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Glossary of Key Terms 
TERM DEFINITION  
Alice Springs Hospital  The public hospital located in Alice Springs in Central Australia 

CareSys NT Health’s legacy patient administration system that stores individual patient 
identification and episode details 

Central Administrative Hub 
(CAH) 

The temporary unit at Royal Darwin and Palmerston Hospitals responsible for 
ensuring the translation of patient data between CareSys, which is temporarily used 
in the Emergency Department, and Acacia 1.0, which is in use elsewhere across 
the Royal Darwin and Palmerston Hospitals 

Clinical Leadership Group 
(CLG) 

A group comprising senior representatives from each major clinical profession 
within NT Health 

Clinical Workstation (CWS) NT Health’s legacy clinical documents and results reporting system across all 
hospitals 

Community Care Information 
System (CCIS)  

NT Health’s legacy patient administration and record system used across 
community-based services 

Core Clinical Services 
Renewal Program (Program)  

The program responsible for the procurement, development, and implementation of 
Acacia  

Department of Corporate and 
Digital Development (DCDD) 

The government department responsible for providing ICT services to government 
agencies 

Department of Corporate and 
Information Services (DCIS) 

The former name of DCDD  

Department of Health (NT 
Health)  

The government department responsible for delivery of all public health services in 
the Northern Territory  

Electronic Medical Record 
(EMR) 

A module of Acacia utilised day to day by clinicians and staff to gather, manage and 
consult patient information and data to inform and record patient care delivery in 
real time (also sometimes referred to as an Electronic Patient Record (EPR) or 
Electronic Health Record (EHR))  

Electronic Medication 
Management Application 
(eMMa) 

NT Health’s legacy electronic system used to prescribe medication in the acute 
setting 

Functional Group (FG)  The various phases of the implementation of the Program  

Go Live The deployment event which sees an IT system (or an aspect of an IT system) 
become operational 

Gove District Hospital  The public hospital located in Nhulunbuy in the East Arnhem region  

ICT Governance Board (IGB) NT Government governance committee with oversight of investments in digital 
technologies with membership from multiple agencies at Chief Executive and 
Deputy Chief Executive level, established by the Treasurer’s Directions – ICT 
Series, and reporting to the Minister for Corporate and Digital Development 

InterSystems Australia Pty Ltd 
(InterSystems) 

The Program software vendor, a specialist clinical technology company 
headquartered in the United States which is responsible for the development and 
marketing of TrakCare  

Katherine Hospital The public hospital located in Katherine in the Big Rivers region 

Patient Administration System 
(PAS) 

IT system that manages the patient throughout the hospital journey. NT Health’s 
legacy PAS is CareSys 

Primary Care Information 
System (PCIS)  

NT Health’s legacy patient administration and record system used in remote primary 
care facilities 

Procurement Governance 
Committee (PGC) 

The committee responsible for coordinating and managing the procurement of the 
Program’s software vendor in DCIS (now DCDD) 



 

 

Program Implementation 
Committee (PIC) 

The committee responsible for providing expert advice and guidance to the PSC 
and monitoring delivery of the program  

Program Steering Committee 
(PSC) 

The primary authorising body for key decisions relating to the Program, comprising 
the Chief Executive Officers of DCDD and NT Health, the Under Treasurer and the 
NT Health clinical sponsor 

Royal Darwin and Palmerston 
Hospitals 

The primary public hospital network in Darwin, comprising both Royal Darwin 
Hospital campus and Palmerston Regional Hospital campus 

Tennant Creek Hospital The regional public hospital located in Tennant Creek in the Barkly region 

TrakCare The core EMR product underlying Acacia, developed and marketed by 
InterSystems 

User Acceptance Testing A common software testing process in which end users test the new system in 
place to ensure it meets their needs and expectations, and to identify issues, before 
it is deployed at large 
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Roles  

DoH and DCDD have clearly identified roles and accountabilities:  

• DoH will use the system in production to support its core business providing health services to 
Territorians and is accountable for program ownership and acceptance of program outcomes. 

