needed.  Following up 
on the medication use was planned but did not eventuate due to COVID-19 disruption. 

3.4 Fidelity 

3.4.1 To what extent is the project being delivered in alignment with the 
project plan? 

The first few months of the project were in alignment with the project plan then deviated due to COVID-19.  The 
global pandemic reached Townsville in March 2020 activating the public health incident management team and 
response phase.  One public health nurse was utilised as the clinical operations manager in charge of the clinical 
team responding to the crisis, with the other public health nurse being part of the contact tracing team that was 
required to contact and follow up COVID-19 positive cases.  This change in situation for the project was escalated 
to the NaMIG and the project was granted re-alignment with the COVID-19 response.  As the public Health nurses 
were still working with GP services and Indigenous health services during COVID-19 it was approved by the 
NaMIG to continue with the project in its amended form. This initial response phase covered March and April.  
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Table 3. Project timeline 
Key: X=proposed timeline, X = actual timeline 

 2019 2020 

Activities Sep-
Oct 

Oct-
Nov 

Nov-
Dec 

Dec-
Jan 

Jan-
Feb 

Feb-
Mar 

Mar-
Apr 

Apr-
May 

May-
Jun 

Jun-
Jul 

Jul-
Aug 

Aug-
Sep 

Recruit Nurse NG7 X X X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 

X 
Recruit GP services 
& sign deed 

 X 

X 

X 

X 

X 

X 

X X X X X X X X 

Cultural 
consultation 

 X X          

Launch project in 
GP services 

  X 

X 

         

Deliver medication 
and condoms 

  X X         

Develop data 
extraction pathways 

  X X X        

Collect base line 
data 

   X 

X 

X        

client identification     X 

X 

X        

Evaluate testing 
from medical 
records 

   X X 

X 

X 

X 

X X X X X X 

Collect monthly 
testing data 

   X X 

X 

X 

X 

X X X X X X 

Hold monthly 
feedback sessions 

    X 

X 

X 

X 

X X X X X X 

Hand out feedback 
surveys 

    X 

X 

X     X  

Analyse testing data      X     X  
Analyse final 
feedback surveys  

        X  X  

Evaluation report          X X 

X 

X 

Create simplified 
portfolio 

           X 

- 
 
There were two major points of delay and disruption to the delivery of the project. The first was some resistance 
from the GP services and the second was the interruption due to the COVID-19 pandemic.  

The first point where the delivery of the project met challenges was January 2020.  There were some delays in 
monthly testing data and positive STI data collection.  This was due to staff concerns across both GP services with 
access to medical records and information sharing. When the concerns were raised time was spent clarifying the 
legal agreements in the deed with the THHS legal team to ensure the project did have access in accordance with 
health legislation.   

The legalities pertaining to accessing the medial records and using the de-identified data for quality improvement 
were discussed with the practice managers.  This was an issue because insufficient time was spent with the 
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practice managers in the initial phase of the project to explain the legalities.  As a result, the data collection and 
feedback for that month was delayed. 

In order to get reliable and timely positive STI results from the GP services without having to take up the 
director’s time, the public health nurse attempted to establish pathology access.  Positive STI data was not clearly 
recorded in the medical record and was not collected in the CAT4 data collection system.  To set up the access 
involved establishing a staff member at the practice with a log on to the ‘Sonic Dx’ system.  The practice manager 
of Service Two preferred to not allow access to pathology results due to their ongoing concerns on client privacy.   
Positive STI data was not able to be collected.  This decision had a flow on affect with Practice One as the two GP 
service were owned by the same set of directors and had ties within the management structures. This meant that 
there was no access to positive STI data and management of STIs was not able to be determined.  

Along with the initial obstacles the project was interrupted in March for five to six weeks by the COVID-19 
pandemic. The March feedback sessions were postponed by the GP services as they were experiencing increased 
client presentations and had doctors on leave.  The sessions were re-scheduled for the next week, however 
COVID-19 began to have significant impacts on the GP services and subsequently the project.  The GP services 
stated that they were experiencing difficulties in accommodating the project at the time.  The GP services were 
seeing an increase in the number of presentations and did not have any rooms for the public health nurse to 
undertake project work.   Soon after the public health nurse was also redeployed to work on the COVID-19 
response.  Monthly feedback to the GP services was not able to be achieved as per the project plan.  

