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Abstract 1 

Background 2 

Integration of public health and primary health care (PHC) is a hallmark of comprehensive PHC to 3 

reduce inequitable rates of preventable diseases in communities at risk. In the context of a 4 

syphilis outbreak among Indigenous people in Northern Australia, we examined the association 5 

between PHC clinic factors and syphilis testing performance (STP) to produce empirical insights 6 

for service managers involved in the outbreak response. 7 

Methods 8 

Data from the Audit and Best Practice for Chronic Disease National Program (2012-2014) were 9 

analysed to examine associations between clinic factors and STP (proportion of clients aged 15 10 

years and above who were tested for or offered a test for syphilis in the prior 24 months). 11 

Univariate analyses were conducted for 77 clinics and a subset of 67 remote clinics. Multivariate 12 

linear regression models were used to determine independent predictors of STP. 13 

Results 14 

Syphilis testing performance across PHC clinics ranged from 0 to 93.8% (median 46.5%). In 15 

univariate analysis, Delivery system design, which refers to clinic infrastructure, staffing profile, 16 

and allocation of roles and responsibilities, was significantly associated with higher STP in all 17 

clinics (p=0.004) and in the subset of remote clinics (p=0.008). STP was higher in the Northern 18 

Territory compared to other states, in remote clinics and clinics serving smaller populations.  In 19 

multivariate analysis, Delivery system design and jurisdiction remained associated with STP. 20 

Conclusions 21 

To better realise the potential of comprehensive PHC, service managers should focus on PHC 22 

delivery system design to enhance the current syphilis outbreak response. 23 
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Summary statement 29 

 30 

What is known about the topic? 31 

• Clinic-level factors are a source of significant variation in provision of sexual and reproductive 32 

health care to Aboriginal Australians but actionable insight is required. 33 

 34 

What does this paper add? 35 

• To raise syphilis testing performance in a national outbreak, service managers are 36 

encouraged to focus on delivery system design including teamwork and care continuity as 37 

significant predictors of clinic performance.  38 

39 
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Introduction  40 

Syphilis continues to cause concern in Australia, particularly the high syphilis notification rates 41 

among Aboriginal and Torres Strait Islander (hereafter respectfully referred to as Aboriginal) 42 

Australians (The Kirby Institute 2016). Untreated syphilis is associated with cardiac, skin and 43 

skeletal disease in adults, stillbirths and spontaneous abortions in pregnant women and 44 

congenital syphilis in infants, which can be fatal (Genc and Ledger 2000). A new outbreak of 45 

syphilis among Aboriginal people living in remote and rural areas of northern Australia began with 46 

increased notifications in Queensland in 2011, then Northern Territory (NT) in 2013 and later 47 

Western Australia (WA) in 2014. In 2017, South Australia (SA) declared an outbreak in the 48 

Western, Eyre and Far North regions (Bright and Dups 2016). By June 2017, 1500 cases had been 49 

notified nationally with six cases of congenital syphilis (MJSO 2017). A high level summit held in 50 

2016 concluded that the cause of this syphilis outbreak was multifactorial including a disengaged 51 

and un-informed affected community (Ward et al. 2016).  52 

Comprehensive primary health care (PHC), effectively designed and managed, should integrate 53 

clinical and public health strategies to improve population health (Linde-Feucht and Coulouris 54 

2012; Scutchfield et al. 2012). In responding to this epidemic, both clinical and public health 55 

guidelines have been widely promoted (NACCHO/RACGP 2012; Communicable Diseases Network 56 

Australia 2015). Evidence for strategies to reduce the prevalence of sexually transmitted 57 

infections (STIs) in remote Aboriginal communities was last synthesised in 2012, concluding that 58 

clinical best practice and well-coordinated sexual health programs are effective (Guy et al. 2012). 59 

However only one subsequent study explored organisational factors in PHC and their impact on 60 

STI testing (Nattabi et al. 2017). In this analysis of continuous quality improvement (CQI) data, 61 

clinic-level factors predicted variation in the receipt of sexual and reproductive health care; 62 

however much organisational variation in performance remained unexplained (Nattabi et al. 63 

2017). If better understood, these organisational factors operating at clinic level could be 64 

addressed by service managers responsible for the PHC working environment. In the context of 65 
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an unprecedented syphilis outbreak, this study aimed to explore clinic system factors associated 66 

with better PHC centre performance in syphilis testing, the first step in diagnosis, treatment and 67 

follow-up of people with syphilis or those at risk of acquiring the infection. 68 