• DCDD will deliver the digital solution for NT Health, the agency is accountable for program budget, 
project management, procurement, performance reporting and will manage the end-state systems. 

Responsibilities 

• Oversight the delivery of the CCSRP and adjunct projects. 

• Evaluate and provide recommendations of go/no-go decisions at key points1 in the Program to the 
Program Sponsor. 

• Ensure the Program is implemented within a clinical safety assurance framework. 

• Receive timely advice from the CCSRP Program Implementation Committee (PIC) and the CCSRP 
Program Delivery Lead to ensure the Program stays on track and on budget and will deliver the 
intended solution. 

• Endorse the completion of Program stages and provide recommendations to the Accountable Officers 
regarding the authorising of the next stage. 

• Oversight progress of the Program to ensure strategic objectives, key performance indicators and 
projected benefits are realised; risk mitigations are effective and the business is ready and prepared 
for the necessary changes. 

• Manage strategic risks and issues and resolve conflicting priorities impacting on the Program. Also 
consider and, where a matter is beyond the remit of the PIC, manage extreme operational risks advised 
by the PIC. 

• Oversight financial and program performance through regular finance reports.  

• Endorse Program milestone and assurance reviews to be undertaken and provide input to independent 
governance reviews commissioned by the NT Government ICT Governance Board. Oversight delivery 
of actions that address agreed governance review recommendations. 

• Consider and approve regular Program dashboard reports to the ICT Governance Board and note 
quarterly Program update reports to Cabinet.  

• Provide leadership and support for the CCSRP Program Delivery Lead and the CCSRP Program 
Director. 

Expectation of Members 

Members of the PSC are required to:  

• Members are required to attend all meetings or seek Chair’s approval for a proxy to attend on their 
behalf. 

• Actively contribute to the Committee discussions and decision-making. 

• Undertake actions assigned by the Committee. 
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• Participate in accordance with the Committee’s Terms of Reference. 

• Maintain confidentiality and privacy. 

Outputs 

At the conclusion of the CCSRP, it is expected that the following outputs will have been delivered: 

• New, integrated, client-centric, clinical information systems.  

• Mitigation of risks associated with existing NT Health clinical systems. 

• Contemporary and improved health service processes to deliver better health outcomes. 

• Capacity for the health service consumer to manage their own engagement and consent to share 
their information with NT Health services. 

• Mitigation of clinical risk, including sentinel events, caused by the unavailability of essential clinical 
information at point-of-care delivery. 

• Support for a whole-of-service business analytics to understand and improve service and cost 
inefficiencies. 

• Reduction of the administrative burden and improved productivity for clinicians and other staff. 

Membership 

The DCDD Chief Executive, as Program Sponsor and the DoH Chief Executive, as CCSRP Program Owner, 
Co-Chair the Committee. 

Membership (defined at Attachment A) is approved jointly by the DCDD Chief Executive and the DoH Chief 
Executive. 

The Committee may invite business representatives or subject matter experts to brief and attend meetings 
as required. 

The Committee may invite an independent advisor, agreed by both Co-Chairs, to attend meetings as an 
observer. An advisor should have significant experience in health service delivery, digital health and clinical 
systems. Any such advisor may provide input and guidance to assist the Committee and the Accountable 
Officers, but has no decision-making role. 

Attendance via proxy must be approved by a Chair prior to the meeting through CCSRP Governance.  

Note: Members must attend an induction session, for 1 hour, upon commencement.  

Meetings  

The Committee will meet monthly with supplementary meetings held as required. A quorum consists of the 
Chair (or proxy) and a majority of members. 

A meeting record, actions and decision are a required output. All Governance documents are available on 
SharePoint: Governance - Home (nt.gov.au) 

Meeting papers will be distributed electronically to members prior to each meeting and will include the 
meeting agenda, previous meeting record, action items list, finance report, and project status reports, 
including applicable strategic risks and issues. CCSRP Governance will coordinate meetings and papers. 
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Reporting 

The DCDD Chief Executive reports to the Minister for Corporate and Digital Development on CCSRP 
program plans, budget and project delivery, including risks and issues. 