Due to the disruptions the project outcomes and data are incomplete.  Minimal testing data was collected during 
the project and the original follow up surveys were not able to be done with the staff.  As an alternative phone 
interviews were conducted with several staff members from Service One to determine what worked for them, 
what didn’t work and what they would do differently.  Service Two did not respond to requests for feedback.  The 
recommendations for future projects were drawn from the feedback received.  

3.5 Sustainability 

3.5.1 To what extent is the model incorporated and integrated in business as 
usual? 
The full extent of the project model being incorporated into business as usual was not able to be determined due 
to the disruption to the project.  The opportunistic testing of eligible clients (flagged by public health nurse or 
identified by doctors) was incorporated into business as usual during the time of the project for some of the 
doctors in both GP services.  It was intended that the model be refined through-out the project process so that it 
would be integrated into business as usual at each GP service.  Part of the sustainability process was to raise 
awareness and educate the doctors on STI management in Aboriginal and Torres Strait Islander people aged 15-
39.  Having a good awareness of the problem would encourage doctors to maintain testing as it is flagged on 
client files.    

Flagging the eligible clients in the medical files was an easy and timely way for the doctors to be aware of eligible 
clients.  The project aimed to assess this technique and if it worked for the doctors then the next step in the 
process was to explore the options of having administration staff flag the clients, as they put alerts into client 
medical records for other matters. Although the flagging was an easy way to alert and remind the doctors, it was 
time consuming for the person doing the flagging.  To continue the flagging would need a staff member to go 
through the daily bookings record.  Reception staff would be best positioned for this task as they already put 
alerts on clients’ medical files or an automated system for the alerts. Unfortunately, these systems were not set in 
place before the disruption from COVID-19 so flagging did not continue.  
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Through reviewing flagged client’s medical files and the process of searching the days bookings for eligible clients 
it was observed that some doctors had started to test Aboriginal and Torres Strait Islander clients that met the 
criteria for the project.  

Some of the doctors reported in interviews that as a result of the project they had looked up STI guidelines, 
Pregnancy in Syphilis guidelines and had conducted further searches on STI management.  

4. Outcome evaluation findings 
4.1 Effectiveness 

4.1.1 To what extent has doctors’ knowledge of STIs and confidence to offer 
opportunistic STI testing increased? 
One doctor from Service One reported increased confidence levels in offering opportunistic STI testing, where the 
other three doctors interviewed were already confident with STI testing. The four doctors that were interviewed 
post project stated that through the project they had become more aware of and used educational resources for 
STI management.  This gave them increased knowledge on STI management and improved their confidence to 
offer testing.  The doctors also reported that having the public health nurse available in the GP service was a good 
information resource that boosted their confidence to offer STI testing.   Doctors’ feedback was that the public 
health nurse could have had an increased presence in the service to facilitate more learning and coaching as the 
doctors’ free time was limited and they wanted more access to the public health nurse.  

Knowledge of STIs was to be tested by a post project survey that was not completed. However, confidence in 
testing could be linked to the testing levels.  Service One showed steady levels of STI testing from December 2019 
to February 2020 during the project.  Service Two showed slightly increased testing for the duration of the project 
compared to the previous 5 months of testing data before the project started as discussed further in section 
4.1.2. 

4.1.2 Does the model improve detection of STIs in the cohort?  
The model proposed that identifying clients eligible for testing would increase detection of STIs in the cohort. The 
project was not able to demonstrate this due to disruptions and the shortened time frame.  The prediction still 
stands that increased testing would improve detection of STIs.  

To improve detection the public health nurse flagged eligible clients by putting an alert in their medical record.  
The doctor ultimately determined if it was still appropriate to offer opportunistic STI testing during the 
consultation. This data only captured how many eligible clients were found and alerted for the day. Some of the 
factors as to why a client was not tested after been alerted as eligible were; other medical issues arising during 
the appointment, not appropriate to offer, client declined testing and client did not attend pathology for testing.  

The following data was collected. 

Flagged clients 
Table. 5 Service One flagged clients to be tested by doctors from January 2020- March 2020 

Clients flagged Clients attended appointment Clients tested 

84 70 (83%) 17 (24%) 
 

 
Table 6. Service Two flagged clients to be tested by doctors from January 2020-March 2020 
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Clients flagged Clients attended appointment Clients tested 

22 14 (63%) 1 (7%) 

 
Below is the only testing data for syphilis that was collected.  

