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2016 AWARD ENTRY TEMPLATE  
 

The following template has been designed to assist in identifying the relevant components relating to the award 
category and addressing the award criteria. The quality of all award submissions is considered by judging panels. 
Please ensure information is presented in a logical, coherent manner supported by evidence and/or research. 
 
 
AWARD CATEGORY 
 
Award Category: 
 

Patients as Partners 

 
ENTRANT CONTACT DETAILS 
 
Team Contact Name: 
(please select one member of your 
team) 
 

Marilyn Body 

Contact Position Title: 
 

Acting Aboriginal Health manager Clinical Performance Review 

Contact Number: 
 

 02-66567057 

Facility or service unit: 
 

Aboriginal Health MNCLHD 

Contact Postal Address: 
 

345 Pacific Highway Coffs Harbour, NSW 2450 

Email Address: 
 

Marilyn.body@ncahs.health.nsw.gov.au 
 

Number of People in Your Entry 
Team: 
 

5 

 
ENTRY DETAILS 
 
SECTION WORD LIMIT GUIDELINES  

Entry title Max. 50 characters Aboriginal Wellbeing Hospital Discharge Journey 
Booklet 

 

Partner 
organisation/s 

 List any partner organisations 

 North Coast Primary Health Network and Galambila 
Aboriginal Medical Service.  

 

 

Image of team  Must be in .jpg, .jpeg or .png 
format and under 3MB 
 

Image of team to be included in the submission 
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Abstract  125 Words 

 
Original 
word count 
was 132 
words 

 

Readmission rates for Aboriginal patients were >60% higher than for non-
Aboriginals. 

Aim:  Reduce readmission rates by improving discharge journeys for Aboriginal 
patients. 

Funding was obtained to develop a culturally appropriate resource, the Aboriginal 
Wellbeing Hospital Discharge Journey Booklet (AWHDJB).  This facilitates patients 
receiving Aboriginal Hospital Liaison Officer assistance, 48-hour post discharge 
follow-up, planned appointments, enrolment in Close the Gap Medication programs 
and home help. 

Clinical outcomes: 
Aboriginal readmission rates have demonstrated a statistically significant decrease 
from 11.4% to 5.4% which is lower than for non-Aboriginal patients. Aim achieved. 
 
AWHDJB attributes that patients found particularly useful include: 
• Medications 27%; 
• 48-hour follow-up 22%; and 
• Ongoing appointments 22%. 
 
Other districts are adapting our Booklet which can be used for non-Aboriginals or 
any casetype. 

Relevance to 
entry 
category 

125 words The Aboriginal Wellbeing Hospital Discharge Journey Booklet (AWHDJB) gives 
Aboriginal patients/families/carers a culturally appropriate resource which assists in 
planning hospital discharge. A communication and planning tool, it outlines key 
areas for patients and carers to consider and identifies the relevant health 
professionals who plan and deliver the care in partnership with the patient.  

AWHDJB promotes shared decision-making as patients are expert in their needs. 
We inform patients about support in and out of hospital, enhancing their access to 
appropriate care especially those with chronic illness; 76% diagnoses were asthma, 
cardiac, diabetes or renal disease.  

Clinicians and patients both document aspects of care and treatment in the booklet 
which can also be used as an individual care plan.  

This project also positively impacts categories 2,4,5, 6. 

 



 
  
 

3 
 

  

Innovation 
and 
Originality   

250 words 
 
293 words 
in original 

Unplanned readmission rates to hospital within 28 days of discharge were 11.4% 
for Aboriginal people compared with 6.8% for non-Aboriginal people. 
 
A partnership was established with stakeholders including Aboriginal consumers, 
Community Controlled Aboriginal Medical Services, Primary Health Networks and 
District hospitals.  
 
General discharge resources demonstrated they did not reflect a partnership with 
Aboriginal consumers, being generic computer generated documents requiring a 
high health literacy.  
 
Collaboratively, we developed a culturally appropriate booklet (appendix 1) used in 
hospital and the community to open communication lines between patient, families 
and service providers and for all to document questions and answers.  
 
The AWHDJB innovation is: 

• A generic patient careplan not related to case-type; 
• Designed for patients/families/clinicians to write in; 
• Taken home by patients for continuing use by them and community staff;  
• A memory jogger for health professionals, patients and carers; 
• Designed for Aboriginal patients but can be adapted to non-Aboriginal 

cohorts. 
• Appropriate for those with low literacy;  

o Flesch reading ease of 65; 
o Grade 7 on the Flesch-Kincaide grade score.  

 
The AWHDJB ensures standardised client centered discharge planning and 
individualised throughout the hospital journey and into the community and back.  It 
provides better patient and provider understanding of what is required to gain the 
best health outcomes during and after discharge from hospital.  
 
The AWHDJB has been promoted through staff in-services across the District and 
at Aboriginal community events such as “Close the Gap Day” and the National 
Aboriginal and Islander Day Observance Committee (NAIDOC) week. 
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Sustainable  
and Scalable 

250 
words 

The AWHDJB ensures patients and families have the ability to make informed 
decisions on their hospital stay and care, simply because they now have an 
appropriate tool. This leads to appropriate treatment continuing into the community. 
 
Sustainability is promoted by: 

• Agreement and standardisation of the process behind the AWHDJB; 
• Auditing; 
• Inculcation of the intervention into policy and procedures; 
• Ongoing training of staff and patients; 
• Regular review and revision of the AWHDJB. 

 
Since 2014, iterative evaluations ensure the AWHDJB implementation is being 
sustained, via: 
• Patient surveys; 
• Users: verbal feedback;  
• Monitoring unplanned readmission rates; 
• Revisions: now in the 2nd edition; 
• Utilisation: 

• 2014 first print run: 2000 copies; 
• 2015: second print run 2,500; and 
• 500 copies remaining. 

