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2 Jmohr/ access to aged care services
e mgle contact point for referrals
Assment / InterRA/ methodology
;:.:;_‘; . :é time to consultant review <24hrs
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mprove links between hospital &
~ community services

® |mprove the guality of documentation
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=== ~ 0n a needs basis (dependent on case
complexity).
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S referred for geriatric rehabilitation
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-EétJents referred for complex care needs
post discharge

e Patients referred for residential care
e Patients suitable for transition care
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ACAT/T.Care

Cumilative

Weekly ACAT/T.Care
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eJ Servatlon perlods
I i’bld (8 days prior to acute illness)
_r _:_ssmn (initial 24 hour period)

== e‘Tew assessments (for longer stay patients or when
= %.-_ sudden change of status occurs)

_ ;_ * Includes consultations if patient already assessed at

: - admission

— Discharge (last 24 hours of episode)
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sONUUCied at time ofi referral and repeated at
criticelige PInts during admission and at discharge

- r\oohea nly o selected patients who are “frail”

® Jr-t\ré ied to support, problem identification,
=—e ferral and discharge planning
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_. 'Ehablmg technologies

— 1. Web based software with messaging functions

~ — 2. Robust assessment instruments — the interRAI
Acute Care




SHnterimireport available immediately
_@fo of data collection
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f*;‘ﬁeport written
= ® Auto-dispatched to service coordinator
e Available immediately online
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Aged Care Assessment
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Total Assessments

9%
9%
Q 35%

47%

— Others screen
positive/ negative

@ On line @ Formal @ Acat @ T care.
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- Gefle rmuﬁ‘ review within 2 days of referral
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2*’ me ACAT referrals offered rehab
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e [elemedicine potential
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_ Nursing Care Plan Medical Advice and
InterRai AC ACCR Management plan
Acute Care supp Sup

: GARU admission for
Standardised Assessment GEM/ Rehab
Refer to Residential

Care

Referred for services InterRai Gerontic Nurse

CHIP CHIP nurse Transition Program ACAT approval
Referred for Geriatric T Care Assessor T CARE approval
Consult ACAT assessor
Geriatric Registrar
Geriatrician Referral to community ACAT
agency/program CACP/EACH etc