Testing rates 
Table 7. Service One 

  

The data for Service One was only able to be collected over the three months as there was no record of testing 
data from the previous months for comparison.  The data collected showed a steady testing percentage and no 
decline.  

 

 

Table 8. Service Two 

 

The data record from Service Two was able to show previous monthly testing percentages for comparison to 
testing percentages during the project.  This data shows small fluctuations but mostly steady testing percentages 
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over the period from December 2019 to February 2020.  The percentage of clients screened greater than one year 
was higher during the project than July 2019-November 2019 before the project.  The percentage of clients never 
tested was reducing during the project period as compared to the previous five months.  

4.1.3 Has there been improved management of STIs? 
Improved STI management was integrated into the project by regular education sessions on management, 
contact tracing and treatment.  The results of STI management were not able to be evaluated during the 
shortened project time and the lack of access to positive testing data.  

Several doctors gave feedback that through education sessions on STI guidelines and especially Syphilis in 
Pregnancy guidelines, they sought out the STI management guidelines.  They were made aware of the Syphilis in 
Pregnancy guidelines due to project implementation.   One doctor said that they found the education sessions a 
good way to get new information on STI treatment and management.  

4.2 Equity 
4.2.1 How were disadvantaged groups targeted? 
The project focused on the target group of Aboriginal and Torres Strait Islander people 15-39 years old as the 
current local data identifies that they are the group most disproportionately affected by STIs.  The statistics of 
health service attendance by Aboriginal and Torres Strait Islander people showed that majority of this population 
attend GP services and that the majority of STI diagnosis were made at GP services.   The GP services selected for 
participation in this project were services that reported high numbers of Aboriginal and Torres Strait Islanders in 
attendance.  

5. Recommendations  
5.1 What worked 
The aspects of the project that worked were: 

 

• The public health nurse working in the GP services.  The presence of the public health nurse was 
important to enabled education and knowledge transfer to the doctors as well as coaching on how to 
offer opportunistic STI testing.   

• The public health nurse was able to undertake key components of the project including data collection.  
• Education sessions with the doctors as a targeted dedicated time to raise the doctors’ knowledge and 

awareness of the project, the syphilis outbreak in the region and STI management and testing.   
• The flagging of eligible clients was reported from the doctors to be a timely and discreet method of 

communicating with the doctors which of their clients to offer opportunistic STI testing to. 

5.2 What didn’t work 
There were many obstacles to working with GP services which are separate business entities that involved a 
variety of time constraints and financial concerns.  Below is a list of key challenges and obstacles that should be 
considered: 

• Not having one entry point of communication for an outside body to reach all GP services made it 
challenging to engage with several services at once.   

• Not enough buy-in from the GP services which is believed to be due to insufficient collaboration and 
engagement in the early planning process.  
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• The amount of work required in setting up the data collection systems was not readily achievable for the 
service directors.  While the deed did specify that the public health nurse would have access to the 
systems to do this, it needed director access along with IT system help desks to set up the systems.  

• The perceived workload for many GP services to do extra testing was not a financially viable option when 
so many clients never re-present for follow up or treatment after diagnosis as reported by the GP 
services. 

• The model of the project and the physical set up of services meant that the client had to go to a separate 
service to get pathology testing done and some clients did not go and get tested at all.  There was a 
reliance on the client to complete testing.  

• Office space and a GP service intranet connected computer in each GP service for the public health nurse 
to use was also problematic.  Many GP services do not have additional office space for external staff to be 
occupying.  

• Using only one form of advertising to clients in the waiting rooms (posters) which possibly was not easily 
seen due to saturation of posters in waiting rooms.  Different ways of advertising the project to clients 
would have helped client acceptance when the doctors offered them testing as it was sometimes met 
with resistance.   

5.3 Future project planning 

5.3.1 Design 
Change management is not an easy process.  GP services are constantly bombarded with competing health 
initiatives, drug company representatives and education materials.  With cuts to funding and increased 
workloads, GP services needs to be involved in and convinced of the benefits to participate in quality 
improvement projects. 

