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On behalf of Western NSW Local Health District (our District), we are pleased to present the Safety & Quality
Account for 2020-2021.
This Safety and Quality Account demonstrates our commitment to ensure safety and quality is at the
forefront of everything we do, to provide the best care and achieve the best outcomes for our patients and
communities, as we reflect on what we have achieved and what needs to be supported in the coming year
to realise our vision – healthier rural people, thriving communities.
In our Safety and Quality Account 2020-2021 we are proud to highlight the exceptional work of our teams
in delivering Reliability and Resilience in a time of complexity and uncertainty. We acknowledge the
challenges of providing world class rural health care while facing pandemic, floods and a mouse plague. In
the face of these challenges, our District has continued to improve the care we provide to our most
vulnerable and to enhance the patient experience, creating opportunities for innovation as we continually
seek to deliver services to meet the needs of our communities.
We are an organisation learning while striving to improve and are delighted to highlight these initiatives
and programs to improve our services. Learning from and working in collaboration with our communities,
we often provide healthcare to people when they are at their most vulnerable, and this drives improvement
within our services, from our major Base Hospital sites through to our Multi-Purpose Services. The success of
our programs and initiatives are celebrated, shared and where possible adapted to suit across services.
Through the challenges presented in 2020 by the COVID-19 pandemic we learned we are agile,
collaborative and resilient, attributes all the more vital as we face the second wave of COVID-19 in 2021. We
will build on our work through the coming year implementing culturally informed solutions as part of the
EMBRACE project, utilising Remote in-Home Monitoring to optimise patient care at home, implementing
the state-wide Hyperemesis Gravidarum project and embedding the Mobile Mental Health Emergency
Service, while supporting our workforce to respond to Aboriginal cultural needs with further Aboriginal
Nursing Cadetships.
The following pages reflect our commitment to meeting the expectations of the community we serve and
are testament to the dedication, skill and care of the staff within our District. Our future priorities
demonstrate our commitment to improve and to keep working to deliver integrated and accessible care
that responds to all of a person’s health and wellbeing needs.
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What is a
Safety & Quality Account?
This Safety and Quality Account provides the community
with an understanding of the achievements and future
priorities the District has made in improving the health
and wellbeing of our people.
This year we are highlighting the improvements made in
the care for our most vulnerable and the patient
experience in this time of complexity
and uncertainty.
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TELL US WHAT
YOU THINK
Thank you for taking the time to read our 2020/2021
Safety & Quality Account. It provides us with an
opportunity to showcase how we are improving the
health of residents of Western NSW. Please let us know
what you think and the sort of information you would
like included in the future.
wnswlhd-clinicalgovernance@health.nsw.gov.au

Year in Review
55,643

8118

phone calls answered by
Western NSW Dental Services

people work in Western
NSW Local Health District

101,763
patients seen in outpatient clinics
and in their homes

more than

9.7
million
kilometres
travelled by
our staff

26,448
clients seen in our
Dental Services

381
people who are residents of our
Multipurpose Aged Care Services

2020-2021

correct as of 1st September 2021

238,891
emergency department
presentations

3,577

33,557
people stayed
overnight
in one of our
hospitals

births in our
hospitals

1,345
people received
inpatient Mental
Health Care

454

patients
received
radiotherapy
treatment

108,353

19,282

telehealth clinical
consultations

patients had
elective surgery

A major challenge faced in 2020-2021:

The Mouse Plague
In the Spring of 2020, as farmers were harvesting their first bumper
crop since the end of the 2017-2019 drought, a mouse plague began
in Western NSW, a result of a ‘perfect storm’ of optimal weather
conditions for breeding and predators having died in the drought.
Beginning in the grain belt across Western NSW, the mouse plague
ultimately went on to spread into southern Queensland, northern
Victoria and into South Australia.
The mouse plague not only caused hundreds of thousands of dollars
of damage to farmers by devouring crops, destroying machinery and
cars, it impacted regional homes and businesses, contributing to
poor sleep and high stress levels across Western NSW.
Our Health Services were not immune from the impacts of the Mouse
Plague. At some point in 2020-2021 for most facilities across our
District, the mouse plague has been a significant challenge, causing
damage and mess. The amount of additional cleaning hours required
to maintain standards due to the plague varied, with some sites
reporting up to 4 hours per day just to satisfy minimum standards.
Additionally the stench of decaying mice entombed within wall and
ceiling cavities caused additional discomfort for patients, residents,
carers and staff, with deodorisers having to be used due to the smell.
An extensive baiting program was commenced across a number of
facilities, with one facility noting 32 mice in one night coming under
the door to one room! Automatic doors in facilities are not conducive
to a tight seal, necessitating the extensive baiting program alongside
some facilities implementing local solutions such as the legs of beds
placed in water to prevent mice accessing beds. Cotton balls dipped
in peppermint, lemongrass or castor oil were also rubbed on bed legs
to deter mice and camphor placed in locations where mice frequent.
Extra maintenance requirements involved a huge increase in baiting
and trapping of mice and the resulting disposal. Added measures
attempted to seal access points which resulted in minor works to
repair and replace doors and other infrastructure that was damaged
in the process. Operational budgets were impacted and wages
increased due to afterhours call outs to attend related issues.

The creativity, tenacity and resilience of our staff is to be commended
as they continued to care for patients and keep patients safe
in the challenging conditions of the mouse plague.

ANNUAL REPORT 2019
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OUR DISTRICT
Our People and their Health
The Western NSW population is geographically dispersed across a large region, which includes
communities ranging in size from regional centres to small rural communities.
Western NSW is a vibrant and diverse region, rich in community and culture, yet also with some of the
most remote and most vulnerable populations in NSW.
This vulnerability is seen in part in the poorer health and social outcomes experienced by our
communities when compared to their urban counterparts, including:
Our population is older than the rest of NSW, but we also have a higher proportion of children aged
5-9 years. Our population is also ageing faster than the rest of the State.
Our people generally have a shorter life expectancy, a higher mortality rate and poorer health
outcomes than people in the rest of NSW.
People living in Western NSW are more likely to have at least one of the risk factors that contribute to
poorer health and chronic disease conditions, including smoking, harmful use of alcohol, obesity and
low levels of physical activity.
Cardiovascular disease, diabetes mellitus, chronic obstructive pulmonary disease (COPD), and cancer
contribute significantly to the burden of disease in Western NSW people.

SAFETY & QUALITY ACCOUNT

ANNUAL REPORT 2019

PAGE 09

THE STRATEGIC PLAN 2020-2025
Our Safety and Quality Account 2020-2021 highlights achievements under the priorities of our District’s
Strategic Plan 2020-2025 and our District’s Clinical Services Framework 2020-2025, shaping what we
need to achieve in our facilities, for our workforce, for our communities and with our partners to enhance
the quality of the services we provide and to ensure the delivery of safe, accessible and equitable services
for all people.
Our District’s Strategic Plan 2020-2025 was launched in September 2020, informed by the District Board,
Executive Leadership Team, clinical and corporate leaders and service managers, including assessment
of our 2016-20 Strategic Plan and a review of the District response to the 2020 COVID-19 pandemic.
Our District’s Strategic Plan 2020-25 sets our vision and direction for the delivery of our health services to
the communities of Western NSW. It outlines how we will achieve our vision of healthier rural people,
thriving communities, under four goals and five enablers. Our Strategic Plan is translated into practice
through the annual planning process.
Our Goals recognise our Strategic Plan was developed with a ten-year forecast and remain relevant.
Our goals are:
Improved health and wellbeing of our people
Meaningful gains in Aboriginal Health
World-class rural health care
One service across many places
Five enablers crucial to the successful implementation of our Strategic Plan are:
A strong and sustainable workforce
Well managed resources
Data and analytics
Infrastructure, technology and systems
Productive partnerships and effective communication

