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Aboriginal Health Council of Western Australia

. (@}? Government of Western Australia
j L KDepartment of Health
Ji. - WA Country Health Service

INTRODUCTION TO THE SEPTEMBER ABORIGINAL LIAISON OFFICER
WORKSHOP REPORT

The Workshop was recognised as a major milestone toward the shared goals of creating a
resourceful, well networked and empowered workforce of Aboriginal Liaison Officers (ALO’S). This
workforce has been established to help improve patient services, experiences and outcomes as they
interact with the health system and various service providers locally, regionally and in the Perth
metropolitan area.

This report summarises the activities, presentations and discussions throughout the two days of the
Workshop program.

By way of context, there are fourty one Council of Australian Governments (COAG) National
Partnership Agreement (NPA) funded ALO positions throughout the rural regions and in Perth.

Inclusive of the program coordinator positions, the distribution of this workforce between the WA
Country Health Service (WACHS); the North and South Metropolitan Area Health Services and the
Aboriginal Community Controlled Health Service (ACCHS) sector is:

> 68% - Area Health Services; and
> 32% - ACCHS.
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Program Action/Focus Areas e Communication, consultation and engagement;

e Service enhancement;
e Patient journey improvements;
e Workforce training and education.

Program Aims e Astrong and resourceful workforce;

e Improved patient journey;

e A culturally competent service system — hospitals
and primary health services;

e Comprehensive state wide communication,
consultation and engagement;

e Multi-level support.

Contact details for the facilitators and presenters are at Attachment 1. The aims of the Workshop

were to:

>
>

>

Develop networks amongst the ALOs;

Share and learn what ALOs are doing, achieving and/or finding difficult to do or achieve in
their various work settings;

Develop a well informed ALO workforce;

Build a broad picture of functions, successes, threats, opportunities and focal points for
action by program Coordinators;

Introduce the ALOs and connect them to other groups associated with patient advocacy and
direct support/services within the patient journey domain;

Provide productive information and education to develop knowledge and useful linkages;
Reduce functional isolation — improving perspectives on the bigger picture, providing
resources and connections, sharing stories with other workers;

Having some timeout to share, learn, develop and enjoy.

There was a clear message from the program Coordinators and this is presented here:

“We seek your support to establish a strong and viable Aboriginal Liaison Program
across the health system to ensure the patient journey and follow-up care of
Aboriginal and Torres Strait Islander people accessing health care services in
metropolitan and regional areas of Western Australia are greatly improved and
maintained via a strategic and systematic appro a ¢ h " .
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WORSHOP DAY ONE

At commencement of proceedings, a Welcome to Country was offered, followed by:

» An overview of the ALO program by the Coordinators;
A group activity by the participants exploring the roles and responsibilities of the ALOs;
An overview of the AHCWA Cultural Safety Training program; and

Y V V

An afternoon with Health Consumer’s Council advocates Laura Elkin and Billy Trott.

WELCOME TO COUNTRY

Aboriginal Noongar Elder Ben Taylor welcomed the workshop participants to his ancestral country.

Ben reflected on his grandfather back in the 18" century having to line up for government rights and
having his Aboriginal name changed to Taylor.

In Language, he formally welcomed the group to Noongar land and called to mind the Rainbow
Serpent. This powerful spiritual entity is all over Australia and called many names. Ben advised that
he had recently attended the Anglican Bishop’s Conference and in talking to them, they
acknowledged the religion and spirit of the Aboriginal people and that this spiritual power has
always been around them and with them over time.

Ben recalled the words of his grandmother: “The Rainbow Serpent is part of our culture, religion and
spirituality” and remarked that even after all this time and hardship, “we are still here”.

He read a piece from a presentation written by Doolan-Leisha Eatts, Yuraleen Dorothy Winmar and
Frederick Joseph Pickett for the last NAIDOC week, were they said:

“Welcome, this is our homeland, our ancestral dream time home. We are proud peopldamdour
and we stand togetheg black and whiteg 2 S NJ G A YS¢ o

Ben took the opportunity to share his thoughts with the participants on what is happening at the
present time with so many young Aboriginal people dying far too soon.

GLY Yeé ¢2N] afitholic MikiSry beford Natirdd, lvent around and visited our
people all over the State. | saw some very sad people and sad things happening. Just this week | am
going to two funerals one for a 40 year oldnd the other for a 50 year old.

This happens continuously and it is too young, too sad and we must do more. When | sit and yarn
with Aboriginal people who come to Perth for treatment, | listen to their troubles but | also tell them
that they have to pull their weight as well. | appeal to them to give up the grog, the cigarettes and
the junk food and to help make themselves and their families and communities healthier and
stronger”.

He sadly recalled the many Aboriginal dialysis patients he has met and talked with who have
confided in him that they just want to go home, even it means they will die. They find the isolation,
the pressure for continuous treatment and the chronic sickness too much to bear.

“Years ago on the reserves all over Australia, our people shared damper, tea and kangaroo with each
other. These days, too many of them are sharing the wrong things: grog, cigarettes, junk food, drugs,

September 2011 Aboriginal Liaison Officer Workshop Report




fighting and crime. This is what is causing so much suffering and dying. | saw so many times the
grandmothers and the little kids without their parents because they were gone drinking, or in
hospital, in goal or even passed away.

| had to grow strong against the picture of so much sadness and so many deaths so | could stay
strong myself and keep helping and listening to these people.

This shouldn’t happen and we all must put our heads together to help the people.

But | also saw how strong our spirit remains and | always know that the spirit will stay strong. You
can’t kill spirit”.

FROM THE PROGRAM COORDINATORS - ABORIGINAL LIAISON
OFFICER PROGRAM OVERVIEW

Kim Hawkett and Robert Miles are the ALO Program Coordinators and bring together the
collaboration between the Aboriginal Community Controlled Health Organisation Sector represented
by the Aboriginal Health Council of WA (AHCWA) and the Area Health Services employers of the
ALO’s.

They are responsible to support and coordinate the implementation, development and evaluation of
the program over the four year funded initiative. They are also responsible to ensure that the ALO
workforce links at both policy and decision making levels within their respective organisations. Their
contact details are shown below:

Kim Hawkett Robert Miles

Portfolio Officer — Hospital Liaison Senior Project Officer

Aboriginal Health Council of WA WA Country Health Service

Phone: 9227 1631 Phone; 9382 7541
Kim.Hawkett@ahcwa.org Robert.Miles@health.wa.gov.au
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Priority developments for the Coordinators are:

» Sustaining the Reference Group — this has met once recently;
» Developing a state wide ALO Network;
» Ensuring there is an effective ALO Network communications system in place.

Since the establishment of the COAG funded ALO initiative in WA, Kim and Rob have travelled
around the state and it has become clear that the roles and responsibilities of the ALOs are not well
enough understood and utilised at this stage.

From their perspectives, this heightens the risk of this valuable workforce being under developed
and underutilised in the endeavour to improve the patient journey, cultural safety and accessibility
of health care to Aboriginal consumers.

Rob made reference to the Australian Government publication of the National Partnership
Agreement ‘Footprints’ document which presents the rationale and intentions underpinning a
nationwide investment to develop a workforce to improve the various aspects of the patient journey
for Aboriginal people. He also pointed out that the four year program is running from 2009/10 to the
2013/14 financial years and is currently at the midpoint.

The Coordinators stressed the critical need at this point in the program to ensure the enhanced ALO
workforce in WA is developed and empowered to have the best possible impact.

A summary of the presentation given by the Coordinators to set the scene for the ALO Workshop is
presented in the table below:

COAG Closing the Gap in State and Territory governments committed to undertaking
Indigenous Health National substantial expenditures over four years 2009/10 — 2013/14.

. The Western Australian Government committed $117.43
Partnership Agreement million in new expenditure over four years.

Five Priority Areas Tackling smoking;
Healthy transition to adulthood;

Making Indigenous health everyone’s business;
Primary health care that can deliver; and

Fixing the gaps and improving the patient journey.
Allocation of Funds $20.58m under Priority Area 5 - Fixing the gaps and
- improving the patient journey over 4years.

Regional Priority The Aboriginal Health Planning Forums identified liaison,
coordination, continuity of care and transport as a priorities.
All 9 regions submitted proposals for Aboriginal

Liaison Programs which resulted in 41 State funded positions
being created throughout the state.

The distribution of the fourty one ALO positions is shown on the table below.
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Region Service Provider Positions
Kimberley BRAMS — Community 1
Pilbara AMS — Community 6
Goldfields WACHS - Hospital 2
Midwest AMS — Community 2
WACHS — Hospital 3
Wheatbelt WACHS — Community 2
Great Southern | WACHS — Hospital 2
South West WACHS - Hospital 5
South SMAHS — Hospital 8
Metropolitan
North NMAHS — Hospital 5
Metropolitan
Metro wide AMS — Community 3
State - wide WACHS
Coordination AHCWA 1
Total 41
COAG Aboriginal Liaison 41 COAG positions made up of:
Program Positions Aboriginal Liaison Coordinators

Aboriginal Liaison Officers

Aboriginal Health Client Journey Coordinators
Aboriginal Patient Journey Officers

Patient Transport Officers

Indigenous Outreach Workers
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The next two tables address the rationale for the ALO workforce development program in
terms of priority and underlying issues.

Why a Priority? Poor health outcomes;
Increasing mortality rates / decreasing life expectancy;

Inappropriate service delivery options;

High levels of self-discharge;

Cultural and language barriers;

Poor attendance rates for appointments and follow up care; and
Compliance issues.

Underlying Issues Transport issues;
Inadequate discharge planning and follow up;

Self-discharge & fear factors;
Language barriers;

Family /cultural commitments;
Lack of culturally secure services;
Social & emotional isolation;
Financial position; and

Housing.

Based on the rationale as shown above, the aims of the program and the coordination arrangements
are summarized in the following table:

ALO Program Aims Reduce average length of stay in the long term;

Improve level of engagement between Aboriginal patients, referred
care providers and primary level providers to deliver better follow
up and referral processes;

Improve long term stability in primary provider choice;

Improve patient satisfaction with the care and patient journey; and
Reduce admissions and incomplete treatments for patients.

Statewide Coordination || WACHS and the AHCWA will work collaboratively to provide state-
- - wide support for the introduction, implementation and evaluation
of an Aboriginal Liaison Program;

Both organisations have employed an Aboriginal Liaison
Coordinator to provide leadership and support to staff involved in
the Aboriginal Liaison program across each health region as well as
facilitate strategic planning and coordination of a statewide
implementation plan.

There are six Key Action Areas for the ALO program and these are presented in the next table.
Each Key Area is then expanded in summary form on the bullet point lists/tables which follow.
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St awiedPer ogr-Emy Ar eas

Key Area 1: |Communication, Consultation and
Engagement

Key Area 2: |Service Enhancement

Key Area 3: |Patient Journey

Key Area 4: |Workforce, Education and Training

Key Area 1: Communi cati on, Co
Engage ment

Marketing and promotion;

Establishing relationships with key stakeholders

Presentations & updates across the hospitals and primary health care settings;
Establishment of a statewide ALO Reference Group;

e Convening a statewide ALO Workshop; and

e Establishment of a statewide ALO communication network.

Key Area 2: Service Enhanceme]

e Discharge planning;

e Standardise reporting mechanisms;

e Work plans — breaking down barriers to access; and

e Identify or conduct building of cultural security knowledge and practices into the
Quality Assurance Framework e.g. walk through the services with a cultural partner so
that areas of concerns can be identified and conducting Aboriginal consumer
satisfaction surveys.

Key Area 3. Patient Journey

Provide support to Aboriginal patients in their journey through:

Home/community Primary health care & hospitals Specialist services
Allied health Accommodation Transportation
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Key Area 4

EWarclkft o rome ,and

e Enhance the role and scope of work for the ALO’s;
e Mapping existing roles and responsibilities of ALO’s;
e Training needs identification for ALO’s;

e ALO networking; and

e Linking with the WACHS Aboriginal Employment Strategy 2010 — 2014.

There are some clearly emerging issues identified already, and these are summarized in the next

table:

Tr ai

Emerging Issues

Transport;

Inadequate service partnerships/relationships;

Patient documentation and identification of program;
Available services not being utilized;

Patient discharge planning;

Individual staff making decisions based on personal judgment;
Lack of or minimal Cultural Safety Training;

Unclear role of ALO positions;

Accommodation;
Discrimination.

At the end of this the introduction and overview presentation from the Coordinators, there were

several questions from participants. These are summarized below, along with the responses offered

at the time:

Lack of co-operation or outright competitive
attitudes between ACCHS and government
services in some areas (not all);

Patient confidentiality barriers more in some
areas than others;

ALOs prevented from doing the best for
patients by these barriers in some areas/cases;
It is inconsistency — therefore are the barriers
policy or personality driven?

The policy position is the exact opposite — higher
levels of cooperation between providers are
agreed to be needed,;

There is also a sense of urgency to get these
barriers addressed — we are at the mid-point in
this program;

Coordinators also detected pockets where health
service staff were not informed about the ALOs
and what they can do — poor
information/communication evident;

Also saw evidence of judgmental behavior —
especially in the PATS area;

Coordinators interested in effective regional
models — what is working well and not, where
problems lie and focus on addressing these — to
establish a foundation for best practice.

Are there any program reports yet?

Six monthly reporting, but not able to measure
program impact in health outcome statistics at
this early stage;

In the interim, Coordinators are asking for
reports from ALOs on success and case studies
where your work has made a significant
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difference to the patient/provider and outcome;
Also need reports on persistent problems so we
know where to focus efforts at a higher level to

bring about solutions for improvement.

The Director General of the Department of Agreed — this a clear signal to everyone that the
Health says “Aboriginal health is everybody’s program will not succeed if people persist in
business”. working in isolation and without cooperation;

The barriers need to be sorted out through effort
from all parties.

