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Aboriginal Health Plan
2014-2016

Closing the Gap

Front Cover Illustration: Jasmine Sarin ‘Untitled’
Story: There are many ways people view health. Some see it as eating healthy, some see it as
having better services, and others may see it as keeping strong family ties. No matter how you
look at it, health translates across all cultures and boundaries. This is what I hoped to illustrate in
my artwork. The animals and plants represent healthy tucker, and being active is shown by the
footprints that connect the two central figures. These figures symbolise those who are seeking
health services and those providing health services. I used green to reflect revitalisation and
energy that comes with getting healthy and earthy colours to reflect the agricultural landscape of
Western NSW.
About the Artist: Jasmine is a 25-year-old woman who has been drawing since she can
remember. She has always been the ‘creative’ one in the family, so she has been told. She grew
up on the South Coast (Jeringa mob) and this has been a major influence on her artwork, but
she also has family in Coonabarabran (Kamilaroi mob) where she used to spend most school
holidays as a child. This has very much given her a sense of country that she draws from in her
art. She gives thanks to others who have shown interest in her work and have supported her to
continue being creative. “I don’t usually tell people what my artwork is about as I like others to
find out what it means to them and create their own story of what it means. I am thankful to those
who have found something in my art that resonates for them.”

2

CONTENTS

ACKNOWLEDGEMENT OF COUNTRY

4

STATEMENT OF COMMITMENT

5

FOREWORD

6

INTRODUCTION

7

NATIONAL AND STATE-WIDE ABORIGINAL HEALTH PLANNING FRAMEWORKS
W ESTERN NSW STRATEGIC PRIORITIES
DEVELOPMENT OF THE ABORIGINAL HEALTH PLAN

9
10
101

ABORIGINAL HEALTH PRINCIPLES

11

ABORIGINAL HEALTH PRIORITIES

12

KEY CHALLENGES

13

CHALLENGES IN CLOSING THE GAP
FUTURE DIRECTIONS
PRIORITY 1: DEVELOP A COHERENT W ESTERN NSW SYSTEM OF CARE
PRIORITY 2: SUPPORT HIGH PERFORMING PRIMARY HEALTH CARE
PRIORITY 3: CLOSE THE ABORIGINAL HEALTH GAP
PRIORITY 4: IMPROVE THE PATIENT EXPERIENCE
PRIORITY 5: LIVE WITHIN OUR MEANS
ENABLERS
W ORKFORCE CAPACITY AND CAPABILITY
INFORMATION SERVICES AND TECHNOLOGY
TELEHEALTH
TRANSPORT AND ACCOMMODATION
PARTNERSHIPS AND COMMUNITY DEVELOPMENT
W ORKING SMARTER

14
15
15
16
17
18
18
19
19
19
19
20
20
20

IMPLEMENTATION

20

APPENDIX1: KEY PRIMARY CARE PARTNERSHIPS

22

3

ACKNOWLEDGEMENT OF COUNTRY
Western NSW Local Health District (‘the District’) acknowledges the traditional owners of
Country throughout Western NSW, and their continuing connection to land and community. We
pay our respect to them and their cultures, and to the elders both past and present.
The map below highlights the many Aboriginal nations and language groups that exist within the
District’s health service boundary.
Figure 1: Western NSW Aboriginal nations1

1

Source: NSW Health Aboriginal Nations, Greater Western AHS map (extracted) and
http://archives.samuseum.sa.gov.au/tribalmap/index.html (Accessed on 6.8.2013). This map has been developed by
Paul Elbourne and indicates only the approximate locations of larger groupings that may include smaller groups. These
boundaries are not intended to be exact; this map is not suitable for use in native title claims or other land claims.
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Commitment to Closing the Aboriginal Health Gap
Western NSW Local Health District

On behalf of the Western New South Wales Local Health District, we are Sorry for the pain and
loss placed on the lives of Aboriginal people by past practices and policies, and regret the impact
this has had on the health and social and emotional wellbeing of Aboriginal families.
We recognise Aboriginal people as the First Nations People of Australia and the traditional
owners and custodians of land and acknowledge that our services are located on traditional
Aboriginal land. We pay our respects to Aboriginal Elders; past, present and future.
This commitment seeks to build respectful relationships with Aboriginal communities and
develop culturally appropriate workforce and services that will improve health outcomes and
contribute to closing the health gap between Aboriginal and non-Aboriginal people.

Accordingly we commit the following:
Strategic commitment
Closing the Gap in health outcomes for Aboriginal people is a strategic priority within the
Strategic Health Services Plan. Accordingly all our health service plans and strategies must
address how they will contribute to ‘Close the Gap’ in Aboriginal health outcomes.
Workforce Commitment
We will develop our Aboriginal health workforce and increase the number of staff we employ to a
target of 9.4% of total workforce over the next 5 years, our Aboriginal Workforce Action Plan
outlines our commitment to strategies that will develop and attract Aboriginal people into the
health workforce.
Service delivery commitment
We will ensure that Aboriginal and Torres Strait Islander Peoples have access to health services
that are equal in standard to those enjoyed by other Australians, and will work continuously to
ensure that health services are provided in a culturally responsive, safe and competent manner.
Cultural commitment
We will value and respect cultural diversity and will celebrate Aboriginal culture. We welcome
the opportunity to work with and learn from our Aboriginal partners. We commit to building
organisational cultural competency to ensure respectful communication, practices and services.

………………………………..
Scott McLachlan
Chief Executive

………………………………..
Dr Robin Williams
Chair of Board
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FOREWORD
Despite significant effort, Aboriginal people still suffer the worst health of any population group
within Australia. The life expectancy gap between Aboriginal and non-Aboriginal people remains
unacceptable. Infant mortality rates and chronic disease (including co-morbidities) are major
contributors to poor health outcomes. Furthermore, Aboriginal people experience poor
outcomes across all social indicators and extreme overrepresentation in the criminal justice
system.
In an attempt to address Aboriginal disadvantage, the Commonwealth and NSW State
governments have committed to Closing the Gap on indigenous disadvantage. Following this
lead, the District’s Strategic Health Services Plan2 identifies closing the Aboriginal health gap as
one of five strategic priorities for the organisation. In turn, this Aboriginal Health Plan provides
clear guidance for our organisation on how we will contribute to improved health outcomes for
our Aboriginal populations and patients.
The District’s Aboriginal Health Plan focuses in particular
on the ‘enablers’ of change – the partnerships, workforce
development, systems change and planning approaches
– that will make a difference. It will support a focus on
closing the Aboriginal health gaps that will then be
developed within each of the District’s service plans.

Partnerships, workforce
development, system
change and services
planning and delivery are
fundamental to improving
health outcomes for
Aboriginal people.

…………………………………
Scott McLachlan
Chief Executive
Western NSW LHD

2

The Strategic Health Services Plan can be accessed at:
http://www.wnswlhd.health.nsw.gov.au/UserFiles/files/About%20Us%20(Western%20NSW%20LHD)/WNSW_LHD_St
rategic_Health_Services_Plan_FINAL.pdf
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INTRODUCTION
Aboriginal people continue to show disadvantage across all social and economic indicators that
link with health outcomes - for example, education, employment, housing, household income,
and incarceration. It is inevitable then that Aboriginal health outcomes remain unacceptably poor
compared to non-Aboriginal people.
Aboriginal people carry a greater burden of chronic diseases and a higher level of co-morbidities.
The onset and severity of disease occurs at much younger ages for Aboriginal people compared
to non-Aboriginal Australians, and Aboriginal people die younger. In 2008 the Council of
Australian Governments (COAG) committed to close the gap on Aboriginal disadvantage, and
this is reflected in subsequent NSW Health analysis and plans.
This Western NSW LHD Aboriginal Health Plan focuses specifically on closing the gap between
Aboriginal and non-Aboriginal health outcomes, and has been developed to direct District activity
to achieve improved health outcomes for Aboriginal people in line with the NSW Government’s
intent.
Improving Aboriginal health outcomes will only occur if the commitment for Aboriginal health is
embedded throughout the entire organisation as ‘everybody’s business’. Changes need to occur
from the policy and planning level right through to service delivery. Collaboration within the
District and with partner organisations will increase capacity and resources, improve advocacy,
reduce gaps and duplication in service delivery, and focus the expert knowledge that exists
across the health sector.