Methods 69 

Setting  70 

The Australian health system is a mixed model of public (federal and state government) and 71 

private health care systems of delivery. Aboriginal people are mainly serviced by either 72 

government managed or community controlled PHC services that aim to provide a 73 

comprehensive model of care including clinical services (medical, allied and nursing), health 74 

promotion and community engagement (Panaretto et al. 2014). Public health outbreak responses 75 

are the legislated responsibility of public health units whether affecting mainstream or Aboriginal 76 

populations. 77 

Sources of data for study and outcome variables 78 

The Audit and Best Practice for Chronic Disease (ABCD) program was a CQI initiative offered to 79 

the Aboriginal PHC sector over the past decade (Bailie et al. 2017). It utilised carefully designed 80 

clinical audit tools, covering different aspects of comprehensive PHC delivery, to enable PHC 81 

services to measure and reflect on system performance in a structured way. Operating alongside 82 

the ABCD program, One21seventy (a not for profit service agency) developed and maintained 83 

these tools, provided online data and reporting systems and training and site support for 84 

participating services. From 2005, over 200 PHC services subscribed to One21seventy with 175 of 85 

these agreeing to share their de-identified CQI data with the ABCD National Research Partnership 86 

(NRP) for research purposes (Bailie et al. 2010). PHC clinics chose their own CQI focus such as 87 

preventive health, maternal and child health or chronic illness care, electing to address one or 88 

multiple areas of care at the same time or different areas in different years. The preventive health 89 

clinical audit tool, the Systems Assessment Tool (SAT) and Health Centre and Community Survey 90 

(HCCS) which provided the data used in this study are described below. 91 
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Preventive health audit tool 92 

The preventive health care CQI process was designed to enable participating PHC clinics assess 93 

the level of adherence to best practice guidelines and assess organisational systems to support 94 

clinical preventive services. The tool assessed delivery of scheduled preventive services including 95 

ear, oral, eye, sexual health checks (including syphilis, chlamydia, gonorrhoea testing), brief 96 

interventions and documentation of risk factors. For their record to be eligible for inclusion in the 97 

audit, a client must have been aged between 15 and 54 years; a resident in the community for six 98 

months or more in the previous twelve months; did not have a diagnosis of diabetes, 99 

hypertension, coronary heart disease, chronic heart failure, rheumatic heart disease or chronic 100 

kidney disease; and not be pregnant or less than six weeks postpartum at time of audit. The tool 101 

ascertained information on syphilis testing in the previous 24 months and was recorded in the 102 

audit as ‘yes’, ‘no’, ‘offered but declined by the client’ or ‘not applicable’ where the date of last 103 

attendance was 24 months before audit date. At each health centre, audits were conducted on 104 

30 randomly selected eligible client records, as prescribed in the One21seventy manual 105 

(One21seventy 2009). 106 

Systems assessment tool (SAT)  107 

The SAT was designed to permit a systematic self-assessment by each clinic of a range of 108 

elements of health centre systems (Cunningham et al. 2016). There are five components in the 109 

SAT, namely (1) Delivery system design; (2) Information systems and decision support; (3) Links 110 

with community, other health services and other services and resources; (4) Organisational 111 

influence and integration; and (5) Self-management support (Box 1) (One21seventy 2009).  Item 112 

scores from which component scores were calculated were determined by clinic teams on site, 113 

using a scale of values ranging from 0–11: the higher the score, the better the systems namely 114 

‘limited or no support’ (0–2), ‘basic support’ (3–5), ‘good support’ (6–8) and ‘fully developed 115 

support’ (9–11). To assist consistency in self-scoring, each item has a series of points for 116 
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discussion. Item scores are then combined to calculate a score for each component, also ranging 117 

from 0-11. 118 

Health Centre and Community Survey (HCCS)  119 

This annual survey was also self-completed by clinics during their participation in One21seventy 120 

to provide information about governance, accreditation status, jurisdiction, population size and 121 

geographic location. 122 

Selection of centres 123 

Seventy-seven PHC clinics had completed preventive health audits and contemporaneous 124 

systems assessments between 2012 and 2014. This period was selected to coincide with the 125 

current national syphilis outbreak. If any of these clinics had performed the preventive health 126 

audit and preventive SAT more than once, we selected the most recently completed audit. 127 