Our Vision
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IMPROVING CARE FOR
OUR MOST VULNERABLE
IN A TIME OF COMPLEXITY AND
UNCERTAINTY
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COVID-19 in 2020 was the catalyst for unprecedented
collaboration with the 49 independently owned
Residential Aged Care Facilities (RACFs) across
Western NSW Local Health District (WNSWLHD),
owned and operated under 28 private sector
organisations. A team of experts from Integrated
Care, Aboriginal Health and Wellbeing and the
Quality, Clinical Safety & Nursing Directorates, were
brought together to support RACFs with COVID-19
outbreak management planning and preparation.
The COVID-19 pandemic and the recognised
vulnerability of residents was an immediate trigger
for an innovative and dedicated response as the team
worked with and alongside these facilities, mindful of
collaborating respectfully with Facility Managers and
their staff, who are under scrutiny and pressure to
keep their residents safe.
Engagement commenced with COVID-19 readiness
assessments, a COVID-19 succinct list of contacts was
distributed to all sites and reinforced Western NSW
LHD’s commitment to support RACFs. Access to
Infection Prevention & Control (IP&C) online
education sessions and on-site IP&C audits were
conducted at all 49 facilities. Intensive support was
offered through outbreak scenario exercises, review
of
Outbreak
Management
Plans
and
the
establishment of a Community of Practice.

The Team: Cathie Hallahan, Sandra Wharton,
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This laid the foundations for the WNSWLHD team
to rollout the NSW Health IP&C Train the Trainer
program to 100% of the identified facilities. This
program ensured that IP&C Leads, armed with
expertise, were embedded within each facility.
The LHD team continue to provide support to
these individuals, upon request and through site
IP&C audits completed at all of these facilities.
The trust and goodwill fostered, and the
established monthly Community of Practice,
provides an additional avenue for support going
forward, invaluable during the rollout of the
COVID-19 Vaccination Program. The support
ensures a plan is in place to protect the needs of
older people in a particularly vulnerable
environment

Anne Field, Claudia Goodman and Alison Attenborough.
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Caring for Carers
The Western NSW Carer Support Program was initiated as a compassionate response to the onset of
COVID-19 in 2020 when our Multi-Purpose Services (MPS) Residential Aged Care were required to
implement tight restrictions on face to face visitation, resulting in carer distress and separation from
their loved ones. Carers were provided with an opportunity to share how they were coping, discuss
options for further support and explore strategies for staying connected with their loved one. The
scope of the initiative was then widened to include an opportunity for carers to provide feedback and
share their thoughts about what they felt facilities were doing well and what could be done
differently to improve the wellbeing and care of residents, providing a platform for feedback to inform
the development of the Western NSW Local Health District Ageing Strategy published May 2021.
Nineteen participating MPS with aged-care residents received summarised feedback from carers
which resulted in lasting systems changes, improving the care and wellbeing of residents and the
experience of carers. Improvements included embracing technology such as 'Facetime' to maintain
connections between residents and their loved ones. Grenfell MPS put checks in place to ensure a
‘TOP5’ is completed for every new and existing resident. ‘TOP5’ provides carers the opportunity to
share five strategies which can help settle, reduce anxiety and provide staff with an awareness of
behavioural signs or triggers which may indicate the resident’s needs. Eugowra MPS initiated greater
engagement with carers through regular meetings to provide an opportunity to discuss any emerging
issues and Blayney MPS purchased new thermal plate covers to ensure all meals are served warm.
Staff also received valuable recognition for their work, which improved morale during a difficult and
uncertain period.
A significant outcome of this initiative has been the strengthening of relationships between Carer
Program Coordinators, MPS Health Service Managers, the Residential Aged Care Coordinator and
carers across Western NSW.

Photo of the late
Elaine Cawthorne
of Grenfell MPS
smiling to her
husband Raymond
Cawthorne via the
Computer on
Wheels
Photo used with
the kind permission
of Mr Cawthorne
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Save our Skin
Pressure Injury Reduction Project in Multipurpose Services
Save Our Skin (SOS) is a multidisciplinary, multi-site project developed to address healthcare acquired
pressure injuries (HAPI) and incontinence associated dermatitis (IAD) overseen by a dedicated
Pressure Injury Reduction Working Party.
IAD can be difficult to diagnose and differentiate from other skin conditions and is often mistaken for
HAPI. The SOS project provides clinicians with a structured way of implementing reliable strategies
aligned with best practice guidelines to improve care and patient outcomes.
SOS is a nurse led ‘bundle of care’, allowing for timely and correct identification of IAD utilising a
validated IAD tool and preventative strategies for incontinent patients. The ‘bundle of care’
interventions address continence screening, IAD categorisation, barrier cream cloths, removal of bed
protection layers and use of appropriately sized incontinence aids.
SOS was piloted in Blayney, Canowindra, Coonamble and Parkes, representing varied healthcare
settings in sites with recent incidents related to HAPI and during the 2020 COVID-19 response,
requiring project leads to use virtual and face to face methods.

Pilot sites decided to trial IAD 'bundle of care’. During the pre- and post-implementation phases of
the project clinical knowledge was evaluated using a validated clinical knowledge survey. Eight (8) out
of eighteen (18) questions demonstrated a statistically significant increase in correct responses posteducation, with all but two (2) questions of the remaining ten (10) indicating an improvement in
correct responses.
There was a 100% reduction in sacral pressure injuries but a 32% increase in Hospital Acquired
Pressure Injuries (HAPI). These results may have been due to increased awareness and reporting, but
they were not statistically significant as the reason for the increase could also have arisen by chance.
Further analysis is required over time to evaluate the project’s impact on HAPI.
SOS will be implemented in all sites across Western NSW Local Health District and the Working Party
are developing further ‘bundles of care’ to address Pressure Injury prevention, with collaboration with
the Clinical Excellence Commission (CEC) and the Agency for Clinical Innovation (ACI) to develop
state-wide pressure injury prevention resources.
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PACE-IT
Partnerships in Aged Care Emergency services using
Interactive Technology.
Orange Emergency Department (ED) partnered with Hunter New England Local Health District to
be part of a controlled trial evaluating different strategies for the collaborative use of telehealth in
improving outcomes for residents of Residential Aged Care Facilities (RACFs) as part of the
Partnerships in Aged Care Emergency services using Interactive Technology (PACE-IT) project.
When a RACF has called a resident’s General Practitioner (GP) and the GP either requests a transfer
to ED for review, or they are unavailable, PACE-IT can then be consulted. PACE-IT connects the
RACFs with the ED using protocol-guided interactive Visual Telehealth Consultation (VTC) for
clinical decision-making. This allows the inclusion of the resident and their family to come to a
joint decision as to what is most beneficial for the resident.
From Oct 2020-March 2021, 27% of PACE-IT Telehealth consultations resulted in ED transfer not
being required. Of the RACF residents that did present to ED, 60% presented as an ‘expected
arrival’ due to PACE-IT involvement, with improved communication between the ED, RACFs,
Residents, their families and GPs.
The service implemented by the PACE-IT project continues in Orange ED and is being expanded to
include additional RACFs and a weekend service.

