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Foreword from the Minister for Health

The Patient transition from hospital to the community - a good practice guide,
has been produced for hospitals to improve the care provided to patients when
they leave hospital.

The Government recognises that transition planning has a significant impact on
the way patients recover after they leave hospital. Over the past five years the
Government has initiated a range of projects with hospitals to improve patient
transition back to the community. This has resulted in a range of improvements
including better assessment and planning for patients’ post discharge needs and
stronger networking with community service providers and general practitioners.

These initiatives will improve communication with patients and family members
and provide increased support to the patient on returning home, resulting in
improved health outcomes. Hospitals will benefit by reduced re-admissions,
improved patient flow, and increased patient and staff satisfaction.

The guide brings together examples of excellent initiatives by Victorian hospitals.
The guide is a resource tool for hospitals so they can continue to better meet the
needs of patients. It is presented in a simple, easy-to-use format containing up
to date evidence of good practice in patient transition with tips and information
resources for hospitals.

| encourage you to use this resource to help build better relationships with general
practitioners and services in the community and improve patient care for people
leaving hospital.

Greorag— e

The Hon Bronwyn Pike
Minister for Health
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Section one
Sharing skills, resources and knowledge

1.1. Development of the guide

Introduction

“Awareness that acute care facilities can no longer simply discharge
patients without adequate planning has been high on Australian health
policy agendas in recent years. Complete understanding that hospitalisation
is but one stage in an ongoing continuum of care remains a somewhat
elusive goal but one that is moving closer as health care funders and
hospitals place greater emphasis on appropriate planning in transitioning

» 1

patients from hospital to the community”..

Effective transition practice is a core business of hospitals. Transition (discharge)
planning occurs when hospitals, health services, general practitioners (GPs) and
other community service providers coordinate patient care for the patient’s
discharge from hospital and return to the community. Transition practices in
Victoria needed to improve, so as to better integrate the acute and primary and
community care sectors, enhance the continuity of patient care, and reduce the
length of hospital stay.

To address these issues and the variation in transition practices within and among
hospitals, the Department of Human Services developed the Effective Discharge
Strategy. The strategy was a five-year initiative that commenced in 1998-99.

It was a systematic approach to understanding, measuring and improving transition
planning processes and their outcomes and involved:

assisting health care providers to review and improve transition processes
and practices

developing robust performance indicators that measure the effectiveness
of transition processes.

Patient transition from hospital to the community: a good practice guide for
hospitals contains good practice examples from the literature and good practice
examples (as decided by the working party) of transition planning in Victorian
hospitals.” The aim of the guide is to assist clinical managers to improve the
transition planning within their hospital via reference to what has been effective
in other hospitals. The guide uses the term transition to describe the continuity
of care as the patient moves from hospital to the community, while the term
discharge is used only to denote specific processes or documents that relate

to the patient leaving hospital.

Good practice in patient transition involves the following elements: an efficient
transition planning process, timely transition, stakeholder satisfaction and the
management of impediments to transition.>* Underpinning this is the need for
good communication between patients, carers, community service providers,
GPs and hospital staff. When patient transition successfully incorporates these
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elements, the patient’s physiological, psychological, social and cultural needs may
be met with or without community support. Further, the patient and carer feel safe
about the patient returning home. As a result, improved patient transition may have
the following outcomes:

* increased patient and carer satisfaction with hospital care
+ reduced length of hospital stay
+ reduced length of hospital stay in subsequent admissions

+ the prevention of unplanned readmissions.

Background

The Effective Discharge Strategy has had a significant impact on the way in which
hospitals manage patient care. A number of developments are now standard practice
in some hospitals throughout Victoria, including the continual review of transition
policies and procedures, the publication of community service directories and the
development of patient information systems. All hospitals have implemented the
four recommended key processes of care: (1) risk screening, (2) the commencement
of transition planning, (3) the notification of community services and (4) the
dispatch of discharge summaries to GPs.

The Effective Discharge Strategy has encouraged hospitals within metropolitan health
services and rural health regions to combine their resources and skills to develop
and implement transition systems. This effort appears to have improved the under-
standing of hospital staff of the required transition processes and assisted hospital
compliance with those processes. Patients moving through the health care system
are experiencing a standardisation of care, which is likely to lead to increased
confidence in the system.

By networking to establish intra-regional transition processes, hospitals have
found an avenue for sharing skills and resources to solve other problems. As a
result, hospitals and health services are more aware of each other’s differences
and specialisations, leading to more appropriate patient transfers and referrals.
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Good practice - means better care and a better health system
The working party for the development of the guide agreed that good practice
in patient transition has the following features:

1. The transition practice enhances continuity of care.

The transition practice leads to good patient outcomes.

The hospital’s internal stakeholders helped develop the transition practice.

Community providers, consumers and GPs helped develop the transition practice.

o ke

The patient and carer are involved in all aspects of care, including development
and review of the patient’s transition plan.

o

The transition practice can be adapted across the hospital’s units/departments
and to other hospitals.

The hospital has integrated the transition practice into patient care.

The transition practice undergoes ongoing measurement or regular review.

© ® N

There is management support within the hospital for the transition practice.

10. The hospital has a plan to sustain the improvements that it makes to its
transition practice.

Good practice helps everyone. Improved transition planning is now embedded
practice in Victorian public hospitals, but most hospitals could furtherimprove in
this area. The department has developed the good practice guide to:

« collate knowledge about good practice in patient transition from hospital
to the community

« provide examples of good practice in a range of settings and patient groups

* help hospital staff improve their transition practices and processes
by sharing information.

Identifying good practice

In developing the guide, an extensive review of the local and international literature
to identify good practice in patient transition from hospital to the community was
undertaken. The review, including searches of MEDLINE, the Cochrane Library

and CINAHL, involved using a comprehensive, standardised protocol as well as

an extensive search of white papers, reports and conference papers to identify
material that could answer the question: what is good practice in transition planning?
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Evidence levels

To grade the evidence provided by the research information in the guide, the
working party used the National Health and Medical Research Council’s levels of
evidence. Level of evidence tables can be found at the end of each section.

Type of evidence Level

Evidence obtained from a systematic review of |
all relevant randomised controlled trials (RCTs)

Evidence obtained from at least one properly designed RCT Il
Evidence obtained from well designed controlled trials without randomisation -

Evidence obtained from well designed cohort or case control analytic studies, -2
preferably from more than one centre or research group

Evidence obtained from multiple time series with or without -3
the intervention. Dramatic results in uncontrolled experiments
could also be regarded as this type of evidence.

Opinions of respected authorities, based on clinical experience, Y
descriptive studies or reports of expert committees

National Health and Medical Research Council’s Quality of Care and Health
Outcomes Committee. Guidelines for the development and implementation
of clinical practice guidelines. Canberra: AGPS, 1995.

Who was involved in developing the guide?

The department notified each Victorian public hospital, general practice divisions,
primary care partnerships and post acute care services, asking for examples of
good practice in patient transition planning and received 41 written submissions.
Fifty-four hospitals were visited with 82 interviews conducted, documenting the
details of good practice. A working party was established to provide expert advice
and to oversee the development of the guide.
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Finding good practice examples
Sources used to identify good practice within hospitals included:
* The Patient Satisfaction Monitor
* Past performance on discharge audits
» Feedback from the Effective Discharge Strategy review
« Effective Discharge Strategy discharge improvement plans

“I feel that cultural change is occurring, ° Effective Discharge Strategy program reports

but like all changes, it takes time.”  The Viictorian Effective Discharge Strategy Group
Staff member,

» Post Acute Care services
Metro hospital, EDS Review

* Designing Care projects

 Primary Care Partnerships

» General Practice Division of Victoria and Victorian divisions of general practice
» The Hospital Demand Management Unit

« Consumer/carer organisations

» Hospital visits

Using the Good Practice Guide

This guide is a reference and resource tool for improving transition processes

in hospitals. It contains up to date information on good practice that can be
used to assess the areas of transition processes that need to be improved in your
organisation. The examples contain contact details that you may use to obtain
first-hand information on how the good transition practice was achieved and
also provide an opportunity to discuss the strategies that were used to create
the necessary changes. If you wish to expand your understanding of each of

the themes, you may wish to consult the references and further reading provided
at the end of this guide.

How the guide is structured

The guide contains three parts. Designed to stand alone, parts 1 and 2 contain:
« Evidence from the literature relevant to the section’s topic
» Examples of good practice in Victorian hospitals
« Tips forimplementing good practice

* A table summarising the level of evidence.

Part 3 contains the long form of all examples cited in the document, in addition
to further resources and references that may be useful for those wishing to obtain
additional information.
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1.2. Facilitating good transition planning

Essential elements of good transition planning

Facilitating good transition planning involves establishing processes and systems.
The process of transition planning incorporates the following steps:

1.Risk screening that identifies those patients who require comprehensive
transition planning.

2.Patient assessment that is thorough and covers pathological, physiological,
psychological, social and cultural needs (including the patient’s home and
social circumstances).
“You cannot rest on your laurels,
you need to continuously improve.
This process [effective discharge]
is part of the quality cycle”
ceo, MPS, 4.The plan’s implementation, which involves patient and carer education, referrals
Good Practice Guide Interviewee  to hospital-based and community services, and communication with community
service providers and general practitioners (GPs).

3.Planning that the patient, carer, nurse, doctor and other appropriate members of
the multidisciplinary team conduct together. The documentation of this transition
plan is filed in the patient record and regularly revised.

5.The follow-up of patients after transition, to evaluate the effectiveness of the
planned interventions and ensure continuity of care.’

Supporting this process, the transition planning systems include:

« the allocation of responsibilities across health services (which involves defining
roles and identifying and reviewing communication channels)

 well-defined transition policies, procedures and activities

« discharge documentation that accompanies the patient throughout the hospital
episode of care

« provision for stakeholder feedback and response to that feedback

» methods for managing impediments to good transition practice.

How hospitals can successfully improve their transition practice

Successful implementation of good practice is not a simple transfer of what
has worked in one hospital to another hospital. However, hospitals do not need
to reinvent good practice; they need to adapt good practice to suit their local
environment and thus improve their patient transition.

Successful improvement of patient transition involves the championing and clinical
leadership of improved patient care processes. Everyone involved in the transition
process needs to participate in the improvement effort. Professional groups may
need to be convinced that change is required and need encouragement to align
their roles and responsibilities with that change. Further, hospital staff need to be
involved in the change process to ensure that it matches the required patient care
in your hospital.
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Hospitals should test a new practice within a unit or department before releasing

it on a wider scale. Staff should be informed and educated about the new transition
practice. Management needs to support the change and review new transition
policies and procedures for integration into routine care.

The implementation of good practice relies on designing care principles such as:
* quality improvement
+ system thinking and organisational learning
+ change management

+ education and training.

This involves:

+ actively involving clinicians, management and consumers in meaningful
and sustainable work practice change that either directly or indirectly improves
patient care

* providing onggmg support of work practice change by involving practitioners “It is necessary for us to
and encouraging them to learn from examples of success learn from others’ mistakes.

You will not live long enough

+ giving clinicians, managers and, where appropriate, consumers the knowledge,
to make them all yourself.”

skills and tools to identify and implement real improvement in health services

. . . Hyman G. Rickover
+ evaluating whether change improves patient care, reduces delays, reduces

duplication and increases patient and staff satisfaction

* generating a culture that is comfortable with change and seeks continuous
improvement.

To accelerate process improvement, hospitals can use the plan-do-study-act
(PDSA) cycle. This cycle involves promoting quick, simple changes by trying, testing
and integrating one improvement step before moving on to the next improvement.
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Privacy alert

Much of the effectiveness of transition planning depends on accurate and timely
communication within hospitals and between hospitals and community service
providers. To develop and implement a successful transition plan and to follow

up patients, health services must collect and transfer relevant patient information.
The Health Records Act 2001 and the Information Privacy Act 2001 in Victoria are
intended to protect the privacy of individuals. They cover:

the collection of health information

the use and disclosure of health information
data quality

data security and retention.

Hospitals must gain patient consent before sharing a patient’s health information
with community service providers and GPs. They need to develop systems and
processes for integrating this legislation into practice. Details of the Acts appear
at http:/ /healthrecords.health.vic.gov.au.

The benefits of improving transition practices in hospitals

The published research revealed that the key outcomes affected by interventions
in patient transition are:

post-transition destination
patients’ and carers’ satisfaction
number of unplanned readmissions
length of hospital stay

cost of patient transition

cost of health care.

Good transition planning means better health outcomes

A combination of transition processes (described as discharge risk screening,
discharge assessment, early commencement of the discharge plan, early referral
for in-hospital and post-discharge allied health services, and post-discharge
support including general practitioners and community services) significantly
improves patient care. The following box illustrates the findings on outcomes

of transition planning.


http://healthrecords.health.vic.gov.au
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The positive effects of good
transition practice in hospitals

Reduced length of stay

Discharge intervention reduced the hospital length of stay for elderly medical
patients.”**"%""

Patients who received post acute care and subsequently were readmitted
had a shorter length of stay for the readmission.”

Fewer unplanned readmissions

Intervention significantly reduced the risk of hospital readmission. This effect was
preserved where a single professional (rather than a team) provided the intervention
and where the intervention occurred in both the hospital and the patient’s home.”*™

A 2001 systematic review identified a trial that reported the positive effects of
discharge planning on readmission rates.”

A 2000 systematic review of research (to the end of 1997), that evaluated the effect
on older subjects of supporting their discharge from hospital to home, found ‘relative
certainty that more elderly people remained at home 6-12 months after admission
if their discharge has been supported”.”

For patients supported by community care post transition, the Post Acute Care
Study: Evaluation of Outcomes in Older Patients demonstrated no significant
change in their readmission rate within six months of the previous admission.”
The post acute care did, however, reduce the emergency readmission rate in
the six months after patient transition.

Transition intervention increases return-to-home rates

A trial that included both medical and surgical patients reported that a significantly
greater proportion of patients subject to transition interventions went home after
hospital, compared with those who received no formal transition planning.”

Increased patient and carer satisfaction

Patients with medical conditions reported increased satisfaction with care at the
one-month and three-month follow-up.’*?’

Elderly medical patients reported a 27 per cent increase in satisfaction rating when
hospitals used transition interventions.”’

The 2002 Cochrane Review found that patients who received discharge planning
were more satisfied with care, spent less time in hospital and, in some cases, were
less likely to be readmitted to hospital after discharge.”
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Cost savings in an acute health care setting

A post acute care study found a significant cost saving for the patients who received
post acute care compared with the control group, given the reduced hospital bed
days of the former group.”

A study found that patients receiving discharge interventions used fewer laboratory
services than needed for patients whose discharge was unplanned.”

A study found that discharge planning resulted in no significant difference in the
cost of the initial hospital stay.” The total charges (including readmission costs at
the two-week follow-up), however, were significantly lower for medical patients
receiving discharge interventions. Discharge planning did not significantly alter costs
for patients with surgical conditions in the same study.

Cost savings in a community health care setting

Post acute care was found to produce benefits at a lower cost than would be the
case without that care. The significance of this cost difference, however, depends on
the level of care and the community cost.”

Health outcomes

A post acute care study demonstrated an improvement in the quality-of-life
scores for patients aged over 65 years who had received post acute care following
hospitalisation.” The general health domain (as measured by the SF-36), however,
was found to decline for this group.
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1.3. Models of care to assist patient transition

Many patients need services from several disciplines, such as nursing, medicine,
allied health and diagnostic health professionals. So ‘the correct interventions are
applied in the correct order and...complications, delays and duplications are
avoided, a large number of decisions. ..have to be coordinated’.”” Decisions for
effective transition planning need to reflect a full understanding of many patient
issues, including the hospital’s routines and processes, and the resources that the
patient can access after leaving hospital. The published research supports the
delegation of responsibility for transition planning, showing that this approach
smooths patient transition.” Models of care used by hospitals since 1990 include:
(1) care coordination, (2) case management, (3) patient management units and
(4) case conferences.

Care coordination and case management

This guide describes care coordination and case management. (The literature
uses various names for these models of care, including ‘care coordination’,
‘case management’, ‘discharge coordination’, and ‘disease management’.)

Both care coordination and case management have been found to result in positive
outcomes for the patient, through the facilitation of better and more timely decision-
making processes in transition planning.’”* Both models have also been shown to
reduce service duplication and prevent unnecessary admissions to the
hospital.>*** Health professionals working with either model require:

the ability to advocate on behalf of the patient and family/carer
the ability to educate patients, family /carer and other staff
advanced clinical knowledge in the speciality area
well-developed communication and negotiation skills

the ability to work as a member of the multidisciplinary team

detailed knowledge of what services are available and to whom.

The two models of care facilitate communication between the ward staff, patient
and their carer/s, within the multidisciplinary team, between the ward staff and
community service providers, and between the ward staff and general practitioners
(GPs).” In particular, the care coordinators/case managers within these models will:

work with the patient and carer to involve them in all discussions and decisions
about their care

increase the cohesiveness of care that is required when patient care involves input
from multiple members of health care teams and services. The care coordinator/
manager coordinates the multidisciplinary team meetings at which team members
discuss and plan patient care.

“The best ideas are
everyone’s property.”

Seneca



Improving patient transition from hospital to the community: a good practice guide 13

« facilitate the formation of links with community service providers and GPs by acting
as a single point of contact for those providers and GPs. Where some hospitals have
more fully integrated the model(s), GPs now contact the care coordinator/manager
before a patients’ admission to discuss patient care needs and plans.

Emerging trends in models of care

Western Hospital recently introduced a new model of patient management.

Nurses work as care coordinators for a service, either medical or surgical.

These care coordinators attend ward rounds and ensure the decisions made on

the rounds are enacted. Their role also involves ensuring patient care is coordinated
and not fragmented. The care coordinators aim to help patients navigate a complex
hospital system. They do not undertake the work of transition planning, however,
they help ward staff to ensure timely and effective transition. They also help develop
systems and processes for effective transition across the hospital.

“We have terms of reference and
minutes, but we keep it simple, it is
about the patient not the meeting.”

EDS Project Officer, EDS Review

The care coordination model

The care coordination model (also called the discharge coordination model and
discharge planning model) involves coordinating care across the hospital system
but does not deal with clinical care. It may target particular patient groups.

The role of care coordinators is to:

* ensure patient care occurs in the most appropriate environment for their
health care needs

« facilitate multidisciplinary team discussion of transition planning needs,
throughout the patients’ hospital stay

* provide a consultation service to hospital nurses, which includes providing
expertise on the needs of patients in the target group and on the availability of
community services and resources to meet the patients’ post-transition needs

* liaise with community services to improve patient access to health services
* educate hospital departments about transition planning

» promote the hospital’s transition policies and practices, and assist staff
to understand and comply with the transition process

» promote a transition planning focus at patient care discussions

« assist ward staff to learn the skills of coordinating and negotiating with
community service providers.”
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Good practice example 1.3A

Discharge planning unit provides a single point of contact
for hospital staff.

Western District Health Service

Key results:

Fewer unplanned readmissions

Better coordination of post-hospital services
Better links with community service providers

Western District Health Service multidisciplinary Discharge Planning Unit was
established to improve patient transition planning. The unit manages both Post
Acute Care and Hospital in the Home services - and helps staff by providing a
single access point to obtain transition education and home care services.

For further information see: Appendix A

Care coordination in the emergency department

Some patients are admitted to hospital from the emergency department because
they require further assessment or they need additional community services. Care
coordinators target interventions for medical and surgical patients with complex
care issues, aiming to prevent unnecessary admission and to streamline the
episode of care.

Care coordination teams

The care coordination team is usually a multidisciplinary team comprising a nurse,
occupational therapist, physiotherapist and social worker. The team provides a more
thorough assessment than a single discipline could achieve. It cooperates to
develop a comprehensive plan of care, including a transition plan, which has been
shown to positively affect patient outcomes.
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Good practice example 1.3B

A generic approach to patient assessment and discharge
reduces unplanned hospital admissions

Peninsula Health

Key results:

Reduction in admissions and re-presentations

Improved links between the Emergency Department and community service providers

The multidisciplinary approach of the Rapid Assessment and Discharge Program
at Frankston Hospital’s Emergency Department ensures that patients are quickly
assessed and home care services are coordinated, so that patients can go home
rather than being admitted.

All team members have been educated in the necessary assessment skills.
This means patients can see health professionals of any discipline - and receive
the same assessment.

For further information see: Appendix A

The case management model

Case management is a clinical process where an identified person coordinates a
patient’s care and monitors the outcomes. Like a care coordinator, a case manager
undertakes a comprehensive assessment of the patient and develops a plan with
the patient to meet the needs of that patient and their carer. During this process,
the case manager may facilitate a meeting with all the health professionals involved
in a patient’s care.

Case management differs from other models of care in that it is more ‘hands on’
and often long-term, with more frequent patient contact.” The case manager works
with the patient and their family/carer to understand the disease process and
necessary self-management skills. The case manager arranges community services
for the patient and communicates patient needs across the service transition points.

The benefit of case management is that patients receive individualised care designed
to meet their specific needs. The information given to patients is coordinated, patients
are at the centre of care and their needs and wishes are the focus of all planning.

Patients can discuss the information (which includes patient self-management plans
for dealing with issues such as diet, weight management and medication management).
The case manager follows up patients with home visits to review case management,
answer questions and address concerns. Patients and their carer receive the contact
details of the case manager so they have a single point of contact within the hospital.
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The Case Management Society of America defines case management as

‘a collaborative process which assesses, plans, implements, coordinates, monitors
and evaluates options and services to meet an individual’s health needs through
communication and available resources to promote quality cost effective outcomes”.*
Evidence of the effectiveness of case management is weak and inconsistent,”

yet hospitals regard case management as a significant way to deliver quality,
cost-effective health care.

Victorian hospitals have developed additional case management roles as part of the
Hospital Admission and Risk Prevention projects. Studies have examined how such
case managers target care to specific patient groups.”********* Case managers are
supporting patients in disease-specific groups (such as groups with chronic heart
failure or chronic obstructive pulmonary disease) or other target groups (such as
older patients, general medical patients or general surgical patients). In some
hospitals, case managers work with patients to coordinate the patients’ care across
the continuum of acute, sub-acute and community services.

Risk screening on entry to hospital identifies patients with chronic or complex
conditions that require case management. They are referred to the case manager,
who undertakes a more detailed assessment of the patients’ post-transition needs
and coordinates a smooth transition back to the community.

The role of the case manager is to:

+ Undertake or coordinate a detailed assessment of the patient, their premorbid
function and social situation

+ Liaise with the patient and their carer to develop a plan of care

+ Determine the expectation of success of particular interventions/services

+ Determine the benefit of services for the patient based on the assessment

+ Gain the patient and their family/carer’s informed agreement to the transition plan

+ Educate the patient and their family /carer about the patient’s health issue
and its management, as well as about available health services

+ Arrange specialist assessments, if required, such as occupational
therapy and physiotherapy

+ Develop a transition plan in consultation with the patient and the
multidisciplinary team

+ Coordinate community services referrals, which involves discussing
the transition plan with the patient’s GP

+ Liaise with community service providers to provide services
+ Provide a home visit, if necessary
* In some instances, provide transport when the patient is leaving hospital

« Monitor the transition plan once the patient is in the community.”
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Case management in action

In the National Demonstration Hospitals Program Phase 3, the Nepean Hospital,
Sydney, introduced a case management model for orthopaedic patients who were
having hip and knee replacements. The principles of the model included:

“The person who says it » working with the patient and their carer

can’t be done should not « maintaining clear and accurate lines of communication with all members of the
interrupt the person doing it.” health care team and

Chinese Proverb , including the patient and their GP as a part of the team.