Analytic approach 128 

All analyses were conducted using SPSS version 24 (IBM Corp 2016). Frequencies and descriptive 129 

statistics were completed for the outcome variable, using syphilis performance data for clients 130 

whose records were audited during the period 2012-2014. For the outcome variable, we 131 

calculated, for each clinic, the proportion of clients aged 15 years and above who had either 132 

received a syphilis serology test or who had been offered and refused such testing within the 133 

previous 24 months as a proportion of all clients aged 15 years and over, generating a continuous 134 

outcome variable (range of possible values 0 to 100%). We termed this the syphilis test 135 

performance (STP). For each clinic, we used the SAT dataset and formulae as applied in previous 136 

research (Gibson-Helm et al. 2015) to calculate scores for the overall SAT and each of the five 137 

components. We also accessed the HCCS dataset to determine clinic governance (community 138 

controlled or government-managed), location (city, regional town, remote community), 139 

accreditation status (accredited or not), population size (<500, 500-1000, >1000) and jurisdiction 140 

(South Australia (SA), Western Australia (WA), Queensland (QLD) and Northern Territory (NT)). 141 

The SAT scores and HCCS variables constituted the independent variables and unless otherwise 142 
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specified, each of these ten study variables was treated as a categorical variable. Due to small 143 

clinic numbers, we combined city and regional location into a non-remote category. Clinics from 144 

SA and WA were also combined.  145 

We performed univariate linear regression to assess the association between each of the SAT 146 

components scores as well as overall SAT score with the continuous outcome variable, STP. We 147 

also compared means for STP using one-way ANOVA tests to assess associations between PHC 148 

clinic characteristics (governance, location, accreditation status, population size and jurisdiction) 149 

with STP. Finally, for any consistently significant characteristic measured in the SAT, we analysed 150 

the component’s ‘item’ scores for association with STP. If univariate analyses showed more than 151 

one significant study variable (p<0.05), we proceeded to multivariate linear regression models to 152 

determine independent predictors of STP. In the first suite of analyses, all 77 clinics were included 153 

irrespective of location. We then repeated all these analyses for the subset of 67 remote clinics. 154 

Ethics 155 

This project received approval from the Human Research Ethics Committees of the Northern 156 

Territory, Central Australia, Greater Western Area Health Service, Darling Downs Health Services 157 

District, South Australia and Western Australia (Bailie et al. 2010). 158 

Results 159 

PHC clinic and client characteristics 160 

Of the 77 eligible centres, 50% had completed their audit in 2013 and 25% in 2012 and 2014 161 

respectively. Fifty-two percent of centres were in Queensland and most (87%) were remote 162 

(Table 1). The majority of these 77 clinics (58%) serviced communities smaller than 500 people. 163 

Documented STP by clinic ranged from 0 to 93.8% (mean 45.5; median 46.5; mode 50.0) and only 164 

six centres achieved STP greater than 75 (data not shown). For 67 remote clinics, STP also ranged 165 

from 0 to 93.8% (mean 48.1; median 50.0; mode 50.0). Fifty-one percent of clients were male, 166 

87% Indigenous and 51% aged below 30 years (Table 2). Forty-five percent of clients had received 167 

a syphilis test in the previous 24 months (Table 3). 168 
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PHC clinic factors associated with STP  169 

In univariate analysis, jurisdiction, location and service population size were significantly 170 

associated with STP in all clinics (n=77) (Table 4). Documented STP in NT centres was higher than 171 

for those in QLD, SA and WA and higher in remote centres compared to regional and city clinics. 172 

Neither accreditation status nor governance were associated with STP. With respect to SAT 173 

component scores, in univariate analysis Delivery system design was significantly associated with 174 

STP in all clinics and in the subset of remote centres (Table 5). For every unit increase in Delivery 175 

system design, there was a 4.2% increase in STP (Table 5). In all 77 clinics, Information systems 176 

and design support was also significantly associated with STP: for every unit increase in 177 

Information systems and design support, there was a 3.7% increase in STP. In the further analysis 178 

of association with STP of each of the eight items contributing to the Delivery system design as a 179 

significant SAT component, three items were significantly associated with STP, namely Continuity 180 

of care, Team structure and function, and Care planning (Table 6).  Clinical Leadership and 181 

Appointments & scheduling also demonstrated associations although less consistently. 182 

