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Background
The Hospital Skills Program (HSP) is a 
professional development program for doctors 
working in the NSW public health system. 
Doctors participating in the HSP have at least 
two years of clinical postgraduate experience 
and are not currently participating in a specialist 
vocational training program. The HSP provides 
a pathway for self-directed medical professional 
development and education, using a range of 
educational resources and methods appropriate 
to the working environment of the HSP 
participant. Furthermore, the HSP provides a 
mechanism to align clinical learning activities  
with the goals of the health system and to deliver 
high quality educational activities to hospital 
generalist doctors. 

The HSP acknowledges the heterogeneous 
nature of the skills and circumstances of Career 
Medical Officers (CMOs) and equivalent 
generalist medical practitioners, their continuing 
value in the delivery of health services to the 
population of NSW, and their right to meaningful 
educational opportunities in a mode appropriate 
to their working lives and geographic locations.

Purpose of this curriculum
This document provides a framework for the 
skills and knowledge required by this group of 
doctors for the purpose of improving the health 
of Aboriginal people and communities. It can be 
used by individual clinicians for self assessment 
of their ability, and as a guide to further learning 
in Aboriginal health. For educators it will serve as 
a framework to guide the design of educational 
courses and resources tailored to individual 
and local needs. It should not be viewed as the 
outline of a course to be completed in its entirety 
but as a means to define current competence 
and what remains to be learned.

It is the first edition of a living document that will 
be improved through feedback and with time 
will be populated with recommended resources 
to attain each entrustable professional activity 
(described below) making it a more complete 
and relevant curriculum document.
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Formative assessment and entrustable professional activities 

The HSP provides a framework for workplace 
based, competency based formative assessment 
and the recognition of current competencies. 
The HSP framework for formative assessment 
is underpinned by core principles of authentic 
workplace based assessment. Assessment in the 
HSP is valid, reliable, feasible and fair.

Entrustable professional activities (EPAs) are sets 
of professional tasks that doctors perform in their 
clinical roles. The EPAs described in this module 
have been identified by the Aboriginal Health 
module development group through an analysis 
of clinical activities that are of central importance 
to the practice of Aboriginal health.

Because the sum of what doctors do in medical 
practice is greater than the parts described 
by individual competencies, EPAs provide 
an approach that minimises the effects of 
atomisation of professional competencies, 
which is an undesirable side-effect of some 
competency based assessments (Van der 
Vleuten and Schuwirth, 2005).

Ten Cate (2006: 750) identifies the following 
criteria for EPAs:
•  part of essential professional work
•  require specific knowledge, skill and attitude
•  generally acquired through training

Curriculum development principles

HSP curriculum modules are developed by the 
Health Education and Training Institute (HETI), 
on behalf of NSW Health. The modules are 
underpinned by principles of adult learning. 
They are outcomes-based, providing a 
strong foundation for workplace learning and 
assessment, and help doctors reflect on their 
current practice and take responsibility for their 
own learning. They adopt a holistic approach, 
focusing on integrated learning and assessment, 
identifying commonalities between different 
activities and delineating meaningful key clinical 
and professional activities. Within the HSP, 
feedback on current performance is encouraged, 
enabling ongoing development of skills in a 
supportive environment.

All modules have been developed with reference 
to the Australian Curriculum Framework for Junior 
Doctors (ACFJD), prepared by the Confederation 
of Postgraduate Medical Education Councils. 
The ACFJD is an educational framework 

which identifies learning outcomes and 
capabilities required of junior doctors. The 
ACFJD is structured around three learning 
areas: Clinical Management, Communication 
and Professionalism. The HSP curriculum 
framework has generally adopted a similar 
structure, with a major focus on communication 
and professionalism capabilities covered in the 
HSP Core module and clinical management 
learning outcomes covered in each of the 10 
HSP clinical modules (Hospital Medicine, 
Emergency Department, Mental Health, Aged 
Care, Children’s Health, Women’s Health, Sexual 
Health, Rural Health, Aboriginal Health and 
Addiction Medicine). HSP clinical management 
learning outcomes address common illness 
problems and conditions which are likely to be 
dealt with by HSP participants in the particular 
clinical context covered in the HSP module. The 
clinical modules also address specific skills and 
procedures that are expected to be mastered by 
HSP participants.
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•  lead to recognised output of professional  
labour

•  usually confined to qualified staff
•  independently executable within a timeframe
•  observable and measurable in their process  

and their outcome
•  lead to a conclusion (done well or not done 

well)
•  reflect the competencies to be acquired.

In this module each EPA covers a number 
of learning outcomes and is observable and 
measurable, and as such provides a sound  
basis for ongoing professional development  
and workplace based assessment. There  
are links between some EPAs and, where 
possible, integrated learning and assessment  
is encouraged.

Using the concept of EPAs and building formal 
entrustment decisions into the HSP helps with:

•  providing guidance for professional 
development and progression

•  supporting supervision and guiding workplace 
based assessment

•  integrating professional competencies into 
broader capabilities reflecting real-world 
practice in hospital medicine

•  fostering a developmental continuum 
of workplace based learning, formative 
assessment and workplace progression.

Through involvement in the module’s educational 
experiences (including access to relevant 
resources) HSP participants will be able to 
engage in the entrustable professional activities 
relevant to their practice at the HSP level 
designated. This will support a career-long 
process of increasing depth of expertise and 
synthesis of clinical skills for doctors working in 
medical contexts supported by the HSP.

HSP levels

An HSP level has been allocated for each 
learning outcome in the Aboriginal Health 
module. The three levels of the HSP (HSP 1, 
2 and 3) reflect the developing knowledge and 
skills required of increasingly complex clinical 
management scenarios and increasing work role 
responsibility, entrustment and accountability. 
Each of the three levels broadly distinguishes 
doctors in terms of proficiency, experience and 
responsibility. The following is a summary of 
the criteria on which the HSP levels have been 
determined.

It is assumed that doctors will practise medicine 
with the degree of autonomy that is consistent 
with their level of experience (E), clinical 
proficiency (CP) and responsibility (R) to ensure 
patients receive care which is appropriate, 
effective and safe. The levels are cross-
referenced with those described for the patient 
competencies in the National Patient Safety 
Education Framework (see Appendix 1).
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Table 1: Defining the HSP levels 

Key HSP 1   HSP 2 HSP 3 

Level of experience 
(E)

Has limited workplace 
experience in this discipline.

Has moderate to 
comprehensive workplace 
experience in this discipline.

Has substantial workplace 
experience in this discipline.

Clinical proficiency 
(CP)

Reliably recognises 
familiar situations and 
key issues. Has a good 
working knowledge 
of the management of 
these. Decision-making is 
largely bound by protocol. 
Demonstrates effective 
clinical decision making 
and clinical proficiency in 
defined situations.