Engineering Down the Risks
The original design for the
Intensive Care Unit under
construction as part of the
Dubbo Hospital redevelopment
was to have 11 standard rooms
with one negative pressure
room,
as
per
standard
Australasian
Health
Facility
Guidelines (AHFGs) for a major
rural referral hospital.
Dubbo’s extensive teamwork of clinical and nonclinical staff across multiple agencies resulted in a
major variation request being submitted to the AHFGs Steering Committee. A state-wide reference
group formed with recommendations resulting in the new ICU ventilation being redesigned to
provide a ‘pandemic mode’, increasing the number of negative pressure rooms from one to six.
This building design change has engineered down the risk of airborne infectious particles being
spread via ventilation ductwork, a design request not previously achieved for any hospital outside
of a major metropolitan area.
SAFETY & QUALITY ACCOUNT
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Telestroke Model of Care
Dubbo Health Service Telestroke model of care
offers a way to link specialist stroke physicians to
regional sites to support the provision of stroke
care via telehealth technology.
This model has resulted in improved access to
reperfusion therapies and reduced variation in
thrombolysis
administration
times.
Since
introduction of Telestroke in Dubbo November
2020, 72 patients have been referred to the
Service, of these 46 were ischaemic strokes and
16 received reperfusion therapies (34.8%).

Debra Sloane (Stroke Care Coordinator) with
Amanda Stack (Telestroke Coordinator)

Prior to implementation of the Telestroke Service
the median time to start medication to break
down the clot was 107 minutes. Since
implementation the median time to start
medication to break down the clot has improved
to 58 mins (as of 13th May 2021).

Maternal Transfers Redesign Initiative
The Maternal Transfers Redesign Initiative (MTRI) was developed to promote a systematic
approach to consultation, referral and transfer of women experiencing complications in
pregnancy to ensure pregnant women receive the right care, in the right place, at the right
time, as close to home as possible.
Local maternity services partnered with our District's vCare (Virtual, Co-ordination, Access,
Referral, Escalation) and Nepean Hospital to improve the coordination of maternal transfers. A
unique multi-disciplinary model of care was developed, providing 24/7 virtual access to
Obstetricians, Midwives and other medical specialists such as Intensivists and emergency
physicians, as well as access to tertiary level Obstetricians and Maternal Fetal Medicine (MFM)
specialists for clinical advice, decision making and support for pregnant women requiring
higher level care.
The innovative implementation of virtual outreach MFM clinics from Nepean to Dubbo as part
of the initiative, utilises local Obstetric and Sonography expertise with support and oversight
from Nepean to provide women with tertiary level assessment close to home. The MFM clinic
sees approx. 10-15 women each month who would otherwise have been transferred to Nepean
to access a MFM clinic.
The success of this model at Dubbo Health Service now sees replication of this outreach model
to Mudgee, and will be rolled out across our District. The initiative is transferable to other LHDs
and has set the benchmark for implementing a 24/7 ‘one stop shop’ for the coordination of
maternal transfers.
The MTRI has been able to support Dubbo Health Service to function to its scope as a level 5
maternity service, with zero transfers of women between 32-33+6 weeks gestation from Dubbo
to a tertiary centre since September 2020. There has also been a reduction in maternal transfers
for non-obstetric related conditions and the numbers of women being transferred in labour at
term. These outcomes have contributed to reducing unnecessary transfers, keeping women as
close to home as possible and supporting Aboriginal women to birth on country.
SAFETY & QUALITY ACCOUNT
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#EndPJParalysis 90 Day Challenge
Seven facilities in Western NSW Local Health District (WNSWLHD) including a total of 216 beds
embarked on the #EndPJParalysis 90 Day Challenge with the aim to get patients up, dressed
into day clothes and moving to reduce hospital-acquired deconditioning.
The Dubbo Health Service General Ward demonstrated an increased focus on patient safety as
a result of the 90 Day Challenge. From September-December 2020, on the Dubbo Health
Service General Ward, 85% of patients were out of bed and had a walk by midday, with 43% of
patients dressed in day clothes. On the Dubbo Health Service General Ward, a total of 11 falls
occurred during the Challenge which was a 42% reduction in inpatient falls when compared
to the 3 months prior to the Challenge.

Stop Smoking, Start Living
The Stop Smoking, Start Living (SSSL) project was an initiative of the Health Promotion Team to
address the effects of smoking across generations in Aboriginal families. Funded through a Cancer
Institute NSW (CINSW) Innovation in Cancer Control Grant, SSSL collaborated with eight communities
and used yarning to empower community members to tell their own and their community’s smoking
and tobacco stories. From these stories and through community consultation, SSSL developed 18
locally inspired resources that spanned various platforms including videos, pictures, messaging and
informative documents, shared on the WNSWLHD Facebook page along with mapped referral
pathways.

Fourteen social media resources shared by the Facebook page initially reached 102,364 users and
generated at least 14,934 instances of engagement. Five of these resources were funded to “boost” by
advertising the message, increasing the combined social media reach to 129,248 users.
Also, when Aboriginal Health Workers were initially surveyed, only 61% indicated they had completed
at least one form of smoking cessation brief intervention (SCBI) training for staff. So SSSL coordinated
SCBI training in Dubbo and Orange with 14 AHWs attending. In a post-training survey, 84% of AHWs
reported having increased confidence to provide Smoking Cessation Brief Intervention.

SAFETY & QUALITY ACCOUNT
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COVID-19 restrictions heavily impacted on gaining feedback from the community through yarning
sessions. Of those who attended yarning sessions (n=47), 98% were happy with how the sessions were
conducted. Participants also ‘liked sharing my stories and ideas’ (55.3%), ‘listening to stories and ideas
from others’ (51.1%) and ‘working together’ (46.8%). “I like how we just yarned. It wasn’t ‘okay this is what
we are going to do’, it was just everyone yarning” (SSSL Yarning participant from Coonamble)
Community members (n=90) from four participating communities provided feedback after seeing the
SSSL assets on Facebook. 66% of respondents stated ‘they talked to family members about their
smoking’, 58% reported they had ‘talked to someone about quitting’ and 51% ‘thought about quitting
smoking’. ‘Smoking is expensive’ (94%) was the key take home message from the assets with ‘it’s better
for my health not to smoke’ and ‘there is help available to quit’ also rating highly, both at 91%.
SSSL has attracted interest at a State level resulting in replicating the asset development strategies and
strengthening ongoing partnership opportunities with CINSW and Aboriginal Quitline.

"I like how we just yarned. It wasn’t ‘okay this is what
we are going to do’, it was just everyone yarning"
(SSSL Yarning participant from Coonamble)
SAFETY & QUALITY ACCOUNT
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Collective Impact
Making a Difference
The Maranguka concept was established from the Bourke Aboriginal Community Working Party, a
collective approach working with agencies across the community to improve outcomes and create
improved coordination of support for vulnerable families and children through true empowerment of
the local Aboriginal community, a way of doing business that is led by the community, informed by data
and builds strategies to address issues at a local level.
Bourke Health Service staff attend quarterly meetings as part of the Maranguka Justice Reinvestment
project and participate in the three identified working groups and the numerous community activities
based around them – the Early Childhood Working Group, 8-18 years Working Group and Men of Bourke
Working Group.
New Initiatives for Bourke include ‘Connected Beginnings’, ‘Stronger Places, Stronger People’ Program,
NSW Health First 2000 Days Strategy, Growing our Kids Up Safe, Smart and Strong Strategy, Aboriginal
Employment & Prosperity Strategy, Driving School, Bourke Tribal Council and the Welcome Babies to
Bourke Ceremony.