POPULATION CHARACTERISTICS AND TRENDS
Aboriginal people represent 11.1 per cent of the Western NSW population compared to 2.9 per
cent for the whole of NSW, as of 2011 estimated residential populations. Aboriginal people are
4.9 per cent of the population in Bathurst, 7.7 per cent in Cowra, 14.8 per cent in Dubbo, 37.7
per cent in Bourke and 66.9 in Brewarrina. However, the largest numbers of Aboriginal people
are in Dubbo. Approximately 56 per cent of Aboriginal population in Western NSW are 24 or
younger. In NSW approximately 14.4% of the total Aboriginal population live within Western
NSW Local Health District boundary (Table 1).
Table 1: Western NSW population by gender, age and Aboriginality, 2011
Age group
0-4
5-9
10-14
15-19
20-24
25-29
30-34
35-39
40-44
45-49
50-54
55-59
60-64
65-69
70-74
75+
Totals

Aboriginal and or Torres Strait Islander
Male
Female
Total
1,961
1,926
3,887
1,842
1,700
3,542
1,873
1,785
3,658
1,711
1,606
3,317
1,305
1,227
2,532
956
930
1,886
759
816
1,575
792
951
1,743
872
979
1,851
760
781
1,541
674
687
1,361
561
520
1,081
418
401
819
273
273
546
161
180
341
139
207
346
15,057
14,969
30,026

Male
8,195
7,941
8,143
7,996
7,280
6,805
6,438
7,281
7,863
8,259
8,680
8,259
7,961
6,603
5,295
8,167
121,163

Non-Aboriginal
Female
7,525
7,438
7,555
7,405
6,774
6,724
6,606
7,319
7,834
8,237
8,418
7,730
7,505
6,370
5,083
11,065
119,585

Total
15,720
15,379
15,698
15,401
14,054
13,529
13,044
14,600
15,697
16,496
17,098
15,989
15,466
12,973
10,378
19,232
240,749

Data source: NSW Ministry of Health Populations database (SAPHaRI) Accessed: 12.08.2014
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The comparative population by age and gender graphs below compare the Western NSW
Aboriginal population (Figure 1) against the general Western NSW population (Figure 2). The
marked tapering of the Aboriginal graph from 20-24 years and onwards indicates that Aboriginal
people within Greater Western AHS are dying much younger than the general population.
Figure 1: Population pyramid for all self-identified Aboriginals in Western NSW, 2011
estimated residential populations

Source: Epidemiology, Research and Evaluation, Population Health, Western NSW LHD

Figure 2: Population pyramid for all residents in Western NSW, 2011 estimates
residential populations

Source: Epidemiology, Research and Evaluation, Population Health, Western NSW LHD
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NATIONAL AND STATE-WIDE ABORIGINAL HEALTH PLANNING FRAMEWORKS
National Partnership Agreement to Close the Gap
The Premier of New South Wales (NSW) signed the National Partnership Agreement (NPA) to
‘Close the Gap’ on indigenous disadvantage in December 2008. COAG established targets to
close the gap in indigenous disadvantage which are:
 To close the gap in life expectancy within a generation;
 To halve the gap in mortality rates for indigenous children within a decade;
 To halve the gap in unemployment outcomes within a decade.
An NPA implementation plan identified five key priority health areas that will assist in closing the
gap in indigenous health outcomes. These are:
1.
2.
3.
4.
5.

Tackle smoking – the single biggest killer of Indigenous people;
Primary health care services that can deliver;
Fixing the gaps and improving the patient journey;
Making indigenous health everyone’s business;
Healthy transition to adulthood3.

NSW Aboriginal Health Plan 2013-2023
Central to the NSW Government’s commitment to close the health gap of Aboriginal people is
the development of a 10-year Aboriginal Health Plan, in partnership with the Aboriginal Health
and Medical Research Council of NSW (AH&MRC).

The life expectancy of
Aboriginal people is still
significantly lower than the
general population in NSW.
Aboriginal men live 9.4 years
less than non-Aboriginal
men, and Aboriginal women
live 9.2 years less than nonAboriginal women.

Development of a 10-year NSW Aboriginal Health Plan
allowed re-examination of the best ways to achieve
Aboriginal health equity, find new ways of working
together, and design the services Aboriginal people
need. Delivering the Plan will require reforms in the way
health services are planned, monitored and delivered in
NSW.

The strategic directions for the NSW Aboriginal Health Plan are:







Building trust through partnerships
Implementing what works and building the evidence
Ensuring integrated planning and service delivery
Strengthening the workforce
Providing culturally safe work environments and health services
Strengthening performance monitoring, management and accountability.4

3

National Partnership Agreement to Close the Gap in Indigenous Health Outcomes: Implementation Plan (Jurisdiction NSW)
http://www.federalfinancialrelations.gov.au/content/npa/health_indigenous/ctg-health-outcomes/national_partnership.pdf
4

NSW Aboriginal Health Plan 2013-2023. NSW Ministry of Health
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Western NSW Strategic Priorities
The Western NSW Strategic Health Services Plan (SHSP)5 presents the District’s five strategic
priorities for the next 5 years, and a 3-year roadmap of actions for each. This Aboriginal Health
Plan aligns with strategic priority 3, however implementation of this plan will have positive impact
across all strategic priorities:
Priority 1: Develop a coherent Western NSW system of care
Priority 2: Support high performing primary health care
Priority 3: Close the Aboriginal health gap
Priority 4: Improve the patient experience
Priority 5: Live within our means.
The SHSP also identifies the ‘enablers’ of these strategic priorities, including:







Workforce capacity and capability
Information services and technology
Telehealth
Transport and accommodation
Partnerships and community development
Working smarter.

The strategic direction set by the SHSP, together with the annual service agreement between
the NSW Ministry of Health and the District, cascade into the District’s Annual Operational Plan.
In turn, action plans for specific services, facilities and population groups (such as this Aboriginal
Health Plan) reflect the District’s strategic direction and contribute to achievement of progress in
the priority areas, as measured by key performance indicators.
Figure 3: Context of the Western NSW Aboriginal Health Plan
Closing The
Gap National
Partnership
Agreements

NSW Health Strategic Plan

NSW
Aboriginal
Health Plan

Western NSW Strategic Health Services Plan

Western NSW Annual Operational Plan
Aboriginal Health
Plan
Special
Population
Service Plans