The model focused on achieving optimal wellness for the patient through early
intervention and assessment. The patient was at the centre of this case management
model and the case manager was ‘the glue’ that linked the team. The case manager
promoted patient involvement in the care and recovery planning. The case manager
also had direct communication with the GP during admission and before transition.
The project demonstrated that case management reduced length of stay by more
than five days, reduced the fragmentation of patient care and improved both patient
and staff satisfaction.
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Good practice example 1.3C

Case management model a success with heart patients

Eastern Health
Key results:
* Increased patient satisfaction levels

» Reduction in emergency department presentations, inpatient admissions and
the readmission rates of the target patient group

* Improved links with GPs

Box Hill Hospital introduced the chronic heart failure case manager position
in December 2001 to improve the management of this patient group.

The case manager assesses each patient admitted with this condition, develops
a management plan in conjunction with the patient and their carer, and provides
ongoing support to the patient after discharge. The case manager also consults
with the multidisciplinary team to develop the management plan and arrange
post-hospital services.

For further information please see: Appendix A

Good practice example 1.3D

Primary midwifery care partnerships provide better results
for both women and their midwives

Northeast Health Wangaratta
Key results:

« High levels of client satisfaction and maternal & neonatal safety measures equal
or better than the state average.

* Improved communication between the patient, midwife, general practitioner and
obstetric consultant

In Northeast Health Wangaratta’s named midwife model of care, the midwife case-
manages the patient from first presentation until post-delivery and patients have
24-hour access to the midwife.

There are three streams of care, from midwife only care for low risk pregnancy,
midwifery and general practitioner care for medium risk patients and obstetrician
care with midwife support for high risk pregnancies.

This credentialed primary midwifery model has now been published and attracts
many students from all over Australia

For further information please see: Appendix A
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Tips for using models of care

Determine the hospital need: does the hospital want to coordinate the navigation
of more patients through the service system or case manage a targeted group of
patients?

Choose the model that will meet the needs of the patient and the hospital.

Decide what needs improving: transition planning as a whole or the transition
planning for target patient groups?

Measure what is happening now.
Review the literature.

Develop a position description for the care coordinator/manager, determining the
boundaries of the role. Will the coordinator/manager’s responsibility cover only the
patient’s hospital episode of care? Will it be ongoing each time the patient returns
to hospital? Will it include follow-up of the patient after transition?

Ensure all staff are aware of the role before its implementation.

Pilot the model, measure the outcomes and evaluate the model before integrating
it into general hospital practice.

Patient management units

Hospitals also use other care-related approaches to assist patient transition.

Some hospitals have established patient management units, for example, to develop
expertise in addressing the needs of particular patient groups (such as stroke patients
and acutely ill older persons). The purpose of these units is to provide patient care
by a dedicated team of specifically skilled allied health, nursing and medical staff.

The team approach to care improves patient transition because (1) specialist patient
management units can develop a particular understanding of a patient group and

(2) the combination of skills in a multidisciplinary unit leads to increased expertise,
which helps streamline the provision of care.
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Tips for patient management units

Determine the best management structure for the identified patient group
or specific care process.

Involve key stakeholders in the development of the unit.

Determine how the unit will be resourced; for example, will the function of the
unit enable the service to become cost neutral?

Develop evidenced based patient management pathways and protocols.
Integrate the unit into the hospital.

Educate and train the staff to the specialty or employ staff skilled in the
specific speciality.

Educate and inform all hospital staff about the unit’s functions and objectives.

Develop smooth transition systems for patient flow to ensure that care is consistent
across settings for example, care pathways, case management.

Case conferences - promoting better communication and better care

Many studies have demonstrated that poor interdisciplinary communication has
an impact on health care.””” Case conferences (or multidisciplinary team meetings)
are an effective mode of communicating for patient management. Patients with
complex problems, who need care and treatment by a variety of health care “...my ward has seen a reduction
professions, require a coordinated plan of care. A case conference is a forum for in LOS due to the focus by multi
professionals to develop and review such plans. It helps deliver the components disciplinary team on discharge

. S . . planning from day one.”
required for successful multidisciplinary care: a high level of cooperation and
communication among team members, respect for each team member and an
understanding of the role of each team member.

Nurse Unit Manager, EDS Review

Case conferences lead to more effective care

Case conferencing provides an opportunity for the multidisciplinary team to meet
with the patient and discuss the patients’ care needs, including transition needs.
The team develops shared goals with the patient. Patients who may benefit from
a case conference vary across clinical settings but usually include patients with
complex needs.

When all members of the health care team attend the case conferences, and when
the conference outcomes are documented, the team is likely to follow the plan of
patient care. Further, when team members meet regularly and develop shared goals
with the patient, they develop better working relationships which leads to more
effective care.
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Improving transition planning with case conferences

Effective interdisciplinary communication will help the health care team to formulate
a transition plan with the patient soon after admission. Communication is
characterised by open verbal exchange, a commitment to problem solving and
conflict management, and coordination among hospital units.”

Timely, accurate and coordinated transition planning results in improved continuity
of care, better functional status, reduced length of hospital stay, less service
duplication and improved patient education. However, it has been shown that
delays in convening case conferences disadvantage both the hospital and the
patient.***%*"%

Involving patients and families in case conferences is essential when the
conference discussion concerns complex transition planning needs. When they are
involved in the transition planning, the patient and their family/carer are able to
identify their desired goals and any obstacles to returning to the community.*>*

GPs and case conferences - an important link

The Commonwealth Government’s Enhanced Primary Care ltems (the Medicare
Benefits Schedule Items introduced in 1999) mean that GPs can now be reimbursed
for their involvement in transition planning for chronic complex patients prior to their
transition home. A hospital can invite a patient’s GP to attend a case conference at
the hospital or via teleconferencing or electronic methods. The benefits of involving
the GP in transition planning for complex patients are that patient care is more
continuous and service duplication is reduced. The GP knows the patient and their
health issues, and can help resolve those issues.”
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Good practice example 1.3E

Case conferences improve transition planning
and communication with patients

Western Health

Key results:
« Patients and families/carers more involved in transition planning
» Team approach improves meeting outcomes

The Aged Care Unit at Williamstown Hospital, Western Health has redesigned their
case conferences as a means of taking a team approach to patient care.

Case coordinators discuss needs and goals with the patient prior to the case
conference. The coordinator presents the goals to the team and facilitates the
development of a patient orientated plan.

The outcomes of the meeting are documented on a case conference sheet so that
after hours staff can provide consistent feedback to the patient and their family/carer.

For further information: see Appendix A

Good practice example 1.3F

Medically led discharge meetings result
in better transition planning

Northern Health
Key results:
« Early identification of patient care needs and transition issues
» Reduced length of hospital stays
* Increased cooperation with community aged care service providers

Each medical unit at the Northern Hospital now runs weekly medically
led discharge meetings.

Rather than focusing on treatment, these multidisciplinary meetings determine the
transition plans for the patients within the unit. Issues are identified and resolved.

Hospital staff have gained an increased understanding of the services available to

patients after hospitalisation.

For further information: see Appendix A
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Tips for case conferences
Select a chairperson and decide whether to rotate or retain the role holder.
Develop guidelines for the conduct of case conferences.

Ensure all team members know when the conference occurs. This is particularly
important if the team members rotate responsibilities to other health care units.

Decide whether team building is required. Determine, for example, whether everyone
shares the same interpretation of ‘ready for transition’ as it applies to the various
aspects of care. (The dietician may assess that a patient is ready for transition when
they understand the diet requirements. An occupational therapist may establish
readiness from a patient’s ability to safely transfer from one position to another.)

Ensure each member of the team understands the role and responsibilities of all
other members.

Document all decisions made at the conferences.

Ensure one person is responsible for completing the patient’s plan of care
and that they are aware of that responsibility.

Invite the medical head of the unit or a clinical champion to attend a conference
to facilitate team decisions.

Determine who will attend the meetings: the patient? the patient’s carer? the nurse
unit manager or the primary nurse? All members of the multidisciplinary team?
Community service providers? GPs?

Levels of evidence for models of care

Effects of models of care Level
Care coordination can reduce the length of hospital stay and prevent readmissions™. |
Case management can improve the patient’s quality of life and reduce readmissions”. Il
Case management for specific diseases can reduce costs and readmissions™. [

Multidisciplinary team interventions can reduce the rate of readmissions Il
in certain patient groups59.

Multidisciplinary collaboration can improve patient care -3

Open, continuous and timely communication between the multidisciplinary 12
team is vital for effective transition planning
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1.4. Good practice in educating hospital staff

Information hospitals should provide to staff

Many patients who are admitted to hospital have complex needs and are more
likely to require community services once they return home. Hospital staff need to
be skilled in transition planning and have up-to-date knowledge of the wide range
of community services that are available and how they are accessed. It is important
that hospital staff fully understand how to assess, develop, implement and follow-up
a care plan (see section 1.1. for further details).

The following information should be delivered to staff via a staff education program
on transition planning:

* How to undertake:
- patient assessment
- development of the care plan
- implementation of the plan
- telephone follow-up®

» How to involve patients, their families and their carers as equal partners

“Education and a hands-on approach In transition processes

to discharge planning by project staff + |nformation about the patient’s recovery path, which the patient should

has been invaluable receive before transition
Manager, Metro Health Service,

EDS Review Information about community services and programs available to the patient

following transition
» How to time transition to link with the responsiveness of community services

» The importance of communication and coordination between hospitals
and community services for transition planning®’

» Case presentations of patients with complex transition needs, which provide
good learning examples to staff.
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The benefits of transition planning education

When staff are educated about transition planning, they produce better patient
assessments, more timely and appropriate referrals,””*’ and better transition plans.

Ways to educate staff

Hospitals can use a variety of education forums, as shown by the following

examples: “The education program has motivated

- Staff orientation includes an introduction to the hospital policies and procedures ~ Staff-.and has made all staff feel more
for transition planning confident in discharge planning.”

. . . . . Nurse Unit Manager, EDS review
* On-the-job learning occurs in the ward environment, where the details of the

transition process—including the documentation and transition checklists—are
apparent.

- A mentorship program® involves more senior staff (who have been trained in
transition planning) providing education and support to a more junior practitioner.

* In-service education provides a less formal learning opportunity for staff.
It can provide updates on innovations and feedback on current procedures.

* Regular staff forums can occurin a ward or hospital-wide. They are useful for
delivering education or information to a large, diverse group of staff.

+ A competency-based program that provides a self-directed learning package can
help staff members to become competent at transition planning. The competency
program guides the participants through the principles and practices of transition
planning. It also contains self-assessment to help determine their level of understanding
before moving on to a new level.

Tips for educating hospital staff
+ Identify the target audience.

+ Identify their learning needs. “We saturated the staff with
education about the new process
and then removed all the old forms,
+ Use the principles of adult education when developing the education program. we have 100% compliance.”

+ Determine the educational goals, objectives and content.

« Select a format for the education presentation. EDS Project Officer,
) ) Good Practice Guide Interviewee
+ Decide on the expected outcomes of the education program.

+ Measure the effectiveness of the education program.

+ Consider the introduction of transition planning undergraduate /postgraduate
training for all professional disciplines within the hospital.
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Information sharing and working together

Education about transition planning clarifies roles, programs, services and the care
needed-information that helps hospital staff, GPs and community service providers
to work together. Care providers need to work cooperatively to achieve continuity
of care for patients across the health care settings. A transition plan can be more
effective if hospital staff and the primary care team help develop that plan, leading
to benefits for patients and their families.”

Staff from a number of disciplines can facilitate cross-discipline education and
discussion. Different members of the health care team gain an insight into the work
of team members and their roles in patient care. Such communication can foster
respect within the team and lead to improved cooperation.*

Hospital staff, GPs and community providers benefit from understanding the roles
and responsibilities of each other. Hospitals will gain benefits from working with
other community organisations such as divisions of general practice and Primary
Care Partnerships when educating staff.

Tips for involving community providers

» Work with community providers and GPs to develop education programs about
“If you train people properly, they won'’t transition practice
be able to tell a drill from the real thing.
If anything, the real thing will be easier.” * Provide information and education to the community service providers in a number

Richard Marcinki, ~ ©f Ways, Such as:
Leadership Secrets of the Rogue Warrior’  _ Producing written newsletters and fact sheets containing examples
and outcomes of good practice

- Producing news articles for community providers (including the General
Practice Divisions Victoria newsletter)

- Sending memos to update service providers about changed processes
- Conducting forums to discuss transition issues

- Conducting formal education sessions for particular community provider
groups or services.
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Good practice example 1.4A

Training staff in transition practices
increases patient satisfaction

Wodonga Regional Health Service
Key results:
Significantly improved patient satisfaction

Staff members know the ‘who’, ‘when’, and ‘how’ to refer patients
to community and allied health providers

Wodonga Regional Health Service developed a comprehensive staff education
package to increase hospital staff’s knowledge of transition planning policies and
processes. The referral process to the main internal (allied health) and community
service providers is clearly mapped.

As a result of the education program, staff have changed their work practices and
introduced innovative work practices such as daily discharge planning meetings.

For further information see: Appendix A

Good practice example 1.4B

Video helps improve interdisciplinary team meetings

St. Vincent’s Health

Key results:

Team members gain greater understanding of each other’s roles

Staff training provides ability to train others

Patients benefit from a more coordinated approach to transition planning

To improve the effectiveness of interdisciplinary team meetings, St Vincent’s Health
developed a ‘train the trainer’ program, including a video that demonstrates how to
conduct effective multidisciplinary team meetings.

With the focus on patient outcomes and transition planning, the training package
aims to improve team communication and the effectiveness of meetings.

For further information: see Appendix A
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Good practice example 1.4C

Educating staff in transition practices
leads to higher patient satisfaction

Colac Community Health Service

Key results:

Improved patient satisfaction with transition planning
Reduction in hospital readmission rates

Representatives of each unit or department attended a two-day workshop on how
to undertake good transition planning as part of Colac Hospital’s staff education
program. The hospitals admission and discharge coordinator runs the program.
Once trained, they became qualified to teach transition planning to others.

The trainers have become clinical champions, promoting improvements and
providing education in transition planning to all hospital staff.

For further information: see Appendix A

Good practice example 1.4D

Successful integration of psychiatric care into an acute
hospital unit

Mt Alexander Hospital

Key results:

80% of psychiatric patients able to be treated locally
All unit staff educated in psychiatric care

Mt Alexander hospital’s model of care has effected major changes for psychiatric
patients in a rural community.

80% of psychiatric patients can now be admitted locally rather than transferred to
a regional hospital. This allows them to maintain their community links and contact
with carers/families and GPs. Ongoing management is integrated into the local
community support systems.

For further information: see Appendix A
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Evidence levels for staff education

Effect of staff education Level IV = Opinions of respected
authorities, based on clinical
experience, descriptive studies
) : ) . ) L 68 ,

A mentorship program involves experienced staff providing education to junior staff™. IV or reports of expert committees

- 4
Education improves staff members” assessment and referral skills™. Y
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“Broadly speaking, the
short words are the best,
and old words best of all.”

Sir Winston Churchill
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Section two

Systems and strategies:
assessing, managing and improving patient care.

2.1 Good practice in patient information and education

Traditionally, hospitals have structured their patient education such that
patients and families have been passive recipients of education rather than active
participants. However, patients today have far greater access to information
resources than ever before and consequently providers must change their
conventional perceptions of patient and family/carer education. Providers have
a responsibility to provide a variety of ways to engage patients so that they fully
understand their health care situation.

Many hospital patients used to be unprepared for their admission and unsure
about their procedure, their diagnosis and how to manage when they returned
home. They often felt intimidated about asking doctors and nurses for information,
and any information they did receive was filled with medical jargon that they did
not understand.

Patients who know more about their health status and care requirements are
empowered to self-manage both in hospital and at home.” Those who learn
about their hospital procedure can better understand what is happening and
what outcomes are expected. For patients going home, education about self-
management can reduce re-presentations and readmissions to hospital. Part of
this education should deal with medication, since re-presentation to hospital is
often associated with medication mismanagement. Patients who know what to
do once they return home are more likely to have improved outcomes.”**’

Good written information reduces patients’ anxiety and increases their
compliance with their treatment plan.” When patients understand their health
status and health system, they are better equipped to participate in decision
making about their ongoing care.

Patients and families are unlikely to remember new information that they have
read once. Information that is read, heard, seen and acted upon in multiple
sessions is likely to lead to effective learning and changes in health related
behaviour.” For this reason, an education plan that can be used both in the
hospital and at home should be developed.

Patient education improves transition planning

Patient education prior to admission can improve outcomes for the patient and
reduce the length of stay.*”” Evidence suggests, however, that many patients

do not receive adequate teaching to prepare them for leaving hospital. Education
before transition can be limited for a number of reasons, including the patient
being too ill and distracted by events in hospital to digest the information. Another
reason could be that clinicians’ may be too busy to provide comprehensive patient
education. If this is the case, the hospital needs to explore other methods of
education and information provision.
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The patient charter - the right to information

Patients need information so that they are empowered to make decisions about
their health care. The patient charter”” outlines a patient’s rights and responsibilities
in public hospitals and should be given to every patient on presentation to the hospital.

The charter states that:

« The patient has the right to be fully involved in decision making about their health
care and to ask questions and discuss treatments, so that they understand what
is happening. This includes deciding how and when they will leave the hospital.

» The patient is entitled to be fully informed about treatment, given enough time to
ask questions and get more information, talk to family and friends before making any
decision, and to obtain a second opinion from another qualified health professional.

Patient information needs to be easily accessible. Information may come from
various sources, including:

+ the patient’s general practitioner (GP) before admission

* telephone advisory services

+ the Internet, which has sites such as the Better Health Channel

* local libraries, which provide literature, Internet access and journals

* hospital pamphlets at the pre-admission clinic/outpatient department
* local community services

+ special interest or support groups

* carers, neighbours and friends.

By the time a patient is in hospital, it is anticipated that they will already know

a good deal about their iliness, treatment, care options and available community
services. Some patients, however, need assistance to access and understand
health information, particularly in stressful situations.”

One patient stated:

“It would be good to have someone to sit down and talk with people about
their lifestyles and what sort of support they will need and the different
services that are available to them, how they can tap into them, and also
to take some of the pressure off the person by organising some of these
services for them.””
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How hospitals can communicate better with patients

Information given to patients must be evidence-based and accurate. It also needs
to be readable by patients and carers.

Writing style
« Patient information should be written for a reading age of 10 years to ensure
it is understandable.”

. . . . ]5
“Speak properly, and in as few The text size should be a minimum of 12-point type.

words as you can, but always « The document should have clear headings.”
plainly; for the end of speech is not

ostentation, but to be understood.” * 1he information should be legible when reproduced. The poor photocopying quality

- of documents may mean that the patient cannot read useful information.
William Penn

+ Avoid medical terminology wherever possible
 Use short sentences
» Use the second person pronoun

 Use the active voice rather than the passive voice.

Information content
« Patient information needs to be practical and specific, answering questions such as:

- What’s wrong with me?

- What does my treatment involve?

- When will | be admitted and go home from hospital?

- How long should my recovery take - what can | do and when can | do it?

- Who can | contact to obtain more information?

Other methods of presenting information to patients

Written information may not be suitable for patients who are visually impaired or
from culturally and linguistically diverse backgrounds. Audiotapes and videos may
be more effective means of communicating to some patients. Another option is to
demonstrate a procedure to the patient and their carers, for example, safe transfer
of a patient or dressing a wound.

How hospitals can develop high quality information material for patients
The Communicating with consumers good practice guide to providing information,
by the Metropolitan Health and Aged Care Services (Department of Human
Services) contains good practice examples in developing high quality information
material for patients. You can access this guide at the web site:
www.patientcharter.health.vic.gov.au/comms.htm
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The following are key features of good information provision:

Patient and carers are involved in developing process for providing information

and resources.”

Patient and carers are engaged in learning about their health issues and health care. ) .
By learning you will teach;

Patient and carers become partners in problem solving and are not simply passive by teaching you will learn.”

recipients of information. Latin Proverb

The hospital provides information that is relevant to the social context and lifestyle
of patients and their carers.

Patients and carers have many opportunities to receive information, ask questions
and build on their knowledge across the care continuum.

Patients receive information that is individualised and that reflects the impact
of the condition and treatment on their health.

Health care providers from different disciplines provide patient information
that is relevant to their expertise.

The hospital develops strategies to overcome hospital structures and cultures
that impede consistent provision of quality information. Senior management
and clinical staff support the development and roll out of innovative models
of information provision.

The hospital considers revising staff job descriptions to include the involvement
of patients and carer in developing any patient information materials.’®

Making sure patients get the right information

Good practice example 2.1A

Communications guide assists staff
to produce better patient information

Austin Health

Key results:

Patients receive well presented, clear information

Improved patient understanding of their procedure, condition and discharge planning
Patient involvement in the development of information

Austin Health has developed a comprehensive best practice guide for hospital
staff who are creating patient education material.

For further information see: Appendix A
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The Communicating with consumers, good practice guide to providing information,
published by the Department of Human Services in 2001, suggests that when
hospitals develop patient information they should seek to:

» develop strategies to ensure patients and carers receive information across
the care continuum

« train and educate the health care workforce

“More compassion is required,
particularly to our elderly or lonely
patients and their carers. With less * improve communication among staff on different wards and units
emphasis on the question-How are
we going to get them out of hospital?
And ask the question, Why are they + develop and maintain information about services to the community

in hospital? And why do they want id | .
to be in hospital? This is my new consider employment issues

challenge. | hadn't thought of this  (such as the employment of trained bilingual health care providers)
until now, thank you for the
opportunity to consider this.”

Rural GP, EDS Review . . .
« develop data collection processes to facilitate the provision of culturally and

linguistically appropriate information and to identify gaps in information provision.

 improve communication among members of multidisciplinary teams

 improve communication with providers outside the hospital

use community consultation so information provision models are relevant
to the needs of community members

Educating non-English speaking patients

Patient education will be more effective if it is culturally sensitive. Teaching
outcomes are improved when education addresses the intended audience’s
language, logic and experiences.” Below are some suggestions to accommodate
non-English speaking patients:

Ensure interpreter services are used when required.

Ensure all public information about the hospital (its services, policies, procedures)
is provided and disseminated in community languages.

Develop written information in conjunction with patients from a non-English
speaking background, and test it with these patients for readability.

Early education is the key

The hospital should give information to the patient at diagnosis or the beginning

of treatment. Relatives or friends who attend pre-operative education benefit as this
learning helps the patient’s recovery.”’ Further, if nurses discuss transition plans
with the patient and a relative or carer, they can facilitate early identification of any
post-hospitalisation needs. Consequently, fewer delays should occur at the time of
transition.”
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Pre-admission

Pre-admission patient material helps patients to prepare for their hospital stay
and ask questions before going to hospital.

For patients who are reviewed in outpatients before surgery, the medical officer
can provide pre-operative education in groups or individual sessions.

The hospital can give brochures and pamphlets to patients by post orin person.