The DoH Chief Executive reports to the Minister for Health on the CCSRP Program Steering Committee’s 
activities, program performance and business related matters.  

Progress reports and briefings will be provided to respective Ministers as required.  

CCSRP is subject to oversight by the NT Government ICT Governance Board (IGB) which reports to the 
Minister for Corporate and Digital Development. The CCSRP reports quarterly to the IGB  

DCDD is required (by decision of Cabinet) to provide a quarterly report to Cabinet on the status of CCSRP 
including updated financial information, requirements, issues, risks and timing. DCDD will obtain the 
Program Steering Committee’s endorsement of Cabinet reports.  

 
 
 
 
 

CCSRP (Program) DCDD Chief Executive 
Ms. Catherine Webber  
Program Sponsor 

September 2024 

NT Health (Business) Chief Executive 
Mr. Chris Hosking 
Business Sponsor 

September 2024 
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Roles  

DoH and DCDD have clearly identified roles and accountabilities:  

• DoH will use the system in production to support its core business providing health services to 
Territorians and is accountable for program ownership and acceptance of program outcomes. 

• DCDD will deliver the digital solution for NT Health, the agency is accountable for program budget, 
project management, procurement, performance reporting and will manage the end-state systems. 

Responsibilities 

The Program Implementation Committee’s role is to provide expert advice and guidance to the Program 
Steering Committee (PSC); provide business and program input; and ensure alignment of program 
deliverables with NT Health’s business requirements for health service delivery. 

• Monitor, advise and inform implementation of the suite of projects within the CCSRP, including 
adjunct projects being delivered by DCDD and NT Health.  

• Provide expert advice and subject matter input to the CCSRP PSC to assist the Committee to govern 
the Program.  

• Agree and advise NT Health business processes and information management approaches to be 
executed by stakeholders within NT Health.  

• Report to the CCSRP PSC on achievement of project milestones and deliverables. 

• Receive and consider advice from the CCSRP Clinical Leadership Group.  

• Provide expert advice to the Program teams to ensure solutions delivered align with NT Health’s 
business requirements and are implemented within a clinical safety assurance framework. 

• Identify and analyse risks, manage operational risks and advise extreme operational risks to the PSC, 
including recommended mitigation actions for consideration by the PSC and the CCSRP Program 
Sponsor.  

• Review and endorse proposals from the CCSRP Program Director and Program Delivery Lead for 
consideration by the PSC.  

• Champion the CCSRP to a broad range of internal and external stakeholders across the NTG and NT 
Health to support the adoption and effective implementation of Acacia. 

• Monitor the realisation of benefits identified in NT Health’s CCSRP Business Case and subsequent 
CCSRP Benefits Realisation Strategy and related plans. 

Expectation of Members 

Members of the PIC are required to:  

• Members are required to attend all meetings, or seek Chair’s approval for a proxy to attend on their 
behalf. 

• Actively contribute to the Committee discussions and decision-making. 

• Undertake actions assigned by the Committee. 

• Participate in accordance with the Committee’s Terms of Reference. 

• Maintain confidentiality and privacy. 



Program Implementation Committee: Terms of Reference 2024 

Page 3 of 5 
 

Outputs 

At the conclusion of the CCSRP, it is expected that the following outputs will have been delivered: 

• New, integrated, client-centric, clinical information systems.  

• Mitigation of risks associated with existing NT Health clinical systems. 

• Contemporary and improved health service processes to deliver better health outcomes. 

• Capacity for the health service consumer to manage their own engagement and consent to share 
their information with NT Health services. 

• Mitigation of clinical risk, including sentinel events, caused by the unavailability of essential clinical 
information at point-of-care delivery. 

• Support for a whole-of-service business analytics to understand and improve service and cost 
inefficiencies. 

• Reduction of the administrative burden and improved productivity for clinicians and other staff. 