SAFETY & QUALITY ACCOUNT

PAGE 19

Take a Walk in My Shoes
Transfer of Care from Custody to Community
Clients released from the Justice System often present to our health services and General Practitioners
with little information or understanding of their complex health and social needs. The stigma
associated with a criminal record, a history of drug use and/or a mental health condition often isolates
people from seeking and receiving adequate care, and re-incarceration rates are increasing.
Establishing the WNSWLHD and Justice Health and Forensic Mental Health Network project was the
first-of-its-kind-in-NSW, introducing a new 12 week 'model of care' to facilitate transfer of care from
Justice Health to the WNSWLHD Integrated Care program, working collaboratively to identify, engage
and support people who are at risk of both hospitalisation and return to custody.
As part of this program, Integrated Care clinicians visit enrolled clients prior to their release from
correctional facilities to work with Justice Health to deliver a coordinated discharge, to ensure a
seamless transfer of care and to deliver interventions tailored to each individual's need. Education
sessions are also held for General Practitioners to assist with uptake and usage of the program, and
posters and brochures about the program are delivered to health services where custodial clients may
present after their release. Integrated Care clinicians also provide support when a currently
incarcerated client is admitted to one of our hospitals.
The strong partnerships that have been created between Justice Health, Forensic Mental Health
Networks and WNSWLHD, facilitate at-risk custodial clients being enrolled into the permanently
funded Integrated Care program, resulting in sustainable and positive outcomes.
Commencing at Macquarie Maximum, Wellington and Bathurst Correctional Centres, the program has
been scaled State-wide (utilising a virtual platform) across 42 correctional facilities to encompass all
custodial clients being released through Integrated Care into Western NSW.
Since the program began in March 2019, 31 clients with complex health and social issues have been
identified whilst in custody in NSW State Correctional facilities by Justice Health and have consented
to being referred to the WNSWLHD Integrated Care program.
Of these 31 clients enrolled in the WNSWLHD Integrated Care program, 100% rated their health as
"good", 100% engaged with a GP and/or Aboriginal Medical Service within 28 days of release, 100%
understood their release plan and 81% remained out of custody for longer than 12 months. Of the
clients released whilst enrolled in the program, only one client returned to custody due to breaching
parole conditions and there have been no presentations to an Emergency Department. One client's
mother wished the program was available for her other son who was released eight years prior with no
supports.

Addressing stigma is fundamental
to delivering quality healthcare
and achieving optimal health outcomes.
SAFETY & QUALITY ACCOUNT
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Mental Health in the Home
When Bathurst’s inpatient mental health service building, Panorama Clinic, was seconded to meet the
expected pandemic surge in 2020, a new community based model of care, Mental Health in the Home
(MHITH), was developed to provide treatment and psychosocial support to consumers in their own
homes.
This novel program, co-delivered by Panorama Clinic staff and Flourish (an external Service Partner),
was offered to residents living in the Bathurst region with virtual delivery via individual and group
telehealth sessions complemented by twice daily home visits to consumers. Consumers and carers
engaged in the planning and implementation in collaboration with Panorama Clinic and Flourish, to
provide the best mental health outcomes. Each consumer was given an iPad and utilised technology
to interact with clinicians and to access psychoeducation groups valuable in promoting peer
connection. This platform was the first of its kind in a Mental Health cohort.
MHITH pilot ran from May to December 2020 and supported a total of 53 individuals including 10
Aboriginal consumers. Evaluation conducted on a subset of 26 participants accessing the MHITH pilot
between August and October 2020 captured detailed outcome measures. The program showed high
acceptability with 97% of participants stating they would recommend the service to a family member
or friend, and 88% of participants indicating that the home based treatment had contributed to their
recovery. Participants in the pilot made improvements in mental wellbeing according to objective
mental health measures which improved significantly over time. No participants were discharged
against medical advice and only two required an escalation of care. There was full medication
compliance for consumers - 100% at 7 and 28 day follow up (post discharge) and no re-admissions into
the program within 28 days of discharge. Evaluation is ongoing with a staff focus group postponed due
to the 2021 COVID-19 outbreak. It is envisaged these will contribute valuable process learnings from the
pilot, including an understanding of the barriers and enablers for the virtual platform.
Feedback highlighted feelings of less “containment” and greater emphasis on reconnection with
family. Length of Stay feedback included clients felt they “get better quicker” at home with clinicians
reporting previous inpatient clients appeared to be recovering faster with MHITH.

"I’m more comfortable in my own place
having these services" MHITH Consumer, July 2020
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Virtual Community Mental Health, Drug & Alcohol
(VCMHDA) Service
The VCMHDA Service provides assessment, psychotherapy, pharmacotherapy and care coordination in
rural and remote Western NSW, increasing access and equity of Community Mental Health Drug &
Alcohol services amongst some of our most vulnerable. Operating as a virtual service with strong
relationships with local face-to-face teams, from November 2020 until July 2021 the VCMHDA Service
has engaged with approximately 80 consumers. Of these, 50% identify as Aboriginal and/or Torres Strait
Islander, 66% of consumers are female, only two consumers have re-presented to the service after their
initial care episode was completed and average length of time accessing the service is 37 days. All
consumers voluntarily engage with the service, with diagnoses including anxiety, depression,
schizophrenia and bipolar disorders.
Overall feedback from both clients and staff has been immensely positive towards the VCMHDA Service.
The virtual nature of the service enables the team to easily ‘flex up or down’ into different rural and
remote areas based on need. For example, the VCMHDA Service received a request to assist in the
provision of care to Forbes locality due to the devastation caused by the mouse plague. The VCMHDA
Service is able to accept referrals in a very short time frame due to the accessibility of telehealth
delivery.

Bec's Story
Bec is a resilient young woman with 3 daughters and a wicked sense of humour. Bec was referred to
the VCMHDA Service after an admission to Bankstown hospital with drug induced psychosis on a
background of domestic violence, as Bec had moved back to a small rural town in Western NSW Local
Health District to live with her aunty and uncle who were caring for her three daughters.
Bec has a history of trauma and experiences symptoms of Post-Traumatic Stress Disorder (PTSD). After
being engaged with the VCMHDA service for a few weeks, Bec voluntarily made the decision to
complete a targeted rehabilitation program. VCMHDA supported Bec to gain entry into the Women’s
rehabilitation program ‘Elouera’ in Orange. Bec stayed at Elouera for six weeks and during this time
VCMHDA was able to continue to support Bec in addition to the program being run at Elouera. Both
the team at Elouera and the VCMHDA service were able to work with Bec to ensure continuity of care.
Bec successfully completed the program and is now back in rural NSW living with her extended family
and three daughters. She is incredibly determined to take back control of her life, her current goals
include getting her own home for herself and her kids, getting a job, learning how to drive and being
independent. Bec has worked incredibly hard to achieve recovery, being resilient and reflective even in
the most challenging circumstances. Bec has good days and not so good days, however her increased
mental health literacy is helping her to get through the difficult days. In addition to this, Bec has been
able to start teaching her daughters what she has learnt to help protect them from having similar
experiences.

“They are always there for me and are always reliable.
They are just so helpful”.
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The Mental Health, Drug and Alcohol Service

Information Guide for Families & Carers
Western NSW LHD Mental Health Drug and
Alcohol (MHDA) Service identified information
provided to carers was varied and did not always
cover minimum standards. In response, the MHDA
Service ‘Information Guide for Families and Carers’
was developed and implemented. The guide
provides families and carers with information
about MHDA services, Healthcare Rights, the
Mental Health Act and carer support.

The project team launched the guide in Mental
Health Month October 2020 and distributed
2,000 copies across Western NSW. A QR code
was generated for people to access the
electronic version, and a second print run has
demonstrated the overwhelming success of the
guide.