In multivariate analyses, Delivery system design and jurisdiction remained independently 183 

associated with STP. Every unit increase in Delivery system design increased STP by 5.1% after 184 

accounting for all the other variables in the model. Specifically, clinics in the NT were significantly 185 

more likely to have higher documented STP compared to other states (Table 7).  186 

Discussion  187 

This study sought to determine PHC organisational factors associated with higher levels of syphilis 188 

testing in order to inform PHC managers involved in the syphilis outbreak response in Northern 189 

Australia and to explain the variation in care. While the jurisdiction in which the clinic is located is 190 

independently predictive, this is clearly immutable to change by service managers.  By contrast, 191 

Delivery system design, as another independently predictive organisational factor, can be 192 

addressed through effective service management. Hence, our findings will be of interest to PHC 193 

service managers involved in syphilis outbreak responses. 194 
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Delivery system design refers to the design of the clinic’s infrastructure, staffing profile, allocation 195 

of roles and responsibilities, client flow and care processes that are all within the responsibility of 196 

service managers (Box 1). In the context of a national syphilis outbreak in Australia, managers 197 

focussed on raising their teams’ performance of syphilis testing for Aboriginal populations are 198 

well-placed to use this empirical influence of Delivery system design that can be altered through 199 

effective leadership and sound management. Box 2 reproduces questions from the SAT to assess 200 

Delivery system design. Three elements appear especially influential, namely Continuity of care, 201 

Team structure and function, and Care planning. These are arguably more relationship-based and 202 

dependent on the professional expertise of clinical staff and their ability to work together as a 203 

cohesive team focussed on the benefits of their efforts for clients. 204 

Our findings affirm the importance of primary health care in reducing inequitable rates of 205 

preventable diseases in communities at risk through responsive community-based engagement 206 

and high-quality clinical care (Lebrun et al. 2012). Though our paper had a specific focus on 207 

syphilis testing performance, it illustrates how comprehensive PHC can better play a role in public 208 

health actions through clinical care and achieve gains in population health (Scutchfield et al. 209 

2012). Integration of public health and primary care has been a longstanding challenge in 210 

comprehensive PHC (Plochg et al. 2012). Our research points to the benefits of a cohesive and 211 

well-managed team supported by aligned clinic structures at least in the control of syphilis 212 

transmission. 213 

Without further attention to these influential clinic factors, the impact of externally designed 214 

public health initiatives targeting Aboriginal communities affected by the syphilis outbreak in 215 

northern Australia may be weakened. Educational strategies targeting PHC health professionals 216 

may also be compromised unless these crucial workplace factors are similarly strengthened to 217 

enhance their performance. Consistent policy and infrastructure support at the jurisdictional level 218 

are essential for CQI to be effective (Bailie et al. 2017). Our findings showing significantly higher 219 

STP in the NT, independent of other clinic factors, is compatible with this research concluding it is 220 
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insufficient to rely on local service managers and clinicians alone as their efforts are strongly 221 

mediated by higher bureaucratic forces (Bailie et al. 2017). 222 

Our study has several limitations. First, it is recognised that the ABCD NRP data are not 223 

representative of all PHC services (Bailie et al. 2015). That approximately two-thirds of PHC 224 

centres participating in the One21seventy program consented for their data to be de-identified 225 

and provided to the ABCD NRP for research purposes invites confidence in analyses such as ours. 226 

Relationships between study and outcome variables as revealed through cross-sectional analyses 227 

reported here have credible internal validity although we acknowledge that association does not 228 

necessarily confer causality. Another limitation arises from the measurement of STP in the 229 

preventive health audit: this single indicator did not address other aspects of syphilis prevention 230 

and management other than syphilis testing. Exclusion of records for clients with chronic illnesses 231 

from the preventive health audit is another limitation. However the tool was designed to assess 232 

delivery of preventive care against best practice guidelines for the generally well population. 233 

Finally, we were unable to identify workforce size or disciplinary mix proportionate to community 234 

size or burden of illness, nor the impact of high rates of staff turnover experienced in remote 235 

primary care (Russell et al. 2017). Bartlett & Duncan (2000) produced ideal standards for ratios 236 

between specific PHC disciplines to community size: for example, a community of 500 people 237 

would have five Aboriginal Health workers (AHWs), at least three nurses and one general 238 

practitioner. As recently recommended, service managers and policy makers need to continue to 239 

develop and train their workforce with an emphasis on strong Indigenous leadership, a whole-of-240 

system approach and workplace stability in order to deliver optimal health services (Wakerman 241 

and Shannon 2016).  While our study could not illuminate these more strategic workforce issues, 242 

an informed cadre of service managers with data such as ours is well-placed to solve them.  243 