Wards can provide pre-admission classes to orient patients and carers to the ward
environment. These classes can also provide information from the multidisciplinary
team about a patient’s treatment and recovery expectations.

In hospital

Ward staff can educate each individual by following a patient education plan.
Hospitals can include patient education as part of a care pathway to ensure the
patient knows what to expect each day of their admission.

After hospital separation

Some speciality units use group education sessions, such as cardiac rehabilitation
and diabetes courses, which patients attend after hospitalisation. Hospitals and,
more commonly, community providers deliver these courses.

Home nursing services provide education in the home on a range of topics such
as diabetes, wound management and continence management.

Other community organisations, such as the Asthma Foundation and Arthritis
Victoria, provide education and support to people with these diseases.

Good practice example 2.1B

Poster leads to improved transition
planning and higher patient satisfaction

Gippsland Regional Consortia

Key results:
« Patient satisfaction has increased and complaints have decreased
» Patients are more prepared for their hospital stay and going home
» Community services respond more effectively to patient referrals

A consortia of 4 hospitals in the Gippsland region developed a transition planning
poster and brochure aimed at encouraging patients to plan and discuss their transition
process from hospital to the community as part of the pre-admission process.

For further information see: Appendix A
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Good practice example 2.1C

Pulmonary patient rehabilitation program
records 96 per cent patient satisfaction

Kerang and District Hospital
Key results:

Improved patient health outcomes
Dramatic fall in rate of readmissions
Reduced length of stay in hospital

Patients who experienced frequent admissions due to their pulmonary conditions
were invited to attend an eight-week course on respiratory management. The focus
of the course was better self-management skills to prevent exacerbations of their
condition.

For further information see: Appendix A

Emerging trends in patient communication

Email is a new method of communicating with patients. Many health care providers,
policy makers and funding bodies ‘view electronic patient-provider communication
as an important vehicle to improve clinical practice by reducing resource use and
improving clinical outcomes”.” A recent study found that half the surveyed patients
(52.1 per cent) were email users and 70 per cent would be willing to use email to
communicate with their doctors.” Patients were concerned, however, about whether
their emails would reach the right person and whether they would receive a response.
The study concluded that the uptake of patient-provider email may be slow and
that both patients and providers would need to promote appropriate email use.

Tips for informing patients

Develop a patient information policy to guide best quality in the development
of patient information brochures.

Develop patient-held records so the patient has all the information about their
continued care in a written format.

Develop a ‘transition folder’ in which to keep all information brochures and sheets

for the patient. Include standard hospital and privacy information and, as required,
specific information that pertains to the patient’s condition or social circumstance.
(Hepburn Health Services and the Commonwealth Carelink Centre have developed
this type of folder.)
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+ Provide training for staff who work with interpreters.

+ Ensure patients and carers are involved in determining what information
should be provided.

+ Develop the patient information with patients, to ensure it is relevant, legible
and understandable.

+ In the information pack that a patient takes home, include:

- the names and telephone numbers of hospital contacts in case the patient
has questions

- details about the patient’s medical condition

- details about the patient’s health management, including activity and diet advice
- the names and telephone numbers of services to be used after leaving hospital
- details about ongoing investigations, including any special instructions

- the date, time and location of the appointments for any investigations

- medication information, including instructions on administration,
the management of side- effects, and storage

- details about follow-up outpatient appointments, including the address and name
of the practitioner, the date and time of the appointment and the reason for the
appointment.

+ Provide both information and education to improve learning. This approach is more
effective than providing only information.”

+ Consider the needs of patients with poor vision.

+ Provide information sessions for carers to facilitate improved understanding
of what is involved in being a carer.”

+ Place a high priority on understanding patients’ needs and preferences, and helping
patients’ access and understand relevant, appropriate information.”

Tips for educating patients

+ Assess which method of education is best for the patient population or a specific
individual.

+ Find out how much the patient knows and then provide individualised information.
+ Find out what is important to the patient and what are their greatest concerns.

+ Do not lecture patients. Rather, have an interactive discussion with them.

+ Focus on teaching behaviours and skills.

+ Clearly define any medical terms.

+ Share only enough anatomy and physiology to support your teaching.
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« Teach in conversational style: that is, listen as well as speak.
Ensure your teaching accounts for cultural beliefs.

* Involve family and carers in education sessions.
« Allow the patient to interrupt the presentation as you go.

* Use other resources within the hospital such as the palliative care team,
the cardiac nurse and allied health to educate patients and carers.

« Use community resources for education, such as the district nurse
or organisations like the asthma foundation.

« Evaluation is important as another opportunity to listen, ask and answer questions.
Ask the patient to demonstrate the new skill. Watch them perform the skill at least
three times.

« Evaluate the patient’s understanding of what they need to do and when.

Check that the patient understands the information.

» Ratherthan asking ‘Do you have any questions?’ try ‘Is there anything | didn’t say clearly?’

Evidence levels for patient information

Effects of patient information Level

Proving patient information alone does not affect mood, |
perceived health status or quality of life for patients or carers.

Providing information along with education sessions improves
knowledge and is more effective than providing only information.

The most common complaints made by people with a carer are
about poor communication and inadequate information.

Patients cannot be involved in decision making about their care,
or choose not to be involved, unless they are given sufficient
and appropriate information.

Health professionals need to know how to determine a patient’s
I= Evidence obtained from a  need and readiness for information, as well as their desire to be

systematic review of all relevant inyolved in decision making about their own care.

randomised controlled trials (RCTs) i i .
Health professionals are likely to need training and support

in meeting a patient’s information needs.
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Evidence levels for patient education

Effects of patient education

Readable education material allows patients with limited
reading skills to have control over their personal health.

Patient education assists patients to make more informed
decisions that affect their health.

Patient education can improve patient outcomes.

Level

/lI-1 = Evidence obtained
from well designed controlled
trials without randomisation

1V = Opinions of respected
authorities, based on clinical
experience, descriptive studies
or reports of expert committees.
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2.2 Good practice in assessing discharge risk

Discharge risk screening

Discharge risk screening is an organised method of identifying patients that require
ongoing care and additional support after leaving hospital, so that they are able to
manage their activities of daily living and health needs.

Hospitals should complete a risk screen for all patients who present to hospital
either electively or as an emergency. The risk screen tool developed, for the
Department of Human Services, by Thomas and Associates is commonly used in
Victorian hospitals is a valid and reliable tool for identifying patients who may
require post-hospital care.”

Discharge assessment

Discharge assessment is a full assessment of a patient’s post-hospital care needs.
When the assessment is undertaken early in the patient’s hospital stay, timely
“Health service providers are  referral to allied health and community service providers occurs.”
more aware, and identifying

patients needs post discharge
much earlier in the admission...”

Hospitals should conduct a full discharge assessment of any patients with a
positive risk screen. This assessment ideally occurs in the pre-admission clinic

) ) . for elective patients and shortly after admission for other patients.
Community Provider - EDS Review

Comprehensive discharge assessment considers the patient’s physiological,
psychological, social and cultural needs. It requires an understanding of the
patient’s home and social circumstances, such as:

« the patient’s home situation and any obstructions in the home
that may influence recovery

« the patient’s capacity to perform activities of daily living

 the community services that the patient used before admission

« existing responsibilities that the patient cannot meet because they are in hospital
« the availability of family /carer or others to assist the patient after leaving hospital

« the patient’s cultural, linguistic and religious needs.

The hospital may use a number of sources to collect discharge assessment
information, including the patient, family members, carers, community service
providers and general practitioners (GPs). It is worthwhile documenting the patient
assessment on an easy-to-use assessment tool that contains prompts for action.
To reduce the times that a patient is asked the same or similar questions, the
hospital should make the assessment tool available to the multidisciplinary team.
All members of the health team need to contribute to the assessment document.
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Discharge assessments need to be linked to action plans and goals. Planned
actions usually include referrals to allied health or community service providers.
If, for example, the assessment reveals that the patient has a mobility deficit and
requires transport to the shopping centre on Wednesdays, then the action would
be referral to the local council.

The discharge assessment should also reflect changes in the patient’s condition,
such as a change in the capacity for self-care or a change in the family/carer’s
ability to provide assistance. Good transition practice involves assessing patients’
needs and then developing and implementing a transition plan.* An ongoing
process of assessment provides the opportunity to refine the transition plan.

Good practice example 2.2

Patients benefit from regionally aligned assessment
documentation

Stawell Regional Health
Key results:
» Transferred patients do not need to be reassessed
» Assessment documentation is concise, easy to use and regionally aligned

To overcome the variations in assessment documentation, East Grampians Health
Service developed regionally aligned assessment documentation. This standardised
documentation is concise, and easy to use and has now been introduced across
the region.

For further information see: Appendix A

Emerging trends in discharge assessment

The primary care partnerships introduced a common Service Coordination Tool
template, which is designed to support the existing suite of tool templates.

These include the Initial Contact Tool, the Initial Needs Identification Tool, the Care
Planning Tool and the referral tools used by service providers. The tools incorporate
core consumer information, as well as social, psychological, medical and physical
information to determine risk and consumer needs, and to trigger referral and
assessment. Refined through extensive consultation, they are designed to be

easy to use and understand.
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The advantage of using these tools is that they standardise practice and reduce the
duplication of assessment. The Service Coordination Tool will facilitate the development
of a coordinated plan that meets patient and carer needs.” Hospitals should use
these tools when communicating with community providers (see Section 2.6).

Tips for assessing discharge risk
Use the Thomas and Associates tool to risk screen adult patients.

Further enhance the risk screen tool by customising it suit the particular
patient population.

Begin patient assessment either prior to admission or at first presentation
to the hospital and complete within 24 hours.

Ensure the assessment tool is multidisciplinary and outcome focused.

Ensure patient assessment continues throughout the patient’s hospital stay
whenever the patient’s condition changes.

Consider developing a discharge checklist, such as the one developed to assist
hospitals in preparing elderly patients to return to the community (see below).

Checklist:
planning the transition of elderly patients

Home consideration
Do you have the keys to your home with you?

Are there groceries at home in preparation for your return (for example, bread, milk,
fruit and vegetables)? Is there anyone who can organise this for you?

Pets? What arrangements have been made while you are in hospital and for when
you go home?

Can you manage the housework and gardening after hospitalisation?
Is there anyone who can assist you?

Do you have heating/cooling at home?

Is there anyone who can give you a phone call every day for the first week you
are home?

Do you have adequate lighting in your house?
Do family/carers need to be contacted to advise them that you are going home?

Does anything worry you about going home and managing?

10. Would you like a brochure or information about personal alarms to take home?

11. How will you get home from hospital?
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Services

12. Do you receive any services that assist you at home?
Do they know you are in hospital?

13. Do they know the date that you will be returning home?

Carer
14. Do you have a carer?

15. Does the carer reside at the same address as you?

General practitioner
16. Do you have a regular GP?
17. Do you see more than one GP?
18. Does the doctor do home visits?

19. Who will let the doctor know you are coming home from hospital?

Medications
20.Do you feel that you may need some education or assistance with your medication?

21. Do you have enough medication to last the weekend?
You will need to plan a GP visit (for prescriptions) and transport to a pharmacy.

Equipment

22.In your opinion, do you feel you need any equipment?

Driving /transport

23.Do you drive a car? What alternatives are available to you for transport?
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Caring for Carers

“Carers are usually family members who provide support to children or adults
who have a disability, mental illness, chronic condition or who are frail aged.
Carers can be parents, partners, brothers, sisters, friends or children of any
age. Carers may care for a few hours a week, or all day every day”.

(Carer’s Victoria)

Many patients will need the assistance of a carer to return back to their home after
“Risk screening of all inpatients has g stay in hospital. Also, with around one in five people in Australia being a carer
certainly increased staff's awareness (Garers Victoria), the chances are that many patients will have caring responsibilities
of clients needs on discharge.” for others. It is essential that hospital staffs assess, and make adequate arrangements
Rural hospital staff, EDS Review  for patients who are themselves carers, or for the carer who will be responsible for
the patient being sent home.

Throughout Australia there are a number of organisations that provide advice and
support to carers. In addition organisations such as Carers Victoria have a range of
courses for hospital staff wanting to be more pro-active in involving carers in patient
care and the transition back to the community. Carers Victoria have developed a
useful discharge checklist to prompt staff in considering the patient who may be a
carer or who may need a carer (see Section 2.7).

Evidence levels for assessment

IV = Opinions of respected authorities,
based on clinical experience, descriptive
studies or reports of expert committees Patient assessment can improve patient outcomes. %

Effect of assessment Level
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2.3 Good practice in using care pathways

A care pathway is an evidence-based care plan that details the essential steps in
patient care, describing the expected progress in the patient’s recovery. It has the
following characteristics:

It addresses a specific diagnosis, surgical procedure or a phase in the care needed.

It represents a time line of care activities based on the particular condition the
patient is admitted for.

It includes well-defined milestones that help expedite care and indicate an
impending change in care activities.

Its length depends on a predetermined length of stay, which is based on the usual
course of care and recovery for the diagnosis or procedure.

It delineates the responsibilities of various healthcare team members as they relate
to each department.

It identifies the outcome indicators or quality measures used to evaluate the
appropriateness and effectiveness of care.

It may include a variance tracking section to evaluate delays in care
activities/processes/outcomes.

It is interdisciplinary in nature, reinforcing seamless delivery of care.

It can be used as an educational tool for staff, students, beginning practitioners
and new employees.

It improves performance in patient and family /carer teaching, service coordination,
cooperation and communication among the health care team members, and
transition planning.

Care pathways create positive outcomes

A care pathway provides a standardised format for patient care that prevents major
fluctuations in treatment. In particular, it can guide care delivery across service
settings (including acute, sub-acute and community services) to ensure the continuity
and consistency of health care.”

Care pathways address patient outcomes from pre-admission to post-transition.

A pathway guides care from pre-admission clinics, which educates patients about
their procedure, the expected length of hospital stay and transition planning. A study
showed that when patients were told they would be hospitalised for a certain number
of days, those patients worked hard to reach that goal and in many cases, they were
able to go home earlier.”” The inclusion of transition planning in the care pathway
ensures: (1) referrals to allied health services are planned and timely, and (2) all
members of the health care team are involved in assessing patients’ readiness to

g0 home.
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Benefits of care pathways include:

44,45

improved quality of care™" and patient satisfaction”

improved continuity of patient information and education”

delineation of responsibilities™**

better resource allocation and service coordination, reducing the fragmentation
and duplication of care activities”"*

cost-effectiveness of the hospital stay and reduced length of hospital stay.” %%

A care pathway is usually directed towards a specific disease or procedure, for
example, asthma, a hip or knee replacement or a cardiac condition. It links the
processes of care to the expected/desired outcomes. In this way, it assists the
novice practitioner by providing a checklist of the intervention for each day of the
patient’s stay.” The care pathway provides a communication tool for all members
of the care team; the members document completed tasks and any variation to
the expected outcomes, thus recording the patient’s progress/deterioration.

It is important that the interventions listed on care pathways are evidence-based.
Pathways that are not evidence-based lack value and credibility, and clinicians will
avoid or reject their use.” Clinicians are likely to comply, however, with a pathway
of interventions that both the literature and the multidisciplinary team agree are
effective in producing good patient outcomes.

Good practice example 2.3A

A coordinated approach to stroke rehabilitation

Goulburn Valley Health

Key results:

Consistent approach for each patient

Increased patient satisfaction with care and post-hospital arrangements

Goulburn Valley Health developed a clinical stroke rehabilitation pathway that
follows the patient from admission to the rehabilitation unit, through transition to
home or residential care.

The multidisciplinary pathway ensures all patients receive the best evidence-based
care and includes ongoing monitoring.

For further information see: Appendix A
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Variance analysis

A variance is a mismatch between a patient’s condition or treatment and the
expected pathway outcomes. Any variance is recorded on the pathway or variance
sheet, which details what is different than expected, what actions have been taken,
what further actions are planned and what are the expected outcomes. Variances
that occur during a patient’s stay can be indicators of a complication of the condition,
or a system problem.

Variance analysis can be a means of reviewing and improving care practices.

If, for example, the most common variance in the hip replacement pathway is that
patients have a post-operative wound infection, then the care team may decide to
review wound care, surgical technique and sterility and microbiology processes to
identify how to decrease the incidents of this variance type.

Variance analysis can also be used to provide feedback to staff about the care they
provide, for example, to let staff know the number of patients who were well enough
to leave hospital on the planned date.

Good practice example 2.3B

Increasing patient empowerment and clinical
and clinical leadership through pathways

Bayside Health

Key results:

Daily update empowers patients

Improved level of consistency

Clear measurement tools inform future action

The Alfred, Bayside Health, has developed medical and surgical clinical pathways
as a documentation tool to manage patient care from the point of admission to
either the next level of care or a return to the community.

The multidisciplinary team caring for a patient plays a key role in developing the
pathway. It is supported by a dedicated Clinical Pathway Coordinator and ongoing
executive support.

For further information see: Appendix A
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Patient pathways - creating goals and expectations

There is now a high degree of patient involvement in clinical decision-making,
which creates a demand for patient friendly information. The patient pathway is a
patient held document that is complementary to the care pathway. The pathway
should emphasise hospital programs and services the patient may use and also
incorporate community services that are available.

It should contain:

“The importance of clear documentation
altered our focus from the hospital

+ an outline of the process of care with explanation of any investigations episode, to the patient as part of the
community and part of the continuum.”

EDS Project Officer, EDS Review

+ information regarding the disease/ condition

* patient goals
+ expected outcomes

« discharge information.”

The pathway gives the patient and their carer/family realistic expectations for each
day of their hospital stay, and allows them to become involved in their care, including
transition planning. It can also assist the patient to obtain a clear understanding of
their treatment plan. With the pathway outlining what treatment at what time and on
which day it is planned, the patient is empowered to participate in decision making
and able to comply with regimes.

Patients should receive a patient pathway at a pre-admission clinic orin the doctor’s
rooms when the hospital stay is arranged. This practice ensures the patient has
time to prepare for the hospital stay, have any questions answered prior to admission
and arrange post-hospital needs. If the admission is unplanned, the pathway can

be given to the patient/carer when the diagnosis is known, and the clinical pathway
commenced.

Hospitals can develop patient pathways in conjunction with care pathways.

A multidisciplinary team including patients and carers can develop the pathways.
The pathway needs patient involvement so that it meets their needs, contains the
information they require and is user friendly. Flexibility in approach and a clear
definition of the target audience is essential. For example, when making a patient
pathway for a paediatric group, two layouts may be required: one a simple picture
based guide for the child and another containing written information for the parents.



Improving patient transition from hospital to the community: a good practice guide 21

Steps to developing a care pathway

Decide on the pathway format

The format of the pathway guides the development of its content. The format should
be easy for everyone to read and use. The Health Information Service (Medical
Records Department) needs to approve the format before the content is developed.

When choosing a format, consider:

whether the pathway will be used for documentation

the number of disciplines represented in the pathway

the complexity of the diagnosis/procedure

the care area or service using the pathway

whether the pathway replaces any existing patient care forms

plans for computerisation of medical records.

Organise the multidisciplinary team

To ensure the success of the pathway and reduce resistance to its development,
members of the multidisciplinary team need to be involved in the planning stages.
The planning team should include:

members who demonstrate good communication skills

representatives of all disciplines involved in the pathway, to ensure that the plan
is thorough and well written

the medical head of the unit (recommended as chairperson) as well as other
medical staff. Hospitals have found that medical staff who participate in a planning
team often become champions for the cause

a facilitator who can guide the planning process, remove obstacles and answer
questions

a community representative

a consumer representative.

Educate/train the team

Education of the team before pathway development is vital. Topics to cover include:
an overview of care pathways

the process for developing a care pathway

the responsibility of the team leader, team facilitator and team members

examples of existing pathways.

Allow team members to ask questions about the pathway process.
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Conduct a literature review

A thorough literature review will provide team members with information about the
latest trends in patient care. The team should use the research to validate pathway
recommendations. This approach ensures the content of the pathway is evidence
based.

Examine current practice

An important step in establishing pathway content is to examine current practice.
This step involves brainstorming about patient care, focusing on what is usual practice
and what barriers or delays interrupt the process of care. The next step is to develop
a flow chart of the usual process, reflecting the care of a patient from pre-admission
to post-hospitalisation.

A review of medical records is also useful for collecting data on the process of care.
Particularly important are care activities that are critical milestones of care or trigger
points for a change in the treatment plan.

Determine the length of the pathway

The length of the pathway depends on (1) the current length of hospital stay for
the diagnosis/procedure and (2) the team’s assessment of what the length of stay
should be.

Set the development time
The time needed to develop a care pathway depends on the:
+ complexity of the diagnosis or procedure
+ number of practitioners who will use the plan
+ extent of practitioners’ disagreements over the pathway content
+ number of disciplines involved
« experience of the team members
+ availability of the team members, as well as their level of involvement and commitment

* presence or absence of a support person to assist the planning team.

Write the content of the plan

Collate all the data collected in the previous stages. Team members write a draft
for their respective section of the pathway, following the agreed format. The team
can then discuss and finalise a compiled version of the drafts. The content of the
pathway should reflect best practice as agreed by the team. The finished pathway
should undergo review by a group of medical, nursing and allied health staff, and
then a final review by the team.
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Pilot the pathway

Piloting the pathway with a small number of patients in one clinical area provides
information about the pathway’s usability and any unexpected problems with its
use. The multidisciplinary team can then address and resolve any issues that arise.

Staff education

Once the plan has been piloted (and any subsequent changes made), staff
information and education should be provided. Mechanisms should be in place for
staff to provide continuous feedback on the plan, with regular up-dating as required.

Evidence levels for care pathways

. . Effects of care pathways Level
Il = Evidence obtained from at

least one properly designed RCT Care pathways can be cost effective and reduce length of hospital stayél. Il

Care pathways can improve patient outcomes and satisfaction®. Il
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2.4 Good practice in medication management

Medication management is central to successful health outcomes. Good medication
management can decrease readmission and improve patient outcomes® and efforts
to assist patients with medication compliance improve the benefits and efficiency
of health care.

Problems with medication lead to two to three per cent of all hospital admissions.**
It has been estimated that 80,000% hospital admissions a year are the result of
people taking medicines incorrectly. People over the age of 65 have higher rates

of medication incidents, partly because patients in this age group are taking one
or more medications. Patient’s medications are often also changed during
hospitalisation. Once the patient has returned to the community “they may forget
the instructions given to them in hospital, become confused about their continuing
medication and may resume medication prescribed prior to hospitalisation.”*

Improving medication management

The quality use of medicines is part of total patient care during admission, inpatient
stay and transition to the community.” Adverse events and drug related misadventures
are more likely to occur when changes to medications are made.

The hospital needs to inform the patient about their medications and how to manage
them safely.”® Hospitals also need to communicate the patient’s medication regime
to GPs and other relevant community providers.

The differing types of medication incidents show that no single factor is responsible
for the high incidence of medication misadventure. A systems approach is being
implemented in Australia to address medication safety. This is now possible through
the Pharmaceutical Reform Program.

Patient or carer’s inability to obtain further ongoing supplies within a reasonable
timeframe should not interrupt medication regimes. The hospital must supply
adequate medication for patients.

Australian guidelines for medications

Guidelines to achieve the continuum of quality use of medicines between hospital
and the community were released in January 1998. The guidelines consist of broad
principles upon which standard procedures can be based.