The project team included MHDA staff and carers,
utilising
structured
partnerships
with
key
stakeholders. Carer consultations occurred one on
one and in groups including the Western NSW
LHD MHDA Consumer and Carer Consultancy
Meeting (CCC), Aboriginal Carer and community
consultations held in Bourke and Walgett,
Bathurst Carers Group and the Koori Yarning
Group Dubbo. Through participation and using
their experience, carers made a valuable
contribution to the development of the guide,
ensuring
information
met
health
literacy
standards, was accessible and met carer’s needs.
The guide is responsive to the recommendations
of the National Safety and Quality Health Service
(NSQHS) Standards and the Carer Experience of
Service (CES) survey results.

“It has been a pleasure to be part of the
MHDA Information Guide for Families and Carers
and to ensure young carers weren’t forgotten about
and to receive positive feedback from families and carers.”
John Attard - a young carer
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The Virtual Clinical Pharmacy Service
Pharmacists use digital health to improve the safe
and effective use of medications throughout a
patient’s journey.
Medication errors are a leading cause of injury and
avoidable harm in health care systems across the
world and the fourth most common incident in
NSW hospitals. In consideration that most rural and
remote hospitals in Western NSW Local Health
District (WNSWLHD) have no onsite pharmacist nor
access to routine clinical pharmacy services, a
comprehensive Model of Care for a Virtual Clinical
Pharmacy Service (VCPS) was developed with
learnings shared through the Agency of Clinical
Innovation’s Virtual Care Accelerator.
The VCPS commenced at six facilities in 2020 as
part of a NSW Ministry of Health Translational
Research Grant and has expanded to a total of nine
facilities in WNSWLHD. Two electronic medical
record templates were developed to facilitate
efficient pharmacy documentation and these are
now widely used across WNSWLHD, Far West NSW
LHD, Murrumbidgee LHD, and Southern NSW LHD.
The VCPS provides patients and staff in rural and
remote hospitals access to a hospital pharmacist
via videoconferencing technologies. Participating
sites can refer any patient in emergency or an acute
ward to the VCPS. A virtual pharmacist will then
use telehealth and the electronic medical record to
provide:
clinical
services
including
medication
reconciliation (checking all regular medications
are prescribed),
medication review (confirming all medications
are appropriate for the patient’s condition and
any monitoring is undertaken)
education on the safe use of medications
PLUS
The VCPS participates in multidisciplinary ward
rounds with patients, carers and the broader
healthcare team to coordinate patient care.
The VCPS provides monthly in-services to
clinical staff on medication management.
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The VCPS is being evaluated as part of a research
project in the second half of 2021, with data from
the first ten months indicating the VCPS achieved
significant
improvements
in
medication
reconciliation.
800 patients were reviewed within approximately
500 video consultations, which equates to over
3700 episodes of care with an average of three
recommendations by the VCPS per patient.
94% of patients rated their experience of care as
good or very good and 90% of patients felt more
confident managing their medications.
Improvements in medication safety have come
about as a result of performing admission
medication reconciliation, discharge medication
reviews, providing patient-friendly medications list
and liaising with community pharmacies, nursing
homes, and GPs to provide patients with a safe
transition of care.
There are plans to test a hybrid model at a
procedural hospital and expand to all sites in
WNSWLHD. It is expected the research findings will
be published in academic journals and presented
at conferences
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IMPROVING THE PATIENT
EXPERIENCE
IN A TIME OF COMPLEXITY AND
UNCERTAINTY
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Patient Experience Officers in Emergency Department
Waiting Rooms in Bathurst, Dubbo and Orange
Elevating the Human Experience, a NSW Health initiative, ensures patients, clients, consumers and
carers are at the centre of the partnership between health services and the care we deliver. In 2020
the Ministry of Health provided funding over the next five years to support five Patient Experience
Officer (PEO) positions to be located in the Emergency Department (ED) waiting rooms at Bathurst,
Orange and Dubbo Base Hospitals. The PEO is a non-clinical role that works during targeted times
when activity is at its highest, to provide information to patients and carers regarding ED processes.
This facilitates patients and carers being updated with information about their progress through the
department.
The role is challenging in this highly complex environment particularly when patients may be
waiting for long periods of time, when they are unwell or caring for someone who requires care and
attention. The PEO supports and enhances effective communication with the front of house
Emergency Department team. They focus on communication and building rapport with patients
and carers in the ED waiting room.
Digital patient information, such as the ‘Welcome to the Emergency Department’ animation, is sent
to the mobile devices of patients by the PEO. Information is available in nine languages, and aims to
improve patient and carer understanding of what happens in an Emergency Department. The
information also includes sending fact sheets to support leaving the department which can reduce
anxiety about what happens next.
Data from 31 August 2020 to 30 April 2021 indicates PEOs significantly and positively impact all
identified measures, including patient perceptions regarding the quality of their care and their
overall experience within the Emergency Department at Orange. Of the 9,658 patients who
responded to the patient experience survey, it was identified that when PEOs were present and
interacted with patients during their time in the ED, patients reported significantly more positive
outcomes.
Frequent interaction with PEOs saw patients rate their care highly. However, when patients saw but
did not have the opportunity to engage with the PEOs, patient’s experience ratings were poorer
than average responses from patients. PEOs, when present and able to interact with patients during
their time in the ED, made a difference for patients waiting for care and how they rated their care.
75% of patients who did not wait for treatment occurred when the PEO was not rostered.
Given the PEO is rostered to high activity times, this is a significant outcome showing the positive
impact of these roles.
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Pets as Therapy- Douglas the Dog
The Team at the Macquarie Unit at Bloomfield Hospital (Mental Health, Drug and Alcohol Service)
embarked on a project as part of a hospital wide collaborative to improve ways to effectively engage
therapeutically with clients. The Macquarie Unit team’s aim was to engage clients by using a pet
companion as it is widely acknowledged that pet therapy can reduce stress, anxiety, and depression, l.
ease loneliness, encourage exercise and improves cardiovascular health.
Dougie, a small pet dog, was introduced to the unit and over time a roster was developed, engaging the
clients to look after Dougie and take responsibility for his care. Today staff are generally not involved
Dougie’s care. It is the clients who attend to this with support from the Diversional Therapist when
needed.
Evaluation was carried out by survey and 88% of client’s reported they like having Dougie on the unit
and 83% reported that they feel happier having him there. They have also identified that it helps them
make friends while in the Unit.

Supporting
The staff highlighted the positive culture of responsibility taken on by the clients and also a sense of
ourwere
people
cooperation among the clients due to the shared responsibility. Clients
noted talking to family
about Dougie’s adventures and willingly introduce Dougie to their families during meetings.
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Improving Safe Accelerated Discharge for Low-risk
Chest Pain During the COVID-19 Pandemic in 2020
Evidence based tools formally identify the
degree of an acute coronary syndrome (ACS)
event presenting with chest pain. Bathurst
Emergency Department carried out an audit of
presentations with chest pain from December
2019 to January 2020. This audit identified that
while all presentations were assessed, only
20.3% were comprehensively assessed using the
correct evidence based tools.

This improved evidenced based recognition of
risk factors associated with chest pain assists in
reducing unnecessary admissions and supports
patient
flow
through
the
Emergency
Department. This improves the management of
those presenting with chest pain and improves
outcomes for all patients by reducing
unnecessary 'bed block'.

