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Aboriginal Transfer of Care (ATOC) Model

ATOC is a hospital-based model of care that brings
together cultural, psychosocial and clinical perspectives
to ensure Aboriginal patients with chronic conditions are
safe and supported when they leave hospital.



ATOC Model: Rationale

o Address the population health need
o Respond to patient needs
o Strengthen the Aboriginal Liaison Officer voice

o Feedback from community-based stakeholders



ATOC Model: 5 elements

Transfer of care planning by a multidisciplinary team
Patient and carer/family understand the follow up care plan
Patient’s GP/AMS aware of follow-up arrangements

Referrals organised with community providers, such
Housing

Patient has medications, equipment and written patient
summary information prior to transfer of care



ATOC Model: Patient Journey
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Evaluation Design

o Partners—SWSLHD, WSU and NSW Health

o Three components:
1 & 2 quantitative, 3 qualitative

o Governance



Evaluation Findings

‘We had the right people around the table”

Aboriginal people with chronic conditions are more likely to leave hospital with

Understanding the Stl’UCtUl’es that enab'e incomplete transfer of care and to be readmitted after a recent hospitalisation. The
. SWSLHD Aboriginal Transfer of Care (ATOC) program was developed at

Campbelltown Hospital, which is on Dharawal country home of the Lyrebird, and

safe and supported Aborig'na' tranSfer °f later introduced to Liverpool Hospital which sits on Darug country where the
. . Goanna lives. This poster tells part of that story. It is based on qualitative findings

Cal'e from hosp'tal to Communlty from an evaluation of ATOC being conducted by SWSLHD and Western Sydney

University and funded by NSW Health

The Dharawal people
were so happy with what they
had learned and they wanted to
share this with the Darug people.
So the Dharawal called on the
Lyrebird to help share their

the Dharawal people yarns message. The Lyrebird is an
were going round about how imitator and a cleverman and
their sick people were leaving - they knew that he could
communily lo heal. Some people | SWSLHD Aboriginal Health ’ make any sound his own
would go 1o a healing place for a Committee of the Board
short time and others for longer. The
Dharawal community knew the sick
people needed to leave but their
families’ didn't know what lo do
when the sick people Hospital Aboriginal
came home. Health Committee

The circles hold the cultural yarn about knowledge sharing {(How the Lyrebird met
the Goanna). The boxes at the bottom describe the ATOC elements, critical success
factors and outcomes. The diagram in the middle illustrates the governance
structures and service partnerships that enable the program.
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Evaluation Findings

“The chronic disease team
have saved my life"

Teamwork improves
Aboriginal patients’
continuity of care
from hospital to home
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Evaluation Team: Insider & Outsider Perspectives



Deputy Director of Aboriginal Health Unit

o Leadership
o Insider perspective
o Two languages with one voice




‘We had the right people around the table”

Aboriginal people with chronic conditions are more likely to leave hospital with

Understanding the Stl’UCtUl’es that enab'e incomplete transfer of care and to be readmitted after a recent hospitalisation. The
. SWSLHD Aboriginal Transfer of Care (ATOC) program was developed at

Campbelltown Hospital, which is on Dharawal country home of the Lyrebird, and

safe and supported Aborig'nal tranSfer °f later introduced to Liverpool Hospital which sits on Darug country where the
Goanna lives. This poster tells part of that story. It is based on qualitative findings

Cal'e ﬁom hospital to community from an evaluation of ATOC being conducted by SWSLHD and Western Sydney

University and funded by NSW Health
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the Goanna). The boxes at the bottom describe the ATOC elements, critical success
factors and outcomes. The diagram in the middle illustrates the governance
structures and service partnerships that enable the program.
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Aboriginal Liaison Officer

o The ‘A’ in ‘ATOC’
o Insider perspective
o Being the ‘glue’ by brokering relationships




Research Officer

o Recruitment & role
o Outsider perspective
o Taking the time




Concluding Comments

Collaborative participatory approach
Common in Aboriginal health evaluations
Credibility

Privileging Aboriginal voices

Reflection and two-way learning



Authors: Nathan Jones, Karen Beetson, Anau Speizer,
Raylene Blackburn, Liz Norsa & llse Blignault

Artwork: Karen Beetson & Designs by Ajc

karen.Beetson@health.nsw.gov.au
l.norsa@westernsydney.edu.au



mailto:Karen.Beetson@health.nsw.gov.au
mailto:l.norsa@westernsydney.edu.au