Membership 

The Deputy Chief Executive (DCDD) is the Chair. The Deputy Chief Executive, NT Regional Health Service 
(DoH) is the alternate Chair. Membership (defined at Attachment A) is approved jointly by the DCDD Chief 
Executive and the DoH Chief Executive. 

The Program Implementation Committee Chair may invite business representatives or subject matter 
experts to attend meetings as required. Attendance via proxy must be approved by the Chair prior to the 
meeting through CCSRP Governance.  

The membership comprises; 

• NT Health Deputy Chief Executive(s)  

• Senior CCSRP program delivery representation (DCDD) 

• NT Health Regional Executive Directors (REDs) 

o Top End  

o Central Australia  

o Barkly  

o East Arnhem  

o Big Rivers  

• Business As Usual system manager representation, (DCDD Agency Business Systems).  

• CCSRP Governance to support secretariat duties. 

 
Wherever practicable, membership will endeavour to include representation from the below six knowledge 
domains.  



Program Implementation Committee: Terms of Reference 2024 

Page 4 of 5 
 

 

 
Note: Members must attend an induction session, for 1 hour, upon commencement.  

Meetings  

The Committee will meet monthly with supplementary meetings able to be held as required. A quorum 
consists of the Chair (or proxy) and a majority of members. 

A meeting record, actions and decision are a required output. All Governance documents are available on 
SharePoint: Governance - Home (nt.gov.au) 

Meeting papers will be distributed electronically to members prior to each meeting and will include the 
meeting agenda, previous meeting record, action items list, finance report, and project status reports, 
including applicable risks and issues. CCSRP Governance will coordinate meetings and papers. 

Reporting 

The Program Implementation Committee reports to the Program Steering Committee on a monthly basis, 
via the Chair(s). 

 
 
 
 
 

CCSRP (Program) DCDD Chief Executive 
Ms. Catherine Webber  
Program Sponsor 

September 2024 

NT Health (Business) Chief Executive 
Mr. Chris Hosking 
Business Sponsor 

September 2024 
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• Advise of existing or additional NT Health policies and legislation, that impact or support the 
implementation of a digital solution. These items are referred to NT Health for appropriate 
action. 

• Resolve issues of clinical variation across NT Health sites. The Clinical Leadership Group is the 
escalation pathway for consideration of these items.  

• Support capacity as an Acacia Change Champion by advocating, supporting and facilitating 
successful change management.   

• Provide feedback on the experience and effectiveness of Acacia throughout a phased delivery 
approach. 

Expectation of Members 

Members of the CLG are required to:  

• Provide leadership and guidance to members regarding their working group, and facilitate 
communication between their area and the Program. 

• Prioritise attendance at meetings. 
• Actively contribute to the Committee discussions and decision-making. 
• Undertake actions assigned by the Committee. 
• Participate in accordance with the Committee’s Terms of Reference. 
• Maintain confidentiality and privacy. 

Membership 

The CLG is chaired by the Clinical Sponsor, and memberships will be agreed by the Chair, CCSRP Program 
Delivery Lead and PIC Chair. Changes to membership are formally approved at PIC meetings quarterly.  

The CLG will comprise senior representatives from each major profession within NT Health. Membership 
must include members who can represent the major areas, and span the acute care, primary care and 
community care domains. The Chair may invite additional business representatives, subject matter experts, 
or guests to attend meetings as required. Proxy attendance must be approved by the Chair on a case by 
case basis.  

Membership comprises; 

• Specialty specific business representatives from all NT Health Regions (Top End, Central 
Australia, Barkley, East Arnhem and Big Rivers).  

• Business As Usual representation, being ABS.  
• CCSRP Governance to support secretariat duties. 
• Wherever practicable, representation from the below six knowledge domains. Noting the 

membership list will define the allocation of a ‘knowledge domain’ for each member. 
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Note: Members must attend an induction session, for 1 hour, upon commencement.  

Meetings  

The CLG will meet monthly with supplementary meetings able to be held as required. A quorum consists of 
the Chair (or proxy) and a majority of the number of votes. 