By improving clinician use of evidence-based
risk assessment tools, chest pain presentations
can be divided into groups according to the
assessment tool outcomes. This results in
increased
identification
of
low-risk
presentations using an evidence-based protocol
to ensure minimal risk of adverse outcomes,
resulting in increased early and safe discharge
from the Emergency Department.
Improvement initiatives included improving
access to risk assessment tools with staff
education sessions to increase awareness and
empower nursing staff to prompt doctors to use
the recommended tools, being the Chest Pain
Pathways and Emergency Department Acute
Coronary Care tool. This prompted a team
approach that has now been adopted where
each patient’s assessment outcomes and the
associated risk is included as part of the verbal
medical handover.

Project Team
Above: Dr Alice Leung, Dr Mithila Zaheen
Below: Dr Pavan Phanindra

It is essential clinicians use the ACS assessment
tools and protocols as they significantly reduce
the risk of possible missed major cardiac event
whilst also reducing unnecessary investigations,
and the avoidance of admission for patients
when admission is not required.
Between February 2020 and June 2020 in
Bathurst ED, there was an improvement in the
percentage of patients assessed as low risk
chest pain from 22.4% to 75%. Simultaneously
there was an increase in the identification of
patents considered to be non-low risk chest
pain presentations from 30.8% to 72.3%.
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Subcutaneous Immunoglobulin (SCIg)
Home Injecting Service
The Ambulatory Care Unit at Bathurst Health Service has implemented the SCIg Home Injecting
Service as a pilot site within WNSWLHD, part of the National Blood Authority’s ‘Health Services in the
Home’ program.
Our District's Haemovigilance Clinical Nurse Consultant developed a new procedure to guide clinical
staff and outline the model of care. This included referral processes, patient monitoring and
documentation requirements. Staff and patient competencies were also developed to ensure clinical
governance and consistency of practice for clinicians and patients.
The advantages for patients to receive Subcutaneous Immunoglobulin Therapy when compared to
Intravenous Immunoglobulin Therapy are the achievement of more consistent Immunoglobulin IgG
levels with no wear-off effects, greater tolerance and lower risk of systemic adverse reactions. This
equates to a lower risk of infections and subsequent reduced need for hospitalisation. This model of
care also reduces the time to receive treatment and means no time off work or school as treatment
can be completed at home at a time that suits the patient.

Instead of being at
the hospital
every 4 weeks
for 4 hours,
the Subcutaneous
Immunoglobulin
(SCIg) Home
Injecting Program
enables people
like Roger,
to inject
in their own time,
in their own home.

As a blood product, SCIg has strict transport, storage and product tracing requirements which were
important considerations in delivering this model of care. This is why a key to the success of the SCIg
Home Injecting Service was the partnership between the patient and the clinician to ensure the
safety of the SCIg with patients self-injecting at home.
All participants surveyed confirmed SCIg was effective at treating their condition and were confident
to manage self-injecting after completing the education program. 83% stated the treatment easily
fitted into their life. The SCIg Home Injecting Service has an estimated annual savings per patient as
$3,522 in Year 1 with training and implementation costs, improving to $4,156 in Year 2.
This model of service delivery is now being adopted across Western NSW Local Health District.
SAFETY & QUALITY ACCOUNT
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Supplemental Nutrition Pathway
for Clients with an Eating Disorder
Eating disorders have the highest morbidity and mortality rates of any mental illness. Transition
from being fed via a feeding tube to having sufficient oral intake to meet nutritional requirements
is problematic for some people with an eating disorder.
In Orange Health Service, some eating disorder patients were identified as medically stable but
not suitable for discharge to the community due to insufficient oral intake.
In May 2020, Orange Ambulatory Care service commenced supplementing nutrition to clients
with an eating disorder as a trial, as an alternative option to inpatient admission in the context of
managing potentially medically vulnerable patients during the COVID-19 pandemic. Use of
Ambulatory Care in combination with a comprehensive outpatient treating team supports
maintaining medical stability through nutrition supplementation and medical monitoring.
The Orange Health Service Ambulatory Care Supplemental Nutrition Pathway for Clients with an
Eating Disorder was developed in August 2020 following consultation with management and
clinicians from Ambulatory Care, Dietetics and Medicine. Medically stable clients can ‘step down’
from hospital into the community (decreasing inpatient length of stay) or clients who are
medically and nutritionally decompensating can ‘step up’ from the community to prevent
hospital admission.
People with eating disorders have the right to access comprehensive and integrated health care
that meets their individual needs and promotes optimum outcomes for their recovery in the least
restrictive environment. This pathway utilises a multidisciplinary team and supports collaboration
with a strong network of stakeholders who work together to develop responses that meet the
needs of people and their carers impacted by an eating disorder.

Oral Health Telehealth Adult Assessments
The NSW Priority Oral Health program requires adult patients needing dental care to be clinically
assessed for treatment prioritisation. Telephone calls had not previously been used for any aspect of
care for oral health but in response to the COVID-19 restrictions in early 2020, WNSWLHD Oral Health
Service implemented telehealth phone calls for patient assessment to inform treatment prioritisation.
Evaluation surveys from patients and clinicians found telehealth adult assessments provided greater
benefits than traditional face-to-face assessments. This model has also proven clinically robust and
preferable, with improved patient experience.
From May 2020-May 2021, 3235 patients (including 648 Aboriginal patients) have had telehealth adult
assessments completed by a roster of 17 clinicians. Of the 128 patients who completed a survey, 78%
preferred telephone for these short appointments, due to improved convenience and reduced travel
time.
Telehealth adult assessments are now embedded as usual practice across WNSWLHD. This model of
service delivery has also been adopted by Far West Local Health District and is under consideration by
three other NSW Local Health Districts.
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RESEARCH
IN OUR DISTRICT

SAFETY & QUALITY ACCOUNT

PAGE 31

COMPETITIVE SMALL GRANTS

From

the

Western

NSW

Research Office 2020 Annual
Report:
Our District hosted 22 meetings of the
Greater Western Human Research Ethics
Committee who reviewed 68 research
applications
Our District’s Research Office reviewed 44
site applications for research approved by
other ethics committees, including 6
commercially sponsored clinical trials
22 clinical trials were active in the district
The Library Service joined the Research
Office team in 2020. This facilitated the

PITCHit was developed in 2019 as a competitive
seed funding process to encourage locally-led
research, modelled off the television show ‘Shark
Tank’ in which applicants have a short time in
which to ‘pitch’ their project idea to the panel of
sponsors.
On 30 November 2020 the second PITCHit event,
via sponsorship, was able to provide $65,000 in
funding to successful applicants.
The 2020 PITCHit winners were:
Deborah Kenna for ‘Yuranigh House Break Out
2021’ based in Molong ($25,000)
Zoe Carr for ‘Ssshhh…Reducing noise levels in
ICU’ based in Orange ($5,000)

setting up of a ‘Research Repository’. The
librarians completed a literature search to
identify peer-reviewed publications that
included an LHD staff member. In 2020 this
yielded 26 publications
The ‘Research Repository’ held by the
libraries currently contains 764 documents,
including 126 conference papers.
Research is promoted by the Virtual
Research Interest Group (VRIG) which held
10 meetings in 2020 with between 10 to 20
participants at each session. An end of year
evaluation confirmed that VRIG is a valued
resource.
Research is further enhanced by the District’s

Rachel Kerney for ‘Vision for our mob’, based in
Dubbo ($10,000)
Jamie Goodlet as the inaugural Green PITCHit
winner for helping the LHD reduce our carbon
footprint by 35% within the next decade, based
in Mudgee ($25,000)

0
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membership of the NSW Rural Health
Research Alliance and the Western NSW
Health Research Network (WHRN).
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OUR
WORKFORCE
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Skill Development for Rural Nurses
Many Registered and Enrolled Nurses working
within WNSWLHD provide crucial care and
treatment to our patients in rural and isolated
facilities. It is imperative they have the
confidence to provide safe, high quality
clinical care.
Skill development and enhanced
knowledge builds confidence.