WORKSHOP ACTIVITY

Kim shared with participants that the purpose of the workshop activity was to capture the services
and work being done by the ALOs all over WA. The template provided was a framework designed to
help build a clear picture of what is being done and where the opportunities lay.

The template outline is in the table below:

1. First Rating: As a group, rate what ALO’s are currently doing in the following way — put the
relevant colour sticker in the 2™ column (first narrow column) next to the description:

e Green - doing this work ‘a lot of the time’
¢ Yellow - doing this work ‘some of the time’
e Red - doing this work ‘only occasionally’

2. Second Rating: As a group, re-rate each item on the butchers paper with what ALO’s think
they should be doing a “lot of the time’, ‘some of the time’, or ‘occasionally’. They may keep
the same rating, or they may want to change something they are currently doing a ‘lot of the
time’, to ‘some of the time’ or ‘occasionally’. Put the relevant colour sticker in the 3™ column
(second narrow column) in line with the first rating.

3. Any Additions: Finally, ask ALO’s if there is anything missing — something they are currently
not doing that they could be doing. Add these items to the list and rate them as well. The
colour sticker needs to be put in the 4™ column (third narrow column).

Summary presentations of the group work in the tables which follow demonstrate the work ALOs
described. The template model is shown in this next table:

1.WORK THEY ARE CURRENLY | 2. WORK THEY THINK THEY 3. WORK THEY THINK THEY
DOING SHOULD BE DOING COULD BE DOING

A Lot Sometimes || Rarely | A Lot Sometimes || Rarely | A Lot Sometimes || Rarely

The information offered through the group activity is presented in each of the three sections as
shown in the above table and is a consolidated summary of the work done by several table groups.
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A LOT OF THE TIME

SOME OF THE TIME

OCCASIONALLY/RARELY

Patient recalls — routine off
recall data system;

Visiting patients — wards, ED,
mental health, antenatal, aged
care, chronic disease, renal
dialysis areas;

Daily patient admission/intake
lists and visiting;

Ward rounds — new and follow
up patients;

**Patient assistance —
extensive/various duties;
**Liaison and networking —
staff, teams, other ALOs,
community, families,
departments, providers;
**Transport work — organizing
and doing, taxi vouchers, PATS
arrangements;

**Ppatient appointments —
assisting, brokering, supporting;
**patient travel arrangements
(PATS, local and RFDS
evacuations) — assisting,
brokering, supporting;
Cultural awareness, advice,
support and arrangements;
**Death, bereavement
management;

Discharge planning assistance;
Interpreting;

Family meetings — palliative
care, aged care, mental illness,
Advocacy for patients;
Referrals and travel
documentation — assist and
arrange;

Multi-tasking;

Data collection and entry;
Sourcing and providing
information and resources;
Patient education;
Community liaison;

Dealing with complaints.

**Patient assistance —
extensive/various duties;
Liaison and networking — staff,
teams, other ALOs, community,
families, departments,
providers;

**Home visits;

Cultural awareness, advice,
support and arrangements;
In-service cultural awareness
education for staff;
Involvement in patient group
health promotion activities;
Hands-on and practical
assistance for staff and
patients;

**Encourage patients to
attend, comply — reassurance,
information/education and
support to address real and/or
perceived barriers and needs;
Discharge follow up services;
Follow up for child
immunization compliance;
Assistance for mental health
patients and staff;

Community liaison and
representation.

Training and development;
**Home visits;

Engagement in developing
promotional materials;
Process improvement work;
Antenatal visits/follow ups for
better support, attendance
rates and general compliance;
Assistance with dental
appointments and treatment
access;

Panel interviews for staff
selection.

** Denotes that these issues were documented by many participants groups.
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2. WORKALO'’s THINK THEY SHOULD BE DOING

A LOT OF THE TIME

SOME OF THE TIME

OCCASIONALLY/RARELY

Network with other ALOs;
Patient transport assistance;
Hands-on, practical help;

Daily patient intake visiting &
follow-up;

Ward meetings and rounds;
Advocacy for patients;
Discharge planning;

Links to primary health
services;

Social support for patients;
Help with external referrals;
**Promotional materials
development and distribution;
Cultural awareness raising and
practical assistance;

Working with the PATS system;
**Data collection and
reporting;

Process development and
improvement;

Helping patients who need
appointments and referrals;
Education/counseling for
patients (as qualified);

More involvement with mental
health services/patients;
Assisting with transport issues —
vouchers, PATS.

**Promotional materials
development and distribution;
Process development and
improvement;

Cultural training in-service
sessions for staff/teams;
Training and development of
ALOs.

**Promotional materials
development and distribution;
Process development and
improvement;

Helping patients who need
appointments and referrals;
**Home visits;

Comfort pack provision;
Sourcing advisory and
counseling links and resources
for patients.

3. WORKALO’s THINK THEY SHOULD BE DOING

A LOT OF THE TIME

SOME OF THE TIME

OCCASIONALLY/RARELY

Community education;
**Health promotion;
Promoting the ALO
program/benefits;

Encourage respectful
communication staff/patients;
**More association with other
staff;

More work helping with Close
the Gap medications.

**Develop program brochures
— encourage more utilization of
the program;

**Home visiting;

Counseling care —if/as
qualified;

Greater access to wards —
broader access beyond current
program limits;

Help develop partnerships and
agreements;

Help to develop more cultural
diversity in the workplace;
**0Ongoing development of the
data base;

Staff support sessions;
Monitoring and evaluation
work;

Health check work
involvement;

More work in the patient recall
area.
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Analysis of the Material
The following assessment has been enabled partly by examining the written material, together with
the discussions which took place as each group presented summaries of their work.

Assessment of the information captured on the table/and discussed dealing with work currently
being done by the ALOs, there is clearly a significant focus on:

» Complex depth and range of patient assistance duties — frequently involving liaison and
advocacy in relation to housing, schooling, finance/income, family needs and the like;

» Extensive and complex liaison and networking requirements to create the smoothest possible
‘journey’ for disadvantaged patients;

> Assisting with transportation/access;

» Helping in a variety of ways with patient appointments — visiting specialists being an especially
demanding component of the work;

» Assisting hands-on with travel arrangements and consequence management for the patient —
where PATS, accommodation and/or RFDS evacuation are involved;

> Palliative care situations and/or management of death and bereavement.

Assessment of the information captured on the table/and discussed dealing with work ALOs believe
should be done, there are indications that:

» Some ALOs and their roles may not be well enough understood or their services utilized
enough —this is suggested to vary depending upon the employer; the prevailing level of
knowledge and awareness of the program itself and/or the role and capabilities of the ALOs;

> There may be some resistance to or oversight of the needs and benefits of ensuring ALOs are
included within the workplace/work teams;

» Utilization of the benefits their service offers to both Aboriginal patients and clinicians caring
for them is still in the development phases in some areas and may need to active work to shift
past real/perceived barriers.

Not surprisingly therefore, there is also a focus on:

v

Program promotion;

Process development and improvement;

Cultural advocacy for patients;

Cultural knowledge and skill building for staff; and

YV V VYV

Home visiting for patients.

Assessment of the information captured on the tables/and discussed dealing with work ALOs
identified they should be doing if it were possible, there was a focus on:

» Program promotion and increasing utilization/uptake of the ALO services for patients;

> Increased scope of work for the ALOs — less limitation, so they are able to work effectively to
improve patient access and compliance outcomes;

» Process improvement;

> Program impact monitoring, reporting and evaluation.
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Key Issues Overall

> It was noteworthy that ALOs reported high levels of engagement in assisting patients/families
and service providers in the domain of palliative care, death and bereavement management;

» Highly complex roles and multi-tasking — requiring extensive intervention by the ALO to
resolve real and perceived patient journey and compliance barriers;

» The ‘In/Out’ episodic nature of medical consultation and hospital admission/discharge norms
create the basis for the ALO role and functions for assisting Aboriginal patients with complex
life and social circumstances to get the best result from their health care and management;

» There is a significant lot of ‘argy/bargy’ within mainstream health services and between
mainstream services and the ACCHS. There appears to be inconsistency in attitudes, policy
interpretations, working parameters relationships/linkages between services and some ALOs
are finding themselves caught in the middle. On the one hand they are obliged to comply with
their employer and service manager. On the other hand, they understand that the program
they are part of is about trying to address barriers to making the patient journey smoother for
Aboriginal people;

» Transportation practicalities are a huge barrier for mainstream service patients in some areas
and the ALOs are positioned to pick up the slack. They identify the need many Aboriginal
patients have for assistance with transport but they are also questioning the merit of the ALOs
becoming the ‘default’ transport providers given there is so much other demand for their time
and efforts;

» Program promotion — the ALOs share a strong view that the program, including the capabilities
and roles/responsibilities of the ALOs needs to be much better communicated, understood
and utilized for the benefit of Aboriginal patients;

It does appear from this analysis of what was written and spoken that a knowledgeable and
productive workforce has been established.

The intended potency of the program will be even more realized if the ALO’s are empowered both as
individuals and as a network so they are positioned to influence patient journey management more
than they are at the present time.

Areas where targeted actions are likely to benefit are:

> Extensive program promotion and communication work;

> Actively encouraging utilization, inclusion and empowerment of the ALOs within the
workplace;

» Some high level work by sector employers to reduce some of the ‘argy/bargy’ issues around
attitudes and policy inconsistencies — especially between WACHS hospitals and the ACCHS and
in relation to discharge planning and PATS;

» Empowering the ALOs and others to improve patient journey management processes with and
between service providers. Where necessary, this may benefit from site by site
brokered/mediated informal/formal agreements and protocols;

» Training and development for ALO’s themselves;

» Training and development support materials and resources/linkages for the ALOs to use for
helping to develop better cultural competency for their employing health services;
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» Job design refinements for the ALOs — there is now a reliable and actual body of work
established by employers and the ALOs themselves and this offers a solid foundation for
ensuring job descriptions and work design keeps pace with needs and expectations;

» Workload management — ALOs deal with some extremely complex and time consuming
individuals and cases in addition to their routine daily/weekly duties and work rounds.

CULTURAL SAFETY TRAINING

Session by Trish Bushby and Julie Jones

Trish and Julie offered a little background information about themselves — by way of demonstrating
the cultural needs for Aboriginal people to know a bit about people, where they came from and who
they may be linked with.

Trish presented herself as a fair skinned Aboriginal woman who was raised by an Aboriginal mother
and grandmother after her non Aboriginal father left the home when she was seven weeks old. She
shared with participants that it interesting for her personally, looking back from the perspective of
racism. In fact, she recalls having a great childhood, with a strict mother, high standards and
expectations and some uncompromising rules about not being able to leave school unless and until
she had a job.

Trish is an ALO and has successfully completed advanced tertiary level studies.

She also shared that it was not actually her intention to work in the Health field, but for various
reasons and without regrets, this is exactly where she finds herself!

Julie presented herself as a Mullewa Aboriginal woman and recalls growing up as a child where
English was her second language. Her tribal language was spoken in the home and around her
immediate Aboriginal community.

She and her contemporaries were not permitted to speak their tribal language once they got to
school though and for high school, it was necessary for her to board with relatives in Perth.

She attended Governor Stirling High School in West Midland and was billeted by an Aunty and her
eight children. She was the oldest of her own family’s ten children and her family had high
expectations of her making something substantial with her life and getting a solid education.

Julie however was very homesick for her family and desperately keen to return home. Her father
relented but only on the condition that she had a job was she permitted to leave school.

Finding a job as a young Aboriginal woman in Mullewa was difficult and the underlying racism was
evident. She took a telephony course which was offered to girls wanting to apply for local telephone
exchange jobs.

She was the successful applicant for an open position out of eight other girls — all of them non-
Aboriginal. On this basis, the rules dictated that she must be given the job!

Julie recalled that it was common practice in those days for Aboriginal people/families to be given
‘white’ names as tribal names were not allowed or recognized. There is a huge array of strange
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names given to Aboriginal people throughout the regions, but in her family’s case, whoever chose
the names was a fan of Shakespeare. Her great grandfather was given the name of Hamlet and she
herself, even down the line, was given the name Juliette!

Julie used this as an example of how valuable it is in Aboriginal culture to share your own story about
who you are and where you come from. She recalled an instance where a woman —in tears of
emotion — came to her and told her that they were related because their great grandparents were
siblings. The stories matched!

Julie said “kinship is who your mob is. Tell your stories and share because your connections to others
will usually emerge naturally”.

Julie said that she believed one of the really important messages for us all to give to people working
in the mainstream system with our mob is that “we need to get to know yotiwe need more thn
2dza i @2dz2NJ yI YS®DE

Trish and Julie started the session on CST by stressing the distinction between cultural awareness
and cultural safety. Awareness is exactly that — information about culture so people are aware it
exists and what some of the general and local issues are. Cultural safety on the other hand brings a
great deal more than simply awareness. It extends to individual and facility/organisation level
attitudes, behavior, competency and performance. It also goes beyond people and encompasses
physical facilities and system design. It is awareness and skills translated into effective practices.

They acknowledged that the overview of the CST program they would present today was generally
intended for mainstream workers and organisations. But they also offered that everyone —even
Aboriginal workers — have a need to keep refreshed about Cultural Safety knowledge, techniques,
reactions and responses.

Perceptions of Aboriginal People
This was a short exercise designed to capture the essence of the ‘stereotypical’ views about the
‘typical Aboriginal’. Examples of these perceptions were that Aboriginal people are:

Lazy;; Uncivilized;;
Alcoholic Unemployed;
They all know each other; Downgraded;
Unsuccessful. Thieves.

In addition to the above ‘features’ there was also a widely held perception that to be a ‘real
Aboriginal’ one had to be very black and come from a remote area.

What is Culture?