Recognises many atypical 
presentations, recognises 
case-specific nuances and 
their relational significance, 
thus reliably identifying key 
issues and risks. Decision 
making is increasingly 
intuitive. Fluent in most 
procedures and clinical 
management tasks.

Has an intuitive grasp 
of a situation based on 
linking understanding of 
a situation to appropriate 
action. Able to provide 
an extensive repertoire 
of management options. 
Has a comprehensive 
understanding of the rural 
service, referral networks 
and links to community 
services.

Responsibility (R) Uses and applies 
integrated management 
approach for all cases; 
consults prior to disposition 
or definitive management 
and arranges senior review 
of the patient in numerous 
instances, especially 
serious, complex, unclear  
or uncommon cases. 

Autonomously able to 
manage simple and 
common presentations and 
consults prior to disposition 
or definitive management  
for more complex cases. 

Works autonomously, 
consults as required for 
expert advice and refers 
to relevant teams about 
patients who require 
particular attention.

Patient safety (PS) Level 2 Levels 2 – 3 Level 3

Introduction to the Aboriginal Health module

A note on language
This module has been written to comply with 
the NSW Health publication ‘Communicating 
positively – A guide to appropriate Aboriginal 
terminology’. The guide recommends that within 
NSW, the term ‘Aboriginal’ is generally used 
in preference to ‘Aboriginal and Torres Strait 
Islander’ in recognition that Aboriginal people 
are the original inhabitants of NSW. As this 

module has been written for a NSW based 
program the term ‘Aboriginal’ has been used 
throughout, except that where other documents 
and sources are quoted the terminology used 
within that document has been retained. 

The HSP Aboriginal Health module identifies the 
capabilities required by doctors working within 
the NSW public health system to provide safe 
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care to Aboriginal people and communities. 
Doctors participating in the HSP have at least 
two years of clinical postgraduate experience 
and are not currently participating in a specialist 
vocational training program.

This module builds on existing knowledge and 
resources in the area of medical curriculum to 
meet the health needs of Aboriginal people and 
communities. In particular it draws heavily on 
the 2004 Committee of Deans of Australian 
Medical Schools (CDAMS) Indigenous Health 
Curriculum Framework. Curriculum resources 
developed by Australian College of Rural and 
Remote Medicine have been incorporated 
with permission into this module; in particular, 
Sections 5: Emergencies and Section 7: 
Common Problems and Conditions. 

It is recommended that the training provided by 
both the e-learning and face to face workshops 
of Respecting the Difference: An Aboriginal 
Cultural Training Framework for NSW Health  
be used to cover the cultural competence 
aspects of the curriculum. 

A key message in the Respecting the Difference 
training is the need to respectfully ask patients 
if they identify as Aboriginal. Acquiring this 
information can help to ensure culturally 
appropriate healthcare and linkages to available 
services and initiatives, such as Closing the 
Gap. The module reinforces this message as  
the first step in best practice service provision  
to Aboriginal peoples. 

Overview 
The area of Aboriginal health presents many 
challenges. The poor health status of Aboriginal 
peoples is well documented. Substantial 
inequalities exist between Aboriginal and non-
Aboriginal Australians, particularly in relation 
to chronic diseases such as renal failure, 
cardiovascular disease, diabetes, communicable 
disease, infant health, mental health and life 
expectancy. In NSW for 2005–2007, life 
expectancy at birth for Aboriginal males was  
8.8 years less than for non-Aboriginal males, 
and 7.5 years less for Aboriginal females than 
for non-Aboriginal females. 

The 2010-2011 Australian Medical Association 
Indigenous Health Report Card (May 2011) 
states that Aboriginal and Torres Strait 
Islander peoples are over-represented in 
their presentations to hospital emergency 
departments. Often these presentations are 
to seek primary care. Aboriginal people do not 
access primary healthcare at a level appropriate 
to their need. While many visit doctors, 
Aboriginal children under 15 years of age have 
comparatively low rates of access to primary 
care, particularly those aged less than five years, 
and use of Medicare benefits and subsidised 
medicines through the PBS is also markedly 
lower than use by the non-Aboriginal population. 
There are also low rates of access for Aboriginal 
people to specialist follow-up medical care 
when it is needed. 

Definition of Aboriginal health 
A clear understanding of health in the context 
of Aboriginal people and communities is 
required in undertaking any study in this area. 
The following definition used by the National 
Aboriginal Health Strategy (NAHS) 1989 was 
derived from the Memorandum and Articles 
of Association of the National Aboriginal 
Community Controlled Health Organisation 
(NACCHO) and is adopted in this curriculum:

‘Aboriginal health’ means not just the physical 
well-being of an individual but refers to the 
social, emotional and cultural well-being of the 
whole Community in which each individual is 
able to achieve their full potential as a human 
being thereby bringing about the total well-
being of their Community. It is a whole of life 
view and includes the cyclical concept of  
life-death-life.

This definition is in line with health as defined  
by the World Health Organization:

A state of complete physical, mental and 
social well-being and not merely the  
absence of disease or infirmity.

Both these definitions extend the traditional 
Western medical view of health to reflect a 
holistic view. The emphasis is on achieving 
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harmony between individuals, communities  
and the universe.

An appreciation of the significance of the 
connection between land, culture and health 
and well-being is essential to understanding 
Aboriginal health issues and achieving 
improvements.

The principles of self-determination, improving 
access to health care and an understanding of 
the impact of racism on health are highlighted 
in the curriculum and seen as fundamental to 
improving the health outcomes of Aboriginal 
people and communities. Health care delivery 
and initiatives aimed at improvements in the 
health of Aboriginal people and communities 
need to adopt these principles as a starting point.

Self-determination is essential in efforts to 
improve Aboriginal health and well-being; it is the 
ability to control one’s own destiny at a personal, 
cultural and societal level. The principles of self-
determination include sovereignty, connection 
to land, mutual respect, inclusive consultation, 
decision making, valuing each other’s 
contributions and promoting cultural safety 
(O’Mara 2012).

Access to health care involves ensuring health 
care is affordable, available, and appropriate and 
takes into account distance, cost and cultural 
appropriateness (O’Mara 2012). Being aware of 
barriers to accessing care and then systematically 
working to decrease them is an important 
component of the practice when working with 
Aboriginal people and communities.