Conclusions 244 

This study has demonstrated the association between delivery system design and better PHC 245 

performance in syphilis testing performance in Aboriginal primary health care services. The 246 
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disproportionate rates of STIs within Aboriginal communities are influenced by the social 247 

determinants of health, of which access to high-quality PHC is one (Ward et al. 2016). Integration 248 

of public health and primary health care is a specific advantage of comprehensive primary health 249 

care (PHC) to reduce inequitable rates of preventable diseases in communities at risk. As 250 

proclaimed in the original Alma Ata Declaration, comprehensive PHC has a unique and crucial role 251 

to play in redressing other social determinants. Furthermore, PHC clinics must provide high-252 

quality STI prevention and clinical management services ‘at all times’ (Mak et al. 2004). Our 253 

findings suggest that attention by service managers to clinic factors as demonstrated here will 254 

ensure better performance.  255 
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Table 1: Characteristics of 77 primary health care clinics (Number and % of total) 

State or Territory Northern Territory 33 (43%) 

 Queensland 40 (52%) 

 South Australia & Western Australia 4 (5%) 

Governance Community controlled 7 (9%) 

 Government  70 (91%) 

Location City 3 (4%) 

 Regional Town 7 (9%) 

 Remote Community 67 (87%) 

Accreditation status Accredited 31 (40%) 

 Not Accredited 46 (60%) 

Service population <500 45 (58%) 

 500-1000 13 (17%) 

 >1000 19 (25%) 

 



Table 2 Client Characteristics  

  Number of records audited (%) 
% syphilis testing 

performed or offered 

Gender Male 1498 (51%) 42.1 

 Female 1446 (49%) 45.6 

Age group (years) <30 1500 (51%) 51.9 

 30-50 1111 (38%) 39.5 

 >50 333 (11%) 21.9 

Indigenous Status Indigenous 2550 (87%) 47.4 

 Non-Indigenous 239 (8%) 18.4 

 Not recorded 155 (5%) 24.5 

Adult health check*  No/ NA 2349 (80%) 46.1 

 Yes 595 (20%) 59.0 

*conducted in the previous 24 months 

 

Table 3 Syphilis testing performance among clients in previous 24 months 

Syphilis testing in the last 24 months All clinics (n=77)  Remote clinics (n=67) 

 Number (%)  Number (%) 

NO 1523 (51.7%) 1254 (49.0%) 

YES 1272 (45.2%) 1173 (45.8%) 

Offered and refused 18 (0.6%) 11 (0.4%) 

Client not attended within two years 131 (4.4%) 122 (4.8%) 

Total 2944 (100%) 2560 (100%) 

 



Table 4: Characteristics of the Primary Health Centres and their association with syphilis testing 

performance (STP)* 

  N=77 (all clinics) N=67 (remote clinics) 

  
STP  

Mean(Min-Max) 

P 

value 

STP  

Mean(Min-Max) 

P 

value 

State  NT 55.4 (23.7-93.8) 0.000 55.4 (23.7-93.8) 0.009 

 Queensland 41.2 (0-80)  41.9 (0.0-80)  

 SA/WA 7.9 (0-23.3)  N/A  

Governance Community controlled 51.7 (5-80) 0.5 66.9 (46.7-80) 0.04 

 Government  44.9 (0-93.8)  46.6 (.0-93.8)  

Location Remote 48.1 (0-93.8) 0.009 N/A N/A 

 Non-remote 28.4 (0-64.6)  N/A  

Accreditation Accredited 45.0 (0-93.8) 0.9 49.4 (5.7-80) 0.7 

 Not Accredited 45.9 (0-93.8)  47.3 (0-93.8)  

Population <500 49.5 (0-93.8) 0.004 50.2 (0-93.8) 0.04 

 500-1000 53.2 (23.5-76.1)  54.2 (23.5-76.1)  

 >1000 31.07 (0-64.6)  34.6 (12.9-56.7)  

* STP: Syphilis testing performance refers to syphilis test performed or offered 

 

 

 