What makes up culture is a rich mixture of values, spirituality, rituals, symbols, leaders, heroes and
practices. Beyond these elements are dimensions such as history, stories, traditions, ways and
beliefs, attitudes, food, relationships; lifestyles and language.
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It is a sound cultural safety practice to give Aboriginal people time to communicate their own story.
Within a health setting, it is essential to allow a person from a different cultural background to get
the same opportunity for and quality of care and service as anyone from the predominant culture.

History is Important

In the CST system, Trish and Julie explained that they teach history. Partly because it is so important
and underpins the situation people find themselves in today and also because in this country, this
history was never taught until more recent times. It was never part of the school history curriculum.

Fortunately, this history is now taught. But there are a great many Australian people born in the
earlier decades who are relatively ignorant about the history of Aboriginal people in Australia.

The history overview includes of course the landmark breakthroughs made so many years ago by
Vincent Lingiarri and through then Prime Minister Gough Whitlam.

Trish asked the participants what they knew about/thought of the Northern Territory intervention
and she also advised that this is a question they ask every time they deliver a training session on CST.

Generally the responses were same as usual — the intent was OK but the one-size-fits-all approach
and way they went about it was not good.

Some information they do provide to people is that:

> The alleged child abuse was not widely evidenced once the intervention and expert assessments
had taken place and neither was the paedophilia;

» The funds for housing were intended to alleviate overcrowding conditions and relieve stress and
risks for vulnerable families and children but the houses for the people were not built;

> Houses were built for non-Aboriginal program staff as a priority;

» There is a cynical view that child abuse was used as a morally inarguable platform for an
intervention which was more intended to leverage previously unwelcome mining companies into
the affected areas than it was to alleviate conditions for Aboriginal families and children;

> Consequently, it is perceived by many to have been a ‘tricky agenda’;

> From a personal perspective, Trish and Julie offered that they know firsthand from a nurse who
was employed to undertake screening as part of the intervention that she reported she had
been:

e Confused about why she was there — she initially was given to understand that the
concern and therefore the screening was all about child abuse;

e Not permitted to make any reference to or inquiries about child abuse — the
screening was limited to reporting only on eye and ear health.

Identifying the Gap Activity
Trish and Julie demonstrated an exercise they do in the CST with participants which helps people to
understand the underlying contributors to the health outcomes gap.

People are asked to form two lines facing the facilitator and are then asked a series of questions.
Depending upon the application of the question to them personally, they are asked to step forward
or backward.
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In a mixed Aboriginal and non-Aboriginal participant group setting, there is usually a distance or
‘gap’ between people as some step further back and others forward in response to the questions.
The exercise highlights the issues which contributed to its development and persistence.

Helping to Make Aboriginal People Feel Safe
These are some of the things to be aware of which are taught in the CST program:

» Just having an Aboriginal person present can be comforting;

» Some Aboriginal patients confuse social work with ‘welfare’ and become very afraid — there is
still a great deal of fear of the ‘welfare system which takes children from Aboriginal mothers;’
Choose words carefully — take advice on things which concern local people;

Y VvV

Use Aboriginal friendly layout, art work, fly the flag if permitted — these things send ‘signals of
safety,’

Provide CST and educate on local cultural awareness features (in addition to CST);

Let people know you are around and accessible;

Follow through and deliver as promised — build confidence and trust;

Personally educate non-Aboriginal co-workers, encourage formal training;

Form solid relationships;

YV VYV VY VYV

Know we are not ‘token employees’ — we are there as experts and our roles are invaluable to
Aboriginal people and to employers/health providers;
> Assess situations, discuss and document where necessary — it is all part of good quality advocacy.

Trish in particular stressed that the ALOs should always remember that they are experts and should
not shy away from educating people and showing how to do things more effectively with and for
Aboriginal patients. Their influence will result in clear and formal inclusion of cultural competence
within the Quality and Safety system.

She also reminded participants to be aware that migrants coming to Australia are briefed to ‘watch
out for Aboriginal people’ and that they are given a stereotypical perspective. She pointed out that
most migrants are well educated and are knowledgeable about Australian history, including the
history of Aboriginal people.

In closing, she talked about breaking some of the perceptions about Aboriginal people based on
assumptions and stereotyping which often lead to subtle and legal exclusion practices like the use of
dress standards to ensure Aboriginal people won’t be eligible for entry into/service in a particular
dining/drinking establishment.

There are also the perceptions, widely held, that giving assistance to disadvantaged Aboriginal
people is a ‘waste of taxpayer money’.

On this note, she encouraged participants to read and educate themselves about the politics of
racism and exclusion and how the formation of perceptions and stereotyping are so insidious.
Historically, the ‘Aboriginal problem’ has been and continues to be used as a political football to
shame incumbent governments and for hopeful oppositions to win over public votes sufficient to get
elected. Whichever way the votes go over time, the promises have delivered little in terms of
helping to break down barriers and negative perceptions.

September 2011 Aboriginal Liaison Officer Workshop Report Page 20




Her key message was to encourage people to see that the fighting was pointless and coming
together is the most powerful thing Aboriginal people in Australia could do to advance their
wellbeing.

CST is available in five copyright modules and delivered through the AHCWA Registered Training
Organisation.

CONSUMER RIGHTS AND COMPLAINTS MANAGEMENT

Session by Laura Elkin — Health Consumer’s Council (HCC)

Laura introduced herself as a Koori woman. Her story is one of a family broken by the stolen
generation practices many years ago and she is still trying to piece together her family history and
connections.

The HCC has been operating for seventeen years, providing individual advocacy for an average of
about 500 people each year. They also help people to access other complaints bodies where
appropriate.

They write letters to practitioners and also provide visits to practitioners and/or service managers.
They take issues forward to registration boards if the situation warrants this action.

The HCC has had two Aboriginal staff — Laura and Billy Trott - since October 2006 and this has
helped them extend their reach and the benefits of their advocacy to Aboriginal consumers.

Laura offered that from where she stands in her role at the HCC, she is feeling particularly excited
about having such an extensive ALO network in WA, and most especially that she is able to talk with
them all in the one place at this ALO Workshop.

Consumer Rights

Laura said that she believed that many problems for Aboriginal patients were now being dealt with
first hand by the ALOs and therefore not escalating to the HCC for intervention at a
rights/complaints level.

Aboriginal patients have a right to:

Safe, affordable health care;

Care of a high quality;

Care based upon medical need;
Access to their medical records;
Access to formal interpreter services;

VVV VY VYV

Access to all this regardless of where and how they live.

Barriers to Care
The HCC sees complaints related to inability to access:

> Bulk billing GPs;
» GP appointments;
> Elective surgery when needed;
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» Documentation;
> After hours services.

It deals with clients who have:

» No money, no Medicare Card;

Little knowledge about their rights to attend an ED for a service if they can’t get a GP;
Long waits for GP appointments on urgent issues;

Gripes about the ‘Panadol therapy’ culture in the health system;

YV VYV V

Dislocation issues — caught between services, isolated from home, never used public transport
before; don’t know they have a right to an interpreter and advocate service, don’t know about
informed consent and patient safety;

Y

Misplaced or mismanaged their referral/discharge documentation; and
» Lack of transportation and accommodation options suited to their needs.

From the perspective of mental illness and Social and Emotional Wellbeing, they see Aboriginal
clients who are experiencing:

» Lack of access to services and/or counseling;

Diminished or absent trust in the system or practitioner/s;

Powerlessness;

No understanding about past and contemporary policies in mental health;

YV V V V

Unresolved trauma and grief.

Families of people affected with mental illness feel their roles and importance are dismissed and
that the system simply does not care about their often extremely difficult situations as carers for
mentally ill patients.

Right to Consent

Patients have a right to be informed about all aspects of a recommended treatment and the right to
a second opinion and/or to refuse that treatment/intervention. In particular, the HCC often needs to
advocate ensuring people are able to access their rights to ask for more information/clarification, to
ask for evidence about outcomes, risks and alternatives, to seek another opinion, to ask about long
term consequences, recovery time and costs, follow up care.

A story of mis-communication:

An Aboriginal woman was given some oral medication for her renal disease. It was her
assumption — she didn’t ask and she wasn’t told — that these tablets were a substitute for
hemodialysis and she stopped attending for her dialysis program.

Right to Respect and Dignity
» Confidentiality;
> Respecting culture, religious and other traditional beliefs and needs.
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Discrimination and racism are experienced by many Aboriginal patients within the health system.
Sometimes it is real, other times it is perceived. Similarly, it is at times intentional and at other times
completely unintentional.

Sometimes people feel ignored, rushed, talked over, misunderstood or not given enough time or
space to think, ask questions or speak out for themselves.

At times they feel subject to harsh assumptions or judgments — intended or not — and there are
many stories about off-handed comments like “you people” which can be wounding and offensive.

Laura shared another story from her experiences:

A mother to a newborn baby presented to a health service and described her
problem/concern. She was told immediately by the attending nurse that her baby was
suffering from alcohol withdrawal and this was personally very offensive to her.

Laura stressed the importance of patient’s rights and also their rights to complain, to have their
complaint received and attended to and to have help through a suitable advocate.

The rules about lodging complaints may to too rigid. For example:

Most systems demand complaints are made in writing. For some Aboriginal patients, this may
be too rigid — and the risk is that a health service can be fooled into thinking it is doing very
well for its Aboriginal patients based on the absence of written complaints.

Carers and advocates need to be much more alert and receptive to various expressions of
concern/complaint and to provide the person/s with an opportunity or help to have the
complaint documented and lodged.

Rights to Consumer Participation

The HCC has a view that the usual practice of inviting one Aboriginal person onto an advisory or
reference group is unworkable. Individuals have reported they feel ‘pressed’ into serving on one or
often several of these types of groups which they say produce very few outcomes.

It is often quite typical that the Aboriginal representative or member discovers that the group (or
influential people on the group) had already decided what the program/addenda focus was going to
be and that this was done without inviting input from the Aboriginal representative.

The Consumer Voice
This comes through various mechanisms:

» The ACCHS sector;

» Community Advisory Councils;

> District Health Advisory Councils/Groups;
» Reconciliation Action Plans;
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Aboriginal Advisory Groups;

Patients First Program;

WA Public Patient’s Hospital Charter;

You Mob! — The ALO workforce bolstered through COAG investment.

YV V V

Questions

Who deals withcomplaints from patients against hospitals?

The hospital. The HCC deals with complaints we receive either as the first point of contact or
because patients have had no satisfactory response from trying to deal directly with the hospital.

Canthe HCChelp[ hQa RSIf GAGK 2dz2NJ 246y O2YLX I Ayda
issues we might have with other staff?
HCC doesn’t deal with HR/employment and internal staff grievance matters.

How can we or oupatients access the HCC?
The HCC has a 1800 free call access number. If you as ALOs want to refer a patient to us, call our
Advocate. The Advocate also assists with getting a solution for patients with a complaint

How long can patients expect to wait before the HCC responds to a complaint matter?
Up to two days for an Advocate to respond but this also is guided by the nature of the complaint. In
some cases where the issue might by quite urgent, the Advocate will respond much quicker.

Is the service from the HCC free for patients?
Yes. The HCC also provides for one free legal advisory session for patients who might need a legal
assessment and advice on their situation.

l © 2 dzii

Both ACCHO and the WA Country Health Service sectors have Cultural Safety Workshops. How can

we ask the HCC to come and also present to ®ervices? Do you come out to regions?
Yes. Please invite us — we like to visit and help to raise awareness of patient rights and the available
services for them.

The Most Common Issues the HCC Deals With
» Discrimination;

Mis-communication;

Poor orientation to services and associated solutions;
Difficulty filling in forms and answering questions;

YV V V V

‘Panadol treatment/fob-off’ issues — this is where patients are advised to go home and take
Panadol and occasionally something severe and life threatening occurs. There is under reporting
and quite a few ‘in the nick of time’ interventions have prevented otherwise very bad outcomes
for some patients. These things happen to non-Aboriginal patients too, but they are much more
likely to appear in the media. The HCC say they hear about these stories affecting Aboriginal
patients every week.

A participant from a remote Kimberley town offered that they are aware of a lot of complaints and

things happening to Aboriginal people at the local hospital but thatk S & S LIS 2 LJ S
to get their complaints heard and addressed.

R2y Qi
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The HCC advised that they believe the ALOs play a very important role in linking people with the HCC
for assistance if a hospital has not responded appropriately to a complaint from a patient.

There was also a question as to whether or not the H CC could address complaints on things which
happened years ago

They advised that the statute of limitations applies on complaints which might have a legal
dimension but the HCC’'s commitment is to do what they can in every case to help get to the bottom
of problems and try and get issues addressed.

One participant shared an experience from when they first started in their ALO position which was

quite a shock and very confronting. AmentallyilS NAE 2y 61 a 2y &dzA OARS g1 (0K
There was some concern about how patients in this position could be traumatised if for example

they had been imprisoned. The participant also advised that they had raised concerns about this

with their line marager.

There was general discussion and agreement that ALOs should not be afraid to ask questions on
behalf of Aboriginal patients and/or to help the clinical case managers understand the impact of
treatment from a personal/cultural perspective.

Billy Trott/HCC
Billy explained that he had been fifteen years with the Council as an Advocate for Aboriginal people
— a role which he said has not always been easy.

He talks with doctors, other clinical and administration staff in various parts of the health system
and educates consumers and providers on the complaints process, rights and responsibilities. He
also promotes the benefits of a healthy complaints management system.

He gave an example of a mentally ill male patient whose family was in despair and badly needing
advocacy assistance. His part in this situation was to get the service agency/staff together and to
actively broker a solution.

Billy aims to educate ACCHS staff and agencies to increase their understanding and valuing of
greater consumer rights awareness. He encouraged participants not to view complaints as a
negative threat, but rather as a valuable opportunity to learn about process or systemic problems
and to make improvements to both safety and quality of care for patients.