The Rural Generalist Nursing (RGN) Program is
an innovative education and support initiative.
Through this program a Rural Generalist Nurse
Education
Team
(RGNET)
has
been
established to support nurses working to their
full scope of practice.
The Rural Generalist Nurse Education Team
(RG-NET) exceeded initial expectations with
rollout of education to Registered and
Enrolled Nurses in 29 rural facilities. The
education program is designed to provide
clinical assessment skills to support full scope
of practice, across 11 different assessment
modules, working with the bedside team to
provide high quality care and assessments.

Feedback
has
acknowledged
how
beneficial it is to have Enrolled Nurses and
Registered Nurses together, empowering
the whole team to enhance existing skills
while learning new skills. Positive reactions
have recognised the relevance of the
resources, the content of the learning
pathways, the ability to apply learnings
and satisfaction with the opportunity for
supervised practice while ‘on the job’.
Continuation of the education program is
currently being translated to support rural
new graduate nurses to develop skills in
base
site
Emergency
Departments.
Modules are also undergoing testing and
evaluation, with possible scalability for the
program to be rolled out state-wide. The
program has been promoted to senior
nursing workforce leaders and presented
to the Chief Nurse and Ministry of Health
regarding translatability and scalability. A
partnership has been established with the
Council of Remote Area Nurses of
Australia, who are keenly interested, as this
program fills a gap they have identified
nationally.
A partnership between WNSWLHD and
Charles Sturt University has led to the
development
of
a
Post
Graduate
Certificate to Master’s program to begin in
2022, to meet the specific needs of
advanced nursing practice for rural and
remote nurses.

The RGN program, supported by the RG-NET will
position WNSWLHD to deliver world-class rural
healthcare with an agile nursing workforce to
respond to the challenges of nursing in rural NSW.
Assessment modules are purpose-built resources
with an identified learning pathway, now
accessible on My Health Learning. The resources
include face to face, virtual, on-site and mobile
phone-compatible digital learning, including
interactive
workbooks
and
practical
assessments. Real time access to short videos
demonstrating required skills, remote live
educator support and regular on-site bedside
coaching, has enhanced this original approach
to workforce development.
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Future evaluation will focus on improved
capability, performance and engagement
with clear and consistent communication
of
the
patient’s
condition
to
multidisciplinary teams for better patient
outcomes. Collaboration between Nursing,
Operations,
Medical
and
Workforce
Directorates has been highly successful
and will continue to support the program
This collaboration has exemplified the
benefits of leveraging the skills of
educators, clinical experts, education
design and technological expertise to
respond to the critical education and
training needs of our rural and remote
nursing workforce.
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Building Blocks for our Workforce

Building the capability of our workforce, in particular in developing practical skills in frontline
managers, ensures we support and provide high quality care to our communities.
Initially frontline managers undertook a self- assessment to determine what skills in Quality and Safety
they needed to develop and could then choose to participate in interactive virtual education on key
topics delivered by Western NSW LHD experts. A process was also undertaken to identify the skills
required for the varying levels of management roles across Quality, Patient and Staff Safety and
management of resources.
Virtual sessions were developed with the number of sessions increasing from 11 sessions targeting
frontline nurse managers in 2019/2020 to now offering 46 sessions targeted to all current, new and
emerging managers and leaders across all departments, program and service areas.
In addition to the virtual sessions, there are 24 Leadership and Management workshops being offered
that cover the first three domains of the ‘NSW Health Leadership and Management Framework’,
Achieving Outcomes, Developing and Leading Self and Engaging People and Building Relationships.
These have been well attended so far with 149 staff attending 10 workshops by the end of June 2021.
A Mentoring Program has been in place since October 2019 and has found to be a valuable process that
complements the current education and skill development sessions. This program links front line
managers with experienced managers and facilitates individual goal setting and self-development in a
safe environment. Over 200 participants registered across the WNSWLHD are currently engaged in this
program.

Staff Feedback:

"I attended the Achieving Outcomes Leadership and Management Workshop earlier this year.
I really enjoyed this workshop, it enabled me to become clear about my role within the
strategic direction of the organisation, and showed me areas I can work on to enhance my
operational effectiveness. Part of the workshop is an exercise to identify personal goals and
map them to the organisational goals, then identify opportunities within the organisation
to achieve those outcomes".
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FUTURE
PRIORITIES
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EMBRACE
The Change | The Culture | The Connections
The Embrace Project seeks to provide a culturally safe environment and to improve workforce
capability to respond to local Aboriginal cultural needs. The Embrace Project has been progressed
throughout the last 12 months at one of our rural District Hospitals using the Agency for Clinical
Innovation’s Redesign Methodology.
Via social media platforms, a community survey was
sent out to ask what things matter when they are
patients in our facility. The survey was completed by
436 local community and staff members, with 69%
of respondents identifying as Aboriginal. These
responses will be utilised in the development of
culturally informed solutions, as this rural District
Hospital looks to improve its approach to culturally
appropriate understanding, consideration and
accommodation
of
the
local
Aboriginal
communities’ cultural stories, protocols and history.
80% of Aboriginal respondents outlined they did not feel culturally safe when accessing their local
District Hospital for medical care. They believed they felt judged, there was at times a preconceived
existence of mistrust and that trauma informed care was not always appropriately provided or fully
understood. They also identified there were insufficient Aboriginal Health staff and the facility was
not inviting to the Aboriginal community.
The staff identified they had limited knowledge on how or when to involve the Aboriginal Health
Practitioner and outlined they lack confidence in linking carers and patients into other services for
support. Culturally sensitive communication was also highlighted by staff along with their lack of
knowledge of the local history and cultural background of the local Aboriginal community.
Through these responses informed solutions will be
implemented
utilising
the
Department
of
Education’s 8 ways of Learning Framework. Through
the use of learning maps for our staff we will
improve meeting the needs of Aboriginal patients
and their families. An initial focal point will be
enhancing the environment with the introduction of
cultural spaces both indoors and in the outdoor
meeting areas, through the pathway of art and
language.Local Aboriginal youth and Elders will be
invited to share stories, protocols and history that
has shaped the local community to make changes,
enlighten all of the cultural background of the
Aboriginal community and form collaborative
connections.
We have already seen some amazing stories shared through this process. Please see Milly’s* Story.
(* Milly is not her real name)
SAFETY & QUALITY ACCOUNT
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Artist Lewis Burns

Milly's* Story
Milly is an Aboriginal woman aged in her 80s who was admitted unwell to her local District
Hospital. Across the time span of her admission Milly, her children and a non-Aboriginal
senior staff member had numerous informal yarning sessions around her care management
and discharge planning. Three days before her discharge, Milly began sharing stories from her
past, with some of these stories expanded upon by her family.
Milly was born on a local Station and taken to a Mission as a young child of around 5 years of
age. Milly repeated it was “not right” and her family confirmed that Milly had been focusing
on her early childhood memories of the “Government Man” coming to the station. Her family
shared that Milly’s mother and Aunty would watch for a dust cloud and gather the children
to run and hide in a system of caves they had set up as their hiding place. They would camp
out in the caves for more than half of the year to ensure the children were safe.
At the end of this story it was essential to apologise to Milly and her children. The act of
saying Sorry for the things this lady had suffered across her life span, and the
acknowledgement of intergenerational impacts, was a simple but powerful experience for all
involved.
As Milly was discharged her family stopped the wheelchair near the non-Aboriginal senior
staff member. Milly reached out and grasped her hand and looked her in the eye, smiled, and
said “No more white fella lies”. Her non-Aboriginal senior staff member replied “No, there will
be no more white fella lies”, to which Milly replied “Thanks Darlin’, I love you”.