Table 5 Association between clinic STP and each SAT component (n=77 clinics and n=67 remote 

clinics) 

Component All clinics (n=77 

clinics) 

All clinics (n=77 clinics) Remote clinics 

(n=67 clinics) 

Remote clinics (n=67 clinics) 

 Median SAT 

scores (IQR) 

β-Coefficient, 95%CI, p 

value 

Median SAT 

scores (IQR) 

β-Coefficient, 95%CI, p 

value 

Delivery System Design 6.8 (5.4-8.3)  4.2 (1.3 – 6.9), p=0.004 7.1 (5.75-7.9)  4.2 (1.1 – 7.2), p=0.008 

Information Systems and 

design support 

7.7 (6.0-8.7) 3.7 (0.795 – 6.6), p=0.013 7.7 (6.3-8.7) 2.5 (-0.83 – 5.8), p=0.14 

Self-Management support 6.5 (5.0-8.0) 2.7 (0.005 - 5.42), p=0.05 6.5 (5.5-8.0) 1.9 (-1.17 – 4.97), p=0.22 

Links with community and 

other Health services and 

resources 

5.3 (3.9-7.0) 0.464 (-1.98 - 2.9), p=0.7 5.25 (3.75-7.0) 0.279 (-2.27 – 2.82), p=0.83 

Organisational influence and 

integration 

6.7 (5.3-7.8) 1.8  (-1.07 – 4.5), p=0.2 6.7 (5.3-8.0) 0.53  (-2.53 – 3.58), p=0.73 

Overall Score 6.6 (5.4-7.5)  3.28 (0.08 - 6.5), p=0.04 6.7 (5.6-7.6) 2.42 (-1.16 – 5.99), p=0.18 

 



Table 6 Overview of univariate analyses at item level for Delivery system design SAT component 

(significant associations in bold) 

Delivery system design item All clinics 

(n=77 

clinics) 

All clinics (n=77 

clinics) 

Remote clinics 

(n=67 clinics) 

Remote clinics 

(n=67 clinics) 

 Median SAT 

scores (IQR) 

 Median SAT 

scores (IQR) 

 

Team structure and function 6.0 (4.0-8.0) P=0.007 6.0 (4.0-8.0) P=0.02 

Clinical leadership  7.0 (5.0-9.0) P=0.04 7.0 (5.0-9.0) P=0.05 

Appointments and scheduling  7.0 (5.0-9.0) P=0.04 7.0 (5.0-9.0) P=0.097 

Care planning  7.0 (5.0-8.0) P=0.002 7.0 (5.0-8.0) P=0.002 

Systematic approach to follow-up  8.0 (6.0-9.0) P=0.18 8.0 (6.0-9.0) P=0.07 

Continuity of Care  6.0 (4.5-8.0) P=0.01 6.0 (4.0-8.0) P=0.03 

Client access / cultural competence  8.0 (6.0-9.0) P=0.02 8.0 (7.0-9.0) P=0.07 

Physical infrastructure  7.0 (50-9.0) P=0.46 7.0 (5.0-9.0) P=0.72 

 



Table 7 Multivariate analysis of predictors of STP for all health centres and remote centres  

  N=77 N=67 

  β-Coefficient, 95%CI, p value β-Coefficient, 95%CI, p value 

State  NT Reference  Reference 

 Queensland -16.6 (-26.4 - -6.8) p=0.001 -13.6 (-23.0 - -4.3) p=0.005 

 SA/WA -40.4 (-66.5 - -14.3) p=0.003 N/A 

Location Non-remote Reference N/A 

 Remote 4.1 (-12.6 – 20.7) p=0.62 N/A 

Service population <500 Reference Reference 

 500-1000 5.0 (-6.9 – 16.9) p=0.41 3.4 (-9.0 – 15.8) p=0.59 

 >1000 -5.4 (-17.3 – 6.5) p=0.37 -10.1 (-23.0 – 2.8) p=0.12 

Governance 
Community 

controlled 
 Reference 

 Government  -17.0 (-35.1 – 1.1) p=0.066 

Delivery System Design Score  5.1 (1.5 - 8.7) p=0.006 2.9 (-0.2 – 6.0) p=0.063 

Information Systems Score  -2.3 (-6.1 – 1.5) p=0.22  

Adjusted R squared  0.31 0.23 

N/A Not applicable; SA South Australia; WA, Western Australia 

 