The project design would have benefited from longer and more comprehensive engagement process with all 
stakeholders.  A more robust introduction would raise the stakeholders’ awareness and understanding of the 
project delivery model.  Face to face meetings with directors and practice managers with a clear and concise 
proposed project plan would have allowed for thorough discussion and engagement.  Involving the stakeholders 
in the design of the project plan would have encouraged a better uptake of the project.  The ideas and advice of 
the GP services needed to be incorporated into the project so that they could take ownership for the process. If a 
GP service does not see increased STI testing as a valuable priority, then a lack of collaboration and ownership can 
lead to disengagement. 

Prior to launching the testing part of the project more time could be spent in developing access to the data 
systems.  Some of the data bases needed extensive formulation to collect the data, which took up a lot of time for 
GP service staff. Ensuring that data collection and review systems are established before moving on to the next 
stage of the project would boost the success of the project allowing the collection of full data later.  

The design of the project relied on physical access to GP services and their computer systems. Varied modes of 
access to the GP services may need to be explored.  Remote access to the data systems may be an option or 
utilising other national data sources (such as STI registers) along with arranging for an internal staff member to 
access testing rates all could and should be considered in the design of future projects.   Education and feedback 
sessions could effectively be done via online platforms or even pre-recorded. 

The project scope did not involve extensive community engagement, which was, another project.  Community 
awareness of the project in the GP services should involve posters in the waiting room and adverts on the internal 
TV message screen as well GP services social media platforms.  Larger community awareness campaigns styled 
like the immunisations campaign for STI testing would also be of benefit.  A doctor from Service One suggested 
that raising awareness for STIs like immunisations would be great as “everyone knows about immunisations”.   
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To address the clients that did get STI testing ordered but did not get the samples taken, a subsequent project 
would have a greater chance of increasing testing where the GP service is co-located with pathology or GP 
services collected the blood samples.  Improved client’s adherence to following through with the testing may 
have increased with more community awareness strategies in the early stages of the project. 

5.3.2 Engagement with GP services 
Core design considerations on how to more effectively engage with GP services come from greater partnering 
with a service or service provider that has good pre-existing relationships with GP services   i.e. Primary Health 
Network, pathology representatives. The lack of engagement from the directors of the GP services hindered the 
success of the project.  An introductory meeting with the directors of the GP services and a face to face discussion 
of the project and the proposed design is an important step to recruiting GP services.  Providing a clear and 
simple project plan along with a deed, would enable the directors to gain an understanding of what will be 
involved.  Highlighting to the director who the accountable people are and what the key deliverables of the 
project are should be discussed to clarify what is to be expected.  The next engagement process would be to go 
over the project plan and a deed with the practice managers.  

Targeting GP services that have recent positive diagnosis and therefore a relevance to the project would help 
build a linkage to engagement.  This approach to the recruiting of GP services will allow for connected interests in 
the subject of the project, which could potentially gain more acceptance by GP services to participate if there is a 
relevance to their practice. 

Enhancing engagement by providing incentives to participate in research or QI projects has been suggested by the 
GP services themselves.  Having a national or federally funded pre-programed pathology form with a Medicare 
costing item number may be critical to get incentivised participation from GP services.  A pre-programed 
pathology form would also make it easy for the doctors to use and would ensure a standardised approach to 
testing.  Bulk billing GP services would have different motivators to non-bulk billing and mixed billing services.  

To enhance sustainable collaboration with GP services the engagement should focus on the stable work force 
within a service.  There is usually high turnover of doctors in a GP service, whereas nurses are often long-term 
employees.   Due to this factor, practice nurses are often the drivers of models of care and workplace culture. 
Engaging with the practice nurses and receiving their feedback on project design and implementation is a good 
way to find insider champions for a project.  

5.3.3 Extended time frame to complete the project 
It takes a long time to build rapport with GP services. An extended time frame with ideally more lead time, for the 
project would allow for robust engagement with stakeholders during the planning phase.  The implementation of 
the project over multiple sites would be more successfully integrated with more time as it is important to spend 
that adequate time with each service building working relationships.  The continued support and presence of the 
public health nurse would maintain enthusiasm and awareness of the project to facilitate result output.  Having 
on-going sustained support for STI testing is critical to support continued testing acceptance over a longer time 
frame.  A longer time period to collect data would also provide better analysis of the success of the project.  