An understanding of the pervasive and often 
invisible nature of racism and its consequences 
such as discrimination, paternalism and lack 
of participation and access is fundamental if 
doctors are to practice with clinical competence 
and cultural safety. This curriculum aims to 
facilitate the ability to reflect on and analyse the 
consequences of racism and increase awareness 
and recognition of racist acts and systematic 
discrimination. As noted by McDermott, 
this process is challenging and involves the 
acknowledgment of uncomfortable realities: 

The challenge is twofold: to make the invisible 
visible, and to facilitate a “manageable” 
disquiet. (McDermott 2012, p15)

Thus the delivery of Aboriginal health services 
requires an understanding of the pervasiveness 
and impact of loss, trauma and grief on 
individuals and communities. High rates of 
suicide and high levels of incarceration among 
Aboriginal peoples are, in part, a response to this 
and a cause of further trauma and grief.

Crucial to an understanding of Aboriginal health 
and ways to improve it is the concept of the 
social determinants of health. As described by 
the World Health Organization, this refers to the 
conditions in which people are born, grow, live, 
work and age, and their impact on the health of 
individuals and communities. These conditions 
are shaped by the distribution of money, power 
and resources at global, national and local 
levels. In this way the social determinants of 
health are viewed as primarily responsible for 
health inequity. Advances in Aboriginal health are 
dependent on inequalities being addressed and 
this module must be seen within this context. 

A wide range of medical conditions are 
discussed in the curriculum below. Given the 
mobility of many Aboriginal people and the 
diversity of Aboriginal communities and lifestyles 
there will be great variation in the epidemiology 
and incidence of these conditions across the 
various communities. Health service delivery must 
be sensitive to the diversity of Aboriginal people 
and communities, their experiences and their 
needs; and will need to tailor responses to meet 
this diversity of need. 

CDAMS Indigenous Health Curriculum Framework 
This module has been developed using the 
2004 Committee of Deans of Australian Medical 
Schools (CDAMS) Indigenous Health Curriculum 
Framework as a guideline. The CDAMS 
curriculum describes the basic components of 
a functional curriculum for delivering Aboriginal 
health effectively. It was developed in close 
consultation with medical educators, Aboriginal 
and Torres Strait Islander health specialists, the 
Australian Indigenous Doctors’ Association Ltd, 
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medical colleges, student bodies, and other 
stakeholder organisations such as the Australian 
Rural Health Education Network. While it 
was developed specifically for core medical 
education, the framework is applicable to the 
professional development curriculum provided 
to doctors through the HSP.

Guiding principles
The CDAMS framework identifies the following 
underlying philosophical principles and 
consensus statements as likely to support the 
most effective development and delivery of 
Aboriginal and Torres Strait Islander health in 
core medical curricula. The working group for 
this module endorsed their relevance to this 
curriculum:
•  Aboriginal and Torres Strait Islander peoples 

have a diversity of cultures, experiences, 
histories and geographical locations. They  
are not a homogenous population, and this 
should be reflected in the design, delivery  
and evaluation of curricula.

•  ‘Indigenous health’ does not merely refer 
to the cultural, historical or socioeconomic 
factors regarding Indigenous Australians that 
can be taught as a separate (and potentially 
stigmatised) part of the medical curriculum. 
Rather, Indigenous health needs to be included 
in the broadest possible terms – where both 
specific subjects/areas and problem based 
learning (PBL) cases about Indigenous people 
are taught, and where Indigenous examples in 
specific medical conditions are also delivered.

•  Indigenous views on health and well-being 
are both valid and critical to the delivery of 
culturally appropriate, and safe, medical and 
health care. The first National Aboriginal Health 
Strategy defined health as: ‘not just the physical 
well-being of the individual, but the social, 
emotional and cultural well-being of the whole 
community. This is a whole-of-life view and it 
also includes the cycle of life-death-life.’

•  In addition, the report Many Ways Forward: 
inquiry into capacity building and service 
delivery in Indigenous communities produced 
by the House of Representatives Standing 
Committee of Aboriginal and Torres Strait 

Islander Affairs, identifies concepts as diverse 
as harmonised relationships, spiritual well-
being, care for land and self-determination as 
being central to the way Indigenous Australians 
understand health and well-being.

•  Indigenous views on, and knowledge of, health 
and well-being are of benefit to all Australians, 
not just Indigenous peoples. For example, 
the emphasis on community wellness and 
medicine in Indigenous societies could be 
further explored for the potential health benefits 
it may offer to other Australians.

•  Indigenous professionals and community 
members need to be valued and recognised 
for their expertise not only in Indigenous health, 
but for their abilities and contributions to 
academic life and scholarship in general.

•  The health outcomes of Aboriginal and Torres 
Strait Islander peoples are governed more 
by the historical and social determinants of 
health than by inherent Aboriginality. Prior 
to colonisation, Indigenous Australians were 
healthy and maintained physical, emotional, 
mental and spiritual wellness. Thus, the 
prevalence of illness in today’s society cannot 
easily be attributed only to genetic or even 
behavioural causes. Rather, as supported 
by evidence, the preferred view is that 
current health outcomes result from a range 
of interrelated historical, environmental, 
physiological, political and behavioural factors.

•  Aboriginal and Torres Strait Islander peoples 
require equity of access not only to mainstream 
services that are free of racism and other forms 
of discrimination, but also to services which are 
specific and culturally appropriate.

•  In Canada, the USA and Aotearoa/New 
Zealand, a convincing case has been made 
that the health and well-being of Indigenous 
peoples is strengthened both by having their 
sovereignty recognised, and by having control 
over their own health care service delivery.

Pedagogical principles and approach 
The CDAMS framework elucidates 10 
pedagogical principles that are most likely  
to contribute to successful curriculum design 
and delivery in the area of Aboriginal health and 
have been adapted for our purposes as follows:
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Principle 1  Educating the medical workforce 
about the health of Aboriginal 
people and communities is 
unique among teachings about 
the health of other Australians, 
and we can teach medicine in a 
way that enhances understanding 
of Aboriginal peoples’ 
experiences and world-views.

Principle 2  Aboriginal health is an integral 
part of medical education.

Principle 3  Teaching from a positive 
strengths-based model, rather 
than a deficit model, is more likely 
to encourage effective learning 
environments and attitudes.

Principle 4  Planning vertical and horizontal 
integration is important.

Principle 5  Aboriginal staff are key curriculum 
developers and enhancers.

Principle 6  The attitudes of all teaching, 
clinical and administrative staff 
counts towards effective learning.

Principle 7  In order to facilitate the most 
effective learning possible, 
partnerships with local Aboriginal 
individuals, organisations, and 
communities will need to be 
developed.

Principle 8  It is important to teach Aboriginal 
cultural safety/awareness 
separately from multicultural 
awareness.

Principle 9  Students can be important 
curriculum enhancers if effectively 
supported and encouraged, but 
they should not be expected 
or relied upon to perform this 
function.

Principle 10  Multidisciplinary collaboration 
is likely to enhance learning 
outcomes.

