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Background.Background.

•• PAH is Tertiary referral hospitalPAH is Tertiary referral hospital
•• Number of beds 756  ~66,000 dischargesNumber of beds 756  ~66,000 discharges
•• ACAT QEACAT QE--II offsiteII offsite
•• T/CARE   QET/CARE   QE--II offsiteII offsite



RationaleRationale

•• A significant proportion of elderly hospital A significant proportion of elderly hospital 
inpatients who would benefit from inpatients who would benefit from 
Comprehensive Geriatric Assessment were  not Comprehensive Geriatric Assessment were  not 
previously seen by the geriatric service.previously seen by the geriatric service.

•• Current systems resulted in duplication of Current systems resulted in duplication of 
assessments.assessments.

•• A structured and standardised assessment A structured and standardised assessment 
process is more efficient than current ad hoc process is more efficient than current ad hoc 
approachesapproaches



What wasnWhat wasn’’t workingt working

•• Lack of clear pathway referralLack of clear pathway referral
•• Confusing and distressing for elderly patients Confusing and distressing for elderly patients 

trying to access appropriate servicetrying to access appropriate service
•• Confusing for the cliniciansConfusing for the clinicians
•• Inefficient use of clinicianInefficient use of clinician’’s times time
•• Duplication of assessmentDuplication of assessment
•• ““Program basedProgram based”” rather that rather that ““patient  centredpatient  centred””



Previous referral pathwayPrevious referral pathway



ObjectivesObjectives

•• Simplify access to aged care servicesSimplify access to aged care services
•• Create a single contact point for referralsCreate a single contact point for referrals
•• CGCG--Assessment / interAssessment / interRAIRAI methodology methodology 
•• Improve time to consultant review <24hrs Improve time to consultant review <24hrs 
•• Improve links between hospital & Improve links between hospital & 

community services community services 
•• Improve the quality of documentationImprove the quality of documentation



Objectives Objectives -- contcont

•• Formal geriatrician review forFormal geriatrician review for
–– any case referred for rehabilitationany case referred for rehabilitation
–– Referred for residential care or transitional Referred for residential care or transitional 

care care 
–– on a needs basis (dependent on case on a needs basis (dependent on case 

complexity).  complexity).  



Proposed ModelProposed Model

“Geriatric”
referral

Needs Based

-Geriatric 
Rehabilitation
-Advice
-Residential      
Care
-Transition
Care
-Community 
Care

Geriatrician support

Single 
Comprehensive 

Geriatric
assessment

Needs Based

-Geriatric 
Rehabilitation
-Advice
-Residential      
Care
-Transition
Care
-Community 
Care



FundingFunding

•• QH Strengthening aged care funding grantQH Strengthening aged care funding grant
•• Yearly grant process commencing 2005 as Yearly grant process commencing 2005 as 

part of implementation for aged care part of implementation for aged care 
strategic planstrategic plan

•• Originally nonOriginally non--recurrent funding until July recurrent funding until July 
20072007

•• Now obtained recurrent fundingNow obtained recurrent funding



Types of PatientsTypes of Patients

•• Frail elderly medical inpatientsFrail elderly medical inpatients
•• Frail elderly surgical inpatientsFrail elderly surgical inpatients
•• Patients referred for geriatric rehabilitation Patients referred for geriatric rehabilitation 

or consultor consult
•• Patients referred for complex care needs Patients referred for complex care needs 

post dischargepost discharge
•• Patients referred for residential carePatients referred for residential care
•• Patients suitable for transition carePatients suitable for transition care



Referral sourcesReferral sources

•• Chip screen within 24 hrs post admission Chip screen within 24 hrs post admission 
•• Ward board rounds  Ward board rounds  
•• Patients referred to GARUPatients referred to GARU

–– Geriatric consult requestsGeriatric consult requests
–– Geriatric Rehab requestsGeriatric Rehab requests

•• OrthogeriatricOrthogeriatric patients (#NOF project)patients (#NOF project)
•• Amputee & stroke patients different Amputee & stroke patients different 

processprocess



GATE Referral PathwayGATE Referral Pathway
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Total numbersTotal numbers
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Type of AssessmentsType of Assessments
Asessments 
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ACAT/T.Care
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Process IProcess I

•• Based on Based on observationsobservations from assessors, staff and from assessors, staff and 
relatives (what does the patient do)relatives (what does the patient do)