These principles are:

Hospitals need to develop and coordinate a medication discharge plan for each
patient. Hospital staff should obtain an accurate medication history, including
prescription and over the counter medicines and other therapies such as herbal
products, at the time of admission.



26 Improving patient transition from hospital to the community: a good practice guide

« Patient’s admission medication should be reviewed in consultation with the
patient’s GP, with a view to:

- identifying the appropriateness and effectiveness of current medication,
and rationalising current medication if appropriate

- paying particular attention to any problems associated with current drug therapy,
including any possible relationship with the current medical condition

- documenting allergies and any previous adverse drug reactions.

+ Medication discharge plans should be developed in consultation with the patient
and/or carer. The plan should form part of the overall care plan or critical pathway.

“Generally speaking clients are

+ Medication review and dispensing of adequate medication should take place in
discharged with more information

a planned and timely fashion before the patient leaves the hospital. Adequate o

L . L . about medication and follow up
medication means sufficient medication to carry the patient through to the next treatments than prior to the
arranged review (by their GP, outpatient clinic or some other arrangement), or to commencement of EDS.”
complete the course of treatment. PAC coordinator. EDS Review

+ At the time of leaving the hospital, each patient should be provided with a discharge
folio containing relevant information such as Consumer Medicine Information, a
medication record, patient/carer plan, and information on the availability and future
supply of medication.

+ No patient should leave the hospital until the details of admission, medication
changes (including addition/deletions) and arrangements for follow up have been
communicated to the healthcare provider(s) nominated by the patient as being
responsible for his or her ongoing care.

The importance of home medication review

The Home Medicine Review is a program provided by the Commonwealth
Department of Health and Ageing, also known as the Domiciliary Medication
Management Review (DMMR). This program targets:

+ patients who have recently been hospitalised and for whom quality use of medicines
may be an issue

* patients who are at risk of medication misadventure because of their co-morbidities,
age and social circumstances, the characteristics of their medicines, the complexity
of their medication treatment regimens or because of a lack of knowledge and skills
to use medicines to the best effect.

Home medication review can be a valuable service to provide to patients after
hospitalisation. The review requires a GP referral. The process involves the GP who,
in consultation with the patient, completes a referral to the community pharmacist
for a thorough review of the patient’s medication. The community pharmacist
conducts the review with the patient, preferably in the patient’s home and in
collaboration with community nurses where appropriate. A report is completed
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and given to the GP. The GP then develops a medication management plan with
the patient.

Hospital medical officers must consult with GPs to initiate a home medication
review and medication management plan after hospitalisation. The GP will then
discuss the process with the patient and complete a referral for a home medicine
review.

This service ensures a thorough review of patient’s entire medication regimen within
the home environment. The interview results in improved patient understanding of
their medication and how to manage it, including compliance, storage and
administration techniques. The service is provided by, or under the supervision of,
an accredited pharmacist, by the patient’s nominated community pharmacy.

Pharmaceutical reform in Victorian public hospitals

Over the past five years there has been a major emphasis in Victoria on improving
the continuum of care for patients moving between the hospital and community
setting. As part of this strategy, the Commonwealth and Victorian governments
have been working together to improve the way patients receive their medication
by bringing the Commonwealth's Pharmaceutical Benefit Scheme (PBS) to public
hospitals.

The reforms are designed to make it safer, easier and more convenient for patients
to receive adequate medication, and to bring public hospitals on to a more equal
footing with private hospitals. Some of the key objectives of the reforms are to:

provide patients with up to one month's supply of medications on leaving hospital
and when attending a public hospital as an outpatient, rather than the two to seven
day supply they receive currently

to improve continuity of pharmaceutical care by allowing public hospitals to access
the same pharmaceutical scheme that operates in the community, the PBS, thereby
decreasing confusion and possible over-consumption by patients

to improve communication with both patients and primary health care providers
through the implementation of the Australian Pharmaceutical Advisory Council
guidelines on the continuum of pharmaceutical care

to allow sufficient time for paperwork to be sent from hospitals and received by primary
health care providers before patients present for their first post-hospital visit.
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PBS reforms are being implemented gradually in a staged process across the state.
The following health services are participating in the reforms:

+ Barwon Health

+ Southern Health

+ Bayside Health

+ The Mercy Hospital for Women
* Peter MacCallum Cancer Centre
+ Central Gippsland Health Service
+ Goulburn Valley Health Service
* Melbourne Health

+ Royal Dental Hospital, Parkville
+ Eastern Health

+ Women and Children’s health

* Austin Health

For further information visit the website http.//www.health.vic.gov.au/pbsreform/

How has access to the PBS changed?

Under the new scheme, hospitals are able to prescribe PBS medication to all non-

admitted patients and patients leaving hospital, and will provide up to one-month's
(or clinically appropriate) supply of pharmaceuticals. These medications will be able
to be dispensed at the hospital pharmacy or at a community pharmacy.

Do patients need to pay for medication?

Under the National Health Act 1953, collection of a patient co-payment is required
whenever a PBS prescription is dispensed. The amount of the co-payment will be
different for general and concession patients. At present, most public hospitals
collect payments for pharmaceuticals dispensed to outpatients so there will be
minimal change. However, most hospitals do not currently charge patients for their
take home medications because only a few days medication is provided. Under the
new system, a co-payment will be collected. This is the same practice as in the
community where a charge is levied whenever a prescription is dispensed.

The benefits are that patients will be able to visit their local doctor for their first post-
hospital visit when it is convenient and appropriate for them, and not for the sole
purpose of obtaining more medication. It also means that hospital paperwork, such
as the discharge summary, should have reached a patient's usual doctor before they
present for their first visit, thereby keeping the community doctor better informed
and improving the patient's overall level of care.
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How should hospitals prescribe PBS medications?

Writing and dispensing of PBS prescriptions will be a new task for some staff.
Prescription forms need to be written and dispensed accurately in all cases, otherwise
the claim will not be processed for reimbursement by the Health Insurance Commission
(HIC). Training and education programs will take place in all public hospitals where
PBS prescriptions will be written, even if there is no pharmacy dispensary on site.

A new prescription form has been designed specifically for public hospitals wishing
to access the PBS reforms.

A hospital identifier number will be pre-printed on each prescription. This allows every
prescription to be linked to a particular hospital. Hospital prescriptions can only be
used by doctors employed by that hospital and for patients seen at the hospital.

All doctors must attend a training session run by the HIC in order to obtain a
Prescriber Number.

Options available for the dispensing of PBS medications

Hospitals are not obliged to dispense PBS items and may elect to send patients to

a community pharmacy. However, in these circumstances the prescription will still
be charged to the hospital. Hospital prescriptions dispensed in the community include
professional fees, which will be attributed to the hospital's claim by the HIC and
therefore contribute towards the hospital's ceiling level.

Small and rural hospitals may find it economically viable to send patients to community
pharmacies for dispensing. Metropolitan hospitals might also find it convenient to
send patients to their local pharmacy for dispensing on weekends and after hours.

Under the National Health Act 1953 public hospital pharmacies are prevented from
dispensing PBS prescriptions that originate in the community. Hospitals are able to
dispense hospital PBS prescriptions that originate from another participating hospital.

Tips for medication compliance

Take a complete medication history, including over-the-counter and complementary
medicines. Check for contraindications, allergic reactions and interactions between
medications.

Simplify dosing where possible.

Provide patients and carers with verbal and written information
(see sections 2.1 and 2.7), including:

medicine contents

- how to take the medicine

actions of the medicine

adverse effects, side effects and benefits of the medicine.
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Consumer Medicine Information (CMI) should be provided to every patient
commencing on new medication. The CMI contains consumer readable information
about the medication and its use, the precautions and possible side effects as well
as how and where to store it.

The physician, nurse and,/orpharmacist can provide medication advice and assistance.”

Education
Teach the patient and carer to monitor their medication use.

Teach the patient and carer self-monitoring skills
(for example peak flow measurement, blood glucose readings, blood pressure).

Help the patient and carer to learn how to obtain their test results
(for example, drug levels, blood glucose tests, clotting times).

Explain the changes in labels and containers to the patient when giving them
their medication to take home.

Provide the patient with medication charts.
Reinforce medication regimes.

Use special reminder packaging to help the patient adhere to the regimes
(for example, calendered blister packaging).

Provide counselling and family/carer therapy for complex medication regimes
(for example, insulin, antidepressants).

Follow up

Consider automated telephone assessment and self-care education calls with
nurse/pharmacist follow up.

Arrange supervision by community providers for patients identified as needing
further assistance (for example, HACC services and community pharmacist
(Home Medicines Review program).

Ensure the patient is followed up in the outpatient or community setting (this has
been considered the most important single intervention that has proven effective
in maintaining medication adherence and treatment outcomes™).
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Good practice example 2.4

Home visit from pharmacist results in safer use of medication

Bayside Health and Austin Health
Key results:
« Patients feel reassured
» Number of adverse effects has fallen
« Rate of readmissions related to medication has declined

A community pharmacy liaison officer visits patients at home, providing patients
with a review of all their medication and its storage.

For further information see: Appendix A

Evidence levels for quality use of medication

| = Evidence obtained from a  Eitects of care pathways Level

systematic review of all relevant — Efforts to assist patients with medication compliance improve |
randomised controlled trials (RCTs)  the benefits and efficiency of health care.”’

/I = Evidence obtained from at  \yhen hospital pharmacists communicate medication regimes Il
least one properly designed RCT 1, community pharmacist, interventions continue after hospitalisations.””
IV = Opinions of respected
authorities, based on care
experience, descriptive studies or
reports of expert committees

A medication profile received by the General Practitioner prior to the Y
first post hospital review assures the appropriate prescriptions are
completed before the patient runs out of the medications.”

Recalling patients who miss appointments post hospitalisation is an

effective and simple way of increasing medication regime compliance
9 74

and treatment outcomes in short and long-term treatments.
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2.5 Good practice in communicating
with general practitioners

“Discharge practices directly impact on patient outcomes, including the ability
of GPs and other community providers to provide quality care. A 1998 study
of adverse events within Australian general practice found that one of the
major contributing factors to adverse events was poor communication
between health professionals including clinical information about the outcomes
of hospital referrals or admissions and the expected role of GPs in post
discharge care.””

Governments, hospital staff, community providers and general practitioners (GPs)
recognise that quality and timely communication when the patient is leaving hospital
is the key to ensuring continuity of care, better health outcomes and a reduced
readmission rate.””” Effective communication between hospitals and GPs is essential
for continuity of patient care, including medication regimes.””

“What is most interesting in family Australian literature contains examples of poor hospital-GP communication, such
practice is not what the problem is @S inaccurate orillegible discharge summaries that led to the patient receiving
but what motivates people to seek  incorrect medication and poor continuity of care.”” Computer technology may
help for it. Something in the family, a  eliminate problems with the receipt and legibility of discharge summaries but other
hidden factor, will make the mundane  ansition issues also present challenges, for example, how to improve hospital staff

interesting" understanding of the roles of GPs in patient care.”
Dr Sandy Burstein,

New Yorker 23 Jul 84 P i is criti
ew Yorker 23 Ju Communication between GPs and hospital staff is critical

There are many anecdotal reports about poor relationships between hospital medical
staff and GPs.” However, studies of this relationship have found a high level of
‘mutual respect between the two branches of the profession and a strong desire

to build a personal relationship”.*’

On the other hand, many hospital registrars perceive GPs as monitors of care rather
than proactive participants in developing patient and family /carer management
plans and social support.”” GPs often feel alienated from the patient’s hospital
episode, even though they could help patient management and share information
about the patient’s premorbid health status.”

Some Victorian metropolitan hospitals have established GP liaison roles. Most of
these officers work in hospital-based positions funded by the Department of Human
Services, the hospital or a division of general practice. Their main roles are to facilitate
communication with GPs and to promote hospital staff understanding of GP roles.
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Good practice example 2.5A

Good communication with GPs improves continuity of care

Bayside Health
Key results:
« Realistic recuperation goals can be set
 Improved patient welfare through the continuity of medication regimes

Aged Care Services at Caulfield General Medical Centre contacts GPs at patient
admission to discuss patient health status and premorbid functioning (including
medication regimes) and dispatches discharge summaries to GPs within 24 hours
of patient separation. The patients feel more confident that they will receive
optimum treatment as the health providers are fully informed of their medical needs.

For further information please see: Appendix A

Good practice example 2.5B

Acute health medical officers and GPs
unite to enhance patient management

St Vincent’s Health, Inner Eastern Melbourne,
Melbourne and Otway Divisions of General Practice

Key results:
* Patients benefit from a consistent approach and better continuity of care
* Increased understanding of GP role by hospital staff

The hospital and three divisions of general practice have established a process
of communication between acute health medical officers and GPs at admission
to and discharge from hospital.

With the patient’s consent, the hospital medical officer contacts the GP and, using
this input, the hospital develops and records a care plan. Throughout the patient’s

stay, a multidisciplinary team contributes information on the patient’s health status
to a database, which creates a discharge summary. This is faxed to the GP.

For further information see: Appendix A
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The General Practitioner Register

The General Practitioner Register is an initiative of General Practice Divisions Victoria,
funded by the Department of Human Services and the Commonwealth Department
of Health and Ageing. The register is a repository of accurate information about GPs
and their work contact details. It was developed in response to the demand for
accurate GP contact information for automated notifications and electronic discharge
summaries. The register is audited and validated annually to ensure its information is
up to date.

The register is accessible to only registered Victorian hospitals. It includes the
following information about GPs:

* name
« gender

 primary practice address and alternative practice locations
« telephone and fax numbers

+ email address

« preferred contact method

* provider number.

Subscribers can use the web interface provided on the General Practice Divisions
Victoria web site (www.gpdv.com.au). Alternatively, they can download the database
in CSV, Microsoft Excel or Microsoft Access format to integrate with the hospital’s
information systems.

Timely and informative discharge summaries improve
patient transition

The flow of information between hospitals and GPs may be inconsistent, unpredictable,
“There is a much higher respect illegible and not sufficiently informative.**® Further, GPs may receive information
and level of tolerance of each others \yhen it is too late to be useful.”*® Hospitals often give discharge summaries to
professional role and contribution.” patients to deliver to their GP, yet studies have shown that over 70 per cent of
% For effective management
of post-hospitalised patients, it is ‘imperative that full information about patient
treatment and care is conveyed’ to the GP before the patient’s post-hospital review.”

Nurse Unit Manager,  gummaries never reach the intended destination.
Rural Hospital, EDS Review
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Good practice example 2.5C

Electronic recording enables discharge
summaries to be dispatched within an hour

Barwon Health

Geelong Hospital and the Grace Mackellar Rehabilitation and Aged Care Service
have accelerated the speed of dispatch of discharge summaries. A comprehensive
discharge summary of the patient’s hospital episode can now be dispatched to
GPs and community providers within an hour of the patient leaving hospital.

For further information see: Appendix A

Good practice example 2.5D

Improving communication between hospital
staff and primary care providers

Austin Health

A Primary Care Liaison Unit was established to improve communication between
the hospital and the primary care sector, including GPs. The unit provides a single
point of contact for hospital staff on primary care issues.

For further information: see Appendix A
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A template for discharge summaries

In August 1999, General Practice Divisions Victoria developed a minimum data set
for hospitals to provide to GPs when their patients are admitted to or leave hospital.
The hospital admission and separation notifications contain the following information:

Admission details Discharge details
Hospital name Hospital name

GP details GP details

Patient’s name Patient’s name
Patient’s identifier Patient’s identifier
Patient’s date of birth Patient’s date of birth
Admission date Admission date
Hospital unit Hospital unit

Contact number of GP for further information Discharge date
Admission diagnosis Discharge destination

Contact number of GP for further
information

Discharge diagnosis

Complete list of current medication
List of investigations

Unreported pathology results
Outpatient appointments

Requests/instructions/comments to
GPs, including hospital plans for follow-up
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Computer-generated discharge summaries

Information technology is considered to be useful for communicating hospital
information to community-based health practitioners™ but there is little evidence
that computer-generated discharge summaries improves outcomes.” Computerised
systems do, however, improve the efficiency and timeliness of audits of discharge
information.”

“A significant focus of discharge communication in Australia by both
divisions [of general practice] and hospitals has been on the development
of technological and computerised solutions .. .despite the level of activity
there is no good evidence, either from these projects or the international
literature to suggest that information technology can improve the quality
of discharge communication.”

The main information management/technology strategies that hospitals use
to facilitate better communication are:”

+ automatic notification systems such as DOCFAX in New South Wales (and email
equivalents) that notify GPs of admissions, separations, transfers and deaths

+ discharge faxes or emails from the hospital to the GP and faxed or emailed referral
forms from GPs to the hospital

+ GPs’ electronic access to hospital databases such as pathology and imaging
databases.

Improving communication between nurses,
allied health professionals and GPs

Nurses and allied health professionals can provide information about patient care
that is relevant to the follow-up care provided by GPs. When the input of nurses
and allied health professionals is added to the discharge summary, GPs receive
information of better quality and greater accuracy.”

Emerging trends in communication with GPs

The Division of General Practice Northern Tasmania and three hospitals have
undertaken a project to ensure better communication between hospitals and GPs.
They are developing a four-stage model of electronic communication. The model
uses events—including booking, presentation, admission and separation-to trigger
the forwarding of information to the GP. The transfer of information uses database,
encryption and emailing/faxing systems.”
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Tips for communicating with GPs

+ Obtain patient consent to disseminate information about the hospital
stay to the GP and community services when the patient first presents.

» Communicate with GPs when admitting and discharging patients.
» Consider using electronic systems to automate these processes.
* Involve the GP liaison officer (where available) in developing a communication system.

» Work with the local division of general practice to implement Enhanced Primary
Care Items and encourage GP input to admission assessment and transition planning.

» Consider communication systems that ensure both the quality and the timeliness
of information exchange with GPs.

« Consider privacy and confidentiality issues when implementing information systems.

» Use the General Practitioner Register or other similar database to maintain current
GP contact details.

Evidence levels for communicating with GPs

Effects of communication with GPs Level

IV = Opinions of respected
authorities, based on clinical

experience, descriptive studies or
reports of expert committees General Practice Divisions Victoria has developed minimum information 1%
levels for admission and discharge notification of GPs. o

Electronic medical records can facilitate cheap and rapid feedback Y
. . ) s ) 100
about the quality of discharge information given to providers.

Nurses and allied health professionals can enhance the quality %
q 2 102
and accuracy of information sent to GPs.
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2.6 Good practice in communicating between
community service providers and hospitals

A range of providers and agencies may deliver care to a patient during an episode
of illness. Good transition planning requires coordination and detailed, timely
communication among providers,”™ which leads to continuity of care. Good
communi- cation thus helps identify and meet patient needs, as well as avoiding
errors and adverse events.”” Communication difficulties are common across heath
care disciplines and sectors.’®"%"?%% A suggested solution is to use a uniform
approach to information management across the public and private sectors and in
acute, primary and community care.””

Information exchange is vital to good practice

Information hospitals should provide to community services

Community service providers require a variety of information, depending on the type
of service. A service such as Meals on Wheels needs information about the type of
diet, the size of meals and the numbers of delivery days. Nursing services may need
information on the diagnosis, prognosis, patient’s self-care ability and other services
initiated.”””" The patient or their carer may offer additional information, such as the
details of any psycho-social issues that influence the patient’s wellbeing and ability
to self care. Community service providers welcome further information, such as the
amount of support that the patient’s family/carer/neighbours can provide, as this
will assist their assessment and admission processes.

All community service providers need to know:

When a client who is currently receiving services is admitted to hospital
the expected date of discharge

the patient’s demographic details

the name(s) of a contact for further information.

Clinical information technology systems are rarely used in community care,””

even though written or electronic communication could significantly improve
communication between hospitals and community services.” That said, combined
electronic/manual systems have been developed in Victoria. These include common
referral tools that individual hospitals use to communicate with multiple community
services, common referral tools that entire regions of hospitals and community
services can use, and electronic referral systems that single units/disciplines of
care across a health network can use.
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Good practice example 2.6A

Generic inter-hospital transfer process improves patient care

Goulburn Valley Health

Key results:
* Receiving hospitals receive better information about patients’ health needs and status
« Patients are asked fewer repetitive questions when transferred
 Fewer adverse events from poor information sharing

The Goulburn Valley Health has developed a generic, inter-hospital transfer
document, with specialty service modules. The transfer document provides the
receiving hospital with all the information they will require about the transfer.

The process has been implemented in health services both within and outside
the region.

For further information see: Appendix A

Information that community services should provide to hospitals

Hospital staff rarely contact community service providers to obtain information
about how the patient and their carer managed at home prior to the hospital
admission. However, this information can be important in assessing a patient’s
health and psycho-social status both in respect to the hospital admission, and the
assessment for the patient’s post-discharge needs.”” Within some of Victoria’s rural
hospitals, however, close liaisons occur between the staff in community and hospital I feel tha.’t the Cu{tural change

’ ’ is occurring, but like all changes
settings. Staff often work in the same building or across services. This proximity it takes time.”
provides opportunities for communication about patients, thus assisting continuity

) ) ] Metro Hospital Staff, EDS Review
of care across the acute service and the community services.

Some metropolitan hospitals employ community service liaison personnel that
attend transition planning meetings and hospital discharge rounds and/or visit the
patient and their family /carer in the hospital setting. The liaison officer provides
hospital staff with information about the patient’s ability to manage in the home
environment and about the community services available in the patient’s region.
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Community service providers can inform hospitals about:

the patient’s premorbid status

the current patient care /management plan

the patient’s social support system

the services that the patient receives

the patient’s ability to manage in the community using current service levels

the patient’s ability and willingness to comply with their health management plans
(for example their medication, exercise and diet plans).

Good practice example 2.6B

Universal transfer policy a success all round

Barwon Sub Region Consortia
Key results:

Improved continuity of care
Streamlining of patient assessments

Increased flexibility around transfer times and medications being dispensed
appropriate to the needs of the aged care facilities

The Barwon Sub-Region Consortia (54 aged care providers and four public
hospitals) developed a universal transfer policy and transfer form that is now
used by each organisation.

The form is completed at the time of transfer and faxed to the receiving service,
containing all the information necessary to continue care from one setting to
the next.

For further information see: Appendix A
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Good communication is the key to successful transition

The transition from hospital to the community may influence patient outcomes,

yet the information flow is perceived to be the poorest at this stage.”® Networking,
communication and input from key individuals are fundamental to effective discharge
practice.”” They allow timely and adequate information exchange between the hospital
and community service providers. As a result:

+ the required equipment for patient care is available when required
« community services are available when required

« community staff are able to provide appropriate care.

The Department of Human Services review of the Effective Discharge Strategy
revealed that 61 per cent of community services in the metropolitan regions and

71 per cent in the rural regions considered written communication from hospitals
118

to be satisfactory.” The following are examples of good communication:
« referral letters that include complete and accurate documentation
"Meeting with community service
providers provided insight into their

+ communication that is legible issues, and a clearer understanding
of service levels."

+ medications that are correctly transcribed

« community service providers receive the communication on time
Good Practice Guide Interviewee

+ electronic discharge summaries that are available to GPs and community
service providers.

Identifying which community services are used by patients

Patients and carers may have difficulty in identifying which community services
assisted them before admission, giving only vague descriptions such as ‘Rosie
comes to vacuum and dust’. Hospital staff need to know the community service
delivery systems within their region so they can contact the appropriate provider
to clarify service arrangements.