A meeting record, actions and decision are a required output. All CLG and Working Group documents are 
available on SharePoint: Governance - Home (nt.gov.au) 

A meeting agenda will be circulated at least three working days prior to each meeting. CCSRP Governance 
will coordinate meetings and papers. 

 
 
 
 

CCSRP (Program) DCDD Chief Executive 
Ms. Catherine Webber  
Program Sponsor 

September 2024 

NT Health (Business) Chief Executive 
Mr. Chris Hosking 
Business Sponsor 

September 2024 
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The system has also provided benefits such as preventing missing patients, improving 
visibility of patient activities, easily finding dialysis modalities, and capturing information 
related to transplantation and transplant wait-listing preparation, which was previously done 
on siloed spreadsheets.

It is important to be able to track patients across the whole service when they are admitted 
in hospital. Acacia provided us with this quite efficiently when we briefly used it for the 
inpatient service at the Royal Darwin Hospital before it was put on hold in the ED. It also 
provides the opportunity to expand these efficiencies in other areas of the inpatient service. 

Once implemented, the activation of the medication module will also improve medication 
safety and tracking across the service. 

All renal staff have embraced Acacia with enthusiasm which has helped to realise its 
expansive potential. It has also been great to have a knowledgeable and effective subject 
matter expert helping with the development, education of staff and implementation. 

Overall, Acacia has improved documentation, communication, workflow, and patient safety 
significantly. The expansion of this single electronic record system across the renal service 
is expected to provide efficient care for complex patients and support the expansive service 
area across the Top End and potentially the entire Northern Territory.
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Acacia has enabled clinicians to run reports as needed to see day to day information, with 
reports built for our needs, including reports specifically tailored to where our gaps were 
previously, as we have utilised the systems ability and enhanced our data naturally within our 
workflows. 

Acacia has enabled in-hospital dialysis to be recorded clearly, with the nurse able to 
document where the dialysis occurred, and if the patient was classed as acute dialysis 
(expected kidney recovery) or chronic (new start or maintenance patient). A rounding clinician 
within the hospital setting does not need to call the dialysis unit to know when the patient 
completed their last dialysis – as the order is viewable in Acacia. This information is critical 
when looking at future needs for the hospital infrastructure and dialysis needs for patients in 
hospital. It also supports nurse managers to display where the staffing is needed, as off ward 
dialysis is a 1:1 ratio. 

A common issue faced in the acute space that has been eliminated with Acacia was the lack 
of visibility of patients in hospital under the care of a different speciality. Nephrologists and 
Dialysis Coordinators were blind to who was in acute care or in the Emergency Department 
until they were notified. By way of example, on the current systems, where a patient is 
transferred from Katherine and they are not under the care of the Renal Team, there is no 
straightforward way for the Renal Team to identify that the patient requires Renal Dialysis  
– the system relies on practitioners undertaking very manual checks. On Acacia, users 
are now able to run a report to see all current Haemodialysis/Peritoneal Dialysis/Home 
Haemodialysis/Transplant patients who are in hospital. This has resulted in better awareness 
and improved planning of dialysis treatments in hospital. In Caresys, a user would have 
to go through every ward to find which patients were in hospital – and this wasn’t always 
completed, nor noted if the patient wasn’t under their care (i.e. Katherine haemodialysis 
patients are managed by private provider). 

Alice Springs and Tennant Creek dialysis units have commenced using encounter record with 
3 items – the Haemodialysis regimen, haemodialysis summary and a clinical note. With just 
this partial documentation implemented in Acacia, significant benefits have been observed 
with accessibility and oversight of patients. The benefits are not just for Renal; Emergency 
Department staff now have information regarding a patient’s last dialysis, nonattendance, dry 
weight and post dialysis observation items and complications during dialysis. It is hoped we 
can implement this in Top End within months. 

Staff are adding alerts for patients who are on the active renal transplant list, enabling any 
interaction with the patient to be considerate of this factor when treating. 