He said he has come across a great many Aboriginal patients who report that they feel they are
being or have been discriminated against — certainly they share many stories of encountering
cultural ignorance, insensitivity and judgemental behaviour.

He said that the message for providers is that the perception of racism needs to be responded to as
much as the reality in order to improve access to and uptake of services by Aboriginal clients. Much
of this requires action at the grass roots/local level which is where some of the most subtle barriers
are encountered.

Solutions to these issues are logical and implementable changes need to target customer satisfaction
and process/quality improvements. He listed thirteen essential elements:
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Commitment — at all levels in a service;

Fairness — a core value;

Resources — available to commit to review and change processes;

Visibility — making rights, complaints and process improvement commitments and systems clear;
Access — making things easy for people to understand and get their needs met;

Assistance — a helping culture, making things as easy as possible along the way;
Responsiveness — listening, watching for feedback and acting where people are not satisfied;
Making changes — continuous improvements along the way;

Finding remedies — aiming to please;

Data collection and sharing — builds a culture of evidence based/best practise achievement;
Fixing systemic/recurring issues;

Accountability — clear at every level; and

Doing reviews — continuous quality/process improvement.

Advice to ALOs Involved In/Helping Advocate in Patient Complaint

Situations

> Help the patient to get the complaint and relevant details of the complaint into writing — date,
name and details;

»  “Putit in writing” — shouldn’t be used as a way to make lodging a complaint hard for patients.
However, it is important to try and get clear relevant details and the ALO can play an important
and very helpful role for both the patient and for management by helping to get the matter
documented;

» Get the complaint into the right hands — it should go to a very senior level person in the
organisation;

» Maintain an open mind — look for problems and encourage staff to do the same. As an attitude,
this is more productive than adopting a mindset of defensiveness or denial;

> Help to get a prompt response — make calls, get one-on-one contact happening, ensure the
complaint is quickly acknowledged so the person knows it has been received and might also be
given some expectation of when they will get a response on the detail;

> Explain the process and timelines;

> Avoid getting drawn into details or one side of the story until the situation has been examined
fully — let the process ‘flow’;

> Reassure the person/s making the complaint that the matter is being taken seriously;

> Clarify if the person complaining is the one who is directly affected (is the story first or second
hand?) Ensure that if the person making the complaint is not the one actually affected, that they
are acting on the direct authority as a spokesperson for the complainant;

> Help where possible to find what happened, any evidence, options for resolution for all parties

to get fair and honest treatment of the matter/s.

In Complaints Handling, Patients Have a Right to:

Y V V

Natural justice — everyone does;
Not to be harmed;
Comment on the process and findings.
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PATS Complaints

Participants shared some concerns and impressions about the fairness of the PATS arrangements

for Aboriginal patients. Some said they felt PATS Clerks have too much power or thattrag

I ONR & & &ndjudgernéntaffOthers said that they felt some resentment toward the general

LIN OGAOS GKIFG WgKAGS LI GASyda 3sSaG G2 adre Ay K2

Billy and Laura offered that the HCC is very keen to try and help improve PATS arrangements for
Aboriginal patients. Laura said:

“Sometimes we think there is a strong case for hospitals to admit Aboriginal patients in preference to
having them try to cope withotels/hostel accommodation and transport logisticr some people,
these arrangemets are just too hard to cope witliheyare unsafe in some cases and frequently

have poor quality services antbpections in place to meet theeedsof some of the exceptionally
vulnerable individualdviore compassion is needed.

We are really motivatedatchange things for consumers for the better, so we are happy to get
Ay@2t 3SR gAGK [ ha 6K2 6S &aSS la (KS WFNRBYy(d fAyS

The ALO workforce initiative is the most heartening things | have seen since | came into this role. You
gusarer 0A3 LI NI 2F GKS az2ftdziazy F2N YIF{Ay3a GKAy3Ia

WORKSHOP DAY TWO
Rob Miles talked briefly about the program plan for the day, which would include:

PATS — by the WA Country Health Service;

WA Cancer and Palliative Care Network —including a group work activity;
Country Health Connections — Meet and Greet;

WA GP Network;

Advocare; and

Participant feedback on ‘burning issues ‘and plans for the next Workshop.

YV V VYV VYV

PATIENT ASSISTED TRAVEL SCHEME - Tyana Lawless, Senior Program Officer,
WACHS.

In introducing Tyana and the session on PATS, Rob counselled participants that there was a great
deal of ongoing interest and work to be done with respect to improving PATS procedures for
Aboriginal consumers and that it was not realistic to assume that this session was the one and only
opportunity.

It was clear from discussions in Day One of the workshop that PATS is an enormously contentious
issue from the perspective of Aboriginal consumers and the ALOs providing practical assistance to
patients and practitioners.

He urged participants to listen with an open mind and counter their questions for Tyana respectfully
and in the knowledge that development of the program’s influence on this issue is a work in
progress.
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What PATS Does

PATS provides assistance to eligible residents of a WACHS region and their approved escorts who are
required to travel a minimum distance to access the nearest PATS eligible medical specialist
(including a Telehealth enabled service).

This is done by providing a subsidy towards the patient’s, and where applicable an escort’s costs for
travel and accommodation.

PATS does not provide assistance towards the cost of meals or other expenses involved in attending
eligible specialist medical services. Therefore, it is not intended to cover 100% of the access costs,
although for many remote Indigenous country patients, it does cover most out of pocket costs.

For example, a person from a remote area might travel by plane and have taxi vouchers to cover all
transport costs to get to appointments whilst in the city plus access to Country Health Connection.
They may also have accommodation fully covered in Aboriginal hostels which also provide three
meals a day.

On other occasions, patients may travel by road and be eligible for a fuel subsidy and were
applicable, a commercial or private accommodation subsidy.

The level of assistance is determined by the availability of the nearest eligible specialist, distance
from the treatment centre, transport schedules, clinical history and eligibility for additional
assistance eg frail, disabled or being a minor.

For example, trips greater than 16hrs by road; or if a patient is undergoing cancer treatment and
they are more than 350 km from the treatment centre; and there is a commercial air service
available - the patient becomes eligible for air travel. Air travel and surface travel (train/bus) are
fully covered by PATS whereas a road trip in a private vehicle only enables 16cents per kilometre fuel
subsidy (or 25c in a community owned vehicle).

Eligibility for PATS
The text box on the following page was presented by Tyana and it summarises some key information
about PATS eligibility for the ALO Workshop participants.
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Services Covered by PATS

Eligible Medical Specialist

Essentially an eligible medical specialist/ service is medical practitioner who is recognised as a
specialist for Medicare Benefits purposes. Recognised specialities are set by the Australian
Medical Council (AMC).

Services covered by PATS Special Ru(icgwditions apply)

Medical Imaging Mammography

Dialysis Assisted Reproductive Treatment (IVF)
Deceased Applicant or Escort Refractive Surgical Procedures
Wheelchair Applicants Child Birth

Next Step (Alcohol and Drug Authority) Applicants

Closest medical specialist services include:

Telehealth services;

Hospital employed specialist;

GP Proceduralist who can provide the required treatment; and
Visiting medical specialists to the region.

Distance Threshold
>100 km to the nearest PATS eligible specialist; or
70 —100kms for cancer treatment and/or dialysis.

The scheme provides a subsidy for patients to access the nearest eligible medical specialist service.
Choice of treating specialist is not provided covered.

Exceptions can be made based on clinical history and transport schedules where applicable.
Exceptions are not allowed based upon the patient’s own preference to see a specialist of their
choosing elsewhere. The referral of this decision is to the Regional Medical Director.

An eligible medical specialist service is either:

A hospital or health service employed medical specialist;

Specialist medical service or oral surgery item covered by an item in the Medicare
Benefits Schedule (MBS) Book;

Specialist services involved in the fitting of an artificial limb;

Specialist services involved in the fitting of an artificial eye;

Dental treatment covered by an item in the Medicare Benefits for Services by
Accredited Dental Practitioners in the Treatment of Cleft Lip and Cleft Palate Conditions
Booklet; or

Medical specialist treatment with MBS items above 30000 carried out by General
Practitioner (GP) Proceduralists, with the exception of those listed in Schedule 1 of the
PATS Policy.

To o o I Do

o
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Patients Who Are Not Considered Eligible:

A A permanent resident of a WACHS region who is travelling, or has travelled, to the
treatment centre for another purpose and, subsequently requires specialist medical
treatment.

A A permanent resident of a WACHS region who is eligible to claim travel or
accommodation subsidy under another scheme e.g. DVA, Workers Compensation
(WC) or Motor Vehicle Personal Injury (MVPI).

A A student boarding (for the purpose of attending an educational institution), when
they are sick and residing in the town of the treatment centre.

A Parent visiting a student boarding (for the purpose of attending an educational
institution) when they are sick.

A Astudent returning to a country area during vacation, are only eligible when the
referring medical practitioner gives a medical reason why the student is required to
see the medical specialist prior to their scheduled return.

Visitors to country WA, regardless of whether they are Australian or International visitors, are
not eligible for PATS. This includes Fly-in-Fly-out contractors whom have a permanent residence
not in @ WACHS region

Services Considered Not Eligible for PATS:

Patients travelling for excluded procedures as defined by Operational Directive Excluded
Procedures OP 1869/04 http://intranet.health.wa.gov.au/circulars/pdfs/11855.pdf are
not eligible for PATS assistance.

Excluded Procedures

Bilateral breast
augmentation.

significant
reasons; or
e Asaprivate
outpatient
procedure in
neonates.

Insertion of artificial
erection devices;
Reversal of
sterilisation;
Varicose vein
procedures;

Hair transplant;

Abdominal Male social Gender Facelift;

lipectomy; circumcision other reassignment Reduction of upper
Liposuction; than: surgery; or lower eyelid;
Bilateral breast e Forculturally Lengthening of penis || Correction of bat
reduction; and religiously procedure; ear(s) (>16 years

old);

Total rhinoplasty;
Tattoo removal
procedures.
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Dental Procedures Not Covered by PATS

The extraction of 3rd Non-surgical temporo- Endodontics (root canal
molars (wisdom teeth) — mandibular joint treatment therapy)

including under GA or Implant surgery or crown and | Periodontal (gum) surgery or
sedation bridge treatment treatment

Orthodontic treatment

(braces)

MBS items in the Allied Health and Dental Services book (10975 — 10977)
A MBS Items above 30000, Not Eligible for PATS
MBS Online

PATS Subsidises Travel and Accommodation as Follows:
Surface Travel unless:
e The journey is greater than 16 hours; and/or
e There is specified clinical risk.
Reimbursement:
e 16 cents per kilometre for road trips in a private vehicle;
e Flat rate subsidy of $20 per return trip for patients who live 70-100km from the
treatment centre who are attending for cancer treatment or dialysis;
e S60/night for commercial accommodation & $75 with an approved escort;
e $20/night if using private accommodation & $40 with an approved escort;
e The PATS accommodation subsidy is payable for only for 6 consecutive months.

PATS Subsidises Air Travel as Follows:

Pilbara and Kimberley Regions and Remote Areas

Eligibility for air travel is automatic where:
* Aregularly scheduled air service from the point of departure to the point of destination
exists; and/or
* Travel to the nearest specialist involves a surface travel of more than 16 hours (one
way), or is subject to excessive connection delays and prolonged stops.

Air Travel Approvals for Journeys Less than 16 hours
*  Where the referring medical practitioner certifies on the PATS Applicatioiorm the
existence of a specific clinical risk that will cause an adverse clinical outcome for the
applicant if they travel by surface (road, train, or bus), air travel is approved for journeys
of less than 16 hours equivalent road travel.

An Applicant is Eligible for an Escort as Follows:

* The applicant being escorted is a dependent child;

* Centrelink has determined that the applicant is under the care of a principal carer;

¢ Home dialysis patients are receiving training (a carer is required to attend as a condition
of the medical specialist treatment);

* The escort is legally required to make decisions on behalf of the applicant; and/ or

* The referring practitioner, prior to departure specifies the reason why an escort’s
presence is essential, on the PATS Applicatioform, based on their assessment that the
applicant would be unable to manage their treatment alone particularly if the applicant
is disabled or frail.

PATS Eligible Referrers are as Follows:
* Ageneral practitioner;
* A medical practitioner within the hospital;
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* A medical practitioners’ private rooms;

* Adentist for approved oral surgery or cleft lip/palate treatment;

* Anoptometrist for an appointment with an ophthalmologist;

* Aregistered medical specialist ; or

¢ Aregistered nurse or registered nurse practitioner (with the telephone advice of a
medical practitioner) when a patient is being referred from a designated nursing post for
the purposes of urgent medical specialist treatment.

The PATS Consumer Journey - How it Begins

Patient presents to the eligible referrer and is referred to a specialist/ service. The
eligible referrer completes, the PATS Application for Assistaricen.

Patient completes their section of the PATS Application for Assistaricem.

Patient presents to the PATS Office with the PATS Application for Assistaieem. The
PATS Clerk will assess the application against the PATS Policy to determine the eligibility
of the patient and specialist/ service.

If approved the patient will receive a PATS Specialist Certificatiimnm to take to the
Specialist for verification of attendance. Travel and Accommodation can be booked at
this time plus assistance in advance can be obtained at this point in time.

If declined PATS the client is informed of the decision and the outcome. Plus the
pathway for appeal.

Approved patients attend the specialist appointment and the PATS Specialist
Certificationform is signed.

The patient returns the PATS Specialist Certificati@nm to the PATS Clerk and
reimbursement is paid.

Reimbursement is between 6-8 weeks.