The curriculum in this module was developed 
incorporating these principles. Additionally 
the CDAMS framework document provides 
strategies, examples and cautions for teaching 
and implementation approaches for each of the 
strategies. These can be accessed at  
http://www.limenetwork.net.au/content/
pedagogical-principles-approach. It is 
recommended that these are referenced when 
designing educational activities for the delivery 
of this module.

Subject areas
The CDAMS framework identifies key subject 
areas in learning about the health of Aboriginal 
people:
•  history
•  culture, self and diversity
•  Indigenous societies, cultures and medicines
•  population health
•  models of health service delivery
•  clinical presentation of disease
•  communication skills
•  working with Aboriginal peoples – ethics, 

protocols and research.

These areas are embedded in the document.
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Section 1: Professionalism
Doctor and society

EPA  Provide culturally safe  
health care to Aboriginal 
people and communities

Underpinning knowledge and attitudes required 
for successful achievement of this EPA:

History
AH 1.1   Summarise Aboriginal history as a 

continuum from pre-contact to the 
present (HSP 1).

AH 1.2   Identify and analyse one’s own 
emotional reactions to this history  
(HSP 1).

AH 1.3   Relate the history and experiences of 
Aboriginal communities to their health 
status, considering the impact of the 
policies of:

 •  colonisation
 •   segregation
 •   assimilation and the ‘stolen 

generations’
 •   integration
 •   citizenship 
 •   self determination
 •   reconciliation (HSP 1).
AH 1.4   Describe the impact of loss and grief 

on Aboriginal people and communities 
(HSP 1).

AH 1.5   Explain the connection between 
present health outcomes and the  
forms and impacts of racism (HSP 1).

Culture, society and diversity
AH 1.6   Describe and explore the influence 

of culture on perspectives, attitudes, 
assumptions, beliefs and behaviours 
(HSP 1).

AH 1.7   Identify, acknowledge and analyse 
own cultural values and reflect on their 
implications for health care (HSP 1).

AH 1.8   Acknowledge and analyse the 
limitations of one’s own knowledge and 
perspectives and incorporate new ways 
of seeing, valuing and understanding 
with regard to Aboriginal health 
practice (HSP 1).

Aboriginal societies, cultures and medicines
AH 1.9   Describe the key features of Aboriginal 

identity, languages, societies, cultures 
and spirituality (HSP 1).

AH 1.10   Recognise the broad diversity of 
backgrounds and lifeways of Aboriginal 
people (HSP 1).

AH 1.11   Describe the contemporary 
sociocultural characteristics of 
Aboriginal communities including:

 •   family organisation and extended 
families

 •   patterns of reciprocity and  
decision making

 •   social distance from non-Aboriginal 
people

 •   folklore and identity (HSP 1).
AH 1.12   Explain the concept of community  

held by Aboriginal people (HSP 1).
AH 1.13   Explain Aboriginal concepts of health 

and illness, including social and 
emotional well-being (HSP 1).

AH 1.14   Identify the diversity of cultural 
responses, customs and practices 
surrounding grief and death, including 
the role of extended family and 
community support and important  
local cultural taboos (HSP 2).

AH 1.15   Identify the essential features of 
Aboriginal medicines and outline 
the implications for doctor-patient 
interactions, including ways of 
respectfully working with Aboriginal 
healing and spiritual practitioners  
(HSP 1).

AH 1.16   Compare and contrast Aboriginal  
views of health and well-being with 
Western views (HSP 1).

AH 1
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EPA   Improve access of 
Aboriginal people  
to healthcare

AH 2.1   Describe barriers, including intrinsic 
cultural barriers and physical barriers 
such as transport that Aboriginal 
people face in accessing and receiving 
healthcare (HSP 1).

AH 2.2   Identify the particular barriers faced 
by local Aboriginal people and 
communities in accessing and receiving 
healthcare (HSP 2).

AH 2.3   Work with patients to minimise barriers 
(eg caring responsibilities) they may 
face in accessing healthcare and 
undertaking treatment (HSP 2).

AH 2.4   Respectfully ask patients (or the 
parents of child patients) if they are 
Aboriginal and explain the need to 
know, for example in order to facilitate 
access to programs and benefits such 
as ‘Closing the Gap’ initiatives (HSP 1).

AH 2.5   Work collaboratively with Aboriginal 
health and support workers to improve 
patient access, community knowledge 
and linkages (HSP 3).

AH 2.6   Implement strategies to promote 
inclusive and non-discriminatory service 
delivery to Aboriginal people (HSP 2).

AH 2.7   Identify structural changes to one’s 
own service that can assist Aboriginal 
people to access health care, including 
factors such as transport (HSP 3).

EPA  Identify models of  
service delivery to best  
meet the needs of the  
local community

AH 3.1   Describe the historical development 
of Aboriginal initiatives, including the 
community controlled sector and the 
role of Aboriginal health workers  
(HSP 1).

AH 3.2   Describe the philosophy and operation 
of community controlled services  
(HSP 1).

AH 3.3   Relate the features of Aboriginal 
primary health care to the health status 
of Aboriginal people including the 
following:

 •   self-determination
 •   community control
 •   collaboration
 •   partnership
 •   ownership (HSP 1).

EPA   Support the development 
of health initiatives 
within local Aboriginal 
communities aimed at 
improving health equity 

AH 4.1   Outline the major features of the  
health status of Aboriginal people  
and communities (HSP 1).

AH 4.2   Describe common
 •    age and gender specific causes  

of morbidity and mortality
 •   clinic presentations
 •   hospital admissions
 •   care pathways (eg access to 

specialist care) for the local  
Aboriginal community (HSP 1).

AH 4.3   Relate health inequities experienced by 
Aboriginal people and communities to 
the social determinants of health  
(HSP 3).

AH 2

AH 4

AH 3
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AH 4.4   Discuss the factors contributing to the 
resilience and survival of Aboriginal 
people and communities (HSP 2).

AH 4.5   Outline approaches to increase the 
health equity of Aboriginal people and 
communities (HSP 2).

AH 4.6   Appraise key Aboriginal health policies 
and strategies and how these address 
health issues of the local community or 
communities (HSP 2).

EPA  Implement preventive 
and population health 
approaches to improve the 
health status of Aboriginal 
people and communities

AH 5.1   Outline public health approaches  
to understanding and improving the 
health status of Aboriginal people  
and communities (HSP 2).

AH 5.2   Identify public and environmental  
health issues for the local community, 
such as:

 •    hand washing
 •   nose blowing and proper disposal  

of tissues
 •   disease control initiatives
 •   water supply and purity
 •   waste disposal
 •   pets such as dogs (HSP 1).
AH 5.3   Engage the local community in 

identifying and developing strategies 
(HSP 3).

