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Thursday 26 March 2009, Session 1

International Perspective

Intermediate care: the good, bad and ugly - lessons from clinical research
Prof John Young

Head, Academic Unit of Elderly Care and Rehabilitation

Bradford Institute for Health Research

Bradford Royal Infirmary, UK

Bio: John Young has worked as a geriatrician in the UK for over 20 years and has been involved in
many service developments including stroke care, ortho-geriatrics and community hospitals. He has led
a programme of research to evaluate various intermediate care services. Between 2001 and 2007, he
was seconded to the Department of Health to advise on the implementation of the National Service
Framework for Older People. This work included the national introduction of intermediate care services
in England.
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Differentiating transitional care from subacute care and why it is important
Prof Leon Flicker

Professor of Geriatric Medicine

Director, Western Australian Centre for Health & Ageing — WACHA

University of Western Australia

Royal Perth Hospital, WA

Bio: Leon Flicker is the inaugural Professor of Geriatric Medicine at the University of Western Australia
since 1998. He has established a productive research unit aimed at cutting edge translational issues
focusing on the health needs of older people culminating in 2006, the Western Australian Centre for
Health and Ageing at the University of Western Australia. He remains a practicing geriatrician and is
Head of Inner City Geriatric Services. Professor Flicker has assisted in implementing his own and others
research outcomes into clinical guidelines regarding functional decline, delirium, redesign of the hospital
environment and many others.
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Integrating case management into transitional care
Nicole Brooke

Senior Lecturer, Faculty of Nursing, Midwifery and Health
University of Technology Sydney, NSW

Bio: Nicole Brooke is a passionate and committed practitioner and researcher, looking to better support
healthcare within Australia and internationally.

She is currently a Senior Lecturer at the University of Technology, Sydney (UTS). Nicole has extensive
insight into the community and residential aged care industry. Nicole has worked in various senior
management positions within including Director of Nursing, and more recently the Director of Clinical
Practice at UTS. Nicole has Bachelor of Nursing (ACU), Masters of Adult Education (UTS) and is
currently finishing her Doctorate of Philosophy (UTS) on Case Management.
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Getting On TRACS:

Investigating Causal and Systemic Issues Affecting Occupancy Levels
Maren Jones

Physiotherapy Manager, Port Kembla Hospital

South East Sydney lllawarra Area Health Service, NSW

Verica Marin, Manager, TRACS, Port Kembla Hospital, NSW
SueEllen Hogg, Senior Speech Pathologist, South East Sydney lllawarra Area Health Service, NSW

Bio: Maren (Marnie) Jones is the Physiotherapy Manager at Port Kembla Hospital with a specialty in
Amputee Rehabilitation and a Master's Degree in Public Health. She was accepted into the Clinical
Excellence Commission Clinical Leadership Program. A group of nine managers in this program
completed this project to improve bed occupancy levels in transitional care.

Abstract: The Clinical Excellence Commission Southern Hospital Network Clinical Leadership
Program team project for 2008 was focussed on the Transitional Rehabilitation Aged Care Service
(TRACS). The program bed occupancy rate indicated that the TRACS service was not utilised to its full
capacity despite an identified need for this service.

The aim of the project was to identify the causal and systemic issues impacting on the program
occupancy levels, in order to make recommendations regarding these issues.

Surveys, discussions with stakeholders, and a fishbone analysis of issues identified by the team, were
used as part of the diagnostic phase. These revealed confusion surrounding the referral process and
selection criteria. Furthermore, there were TRACS program knowledge differences between the
professional groups and referral sites. Readily available information about the program was
inconsistent. As a result of this project, it is recommended that the following points be considered:

1. Refinement/reconfiguration of current data systems

2. Clear consultative referral criteria be developed

3. The establishment of an education strategy about TRACS for both staff and clients/carers
4. Strategies be developed to raise the profile of the program

5. Ensure strong feedback mechanisms become standard practice

Updated data available October 2008 showed an average occupancy rate of 94.5% for June to
September 2008 an improvement of 35% over the previous 12 month period. Indicating the Getting on
TRACS project had already had an impact.
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Transition Care Program: Band-aid or Cure

Betty Tzouvelis

Senior Project Officer, Sub-acute Services, Ambulatory & Continuing Care,
Metropolitan Health and Aged Care Services

Department of Human Services, VIC

Bio: Betty Tzouvelis is a Senior Project Officer with the Sub-acute Services unit at the Department of
Human Services, Victoria. Betty has the lead on managing the Transition Care Program and other key
initiatives, such as the TCP Plus and the VCAT — health service project. Previously, Betty had clinical
and management responsibilities in the health service, residential and community aged care sector.
Betty is currently completing a Master of Health Science — Aged Services with Victoria University.

Abstract: It is widely recognised that older people are primary recipients of our health service system.
In a climate of constrained budget growth and resources, it is imperative that innovative approaches are
utilised in addressing the efficiencies of service delivery. Equally, the practice of person centred care
must be upheld and promoted by providers issuing such support.

Older people continue to experience unnecessary extended hospital stays, resulting in functional decline
and premature decision-making regarding their long-term care needs. Victoria is committed to ensuring
that its health service system is delivering the right care, at the right time and in the right place. Victoria
has recognised the jointly funded Australian and State/Territory Government Transition Care Program
(TCP) as an integral component of its comprehensive sub-acute service system.

This presentation will provide an overview of the TCP in the Victorian context, how it is promoting choice
for older people, enabling them to complete their restorative process and be supported in decision-
making relating to suitable short and long-term care. Additionally, it will also make reference to existing
limitations and other innovative approaches, such as TCP Plus, that have been undertaken to
complement this program and promote patient flow and access within hospital settings.
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Providing Bed Based Transition Care in an Acute Care Hospital Environment — the Challenges
and Successes

Kim Garlick

Social Work Case Manager

Transition Care Program

Western Health, VIC

Bio: Kim Garlick is a Social Worker with 16 years experience working in a range of settings including acute
and sub acute hospitals, adult day activity centres, community health centres and package care services in
both rural and metropolitan regions in Victoria and NSW. Kim has a particular interest in working with people
who have dementia and their families and residential aged care.