Many patients with complex care needs have a case manager in the community.
Hospital staff should liaise with the case manager, who can contact existing
community services and assist the hospital staff with transition planning. Most
hospitals have also developed an assessment and referral tool that guides hospital
staff in making internal and external service referrals (see Attachment 1).



“It (communication with
community providers) has raised
awareness...of the impact on
these services and clients if
information doesn’t flow...”

MPS, EDS Review
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Good practice example 2.6C

Linking hospitals and maternal child health nurses
ensures continuity of care for young children

Swan Hill District Hospital

Swan Hill District Hospital has developed a system of notifying the Maternal
and Child Health Nurse (MCHN) when children under six are admitted to hospital.

When a child is admitted, the hospital contacts the MCHN by telephone and
informs them of the child’s changed needs. The MCHN provides ongoing
education and advice to the family when the child leaves hospital.

For further information: see Appendix A

Community service directories - a vast resource

Many hospitals, community services, and state and Commonwealth departments
have developed community resource files. These resources are available as wall
charts, manuals, web pages, CD-ROMs and interactive web sites. Those available
on the Internet include state and national directories, and specific resources for
local government areas or target disease/needs groups. These references can
help hospital staff, patients and carers identify relevant community services.

The resources contain contact information, service hours, service descriptions
and eligibility criteria (for local services). A list of service directories is available
in Appendix C.

Local service directories

Most Victorian hospitals have developed local service directories. These directories
include process information in addition to the contacts and service descriptions
found in general service directories. They also usually contain referral forms and

a description of the eligibility criteria for each service.
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Good practice example 2.6D

Poster aids referrals to medical, allied health
and community providers

Wodonga Regional Health Service

Wodonga Regional Health Service has developed a services poster that shows
referral processes and criteria. The hospital’s Emergency Department and wards
and departments display this tool for easy reference.

For further information see: Appendix A

Simplifying communication processes helps everyone

Many hospitals and community services have been working together within their
regions to develop uniform referral tools with agreed information that provides
consistency across the local service system. Hospitals should use the primary
care partnership suite of tools for all referrals to community services.

Good practice example 2.6E

Uniform notification process leads to improvements
in post-hospital referral services

Wimmera Health Care Group and East Grampians Health Service
Key results:

« Patient services commence promptly after discharge

* Improved information content of referrals

Hospitals within the Wimmera and Grampians region use a uniform notification
and referral process.

When patients enter hospital, the admission process identifies any community
services that the patient received before admission. The hospital faxes these
services to notify them of the patient’s admission and referral information.

Annual audits within each health service review the process to ensure ongoing
improvement.

For further information see: Appendix A



“Meeting with community service
providers provided insight into their
issues, and a clearer understanding

of service levels.”

Good Practice Guide Interviewee
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When should information be exchanged?

With the patient’s consent, the hospital needs to communicate with community
service providers at the following points of care:

At admission

Perioperative services or pre-admission clinics need to communicate planned
admissions to community service providers before admission.

The hospital should notify community service providers of unplanned admissions
at the time of hospitalisation.

Once notified of a patient’s admission, community service providers should contact
the hospital department to discuss premorbid health status to ensure continuity of
care while the patient is in hospital.

When the discharge date is known

The hospital needs to advise community services of the planned discharge date
as soon as possible to enable them to plan the necessary post-hospital service
commencement.

Some community services have processes that require earlier notification of the
plan for patient transition, such as a patient assessment that the provider needs
to do before accepting the referral. This assessment can be done at pre-admission
for elective patients and 48 hours prior to separation for other patients.

On separation from the hospital

Hospitals need to confirm with community services that the patient has left

the hospital and that service provision needs to commence.

Tips for communicating with community providers

Inform community service providers as early as possible of a patient’s admission
and their expected date of discharge. For elective hospitalisation, provide this
information before admission.

Ensure community service directories are accessible to staff and up-to-date,
and encourage staff to use them.

Develop links with the health service’s liaison officer (the community liaison
officer/GP liaison officer/discharge planner/care coordinator).

Formalise the role of any community liaison personnel within each ward and unit,
and ensure staff are aware of how and when to contact them.””

Identify information needed to help staff communicate with community services.
Educate hospital staff about the community services available in the region.

Invite community service representatives to educate hospital staff about the
services they provide and to establish networks.
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Evidence levels for communicating with community providers

Effects of communication with community services Level

Good transition planning requires coordination and detailed, Il
. S . 120
timely communication among providers.

Good communication helps identify and meet patient needs,
) ) - 121
as well as avoid potential errors and adverse clinical events.

A uniform approach to communicating with community providers is recommended. Y

| = Evidence obtained from a
systematic review of all relevant
randomised controlled trials (RCTs)

/I= Evidence obtained from at
least one properly designed RCT

IV = Opinions of respected
authorities, based on clinical
experience, descriptive studies
or reports of expert committees



Improving patient transition from hospital to the community: a good practice guide 49

2.7 Good practice in communicating with carers

Successful patient transition from hospital requires ‘open, honest, continuous
and timely communication among health care professionals and between health
care professionals, patients and their carers’.”” Failure to include carers and family
members in transition planning can place patients (particularly older persons) at
risk of readmission,”*"* yet this exclusion often occurs.

The post-hospitalisation period can be a time of escalating responsibilities for
carers, when they often put their lives on hold to attend to care giving.”” It may
mean having to quit or cut back on work, studies, social or community activities.
Time with and care of other family members may also be sacrificed to meet patient
care needs. These strains, combined with practical and emotional care responsibilities
can place considerable burden on the carer’s own physical and emotional wellbeing.””’

Hospital admission can be a difficult time for a carer because it often heralds
a change in the patient’s condition and care needs.”” It may mean that:

« a family member is unexpectedly thrust into the caring role as the result
of an accident or major event, such as stroke or heart attack

* the carer’s role changes from short term to ongoing,

“We cannot separate the health of the carer faces additional care giving responsibilities, particularly if the patient’s

the individual from the health of the condition has deteriorated,
family, the community, the world.” "« the carer feels unable to manage an extra burden of care, if exhausted after
Patch Adams — many years of caring or is themself in poor health,

« the carer needs to adjust their role, if the patient requires residential care
or palliative care.

Choices in taking on these new or additional care responsibilities are infrequently
discussed with carers by hospital staff.””

Health professionals, patients and their carers often have different expectations
of a patient’s health status and self-care during and following hospitalisation.”’
These differences can arise because during hospitalisation patients and carers
receive different information about the care requirements, or because the carer
is not recognised, involved or provided with adequate information.””"™*

Carers need information and support to help them care

To manage the post-hospital period, carers need to be well informed, be provided
with choice and supported in ways appropriate to their particular circumstances.
Carers manage most effectively when they feel competent and in control.

The provision of information, education and ongoing communication (including
post-hospital nursing visits) can facilitate carers’ skills and confidence.” These
interventions can help carers accept assistance, feel less vulnerable about their
decision-making and be more able to undertake the caring role.



50 Improving patient transition from hospital to the community: a good practice guide

A transition plan should identify who is the patient’s main carer and consider the
carer’s ability to provide ongoing care. The carer needs time to consider how much
and what type of care they can provide. The carer may have personal issues, such
as poor health, a strained relationship with the patient or difficulty in finding the time
to provide care. Such strains can be heightened for carers of older patients who
have functional and cognitive impairment.” The carers’ willingness, availability and
ability to provide post-hospital care should not be assumed. These can change, so
must be reviewed with each admission.

Carers Victoria gives the following advice about carer involvement in transition
planning:”

“The hospital needs to recognise and engage the carer at the time of the
patient’s admission. Hospital staff need to identify whether the patient has a
carer (and who that person is) or needs a carer (and who that is likely to be).
Be aware that carers may not view themselves as carers but as partners,
parents, sons, daughters, friends etc, nor live with the patient.”

What carers need

« Carers require meaningful involvement in the patient’s care, from the admission
assessment through to transition planning.”**™ This involvement should be based
on a partnership approach and may include:

contributing information about preadmission care arrangements and how they

were managing (that is, whether they required further help). “Discharge checklist ensures all

- helping health professionals to understand the patient’s pre-admission health requirements for discharge occur

status and self-care ability and progress/deterioration during the hospital stay. especially to support
patients/carers in the community.”

CEO Metro Hospital, EDS Review

considering the carer’s individual needs and specific circumstances, including
cultural, religious, geographic, health and age.

exploring options with the multidisciplinary team for the patient’s care post-
hospitalisation, including family members and formal services.

« Carers need timely preparation for the patient leaving the hospital. They may need:

- training in care management, including safety, medication and use of equipment,
and behaviour management.

- information and understanding about the carer experience, in particular grief and
loss and self care strategies

- information about community, residential and carer services and the assistance
that these can provide.

« Carers need an estimated discharge date and time so they can make arrangements
to be available, for example, arranging time off work.

+ Staff need to ensure that health and practical assistance is in place before
discharge occurs
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What the hospital should provide

Providing carers with the following information at admission helps them understand
the hospital system and be more involved in transition planning

written and verbal information about the hospital and the discharge process
when the patient is admitted

Such information may include car parking, accommodation close to the hospital,
meals and meal times, visiting hours, counselling services, the location of the
social work department, transport availability, and contact names and numbers
for the discharge co-ordinator and other members of the health team (including
the medical officer, the nurse and allied health personnel).

Copies of the patient rights and responsibility brochures and information relating
to the complaints mechanisms.

Providing carers with the following information helps them manage post-hospital

.138,139,140,141,142,143,144,145,146
Care:

the patient’s medical condition and possible complications
the expected recovery time

the treatment plan

the patient’s dietary requirements

the patient’s mobility and activity restrictions

instruction on medication, including the possible side-effects and administration
techniques

strategies to assist the patient to adhere to treatment regimes, how to manage
and difficult behaviours arising from cognitive or psychological factors associated
with the illness

how to recognise signs of complications and emergency numbers to contact

how and when to use equipment and aids; where to access these and subsidies
available if not provided by the hospital

what to expect in terms of general practitioner (GP) involvement and specialist
follow-up.

patient appointments

community services referrals (including contact names and numbers, the types
of service and the commencement dates).

names of organisations and services that may be useful (such as condition specific
organisations, Carers Victoria, support groups, respite services).
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The provision of new information needs to be in formats and language appropriate
to different patient and carer groups. Information, either written or verbal, needs to
be timely, repeated and checked out to ensure patients and carers understand that
information. Follow-up education and discussion about ongoing care are essential
in helping patients and carers learn. One suggestion is that the education provided
to cardiac surgery patients the day before leaving hospital could include a class for
family/carer and patients.” The class could provide the patient and family /carer
with education materials and emergency/non-emergency contact numbers. It should
include adequate opportunity for general discussion and questions. Post discharge
home visits and community appointments can also effectively clarify and reinforce
earlier information to patients and carers.

Involving patients and carers in decision-making facilitates positive results.
Participation in decision-making enables the patient and their carer to have a sense
of control, which decreases their psychological distress and increases their
confidence in hospital and community services.* This involvement is particularly
important in transition planning for a patient moving to an aged care residential
facility Changes in living and care giving arrangements can have far reaching effects
on the patient, their carer and extended families. Significant grief and loss issues
may need to be addressed. However, change in health status often creates an ideal
opportunity for hospitals to discuss and re-assess a patient’s circumstances which
can include visiting the patient’s home, reviewing carer arrangements, visiting a new
residential facility.

“Patient and family/carer member satisfaction with traditional discharge
planning has consistently been linked with their degree of involvement in
the decision making process, increased involvement resulted in enhanced
satisfaction .. .family caregivers who were more involved in this process also
reported better health and were more accepting of the caregiver role.”’”

The role of patients and carers in program
and practice development

As yet, few health services have developed effective working partnerships with
patients and family/carers or delegated control to them to enable shared decision
making.”” Hospitals invite patient and carer feedback and participation in project
implementation, but they rarely involve patients and carers as active participants
in problem solving and project development.”’
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Helping carers to manage post transition

To decrease the burden of care and maintain the carer’s wellbeing, the hospital
may need to provide (or facilitate the provision of) the following:’*

* help with problem solving

* preparation for the care giving role through education, information
and support groups

« counselling or support to address grief and loss and other personal
or relationship changes

« advice on maintaining the carer’s good health
« regular time out for the carer, including day and overnight respite if required.

« Information about Centrelink carer entitlements or other avenues of financial
assistance to manage care related costs

Getting patient and carer feedback

Hospitals can learn about the effectiveness of their transition planning by obtaining
patient and carer feedback on the quality of discharge processes in the acute hospital
setting. They can use this information to give feedback to staff (particularly positive
reinforcement of activities that meet patient and carer needs) and identify how to
improve patient and carer transition. Most hospitals use patient and carer satisfaction
surveys that provide either unit-specific feedback or organisational feedback. The
Victorian Patient Satisfaction Monitor provides the latter and allows for comparison
with the results of similar health services.

The P.R.E.P.A.R.E.D tool (see Attachment 1) offers a comprehensive way of completing
the quality cycle. The tool can be copied from this guide, however, if is to be utilised
in a research capacity or as an ongoing measurement, it is advised that contact is
made with the University of South Australia (see reference) to clarify the statistical
implications. The tool has identified four domains in which hospitals may improve
their processes: ™

« information exchange (regarding community services and equipment)
» medication management
* preparation for coping after hospitalisation

» control of the transition circumstances.
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Helpful resources for patients and carers

The services and Internet sites that provide carer-specific information
and support include:

Carers Australia (www.carers.asn.au/)
Carers Victoria (www.carersvic.org.au/ , or Freecall 1800 242 636)

Carer Services (of the Rural and Regional Health and Aged Care Division,
Department of Human Services) (www.dhs.vic.gov.au/rrhacs/index.htm)

Carer Respite and Support Services - regionally across Victoria
(http:/ /vcsn.infoxchange.net.au/ , or Freecall 1800 059 059)

Carer Support (a disability service) (www.advocacyhouse.org/vicnord /about.html)

National Resource Centre for Consumer Participation in Health
(www.participateinhealth.org.au/about_us/how_we work.htm)

Health Insite (www.healthinsite.gov.au/)

A key resource for carers and hospital staff is the statewide Commonwealth funded
Carer Resource Centre auspiced by Carers Victoria. The centre provides written

information for carers on a range of topics in English and community languages and
can provide ward staff with sample discharge kits. Assistance to carers and staff is
also provided through the Freecall line, educational programs and carer counselling.

Another useful resource for hospitals and carers is the National Resource Centre
for Patient and Carer Participation in Health. This is a Commonwealth funded centre
that acts as a clearinghouse for information about methods and models of community
and patient feedback and participation, including examples of good practice.
Regarding patient and carer feedback and participation, the centre identifies emerging
issues, informs and influences policy and practices, and supports the implementation
of effective processes within the health sector.”*

Carer Checklists

Checklists are a useful tool that hospital staff can use to ensure that all required
areas have been covered. Carers Victoria has developed a checklist for health
providers to use when planning for discharge (Attachment 2).

Similarly, hospital staff can use the following checklist when communicating
with carers.

“We now know more about our patients
socially are able to help them cope with
problems that could be worrying them
about going home.”

DON Rural Hospital, EDS Review.


(http://vcsn.infoxchange.net.au/
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Communication checklist

Determine the carer’s preferred language.
Decide whether an accredited signer or interpreter is necessary.
Check whether a medical condition is complicating poor English proficiency.

Allow time and encourage the carer to tell you about any issues, needs or problems
they may be experiencing.

Check whether the carer and family members understand what is causing the
patient’s health problem.

Check whether the carer is aware of the patient’s health care priorities.
Ask the carer and other family members about the level of involvement they would like.

Search for any other support networks that may be available to the carer (for
example, religious networks, friends, community organisations, self-help groups).

Check that the carer understands the diagnosis, the reason for particular treatments
and how to perform or use treatments. Use plain language and avoid medical jargon
as terms familiar to hospital staff may be confusing or misattributed by families.

Ask the carer to explain in their own words (via the interpreter if necessary) or show

you how a treatment works,.

Check whether the carer is using any alternative treatments.
Check whether the carer understands what and why follow-up is required.
Give the carer and family members an opportunity to ask questions.

Confirm that you and the carer have a shared understanding of the problem
and the plan of action.

Confirm that the carer agrees with the plan of action.

Source: Adapted from www.health.qld.gov.au
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When the patient consents to sharing information
with the carer-further tips

+ Create a ward environment that is welcoming and supportive of carers
and family members

+ Help the carer communicate with the treatment team. Invite them to be present
at the patient’s medical review or arrange a consultation with the medical officer.

* Involve the carerin the transition planning through facilitated meetings between
the health care team, the patient and the carer. Utilise the EPC Medicare items
to include both GPs and carers in discharge case conferencing and planning

+ Follow up patients and carers after hospitalisation (see Section 2.8).
+ Consider providing education and networking for carers of specific patient groups.

+ Review the hospital’s approach to patient and carer communication, for example, the
use of written and verbal communication tools and the post-hospital follow-up call.””

« Standardise information packages, using best practice templates.
+ Work with other health services to share resources for communicating with carers.
+ Facilitate the translation of information packages in languages other than English.

+ Develop information sessions that prepare patients and their carers for the transition.

Evidence levels for communicating with carers

Effects of communication with carers Level of evidence

Successful patient transition from hospital requires ‘open, honest, Il
continuous and timely communication among health care professionals,

. . . , 156
and between health care professionals, patient and their carers’.

Failure to include carers and family members in transition planning [1I-2
can place patients (particularly older persons) at risk of readmission.””’

The provision of information, education and ongoing communication Il
(including post-hospital nursing visits) can facilitate a carer’s confidence.*®

Providing carers with information helps them manage post-hospital care.”” Il

Participation in decision-making enables the patient and their carer to |
have a sense of control, which decreases their psychological distress
and increases their confidence in hospital and community services.

Education should be timely and provided in writing (for example, written Il
information on the resumption of normal activity, diet, medication, exercise,
follow-up arrangements and emergency Contacts).m

| = Evidence obtained from a
systematic review of all relevant
randomised controlled trials (RCTs)

/I= Evidence obtained from at least
one properly designed RCT

/lI-1 = Evidence obtained from
well designed controlled trials
without randomisation

1ll-2 = Evidence obtained from
well designed cohort or case
control analytic studies, preferably
from more than one centre or
research group
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Attachment 1:
PREPARED carer questionnaire
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Attachment 2:
Carers Victoria discharge check list

—
Remembering Carers in Discharge- -

Carers
Some prompts Victoria

A Carer is someone (usually a family member) who provides support to children or adults who have a
disability, mental illness chronic condition or who is frail aged. Carers can be parents, partners, sons,
daughters, brothers, sisters or friends of any age

Have you identified if the patient is a carer, has a family carer or will need one on discharge?

If the patient is a carer, -
Have you discussed whether

q the person(s) they care for has adequate alternative care arrangements while the carer is in
hospital

they have any concerns about how they will manage their care responsibilities on discharge
q and what impacts these may have on their recovery

q additional supports may be required to support their caring responsibilities and recovery on
discharge

If the patient has/will have a carer, -
Have you talked/discussed with the carer about?

Their own health, emotional concerns or other issues that arise from or affect their caring (eg
q poor health; work or other family commitments; grief reactions, stress or intimacy issues)

How confident and able they feel about their caring responsibilities after discharge?

the supports they may need from other family members or services after discharge (eg respite,
q carer education, assistance with household tasks, equipment)

q discharge arrangements with the carer (date, time, transport) and given 24hr notice about
discharge

Have you provided the carer with

Service information and made referred (eg regional carer service) to address carer support

q needs

Plain language information to the carer about the patients illness, prognosis, treatments,
q medication and care management

A follow-up date when they will be contacted to see how they are managing and services
q working out

Contact name and 24 hr contact number to carer if they have worries post discharge

\\Svr001pdc\DataPublic\Carer Representation\Education&Training&Community Development\Discharge check list 1.do

ovcnn Ninbamin Ainahnasea ahaal Tae Mo 2000
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2.8 Good practice in telephone follow-up

The transition from an acute hospital to the community can be a difficult time for
patients and their carers. Back in the community, patients may feel confused about
the information they have received. They may not know, for example, how to manage
their medication and equipment, or how to contact the community services they will
be using. Further, if their social circumstances have changed, then patients may need
more assistance than that arranged while they were in hospital. For all these reasons,
a telephone call from the hospital can help a patient by providing reassurance,
information and service referral.

Telephone follow-up is important for patients and the hospital

Patients and carers are receptive to being telephoned after hospitalisation
and it completes the episode of care.’” Telephone follow-up:

provides feedback to clinicians about patient and carer’s progress.’

gives patients an opportunity to resolve their post-transition issues.”**'* Patients

are unlikely to contact the hospital for information they need after leaving hospital.”*’

increases the number of patients who keep outpatient appointments and follow
their discharge instructions.’”’*

can reduce the readmission rate and the cost of care.”**””
is quick, cheap and effective.”

Follow-up calls may involve a discussion of the following issues and interventions.
172,173,174,175

Issues include:
health/social /financial problems
safety and medication

difficulty in accepting a changed health status.

Interventions include:

guidance and support

instructions

referral to a general practitioner (GP) or other health professional

education.
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Identifying patients for follow-up

Hospital staff have conducted both formal and informal telephone follow-up for
many years. Telephone follow-up is part of routine care for day surgery patients in
Victorian public hospitals but not for all patients going home. Studies have examined
the benefit of follow-up calls to patient groups who received either a specialist service
(such as ophthalmology or cardiology) or accident and emergency services, and to
vulnerable patients (patients over the age of 75 years). Hospitals should identify
which patient and carer groups would most benefit from telephone follow-up.

Tips for a telephone follow-up
Determine which patients need follow-up. Patient groups that may benefit include:
- all patients who have a positive risk screen for discharge and/or

- all patients who have a negative risk screen and are unlikely to receive
post-transitional services and/or

- patients who receive case management
(such as post acute care or midwifery visits).

Determine who should telephone the patient post hospitalisation: a ‘named nurse’,
pharmacist, social worker, medical officer, allied health professional or administrative
staff. The team members can make this decision.

Provide staff with special telephone skills/training (or identify a staff member who
already has the skills) for communicating with patients who have hearing deficits,
mental illness or memory disorders.” The specially trained staff can then follow
up these patient types.

Develop an interview tool (see examples from Beechworth Hospital or The Alfred).

The tool should contain the patient’s name, unique identifier and telephone number,
the preferred call time, questions to ask, any requirements (such as interpreting
services) and an area for recording responses and referral details.

Some tools also collect audit information

(for example, the number of calls to the patient before getting a response).
Before the patient leaves the hospital:

- obtain the patient’s/carer’s consent for the follow-up call

- ask them to nominate a call time

- check that their telephone details are correct””

- check their language skills and record any special needs for the telephone follow-up.

Ensure translation and interpreter services are available for calls to patients
from a non-English speaking background.””
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Good practice example 2.8A

Calls to ‘at-risk’ patients after discharge enhance patient care

Bayside Health

A ‘named nurse’ telephones all patients assessed as being ‘at risk of discharge
needs’ after returning to the community. All patients (except those being transferred
to another hospital) are assessed for the need for a follow-up call.

Actions from the call are documented and the hospital takes all care to maintain
confidentiality when contacting patients.

The ward staff audit the data sheets each month for feedback.