AH 5.4   Implement early detection programs 
and maintain ongoing health checks 
that are tailored to needs of the local 
community, eg:

 •   health checks for younger age groups 
 •   separate clinics for under 49-year-

olds and over 49-year-olds 
 •   screening patients who present at 

emergency departments (HSP 2).
AH 5.5   Work collaboratively with Aboriginal 

health workers and health services to 
implement strategies (HSP 1).

EPA   Provide targeted health 
education to Aboriginal 
patients, families and carers

AH 6.1   Identify and access health education 
programs and resources, including 
people resources available to Aboriginal 
communities and individuals (HSP 1).

AH 6.2   Use, in partnership with Aboriginal 
health workers, a variety of strategies to 
provide information to patients, such as 
community events days and strategies 
that ‘take it to the community’ (HSP 2).

AH 6.3   Provide positive health messages to 
counteract feelings of inevitability about 
poor health outcomes (HSP 1).

AH 6.4   Implement strategies, in partnership 
with Aboriginal health workers, to build 
the health literacy of patients and the 
community (HSP 3).

AH 6.5   Educate family members and carers 
and extended support network/s where 
appropriate (HSP 1).

AH 6.6   Communicate health information in a 
way that empowers and provides the 
patient with skills to use the information 
(HSP 2).

EPA   Undertake  
advocacy

AH 7.1   Assist Aboriginal patients and their 
families to access and negotiate the 
health system (HSP 1).

AH 7.2   Represent and advocate for individual 
patients in facilitating access and 
receiving services (HSP 1).

AH 7.3   Promote equity in healthcare outcomes 
and awareness of racism and its impact 
(HSP 1).

AH 7.4   Make submissions in collaboration with 
Aboriginal communities on health and 
related issues such as housing and 
employment (HSP 3).

AH 5

AH 6

AH 7
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EPA    Undertake Aboriginal  
health research that is 
relevant, effective and 
culturally respectful 

AH 8.1   Address priority health issues as 
determined by the affected community 
(HSP 3). 

AH 8.2   Conduct research within a mutually 
respectful partnership framework 
involving Aboriginal community groups 
and respect communities’ past and 
present experience of research  
(HSP 3).

AH 8.3   Support community ownership of the 
research (HSP 3).

AH 8.4   Ensure that capacity building for 
Aboriginal staff is a key focus of the 
research partnership and include 
sufficient budget to support this  
(HSP 3).

AH 8.5   Provide for flexibility in study 
implementation to meet unforeseen 
cultural safety contingencies, while 
maintaining scientific rigour (HSP 3).

AH 8.6   Ensure extended timelines do not 
jeopardise projects (HSP 3).

AH 8.7   Prepare for Aboriginal leadership 
turnover (HSP 3).

AH 8.8   Develop systems to facilitate 
partnership management in multicentre 
studies (HSP 3).

AH 8.9   Be sensitive to the potential of 
published genomic research to be 
used to enhance racial stereotyping 
and respect Aboriginal community 
and ethical concerns with regard to 
engagement (HSP 3).

Professional behaviour

EPA  Demonstrate respect  
for Aboriginal patients

AH 9.1  Acquire cultural information from 
individuals in a respectful manner  
(HSP 1).

AH 9.2  Provide clear and honest information 
in plain English to patients and respect 
their treatment choices (HSP 1).

AH 9.3  Obtain informed consent from patients 
for treatments and inform them of costs 
and alternatives (HSP 1).

AH 9.4  Respect patient choices for treatment 
and in discharge planning (HSP 1). 

AH 9.5  Respect and accommodate the need 
for patients to have family, extended 
family and friends visit while in hospital 
(HSP 1).

EPA  Identify and respect cultural 
and professional boundaries

AH 10.1  Respect patient confidentiality (HSP 1).
AH 10.2  Comply with limits to confidentiality and 

inform patients of these (HSP 1).
AH 10.3  Clarify with patient which family 

members need to be informed of 
patient’s condition (HSP 1).

AH 10.4  Appreciate the particular need for and 
difficulty in maintaining confidentiality in 
rural and remote communities (HSP 1).

EPA  Apply ethical practice  
to all areas of work

AH 11.1  Identify ethical dilemmas that may arise 
when working with Aboriginal people 
and communities (HSP 1).

AH 11.2  Undertake case reviews with 
colleagues to support ethical 
practice and promote consistency in 
implementing standards (HSP 2).

AH 9

AH 10
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EPA  Maintain personal  
well-being

AH 12.1  Identify stressors that may arise 
in performing work (eg working in 
isolation, working across cultures) 
(HSP 1).

 AH 12.2  Monitor one’s own level of stress and 
well being (HSP 1).

AH 12.3  Access support networks, cultural 
mentors and/or supervision (HSP 1).

AH 12.4  Seek assistance for stress and 
associated problems (HSP 1).

Teaching and learning

EPA  Improve own  
practice

AH 13.1  Locate and use resources and 
networks to ensure practice is updated 
and evidence based (HSP 1).

AH 13.2  Access information on schemes and 
initiatives available to assist Aboriginal 
people to receive health care (HSP 1).

AH 13.3  Implement strategies to develop 
consultation skills with Aboriginal 
people and communities (HSP 3).

EPA  Educate colleagues on 
providing health care to 
Aboriginal people and 
communities in a culturally 
safe manner

AH 14.1  Educate colleagues on health issues  
of the local community (HSP 2).

AH 14.2  Promote cultural safety training  
(HSP 2).

AH 14.3  Raise awareness of racism and the 
barriers Aboriginal peoples experience 
in accessing and receiving healthcare 
(HSP 1).

AH 14.4  Develop team approaches to 
overcoming barriers (HSP 3).

AH 14.5  Provide formal clinical teaching to 
Aboriginal and non-Aboriginal health 
workers as required (HSP 2).

AH 14.6  Collaborate with the local Aboriginal 
community in providing education to 
colleagues (HSP 2).

Section 2: Communication
EPA  Demonstrate effective 

and culturally safe 
communication with 
Aboriginal patients

AH 15.1   Work in partnership with patients  
(HSP 1).

AH 15.2   Take time to develop trust and respect 
(HSP 1).

AH 15.3  Use accurate, appropriate and 
non-offensive language when 
communicating with Aboriginal patients 
and their families and carers (HSP 1).

AH15.4  Identify features of overt, subtle and 
structural discrimination in interactions 
between patients, health professionals 
and systems (HSP 2).

AH 15.5  Identify ways to address such 
occurrences and acquire skills to 
advocate for their resolution (HSP 2).

EPA   Work as a member of an 
interprofessional team in 
providing healthcare to 
Aboriginal patients 

AH 16.1  Engage with the patient and with their 
permission, their families and carers in 
determining and providing care  
(HSP 1).