A report has been created to show when a patient was last seen in clinics (Home 
Haemodialysis/Peritoneal Dialysis/Haemodialysis/Transplant) to ensure we don’t ‘loose’ the 
patients and they are maintained with their 3-monthly minimum reviews. 
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Outcomes are added to clinic appointments so that admin do not have to wait for follow up 
requirements from the CWS letter and nursing staff can action needs immediately from the 
outcome. Previously, in some cases, a doctor may have wanted a follow up appointment and 
tests completed, before the nurse and admin had received the CWS letter. 

Future benefits 

We are hoping to implement the Acacia clinical notes to all teams (including pre transplant, 
transplant, PD and HHD teams), as much of our nurse workflow consists of phone calls with 
patients and it would be useful to be able to directly record notes against the appointment 
created on Acacia. This small piece of work improves visibility, awareness and patient safety 
as the information is communicated clearly and is accessible to everyone. 

Transplant workup notes and results are currently grouped and stored in patient folders 
at the Renal Home Therapies building. It is planned to scan the documents against the 
outpatient episode so that Nephrologists can review the patient status at the Haemodialysis 
clinic. 

Conclusion 

Renal services have only benefited from Acacia. Our management of CKD patients in 
the legacy system and waitlisting meant visibility and accuracy of who is waiting for an 
appointment and who has been seen or lost to follow up was non-existent. Acacia has 
exposed all of the failures with outpatient referral and appointment management with its 
enhanced reporting features, waitlist/referral workbenches and appt workbenches. We now 
have redesigned the nursing model and are in the midst of ‘cleaning up’ our CKD outpatient 
referrals and waitlists, endeavouring to not lose any patient to follow up again. 

Acacia provides the tools to create transparency and safety through reports and the 
documentation within the system. Doctor triage is simplified, referral paperwork is no longer 
getting lost, and doctors have the referral information at the appointment and do not have to 
wait for charts and paperwork. 

We now have the ability to have all referrals managed under RDH and therefore are slowly 
transitioning to one referral entry point which means that all patients can be appropriately 
triaged according to acuity. 

We will no longer have referrals for patients at multiple sites and therefore can accurately 
view which patients are genuinely waiting and can assign the correct clinic to them. 

It cannot be underestimated how one documentation tool can vastly improve patient 
outcomes. It has connected our service, improved patient flow, transparency, and removed 
communication errors. 
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We currently put a puzzle together before concluding our plan for the patient, reviewing all 
systems and information – although easier now with the EPR chart book, documentation 
within Acacia is still needed to fully experience the benefits. 

Renal clinicians are time pressured and the burden multiple systems places on them adds 
room for error. Even in its earliest of stages, Acacia has already significantly benefited our 
service, and everyone is waiting and wanting to commence documenting in Acacia. Many of 
our current frustrations as clinicians are due to our current constraints and limitations of our 
documentation, which introduction of documentation on Acacia will eliminate. 

I have included four tables with additional information relevant to renal services below. 

Table 1 – Same Day Dialysis data and documentation entry (CareSys vs Acacia) 

SAME DAY DIALYSIS / IP ACUTE DIALYSIS

SCENARIO CARSYS ACACIA

Record Non-Attendance No Yes - benefit

Record treatments not commenced/completed/cancelled No Yes - benefit

View across the service activity No Yes - benefit

Run attendance and operational reports specifically to 
renal No Yes - benefit

Clinician – see when last dialysis was Hospital No Yes - benefit

Clinician – see where the dialysis in hospital occurred 
(bedside or unit) No Yes - benefit

Manager – report on (from a system) where the dialysis 
occurred in hospital No Yes - benefit

Manager- report on dialysis pt type in hospital (acute or 
chronic pt in hospital) – from a system No Yes - benefit

Visibility of HHD/HD/PD/Transplant pts in hospital under 
another speciality No Yes - benefit

Clinician – easily see attendance and DNA for dialysis No Yes - benefit

Documentation – Haemodialysis summary No (on paper) Yes - benefit

Documentation – HD regimen PCIS – yes- but 
not easily Yes - benefit

Documentation – Clinical notes from dialysis No (on paper) Yes - benefit

Able to schedule future dialysis (pre admit) No Yes - benefit

Able to admit a dialysis pt for treatment when they have a 
theatre preadmission – not able to do so before, theatres 
had to cancel their booking