Service / Facility
Operational Plans

Asset
Management
Plans

5

The SHSP, launched in September 2013, can be found at
http://www.wnswlhd.health.nsw.gov.au/index.php?select1=Health%20Services
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DEVELOPMENT OF THE ABORIGINAL HEALTH PLAN
Work on the District’s Aboriginal Health Plan was initiated in mid-2012 by the Western NSW LHD
Aboriginal Health Plan Working Group, which hosted a planning forum involving key partners
such as Aboriginal Community Controlled Health Services (ACCHS), Medicare Locals, and
stakeholders including Western Institute of TAFE, and the then Department of Employment,
Education and Workforce Relations.
Work on the Aboriginal Health Plan then paused pending completion of the District’s Health
Needs Assessment6 (developed in partnership with Western NSW Medicare Local) and Strategic
Health Services Plan (SHSP). The SHSP now provides the strategic context within which
focused service and population group planning can be undertaken.
In late 2013, a further round of engagement sessions were held with internal and external
stakeholders, including personnel from District services, general practice, ACCHSs and
Medicare Locals, with perspectives from urban, rural and remote areas of Western NSW.
Desired outcomes
Whilst acknowledging the magnitude of the challenge of closing the gap in Aboriginal health
inequalities, the District recognises that it has a key role to play both as a provider of health
services and as a partner in collaborative planning and delivery.
This Plan will provide a clear guide of the actions required to achieve gains in health outcomes
for Aboriginal people in Western NSW in line with the Commonwealth and NSW State Closing
the Gap initiatives. Key themes for action within the Plan are:
 Ensure programs and services are accessible, affordable, relevant and appropriate for
Aboriginal communities
 Continue to develop and strengthen effective partnerships and working relationships with
the Aboriginal community controlled sector, Medicare Locals, Aboriginal communities and
other key stakeholders
 Develop and support a skilled Aboriginal workforce
 Ensure governance, planning and advisory structures within the organisation are
supportive of culturally relevant decision-making
 Take a collaborative approach to redesigning existing funding streams to support
integrated service delivery, and the pursuit of new funding opportunities.

ABORIGINAL HEALTH PRINCIPLES
In addressing the key issues and general health needs, inequalities, and underpinning social
determinants of health for Aboriginal people, the District will apply a number of principles to all
planning, policy, workforce and service delivery processes.
Inclusive planning for Aboriginal people
Aboriginal people’s rights to self-determination and their role in determining where and how
government entities respond to their needs and aspirations are fundamental to ensuring that
policies and programs are relevant to their needs.

6

The HNA can be accessed at http://wnswlhd.health.nsw.gov.au
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Partnerships in health
The District’s health resources are limited. Their value can be increased by working in
partnership with other agencies. Each agency has its own set of relevant and specialised
capacity and capability; combining these allows for the greatest impact on Aboriginal health
access and outcomes.
Prevention, early detection and intervention
The burden of Aboriginal chronic disease largely
reflects lifestyle risk factors progressing to diagnosed
disease and the complications arising. The prevalence
of long term conditions among Aboriginal people, and
the associated early and unnecessary morbidity and
mortality, has detrimental impact on Aboriginal
communities and their capacity to function.
Prevention, early detection and intervention will
ameliorate this burden, and lift outcomes for Aboriginal
people as measured by health and social indicators.

The COAG commitment to
Closing the Gap is focussed
in particular on reducing the
life expectancy gap and child
morbidity. This can only
occur with an ‘upstream’
approach to Aboriginal
primary health care.

Holistic health and family wellbeing
Aboriginal people regard health as reflecting physical, social, spiritual and emotional wellbeing.
The individual cannot be separated from the family, just as the family cannot be separated from
the community. If the individual is unwell it has impact on the family. If the family is unwell it has
impact on the community. This also works in reverse - if the community is unwell then the family
suffers, and if the family is suffering the individual becomes unwell. The District and its services
must understand and respond to this belief system, and take a holistic approach in its work with
Aboriginal patients and their families. It must also pursue a ‘whole of community’ approach
through partnerships with other agencies, and with the Aboriginal communities themselves.

ABORIGINAL HEALTH PRIORITIES
The District is responsible for service delivery to a high proportion of NSW’s Aboriginal people.
The areas identified in the Western NSW Health Needs Assessment where health service
interventions are likely to provide the greatest population outcome gains for Western NSW as a
whole are also those that will have the greatest impact on lifting Aboriginal health outcomes.
They are:

Aboriginal people see the
disease as a symptom of the
community, and without
addressing the community
issue then the prescribed
care may be ineffective.

 Smoking prevention and cessation
 Nutrition and physical activity interventions,
including obesity prevention
 Diabetes prevention and management
 Well child care during the first 1000 days of life,
particularly for Aboriginal children
 Mental health, through strengthening community
care and support.
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Chronic disease in Aboriginal populations is generally preventable, and is responsible for a large
proportion of the life expectancy gap. Understanding of what works in reducing risk factors and
managing chronic disease in Aboriginal people has grown over the past decade. Key factors in
successful programs7 are:









Aboriginal community support and involvement
Effective local area partnerships and working groups
Participation and professional development of Aboriginal health workers
Adequate resources, and coordination between existing human, financial and physical
resources and initiatives
Accessible early detection and intervention programs
Local multidisciplinary teams or taskforces with clear roles and responsibilities
Locally agreed, evidence-based clinical protocols
Systems for follow-up care, including registers and recall systems.

KEY CHALLENGES
Challenges for the District
The Western NSW LHD faces a range of challenges common to LHDs operating in regional,
rural and remote communities. These are listed in Table 2.
In addition, there are some unique local challenges. Performance is variable against the national
and NSW Health performance indicators for which it is accountable. Providing sustainable
services that respond to health need and meet the increasing demand is a constant challenge for
all health systems. Financial viability into the future requires constant focus and effort to ensure
our communities stay healthy in the community and access hospital services only in acute
situations.
A small reduction in avoidable hospital admissions and in average length of stay will contribute
significantly to future service sustainability

7

NSW chronic care for Aboriginal people program, available at
http://www.health.nsw.gov.au/initiatives/chronic_care/aboriginal/index.asp
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Table 2: Summary of challenges facing the District
Challenge
Demography

Community
expectations

Factors
Population ageing brings increasing service demand
Continuing migration - west to east; north to south; ‘remote to regional’
Increased Aboriginal share of the population, and their high health needs
Lifestyles and obesity will increase demand
Building awareness of rationale for service changes associated with contemporary
models of care
Low health literacy
Addressing new or growing needs, eg drug & alcohol; suicide; bariatric surgery
Meeting the expectations of the ‘baby boomers’

Geography

Sparse population, with large distances between communities
Working with local communities
Patient and health professional transport

Service
configuration

Inequity of access across the district
Absence of an agreed ‘system of care’ with corresponding patient flows
Lack of service integration across primary, community and specialist services,
especially in rural and remote areas
Lack of a population health outcome focus

Workforce

Funding

Age structure
Maldistribution (‘inverse care law’)
Recruitment and retention in rural and remote areas
Sub-specialisation
Reliance on locums
Poor coordination of specialist outpatient planning
Delivery costs increasing faster than funding
Sustainable service delivery within budget
Diversity of funding sources (Commonwealth/State; fee-for-service/program) works
against best use of resources
ABF risks distortion of best practice models of care
Capital development may impact on financial performance

Facilities

Number of rural and district facilities, and their suitability for future roles and capacity
Affordability of upgrades

Information and
communications
technology

Sharing of clinical information across practitioners, providers and sites
Bandwidth limits to remote ‘virtual’ care (telehealth)
Cost-effectiveness

Challenges in closing the Aboriginal health gap
Despite significant health gains for many people living in Western NSW, these have not been
shared equally. As shown in the Health Needs Assessment, Aboriginal people continue to have
higher levels of health risk, poorer health, and a shorter life expectancy than non-Aboriginal
people.
In line with Commonwealth and NSW State commitments, the District is giving priority to
enhancement of access and outcomes for Aboriginal people. Achieving this will require the
District to address key issues facing Aboriginal communities in Western NSW, as well as to
provide enhanced services to Aboriginal people. These are listed in Table 3.
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Table 3: Challenges facing the Western NSW health system in closing the Aboriginal
health gap
Challenges
Community factors
 Access to services and underrepresentation in rehabilitation and post discharge programs
 Lack of engagement
 Social determinants such as poverty, criminality, transport, poor housing, unemployment and lack of
education, lack of access to technology
 Family commitments prevent prioritising own health needs
 Grandparents are often primary care givers – without recognition
 The extent of grief and loss and how this impacts on functionality and mind set
System factors
 Programs and service delivery not appropriate for Aboriginal people
 Lack of cohesion between service agencies creates confusion of where to go and what is available
 Current policy does not prioritise the needs of Aboriginal people
 Prevention and ‘upstream’ solutions
 Cultural awareness, responsiveness and competence
 Aboriginal people are underrepresented in the health workforce and underrepresented in decision
making roles
 Need to align service delivery with ‘closing the gap’ strategic direction
 Communication across services
 Engagement of and communication with community
 Improvement of transport and accommodation

FUTURE DIRECTIONS
STRATEGIC DIRECTION
The five strategic directions of the SHSP provide the framework for this Aboriginal Health Plan,
and reflect recognition that closing the Aboriginal health gap is the responsibility of the District as
a whole, and of all of our staff. Key structural, cultural and governance components of the
Aboriginal Health Plan’s actions have been grouped in Priority 3 (Close the Aboriginal health
gap); other actions are presented in the remaining SHSP priority areas.