5.3.4 Community investment 
Engaging with the general public and the Aboriginal and Torres Strait Islander community to raise awareness of 
STI testing being offered by GP services would encourage clients to be active participants in their own health care.  
More engagement with the public would raise client’s awareness of opportunistic STI testing. Educating clients of 
their health risks might encourage them to ask for opportunistic STI testing from their GP service.  
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5.4 Conclusions 
With an ongoing syphilis outbreak in North Queensland since 2011, more strategies need to be explored to stop 
the spread of STIs in Aboriginal and Torres Strait Islander populations.  Statistics show that GP services are highly 
frequented by Aboriginal and Torres Strait Islanders aged 15-39 and that majority of STIs are diagnosed at GP 
services. The project aimed to address the minimal STI testing numbers for Aboriginal and Torres Strait Islander 
clients who were otherwise slipping through the gaps of health care for their sexual health.  

GP services are saturated with different health and medical education programs competing for their attention.  
Strong relationships and good rapport with GP service staff are critical to have the opportunity to start in-depth 
collaboration on health projects.  A deep understanding of the way GP services work and the issues they face 
must be taken into consideration when planning projects.  Allowing adequate time to in initial phases of projects 
with the collaboration of GP services is important in the planning process.   Projects that are relevant, 
streamlined, economical and that have robust incentives will have a higher success rate in the general practice 
sphere.  
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Acronyms 
Term Description 

CHHHS Cairns and Hinterland Hospital and Health Service 

COVID-19 Corona Virus SARS-CoV-2 global pandemic 

CQHHS Central Queensland Hospital and Health Service 

GP General Practice service 

NaMIG Nurses and Midwives Implementation Group 

NWHHS North West Hospital and Health Service 

QI Quality Improvement 

STI Sexually Transmitted Infections 

TCHHS Torres and Cape Hospital and Health Service 

THHS Townsville Hospital and Health Service 

TPHU Townsville Public Health Unit 
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Appendices 
A. ETHICS 
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B. INITIAL DOCTORS KNOWLEDGE SURVEY 
        

 

1. When a young Aboriginal or Torres Strait Islander person presents to your clinic, what 
opportunistic STI testing would you order for an asymptomatic patient? 

2.  
3. How frequently in your work would you perform STI testing? 

Daily        weekly      monthly         less than monthly 

4. What situations would stop you from offering STI testing as a part of the 715 for clients 
over the age of 18? 

5.  
6. What barriers (clinician or patient) do you see when offering STI testing to asymptomatic 

patients?  
 

7. Which of the following situations would require contact tracing support? 
 

a) A client with a confirmed case of chlamydia? 
 

b) A client who has had sexual contact with someone with an STI? 
 

c) A client with genital warts? 
 

d) A client with herpes? 
 

e) A client diagnosed with infectious syphilis 
 

8. If a client attended with a genital ulcer, which differential diagnosis would you be 
considering and how would you manage? 
 

9. Given the Townsville area is considered part of the syphilis outbreak, if an Aboriginal or 
Torres Strait Islander woman is seeking antenatal care, what guidelines would you refer to 
in relation to ensure correct pathology testing is provided. 
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C. FEBRUARY FEEDBACK SURVEY 

1. Which population and age group are you currently offering opportunistic STI testing regardless of 
presentation? 

2. What is the recommended frequency for opportunistic STI testing for this group? 
3. What tests are recommended for a full opportunistic STI screen for this group? 
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D.  NURSE WORK DUTIES SURVEY 

DISCUSSION/SURVEY 

1. Describe your workflow for the day.  

a. Do you see patients before the doctor or after? 

2. Do you treat patients with STI? 

3. Do you do contact tracing? How do you do this? What methods do you use? 

4. Do you offer family planning? Do you have nurses that can insert Implanon? Do you complete STI testing 

when commencing contraception? 

5. How do you get pathology ordered? If so, what are the processes involved? Can you instigate pathology 

orders? 

6. Can you suggest a good way we can get the doctors to test opportunistically for STIs? – How/where can it 

fit in with their workload? 

7. Are there any activities the nurses can do to support the doctors to test? 

8. How do you communicate with the doctors? i.e. computer, messaging systems 

9. How do you put alerts on patients for e.g. Follow up? 

10. The medications for the STI treatment will be supplied by the project ONLY for the eligible patients in the target 

group.  How do you think registration and a delivery system should look like in your clinic?  

i.e. patient register/line book to record which patient is treated, type and dose of medication, date, fits the 

program, etc?  
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