AH 16.2  Identify and clarify the role of all other 
members of the health care team 
involved in the care of the patient  
(HSP 2).

AH 13
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AH 16.3  Engage and communicate effectively 
with the health care team to ensure a 
collaborative and coordinated approach 
to the care of the patient (HSP 2).

AH 16.4  Ensure the skills and expertise of the 
different team members are best used 
to meet the patient’s needs and goals 
(HSP 2).

AH 16.5  With the patient’s permission, work with 
Aboriginal health workers/Aboriginal 
liaison officers to ensure care is 
delivered in a culturally safe manner and 
referral to preferred and appropriate 
services on discharge (HSP 1).

Section 3: Safe patient 
management
EPA  Assist patients with 

medication compliance

AH 17.1  Prescribe medications taking into 
account interactions, contraindications 
and monitoring requirements (HSP 1).

AH 17.2  Explain to patients the need for 
medications, both prescription and  
non-prescription, and possible side 
effects (HSP 1).

AH 17.3  Listen to patients’ concerns about 
medications (HSP 1).

AH 17.4  Educate patients on the safe use of 
medications (HSP 1).

AH 17.5  Prescribe medications taking into 
account issues of:

 •  cost
 •  storage
 •  access
 •  safety
 •  access to refrigeration
 •  patient literacy
 •  compliance
 •  socioeconomic status of patient  

(HSP 1).

AH 17.6  Use outpatient services and systems 
to assist with medication compliance 
(eg use of Webster packs, outreach 
services, provisions available under 
Closing the Gap initiatives) (HSP 1).

EPA  Implement legislation and 
protocols to enhance safe 
patient care and achieve 
best health outcomes

AH 18.1  Comply with legal requirements of 
patient care including:

 •  duty of care
 •  Mental Health Act 2007 (HSP 1).
AH 18.2  Complete required medicolegal 

documentation (HSP 1).
AH 18.3  Comply with all relevant protocols 

including:
 •  Suicidal Behaviour – Management 

of Patients with Possible Suicidal 
Behaviour (PD2005_121)

 •  Aboriginal Mental Health and 
Well Being Policy 2006-2010 
(PD2007_059)

 •  Keep Them Safe: A Shared Approach 
to Child Wellbeing 2009-2014  
(HSP 1).

AH 18.4   Obtain informed consent and where 
appropriate determine ‘person 
responsible’ for consent (refer Consent 
to Medical Treatment – Patient 
Information PD2005_406) (HSP 1).

AH 18.5  Follow accepted local protocols when 
consulting with Aboriginal people and 
communities (HSP 1).

AH 18.6  Follow protocols for referring to 
Aboriginal health workers and other 
Aboriginal health/support professionals 
(HSP 1). 

AH 17
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EPA  Identify infants and  
children at risk of harm

AH 19.1  Assess physical, emotional and sexual 
risk of harm to infant/child (HSP 2).

AH 19.2  Determine who is the legal guardian 
of the child and current formal and 
informal kinship care arrangements 
(HSP 1).

AH 19.3  Contact NSW Department of Family 
and Community Services (FACS) 
preliminary reporting service where 
required (HSP 1).

AH 19.4  Make notifications to FACS as required 
and complete and lodge relevant 
documentation (HSP 1).

AH 19.5  Establish if the infant/child currently has 
a case worker in FACS and if so liaise 
with that person (HSP 1).

Section 4: Patient assessment
EPA  Undertake a cultural 

appropriate patient 
assessment

AH 20.1  Identify and evaluate the range of 
factors that impact on the patient’s 
health (HSP 2).

AH 20.2  Consult with the patient’s health 
decision making network with the 
consent of the patient (HSP 1).

AH 20.3  Identify situations where one-on-one 
consultations may be inappropriate 
such as:

 •  gynaecological and obstetric 
examinations

 •  when lore (traditional) issues are 
involved, such as women’s business 
or men’s business

 •  examinations for sexually transmitted 
infections (HSP 1).

AH 20.4  Consider spiritual beliefs and their 
possible impact on mental and physical 
well-being (HSP 1).

AH 20.5 Identify ‘high risk’ situations including:
 •  pre-existing physical illness
 •  compromised immunity
 •  social situations which place families 

at risk
 •  social situations which lead to 

inappropriate use of health services
 •  chronic alcohol use or other 

substance abuse
 •  history of domestic violence in the 

family
 •  history of mental illness
 •  disability
 •  high level of family responsibilities and 

caring role 
 •  people implicated in the death or 

injury of another Aboriginal person
 •  people travelling long distances or 

camped in other communities  
(HSP 1).

AH 20.6  Seek advice from consultants and other 
multidisciplinary team members as 
required (HSP 1).

EPA  Conduct brief and 
opportunistic interventions

AH 21.1  Describe the key features of brief and 
opportunistic interventions and their 
importance for Aboriginal patients 
(HSP 1).

AH 21.2  Recognise situations and opportunities 
for effective brief interventions (HSP 1).

AH 21.3  Access Aboriginal health education 
resources to support brief and 
opportunistic interventions (HSP 1).

AH 21.4  Conduct brief and opportunistic 
interventions with patient, family 
members and carers (HSP 1).

AH 19

AH 20

AH 21
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EPA  Work in partnership with 
Aboriginal health workers  
in the care of the patient

AH 22.1  Identify the systems and processes for 
engaging and working with Aboriginal 
health workers, liaison officers and 
other cultural advisors in patient care 
(HSP 2).

AH 22.2  Obtain prior consent from patients 
for involvement of Aboriginal health 
workers and reconfirm consent as 
situations change (HSP 1).

AH 22.3  Consult with Aboriginal health workers/
Aboriginal liaison officers to determine 
‘person responsible’ to give consent for 
procedures/treatments for deteriorating 
patients (HSP 1).

AH 22.4  Consult and collaborate with Aboriginal 
health workers and other Aboriginal 
health and support professionals  
(HSP 1).

Section 5: Emergencies
EPA  Manage emergency  

medical conditions

AH 23.1  Recognise and assess the following 
presentations:

 •  emergency child health conditions  
(eg severe dehydration)

 •  injuries including burns, accidents, 
self-harm, trauma, violence

 •  sexual assault
 •  acute complications of diabetes
 •  end stage renal failure
 •  cardiovascular conditions
 •  asthma
 •  chronic obstructive airway disease
 •  alcohol withdrawal 
 •  Wernicke’s encephalopathy
 •  acute management of infectious 

diseases (HSP 1).

