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Noerthaside Transition Care Pregram



ransitien Care: Program

Estalblished tinder the Agear Care: Act 1997
National progiam

JoIntly ftinded By Commoenwealtharand
State Govermments

Provides short-tern support, renabilitation
& CASe management tes clients

Goal-oriented and! time-limited



Northside Transition Care
Zroje|fzlng

Covers Metro North HSID
EURCtioNINgG since Eebruarny 2007

66 community: places; and 20 residential
places

Unigue structure
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The Community: IHealthr Ald

Known as CiHA®

Vital member off Northside Transition Care
team

Combined role off PCW: and AHA

Carries out care to clients under direction
of clinician



@ining

Certificate 11

Oppertunities fior additienal gualifications
Additienall on-the-jelk traiming previded oy
clinicians

Competencies reviewed regularly/



Duties

Rehearsal off therapy: programs
Persenall care suppori

Client transpert

[Demestic Support

Soeciall stpport

Medication: stpervision
Nutritional support



Wiy is the CHA Roele |mportant?

Allews rehabilitation fecus to e Incorperated
Inte all aspects’ of client care

Rejnforces wWork of clinicians
Allows Innovative and fiexiple: Interventions
SERVES as main polnt eff contact fier clients

Provides clients with social interaction and
morale Peost

Enables therapeutic relatienships
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Mrs F

Referred to Northside: Transition Care
Program firony hespital

=alls;, fluctuating) monility’ and reducead
AUtrtional intake

Multiple chronic medical conditiens
Ereguent; hespital' admissiens




At Time of Admission to TCP

LIVInG With hushanad
=amily discussing placement
Jsing 4WW In@oors
Not geing outdoors

Requirng moderate: assistance With
transters, and SNeWers




Goals

o return to’ Using SPSI Indoeers

[0) 9o eUtdeors and attend secial activities
[0 regain Independence withrallftransfiers
10 Increase independence with shewerng
0 Increase energy. levels




Services Involved

Case Managen
Physietherapy.
Occupatienal Therapist
NUrsIing

Soclal\Waork

Dietetics

Community Health Aids
Personal alarm
Equipment: lean



SLOW PROGRESS




\WiaN2

Eluctuating health and motivation
IHoespital re-admissions

ARXIOUS regarding future

Eeeling loss ofi control

Eeeling fed-up With exercise focus



Plan B



eami Stiategy

Therapy’ sessions were shoertened

Incidental therapy: enphasised

Moetivating activities, identified

Positive reinforcement anad praise

Relaxation and reminiscing program develeped
Staggerng| of therapy: SEssIons and SNeWErS
Private space encouragead



RIS appreachwas put inte
pPractice
GVET: SeVeral Weeks Wibin CHAS
PEeIRgintegial RS
Implementatien



CHA Input

Regularly’ rehearnsed clinicians” Updated therapy.
Progiams With Vs E

Rostered te see Mrs Eaaily iitially,

Clesely: moniteread: Mrs E'S progress

Encouraged incidental therapy:andi enjoyanle
activities

Continuead to provide pesitive: reinfercement and
SUppert

Rehabilitation focus used at all' times




PrOGIESS

Mrs E started! 1o participate i all therapy.
With: Ril-complaints

Mrs E commenced going fier coffee
Episodes of lliness: lessened in freguency

Level off support Was akle to be graded
down

Remained home andl onr pregram ol 12
WEEKS



By ERGi el Pregi@im...

USing SPSI Indoers

Regularly: geing out fier ceffiee
Attenading seclal activities
Independent: wWith allftransters

SHoewerng/dressing with: minimal
assistance



By ERGF ol Pregi@m...

Community. Ageadl Care: Package: set-upito
continue support

Plans 1ol placement alkandened
Eamily’ suppert continued for some: tasks
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Community, Health Aid Role

Seclal SUpport, positive reinforcement anad
freguent Vvisits

Rehabilitation focus across alll aspects of
care

Broad mix of duties

Reinfercement ofi clinician
[ecemmendations; anad strategies



ransitien Care: Program

Client fecus;and fiexibility: bultinte
pregram

Input firem Multidisciplinarny team
Case Vianagement
Transter of care burden



e Unigue
CommunILy;
HealtrAle






diransitionrcane
Zroje|fzlng