Priority 1: Develop a coherent Western NSW system of care
The Western NSW health system will move beyond narrowly focussed programs and projects
into larger scale, sustainable service delivery models that integrate services for local
communities, and include a priority of improving Aboriginal access and outcomes. Service
development will be underpinned by accessible, affordable, relevant and appropriate care
models for Aboriginal people.
The District has developed an Aboriginal Workforce Action Plan to focus and accelerate efforts
to support emergence of an expanded and skilled Aboriginal health workforce. The District
has an Aboriginal employment target of 11.1%, which is representative of the local Aboriginal
population. Increasing the proportion of the District’s workforce who are Aboriginal will both
improve service responsiveness to Aboriginal patients and families, and lift Aboriginal socioeconomic status. It will be achieved through partnerships with the Education sector, Aboriginal
community controlled health service organisations, Medicare Locals, and Aboriginal
communities.
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Strengthening cultural awareness and competence of District staff will build capacity,
capability and confidence to deliver a holistic and appropriate model of care to Aboriginal
patients and their families. Continued uptake and development of the District’s cultural training
will be important, as will cultural support for tailoring specific District services to better respond to
Aboriginal needs.
Implementation of an integrated ‘health intelligence’ function in partnership with Medicare
Locals and ACCHS’s provides a major opportunity to strengthen understanding of the needs of
the Aboriginal population, and the performance of the District and other providers in meeting
these needs. This shared service function will provide improved data collection and analysis
across demographics; prevalence and incidence; access and utilisation; outcomes; and service
capacity at both locality and District levels. It will allow benchmarking of clinical and social
indicators, and inform planning and resource allocation.

To progress this Strategic Priority the District will:


Expand the skilled Aboriginal health workforce



Increase opportunities for Aboriginal people to access specialist services closer to home.



Develop a system wide focus on prevention, early detection and intervention for Aboriginal
people



Ensure Aboriginal children are healthy and ready for school



Develop systems for shared planning and evaluation of data

Priority 2: Support high performing primary health care
Improved primary health care will be fundamental to achieving improved access and outcomes
for Aboriginal people. The District’s coordinating care team already works closely with staff from
Medicare Local and ACCHSs, and reduced re-admissions for Aboriginal patients have been
noted.
Partnerships have existed for a number of years with ACCHSs such as Coonamble, Bourke and
Wellington and with the former Outback Divisions of General Practice. However, achievement of
significant and sustained impacts will require alignment, commitment and accountability for
results across the partnership group. Relationships of the District with the Aboriginal Community
Controlled Sector, Medicare Locals and general practice need to become more action oriented
and more ambitious in their scope and scale. Bold thinking and action is needed at both Districtwide and local levels to redesign organisational structures, funding approaches and delivery
models to better integrate primary and community health services, and better respond to the
needs of Aboriginal people.
The District will foster and where appropriate, lead an integrated response to Aboriginal health
needs across Western NSW to ensure alignment of organisational agendas and services to
address barriers to access. This approach will address issues such as the impact of remoteness
and poverty, and improvement of primary health care accessibility for Aboriginal people at the
local level. It will be strongly linked with work on model of care design and clinical pathways as
part of the Western NSW Integrated Care Program8, to be governed through a partnership
between the District, the Medicare Locals, and Bila Muuji in the delivery of primary health care.
8

Western NSW LHD is one of three LHDs selected by the NSW Minister of Health as demonstrators for
implementation of integrated care strategies. Additional funding is being provided for 3 years to support
transformational change in the delivery of health services. Formal shared governance relationships, goals and KPIs
(including a focus on closing Aboriginal health gaps) will be features of the Integrated Care Program.
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A place-based (‘localities’) focus for planning and action will be used to move this agenda
forward. These will include smaller scale, localised initiatives, together with development of a
large scale response in Dubbo and surrounds given its relatively high Aboriginal population. A
framework will be established to foster spread of learning and innovation across these locality
developments.

To progress this Strategic Priority the District will:


Develop integrated and sustainable primary health care service delivery models for
Aboriginal people



Increase LHD capacity to review Aboriginal primary health care data



Implement the Western NSW Mental Health review recommendations to enhance services
for Aboriginal people with mental health conditions, provide care 'closer to home' and
increase access to community based care



Increase overall wellbeing of Aboriginal people through the prevention of chronic disease

Priority 3: Close the Aboriginal health gap
That closing the gap is ‘everybody's business’ will be reinforced through the District’s leadership
and accountability structures. This will start at Board level, where the commitment to closing
the Aboriginal health gap will be embodied in supporting the establishment of a reportable
Aboriginal Health performance framework to elevate awareness of challenges and progress
against closing the Aboriginal health gap.
Similarly, the Chief Executive will consider how the District should configure its resources and
accountabilities to support closing the Aboriginal health gap. Functions to be considered include:








Support for Aboriginal health partnerships
Policy, planning and performance including data systems and reporting
Cultural awareness and competence education for staff
Problem solving for individual patients
Cultural support for management
Support for services to become more responsive to Aboriginal health needs
ELT membership

To progress this Strategic Priority the District will:


Establish LHD wide accountability systems for investment and activity relating to Aboriginal
Health



Consider and include Aboriginal people in all aspects of planning an service delivery



Improve the cultural capability of the LHD



Value Partnerships as an optimal planning and service delivery model for Aboriginal Health
to increase care coordination and collaboration at a local community level
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Priority 4: Improve the patient experience
Developing and implementing a patient-centred care framework for long term conditions
(including chronic disease, mental health, and cancer) will be key to improving the Aboriginal
patient experience. The framework will be developed in consultation with the Aboriginal
community and health workforce. This framework should include:
 Consideration of the individual’s health needs in the context of family and community.
Where safe and cost-effective, services should be delivered ‘close to home’ to minimise
cost and social impacts on patients, through mechanisms such as outreach clinics,
telehealth, local treatment administration, shared care, and targeted support for transport
and accommodation.
 Acknowledgement of and support for individual preferences for treatment including
traditional Aboriginal medicine models. Improving Aboriginal peoples’ health care
experiences involves acknowledgement of holistic and complementary forms of
Aboriginal spiritual healing and herbal medicines.
 Establishment of Aboriginal advisory committees to inform the design and delivery of key
clinical services through patient and carer feedback. Committees could be established at
the local or District-wide depending on the nature of the service, and preferences of the
Aboriginal populations served. The approach should be trialled in a small number of
services (such as is currently being explored with the Orange cancer service), and
evaluated. The intersection with the existing Health Councils should be considered in the
evaluation.
 Determination of appropriate ways to welcome Aboriginal people into health facilities –
such as flying the Aboriginal flag, displaying artwork, and promoting cultural competence
in staff.