A copy of the PATS Application form is on the following page.
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rar FICianNg

Departrnent of Health FDRM

! WA Coanlry Healh Sereice

ﬂ.{?_l‘;r.t oo men: of Weelsrn Autiraia PATS APPLICATION ‘

Office Use only: PATS REFERENCE NUMBER

SECTION A - MEDICAL PRACTITIONER TO COMPLETE REFERRAL
1. PATIENT DETAILS
Title

Sumame Given Names
Male ] Female []

DOB f f

2. REFERRAL DETAILS
Referral must be to the nearest eligible specialist (including visiting specialists)
Specialist Location: Regional [] OR Perh

Mame of Specialist

Does the patient need to be seen urgently (<30 days) Yes L] OR |
Is this referral for cancer treatment? Yes [ ] OR |
Is this referral for renal dialysis? Yes [] OR |

3. AIR TRAVEL RECOMMENDATION _
Does the patient require air fravel due to their clinical condition? Yes [ | Mo

FPlease note: If the patient’s clinical condifion changes after their first appaintment the mode of
frave! recommended may change.

4. ESCORT RECOMMENDATION

Does the patient require an escort? Yes [] No ]

s BEEER

Please select reason:  Under 18 [] Disability [ Fraity [ Cancer freatment [
Medical condition [] Other{pfease specify below)

5. CLINICAL DETAILS TO SUPPORT REFERRAL TO OTHER THAN NEAREST SPECIALIST;
RECOMMENDATION FOR AIR TRAVEL ANDVOR ESCORT MUST BE PROVIDED BY
MEDICAL PRACTITIONER

6. REFERRING MEDICAL PRACTITIONER STAMP / DETAIL AND SIGNATURE

MName | certify that the information given is comect.
Address

Telephone

Provider Number Signature Date

THIS IS AVAILABLE IN ALTERNATIVE FORMAT ON REQUEST
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The PATS Certification Form shown below is used to record verification that the patient has travelled
and also enables any changes in arrangements necessary for accommodation, escort or other
logistical needs.

iy Guwemment of Westam Australia PATS SPECIALIST PATS Reference Number
_!‘_f-.-.ﬁ D e e CERTIFICATION FORM
SECTION A

ATTENTION: Health professionall clinic employee. To facilitate reimbursement of the patient's
expenses and/or confirm travel details please complete fully the details below.

1. PATIENT DETAILS

Mame Address

DoB

2. SPECIALIST CERTIFICATION

The above named patient received specialist MTTITT]

e OO0 and ]

Was the patient required to stay ovemight? Yes D Mo D

Was the patient hospitalised? Yes[ ] No []

The patient was hospifalised onorbetween: [ | | 0 I 0 land] R R R H N |

Does the patient require travel home to be upgraded to air travel?  Yes |:| Mo |:|

Has the patient’s condition changed so they require an escort? Yes |:| Mo |:| E

If ‘“Yes' to above medical specialist to provide clinical reasons that make air travel E

and /or escort essential. -4
E

Does the patient require further / follow up treatment? Yes |:| Mo |:| b

If *¥es' to above, can the follow up service be provided by a regionally based [ visiting E

specialist or Telehealth if available? ves[ ] No [] =

If these aliematives are not suitable, please provide the clinical reason to support a retum trip. §

Date of Next Appointment 3

Does the patient have a Treatment Plan’ 7 Yes |:| Mo |:|

3. MUST BE SIGNED BY A HEALTH PROFESSIONAL / CLINIC EMPLOYEE WHO CAN
VERIFY THE PATIENT'S ATTENDANCE.

MName and signature of health professional f clinic employee Date

Puddress Telephone Mumber

All applications 1o trave! for further treatment are subject 1o Health Service approval.

Ta patient with a clearly identified treatment program of cut patient visits can obtain one approval to cover a treatment
program. The specialist must provide a schedule of appointments.
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The following diagram depicts the PATS patient journey process in six steps.

This service can be accessed in SiX easy steps:

o Ask your GP to complete and sign
a PATS Application form.

Fill out your information on the
0 PATS Application form and post,
fax, email or take the form to your
nearest PATS office for approval.

9 If approved, you will receive a
PATS Specialist Certification =

form to take to the specialist. -—

e The specialist will sign this form to
confirm your attendance and any

further necessary appointments.

6 Post, fax, email or take the PATS
' Specialist Certification form
to your nearest PATS office as
soon as possible and ensure all
necessary receipts are attached.

Payment of any assistance
you are entitled to will then be
posted within six weeks.

Eligibility for PATS Assistance Following an Inter Hospital Transfer (IHT) or a Primary Evacuation
(PE)

A PATS eligible patient who has been admitted to hospital through IHPT or PE are eligible for PATS
assistance to return to their place of residence or closer, once they have been discharged from
a public or private hospital.

An eligible applicant will be provided with PATS accommodation assistance following discharge after
IHPT or PE if;

* the applicant is required to stay at the treatment centre for outpatient specialist
medical care following discharge from hospital;

* if transport schedules do not permit immediate transport home on the day of
discharge. This only applies where the earliest available transport of the approved
type is utilised;

e if the applicant has to remain overnight while in transit (e.g. awaiting transfer back to
a remote community); and/ or

e where the applicant is required to return to the specialist for a follow-up appointment
within a short period following discharge.
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There is no provision for a family member/legal guardian to accompany an adult patient for
IHPT/PE as the patient is under appropriate medical and nursing supervision.

The Ambulance or Royal Flying Doctor Service (RFDS) services may, on occasion, permit a person to
travel with the patient. However, that person shall be made aware that they may not be eligible for
assistance for their return journey.

However, the Regional Director may approve accommodation and/or travel assistance for an escort
if:
* The applicant is critically ill (e.g. life threatening situation);
* The applicant is receiving post discharge specialist medical outpatient care;
*  The family member/legal guardian is required following the applicant’s discharge to travel
on the return journey with the applicant in cases where:
— The family member/legal guardian/carer is learning procedures
required post discharge (for example helping with home dialysis);
— The applicant is a dependent child;
— The family member/legal guardian/carer is legally required to make
medical decisions on behalf of the applicant; or
— Centrelink has determined that the applicant is under the care of a
principal carer.

Patient Repatriation Following an IHT or PE is outlined below:

“‘*‘g Govemment of Western Australia
e Ceprrimant of Haalth
ol

PATIENT ASSISTED TRAVEL SCHEME (PATS) FORM
FOLLOWING INTERHOSPITAL PATIENT TRANSFER OR PRIMARY EVACUATION
THIS FORM IS TO BE USED FOR THE REPATRIATION OF PATS ELIGIBLE PATIENTS FOLLOWING INTER HOSPITAL PATIENT

TRANSFER {IHPT) OR PRIMARY EVACUATION {PE). THE FORM IS TO BE COMPLETED BY THE DISCHARGING HOSPITAL
AND FAXED TO THE PATIENTS CLOSEST HOSPITAL OR REGIONAL PATS CLERK ON DISCHARGE.

TO:, FROM: WARD CONTACT,
(Discharging hospital)
FAX: FAX:
The discharging hospital PHONE: PHONE:

completes the PATS

i i i PATIENT DETAILS
Following Inter Hospital Patient

Affix Patient ID label

Transfer (IHPT)/ Primary Contact details: Home phone:
Evacuation (PE) for Patients Work phane: Mabile
Permanent Residential Address if different

Form

PATS ELIGIBILITY

The receiving PATS Clerk must
determine if the patient was an

Is the patient eligible for assistance through any other program, or is a compensation or insurance daim pending?
5 NO

YES

- = If yes, please specify Details:
Inter Hospital Patient Transfer WORKERS COMPENSATION VES
. . MOTOR VEHICLE ACCIDENT YES
(IHPT)/ Primary Evacuation (PE DvA VES
prior to pr0cessing the Eligible for PATS if Yes to all of the following
. . Patient came to Perth by IHPT/Primary Evacuation. YES NO
appl |Cat|0n- Patient is a permanent country resident. YES NO
Patient is retuming to place of permanent residency YES ~ NO
or somewhere doser,
Is Medicare eligible YES NO
DISCHARGE DETAILS
Date of Admission: Consultant; Spedialty:
This patient will be discharged on, from ward contact number,

The patient will travel by CAR/BUS/ TRAIN/ AIR (please circle)
NB: If patient is required to travel by air, CLINICAL reasons must be given.

The patient does / does not require an escort (please circle)
NB: If the patient requires an escort, clinical reasons must be given.,

Mame of escort

The patient does/ does not req dati to the | prior to travel (please circle)
NB: Reasons need to be stated.

SIGNATURE OF REQUESTING DOCTOR: DATE
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The receiving PATS Clerk must determine if the patient was an Inter Hospital Patient Transfer
(IHPT)/ Primary Evacuation (Ppsjior to processing the application.

Appeal Process

An applicant who feels that their application has not been considered in light of all the relevant
facts in the first instance may appeal directly to the PATS Regional Coordinator for
reconsideration:

* If following this, if they are still unhappy with the outcome, they can contact the
Regional Director who is responsible for making the final decisions about PATS
applications. Contact numbers will be made available on request.

* If an applicant has tried the above options and is not satisfied, they are advised to
contact the Office of Health Review on 1800 813 585 or
www.healthreview.wa.gov.au

Complaints

¢ All complaints will be managed in accordance with the WA Complaint
Management Policy and WACHS Compliments and Complaints Policy.

* If an applicant would like advocacy and support with the complaint process they
can contact the Health Consumers' Council on 1800 620 780 or www.hconc.org.au

Tyana then invited questions from the participants:
Who determines who accompanies an IHPT patient?

The referring medical practitioner.

Private accommodation/commercial accommodatiapseekingclarification of eligibility for
assistancelf a person for example lives in Donnybrook and comes to live in Geraldton for a while,
are they still eligible?

Yes, if they remain a permanent county resident of a WACHS region, they are considered eligible.
Conditions may apply as per Travelling Country Resident

Are PATS Clerks supposed to tell them what they are eligible for when they need to come to Perth
for treatment?

PATS Clerks are required to provide information to the patient on what they may be eligible for, be
they new or existing patients. However, they can only provide advice based on the information they
are provided with.

What about when the family are the ones meeting the cost of travel for the patient but the
reimbursement payment can onlye paid to the patient.

Yes we know about these types of issues, but we can’t pay a third party. We are only allowed to pay
the actual patient as that is the person who accessed PATS. On these occasions, it is necessary for
the family to sort out the arrangements internally in terms of getting the reimbursement to the
actual person who did pay the costs for their relative.
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No, only in cases where there is a legal carer with power of attorney and in cases where the patient
is @ minor with a parent or legal guardian.

Are there any Aboriginal PATS workers in WACHS?

There are occasionally. In Fitzroy Crossing there was/ is a PATS Clerk who is an Aboriginal lady
originally from Queensland .

Are there any Aboriginal people on the PATS Reference Group?
No. However, the County Health Connections service was represented by Ruth McCarthy

{/ DI LIGASYGEa O2YAYy3a FTNRBY NBY23GS INBFra FyR aidl &a
know where theyare. They know nothing about the city or how to access transport to the
hospitals or clinics.

The referring doctor determines the need for taxi vouchers and other forms of assistance. Aboriginal
patients in these circumstances get assistance from Country Health Connection especially designed
to meet their needs for additional help and support. This is a specific service for Aboriginal patients.

If a client is in hospital and they need to go to Perth, can we come to PATS and get funding for
their trip?

If a person is an admitted patient of a hospital and they need to be transferred to another hospital
for whatever reason, the hospital is responsible to fully cover the cost of that journey for the
patient. It is referred to as Inter Hospital Patient Transfer (IHPT) However, if the patient was to be
discharged following the IHPT, PATS will cover the return trip and may also cover the costs of
essential escort/support person for the patient depending upon clinical assessment of those needs.

An Aboriginal patientfrom Dumbleyung was told they were not eligible for suppdrom Country
Health Connectiorior accessing accommodation. The patient was tofcht they were self
sufficient because they come from the South West.

| don’t understand exactly why they wouldn’t be and the matter would have to discussed with Ruth
McCarthy from Country Health Connection for further clarification.

& FNByQi L¥GASyida s 58 3 t SNI K &
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This is a decision made by the WA Minster for Health and has been in place since the inception of
PATS (01/01/1987) replacing the Commonwealth Government’s Isolated Patients Travel and
Accommodation Scheme (IPTAAS)

If a patient is undergoing cancer treatment and/ or renal dialysis, the distance threshold has been
reduced to 70 -100kms each way.

An example is Toodyay, which is 98 kms from Perth. Only Toodyay patients eligible for cancer
treatment and/or dialysis are eligible for PATS.
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There has been a case where a young girl who livecGeraldton with her mothehad acar
accident in Perth. We tried unsuccessfully to get PATS assistance for her mother to travel to Perth
to support her. Is this right?

Yes. There is an avenue to apply for an exceptional ruling to be made by the WACHS Regional
Director. However, you need to be aware that Exceptional Rulings must not set precedence and the
cases which are supported are for this reason distinctly exceptional in nature.

It sounds like the onus is on the doctor to complete PAPSlication form correctly. Is there
training provided for these doctors?

Not enough. More training is needed and we are reaching out to provide a lot more training for all
key participants and stakeholders. But the doctors are a really ‘hard nut to crack’. We are trying to
make filling out the forms as easy as possible. Often the doctors don’t want the responsibility of
telling the patient the truth about the eligibility (or lack of it) because of the angry reaction they will
get from the patient or family/advocate. They tend to take the easy way out and leave that less
pleasant job to the PATS Clerk. The PATS Clerks therefore typically get left to cope with the distress
and abuse from disgruntled applicants. We find that in many cases, these people are left with an
impression from the doctor that they are eligible and so they perceive the PATS Clerk to be wielding
power on a judgement basis. Sadly for our PATS Clerks, there is a bit of ‘buck passing’ going on and it
has been this way for a very long time.

We would encourage you as ALOs to be aware of what is going on as much as possible and play your
part in liaising between the parties to help improve clarity and communication.

What is the policy on deceased persons for PATS?

PATS will repatriate a deceased patient or escort back home so long as it can be demonstrated that
the patient’s residence was in a country region. For example, if an escort passes away while
accompanying a patient, PATS will assist to repatriate the body.