(* Milly is not her real name)
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Utilising Remote in-Home Monitoring
To Optimise Patient Care at Home
During the 2020 COVID-19 outbreak, our District’s Integrated Care Directorate developed a remote inhome monitoring (RiHM) pilot program with the aim to optimise virtual care technologies for patients
and clinicians to minimise exposure to COVID-19, enhance usual care and ease the demand on hospitals
while ensuring the safe delivery of patient-centred healthcare.
RiHM was designed to complement the patient’s existing medical services by utilising technology to
remotely monitor blood sugar, blood pressure, oxygen saturation (% oxygen in the blood) and body
weight, to provide timely care and optimising outcomes.
A remote-monitoring nurse reviews the patient’s vital sign observations up to several times a day, sends
reminders via text message for patient’s to complete their vital sign measurements and rings the patient
to trouble shoot measurements and clear flags. A weekly report is sent to the patient’s General
Practitioner (GP), medical and specialist teams and uploaded into the patient’s electronic medical
record.
In the RiHM pilot program from June 2020-May 2021, 71 clients were enrolled from 13 communities. They
were enrolled for an average of 63 days.
Early evaluations showed improved experiences for patients, carers and clinicians with improved health
outcomes. All clinicians found the support provided by the RiHM nurse to be useful to their work and
93% of clinicians who completed the survey said RiHM provided additional information to assist
assessment, decision making and ongoing care.
The RiHM program in WNSWLHD now includes a weekend remote monitoring service and a medical
doctor within the team. This medical lead accelerates engagement with other medical teams across our
District, as well as identifying and rolling out RiHM for new patient cohorts including renal, respiratory,
maternity, post and early discharge patients. The Primary Health Network has also been engaged to
explore how to continue to expand the RiHM program across WNSWLHD as business as usual.
As the ‘second wave’ of COVID-19 becomes a challenge for Western NSW in 2021, our District is in a good
position to expand RiHM to support the COVID Care in the Community team while continuing RiHM in
the community for non-Covid patients requiring regular monitoring. A postgraduate medical student is
also commencing with the RiHM program in January 2022 to undertake a qualitative analysis of women
with Diabetes while they are pregnant (Gestational Diabetes Mellitus) using the RiHM program.
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Hyperemesis Gravidarum:
A pilot project and a state-wide project
Hyperemesis Gravidarum (HG) is a severe type of nausea and vomiting during pregnancy. Symptoms
can include feeling faint or dizzy upon standing, with persistent vomiting potentially leading to
dehydration.
The Orange Ambulatory Care Hospital in the Home (HITH) setting was utilised so that overnight stays
in hospital could be avoided whilst the hydration and the health of mothers experiencing HG and their
babies could be optimised. HITH treatment included intravenous or oral pharmacotherapy,
intravenous fluids replacement, electrolyte replacement, regular weighs and pathology to ensure
appropriate monitoring plus prescription of medications. The initial trial of a small cohort of patients
under one obstetrician ran Monday-Friday 08:00-16:00, with patients able to re-present as many times
as needed during the course of the pregnancy, and with a HITH escalation pathway including medical
obstetrician review and admission or transfer to the Emergency Department if required.
Success was shown in providing adequate care while avoiding inpatient admissions. The service was
subsequently utilised by a small number of direct admissions to HITH from ED and was expanded to
trial 3 months of a weekend service 09:00-17:30 until 27 June 2021. Staff are keen to expand the service
as a pilot site for the District roll out of the state-wide HG Project.
A state-wide HG Project has commenced including the development of state-wide Policies and
Procedures for the management of HG, with planned utilisation of Primary Health Networks and
eMaternity screening to diagnose HG. A WNSWLHD Hyperemesis Clinical Midwifery Consultant
commenced in their role on 23 August 2021. Implementation in WNSWLHD will include identifying
current gaps and district-wide strategies to improve access for care for women with HG. It is expected
that district-wide strategies will include the development of Hyperemesis Care Pathways with options
for care, particularly of benefit for women in rural and remote locations so they may access the most
appropriate treatment closest to home with the aim this will result in less presentations with HG to
Emergency Departments.
An update on the WNSWLHD implementation of the state-wide HG project will be included within
next year’s Safety and Quality Account 2021-2022.
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Mobile Mental Health Emergency Care
(MHEC) Program
The Mobile MHEC Program is to be an extension of the Western NSW Mental Health Emergency
Care 24/7 service that has been in place for many years. Mobile MHEC enables Police Officers
and Paramedics with iPads to video link people to a mental health triage/risk assessment in
their home. It is believed this will reduce the need for transfer to an Emergency Department
and allow the person to remain in their community where least restrictive care can be provided.
A pilot of Mobile MHEC in Cowra was delayed due to technical issues in setting up a service that
enabled sound connectivity. Collaboration with the Police and Ambulance Officers in Cowra has
recently been re-established after connectivity issues were resolved, and will continue rolling
the program out to the Cowra Community.
Meanwhile, to continue Mobile MHEC, the team are working with the Ambulance Mental Health
Liaison Officer and Police to roll out Mobile MHEC in Parkes and Forbes. Additionally, Police in
Orange have been very happy utilising the virtual link ups to holding cells. Whilst this is not
technically what the Mobile MHEC pilot envisaged, it has been a valuable addition and the
Mobile MHEC team will pursue and monitor this to determine if potential exists to trial in other
rural towns.

Aboriginal Nursing Cadetships
WNSWLHD is proud and excited to be participating in the State-wide NSW Aboriginal Nursing and
Midwifery Cadetship Program, funded by the Department of Prime Minister & Cabinet. This initiative
involves Aboriginal students undertaking full-time study in an undergraduate nursing/midwifery
Degree whilst being employed in a NSW Public Health facility. State-wide, this program is coordinated
by NSW Health Nursing & Midwifery Office
This Cadetship program aims to support our Aboriginal communities by increasing the number of
Aboriginal Nurses. In WNSWLHD, this is an important part of our strategy to Close the Gap and increase
the number of Aboriginal people employed within our District. We will strive to provide the right
environment in the workplace that encourages and supports personal and professional growth, and
allows each cadet to succeed and reach their full potential.
Successful applicants to the program can choose the sites in which they wish to undertake their
clinical placements. This may depend on their mode of study and access to Universities with some
cadets wishing to remain in their community and / or living at home while they study either via
Distance Education or University campus learning. We have currently commenced six Nursing students
into this program based at Bathurst, Dubbo and Mudgee. The Cadets are required to undertake 12
weeks supernumerary work at the facility of their choice paid as Assistants in Nursing. This
supernumerary work is over and above their required university clinical study placements.
We look forward to engaging further cadets into the program and will be pleased to provide a
progressive status report for the Safety and Quality Account 2021-2022.
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Thank you
for taking the time to read this 2020-21 Safety & Quality Account.
We are proud to share with you the achievements made in the last year and the work we continue to
progress to provide World Class Rural Health Care.
We value your feedback on this Safety & Quality Account
and please let us know what information you would like included in the future.
wnswlhd-clinicalgovernance@health.nsw.gov.au

WESTERN NSW LOCAL HEALTH DISTRICT
PO Box 4061
DUBBO NSW 2830
Telephone: (02) 6809 8600

www.wnswlhd.health.nsw.gov.au
Facebook@WNSWLHD
Twitter@WNSWLHD