To progress this Strategic Priority the District will:


Develop and implement a patient-centred care framework for long term conditions (including
chronic disease, mental health, and cancer)



Improve the Aboriginal patient journey



Improve the patient experiences of admission and discharge from Dubbo Health Service

Priority 5: Live within our means
In the context of the localities approach (see Priority 1) and strengthened partnering with
Medicare Locals and the Aboriginal Community Controlled Sector, the District will pursue a
collaborative approach to proposed contestability of existing Aboriginal health funding streams at
NSW State and Commonwealth levels, and pursuit of new funding opportunities. This
collaborative approach to funding applications will be informed by joint service planning, and is
intended to ensure movement to integrated service delivery models supported by Western NSW
attracting a fair share of investment.
In addition, peak bodies at both national and NSW State levels offer a range of grants and
ongoing funding to support strengthened provision of services for Aboriginal people. The District
and its partners will collaborate in a joint strategic approach to pursuing such additional revenue
streams to improve Aboriginal service access and health outcomes.
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To progress this Strategic Priority the District will:


Capitalise on existing and potential resource streams to enable optimal Aboriginal health
outcomes from investment



Develop efficient integrated and sustainable primary health care service delivery models for
Aboriginal people that meet Aboriginal Health need.



Undertake a review of health promotion activity in Western NSW

ENABLERS
In order to support the strategic priorities identified in the SHSP, six key enablers were identified.
These enablers are:







Workforce capacity and capability
Information services and technology
Telehealth
Transport and accommodation
Partnerships and community development
Working smarter.

Workforce capacity and capability
Critical to the successful implementation of the Aboriginal Health Plan will be strengthening the
Aboriginal health workforce, and enhancing Aboriginal cultural understanding among hospital
staff. The District has developed an Aboriginal Workforce Action Plan 2014-2016 to enhance,
increase and support the skilled Aboriginal health workforce, again in collaboration with partner
organisations and Aboriginal communities.

Information services and technology
Access to timely patient health information is critical for supporting multidisciplinary patient–
centred care, quality improvement, and the sharing of best practice. Aggregated information is
also of fundamental importance for monitoring of service delivery and impacts, and evidencebased planning and resource allocation. The District is developing a 3-year Information
Technology Plan to support achievement of the strategic priorities.

Telehealth
A key challenge for the District is the need to support patients and clinicians in rural and remote
communities who need access to specialist medical skills. Traditionally this has been addressed
either by remote telephone support, or by physically moving the patients to the specialists, or the
specialists to the patients. Given the rural and remote residency of the majority of the Aboriginal
population within Western NSW, there is a pressing need to enhance telehealth to better support
the District achieving its Aboriginal health priorities in the next 3 years.
The District is developing a Telehealth Clinical Plan to respond to the geographic challenges.

19

Transport and accommodation
Difficulties with transport cause significant access barriers for people living in rural and remote
areas – including a high proportion of Western NSW’s Aboriginal population. This in turn affects
the District’s ability to improve outcomes and reduce health inequalities. While reducing the
need for patient travel to specialist services through initiatives such as hospital-in-the-home,
visiting specialist clinics, telehealth, and early transfer for subacute care in a local hospital are
important facets of the solution, improved transport and supported accommodation are also
important.
The District will work with partner organisations (including the Medicare Locals, Aboriginal
community controlled health organisations, ambulance services, and the Royal Flying Doctor
Service) to take a strategic approach to development of transport and accommodation services
and resources.

Partnerships and community development
Pooling of expertise and resources with partner organisations, and alignment of planning and
action will provide greater leverage to address long-standing socio-economic determinants of
Aboriginal health in the District. This will contribute to closing the Aboriginal health gap through
improving access and outcomes.
Key health partner organisations for the District include Western and Far West Medicare locals
and Aboriginal Community Controlled Health Services.
Further details of these partnerships are presented in Appendix 1.

Working smarter
It will be important for the District to harness the knowledge of front-line staff in pursuing health
care innovation to improve Aboriginal access and outcomes, and to ensure there is a strong
connection between management, clinicians and patients to encourage patient-centred care and
sharing of best practice.
Clinicians and providers seek to provide the best care they can to their patients and populations.
However, sometimes the way in which services are funded and structured can create artificial
boundaries between clinicians and distract attention from what is most important: improving
patient and population outcomes. It will therefore be critical for the District and its partner
organisations to provide the scope for clinicians to better integrate services and focus on
improving access and outcomes.

IMPLEMENTATION
An implementation Roadmap for this Aboriginal Health Plan has been developed and is
attached. The Roadmap will direct the Districts’ activity to close the gap in Aboriginal health.
Whilst this Aboriginal Health Plan is clearly aligned to the Western NSW LHD SHSP strategic
priority 3; Close the Aboriginal Health Gap, the strategies and actions within the Aboriginal
Health Plan Roadmap are aligned to all five SHSP strategic priorities to stratify activity across all
strategic priority.
To ensure whole of organisation commitment, effort and accountability strategies within the
Roadmap have an Executive lead.
The Aboriginal Health Management Team will form a key enabler to the District in their effort to
successfully implement the Plan and Roadmap with a focus on measurable improvements in
Aboriginal health outcomes across all strategic priority areas imbedding the Aboriginal health
principles in all we do.
20

IMPLEMENTATION ROADMAP AND MEASURES
Insert roadmap..
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APPENDIX 1: KEY PRIMARY CARE PARTNERSHIPS
Aboriginal Community Controlled Health Services
Aboriginal Community Controlled Health Services (ACCHSs) are led by an Aboriginal board and
have GP-led primary health care as their key focus. Within Western NSW there are 10
ACCHSs.
Most ACCHSs within Western NSW - including those in Bourke, Brewarrina, Walgett,
Coonamble, Dubbo, Wellington, Orange and Yoorana Gunya in Forbes - are affiliated with the
Bila Muuji Aboriginal Health Services Inc. The District has signed a partnership agreement with
Bila Muuji to give effect to coordinated planning for Aboriginal health services.
Condobolin and Peak Hill ACCHSs are not affiliated with Bila Muuji, however provide a similar
range of services. The District works closely with these agencies to ensure Aboriginal people
within those communities receive quality health services.
There are two Aboriginal rehabilitation centres within Western NSW - Orana Haven in
Brewarrina, and Weigelli in Cowra. Both are long established centres providing drug and
alcohol rehabilitation services to Aboriginal and non-Aboriginal people. Yoorana Gunya (Family
Violence Healing Centre Aboriginal Corporation) in Forbes provides women and family support
services and has recently been funded to include women’s legal services to its charter.
Figure 4: The locations of Aboriginal Medical Services in NSW

Medicare Locals
The Closing the Gap National Partnership Agreement (CTGNPA) clearly identifies the role of
Medicare Locals and private practitioners as fundamental to health gains among Aboriginal
people and communities. Medicare Locals are charged with improving Aboriginal access to
mainstream primary care.
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Two Medicare Locals operate in Western NSW - Western NSW and Far West Medicare Locals.
In recent years, the District has developed strong working relationships with both agencies (and
their predecessors, the Divisions of General Practice) resulting in many joint initiatives focusing
on Aboriginal people and communities.
In 2009, the District and the former Outback Division of General Practice (now Far West
Medicare Local) entered into a formalised Memorandum of Understanding (MOU) for both
agencies to work collaboratively to implement early intervention and prevention programs in the
region via the Outback Health Program. The Outback Health Program is a schedule of early
intervention initiatives that are implemented in towns throughout the area, with a focus on
physical activity and nutritional programs.
In recent years the District and Western NSW Medicare Local have been working collaboratively
to improve Aboriginal access to general practice services within the latter’s boundaries. This
collaboration has resulted in, for example, service access being greatly improved in Cowra
through the Yalbilinga Outreach Centre, where the Medicare Local funds transport to and from
the medical centre in that town. A local GP also provides primary health clinics (one day per
week) at Yalbilinga for mothers and babies.
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Western NSW LHD Aboriginal Health Plan - Implementation Roadmap
Strategic Priority 1