Do PATS have a feedback form? It would be useful for us ALOs to providiesigleon issues we
deal with so you know about them.

We need to get both sides of the story to investigate and improve things. Feedback can be provided
via the website or to your PATS Regional Coordinator.

Rob reminded participants at this point that that he and Kim have the coordination role and
information and feedback about PATS issues would be very welcome flowing through to them from
the ALOs. They are well positioned to follow through with feedback and can also ensure there is
feedback to the ALOs on discussions and outcomes through their own network.
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WA CANCER & PALLIATIVE CARE NETWORK

Presenters:

» Catherine Parker — Head and Neck Cancers;
» Jan Stiberc — Colorectal Cancers; and
> Shirilee Kerrison -

By way of general introduction and background, there were more than 10,800 new cancer diagnoses
in 2008 and this statistic covers Aboriginal and non-Aboriginal people. The Network helps hundreds
of patients each year in metropolitan and regional settings.

Metropolitan Cancer Nurse Coordinators (CNCs) work in ‘tumour specific’ areas and most tumour
groups have two specialist nurses working on their team.

Rural CNCs cover their specific health region and work across multiple tumour types.

Learning Outcomes for the Session:
4. Provide an overview of the Cancer Nurse Coordinator (CNC) service;
5. Discuss the role of the CNCs;
6. Develop closer links with the ALOs to improve the cancer patient journey; and
7. Utilise a story to highlight processes to improve cancer patient outcomes.

The CNC role provides a link between patients and the interdisciplinary team which includes the GP
and the ALO. The system helps the care teams to function more efficiently, providing clinicians and
allied health workers with a point of reference and easier communication links.

The cancer patient journey is very complex because there are multiple providers involved, for
example such as:

GP’s ACCHO and local hospital and community
Surgeon/s service providers
Radiation Oncologist service Aboriginal Health Workers
Pathologist The ALO/s
Radiologist Allied Health staff
Palliative Care team Medical Oncologist
Prosthesis specialists

The CNCs work to smooth out the journey and the linkages within all this complexity. The role
provides leadership and coordination of care within the multidisciplinary framework to enable the
delivery of excellent and appropriate care.

“We work a bit like a navigation/sign post function. We have the ‘bird’s eye view’ of all the services
and elements of the diagnosis, treatment and monitoring services and as a constant and single point
of contact we can help facilitate solutions to many issues and problems. We are also a resource for
the ALOs and other health professionals”.
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CNC’s can arrange access to a range of services:

» Speech pathology;

» Dietetics;

» Psychosocial support/therapy; and
» Specialist nursing care.

The CNC network is made up of dependable and reliable service providers who are members of a
multi-disciplinary team. They are available when needed. The services are flexible and coordinated
though the many linkages CNC’s have established.

What the CNC’s do is multi-faceted and it works a bit like a jigsaw puzzle. Overlaying the picture of
the service model and the various team members are the pieces:

» Communication;

Education;

Signposting services;

Information;

Linking;

Support;

Resources from a multi-disciplinary team structure; and

YV VV VY YVYV

Primary point of contact for all.

These are all the elements of a picture of delivery of excellent and appropriate care which needs to
be pieced together by someone who has the full picture in their site — that is the CNC role.

Importantly, the CNC roles compliment (not takeover or duplicate) existing services which are
supporting patients from diagnosis to beyond the end of treatment. A good example of this is the
role you people have as ALOs within the system and for the patients.

If you contact us about patients you know coming to Perth you are welcome to let us know and we
will do what we can to partner with you and help you and your patients. We can’t guarantee
dedicated one and one care as this is not what we do, but we will try and help if/where we can.

It was pointed out that Cancer data is not specific to Aboriginal people in the collection at this point.

How Does Cancer Affect People’s Lives?

Emotionally » There can be repercussions on family,
uncertainty of future, trying to be/look
strong to protect others.

Financially > Not being able to work, disruption of
family income, no money to meet living
expenses, rental issues and matters to
sort out with Centrelink.

Physical appearance and capacity > Not looking the same anymore, sounding
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different, eating different, going to the
toilet differently, loss of eyes, ears, facial
features, breasts, a limb, weight loss,
hair loss, sick, feeling weak and

fatigued;.
Fertility » Impotence, conception failure.
Body image > Lower self-esteem, shame, fear of being

different and ridiculed or not measuring
up to modern day body image
expectations.

Sexuality > Loss of self-confidence.
Relationships > Isolation, loneliness and being out of
circulation.
Suffering and pain > Disfigurement, physical disability,

impaired social functioning,
psychological distress and financial
hardship in combination.

The Network of CNCs are keen to develop closer links with the ALO workforce on patient journey
issues.

Patients can contact us and so can you. It is quite involved and doctors down here in the big smoke
forget all that complexity about the way things work in country services and towns and they often
just assume things will happen. Our job is to make sure it does.

For today’s exercise, the CNCs presenting chose to use a case story and group activity to generate
understanding, learning and discussion. This is a real story of a male patient who came to Perth for
radiotherapy.

The Case Study/Group Exercise

The case involves a 4éarold male with cancer relategain in throat/moutharea. He is a drinker

and a smoker. His cancer has been diagda@sel a plan has been established for him to be in Perth

for treatment for four to six months. The aim aéatment in this case is cure, so the treatment is
aggressive. The patient will be away from home and his support network for an extended period and
he will be undergoing a challenging treatment regime.

Participants at each group/table were asked to discuss and write down their thoughts on the key
points related to this patient’s care and support needs for about ten minutes and then to share their
ideas with the forum. With reference to the case described above, the template for the group
activity is outlined in the next table.
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HOW DOES CANCER AFFECT PEOPLE’S LIVES?

BEFORE TREATMENT FOLLOWING TREATMENT

Participants discuss and summarise their Participants discuss and summarise their
thoughts thoughts

HOW DO ALO’s IDENTIFY THE PATIENT’S NEEDS?

Participants consider and summarise how the ALO’s work with patients and others to ensure the
patient’s needs are understood and conveyed properly to others in the care network/team

NOW YOU KNOW MORE ABOUT THE ROLE OF THE CNC’s IN THE NETWORK, HOW DO YOU THINK
WE CAN ASSIST YOUR PATIENTS AND YOURSELVES AS ALO’S IN SUPPORTING YOUR PATIENTS?

CNCs seeking feedback on how the ALO’s think they may be able to work in collaboration for better
patient care and support

Using the above template for the case study in focus, the next tables present the consolidated ideas
and feedback from the ALO participants.

HOW DOES CANCER AFFECT PEOPLE’S LIVES?

BEFORE TREATMENT FOLLOWING TREATMENT

Feeling sick, weak/fatigued and in Confusion and fear;
pain/discomfort; Embarrassment and body image problems;
Weight loss; Sickness and pain;
Unable to function properly —loss of mobility, Disfigurement and loss of function — fears about
strength, speech etc; recovery prospects and future outlook for
Fear — afraid for self, family, pain/suffering, lifestyle, employment etc;
disfigurement or disability and possibly death; Managing lifestyle changes — different activities,
Being in denial, not being truthful with foods, managing prosthesis, speech problems
family/friends; etc;
Avoiding treatment — fear, denial; Concerns about temporary and/or permanent
Overwhelmed by the challenges of accessing after effects of surgery and treatment;
care and patient journey management issues; Ongoing need for coordinated appointments,
Feelings of guilt — about lifestyle (smoking, travel, repeat treatments or check-ups, fittings
drinking, drug use etc); for prosthesis, allied health therapies;
Leaving home, familiar surrounds, fear of Ongoing effect on financial affairs;
unknown, loneliness and isolation; Impact on long term ability to work and earn an
Loss of employment, income; income for the family;
Financial fears and for family welfare; Emotional and social wellbeing — isolation,
Fear of being hospitalised, long treatments with || depression, mental ill health;
uncomfortable side effects; Coping with drugs and side effects;
Cultural security concerns — language barriers, Constant need for treatment — dressings, IV
jargon, isolation and spiritual disconnection. antibiotics, prescriptions, pain killers;

Weight loss and appetite loss;

Maintaining friend and colleague networks;

HOW DO ALO’s IDENTIFY THE PATIENT’S NEEDS?

Assess if there are compliance difficulties for the patient — encourage and support, help to smooth
out barriers;

Check up on the practical issues of concern for the patients — help ease the way: ID for
documentation, Medicare card, Health Care Card, PATS forms, social and/or financial and housing
matters with relevant departments;
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Check into the level of family and social supports and connections the patient has access to;
Assess if loneliness/despondency is a factor — possible assessment by Social, Emotional and
Wellbeing Team;

Consider specific men’s health matters and/or associated cultural concerns;

Discuss the patient’s interest in using complimentary traditional/bush medicines and/or other
treatments of cultural importance to healing;

Assess the patient’s level of comprehension and capacity to be informed and in control;

Look into the family circumstances — if they are experiencing difficulties, the patient may be very
anxious and this may reduce his compliance and recovery prospects or level of engagement in his
own treatment and management;

Check the home environment — need for special equipment or supports;

Ensure they have a contact person/number to get help or even someone to talk to about concerns if
needed;

Consider cultural security and spiritual needs and advocate for these;

ALQ’s use their own and other’s cultural, local knowledge and experience to understand the
patient’s concerns and needs and advocate effectively for them;

This also applies to the family’s needs as their wellbeing will impact on the patient’s wellbeing and
ability to focus on his treatment and recovery;

Consider any need for help with smoking cessation and/or managing withdrawal from alcohol use;
Look into the patient’s and family’s understanding of medications management and safety —
especially if there are children in the house;

Establish links and communications with other providers involved in patient care and support.

NOW YOU KNOW MORE ABOUT THE ROLE OF THE CNC’s IN THE NETWORK, HOW DO YOU THINK
WE CAN ASSIST YOUR PATIENTS AND YOURSELVES AS ALO’S IN SUPPORTING YOUR PATIENTS?

Communications — provide and receive relevant information;

Help to arrange appointments, linkages and referrals;

Help to access resources for patient support whilst in the city undergoing treatment;
Provide expert advice and guidance;

Helping to communicate with the patient and family about the disease, the treatment and
objectives, expectations and outlook for the future;

Help with medications and consumables supply;

Partnering and collaborating with the ALOs locally — very valuable support network for patient and
family;

Share and update information about the care plan;

Coordination of arrangements to make the patient journey as easy as possible;

Keeping the ALO in the loop and vice versa; and

Working with the ALO to ensure cultural safety aspects are attended to for the patient.

Questions
How can we help to find out about treatment options for patients?

You need to push and push and be persistent until you find what you need to help your patients.

Another ALO said she had a patient she was helping whew nothing about her cancer or
treatment plan and it was very hard for us to find out athjing.
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Please contact us and we will help you and the patient. That patient should have been discussed at
the multidisciplinary team meetings and we should have known. But things don’t always happen as
they should. But in any case, call us and give a name and we will definitely follow up.

“Now that you have met us and we you, there is tremendous opportunity for us to stay in contact
about individual patients who need information and assistance and we can help each other to help
the patients”.

COUNTRY HEALTH CONNECTION - Ruth McCarthy
We visit and assist 2600 — 3000 clients each year.

By Gt of Welem hustralla
L Courvnantof Wester Austals A | Oeparimant of Haalth
IL! Dot o Heilth L WA Country Health Sanvice

ALNEL VA Country Haath Senvics

) COUNTRY HEALTHCONNECTION
Rﬂlgﬂw“m Aboriginal HealthWerker prOVides supportl
o coordination and social services
to thousands of country Aboriginal
Aboriginal HealthWorker people each year who require specialist
medical treatment in Perth.

Business Support Officer

The Core Business of Country Health Connection

CASE MANAGEMENT Communication between the patient,
medical staff and family / community.
Coordination of the patient journey and care
across the continuum of care.

Patient advocacy.

EDUCATION AND CONSULTANCY Educating and information for patients.
Helping to ensure cultural security for
patients.

Providing advice to professionals on country
health services to ensure appropriate
discharge arrangements.

PRACTICAL SUPPORT FOR PATIENTS Clothing, banking, help with appointments.
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of Western Australia
lenlth
ealth Service

Phone:
Fax:
Email:

(08) 9382 7541
(0B) 9382 7558

Who we are

Country Health Connection
Including Meet and Assist Service

countryhealthconnection@health_wa.gov.au

Monday—Friday 8. 30am—4.30pm
Answering machine after hours
Closed public holidays

The Country Health Connection Department (formerly known as Aboriginal Hospital Liaison) provides support and
coordination services to Aboriginal people from rural and remote areas of WA, who come to Perth to receive
specialist medical care. Established in the late 1970's, the unit assists more than 2,000 clients per year.

Ouwur role

The Country Health Connection
team visits patients in hospital and
assists in coordinating appointments,
accommodation arrangements,
discharge planning and helps
minimise culture shock.

We also:

= work closely with hospital staff in
the metropolitan areas providing
advice regarding culturally
appropriate care and discharge
planning for country Aboriginal
patients, ensuring clients are
returned to their homeland safely
after receiving medical treatment
provide a continuum of care for
clients by linking in with the regions,
sending condition reports to
Community Nurses and assisting
health service staff by arranging
some follow up care

arrange accommodation and
transport for Aboriginal people
being discharged to hostels who
hawve further appointments

provide health education to patients
relative to their medical condition
arrange escorts as required for
Aboriginal patients returning home
or to hospital

arrange transfer of deceased to
their homeland for burial.

Meet and assist service

= coordinate support services for
patients travelling to Perth for
specialist treatment under the
Patient Assisted Travel Scheme
(PATS)

+ arrange travel for patients returning
home from hospital and assist with
discharge planning

» source accommodation for families
whose primary providers have to
remain in Perth for long term care

= encourage Aboriginal people to be
independent and responsible for
their own health care.