 
 
Scalable:  
Elements for replication include: 
• Utilised by non-Aboriginal patients; 
• Easily transferred to other health facilities;  
• 48-hour follow up on discharge;  
• The Close the Gap Medication program, especially if changed needs;  
• Process for ensuring follow-up appointments;  
• Assessment of community needs; and 
• All resources are available for adoption. 
 
The AWHDJB has been showcased at the 2015 Lighthouse Hospital Project National 
Heart Foundation Workshop.  Royal Perth and Bairnsdale are now developing a 
booklet based on our AWHDJB.  
 
The discharge booklet was developed as part of the Close the Gap program to 
improve the health care in the Mid North Coast Local Health District. 
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Better Patient 
Outcomes 

200 words The AWHDJB is overwhelmingly successful in improving the patient journey and 
clinical outcomes.  
 
Process measures: 
Patients found the following AWHDJB attributes particularly useful:  
• Medications 27%; 
• 48-hour follow-up 22%; 
• Ongoing appointments 22%; 
• Aboriginal Hospital Liaison Officer assistance 14%; 
• Help at Home 4%; and 
• All 5%. 
 
Because the AWHDJB is given upon admission and is used and discussed 
throughout the hospital stay then reviewed again immediately prior to discharge, 
patient health information and collaboration is continuous and the journey is 
modified when required by staff or patients.  
 
Clinical outcomes: 
The AWHDJB prevents overuse, underuse or misuse of clinical interventions.  
Importantly, it reduces confusion for patients/families and clinicians about the 
discharge process and ongoing plans. 
 
Effective discharge planning leads to increased satisfaction for patients, hospital 
staff and external stakeholders. MNCLHD achieved the significantly highest 
result for NSW patients related to them being completely involved in decisions 
about using medications (BHI 2016). 
 
Better patient care results in decreased morbidity and mortality for which re-
admissions can be used as a proxy. Aboriginal readmission rates have 
demonstrated a statistically significant decrease from 11.4% to 5.4% which is 
lower than for non-Aboriginal patients (figure 1).  
 
Aim achieved. 
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Better 
Teamwork 
and 
Partnerships   

100 words The AWHDJB project has strengthened local partnerships with Aboriginal 
consumers, the North Coast Primary Health Network and local Aboriginal Medical 
Services in producing this resource.  
 
The process demonstrates effective engagement with stakeholders, the community 
and professionals to identify and rectify gaps in service delivery.  
 
Integral to the process is that patients and carers also write in the AWHDJB 
demonstrating professional boundaries no longer exist. 
 
Having good communication has been integral and the engagement of Aboriginal 
people was a significant aspect. The Aboriginal Health Workers' input has been 
significant through their understanding of language, cultural beliefs, traditions, and 
barriers to care.  
 

CORE Values 
– 
Collaboration, 
Openness, 
Respect and 
Empowerment 

100 words Collaboration: 
Our success depended on everyone in the system working, including patients and 
families, to develop, use and improve the AWHDJB as an effective strategy to 
assist patients and carers to navigate the health system. 
 
Openness: 
All stakeholders have been open and honest with their feedback about what 
Aboriginal people require for safe discharge and ongoing care. 
 
Respect: 
Trust and respect was evident in discussions with others and listening to their 
views. This was a platform to engage the community in service redesign.  
 
Empowerment:  
With patients/carers also writing in the AWHDJB, this takes partnering with patients 
from tokenism to empowerment. 
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Link to NSW 
Health 
strategic 
planning 
framework 

100 words NSW2021: 
• Direction 3:  Delivering Truly Integrated Care: assisting patients in receiving the 

“Right Care at the Right Place and Right Time; 
• Close the Gap in Aboriginal health;  
• Reduce potentially preventable hospitalisations. 
 
NSW State Health Plan 2021: 
• Integrated Care Strategy - move from hospital-centric to where care is 

connected across different health and social care providers; 
• Helping people manage their own health.  
 
Service Agreement indicator: 
• Unplanned readmissions. 
 
NSW Aboriginal Health Plan 2013-2023 Strategic Directions: 
1. Building trust through local partnerships; 
2. Building the evidence; implementing what works; and 
3. Ensuring integrated planning and service delivery. 
 

 

Productivity & Efficiency (5 points) 

The project /program demonstrates improvement in efficiency and productivity.  
 

Productivity 
and Efficiency 

100 words The AWHDJB increases efficiency and productivity: 
• Reducing confusion about hospital discharge; 
• Improving coordination and communication; 
• Ensuring appropriate services are available to the patients after discharge. 

 
Discharge plans tailored to the individual patients effect reductions in hospital 
length of stay and reduce the risk of readmission. Figure 1 demonstrates a 6% 
reduction in readmissions resulting in significant cost savings. 

 
Careplans and communication tools prevent overuse and misuse of clinical care. 
 
The AWHDJB is a tool that can be replicated and utilised by non-Aboriginal 
patients and can also be transferred to other health facilities thereby exponentially 
raising its value. 

 

Total 1350 
words 

  

Tables and 
graphics 

 Appendix 1:  Aboriginal Wellbeing Hospital Discharge Journey Booklet (AWHDJB 
Figure 1: Readmission Rates 
 
 
 

Reference 
list 

  Bureau of Health Information: Patient Perspectives - Hospital care for Aboriginal people. 
Sydney (NSW); BHI; 2016. 
 

I support this award entry and confirm that funding for the project/program continues in the next financial year. 
 

Manager Signature ………………………………………… 
 
Date: ……………………….. 
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