•• Multiple observation periods Multiple observation periods 
–– PrePre--morbid (3 days prior to acute illness)morbid (3 days prior to acute illness)
–– Admission (initial 24 hour period)Admission (initial 24 hour period)
–– Review assessments (for longer stay patients or when Review assessments (for longer stay patients or when 

sudden change of status occurs)sudden change of status occurs)
•• Includes consultations if patient already assessed at Includes consultations if patient already assessed at 

admissionadmission

–– Discharge (last 24 hours of episode)Discharge (last 24 hours of episode)



Process IIProcess II

•• A single assessment systemA single assessment system
•• Conducted at time of referral and repeated at Conducted at time of referral and repeated at 

critical points during admission and at dischargecritical points during admission and at discharge
•• Applied only to selected patients who are Applied only to selected patients who are ““frailfrail””
•• Designed to support, problem identification, Designed to support, problem identification, 

referral and discharge planningreferral and discharge planning
•• Enabling technologiesEnabling technologies

–– 1.  Web based software with messaging functions1.  Web based software with messaging functions
–– 2. Robust assessment instruments 2. Robust assessment instruments –– the the interRAIinterRAI

Acute CareAcute Care



Process IIIProcess III

•• AssessorAssessor’’s interim report available immediately s interim report available immediately 
at completion of data collectionat completion of data collection

•• Geriatrician autoGeriatrician auto--notified by enotified by e--mail of mail of 
assessment pendingassessment pending

•• Clinical data and provisional report reviewedClinical data and provisional report reviewed
•• Report writtenReport written
•• AutoAuto--dispatched to service coordinatordispatched to service coordinator
•• Available immediately onlineAvailable immediately online



Summary reportSummary report
•• Provide a summary profile of the Provide a summary profile of the 

personperson
•• Incorporates Incorporates 

–– Background and commentaryBackground and commentary
–– Major problemsMajor problems
–– Key observationsKey observations
–– ScreenersScreeners
–– ScalesScales

•• cognition cognition 
•• IADLIADL
•• ADL ADL 
•• PainPain
•• BMIBMI

–– Priority areas for actionPriority areas for action



Obstacles.Obstacles.

•• Resistance to changeResistance to change
•• Change involved several servicesChange involved several services
•• Large number of stakeholdersLarge number of stakeholders
•• Some worried that positions would be Some worried that positions would be 

erodederoded
•• Lack of knowledge and confidence of Lack of knowledge and confidence of 

assessment tool.assessment tool.



Who was seenWho was seen

Total Assessments 

35%

47%

9%

9%

On line Formal Acat T care.

•• 274 total274 total
–– 173 referrals173 referrals
–– 30 ACAT30 ACAT
–– 30 Transition Care30 Transition Care
–– Others screen Others screen 

positive/ negativepositive/ negative



AchievementsAchievements

•• Patients assessed & interim report in chart Patients assessed & interim report in chart 
within 24 hours within 24 hours 

•• Geriatrician review within 2 days of referralGeriatrician review within 2 days of referral
•• Geriatrician review for ACAT referralsGeriatrician review for ACAT referrals
•• Reduced wasted ACAT visitsReduced wasted ACAT visits
•• Some ACAT referrals offered rehab Some ACAT referrals offered rehab 
•• Geriatric services offer a consultant ward round Geriatric services offer a consultant ward round 

three times a weekthree times a week
•• Ongoing weekly reviewsOngoing weekly reviews



Benefits to PatientsBenefits to Patients

•• Reduced duplication of assessmentReduced duplication of assessment
•• Attention to geriatric syndromesAttention to geriatric syndromes
•• Full exploration of rehab potentialFull exploration of rehab potential
•• Greater access to geriatric opinion & Greater access to geriatric opinion & 

rehabilitationrehabilitation
•• All patients referred for Res Care get a All patients referred for Res Care get a 

geriatric unit assessmentgeriatric unit assessment



Where to from here.Where to from here.

•• New model consolidated into hospital and New model consolidated into hospital and 
community aged care servicescommunity aged care services

•• ACAT assessment functions to be integrated into ACAT assessment functions to be integrated into 
the model  the model  

•• New interNew interRAIRAI ACCR software implemented and ACCR software implemented and 
operating to support ACAT assessmentoperating to support ACAT assessment

•• Use of this model in other sitesUse of this model in other sites
•• Telemedicine potential Telemedicine potential 



Long Term PlanLong Term Plan
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