Develop a coherent Western NSW system of care

Strategy

Actions

Milestones/deliverables

Expand the skilled Aboriginal
health workforce

In conjunction with the LHD Workforce
initiatives, implement the LHD Aboriginal
Workforce Plan and performance
indicators including a focus on cultural
and clinical mentorship

Agreed implementation plan and performance
DW&C
indicators aligned to the Aboriginal Workforce Plan

ELT lead

Development and implementation of strategies to
meet the Aboriginal workforce target of 9.4%
Identification and development of systems and
policies required to support the achievement of
KPI's in Aboriginal Workforce Plan
Establish an endorsement process for the Scope of practice and competency assessment tool DW&C
qualified Aboriginal workforce to practice developed and implemented
clinically through a structured LHD
Formalised processes for clinical supervision of
DW&C
competency and clinical governance
AHW trainees and AHWs established
framework
Increase opportunity for
Aboriginal people to access
specialist services closer to
home.

Undertake a gap analysis of specialist
outreach services for Chronic Diseases
including; transport and logistics, usage
and resources, and continuum of care to
identify potential solutions

Implement a care coordination model for
Aboriginal people that require access to
specialist services
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Working party including ACCHSs convened
Mapping of existing outreach services and gap
analysis
Analysis of current transport utilisation including
inefficiencies and gaps
Identify solutions to service gaps with efficient
transport and logistic solutions
Establish agenda for Integrated PHC/access to
specialist services on district Aboriginal Health
partnership forum.
Establish KPIs relating to access to specialist
services for Aboriginal people in the Integrated
Care Program Project Plan
Review and enhance existing care coordination
systems to include specialist services coordination

DMS

DIPC&P

Project
Lead
MAW

By when
Mar-15

MAH

Mar-15

MAH

Mar-15

DMAH

Mar-15

MAW

May-15

DMAH

Nov-14

MP&IC

Mar-15

GMSF(N)

Mar-15

P&SDM
(ICP&P)
MP&IC

May-15

MP&IC

Apr-15

MP&IC

Aug-15

Nov-14
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Strategic Priority 1

Develop a coherent Western NSW system of care

Strategy

Actions

Develop a system wide focus on Develop a range of Health Promotion
prevention, early detection and
activities to address obesity, physical
intervention for Aboriginal people activity and nutrition

Develop and implement a smoking
cessation strategy

Ensure Aboriginal children are
healthy and ready for school

Develop systems for shared
planning and evaluation of data

Review access for Aboriginal children
under five to screening and preventative
services
Review access for Aboriginal children to
Allied health professionals

Milestones/deliverables
y
g
g
programs, utilisation by Aboriginal people and gaps
in services
Develop and implement a Plan for culturally capable
'healthy lifestyle' programs addressing obesity,
physical inactivity and nutrition that addresses
service gaps and builds upon existing successful
programs
Provide education and support to AHW's in relation
to smoking cessation interventions
AHW's are formally linked into existing and future
LHD smoking cessation strategies
Establish system to monitor and report AHW
participation in smoking cessation strategies
Child health report card developed with agreed KPIs
and targets

Complete analysis of access to and utilisation of
allied health services by Aboriginal Children with
recommendations
Agreed strategies to Improve access
Establish a shared 'health intelligence unit' Develop a proposal for the establishment of a
to develop profiles to inform locality
Health Intelligence Unit
planning and action, based on existing
Develop locality profiles
data availability, the Health Needs
Locality profiles are used in integrated service
Assessment, and Aboriginal health
planning with service delivery partners.
priorities.
Establish systems to enable client data
sharing between service providers
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Develop an agreed system for sharing data for
planning and evaluation
Develop a range of Aboriginal Health performance
measures for inclusion in the District dashboard for
reporting on activity and outcomes

ELT lead
DPH

Project
Lead
MHP

By when
Nov-15
Feb-16

DPH

CCC

Nov-14
Mar-15
Mar-15

DIPC&P

ADIPC&P

Mar-15

ADIPC&P

May-15

Mar-00
CE

MOPM

Nov-14
Mar-15
May-15

CE

MOPM

May-15
Aug-15
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Strategic Priority 2

Support high performance primary care

Strategy

Actions

Milestones/deliverables

Develop integrated and
sustainable primary health care
service delivery models for
Aboriginal people

Implement an integrated diabetes model
in Dubbo for Aboriginal people

Development of an agreed focus and project scope

Establishment of a Project team
Development of a plan for Dubbo integrated
diabetes project
Implement project plan and report on project
performance measures
Undertake an evaluation of the project
Evaluate Brewarrina model and extract learnings
Apply the learnings from the model of
integrated care in Brewarrina and apply to Learnings from Brewarrina model imbedded into
Integrated Care demonstration sites
Integrated Care demonstration sites.
Establish a local demonstrator site at an AMS site willing to participate in Integrated PHC
program identified
AMS to provide exemplary models of
Develop local Integrated PHC plans
chronic disease management:
Establish a system of monitoring and reporting
Expand program into other sites
Increase LHD capacity to review Develop a proposal within the Integrated Establishment of a proposal for Aboriginal Health
data within the development of the Health
Aboriginal PHC data
Care Project for implementation of a
Intelligence Unit
'health intelligence' function aimed at
improved data collection and analysis with Identify opportunities for improved data sharing
leading to better collaboration across providers and
a particular focus on Aboriginal access,
improved health outcomes and patient journey for
utilisation and outcomes at District and
Aboriginal people
locality levels
Implement the Western NSW Include the specific needs of Aboriginal
Working party convened including representation
Mental Health review
people when determining the future
from ACCHSs
recommendations to enhance service configuration and models of
services for Aboriginal people service delivery
with mental health conditions,
Process for overlaying 'cultural lens' on service
provide care 'closer to home' and Involve Aboriginal communities in the
future
planning
of
MHDA
services
planning developed
increase access to community
based care (Implementation Provide training and support for culturally Training program established
planning underway in MHDA appropriate practice in MHDA services
Review, further definition to be
Increase access to MH services by
Referral pathways developed
provided)
developing robust referral pathways.

Western NSW LHD Aboriginal Health Plan ‐ Implementation Roadmap

ELT lead
DIPC&P

Project
Lead
P&SDM
(ICP&P)

By when
May-14
May-14
Oct-14
May-15

DO
DIPC&P

SMP-AH

Nov-15
Nov-15
Feb-16

DIPC&P

DMAH

Nov-14

CE

CCC
CCC
CCC
DIPC&P

Mar-15
May-15
Aug-15
Aug-15

MOPM

Aug-15

DO

PM MHR + Mar-15
MAMH

May-15
Mar-15

May-15
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Strategic Priority 2

Support high performance primary care

Strategy

Actions

Milestones/deliverables

Implement the Western NSW
Mental Health review
recommendations to enhance
services for Aboriginal people
with mental health conditions,
provide care 'closer to home' and
increase access to community
based care (Implementation
planning underway in MHDA
Review, further definition to be
provided)

Establish processes for ongoing
monitoring and evaluation of MHDA
services

Monitoring and evaluation framework developed

Invest in additional 'Community Based'
Mental Health workforce and integrated
systems
Include roles for Aboriginal Mental Health
workers in community based
multidisciplinary teams in areas with high
Aboriginal populations
Provide dedicated resource to enable
ongoing training, linking and supervision
for the emerging Aboriginal Mental Health
Worker graduates
Increase number of Aboriginal people
accessing Adult health check

Locality based workforce analysis

Jun-15

Locality based Workforce Plan

Jun-15

Development of Supervision and Professional
Development Strategy which builds upon existing
strategies

Jun-15

Increase overall wellbeing of
Aboriginal people through the
prevention of chronic diseases.