For further information see: Appendix A

Good practice example 2.8B

Post-discharge telephone calls improve patient satisfaction

East Grampians Health Service

All patients going home from East Grampians Health Service, Ararat Base receive a
telephone call to assess whether their post-hospital needs are being met. The
hospital routinely includes information from the call in the patient’s medical record
and the nurse follows up any issues from the call.

The hospital developed and trialed the follow-up process in 1998 then expanded its
use across the health service network in 2000.

For further information see: Appendix A
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Good practice example 2.8C

Post-discharge follow-up calls improve patient care
and referral relationships

Otway Health and Community Services
Key results:
* Increased patient, GP and staff satisfaction
* Increased patient compliance with treatment plans
» Reduction in unplanned readmissions

All patients going home from Otway Health and Community Services receive a
follow-up call within one to five days of leaving hospital. The call addresses post-
discharge issues and patient satisfaction.

The hospital immediately follows up all issues and these are documented on the
patient’s clinical pathway form.

For further information: see Appendix A

Evidence levels for telephone follow-up I Evidence obtained from at least

Effect of telephone follow-up Level of evidence one properly designed randomised

Telephone calls are a low-cost, effective intervention [ controlled trial (RCT)

that has the potential to reduce the readmission rate.””
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Attachment 1:
Example of telephone follow-up.
The Alfred ‘Patient call back data sheet’

U.K,|

THE ALFRED Patient Call Back Data Sheet Surname (N
Diagnosis : l l
Discharge date: Discharging ward: Given Names
Unit: Nurse to make call: [ ]
Patients discharged home (including hostel, SRS etc) should be called if : tick all that apply
I” Positive discharge risk screen I Community services arranged for post discharge ™ First presentation to a hospital
I© Discharged home via Medihotel ¥ Multiple/unplanned readmission(s) in previous 6 months T Complex needs

I©  Other as determined by professional judgement eg other ‘at risk’ factors ~ Please specify:

OR: Patient does not need to be called for one of the following reasons: tick all that apply & sign/date/print name at bottom of form
I” Patient does not meet any of the above criteria and is not considered to be ‘at risk’

I” Patient refused call Specify reason:
I” Follow up via other areas/units eg RAS, A@H, heart failure unit, heart/lung transplant etc. Specify area/unit:
I Ongoing readmission where treatment is part of the same episode of care eg ongoing renal dialysis

I" Other Specify reason:

Person to receive call: I Patient ¥ Family/Relatve ¥ Carer K Friend  Name:
Please specify why an alternative person has been nominated (eg NESB, deaf, speech disorder etc) :
Contact number (i different to Patient label): Date of call (within 10 days post
RN: i : Date:
Please review & refer to the Discharge Plan MR E-66 prior to & during the follow-up phone call (Note also follow-up ph call guidelines re confidentiality)
“Hello, this is .......... , may | please speak with ............ (nominated contact person) ”. Once speaking with the nominated person, reintroduce self &
continue: “/ have a few questions to ask you relating to your recent hospital stay at The Alfred, which will only take a few minutes of your time.”
Status of Call: Spoke with: ¥ Patient K Family/Relative I Carer I Friend " Other

I No answer I Answering machine I© Patient readmitted before call I” Patient deceased

Questions relating to Health status of the patient
1. Do you (or your family/carer) have any questions or are you experiencing any difficulties relating to your recovery from your

“condition for which you were in hospital”? I Yes I No
If Yes, Details:

Questions evaluating the effectiveness of The Alfred’s discharge planning

2. Have the Community Services arranged for you started as expected? r Yes ¥ No Ir NA
If No, Reason/details:

3. Have you needed to arrange services other than those arranged by The Alfred? r Yes r No
If Yes, Reason/details:

THTTHQC VI VI UNWVWI TTVD TNITTVA

4. Do you have the details or have you already attended your GP / Outpatient appointments? r Yes ¥ No r NA
If No, Reason:

5. Do you have any questions about your medications &/or are you having any problems with them? r Yes ¥ No Ir NA
If Yes, Reason/details:

6. Do you have any other concerns? r Yes r No
If Yes, Details:

No action required: ¥

Action required:
a) Referral back to staff member/department involved during the admission to follow up services or reinforce education (tick appropriate box):

I Unit HMO/Registrar I Outpatients ¥ RDNS I PostAcute Care K Social Work K Physiotherapy ¥ Pharmacy
I Occupational Therapy ¥ Care Co-ordinator ¥ Other

b) If a new or multiple need(s) has arisen, call the Rapid Assessment Service Help/advice line. Referralto: ¥ RAS help/advice line (x6561)
Ifit is after hours & a medical issue, contact the Unit Medical staff (see (a)) &or advise the patient to visit their local GP/hospital
Recommendation made for patient to visit (tick appropriate box): ¥~ Local GP ¥ Emergency/Local hospital

Ado~ nioaavt irvinoiat

¢) Advice git & patient’s resp

Other comments: All elements of the Discharge plan appropriate and in place as arranged ¥ Yes ¥ No [If No, please explain
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Appendix A 1

Good practice in Victorian public hospitals:
A selection of successful examples

Good practice example 1.3A

The Discharge Planning Unit provides
single point of contact for hospital staff

Western District Health Service 3

Good practice example 1.3B

IS

A generic approach to patient assessment and
discharge reduces unplanned hospital admissions

Peninsula Health

Good practice example 1.3C
Case management model a success with heart patients
Eastern Health

N oo oo o p»

Good practice example 1.3D

Primary midwifery care partnerships provide
better results for both women and their midwives

Northeast Health Wangaratta
Good practice example 1.3E

O O N N

Case conferences improve transition planning
and communication with patients

Western Health 9
Good practice example 1.3F 1

Medically led discharge meetings result in better transition planning 1

Northern Health 1
Good practice example 1.4A 12
Training staff in transition practices increases patient satisfaction 12
Wodonga Regional Health Service 12
Good practice example 1.4B 13
Video helps improve interdisciplinary team meetings 13
St Vincent’s Health 13
Good practice example 1.4C 14
Educating staff in transition practices 14

leads to higher patient satisfaction
Colac Community Health Service 14



Good practice example 1.4D
Successful integration of psychiatric care into an acute hospital unit
Mt Alexander Hospital
Good practice example 2.1A
Guide assists staff to produce better patient information
Austin Health
Good practice example 2.1B

Poster leads to improved transition planning
and higher patient satisfaction

Gippsland Regional Consortia
Good practice example 2.1C

Pulmonary patient rehabilitation program
records 96 per cent patient satisfaction

Kerang and District Hospital
Good practice example 2.2
Patients benefit from regionally aligned assessment documentation
Stawell Regional Health
Good practice example 2.3A
A coordinated approach to stroke rehabilitation
Goulburn Valley Health
Good practice example 2.3B

Increasing patient empowerment
and clinical leadership through pathways

Bayside Health

Good practice example 2.4
Home visit from pharmacist results in safer use of medication
Bayside Health and Austin Health

Good practice example 2.5A
Good communication with GPs improves continuity of care
Bayside Health

Good practice example 2.5B

Acute health medical officers and GPs
unite to enhance patient management

St Vincent’s Health, Inner Eastern Melbourne,
Melbourne and Otway Divisions of General Practice

15

15
16
16
16
17
17

17
19
19

19
20
20
20
21
21
21
22
22

22
23
23
23
24
24
24
25
25

25
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Good practice example 2.5C 26
Electronic recording enables discharge summaries 26
to be dispatched within an hour
Barwon Health 26

Good practice example 2.5D 27
Improving communication between hospital 27
staff and primary care providers
Austin Health 27

Good practice example 2.6A 28
Generic inter-hospital transfer process improves patient care 28
Goulburn Valley Health 28

Good practice example 2.6B 29
Universal transfer policy a success all round 29
Barwon sub-region consortia 29

Good practice example 2.6C 30
Linking hospitals and maternal child health nurses 30
ensures continuity of care for young children
Swan Hill District Hospital 30

Good practice example 2.6D 31
Poster aids referral to medical, allied health and community providers 31
Wodonga Regional Health Service 31

Good practice example 2.6E 32
Uniform notification process leads to improvements 32
in post-hospital referral services
Wimmera Health Care Group and East Grampians Health Service 32

Good practice example 2.8A 33
Calls to ‘at-risk’ patients after discharge enhance patient care 33
Bayside Health 33

Good practice example 2.8B 34
Post-discharge telephone calls improve patient satisfaction 34
East Grampians Health Service 34

Good practice example 2.8C 36
Post-discharge follow-up calls improve patient 36

care and referral relationships
Otway Health And Community Services 36
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Good practice example 1.3A

Contact for further information The Discharge Planning Unit provides
Gillian Jenkins CNG single point of contact for hospital staff
Manager

Discharge Planning Unit
Western District Health Service
Telephone: 03 5571 0504 Aim
Fax: 03 5571 0323

Email: Gillian.Jenkins@wdhs.net

Western District Health Service

To improve the patient transition planning process

How

Western District Health Service established a multidisciplinary Discharge Planning
Unit to provide hospital staff with a single point of access, for assistance with patient
transition planning.

The unit, located at Hamilton Hospital, developed transition documentation and
a resource folder. It educates ward staff on transition principles and processes as
part of orientation and provides ongoing training.

Who

Internal stakeholders involved in the process included the Director of Nursing,
the Quality Manager, the Director of Medical Services and the Discharge Planning
Manager.

The management of Post Acute Care and Hospital in the Home services are
included within the unit to further facilitate access to home services.

Benefits and outcomes
The unit has gained a high profile within the hospital and is integral to patient care.
Patients are more involved in their transition planning.

Coordination of post-hospital services for patients has improved, as have links with
community service providers.

These benefits have extended to improve services for the rural and isolated
community.
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Good practice example 1.3B

A generic approach to patient assessment and Contact for further information

discharge reduces unplanned hospital admissions Pauline Ferguson
Frankston Hospital
Telephone: 03 9784 7283

Email: pferguson@phcn.vic.gov.au

Peninsula Health

Aim
To provide an efficient system for assessing and coordinating the transition
of patients who present to the Emergency Department.

How

A multidisciplinary team at Frankston Hospital, Peninsula Health assesses and
arranges services for emergency department patients who are able to return directly
to the community.

For patients who require admission to the hospital, the team begins the transition
planning process in the emergency department.

The service operates from 8am to 9pm seven days a week.

Who

All team members have been educated in the necessary assessment skills
and operate as a trans-disciplinary team. This means patients can see health
professionals of any discipline - and receive the same assessment.

This generic approach has been achieved by training each health professional
in the assessment skills of the other disciplines. For example, social workers are
trained in assessment skills of occupational therapy and nursing.

Benefits and outcomes
The number of patients admitted or re-presented has decreased.

Better transition planning means that patients are linked to the community
services they require faster and more effectively.

Emergency department staff are more confident that patients receive community
support once they return home.

The service has improved links between the hospital and community service providers.
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Good practice example 1.3C

Contact for further information Case management model a success with heart patients
Jan O’Reilly

Heart Failure Case Manager Eastern Health
Box Hill Hospital
Telephone: 03 9895 4996 Aim

Email: jan.o'reilly@boxhill.org.au Improved management of all patients admitted with chronic heart failure to

decrease hospital length of stay, Emergency Department presentations and
readmissions in this target population.

How

Box Hill Hospital, Eastern Health introduced the chronic heart failure (CHF) case
manager position in December 2001 to improve the management of this patient group.

A case manager assesses each patient admitted with this condition in regards to
their suitability for this program. During the patient's hospital stay, the case manager
facilitates the patient's care, ensuring that the appropriate investigations are made.
The patient and their family are educated about their medication and self-management
of their heart failure with the formation of an Action Plan. The case manager also
participates in discharge planning with the multidisciplinary team in regards to
post-hospital services.

The patient’s GP is sent a letter informing them of the CHF case management
service and a copy of the Action Plan.

After discharge, the case manager visits the patient at home within one week and
conducts a physical and psychosocial assessment, noting in particular their ability
to perform Activities of Daily Living. Following the home visit, the case manager
arranges further services as required and discusses problems that may have arisen
with the GP. The case manager continues to be available to the patient as a contact
to answer any queries. Patients not under the care of a cardiologist are referred to
the Heart Failure Clinic (Box Hill Hospital) for ongoing management and assessment
of their suitability to attend the Phase 2 Heart Failure Rehabilitation Program located
at Whitehorse Community Health Service (WCHS).

The hospital has developed a multidisciplinary clinical pathway for the targeted
patient group. Hospital staff can also contact the case manager to obtain
information or assistance regarding a patient's management plan.

Benefits and outcomes

Patient satisfaction levels have increased, with patients finding that their action
plans are useful. Management of the target patient group has also improved, as
indicated by the improved adherence to best-practice medication management
for this patient group.
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Emergency department presentations, inpatient admissions and re-admission rates
of the target patient group have fallen significantly, as has the average length of stay
for heart failure admissions with complications.

The hospital conducts ongoing evaluation of the improvements resulting from the
model. Links with GPs have improved because GPs have greater involvement in the
development of patient management plans.

The hospital attributes the success of the case management model to the patient-
centered approach and consultation with patients and their carers throughout the
model's development.

The hospital has appointed a second case manager to meet the growing demand for
this service. This service has also been established in other hospitals within Eastern
Health and for other patient groups as a result of its success.
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Good practice example 1.3D

Contact for further information Primary midwifery care partnerships provide

Helen Haines or Matemity Services  petter results for both women and their midwives
Community Midwife Program
Northeast Health
Wangaratta

Telephone: 03 5722 0256 Aim
Email: hhaines@dragnet.com.au

Northeast Health Wangaratta

To develop a model of care for maternity patients that includes named midwife
and client partnerships.

How

Northeast Health Wangaratta has developed a Midwife led model of care for
maternity patients. The Community Midwife Program is a group practice of five
midwives who case-manage women throughout their pregnancy, maintaining
contact from first presentation to post-delivery, providing 24-hour access until
six weeks post partum.

The named midwife case-manages the patient throughout her pregnancy, maintaining
contact from first presentation to post-delivery and providing 24-hour access to the
patient.

Women are offered this model of care when booking at the hospital or when they
attend their GP for confirmation of pregnancy. Their level of care is determined by
their risk assessment.

Three different streams of care cater for the mothers’ needs. These include midwife
care only for low-risk pregnancy, shared care between a midwife and antenatal clinic
or midwife and GP for medium risk, and obstetrician care with midwife support for
high-risk pregnancies.

Who

The model was developed and implemented by a steering committee including
consumers, GPs, maternal child health nurses, obstetricians, paediatricians,
midwives, Australian Nursing Federation and the Australian College of Midwifery
at Northeast Health Wangaratta.

Outcomes and benefits

This service model offers women the assurance of having a known midwife
throughout her pregnancy with increased choices of how, when and where care is
delivered. High levels of client satisfaction have been demonstrated with maternal
& neonatal safety measures equal or better than the state average.

The number of normal deliveries has increased - in fact; the hospital notes a 10-12
per cent decrease in caesarean deliveries.
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Women in rural and remote areas receive more equitable access to midwifery
services as the midwives offer flexible appointment times, home based care for the
antenatal & postnatal period and outreach clinics in neighbouring towns.

The model has also resulted in a number of benefits for midwives who are reportedly
more satisfied with their role.

The skill level of the midwifery workforce has increased and students from all over
Victoria have been attracted to this highly-regarded primary midwifery model which
has now been published in “Guidelines to Midwifery Care.”

Communication between the midwives, GPs and obstetric consultants has improved
with associated improvement in networking and referral to community services.



Contact for further information
Robyn Power

Nurse Unit Manager, Aged Care Unit
Western Health

Telephone: 03 9393 0193

Email: robyn.power@wh.org.au
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Good practice example 1.3E

Case conferences improve transition planning
and communication with patients

Western Health
Aim

To design a case conference format that provides a stronger focus on patient
outcomes.

How

At the Aged Care Unit at Williamstown Hospital, members of the multidisciplinary
team meet weekly to discuss newly admitted patients and those who are due for
review. The hospital has designed the meetings to ensure that they are focused
on patient outcomes and each team member has a clear role.

The case conference meeting is divided into two parts: the first part is chaired by
the geriatrician, and the second part by the case coordinators*.

Case coordinators are assigned to patients with complex needs. They are members
of the patient care team and may be a nurse, occupational therapist, physiotherapist
or social worker. They are responsible for the patient’s transition and are a central
communication point for the patient and their family /carer.

The case coordinator discusses the patient’s care with the patient before the case
conference, assisting the patient to establish his/her goals. These are then presented
at the meeting by the coordinator who facilitates the team’s development of a patient-
oriented plan. The case coordinator discusses the outcomes with the patient and
their family/carer.

The outcomes of the meeting are recorded on the case conference sheet, so that
after-hours staff can provide consistent feedback to the patient and family/carer.
Staff document any problems voiced by the family/carer and these are resolved
together with the patient and case coordinator.

Who

The case conferences are attended by members of the multidisciplinary team,
including the physiotherapist, occupational therapist, nurses, medical officers,
pharmacist, consultants, resident medical officers, RDNS liaison, social worker,
dietician and speech pathologist. However, the meetings are not person-dependent,
so that they can proceed even if a member of the team is missing.
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Benefits and outcomes
Patients and their families/carers are more involved in transition planning. Patients
are more aware of their discharge date and more involved in deciding that date.

Team communication has improved, providing patients with more consistent care.
The hospital has developed education processes and guidelines to support the case
conference model.

*Williamstown Hospital uses the term ‘Case Coordinators’. The model of care
aligns to the case management model described within section 3 of this guide.
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Good practice example 1.3F

Contact for further information Medically led discharge meetings result in better transition
Maree Glynn p|anning

The Northern Hospital

Telephone: 03 8405 8025 Northern Health

Fax: 03 8405 8038

Email: maree.glynn@nh.org.au Aim

To provide a focus on discharge rather than medical treatment at medical meetings
and to ensure a more efficient transition process.

How

At The Northern Hospital, Northern Health, each unit runs a weekly medically led
discharge meeting. The focus of these meetings is to determine transition plans for
patients within the unit. Factors that may affect the patient flow are identified and,
if necessary, a working group is formed to resolve issues.

Prior to the meeting, medical officers undertake an assessment of each patient's
post-hospital needs. At the meetings the medical officers give a brief overview of
the patient's medical condition and current management and discusses their progress.
The patient's post hospital needs are discussed and a likely discharge date flagged
and a transition plan is developed. The medical officer then discusses the outcome
with the patient. Meetings are regular and kept to 30 minutes.

New staff, particularly medical officers, receive training on the meeting process
and transition planning practices as part of their orientation.

Who

Meeting attendance includes the Operations Director-Medicine, consultants,
hospital medical officers, nurses, the care coordinator, allied health representatives,
representatives of the Hospital-in-the-Home and Post Acute Care services and
external providers, for example Royal District Nursing Service.

Outcomes and benefits
Patient care needs, patient flow and transition issues are identified and resolved early.

The meetings have successfully overcome issues with large-volume patient groups,
reduced length of hospital stays, minimised weekend transfer blocks and increased
cooperation with community care service providers.

Presentations by external providers have given hospital staff an increased
understanding about the services available to patients after hospitalisation.
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Good practice example 1.4A

Training staff in transition practices increases patient Contact for further information
satisfaction Janice Doyle

Nurse Manager, Discharge Planning
Wodonga Regional Health Service
Telephone: 02 6051 7448

Aim Email: Janice.doyle@wrhs.org.au

Wodonga Regional Health Service

To increase staff understanding of transition planning policies and processes.

How

Wodonga Regional Health Service developed an education package for its staff
about transition planning policies and processes.

Areas covered included discharge risk screening, assessment, referrals, expected
date of discharge, community resources and hospital follow-up.

Benefits and outcomes

Staff have changed their work practices and introduced innovative practices such
as daily discharge planning meetings.

Patients are more involved in their transition planning and more aware of their expected
date of discharge. Since the program began, this awareness has increased from

25 to 66 per cent. Patient satisfaction increased from 88 per cent in 2000 to 100
per cent in 2002.

The hospital continues to measure and review the effectiveness of the package
in improving transition practices.

In May 2003, Wodonga Regional Health Service received a Transitioning Care Award,
for Outstanding Performance in Transition Planning from the Department of Human
Services. The hospital achieved an excellent discharge audit score for both its acute
and sub-acute services and achieved high levels of patient satisfaction with the
discharge, follow-up index and overall care index of both Years One and Two of the
Victorian Patient Satisfaction Monitor.
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Good practice example 1.4B

Contact for further information Video helps improve interdisciplinary team meetings
Gaye Moore

StVincent’s Health St Vincent’s Health
Telephone: 03 9288 3735
Email: gaye.moore@svhm.org.au Aim

To improve the effectiveness of interdisciplinary team meetings.

How

An audit of interdisciplinary team meetings revealed considerable variation in
the frequency of meetings, the quality of information collected and subsequent
documentation.

To improve the quality of future meetings, the hospital developed a ‘train the trainer’
education program that included a video for hospital staff.

Focusing on patient outcomes and transition planning, the video shows how to
conduct effective interdisciplinary team meetings. It features different members of
the team explaining their role and perceptions of the key aspects of a team meeting.

Otherissues covered in the video include good interdisciplinary communication,
patient transition, leadership, agendas, respect and trust.

Benefits and outcomes

Those that have participated in the program to date have commented that the
quality of team meetings has improved and members of the team have a greater
understanding of each other’s roles.

Treatment and care for patients are improved as there is a team approach to the
assessment of patient needs and the development of care plans.
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Good practice example 1.4C

Educating staff in transition practices Contact for further information

leads to higher patient satisfaction Kate Beach
Colac Area Health

Admissions and Discharge Planning
Coordinator (2000-2002)

Aim Telephone: 03 5230 0275

Fax: 03 5230 0205

Email: kIbeach@swarh.vic.gov.au

Colac Community Health Service

To increase staff understanding of transition planning and available resources
within the hospital and the community.

How

An audit identified gaps in the hospital’s documentation and knowledge of services
that facilitate transition planning.

In response, the hospital developed a staff education program about transition
practices. A two-day ‘train the trainer’ workshop educated a multidisciplinary group
representative from each unit or department. The workshop not only educated the
trainees, but provided them with the skills to teach others.

Benefits and outcomes

The trainers have become clinical champions, promoting improvements and
providing education in transition planning to all hospital staff.

Staff are more aware of the importance of early referral and the hospital has
recorded improved performance in all processes of transition planning, including
documentation.

Information is shared more effectively among ward staff. Each ward undertakes
a regular patient record audit, allowing them to measure their performance and
target their education. Education on transition planning is part of the quality plan
of each ward.

The hospital notes a marked improvement in patient satisfaction with transition
planning and a reduction in hospital readmission rates.
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Good practice example 1.4D

Contact for further information Successful integration of psychiatric

Barb Gregory care into an acute hospital unit
Associate Unit Manager

Mt Alexander Hospital Mt Alexander Hospital

Telephone: 03 5471 1470

Fax: 03 5471 1530 Aim

Email: acute@mtalexhosp.vic.gov.au ) o ) ]
To integrate psychiatric care into an acute care hospital.
How

The Community Mental Health Team (CMHT) supported the hospital to provide
psychiatric inpatient care for low-to medium-risk patients.

The CMHT support included education and training as well as on-call advice
for hospital staff.