No Yes - benefit
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Table 2 – General benefits of Acacia 

Table 3 – Future benefits of Acacia related to Renal 

GENERAL- BENEFITS, NOT EXHAUSTIVE

Transparency across units – do not need to log in and out for different sites to review 
patients

Easy to use and navigate

Improved visibility
EPR chart book improving patient review – able to review without going into every 
different system

Easily review specialist letters, in one PDF

Ability to review PCIS medications without the need to go to PCIS – breaking down a 
barrier for ED and pt presentations

FUTURE BENEFITS – RELATED TO RENAL, NOT EXHAUSTIVE

1 documentation tool – remove risk for miscommunication.

Remove risk when sending confidential items through email or fax going to the incorrect 
person – as it will no longer be required;

The whole renal patient journey documented in the same way, irrespective of location. 
Information is not with held on you log in location – what happens to a patient in Alice 
Springs renal units is accessible to Top End units, allowing an accurate history of the patient 
to be reviewed and a continuity of care for the patient;

All medications in one system, reducing time for transcribing

Device integration and reduction in transcription errors, ability to have real time events 
recorded

Potential to have Home Haemodialysis patient’s treatments recorded in real time to reduce 
negative outcomes and provide appropriate, timely intervention

Reduction in systems used and accessed

ANZDATA information will be sourced from one truth and not reliant on clinicians inputting 
the data from other sources of where the information may be found. Numerous clinical 
hours are spent every year on completing the ANZDATA yearly collection – this will be 
eliminated with the use of Acacia and its ability to pull reports as the data will be part of our 
day-to-day workflow and has been specified in our build for documentation.
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Table 4 –  Outpatient benefits of Acacia  

OUTPATIENT – BENEFITS, NOT AN EXHAUSTIVE LIST

Improved waitlist management – across the service

Improved visibility of appointments in order to book follow up

Upload of transplant documentation workup

Doctors no longer have to carry lists – direct, easy access to lists and outcomes

Immediate communication of follow up needed – no longer waiting for CWS letters

Reporting ability to capture appointment attendance to ensure 3 monthly review is adhered 
to

Ability to transfer all referrals under RDH and manage one list – Drs will only need to triage 
1 list and can do so from any location

Episode documents attached – no need to wait for charts or have papers lost

Meetings – able to review patients from one system and provide information that 
previously was not visible or easily accessible during the meeting, creating wasted time in 
the review searching for the information, or having clinician questions unanswered and for 
follow up
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2. One Stop Shop – Our transplant co-ordinator is very happy as she is able to get all her 
information regarding a patient from Acacia, including medication changes and lab 
reports.

3. Real time - the changes in prescription on Acacia can be viewed in real time and can 
be accessed by units across the Territory. 

4. Exciting platform - Most of the users are hopeful that it has a potential to grow to 
a point where we can go completely paperless and use only one system for all their 
admin and clinical needs. The other hope is that we will be able to generate lots of 
data to improve our services across the board.
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8. Enabling pre-allocation of patients to the wards. This has significantly decreased 
phone traffic into the Patient Flow office and has allowed for capacity to make timely 
phone calls to clinical areas with critical patient information. There are usually only 
2 staff in the patient unit/office so a reduction in the volume of wards calling to find 
out which patients they have been allocated from ED or theatre has had a significant 
and positive impact, not just on efficiency but patient safety and staff morale. 

9. Finally, the reports that can be produced from Acacia allow for a more accurate 
understanding of hospital activity, from a patient flow perspective, allowing for more 
data analysis, which can be easily exported into an excel spreadsheet. Previously 
reports from Caresys had to be printed which resulted in very lengthy analysis of any 
data. 