Our nurses visit
clients at:

Fremantle Hospital
King Edward Memorial Hospital

Royal Perth Hospital
({including) Shenton Park Campus

Sir Charles Gairdner Hospital
Bentley Hospital

Derbal Bidjar Hostel

Allawah Grove Hostel

Ower the years, the Country

Health Connection depariment

has built strong relationships

with health services across the

stafe, and staff are regulary

called upon for their expertise

in Aboriginal health.

The unit is commitied to

working in partnership with

both metropolifan and country
health staff towards the shared

vision of improving the health of

Aboriginal people in

Western Australia.

This service meets and supports people travelling from remote locations to attend specialist treatment in Perth.

The service arranges transport to a hospital or hostel for people who are elderly, wheelchair bound, first timers to
Perth, or mothers with babies and children. Patient Assisted Travel Scheme (PATS) clerks are required to phone the

Country Health Connection department on (08) 9382 7541 to obtain a referral sheet.

BOOKINGS FOR THIS SERVICE ARE ESSENTIAL

Delivering a Healthy WA

U St e

Our Values

Community

| Compassion

Quality | Integrity | Justice

1683 HEALTH CONMECTICN AZinad 1

W1 Covernemaet of Western Australia
r ’i Daparimact of Health
WA Counay Moo Sarvce

!“fl Government of Western Australla
). Dopatment of Health

Our Aboriginal Health
Workers coordinate the
MEET & ASSIST SERVICE

This includes picking up and
dropping off clients at the
airport, aboriginal hostels and
hospitals on a daily basis

a0 1aeces P

Our Departmentalso operatesthe MEET & ASSIST senice.

Launchedin July 2007, this service meets and supports country Aboriginal
peopletravelling from remote locations to attend specialisttreatmentin Perth.

- Elderly

of our aboriginal clients during their stayin Perth.

Our Aboriginal Health Workers maintain a strong working relationship with
staff working at the Aberiginal hostels who accommodate alarge majority

This service is designedfor people
needing assistance with transportto
ahospital orhostelwho are:

- Wheelchair bound
- Mothers with babies
- First timersto Perth

September 2011 Aboriginal

Liaison Officer Workshop Report




These Are Some of the Specific Things We Do

» Visitingindigenous clients in metropolitan hospitals who come from remote parts of

WA

Assist in minimising culture shock

Help to maximise nursing and medical care
Act as patient advocate

YV VYVYVY

home or to Hospital
Arrange follow up care with health services staff in the regions

Y V VY

hostels who have additional appointments in Perth.
» Arrange transfer of indigenous cadavers to their homeland for burial

Relay condition reports to the community nurses in appropriate regions of WA
Participate in discharge planning and arrange travel for Aboriginal clients returning

Act as a link between hospital staff, patient, family and regidrealth services
Arrange accommodation and transport for indigenous people being discharged to

» Encourage indigenous people to be inelegeent and responsible for their own health

care
Provide health education relative to their medical condition

Y V V

necessary.

We Visit

Fremantle Hospital

King Edward Memorial Hospital

Shenton Park Campus (RPH Rehabilitation facility)
Royal Perth Hospital

Sir Charles Gairdner Hospital

Bentley Hospital

Princess Margaret Hospital for Children (when requested)
Derbal Bidjar Hostel

Allawah Grove Hostel

Elizabeth Hansen Autumn Centre

VVVVYVYVYVVYVYVY

Questions

Arrange escorts as required for indigenous patients returning to home or hospital
Facilitate the Meet and Assist Service and provide transp@agppointments where

Are there certain types of patients the Country Health Connection service pickoapthe

airport?

Any patient referred by their referring doctor and who is approved as eligible by the PATS Clerk. The

referring doctor fills out the form and the PATS clerk checks the patient is eligible for PATS assistance

(eg is a resident of a country region) and makes the arrangements.

/'y 1[hQad NBFSNI LI GASyGa G2 /2dzy iNE |

SIEtGK /2yy¢

Only the referring doctor or eligible referring Registered Nurse can make the referral for a Meet and

Assist Service.

Are Hostels thenly accommodation option for Aboriginal patients?
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They are generally the only suitable option. Aboriginal patients are free to stay wherever they
choose, the same as any other patient. But their choice is usually influenced by the cost of the
option they select, the amount of subsidy toward the cost which is available through PATS and their
ability to afford to pay the balance. We also have found that Aboriginal patients can be exposed to
poor treatment in some of the commercial accommodation settings. The Aboriginal hostels are more
geared to meeting their needs. We also find that staying with relatives doesn’t always work well for
some patients — it just depends on their needs and the level of support available for them where
they chose to stay with friends or relations.

I have heard about an experience from a relative that they were made to feel like a little child
GgKSYy GKSe adtGreSR Ay |y 102NAIAYIE K2aaGdSt |yR
got.

(el
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If you hear a report of this happening let us know. It really needs to be reported to Aboriginal
Hostels in Canberra because if they won’t know unless they are informed. They will act on improving
these sorts of things if they receive feedback through reports and complaints.

How does the taxioucher system work?

We allow for two taxi vouchers per patient as a minimum to start with — one for airport transfers
and the other for attending appointments. On arrival at the Hostel, the duty manager will place the
remaining voucher/s in the safe. If the patient has more than one appointment during their stay and
more transport arrangements — including additional vouchers if necessary — are made, additional
voucher/s are provided.

We try and encourage patients who are able to use public transport and there are many patients we
collect and transport ourselves. We do however issue a lot of additional vouchers.

We do encounter patients who have expectations of as much free travel as they would like whilst
they are in Perth and they use and request more vouchers for shopping and other recreational trips.

We generally dispense around $85,000 worth of taxi vouchers to Aboriginal patients each year and
this demonstrates the volume of taxi trips we cover to meet patient needs.

Carers are technically not eligible for taxi vouchers for their own personal transport needs but we
are reasonably flexible around this aspect as well because at times they face as much difficulty as the
patients for getting around whilst they are in Perth.

An ALO said they heard of a @#here an escort was denied access to accommodation covered by
PATS and stayed in a hotel.

This wouldn’t or shouldn’t have happened if they were approved as a PATS eligible escort.

An ALO said they had been told that patients from the South West weradpéld that they were
self-sufficientbecause they come from that region and had no need for Country Health
Connection/Meet and Assist services. Is this right?

No. The referring doctor determines the clinical need for an escort and/or a Meet and Assist service
as part of the PATS covered journey for medical consultation/treatment.
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We only receive a small number of Aboriginal patients from the southern regions for our help.

If you believe patients from your area are being overlooked for our services you could try toyou’re
your positions as ALOs to increase the level of awareness of the real needs amongst the
local/referring medical community. Your service manager could be approached to help you to set up
avenues to discuss concerns with local doctors at various meetings.

From the perspective of Country Health Connection and our Meet and Greet service, we don’t have
any view at all that excludes any Aboriginal patient based on where they come from. We respond to
every patient referred to us for our help. We have tended to see far fewer patients from the
southern regions and this might be through under referral. Please call us if there are patients you are
concerned about and we will try and help you out.

An ALO stated that they are finding it quite hard to deal with PATS for Aboriginal patients.

Ruth suggested that if the ALOs were finding no joy that they give her a call and she will try and
assist them.

2 KIFG R2Sa wWadaAidloftS O02YY2RIFGA2YQ YSIyK

We have had some quite bad experiences using non Aboriginal hostels for patients. We have found
cases of discrimination and many simply will not help with PATS patient needs.

Is there a process for complaints and complaints management?

Yes, please advise us if you are aware of issues or hear about particular concerns and we will follow
up. We routinely relay patient condition reports as appropriate so the family and carers at home can
be kept up to date on the status of the patients who are in hospital.

Whatdoei WI LILINRLINAF §SQ YSIy Ay GKAa OF 88K

We need to comply with patient confidentiality requirements. Otherwise on a general level we don’t
encounter any big issues with status reports.

I LI NOGAOALI YOG d GKS 22N)] aK2 L) aofithisip@sentatich andK A &

(KS f1y3dd 38 dzaSRQ 6ta 2FFSYardsd LyR $§921 SR
from Country Health €y y SO A2y 61 & 2 ¢Havedvdrkedeniardiicr mahy ydarsd 2
to serveAboriginal patients we are dang the best we can but we also have to work with some
NEAGNAOGA2Yy A Ay GKS aeadSy la gStftéo

Another participant offered at this point that people feel like they are in a very wealthy state here

LJ2 A
a8

Ay 21 odzi GKFG GKAA KI &y Qs foraccantedatidnfor AbdrigihdNE GA RA y

PATS patients. Some people feel resentful that they are forced by the system to have their options

fAYAGSR (2 adlreAay3a Ay al g¥FdzZ LI FOSa tA1S WSgSt |

Ruth and her colleague agreed with this sentiment. They expressed the view that they believed
nothing will happen to improve this situation.
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A participant asked if there was any chance of getting buses to transport patients from the hostels
to appointments and other places they need to/would like to go to.

Ruth said she believed that this type of service is in the hands of Aboriginal Hostels Australia. Itis
really the business they are in and they ought to be responding to Aboriginal needs and service

options. Perhaps they should be lobbying government for a share of the wealth of this country to
expand the level of the services they can provide to Aboriginal patient/residents in their facilities.

'y 1'[h &aGFGSR GKIG G4KSNB IINB YI 22N 02y OSNya
identify needs and we are sayinnow that transport is one of the most important needs we are
aSSAy3aé o

Kevin Cox — Director for the Aboriginal Health Advancement Unit in the WA Country Health Service
entered the discussion at this point. He said:

| feel that | must defend the Country Health Connection team from the criticism which has been
implied here today. These are two very humble ladies and they have our trust and support. They
themselves are struggling with system failures just like the rest of us. So let’s agree that when the
system is failing our people, we don’t condemn the hard working people within it like Ruth and Pat.

It is up to us all in our jobs and within our organisations to address the system failures”
Another participant also offered that:

G2S | NB | fworkdss%ndivelBadzlalve?y Tinique and special role as ALOs. We should
be able to work together to influence some action on system failures and transport solutions in
LJ- NI A Odzf || NE &

There was a motion moved and supported by the Workshop participants at this point that:

» There must be action on transport; and
» The Country Health Connection team be congratulated for the job they do.

An ALO stated that they wanted to not lose this opportunity to pick back up on the point which
was raised about encouraging people b, or learn to be as independent as possible. They stated
that the ALO workforce should also get behind this principle.

The participants agreed that everyone involved in the system who deal with these patients and their
needs take a very careful ‘case by case’ approach to assess effectively the patients who need and
must have assistance in various forms and those who are capable of being or learning to be (with
some support) more independent now or in the future.

It was also agree that the ‘one-size-fits-all’ system of rules does not work for people whose
circumstances and needs vary enormously from case to case. It was also agreed that this aspect of
patient assessment and advocacy on the patient journey is what lies at the very core of the role of
the ALO.

[ON
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WAGP NETWORK - Roslyn Smith

The WA Divisions Network aims to ensure that mainstream primary care services are able to provide
culturally sensitive care for ATSI Australians.

Target Groups:
» General Practice
» Primary care providers and health services
» ATSI Communities

Aboriginal Health Network
13 Divisions/Networks:
> Indigenous Health Project Officer
» Indigenous Outreach Worker
» Coordinated Care & Supplementary Services

WAGPN Close the Gap (CTG) Workforce
> Indigenous Health Project Officer
» Coordinated Care & Supplementary Services

CTG Incentives
1. Practice Incentive Program — Indigenous Health;
2. Prescription Benefit Scheme — PBS Co-payment.

These incentives are available to all ACCHSs and General Practices.
General Practices must be accredited to apply for the PIP/IHI and the PBS Co-payment.
ACCHSs must be accredited to apply for PIP/IHI however they can still offer the PBS Co-payment.

Practice Registration
To register for |HI, a practice must:
> Agree to seek consent of eligible ATSI patients to register;
> Establish a mechanism to ensure ATSI patients aged 215yrs with chronic disease are followed-
up;
» Undertake cultural awareness training within 12 months of joining the incentive;
> Annotate PBS prescriptions for ATSI patients participating in the PBS Co-payment measure.

Patient Registration

A patient can register for the PIP/IHI services if they are:

A ‘usual’ patient of the practice;

Aged over 15yrs;

Have a chronic disease;

Have had or been offered a health assessment for ATSI (715);

Have a current Medicare card; and

Have provided informed consent to be registered for the PIP/IHI by completing a consent
form.

VVVYVYYVY

PBS Co-Payment
The aim is to promote greater access to PBS Medicines by reducing the co-payment for eligible ATSI
patients from 1 July 2010.

Eligibility:
> ATSI patients presenting with existing or at risk of a chronic disease at age; or
> In opinion of the doctor:
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e Would be unlikely to adhere to medicines regime without assistance;
e Would experience setbacks related to being from a large family, guardianship is
involved and/or there are co-morbidities.

Bringing it Together

PIP/IHI Registration (practice and patient);

Patient identification (ATSI self-identification);

Health Assessment (offered or undertaken);

Patient pathway (chronic disease or risk of);

GP Management Plan (chronic disease);

Follow up care (chronic disease or risk of);

Allied health, practice nurse or Aboriginal Health Worker.

VVVVVYVYVYYVY

Who is Doing What
IHPO - Liaise with practices:
> PIP/IHI registrations;
> Education of practices.
IOW- Liaise with the patients:
> ldentify patients through the practices;
> In the community;
> Support the patients with their care.
CCSS- Liaise with patient, practice and service providers:
» Coordinate the care plan;
> Liaise with providers from care plans.

Challenges and Barriers

Chronic disease is complex;

Medicare is complicated;

ATSI self-identification is low;
Fragmentation and lack of integration;
Practice readiness;

Community Awareness.