Mt Alexander Hospital educated all unit staff in psychiatric care.

The process of care is evolving and a culture of positive change has been developed.

Benefits and outcomes

Of the total numbers of patients with psychiatric needs that previously travelled
to the regional hospital for care 80 per cent are now treated locally at Mt Alexander
Hospital.

Patients who do require transfer to the regional hospital are now able to use
Mt Alexander Hospital as a step-down unit.

Local treatment has reduced travel time for both patients and carers requiring
services. Patients maintain close contact with their carer/family and can remain
in the care of their GP during hospitalisation.

Patients have better access to local community resources, including support
systems such as employment services.

Hospital staff have embraced the culture change positively and demonstrated
enthusiasm and commitment to the project.

The hospital and the CMHT have developed a closer relationship. This has provided
the added benefit of access to early intervention which has minimised the need for
specialist hospitalisation.

Closer links have been formed between staff, GPs. psychiatric services, patients
and their carers and community representatives. These groups are now participating
in a steering group for the effective follow-up of suicidal patients from the ED.

The hospital has become a referral point for other hospitals developing this model.
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Good practice example 2.1A

Guide assists staff to produce better patient information Contact for further information
Fiona Sammut
Austin Health Austin Hospital
Project Manager, Patient Education
Aim Materials

Telephone: 03 9496 5011

To help hospital staff create quality patient information material. o i
Email: fiona.sammut@austin.org.au

How

Austin Health has developed a best practice guide that helps staff create
high-quality patient education material.

The guide, available in a training manual and via the hospital’s intranet, provides
information on how to produce material that is patient focused, written in plain
English, based on best available evidence and professionally presented. Patients
are consulted for their input when information is being developed.

Workshops and coaching provide further training in this area and a central,
electronic catalogue of brochures has been developed to ensure easy access
to all materials and mechanisms for quality control.

Benefits and outcomes

Patients receive well-presented, legible and accurate information that they
can read and understand.

The Project Officer, Effective Discharge Strategy was quoted as saying, “Patients
have an improved understanding about their procedure, condition and their hospital
stay, including discharge planning.”
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Good practice example 2.1B

Contact for further information Poster leads to improved transition

Peter Green planning and higher patient satisfaction
Coordinator

South West Gippsland Post Acute
Care Program
Telephone: 03 5625 0245

Aim
Fax: 03 5625 0295
peter.green@wghg.com.au To encourage incoming patients to plan and discuss their transition from

the hospital to the community.

Gippsland Regional Consortia

How

A consortia of 4 hospitals in the Gippsland region including Bass Coast Regional
Health, Gippsland Southern Health Service, West Gippsland Healthcare Group and
South Gippsland Hospital, produced a transition planning poster and brochure to
encourage incoming patients to discuss and plan their transition from hospital to
the community.

The posteris displayed in all client areas, including community service offices
and GP rooms throughout the Gippsland region.

The brochure is issued to patients when they are making their hospital booking.
It details the hospital stay from pre-admission to going home and provides an
explanation of the operation, medication management and a discharge checklist.

Pre-admission staff discuss potential post-hospitalisation needs with the patient
and may, with the patient’s consent, make referrals to the required community
services. Meetings between patients and community service providers can be
arranged before admission to ensure that potential services can be discussed.

The brochure and poster are available to community providers and GPs who are
involved in distributing the information.

Who

Patients were involved in the testing and evaluation of the poster and brochure,
which was also reviewed by Vision Australia.

Outcomes and benefits

The hospital measured the success of the brochure and poster and their effect
on re-admissions and patient satisfaction.

It has found that patients are more prepared for their hospital stay and transition.
Patient satisfaction levels have increased and complaints have decreased.

Links between the hospital and the community service providers are stronger
and community services respond more effectively to referrals.

Other hospitals and community services in the Gippsland region have also
implemented this process.
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The process for developing these communication tools is now being used
to communicate other types of information.

Overnight patients are followed up 2-10 days from discharge by telephone to
evaluate their discharge, whether they were provided with enough information,

if their needs have been met with appropriate community services and providing
opportunity to provide feed back about their hospital experience.
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Good practice example 2.1C

Contact for further information Pulmonary patient rehabilitation program

Yvonne Fabry records 96 per cent patient satisfaction
Kerang and District Hospital
Telephone: 03 5450 9200
Email:

quality.coord@kerhosp.vic.gov.au Aim

Kerang and District Hospital

To help pulmonary patients better manage their condition and to improve their
general health, energy, physical fitness, nutritional status and ease of breathing
and decrease the functional limitations that lung disorders cause, thus reducing
frequent hospital admissions.

How

Patients who were experiencing frequent admissions due to their pulmonary
problems were invited to attend a ten-week course on respiratory management.

The course teaches self-management skills, which prevent exacerbations of their
condition as patients are, better able to manage their lung disorder. The program
consists of three components: education, exercise and group therapy.

The program was developed with patient involvement through focus groups,
a satisfaction survey and needs analysis.

Benefits and outcomes

Patients benefit from improved quality of life and surveys have demonstrated
96 per cent satisfaction with the information received. The participants report
that participation in the course has enabled them to lead a more active lifestyle.

Patient health outcomes have improved substantially, including increased
awareness of how to manage their condition, increased support in the community
and reduced length of hospital stay.

Readmissions have been substantially reduced. For example, some patients who
averaged eight hospitalisations a year now records only two admissions per year.

Clinical pathways for in-patients have also been developed.

Relationships with community service providers and other health services have
improved.
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Good practice example 2.2

Patients benefit from regionally aligned assessment Contact for further information
documentation Lyn Mackenzie
Post Acute Care Coordinator
Stawell Regional Health Stawell Regional Health
Telephone: 03 5358 8587
Aim Fax: 03 5358 8512

o ) ) ) Email: Imackenzie@srh.org.au
To ensure all hospitals in the Grampians region use standardised assessment

and admission processes.

How

Grampians region discharge champions established a working party to review the
existing assessment documentation and developed an assessment tool that was
concise and easy to use.

This single tool was then adopted by all the public hospitals in the Grampians region
providing regionally aligned assessment documentation.

Stawell Regional Health then reviewed their documentation and adopted this tool
with adaptations relevant to local issues.

Who

Stawell Regional Health established a multi-disciplinary committee comprising;

a GP liaison officer, a quality improvement manager, clinical director, health information
manager, a consumer representative, District Nurse, Division 1 and Division 2
nursing representatives, Allied Health representative and the discharge champion.

Benefits and outcomes

Patients who are transferred do not need to be reassessed or asked the same
admission questions.

Standard documentation is used by all hospitals in the region.

Documentation within each hospital has improved and staff have a better
understanding of the importance of thorough assessment and documentation.



Improving patient transition from hospital to the community: a good practice guide 21

Good practice example 2.3A

Contact for further information A coordinated approach to stroke rehabilitation
Leigh Gibson

Director of Community and Goulburn Valley Health
Integrated Care
Goulburn Valley Health Aim

Telephone: 03 5832 2700

Fax: 03 5821 1648

Email:
Leigh.Gibson@gvh.humehealth.org.au

To improve the outcomes for stroke patients by using a consistent and coordinated
approach to their rehabilitation.

How

Goulburn Valley Health has developed a clinical pathway for patients undergoing
rehabilitation following a stroke. The pathway follows the patient from admission
to the rehabilitation unit and transition to home or residential care, and involves
patients and their carers in their care and transition planning.

The pathway is multidisciplinary and ensures that all targeted patients receive
the best evidence-based care.

The stroke rehabilitation pathway includes ongoing monitoring by the hospital,
at six and twelve months post-hospitalisation.

To evaluate the pathway’s effectiveness, the hospital is auditing patient records
before and after its implementation and measuring factors including the length of
hospital stay, patient outcomes, variance analysis, transition plans and community
service involvement.

Who

The pathway was developed by a multidisciplinary team and championed by the
rehabilitation specialist.

Community service providers were consulted during the development of the pathway.

Benefits and outcomes

Patient outcomes have improved, and patients are more satisfied with their care
and post-hospital arrangements.

Patients and their carers are more involved and staff have been prompted to
implement the Enhanced Primary Care Items (Medical Benefits Scheme) for
patients transitioning from the stroke rehabilitation unit. This risk assessment tool
ensures that key data is collected and communicated when the patient is released
or transferred.

Variance analysis has highlighted other issues, such as incontinence, that the
hospital has now addressed.
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Good practice example 2.3B

Increasing patient empowerment Contact for further information
and clinical leadership through pathways Ruth Crawford

Quality Manager, Nursing
Bayside Health The Alfred

Telephone: 03 9276 3010
Aim Email: r.crawford@alfred.org.au

To develop clinical pathways to manage multidisciplinary care.

How

The Alfred, Bayside Health produced medical and surgical clinical pathways
for use by multidisciplinary teams caring for patients.

The pathway is a documentation tool used to manage the care of the patient, from
the point of admission to either the next level of care or a return to the community.

Sequentially timed outcomes prompt the multidisciplinary team members to
prepare and plan for a patient’s safe transition, each day of the clinical pathway.
This includes patient education.

A policy and procedure manual supports and guides the development of the clinical
pathways and ensures a consistent process is followed.

Information booklets for patients outline the expected plan of care and the patient’s
responsibilities in achieving the desired outcomes.

Variance reporting is reviewed regularly and communicated to the clinical teams.
Teams aim to identify trends, as a means of improving clinical outcomes and
maximising resources. A database has been developed to capture this data and
supply timely reporting.

If needed, the document can be changed in line with current evidence and practice
to ensure that the pathway is maintained as a flexible and dynamic tool.

Who

A dedicated clinical pathway coordinator takes responsibility for all pathway
construction and supports the clinical teams.

The multidisciplinary team involved in the care of the patient play a key role in
developing the pathway.

Benefits and outcomes
Patients feel more empowered as they know more about their care on a daily basis.

Clinical staff are on-side and enthusiastic. Strong leadership and executive support
ensure that the program is sustainable.
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Good practice example 2.4

Contact for further information Home visit from pharmacist results
Tam Vuong (BPharm, in safer use of medication
BPharmSc(Hons))
PhD Candidate , Bayside Health and Austin Health
Department of Pharmacy Practice,
Monash University Aim
Honorary Research Fellow, ) o )
Austin Health and The Alfred To improve medication use, safety and storage in the home.
Telephone: 03 9903 9057
. How
Email:
tam.vuong@vcp.monash.edu.au As part of a large-scale project, two metropolitan hospitals - The Alfred, Bayside

Health and the Austin Hospital, Austin Health - employed a community pharmacy
liaison pharmacist to visit patients at home who were assessed as being at risk of
having difficulties with their medication.

The pharmacist assessed patients during their hospital stay, obtaining the patient’s
consent, and reviewing their health record and medication history. The pharmacist
then contacted the patient within 48 hours of going home to arrange a home visit
within five days after hospitalisation.

During the home visit, the pharmacist reviewed all the patient’s medication, including
medication sent home with the patient and previously prescribed medication stored
in the house.

Patients were educated and reassured about their medication storage and regimes.
Medication-related problems or potential problems were identified and communicated
to the patients’ healthcare practitioners.

With the patient’s consent, the pharmacist removed any out-of-date medication
and sent a report of the home visit and the medication list to the patient’s GP and
community pharmacist.

Benefits and outcomes
Patients feel reassured about their medications and receive answers to their questions.

Medication-related problems were identified, prevented and resolved.
Communications with healthcare practitioners was improved.

Continuity of care has improved.
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Good practice example 2.5A

Good communication with GPs improves continuity of care  Contact for further information
Jackie Goodman

Bayside Health Caulfield General Medical Centre
Telephone: 03 9276 6000

Aim Fax: 03 9276 6431
Email:

Improving continuity of care from the community to the hospital. o
jackie.goodman@cgmc.org.au

How

Aged Care Services at Caulfield General Medical Centre, Bayside Health, contacts
GPs at patient admission to improve the continuity of care from the community to
hospital.

When a patient is admitted, a fax is sent to the patient’s GP to notify them of the
hospital admission and, within 24 hours, a medical officer telephones the GP to
discuss details of the patient’s premorbid health status and function (including
medication regimes).

To prompt the medical officers, ward clerks place a GP notification stamp on the

record requesting the following information: the GP’s phone number, the time and
date of contact, the person who contacted the GP and general information about
the patient.

An audit in late 2002 indicated medical staff contact GPs on admission, for 68 per
cent of patients. A discharge summary was dispatched to the GP within 24 hours
of patient separation for 82 per cent of patients.

Each quarter, the hospital audits compliance with the GP notification process.
Medical staff are informed of results at their weekly meetings.

Who

Learning to communicate with GPs at admission and discharge is part of the
induction of new medical officers at the hospital.

Benefits and outcomes

Patients feel more confident that they will receive optimum treatment because
the health providers are fully informed of their medical needs.

Realistic recuperation goals can be set when the hospital team is aware of the
patient’s premorbid status.

Clarification of medication regimes assists in patient assessment and treatment.



Contact for further information
Renae O’Toole

Nurse Unit Manager

GEM Unit

St Vincents Health

Telephone: 03 9288 2257

Fax: 03 9288 2091

Email: renae.otoole@svhm.org.au
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Good practice example 2.5B

Acute health medical officers and GPs unite to enhance
patient management

St Vincent’s Health, Inner Eastern Melbourne, Melbourne
and Otway Divisions of General Practice

Aim

To improve patient management through increased communication between
hospitals and GPs.

How

StVincents Health and three divisions of general practice established a
communication process between the acute health medical officers and GPs.
Contact between the two parties is made at admission to and discharge from
hospital.

Initially, after the patient has given consent, the ward clerk books a call and the
hospital medical officer calls the GP. With the GP’s input, the hospital develops
and records a care plan.

The hospital has developed a database for multidisciplinary discharge summaries.
Throughout the patient’s hospitalisation, members of the multidisciplinary team
contribute information on the patient’s health status to the database. This creates
a discharge summary that is completed within the unit and quickly faxed to the
patient’s GP.

Benefits and outcomes

Hospital staff have an increased understanding of the GP’s role and information
from the GP has been found to enrich care delivery.

Information is provided more quickly to the GP, which has increased the continuity
and consistency of care.

Currently, only 40% of GPs have been contacted, but the hospital hopes to
encourage the involvement of more GPs in the hospital phase of care. Other modes
of contact to increase GP input at admission are being considered.
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Good practice example 2.5C

Electronic recording enables discharge summaries Contact for further information

to be dispatched within an hour Jannie Selvidge

Geelong Hospital

Telephone: 03 5246 5153

Fax: 03 5226 7019

Aim Email:
Jannies@barwonhealth.org.au

Barwon Health

To improve continuity of care by providing GPs and community providers with
information quickly after discharge.

How

Geelong Hospital and the Grace Mackellar Rehabilitation and Aged Care Service,
Barwon Health, have sped up the process of dispatching discharge summaries to
GPs, providing a summary of the patient’s hospital episode within an hour of the

patient leaving hospital.

Hospital medical officers enter data (including electronic PBS prescriptions) into

an electronic clinical system (CORDis) during the patient’s hospital admission.
Pharmacists review the admission medication within 24 hours and enter information
into the system. Hospital medical officers and audio typists enter operation and
outpatient notes into CORDis.

The discharge summary is dispatched to the relevant GPs immediately after
discharge, either by fax or email - and can also be transmitted to other facilities,
when patients are being transferred.

The system is used throughout the health service with high compliance ratios.
The hospitals evaluate the system monthly, providing feedback to users.

Benefits and outcomes

Continuity of care has improved as GPs and community service providers now
receive information before the first post-hospital review of the patient.

The discharge summary is legible, and contains all relevant clinical data and
a complete list of medications.

The GP is better able to provide continued patient management and to monitor
medication compliance. Community providers are able to respond quickly and
appropriately to the patient’s post-discharge needs.

GP satisfaction surveys taken over three consecutive years demonstrate sustained
improvement in the system.



Contact for further information
Taya Shevchenko

Director

Hospital Primary Care Liaison Unit
Telephone: 03 9496 2961

Email: Taya Shevchenko@
austin.org.au
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Good practice example 2.5D

Improving communication between hospital
staff and primary care providers

Austin Health
Aim

To improve communication between the hospital and the primary care sector
and to coordinate collaborative primary care initiatives.

How

A Primary Care Liaison Unit was established to improve communication between
the hospital and the primary care sector, including GPs. The unit also coordinates
the hospital’s involvement in primary care initiatives.

The unit provides a single point of contact for primary care providers

with the hospital. It also liaises with local divisions of general practice and GPs.

Who

The hospital’s GP liaison officers, GPs and hospital executives (including the Chief
Executive Officer) developed the unit.

Benefits and outcomes

Communication between primary care providers, GPs and hospital medical staff
has greatly improved.

Regular GP satisfaction surveys, hospital medical officer questionnaires and
GP workshop responses are some of the measures of the success of activities
undertaken by the unit.
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Good practice example 2.6A

Generic inter-hospital transfer process Contact for further information:
improves patient care Leigh Gibson

Director of Community
Goulburn Valley Health and Integrated Care

Shepparton Hospital
Aim Telephone: 03 5832 2700

Fax: 03 5821 1648

To create a generic, patient-oriented inter-hospital transfer process to assist patient
transfer between hospitals.

Email:
Leigh.Gibson@gvh.humehealth.org..au

How

Goulburn Valley Health developed a generic, inter-hospital transfer documentation
process, with specialty service modules. The process has been implemented in
health services both within and outside the region.

Nurses and allied health staff complete the transfer document and send it with or
ahead of the patient who is moving from one acute health care facility to another.
The transfer document provides the receiving hospital with all the information it will
need about the transfer.

All forms used for transfer documentation were replaced to ensure uptake of the
New process.

Patient focus groups on information privacy were held to ensure that the new
transfer process met their needs and concerns.

Benefits and outcomes

The receiving hospital now receives better quality information about the patient’s
health needs and status.

Patients are asked fewer repetitive questions when they are moved between
hospitals and there is less opportunity for adverse events arising from poor
information sharing.

Staff find the system easy to use and there are fewer phone calls from the
receiving hospitals about patient care.

The Loddon Mallee and South West regions, Western District Health Service
and Kyabram and District Health Service have also adopted the same or similar
processes.


http:Leigh.Gibson@gvh.humehealth.org.
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Good practice example 2.6B

Contact for further information Universal transfer policy a success all round
Jannie Selvidge

Telephone: 03 5246 5153 Barwon sub-region consortia

Facsimile: 03 5226 7019

Email: Aim

i health.org. . . . .
Jannies@barwonhealth.org.au To develop a universal transfer policy and transfer form to manage the information

needs of hospital and aged care services (public and private) in the region.

How

The Barwon sub-region consortia (54 aged care providers and four public hospitals)
developed a universal transfer policy and transfer form that is now used by each
organisation.

The form is completed at the time of transfer and faxed to the receiving service,
containing all the information necessary to continue care from one setting to the
next.

The form includes prompts to ensure that all relevant information is provided
and identifies contacts for further information.

Who

All aged care community providers and representatives from departments within
the acute and sub-acute services were involved in the development of the transfer
policy and form. This has ensured that the transfer process suits each organisation’s
environment and meets the needs of the patient.

The working group, which included representatives from the hospitals and aged
care services, continues to meet bi-monthly to resolve transition issues. The forum
provides an opportunity for acute care staff, including emergency department
representatives, pharmacists, unit managers and care coordinators, to meet with
the aged care managers on a regular basis to share information and resolve issues.

Benefits and outcomes

Continuity of care has improved and patient assessments have been streamlined
as hospital and aged care providers now receive better quality information when the
patient moves between care settings.

The flow of communication and issue resolution between members of the consortia
has improved.

There is increased flexibility around transfer times and medications being dispensed
in appropriate modes to meet the needs of the age care facilities.
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Good practice example 2.6C

Linking hospitals and maternal child health Contact for further information:

nurses ensures continuity of care for young children Yvonne Penny

Charge Nurse, Midwifery Unit

Swan Hill District Hospital

Telephone: 03 5033 9269

Aim Email:
midwifery.dept.@swanhillhosp.vic.gov.au

Swan Hill District Hospital

To provide ongoing community support for young children admitted to hospital
and their parents.

How

Swan Hill District Hospital has developed a system of notifying the Maternal and
Child Health Nurse (MCHN) when children under six are admitted to hospital.

When a child is admitted, the staff request verbal consent from the parents to
contact the MCHN. The nurse is contacted by telephone and informed of the child’s
changed needs. When transition plans are confirmed, the multipurpose referral form
is faxed to the nurse and the staff update the History of lllness section of the patient’s
Child Health Record Book.

Who

Hospital staff are educated about the role of the MCHN and the process for working
effectively with them.

Benefits and outcomes

Families are supported in the community as the MCHN provides ongoing education
and advice about issues such as chronic asthma, growth deficits and family dynamics.

The process has formalised the relationship between the hospital and the MCHN.

The process has been built into the paediatric pathway to ensure its ongoing
sustainability.
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Good practice example 2.6D

Contact for further information: Poster aids referral to medical, allied health and
Janis Doyle community providers

Discharge Planner

Wodonga Regional Health Service
Telephone: 02 6051 7448

Email: janis.doyle@wrhs.org.au Aim

Wodonga Regional Health Service

To simplify a process that was perceived as complex by hospital staff and to
develop a clear, easy to follow tool that would assist ward staff when referring
to medical, allied health, GPs and community service providers.

How

The discharge planning unit at Wodonga Regional Health Service developed a
services poster that shows the referral process and criteria for referring to internal
medical and allied health staff and external providers including community services
and GPs (see attachment 2).

The poster builds on a tool originally developed by StVincents Health and has been
adapted to suit local needs. It has been further enhanced through the application
of eye-catching colours to help ensure that staff can easily follow the poster.

The posteris displayed in the Emergency Department and wards for easy reference.
It has also been distributed to GPs and community providers.

Benefits and outcomes

Hospital staff find it easier to refer to other internal and external service providers
as the poster clearly describes the referral process, including information such as
business hours, assessment requirements and out of hours contacts.

The poster simplifies a procedure that staff often found complex and confusing.
Referrals to internal and external services are more targeted and streamlined.

Staff have greater confidence in their ability to make appropriate referrals.
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Good practice example 2.6E

Uniform notification process leads to improvements
in post-hospital referral services

Wimmera Health Care Group and
East Grampians Health Service

Aim
To improve referral processes to community service providers.

How

Hospitals within the Wimmera and Grampians region use a uniform notification
and referral process.

When patients enter hospital, the admission process identifies any community
services that the patient received before admission. The hospital faxes these
services to notify them of the patient’s admission using a generic form.

The multidisciplinary care team develops a discharge plan and expected date
of discharge with the patient. Referral information is then faxed to all relevant
community health providers.

The notification and referral process is included in the hospitals’ policy and
procedure manuals. New staff are educated about this process as part of their
orientation.

Annual audits within each health service review the process to ensure ongoing
improvement.

Who

The process of developing the notification and referral process included a consumer
representative, patients, carers, community service providers and visiting medical

officers to ensure that the process was able to address their needs.

Benefits and outcomes

All hospitals communicate with community service providers using an agreed
format and process.

Community services quickly receive information they require and services
commence promptly when patients return home from hospital.