AH 23.2  Respond to immediate needs (HSP 1).
AH 23.3  Liaise with and involve Aboriginal health 

staff in patient management (HSP 1).
AH 23.4  Arrange patient transfer when indicated 

and address any patient and family 
concerns over transfer (HSP 2).

AH 23.5  Discuss with patients and/or families 
and carers the immediate care plan and 
further treatment requirements (HSP 1).

AH 23.6  Provide opportunistic interventions, 
including conducting health checks 
when possible (HSP 1).

AH 23.7  Arrange medical and/or community 
referral and follow up where indicated 
(HSP 1).

EPA  Manage acute psychotic 
episodes

AH 24.1  Describe triggers of psychotic episodes 
for Aboriginal people, including 
historical, cultural, personal and 
environmental (HSP 2).

AH 24.2  Recognise and assess a patient 
experiencing a psychotic episode  
(HSP 2).

AH 24.3  Undertake emergency management  
of the patient (HSP 2).

AH 24.4  Apply guidelines for transporting a 
psychotic patient when arranging care 
and transport of the patient from the 
community (PD2005_044) (HSP 1).

AH 24.5  Implement therapeutic techniques 
where trauma is involved (HSP 1).

AH 24.6  Undertake debriefing with the family 
and community (HSP 2).

AH 24.7  Liaise with and involve Aboriginal health 
staff in patient management (HSP 1).

AH 22
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AH 24
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Section 6: Patient 
management
EPA  Implement management 

plan

AH 25.1  Develop, monitor, evaluate and adjust 
management plan (HSP 1).

AH 25.2  Obtain patient consent and involve 
the patient’s family, support network 
and community supports in ongoing 
management (HSP 1).

AH 25.3  Collaborate with Aboriginal health 
workers in implementing the plan  
(HSP 1).

AH 25.4  Involve the multidisciplinary team in 
patient management to enable best 
outcomes (HSP 2).

EPA  Refer Aboriginal patients 
to community care and/or 
specialist medical care

AH 26.1  Demonstrate a commitment to the 
principles of coordination of care and 
the provision of continuity of care  
(HSP 1).

AH 26.2  Identify the range of specialist and 
community based services and 
resources available to Aboriginal 
patients and communities (HSP 1).

AH 26.3  Identify processes for referrals and 
using support from Aboriginal health 
workers and other Aboriginal health  
and support professionals (HSP 2).

AH 26.4  Identify barriers that individual patients 
face in accessing services (HSP 1).

AH 26.5  Liaise with healthcare team and 
community supports to support 
Aboriginal patients in accessing 
specialist and community services  
and overcoming barriers (HSP 2).

AH 26.6  Provide information to and 
communicate with community based 
care providers to support continuity  
of care (HSP 2).

AH 26.7  Ensure referral takes into account 
problems that may be associated 
with referral of Aboriginal patients to 
Western specialist centres such as:

 •  removal from home and family
 •  travel arrangements/accommodation
 •  culture shock and language barrier
 •  financial problems
 •  informed consent process (HSP 2).

Section 7: Common problems 
and conditions
EPA  Provide medical care to 

Aboriginal mothers, babies 
and children

AH 27.1  Describe the links between early 
childhood development and the early 
origins of chronic disease (HSP 1).

AH 27.2  Provide appropriate advice, prevention, 
early intervention and management for 
conditions that affect normal childhood 
development and education such as:

 •  otitis media
 •  urinary tract infections
 •  intestinal conditions
 •  skin conditions
 •  upper respiratory infections
 •  refractive errors
 •  conjunctivitis
 •  dental decay 
 •  fetal alcohol spectrum disorder  

(HSP 1).
AH 27.3  Provide nutritional advice appropriate 

to the child’s age, food supply, family 
income and social situation (HSP 2).

AH 27.4  Use strategies to engage pregnant 
Aboriginal women in antenatal, 
interpartum and postnatal care  
(HSP 2).

AH 25

AH 26
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AH 27.5  Provide regular antenatal care, 
including intervention and follow up  
for common conditions of pregnancy 
such as:

 •  urinary tract infections
 •  hypertension
 •  anaemia
 •  poor weight gain
 •  gestational diabetes (HSP 2).
AH 27.6  Identify and provide early intervention 

for pregnant women at risk of alcohol 
misuse (HSP 1).

AH 27.7  Demonstrate sensitivity to the 
importance that remote Aboriginal 
mothers may place on delivering their 
babies on their homelands and prepare 
and support mothers for transfer  
(HSP 1).

AH 27.8  Identify and follow up infants and 
children at risk of physical, social or 
emotional harm (HSP 1).

AH 27.9  Participate in childhood immunisation 
programs (HSP 1).

EPA  Provide culturally 
appropriate Aboriginal 
women’s health service

AH 28.1  Relate issues of disempowerment, 
poverty and dispossession to the  
health and well-being of Aboriginal 
women (HSP2).

AH 28.2  Be sensitive to the caring role and 
responsibilities of the woman in the 
family and extended family (HSP 1). 

AH 28.3  Conduct a women’s health assessment 
in a culturally appropriate manner 
(HSP1).

AH 28.4 Identify and respond to:
 •  critical incidents 
 •  domestic violence
 •  sexual assault (HSP 1).

AH 28.5  Negotiate and implement health checks 
and appropriate management plans 
for a range of women’s health issues 
including:

 •  cardiovascular health 
 •  breast cancer 
 •  sexual and reproductive health
 •  cancer (eg SunSmart skin cancer 

prevention, bowel cancer screening 
programs) (HSP2).

AH 28.6  Provide opportunistic health checks 
where possible (HSP1).

EPA  Provide culturally 
appropriate Aboriginal 
men’s health service

AH 29.1  Relate issues of disempowerment, 
poverty and dispossession to the  
health and well-being of Aboriginal  
men (HSP 2).

AH 29.2  Be sensitive to issues of shame  
(HSP 1).

AH 29.3  Conduct a men’s health assessment  
in a culturally appropriate manner  
(HSP 1).

AH 29.4  Conduct a health assessment under 
difficult circumstances (eg motor 
vehicle accidents, violent incidents, 
intoxication) (HSP 2).

AH 29.5  Negotiate and implement appropriate 
management plans for a range of men’s 
health issues including:

 •  critical incidents
 •  interpersonal violence and injury
 •  sexual and reproductive health 
 •  cancer (eg SunSmart skin cancer 

prevention, bowel cancer screening 
programs) (HSP2).

AH 29.6  Provide opportunistic health checks 
where possible to accommodate many 
Aboriginal men who do not attend 
doctors on a regular basis (HSP 1).

AH 28

AH 29
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EPA  Undertake basic mental 
health screening and 
provide support, intervention 
and/or referral

AH 30.1  Discuss the importance of culture in 
the understanding and management 
of mental health conditions within 
Aboriginal cultures, including loss of 
cultural contact and identity (HSP 1).