Increase number of Aboriginal people
accessing Chronic Care and Cancer
screening services

DO

Project
By when
Lead
PM MHR + May-15
MAMH

Work with General Practice and ACCCH's to
increase uptake of Aboriginal Adult health checks,
particularly in people aged between 24 and 35

DIPC&P

MHP

Nov-14

Review current screening activity and access by
Aboriginal clients

DIPC&P

DI&BS

Mar-15

Establish strategies to increase Aboriginal access to
screening activities
Establish systems to support follow up treatment for
Aboriginal clients
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ELT lead

May-15
Aug-15
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Strategic Priority 3

Close the Aboriginal health gap

Strategy

Actions

Milestones/deliverables

Establish LHD wide
accountability systems for
investment and activity
Aboriginal Health

Establish a district wide reportable
performance framework that cascades
responsibility for Aboriginal Health and
workforce KPI's throughout all levels of
the organisation

Map reportable Aboriginal health and workforce
KPI's across directorates/programs.
Establish local Site KPI's and reporting framework

Develop reporting systems and tools
Develop a LHD dashboard that focuses on
Aboriginal Health outcomes.
Establish a review process to ensure that KPI's are
relevant and implemented with tracking
mechanisms to drive performance
Establish reporting system to LHD Board
Aboriginal people are considered Implement a staged approach to applying Project establishment including working party
convened
and included in all aspects of
the philosophy of the Aboriginal Health
planning an service delivery
Impact Statement, where impacts on
Aboriginal people are considered in
Identify existing systems to measure Aboriginal
development of all plans, policies,
Health Impact
strategies and service changes.
Review effectiveness of existing impact measures

Improve Aboriginal patient quality
and safety

Develop a strategy to ensure an
appropriate response is included for
Aboriginal people in the clinical
governance patient safety framework
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ELT lead
DO

DN&M

Project
Lead
MOPM

By when
Mar-15

DMAH

Mar-15

DMAH
MOPM

May-15
May-15

DMAH

May-15

DMAH
P&SDM /
DMAH

May-15
Nov-14

Dec-14
Mar-15

Develop strategy to ensure consideration of impacts
on Aboriginal people in development of all plans,
policies, service enhancements and changes

May-15

Implement strategy

Aug-15

Ensure the Performance Reporting for Aboriginal
Health Outcomes include relevant Patient Safety
and quality indicators

DCGU

DMAH /
MPS&Q

May-15

Establish clinical governance processes to monitor
and measure Aboriginal Patient Quality and Safety
Indicators
Develop guidelines for management, escalation and
communication of Aboriginal patient safety issues

May-15

Develop cultural safety in clinical practice guideline

Aug-15

May-15
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Strategic Priority 3

Close the Aboriginal health gap

Strategy

Actions

Milestones/deliverables

ELT lead

Improve the cultural capability of Continue to implement Aboriginal Cultural Develop survey to assess impact of RTD training on DW&C
behaviour and attitudes
the LHD
Awareness education
Report outcomes of survey and use information as
continual improvement of CAT
DN&M
Develop an Aboriginal Cultural Capability Establish a working group to develop overarching
framework that sits within the LHD cultural LHD cultural responsiveness framework
competency framework linking with LWT
philosophy and SHSP 3.3
Develop an LHD EEO Management plan
DW&C
DCGU
Develop "Racism stops with me" strategy
Develop standards to measure Aboriginal cultural
DIPC&P
responsiveness
Develop a cultural responsiveness audit tool or
checklist to apply a 'cultural lens' over activity

Value Partnerships as an optimal Increase number and effectiveness of
planning and service delivery
Local Aboriginal Health partnerships
model for Aboriginal Health to
increase care coordination and
collaboration at a local
community level
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Develop a communication strategy
Develop a reporting framework
Review number and effectiveness of current
DO
Aboriginal Health Partnerships
Investigate opportunities to establish new or renew
Local Aboriginal Health Partnership
Establish guidelines/processes to support functional
Local Aboriginal Health partnerships
Link partnership arrangements into local integrated
PHC planning
Link partnership activity to local site reporting

Project
Lead
M E&T

By when
Mar-15

M E&T

Dec-14

DMAH

Nov-14

MAW

Mar-15

MPS&Q
DMAH

May-15
Mar-15

DMAH

Mar-15

DMAH

May-14

DMAH

May-14

SMP'ship - Feb-15
AH
SMP'ship - Feb-15
AH
DMAH
Feb-15
SMP - AH Feb-15
DMAH

Feb-15
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Strategic Priority 4

Improve the patient experience

Strategy

Actions

Undertake a patient journey evaluation - to identify
issues and gaps
Develop patient centred framework for Aboriginal
people
Agree Framework
Identify chronic disease priorities
Apply Framework to disease priorities
Implement frameworks
Convene working group - agree approach
Establish Aboriginal advisors on clinical
Aboriginal representatives/advisors identified and
committees or establish an Aboriginal
advisory committee to inform the design links to key committees established
Establish coordinated system to meet the Review existing transport strategies with a view to
transport and accommodation demand for establishing an effective, accessible and equitable
Aboriginal patients travelling away from
service for Aboriginal clients
Develop and submit business case for preferred
home town for health services or
model
discharged after hours
Explore enhancing transport service models to
respond to medical/maternal accommodation
needs
Include the Aboriginal patient and family in Clinical guideline developed and education delivered
communication regarding treatment
options, discharge planning and general
patient care.
Ensure comprehensive communication
Develop Handover communication form for
Aboriginal patients
and follow up with client, primary care
Develop and implement post discharge
giver and local HS within 48 hrs post
communication protocols
discharge
Provide monthly 48 hr f/up report /to ELT

Develop and implement a patient- Establish a patient-centred care
centred care framework for long framework for long term conditions
term conditions (including chronic (including chronic disease, mental health,
disease, mental health, and
and cancer)
cancer)

Improve the Aboriginal patient
journey

Milestones/deliverables

ELT lead
DIPC&P

By when
Dec-14
Dec-14
Dec-14
Dec-14
Dec-14
Dec-14
Dec-14
Dec-14

DMS

DMAH

DO

MPTU/DM Dec-14
AH
Dec-14
Dec-14

DO

MPS&Q/D Dec-14
MAH

DCGU

MPS&Q/D Dec-14
MAH
CCC/SMP Dec-14
_AH
PO
Dec-14

Identify Aboriginal people on admission to The Question of Aboriginality is asked at entry point DO
ensure appropriate services, discharge Rollout of learnings from Bathurst 'culture in
planning and timely referrals
hospitals' program
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Project
Lead
MP&IC

DO

PO
SMP_AH

Dec-14
Dec-14
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Strategic Priority 4

Improve the patient experience

Strategy

Actions

Milestones/deliverables

Create culturally appropriate visiting
spaces and visiting conditions

Review all palliative care spaces to ensure they are
suitable and accessible to Aboriginal families

Improve the Aboriginal patient
journey

DO

Project
By when
Lead
SMP'ship - Dec-14
AH

Review waiting room/space for Aboriginal families

DMAH

Dec-14

Develop policy to ensure consultation with Aboriginal
people when redeveloping/refurbishing facilities

GMSF

Dec-14

GMSF

Dec-14

Negotiate flexible visiting hours and numbers of
visitors for Aboriginal patients
Review current awards and resources to trial AHW
Improve access to Aboriginal Health
in ED with a focus on after hours access
Workers in Emergency Departments
Improve access to renal dialysis services Renal Services Plan to include strategies to 'close
'close to home' and support home based the Aboriginal health gap' and provide services
dialysis where clinically indicated
'close to home'
Increase collaboration and
Review existing systems and develop
communication between care givers,
recommendations for changes and improvements
Aboriginal Health Workers and external
partners to coordinate services and foster
a team approach to care at local
site/community level. This will include
family conferencing and team care
planning/case management.
team approach to client care
Improve patient experience in
Implement the solutions from the
and out of Dubbo Health Service Aboriginal Chronic Disease redesign
project at Dubbo Base Hospital

ELT lead

Establish a process to integrate solutions into
practice.