Community service providers have reported improvements in the information
content of referrals that “relieved pressure of planning through more timely

notification, saved resources by cancelling visits when a patient was admitted and
decreased the distress of home carers that occurred when they made home visits

and found that the patient was not at home.” (EDS Project Officer)

Hospitals within the region benchmark their compliance to encourage continued
improvement.

Contact for further information

Pat Dodson

Wimmera Health Care Group
Telephone: 03 5381 9184

Fax: 03 5381 9154

(marked ATTENTION Admission/
Discharge Coordinator)

Email:
Pat.Dodson@whcg.grampianshealth.org.au



Contact for further information
Ruth Crawford

Quality Manager

The Alfred

Telephone: 03 9276 2881

(pager 4030)

Email: r.crawford@alfred.org.au
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Good practice example 2.8A

Calls to ‘at-risk’ patients after
discharge enhance patient care

Bayside Health
Aim
To improve follow-up care for patients who are considered ‘at risk’ after discharge.

How

At The Alfred, Bayside Health, a 'named nurse' telephones all patients assessed
as being 'at risk of discharge needs' after returning to the community. All patients
(except those being transferred to another hospital) are assessed for the need for
a follow-up call. The hospital's guidelines document the inclusion and exclusion
criteria for patients requiring calls.

The nurse discusses the telephone call (including a mutually convenient date
and time for the call and the telephone number) with the patient during the
hospitalisation.

The nurse and patient go through the Discharge Plan together before the patient
goes home. This includes details of whether the patient requires and agrees to a
call, and if so, the date and time are agreed.

The sheet also contains details of outpatient appointments, community services
arranged, the contact person and other instructions. A copy of this plan is given
to the patient.

The nurse who cared for the patient makes the call, usually within 10 days of
discharge. The nurse makes a second call if there is no response to the first call.
The nurse records the time and date of the call on the call back data sheet as well
as documenting any actions taken.

The hospital takes all care to maintain confidentiality when contacting patients.
Where the patient is concerned about privacy, they have the option of contacting
the hospital rather than being called. Prior to the call, the nurse obtains a copy of
the patient's medical record and transition plan, and a patient call back data sheet.

The ward staff audit the data sheets each month for feedback. The quality manager,
nursing and ward staff receive the audit results. Ongoing staff education, form
review and staff feedback ensure the process remains relevant and sustainable.

Benefits and outcomes

Feedback from the nurses making the calls indicates that transitional planning has
improved and that patients appreciate the follow-up.
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Good practice example 2.8B

Post-discharge telephone calls improve patient satisfaction  Contact for further information

Mary Bruce
East Grampians Health Service PAC Case Manager
Telephone: 03 5352 5511
Aim Fax: 03 5382 3711

To develop a post-discharge follow-up call system to assess whether patients’ Email: mbruce@eghs.net.au

post-hospital needs are being met.

How

All patients going home from East Grampians Health Service receive a telephone
call to assess whether their post-hospital needs are being met. (However, patients
being transferred to another hospital, discharged at their own risk or regularly
re-admitted for ongoing treatment, such as dialysis or chemotherapy are not called.)

In the pre-admission patient information brochure and during admission to the ward,
patients are informed that they will receive a follow-up call. Patients consent to the
follow-up as part of their consent to health information distribution and other services
provided during the episode of care. The hospital routinely includes the post-hospital
follow-up form in the patient’s medical record.

The nurse who assists with the transition process files the follow-up form to initiate
the patient being called within 10 days. An experienced registered nurse calls the
patient. To ensure privacy and discretion, the nurse does not leave messages with
other household members or identify themselves as a representative of the hospital
unless speaking with the patient or carer.

The nurse records the patient’s responses to the form questions and follows up
any issues. The nurse reinforces instructions, reassures patients/carers or provides
emergency contacts, as required. Occasionally, the nurse refers the patient to allied
health or community services or advises them to seek medical attention. The nurse
reminds the patient of any appointments and the contact numbers to call for
assistance.

The follow-up process was developed and trialled on one ward in 1998 then
expanded across the health service network in 2000. The process is sustainable
because the process is supported by policy and procedures.

To ensure formal reporting on the process, a patient/resident representative
receives a monthly report on compliments and concerns expressed during the
calls which are then included in the hospital wide report circulated monthly to
all departments and management committees.
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Benefits and outcomes

The calls address patient issues and satisfaction with discharge processes has risen
from 95 to 98 per cent.

Feedback from the calls has enabled the hospital to improve the information that it
provides to patients before and during admission.

The Project Officer at East Grampians Health Service commented “The evolvement
of this process has been very effective, both in receiving positive feedback from
consumers and for the follow up of planning and care”
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Good practice example 2.8C

Post-discharge follow-up calls improve Contact for further information
patient care and referral relationships Debbie Tovey
EDS Manager, Acute

Otway Health And Community Services dtovey@swarh.vic.gov.au, or

Director of Nursing
Aim Otway Health and Community
Services
Telephone: 03 5237 8500
Fax: 03 5237 6172
How Email: otwayhealth@bigpond.com

To improve patient care post-discharge and during the referral process to community
service providers.

All patients going home from Otway Health and Community Services receive a
follow-up call within five days of leaving hospital. The hospital explains the telephone
follow-up process and content of the call to the patient at admission. The patient’s
consent is obtained, along with their telephone details and an agreed time to call.

When calling, the hospital uses a survey to monitor patient satisfaction that forms
part of the patient's Client Discharge Information Record. The hospital contacts the
patient, as arranged, asks questions from the survey and documents the patient's
responses on the Client Discharge Information Record. The hospital immediately
follows up all issues and this follow-up is also documented on the Client Discharge
Information Record

The survey questions cover how the patient is feeling, whether the arranged services
have commenced and whether the patient and/or carer is satisfied with the care.

Monthly audits under the health service’s Effective Discharge Strategy program
monitor the process, which is overseen by the hospital’s quality group. The hospital
uses staff feedback to refine the tool and process.

Staff education about the process is regular, ongoing and begins at induction.

Benefits and outcomes
Patient care has improved, including more timely notification of community services.

The hospital’s relationships with GPs and community service providers have improved
because hospital staff have gained insight into post-hospital issues and are
communicating more appropriately when referring patients to community services.

There is increased patient, GP and staff satisfaction, increased patient compliance
with treatment plans, reduced unplanned readmissions and timely notification of
community services.

Staff view the process as a completion of the acute care episode for the patient.
They feel empowered to identify, discuss and action any issues raised by patients.


mailto:otwayhealth@bigpond.com
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U.K,|

THE ALFRED Patient Call Back Data Sheet Surname I
Diagnosis : l l
Discharge date: Discharging ward: Given Names
Unit: Nurse to make call: [ ]
Patients discharged home (including hostel, SRS etc) should be called if : tick all that apply
I” Positive discharge risk screen I Community services arranged for post discharge ™ First presentation to a hospital
I© Discharged home via Medihotel ¥ Multiple/unplanned readmission(s) in previous 6 months T Complex needs

I©  Other as determined by professional judgement eg other ‘at risk’ factors ~ Please specify:

OR: Patient does not need to be called for one of the following reasons: tick all that apply & sign/date/print name at bottom of form
I” Patient does not meet any of the above criteria and is not considered to be ‘at risk’

I” Patient refused call Specify reason:
I” Follow up via other areas/units eg RAS, A@H, heart failure unit, heart/lung transplant etc. Specify area/unit:
I Ongoing readmission where treatment is part of the same episode of care eg ongoing renal dialysis

I" Other Specify reason:

Person to receive call: I Patient ¥ Family/Relatve ¥ Carer K Friend  Name:
Please specify why an alternative person has been nominated (eg NESB, deaf, speech disorder etc) :
Contact number (i different to Patient label): Date of call (within 10 days post
RN: i : Date:
Please review & refer to the Discharge Plan MR E-66 prior to & during the follow-up phone call (Note also follow-up ph call guidelines re confidentiality)
“Hello, this is .......... , may | please speak with ............ (nominated contact person) ”. Once speaking with the nominated person, reintroduce self &
continue: “/ have a few questions to ask you relating to your recent hospital stay at The Alfred, which will only take a few minutes of your time.”
Status of Call: Spoke with: ¥ Patient K Family/Relative I Carer I Friend " Other

I No answer I Answering machine I© Patient readmitted before call I” Patient deceased

Questions relating to Health status of the patient
1. Do you (or your family/carer) have any questions or are you experiencing any difficulties relating to your recovery from your

“condition for which you were in hospital”? I Yes I No
If Yes, Details:

Questions evaluating the effectiveness of The Alfred’s discharge planning

2. Have the Community Services arranged for you started as expected? r Yes ¥ No r NA
If No, Reason/details:

3. Have you needed to arrange services other than those arranged by The Alfred? r Yes r No
If Yes, Reason/details:

THTHR VIVIT MOIWVWI TTVDY TNATIVA

4. Do you have the details or have you already attended your GP / Outpatient appointments? r Yes ¥ No r NA
If No, Reason:

5. Do you have any questions about your medications &/or are you having any problems with them? r Yes ¥ No r NA
If Yes, Reason/details:

6. Do you have any other concerns? r Yes r No
If Yes, Details:

No action required: ¥

Action required:
a) Referral back to staff member/department involved during the admission to follow up services or reinforce education (tick appropriate box):

I Unit HMO/Registrar I Outpatients ¥ RDNS I PostAcute Care K Social Work K Physiotherapy ¥ Pharmacy
I Occupational Therapy ¥ Care Co-ordinator ¥ Other

b) If a new or multiple need(s) has arisen, call the Rapid Assessment Service Help/advice line. Referralto: ¥ RAS help/advice line (x6561)
Ifit is after hours & a medical issue, contact the Unit Medical staff (see (a)) &or advise the patient to visit their local GP/hospital
Recommendation made for patient to visit (tick appropriate box): ¥~ Local GP ¥ Emergency/Local hospital

Adon naanayt ienaial

¢) Advice git I ions & patient's resp

Other comments: All elements of the Discharge plan appropriate and in place as arranged ¥ Yes ¥ No [If No, please explain
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Attachment 2 -

Wodonga Regional Health Service
‘How to refer to services’

How to Refer to Services

WRHS
RITH

Hospital in the

Rehabilitation in the
Home

Discharge Plannel

Between
Between Between 8.30am and 5.00pm
When 8am & 4pm 8.30am and 4.30pm Monday to Thursday
Monday to Friday 7days 8.30am and 3.00pm
Fridays
Conducted by Conducted by Conducted by
Assessment

Liaison Nurse

[

Enquiries to Discharge Planner: Ph: 60517448

RITH Medical Officer
Or RITH Team Leader

Liaison Nurse

]
|

Page 1

.

T
=

District Nursing Service Post Acute Care

Between Between
8am & 4pm 8.30am and 4.30pm
Monday to Friday Monday to Friday
Conducted by Conducted by

Liaison Nurse PAC Co-ordinator
v

— .

‘WODONGA REGIONAL l lEALTH SERVICE
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Additional Services Available

P.A.D.P
(Program of A

Specialist Care
Patient Education | Dental Clinic | SeX4 Health

Rehabilitation and Allied Health
& Support

Persons)

Family Planning,

Paediatric Home Care Public Dental Obstetrics, STD

Program. Education & Services available Screening,
Support. Referrals to all Healthcare Womens, Mens &
from Child Service Card Holders &/or Child Health.

Providers Pensioners Immunisations &
Ph 60517170 Ph 60517404 Disease Control
Ph 60517535

|
Stomal Therapy
Education & Support
Ph 605|17181
Continence Clinic
Education & Support
Ph 60517400

Cardiac Rehab.
Program
Ph 60517400

Diabetes Education &
Support
Ph 60517275

Pulmonary Rehab.
Program
Ph 60517400

Ub

‘WODONGA REGIONAL | |EALTH SE

Enquiries to Discharge Planner Ph: 60517448
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Service

seographical
irea serviced

Eligibility

Duration
>f Service

Referral

7

»

Nursing Care
Personal Care

Frequently Used Services

70
Allied Health
Nursing Care
Personal
Care

Home Care
Personal
Care

Palliative
Care

Hospital in the
Home (HITH)
classified as

Hosp Patients

Patient living
within 15 km
radius of
Hospital

Acute patient
discharges &
direct
admissions

Duration of
acute
Nursing care
needed

WRHS HITH
Liaison
Nurse
60517335

Post Acute
Care

|
City of
Wodonga &
surrounding
rural areas

All acute
patient
discharges

Upto4
weeks

PAC
Coordinator
60517447

inquiries to Discharge Planner: Ph: 60517448

(

District Nursing
Service

Wodonga &
surrounding
rural area (Vic
only)

Patients
requiring
Nursing Care

For duration of
nursing care

DNS
Liaison Nurse
60517408

[

\

Midwife In The ’ Rehab in the
Home(MITH) C%A"I‘g“\;l‘f"e"y Home (RITH)
Classified as e Classified as

hospital patients 9 hospital patients

City of Albury/ e
Wodonga & o don’ya a City of
surrounding surrougn dl Wodonga

rural area e
\ \ \
q All clients with
. All obstetric oo
All Obstetric R |dent,f|ab}e
" ref d
= goals
Duration of 9 .
i For duration For duration of
acute Nursing S ey
care needed
Obstetric
Obstetric Unit Unit
MITH Liaison cMP R'I:a::m
Nurse Liaison 60517418
60517250 Nurse
60517250

Mow
Cleaning, respite
& personal care
assistance

According to
Rural City of
Wodonga
Council

Frail Older
people &
younger
disabled.

Carers of both

As long as
required.
Review as per
protocol

Discharge
Planner
60517448

\
Palliative Care
Services
inpatient &
Community
Falliati\‘/e Care
City of
Wodonga &
Shire of Indigo
& Towong

\
Patients with
life shortening
illiness &
complex
symptom
control

For duration of
Palliative care
needed

Palliative Care
Liaison Nurse
60517423

B

Pain

Management
Clinic

Assist in
management of
Recurrent &
Chronic Pain

City of
Wodonga and
extended
Rural area

Patients with
Persisting
Pain

According to
Management
Plan

General
Practitioner

Mental
Health

Mental Health &
Suicide Risk
Assessment

City of
Wodonga,
Indigo,
Alpine &
Towong

Al Clients
identified
with Mental
Health
Problems

According to
agreement
between
case manger
& client

Mental
Health
Services
60561700

‘WODONGA RE(;!ONA!ELTH SERVIC
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Appendix B
Good practice Guide Contributors

Case study contributors

Many different hospitals and health services submitted examples of good practice
for this guide. We would like to thank those people who took the time to send in
their submissions.

Alpine Health

Austin Health

Bairnsdale Regional Health Service
Barwon Health

Bayside Health

Beechworth Health Service

Bendigo Health Care Group

Bethlehem Hospital Inc.

Cobram District Hospital

East Grampians Health Service

Echuca Regional Health

Gippsland Southern Health Service
Goulburn Valley Health

Kooweerup Regional Health Service
Kyneton District Health Service
Melbourne Health

Mercy Public Hospitals Inc.

Murrindindi Community Health Service
Northern Health

Otway Health and Community Services
Pathways Rehabilitation and Support Services Inc.
Peter MacCallum Cancer Centre

Portland and District Hospital

Rochester and Elmore District Health Service
Southern Health

Stawell Regional Health Service
StVincent’s Health

Tallangatta Health Service

Timboon and District Healthcare Service
Upper Murray Health and Community Health Service
Wannon Post Acute Care Program

West Victoria Division of General Practice
West Wimmera Health Service

Western District Health Service
Wimmera Health Care Group



General contributors
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Following the identification of examples of good practice in Victorian hospitals,
the project officers visited the hospitals below and interviewed hospital staff.
We would like to thank the staff that gave their time so generously.

Austin Health

Bairnsdale Regional Health Service
Ballarat Health Services

Barwon Health

Bayside Health

Beechworth Health Service

Benalla and District Memorial Hospital
Bendigo Health Care Group
Beaufort and Skipton Health Service
Carers Victoria

Central Gippsland Health Service
Cobram District Hospital

Colac Area Health

Dunmunkle Health Services

East Grampians Health Service

East Wimmera Health Service
Eastern Health

Echuca Regional Health

Gippsland Southern Health Service
Goulburn Valley Health

Hepburn Health Service

Kerang District Health

Kooweerup Regional Health Service
Kyneton District Health Service
Latrobe Regional Hospital
Maryborough District Health Service
Melbourne Health

Mercy Public Hospitals Inc.

Mildura Base Hospital

Mount Alexander Hospital

Northern Health

Otway Health and Community Services
Peter MacCallum Cancer Centre
Rural Northwest Health

Seymour District Memorial Hospital
Southern Health

Swan Hill District Hospital

Stawell Regional Health

StVincent’s Health

Tallangatta Health Service

Timboon and District Healthcare Service
Upper Murray Health and Community Health Service
Northeast Health Wangaratta

Wannon Post Acute Care Program

South West Healthcare

Western District Health Service

Western Health

Wimmera Health Care Group

Wodonga Regional Health Service
Yarrawonga District Health Service
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Appendix C
Service directories

Victorian service directories

Infoxchange

The Primary Care Partnership Program website contains many of the
necessary referral sources. Hospitals can contribute to the content of the site:
www.serviceseeker.com.au

The Victorian service directory Better Health Channel can be found at:
www.betterhealth.vic.gov.au
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Specific-need service directories

National aged care service directory

The Commonwealth Carelink Centres’ web site can be found at
www.commecarelink.health.gov.au.

Users can also call a national telephone service (freecall 1800 052 222) to find
information about services in their local area. The network of Commonwealth Carelink
Centres across Australia provides a central point of contact for information on a
wide range of community care and other health-related services.

Disability Online

The national disability services directory can be found at:
www.disability.vic.gov.au/dsonline /dssite.nsf?open
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Health Insite

Health Insite (www.healthinsite.gov.au/index.cfm) is a Commonwealth Government
initiative. A consumer services directory, it also includes health information for patients
and carers.
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Glossary

aged care assessment services (ACAS): work to assess the needs of frail older
people and to facilitate access to available care services appropriate to their needs.
A comprehensive assessment by an ACAS may result in the person's approval for
entry into a residential aged care service or a referral to other community-based
services, for example, those provided by the HACC program or a range of medical
or health services. An approval or referral from an ACAS does not necessarily mean
that the person will receive that care.

aged persons mental health services: mental health services for older people,
generally co-located and operationally integrated with sub-acute facilities and aged
care assessment services (ACAS). These services provide assessment, treatment,
rehabilitation, continuing care and consultation, preferably in the community wherever
possible. They use a system of case management that aims to ensure integrated
care for the individual across community, inpatient and residential components

of the service.

assessment: a decision-making method based on collecting, weighing and
interpreting relevant information about the patient. Assessment is not an end

in itself, but part of a process of delivering care and treatment. It is investigative,
using professional and interpersonal skills to uncover relevant issues and to develop
a care plan.

care coordination: coordination of the services required by the patient so they
are delivered in the most efficient and effective way for meeting that individual’s
needs. Care coordination enables continuity of care, avoids duplication of services
and ensures program boundaries do not hamper service providers in fulfilling the
patient’s needs.

care pathways: an integrated care pathway determines locally agreed,
multidisciplinary practice based on guidelines and evidence where available
for the treatment of a specific patient/client group .

carer: someone (usually a family member) who provides support to children or
adults who have a disability, mental illness, chronic condition or who is frail aged.
Carers can be parents, partners, sons, daughters, brothers, sisters or friends of
any age.

case management: the use of a case manager who helps the patient and their
carer work through care and related issues, as well as providing a single point of
accountability for service provision. Case management involves care coordination.

clinical audit: the systematic and critical analysis of the quality of clinical care,
including the procedures for the diagnosis, treatment and care, the associated use
of resources and the resulting outcome and quality of life for the patient.

clinical effectiveness: the application of the best available knowledge, derived
from research, clinical expertise and patient preferences, to achieve optimum
processes and outcomes of care for patients.
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clinical governance: the framework through which health organisations are
accountable for continuously improving the quality of their services and safeguarding
high standards of care by creating an environment in which excellence in clinical
care will flourish.

clinical guidelines: systematically developed statements to assist practitioner and
patient decisions about appropriate health care for specific clinical circumstances.

community: A person’s normal residence, whether an independent house,
a supported residential service or an aged residential facility.

comprehensive assessment of older people: A multidimensional process
designed to assess an older person’s functional ability, physical health, cognitive
and mental health and socio-environmental situation

department: Department of Human Services

design features brief: provides guidelines for the planning and design of health
and aged care facilities. Design features briefs are developed by the Department
of Human Services.

Effective Discharge Strategy (EDS): the strategy was funded by the Department
of Human Services for a period of 5 years from 1998 /1999 to improve discharge
practices from public hospitals.

evidence-based practice: a process through which professionals use the best
available evidence, integrated with professional expertise, to make decisions regarding
the care of an individual. It requires practitioners to seek the best evidence from a
variety of sources; critically appraise that evidence; decide what outcome is to be
achieved; apply that evidence in professional practice; and evaluate the outcome.
Consultation with the client is implicit in the process.

Health Service: the acute, sub-acute and primary care campuses of a Health Service,
as well as the additional services that it provides in the community. The term ‘Health
Services’ is capitalised in this paper to differentiate it from general health care and

ongoing support community services delivered by various providers in the community.

Home and Community Care (HACC): is a joint Commonwealth State Government
program that provides services to support frail older people, younger people with
disabilities and carers. HACC funds a range of basic support services that enable
people to stay in the community and live as independently as possible, where
otherwise they might have felt the only choice was to move into a residential facility.
HACC services are provided by local governments, Community Health Services,
public hospitals, community and voluntary organisations.

hospital: acute or sub-acute inpatient facilities.

Hospital in the Home (HITH): is the provision of hospital care in the comfort of
the person’s own home. Patients are regarded as hospital inpatients and remain
under the care of their treating doctor in the hospital.
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interim care: The care service provided to some people who have completed their
acute or sub-acute treatment, had their needs assessed by the aged care assessment
team and have been recommended for residential care. These people are described
as ‘awaiting long term care options’.

older people-friendly hospitals: Health Services that promote an attitude
of catering for the specific needs of older people and that have modified their
environment, and their staff expertise and mix, to reflect this attitude.

ongoing community support services: are supportive care services such as

assistance with personal care, meals, and home maintenance. These services are
provided in the person’s home and are ongoing. Community support services are
aimed at promoting independence and maintaining the person in the community.

post-acute care: the service provided to people after a hospital admission or
emergency department presentation. It provides time-limited, individually tailored
packages of supportive care to assist people to recuperate in the community.

primary care partnership (PCP): a voluntary alliance of primary care providers
that work together to improve health and wellbeing in their local communities.
There are 32 PCPs in Victoria.

sub-acute community care: sub-acute care delivered in the community exclusively
- that is, in a patient’s home (home-based care) and/or at a centre (centre-based
care). This care type was previously referred to by the department as ‘sub-acute
ambulatory care’.

sub-acute care: goal-oriented, time-limited interventions, generally provided in
a multidisciplinary environment to patients who require evaluation, treatment and
management for post-acute or chronic conditions.

transdisciplinary assessment: an assessment tool that any trained member of
a multidisciplinary team can use. Where the assessment flags specific issues, the
appropriate professional will then provide specialist intervention.

Victorian patient satisfaction monitor: provides regular, ongoing monitoring
and reporting of patient satisfaction with Victorian public hospitals in key areas
of service delivery. There are currently 95 hospitals participating in Victoria.
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