AH 30.2  Discuss the importance of both 
community and individual experience of 
trauma in the social and emotional well-
being of Aboriginal people (HSP 1).

AH 30.3  Relate the impact of high death, 
disease, chronic disability burdens and 
high rates of incarceration to the social 
and emotional well-being of Aboriginal 
people and communities (HSP 1).

AH 30.4  Be responsive to working with different 
cultural values, ages and genders within 
the local social environment in providing 
mental health services (HSP 1).

AH 30.5  Be responsive to different individual 
experiences and ways of coping with 
these (eg individual experiences of 
dispossession, the stolen generation 
and racism) (HSP 2).

AH 30.6  Recognise and treat symptoms of 
depression, anxiety and behavioural 
disturbance in women, men, children 
and young people (HSP 1).

AH 30.7  Liaise with and involve family and carers 
in the management of the patient  
(HSP 1).

EPA  Undertake culturally 
appropriate substance use 
history and negotiate and 
implement appropriate 
management plans

AH 31.1  Describe the incidence, epidemiology 
and usage patterns of illicit, prescribed 
and over the counter drugs, alcohol  
and tobacco in the local population 
(HSP 2).

AH 31.2  Assist patients with smoking reduction 
(HSP 1).

AH 31.3  Identify signs of substance abuse on 
physical examination (HSP 1).

AH 31.4  Assess health status of the patient 
(HSP 1).

AH 31.5  Identify conditions related to substance 
use and consider all potential 
diagnoses (HSP 1).

AH 31.6  Assess the impact of substance use  
on co-morbid conditions (HSP 1).

AH 31.7  Identify long term substance use and 
the impact on a patient’s health  
(HSP 1).

AH 31.8  Access local resources available to 
assist in management of substance  
use problems (HSP 1).

AH 31.9  Provide appropriate follow-up and 
ongoing support (HSP 2).

AH 30 AH 31
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EPA  Assess and manage acute 
and critical conditions that 
are over-represented in 
Aboriginal communities

AH 32.1 Identify the following conditions:
 •  glomerulonephritis
 •  tuberculosis
 •  strongyloidiasis
 •  trachoma
 •  skin infections
 •  sexually transmitted infections, 

including associated eye infections
 •  pneumonia
 •  respiratory infections
 •  rheumatic fever and consequent  

heart disease 
 •  rare yet life threatening conditions 

(HSP 2).
AH 32.2  Identify situations where the 

epidemiology changes the management 
plan for the conditions (HSP 2).

AH 32.3  Undertake screening and investigations 
(HSP 1).

AH 32.4  Support patients to undertake 
screening and investigations (HSP 1).

AH 32.5  Implement strategies to facilitate the 
practical active management of these 
conditions by patients and families 
within the community (HSP 3).

EPA  Work as part of a 
multidisciplinary team  
to detect and manage 
chronic conditions that  
are over-represented  
and/or under-treated in 
Aboriginal communities

AH 33.1  Diagnose and ensure long term  
follow-up of the following conditions:

 •  hypertension
 •  diabetes and its sequelae (eg diabetic 

retinopathy, peripheral neuropathy)
 •  cardiovascular disease and its  

risk factors
 •  end stage renal failure
 •  liver failure 
 •  cataracts and refractive errors 
 •  injuries resulting from road trauma and 

transport related injuries (HSP 1).
AH 33.2  Recognise that chronic medical 

conditions can present at a much 
earlier age in Aboriginal patients  
(HSP 1).

AH 33.3  Recognise the despair patients may 
feel on diagnosis and difficulties they 
may experience in understanding 
information in this situation (HSP 1).

AH 33.4  Relate clinical findings with a working 
diagnosis that considers the possibility 
of serious illness inherent in commonly 
presenting symptoms (eg pain in knee 
or ankle may indicate rheumatic fever in 
an Aboriginal child) (HSP 1).

AH 33.5  Identify the risk factors for chronic 
disease from conception — 
Barker hypothesis, nutrition, social 
determinants of health (HSP 2).

AH 33.6  Develop patient management plans 
taking into consideration the burden of 
chronic disease on the individual and 
their family (HSP 2).

AH 33.7  Implement strategies to facilitate the 
practical active management of these 
conditions by patients and families 
within the community (HSP 3). 

AH 32 AH 33
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Appendix 1: Patient Safety Framework

Four levels of knowledge and performance 
elements have been defined in the Patient 
Safety Framework. The level of knowledge 
and performance required by an individual 
is determined by their level of patient safety 
responsibility:
Level 1:   Foundation knowledge and 

performance elements are 
required by all Categories of 
health care workers (as defined 
below).

Level 2:   Knowledge and performance 
elements are required by health 
care workers in Categories 2  
and 3.

Level 3:   Knowledge and performance 
elements are required by health 
care workers in Category 3.

Level 4:   Organisational knowledge 
and performance elements are 
required by health care workers  
in Category 4.

Please note that some knowledge and 
performance elements in levels 2 and 3 may  
not be relevant for all non-clinical managers.

Four categories of health care workers have 
been defined in the Patient Safety Framework
Category 1  Health care workers who provide 

support services (eg personal care 
workers, volunteers, transport, 
catering, cleaning and  
reception staff).

Category 2  Health care workers who provide 
direct clinical care to patients 
and work under supervision 
(eg ambulance officers, nurses, 
interns, resident medical officers 
and allied health workers).

Category 3  Health care workers with 
managerial, team leader and/or 
advanced clinical responsibilities 
(eg nurse unit managers, catering 
managers, department heads, 
registrars, allied health managers 
and senior clinicians).

Category 4  Clinical and administrative leaders 
with organisational responsibilities 
(eg Chief Executive Officers, 
board members, directors of 
services and senior health 
department staff).

Health care workers can move through the 
Patient Safety Framework as they develop 
personally and professionally.
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Bronwyn Bancroft is a descendant of the Djanbun clan of the Bundjalung Nation 

and is the creator of all artwork for the ‘Respecting the Difference’ project, a 
miniature of this artwork is included on the module front cover.

Respecting the Difference
This artwork represents the holistic approach to creating better health outcomes 

for Aboriginal people. The outer circle symbolises Mother Earth, the binding of 
the land to health and the nourishment of the spirit through this connection. The 

second blue circle represents fresh water – the cleansing qualities it brings to our 
lives, and a source of life and food replenishment. The weaving shape over the 

fresh water represents salt water and the people who come from saltwater areas. 
The next circle represents both Aboriginal and non-Aboriginal community  

members who will work together to achieve better health outcomes and support 
the individual to overcome fear of the unknown, especially in relation to  

non-Aboriginal health methods.
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