DW&C
DCGU

DMAH/MA Dec-14
W
MP&SD
Dec-14

DO

GMSF

Jun-15

DIPC&P

MP&IC

Dec-14

Development of a list of implementable strategies
for inclusion in other sites redesign processes
Establish timeframes to complete integration of
solution changes
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Dec-14

SMP_AH

Dec-14
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Strategic Priority 5

Living within our means

Strategy

Actions

Milestones/deliverables

Capitalise on existing and
potential resource streams to
enable optimal Aboriginal health
outcomes from investment

In the context of the Western NSW
Integrated Care Program, engage
ACCHS's to consider a collaborative
approach to increasing access to
services, reducing duplication and
integrating services that meet local health
needs
Review current service utilisation and
resource allocation patterns ensuring that
resource allocation matches Aboriginal
health need.
Develop a 'rule set' for the planning and
delivery of services based on the Triple
Aim framework that balances priorities
and justifies a shift in resources to
Aboriginal Health.

Project Establishment, identify key stakeholders,
develop action plan
Identify existing funding sources
Identify opportunities for shared resourcing
Establish joint reporting mechanisms for shared
resource, integrated or supported projects

Develop efficient integrated and
sustainable primary health care
service delivery models for
Aboriginal people that meet
Aboriginal Health need.

Undertake a review of health
promotion activity in Western
NSW

Project Establishment, identify key stakeholders,
develop project plan
Agree priority sites for review
Commence review at agreed priority sites
Agree 'rule set
Identify local health needs through integrated
planning with local partners
Agree priorities using 'Triple Aim' Framework/rule
set
Map local priorities against existing resources
Project Establishment - identify key stakeholders
In the context of the Western NSW
Integrated Care Program, partner with the and develop action plan
NSW Ministry of Health to undertake a
review of health promotion activities that Identify existing programs/activities and access by
Aboriginal People
address tobacco use, cessation and
Gap analysis to determine access issues, cultural
prevention; and obesity prevention, in
order to strengthen their impact on health appropriateness, unmet need
Develop strategies to increase access to programs
risks particularly of the Aboriginal
population
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ELT lead
DIPC&P

Project
Lead
DMAH

By when
Mar-15
May-15
May-15
Aug-15

DF

MP&SD & Mar-15
DIPC&P
May-15
Aug-15
Mar-15
May-15
May-15

DPH

MHP

Aug-15
Mar-15

May-15
May-15
May-15
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Aboriginal Health Plan Measures
Indicator

Measure

Frequency

Returning Aboriginal people to
health and keeping them out of
hospital

Reduced gap in tobacco smoking
rates

Annually

Unplanned return to services

Monthly

Target
Reduce percentage of Aboriginal adult population currently smoking
tobacco by 1% per year. NSW rate for Aboriginal people is 36%,
compared with 16% for non-Aboriginal (2010 CHO)
Reduce the rate of unplanned hospital re-admissions within 28 days of
discharge to the rate of Non Aboriginal People
Reduce the rate of unplanned Emergency Department re-presentations
to same ED within 48 hours to the rate of non Aboriginal People

Avoidable admissions

Monthly

To reduce Aboriginal avoidable admissions to 9.5% of total avoidable
admissions over three years to reflect population demographics
(currently 16% of avoidable admissions are Aboriginal)

Annually

To increase the number of Aboriginal people with Diabetes in Dubbo
(demonstration site) are registered on NDDS by to 50% by June 15 (30%
currently registered) with an increase of 10% per annum up to 70% by
June 2017
To Increase the number and percentage of Aboriginal regular clients with
type 2 diabetes who received a team care arrangement (MBS item 723)
within the previous 24 months by age and sex. Baseline 2013

Annually

Monthly

To increase the number of Aboriginal people identified on entry to health
services to 90% with less than 10% noted as 'Did not Respond'.
To Increase the number of Aboriginal Patients followed up within 48 hrs
post discharge to 90%
To Increase the Community Based NAPOOS for Aboriginal clients
delivered by 10% (baseline required)
To decrease the number of Aboriginal clients discharged against medical
advice to less than 1.5%
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Aboriginal Health Plan Measures
Indicator

Measure

Developing new integrated
services for rural and remote
communities

Increased partnership collaboration
Annually
with AMSs and other primary care
providers for the provision of
integrated primary health care services
in rural and remote communities

Frequency

To have partnership agreements in place for the provision of integrated
primary health care service by June 2015 with comprehensive and
functional integrated PHC Partnership plans and meetings occurring

Developing the Aboriginal
workforce

Increase Aboriginal Employment

To increase the number of Aboriginal workers to 9.4% of total District
workforce by June 2016.

half yearly

Target

Number of Aboriginal workers in health services/programs throughout
the district = % of Total District Aboriginal population by June 2016
Number of Aboriginal workers in each service location = % local
Aboriginal community population by June 2016
Improving access to mental
health services
Improving child and maternal
health

Reduced gap in access to specialist
mental health services

Annually

Increase proportion of Aboriginal
Annually
babies born within last 12 months with
normal birth weight.
Annually
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Increase the number of individual Aboriginal people aged 20-64
accessing a specialised mental health service in the past year by 5%
each year
Increase the number of Aboriginal women having first antenatal visit
before 14 weeks gestation to close the gap by June 2017 - (2010
baseline Aboriginal 66.3% non aboriginal 87.1%)
Decrease the number of low birth weight babies to Aboriginal mothers to
close the gap by June 2017 (2010 baseline 11.1% Aboriginal, 5.7% non
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Acronyms for the Aboriginal Service Plan Roadmap

ACCHS
CCC
CE
DC&E
DCG
DMS
DMH
DF
DIPC&P
DN&M
DO
DPH
DWC
HPC

Aboriginal communtiy Controlled Health Services (AMS's)
Chronic Care Coordinator
Chief Executive
Director Communication and Engagement
Director Clinical Governance
Director Medical Services
Director Mental Health
Director Finance
Director Integrated Primary Care and Partnerships
Director Nursing and Midwifery
Director Operations
Director Public Health
Director Workforce and Culture
Health Partners Consulting

DMAH
MHP
MP&SD
MPFU
PO
MAW
MOPM
P&SDM (ICP&P)
MPS&Q
SMP-AH
MP&IC
MAMH
GMS
SMP'ship -AH
DI&BS
ADIPC&P

District Manager Aboriginal Health
Manager of Health Promotion
Manager Planning and Service Development
Manager Patient Flow Unit
Project Officer
Manager Aboriginal Workforce
Manager Operational Performance Management
Performance and Service Development Manager - (IPC&P)
Manager Patient Safety and Qualtity (CGU)
Snr Manager Program - Aboriginal Health
Manager Partnerships and Integrated Care (IPC&P)
Manager Aboriginal Mental Health and Drug & Alcohol
General Manager, Sector
Snr Manager Partnership - Aboriginal health
Director Imaging and Breastscreen
Associate Director of Integrated Primary Care and Partnerships
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