=

Further Information

Medicare - Practice Incentive Programs

http://'www medicareaustralia.gov. au/provider/incentives/
pip/formsquides. jsp

VVYVYVVYY

Closing the Gap Chronic Disease Package

hitp:/iwww_health gov aulinternet/cta/p ublishing.nsf/Cont
ent/home-1

Medicare Practice Incentive Program Helpline
1800 222 032

Your local Division of General Practice
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%, o, Trsar EL =

e — 412 8

September 2011 Aboriginal Liaison Officer Workshop Report




ADVOCARE - Doris Hill
Doris explained that her aims were to impart to the ALOs an understanding of Advocare and how it
works, the Aboriginal Advocacy Program and who they help.

Doris shared that she comes from the Murchison/Gascoyne area of the Midwest and is from the
Yamatji people. She married a Noongar man and they have a daughter and a granddaughter.

She has worked with Advocare for eight years.

What is Advocare?
It is a free service; it is client directed and is confidential. Advocacy means helping people deal with
matters and to get their needs met.

Advocare Inc was established 11 years ago. It started out as Anglicare and worked with nursing
home residents. Over time, they became concerned about the potential for a conflict of interest
given that Anglicare was the nursing home provider. A decision was taken to become a stand-alone
not for profit organisation with no particular affiliation toward any one provider of services.

Advocare funding is a mix of 70% from the Commonwealth and 30% from the WA state
governments.

Who Do We Help?

People who receive support from HACC, CACP & EACH Packages;
Residents in aged care facilities ;

People who have decision making capacity;

Carers of people who do not have capacity;

Older adults who are being abused or at risk of abuse by family or friends.

YV VVYVYVYV

How We Help

We help people understand their rights;

We can attend meetings, speak with providers or write letters on behalf of clients;
We assist people with the complaints processes;

We provide information and referral contacts.

VVVYVYYVY

Who Else Might Be of Assistance?

Sometimes we refer people to other organisations and agencies, such as:

» Office of Public Advocate;
> State Administration Tribunal;
> Older People’s Rights Scheme.

We May Also Contact or Refer to:
The Department of Housing and Works;
Centrelink;

The Public Trustee;

The Disabilities Service Commission;

YV VV V VY

Mental Health Services;
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» The Aged Care Complaints Service.

Doris highlighted that she has been pressuring Homeswest to come to older person rental homes
and to help engineer eviction of abusive relatives. She said she deals with many cases where the
relatives damage and run up excessive power and water consumption costs which are then held to
be the responsibility of the older person. In some cases, the older person loses their home because
of the actions of abusive relatives.

The older people need help from advocates and Homeswest to bring the weight of law to bear on
the offending relatives so there is a mechanism in place to make them responsible for energy and
water use and a share of the rent.

How to Contact Advocare:
Perth: 1/190 Abernathy Rd Belmont WA 6104 94797566

Freecall for country patients:
1800655566

Email: rights@advocare.org.au

ADDRESS TO THE WORKSHOP BY KEVIN COX

Kevin acknowledged the Noongar community and talked about his own strong affinity with the
Aboriginal Community Controlled Health Organisation sector.

He shared that he was a part of the group of people who established the Broome Regional
Aboriginal Medical Service (BRAMS) and was the first CEO of that organisation. He was also
instrumental in establishing the Kimberley Aboriginal Medical Service Council, serving at various
times as the CEO of that organisation as well. He helped to get the Kununurra based Ord Valley
Aboriginal Health Service (OVAHS — formerly East Kimberley Aboriginal Medical Service (EKAMS) and
the Halls Creek based Yura Yungi Medical Service (YYMS) established.

His purpose in talking today was not to deliver a speech or prepared address but was rather an ad-
hoc opportunity to share some ideas and to leave participants feeling supported and encouraged in
their roles as ALOs.

Kevin said he particularly wanted to impress upon the ALOs an awareness of the value they bring to
health care for Aboriginal people because of their job functions but also because of whom they are
themselves.

His message was that:

& 2e musteachremind ouselves and ouemployerghat as Aboriginal people and staff in advocacy
roles, we have twpolitical masterdo serve.

» One is ouremployerg they employ us, pay for us and ultimately an elected politician holds us
to account as they themselves are held to account by the electorate.
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» The second ithe canmunities and families which are central to our lives and to whom we
are mostaccountable.

| always tell my Director General and the CEO of WACH&t thiadl of the day, if anything goes
wrongwith the way the Department AWACHS treats Aboriginal peogteawyill be my head that will
rolein the eyes of myammunity andmy family. Each of yousin the same situation.

From this perspective hihk it isimportantfor you to grab the hands of your employer gmair ce
workersand help them appreciate who we are, what we do and whaneedsare forour
F02NRAIAYI f  O2rearedayf dodfdrbin facg go@ile thé &pposite use your
knowledge, your experience and your connectiorshow them the way.

We are a very special workforo&nd we share with most of our néoriginal colleagues an
understanding that the healthaeds of Aboriginal peoptmmands very special thinking and
planning and doing and thate can help them achieve the results everyone wants.

Invite them to step into yowshoesto understand our community dynamic and what is expected of
us.

You are agents for change. | encourage you to look at systems and be agents to influenceFadrange.
people like mefor AHCWA and fd€im and Rolas joint coordinators of the ALO prografrisiour
job is to make sure we listen to you and do our bit ip eu in your jolto make changes.

A Noongar friend of mine shared with me a very strong message | never fully appratiaigtdand
I want toshare that with you. When you look at@iginal health there are twelementsof skill and
knowledge which @ed to be put to workacquired andapplied.

» Acquiral skills and knowledgstaught and learnedhrough study and experience.
» Appliedskills and knowledge going out and doing it, taking action, using the knowledge
acquired to cause something to happe

| believe iis a waste of time t@bsess about theystem failings. We know we have them. You have
so much to offer and so much capacity to be agents for chaxggan exampleyne big issue which
came forwardstronglyto mefrom this Workshop is éangort. The point was made and | will take it
up. TheCOAGnitiativesfocus on transporand clearly what is being done is still not good enough. It
is my job toeensurethis messagegets back ontahe COAG agenda and all our jobs to keep on
influencingandJdza KAy 3 F2NJ a2aiGSY AYLNROSYSyGaso

Kevin concluded his talk by stating that he understands that ‘community engagement’ are words
which roll off the tongue with ease but in reality, achieving it is a very big call for government
departments. He said:

“They eallystrugglewith it. But you are at the forefront and have direct connectiarsch are
tremendously valuable. So please let me encourage you to keep this in your minds as you get busy
R2Ay3 SOSNERIE@ GKAYy3Ia Ay @2dz2NJ 220a¢ @
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BURNING/EMMERGING ISSUES FACED BY PARTICIPANTS IN
METROPOLITAN AND RURAL REGIONS

The next table presents the feedback on important issues identified in the final session of the 2011

ALO Workshop. Much of the feedback was similar for each of the work groups who undertook this

final activity as a group exercise and the information put forward is consolidated under the six key

categories depicted in the table.

ALO ROLE DEFINITION

HR ISSUES

Job design — can the JDF/role by changed by
managers?

ALO JDF needs to be more specific — may need
some parameters defined, especially around
transportation (especially long trips routinely
between remote towns).

Leave cover for ALOs to sustain service capacity.
Education and training — learning, preceptoring
and mentoring. Shadowing experienced workers
would help.

Union coverage for ALOs.

Recruitment/selection criteria.

Wage discrepancies — COAG positions, pre-
existing conditions, rural/metro.

Pay and award issues.

50d positions being filled with non-Aboriginal
staff.

Wages need to be matched better to work value
by the ALOs.

Workloads need to be more reasonable — job
definition/parameters may need to be tighter in
future.

High risk of being used as drivers/gofers.

PATIENT SERVICES/SUPPORT

CULTURAL SECURITY

Comfort packs for public patients.
CTG scripts by hospital doctors — clarification.

Arranging transport/accommodation — advocacy.

PATS issues.

Home visiting needed.

Welfare work.

Get on top of the transport problem.
Duplication and boundary crossing between
services and staff.

Social work referrals to ALOs — pushing the
boundaries.

High volume of time consuming work helping
patients with general social support — shopping,
banking, laundromat, housing issues etc.

Many patients not compliant — l[abour intensive
work for ALOs.

Some hospitals are not seen as culturally friendly
or secure by Aboriginal patients, so they do not
attend them if they can avoid them.

It was acknowledge this may be because there
are stronger traditional links with other services
(eg RPH and Fremantle Hospital).

Birth certificates and ID.

Homelessness.

Need more Aboriginal staff.

Services/staff slow to identify Aboriginal patients
— medical staff needs to ask, not assume.
Patients not aware of their rights/opportunities.
More recognition and promotion of the ALOs at
the service level.

More respect of roles and ALO skills and
knowledge from other staff — often get
overlooked and not included.

Poor conduct/attitudes from other staff to
Aboriginal patients and the ALOs.
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ALO WORKFORCE DEVELOPMENT & INFLUENCE

JOB EQUIPMENT AND RESOURCES

Networking opportunities, regular ALO W/shops,
Conference attendance.

Links to/inclusion on Health Advisory Councils.
Liaison with staff, agencies, doctors, advisory
councils.

Keeping staff committed.

Teamwork and communication.

Need more employer support for training and
development of roles, own skills.

Poor communication/relationships between
providers — ALOs caught in the middle of
tensions and cannot be as effective as needed
for the patients.

Confusion — many separate initiatives, poor
coordination of services and effort and
duplication. Very challenging to understand and
work within this chaos.

Need formal agreements, a website, a good data
system and high levels of cultural competency in
the organisations.

Need respectful relationships and
communications between agencies.

Community liaison dimension of the roles may
need developing in future.

Not enough office space for ALOs.
Dedicated/suitable vehicles for ALOs.

Mobile phones, uniforms and identifying logo**.
Clarifying patient confidentiality issues.

Data reporting — input, use of template, access
and training.

Managing patient recalls systematically.

Need more Aboriginal specific tools —
information brochures, easy to understand maps
and explanations, health promotion tools for
ALOs.

Discharge summaries — lots of system failure.
Information on admissions and discharges — lists
for communications with the ALOs. The systems
should work better.

** The AHCWA recommended use of the ALO
Program ‘“footprints’ logo for identifying ALOs on
their uniforms/ID tags and badges. This is
depicted on page 3 of this report.

IN CONCLUSION

Priorities for the ALO Program Coordinators
1. The ALO Program Reference Group activities;

2. ALO Training — Kim and Rob visiting the Victorian Aboriginal Community Controlled Health

Organisation;
3. Services Mapping for the ALO program;

4. Mapping referral linkages between the ACCHS, GP services/networks, government hospitals

and community/population health services/programs.

The contributions from the ALOs has painted a picture of an effective workforce making a

tremendous difference to the experience of a great many Aboriginal patients and the health

professionals looking after them. The Workshop program has enabled a number of important

matters to be highlighted and as such, these demonstrate areas the program co-ordinators need to

influence at their levels within their own sectors.

At the commencement of this report, it was clear to see that 68% of the ALO positions funded

through COAG are employed within government services and as such they are under the

coordination framework managed by WACHS. With this in mind and also considering the ‘burning
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issues’ identified by the participants in the final session, it is clearly predominantly within the realm
and control of WACHS to address many of the issues as they are being experienced within the
government sector.

The program co-ordinators are joint roles and the positions have been set up to reflect the strong
relationship between the two sectors with respect to this ALO workforce development initiative.
There is of course a limit on the extent to which AHCWA can manage issues being experienced
within a government health service, other than to communicate to raise awareness and offer to
assist as appropriate.

It will be imperative that the joint co-ordinators leverage off the insights, advice and commitment
made to the Workshop participants by Kevin Cox in his capacity as the Director of the WACHS
Aboriginal Health Advancement Unit. From this position, which is also the direct reporting line for
the WACHS ALO Program Co-ordinator, the setup is ideal in terms of developing plans and strategies
following on from this Workshop to bring into effect many of the positive ideas and to also start to
address some of the issues of concern the participants identified.

Future ALO Workshops

Participant ALOs were in strong agreement that the Workshop had been very valuable and that
regular follow up Workshops would be very welcome. This Workshop has been the first opportunity
given to the ALOs to come together and to develop an identity as a unified workforce of individuals
with significant knowledge and expertise.

A separate report on the formal participant evaluation submission forms has been provided to the
ALO Program Coordinators.
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Presenter contact details are listed below:

Facilitators

Aboriginal Health Council of WA (08) 9227 1631

Kim Hawkett — Portfolio Officer — Aboriginal Liaison Program

WA Country Health Service — Aboriginal Health Improvement Unit (08) 9223 8500
Robert Miles — Senior Project Officer — Aboriginal Liaison Program

Presenters

Aboriginal Health Council of WA (08) 9227 1631
Patrica Bushby — Portfolio Officer — CST/ GPET

Julie Jones — Portfolio Officer — CST/ Health Promotion

Health Consumers Council (08) 221 3422
Laura Elkin — Aboriginal Consumer Participation Program Coordinator
William Trott — Aboriginal Consumer Complaints Coordinator

Cancer Nurse Coordinators

Goldfields — 0429 080 547

Great Southern — 0429 199 777

Kimberley — 0419 950 022

Midwest — 0407 789 774

Pilbara — 0429 083 364

South West — 0427 446 028

Wheatbelt — 0427 988 226

Rural Liaison (Perth based) — 0429 208 625

WA Country Health Service — PATS (08) 9223 8564
Tyana Lawless — Senior Project Officer, Medical Services

WA GP Network (08) 9472 2922
Roslyn Smith — Aboriginal Health Program Coordinator

WA Country Health Service — Meet and Assist (08) 9382 7541
Ruth McCarthy — Nurse Manager
Pat Narkle — Fawcett

Advocare (08) 9479 7566
Doris Hill — Advocate, Aboriginal Advocacy Program
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