Once Acacia is fully implemented, the automation of the ‘Hospital Wide Huddle Dashboard’ 
on Acacia will allow Patient Flow to have near-real time data available 24/7 for the first time 
ever. Currently this data is manually collected by Patient Flow staff once a day which takes 
approximately 2 hours. Not only will this give the team time to focus on their core work, 
but will allow Patient Flow to accurately track demand and capacity through the day, as and 
when required. This will be a game changer. 

Acknowledging that this experience is not the same for all streams, Acacia has improved the 
management of patient flow across RDPH. 

I have attached two screenshots to highlight the visibility within hospital and across the Top 
End hospitals. I routinely review this to understand the capacity and pressure points within 
the health system, which takes only a few minutes. The only blind spots are the RDH and 
PRH Emergency Department, which are still using Caresys.
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Attachment 1: Visibility of patient number across Top End Hospitals

Attachment 2: RDH-PRH -Situational Awareness for patient flow – Ward Summary
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Currently, we are frequently missing critical information on patients as the patient charts are 
not available when we are assessing patients in the acute setting. Further, more than one 
person can read the notes at the same time. 

I acknowledge that the implementation of Acacia has been challenging, but at the same time 
we cannot afford to continue relying on our outdated legacy IT infrastructure. For example, 
our current results viewing system (CWS) does not have a functional results witnessing 
component. There is no way for clinicians to clearly see which important results have not 
been viewed yet, for example PET scan reports or biopsy reports. Witnessing within Acacia 
would close this loop and ensure that all important patient results are acted upon and not 
missed. 

I strongly support ongoing work to roll out Acacia in its full capacity. The potential benefits 
to NT health, in my opinion, strongly outweigh any challenges we have faced in the 
implementation process so far.
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Even with my relatively limited use of Acacia at Alice Springs Hospital, the following 
advantages are already evident:

1. Integration of health systems – Acacia brings together primary health care data, 
retrieval notes, and hospital summaries into a unified platform. 

2. Ease of use – As a browser-based system, it allows for seamless access and offers the 
potential for continuous upgrades without significant downtime. 

3. Electronic capture of tracking data – The system facilitates documentation of patient 
activity across multiple touchpoints, helping to deliver better coordinated and safer 
care. 

4. Reduced reliance on physical files – This supports more agile scheduling, streamlined 
departmental workflows, and fewer hospital visits for patients.
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Inpatient Settings

1. Customisable Inpatient Lists: Users can now personalise inpatient lists to suit their 
workflow. This flexibility allows for better tracking and continuity of care.

2. Access to Procedural Documents: Key documents such as TWAITs, consent forms, 
and A-scans are viewable within Acacia. This greatly improves theatre planning 
efficiency, replacing the need for physical chart retrieval or manual workarounds like 
shared drives.

Theatre Planning

1. Theatre Planner Overview: The theatre planner feature allows for advanced planning 
and clearer coordination of operating theatre schedules.

2. Real-Time Operating Room List: Real-time visibility of theatre activity helps surgeons 
track the progress of emergency cases and plan their time more effectively around 
surgical priorities.

Observations from Surgical Team Feedback

A small sample survey of doctors within the surgical team at RDH highlighted a key 
challenge: while Acacia houses a wealth of information, many users are not fully aware of 
how to navigate or utilise the system to its full potential. For example:

1. Limited Familiarity: Many SHMOs and registrars rely on workflows inherited from 
colleagues familiar with legacy systems. Their interaction with Acacia is limited to 
basic functions rather than exploring its broader capabilities.

2. Underutilised Custom Settings: Preference settings that could customise views 
by specialty are often unused, leading to cluttered interfaces and less efficient 
information access.

3. Accessing Referral Letters: Some users are unaware of where to locate outpatient 
referral letters within Acacia, despite the system offering a more reliable and 
accessible alternative to paper-based referrals, which were often misfiled in physical 
charts.

Conclusion

Acacia 1.0 has undoubtedly streamlined many clinical processes and centralised patient data 
access. However, more structured orientation or user training—particularly for junior medical 
staff—may help unlock the system’s full potential and improve user experience. Addressing 
the knowledge gap in system navigation could significantly enhance efficiency and reduce 
reliance on outdated practices.