Abstract: The Western Health Transition Care Program is aged care program jointly funded by the
Victorian Department of Human Services and the Department of Health and Ageing and is based at the
Williamstown Hospital in Melbourne. The program has 15 beds in an acute hospital setting for people
waiting for permanent residential care.

Most patients and their families initially hold negative thoughts about the move into an aged care facility.
In order to assist patients and their families in this transition phase we have created a residential type
environment on the acute ward where our beds are located.

The paper will outline the key features of our program - our model of Case Conference and our Activity
Program (including the use of Life History Booklets).

Our model of case conference is where our Geriatrician, Registrar, Hospital Medical Officer, Nurse Unit
Manager, Social Work Case Manager and Physiotherapist all see the patients together once a week in
order to discuss the goals with the patient and their family and to review the goals. This model has
proved to be cost and time effective and has improved communication between patients, their families
and all team members.

Our activity program consists of both individual and group activities. The introduction of the activity
program required a change management strategy for the ward staff, training staff to become multi-
skilled, involving volunteers and developing resources.

The paper will show how we implemented our initiatives on an acute care ward and share the
challenges and successes.
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Increasing Options in Transition
Tony Lawton

Rehabilitation Program Manager
Helping Hand Aged Care, SA

Bio: Tony Lawton is a Registered Nurse with 15 years experience in the area of Rehabilitation. He has
worked in diverse health care settings including the commissioning and then expansion of rehabilitation
and sub acute services in a large tertiary private hospital. For the past two years he has worked for
Helping Hand Aged Care as their first Rehabilitation Program Manager. His position integrates
rehabilitation and transition services across four aged care facilities and services for older people living
in the community.

Abstract: Aged care providers delivering transitional care face many challenges, particularly managing
multiple funding sources and supporting clients to find a clear pathway to the available options. To
address these issues, Helping Hand Aged Care implemented an innovative management structure
which allows for the integrated provision of transition care across residential and community settings.

The Rehabilitation Program brings multiple funding sources (DTC, HACC, CACP, TCP, client and
Helping Hand) under one management structure. In practical terms, this structure enables us to provide:

. transition programs of differing service levels and durations, in different settings (residential and
community)

. support clients who require a longer transition timeframe via a combination of services for up to
nine months

. some transition care services without an Aged Care Assessment.

. transition services in varied settings by one staff group

. a short term highly flexible residential option not restricted by funding eligibility requirements.

This presentation will:

. describe the way in which the Rehabilitation Program is structured

. how the funding sources contribute to the different aspects of our work

. the staffing and management systems which enable us to work in this way while still meeting
funding accountability and requirements

. use evaluation evidence and case studies to illustrate the key elements of the success of our
approach to transitional care

. describe plans for future development, including developing effective service benchmarking and

planning (e.g. in participation in the Australasian Rehabilitation Outcomes Centre Ambulatory
Dataset) and collaboration with other non-community transition care providers.
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Central Northern Adelaide Health Service Transition Care Program (CNAHS TCP).
‘A Client Centred, Collaborative Partnership Model’

Dianne Halliday

Senior Social Worker

Central Northern Adelaide Health Service Transition Care Program, SA

Karen Hales, Senior TCP Coordinator, Central Northern Adelaide Health Service - Transition Care
Program, SA

Bio: Dianne Halliday is the Senior Social Worker with the Central Northern Adelaide Health Service
Transition Care Program. Her work focuses on helping providers with any unexpected difficulties
encountered on the patient journey. Dianne’s previous work was in the acute care sector, and prior to
that she worked extensively in community based NGO organisations. Her experience working across
sectors enables her to understand the unique perspectives of each sector and assists her to facilitate
collaborative working partnerships achieving positive outcomes for clients & families.

Abstract: In practice, the Central Northern Adelaide Health Service Transition Care Program (CNAHS
TCP) operates utilising three elements. The first is our CLIENT CENTRED focus. It is from this
perspective that we walk along side the client as they make their journey through the Transition Care
Program. This focus allows us to challenge systems and plan solutions by thinking outside the square,
which meets individual needs.

Our second element is our ‘PARTNERSHIP’ model. Partnership enables us to work across all of health,
community and aged care sectors. This gives equal value to all the needs, demands, and expectations
of each sector. Like all partnerships, equity is at times, tempered by necessity and compromise.

This leads to our third element, our ‘COLLABORATIVE approach’. This approach enables the service to
bring together the traditionally disparate sectors of acute, community and aged care. By providing a
collaborative approach, all concerns are heard, solutions are designed and the needs of the client are
met.

In order to illustrate how these elements translate operationally we will take you on two client journeys.
Without the Transition Care Program, both were destined for permanent full time care. The stories will
illustrate how the focus, the model and integrated practice work to create a framework for individual
outcomes, within their own capacity and sustained over time.
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The Blood, Sweat and Tears of a Large Community Based Transition Care Team
Jennifer O’Neil

Nurse Unit Manager, Northside Transition Care Program

Northside Health Service District, QLD

Bio: Jennifer O’Neil has over 20 years of nursing experience in a variety of specialities both as a
clinician and manager including Community, Emergency and Education. Jennifer is the Nurse Unit
Manager of the Northside Transition Care Program in Brisbane and was responsible for the set up and
implementation of the program in the District.

Abstract: Northside Transition Care Program operates 70 community based Transition Care places in
Northside Health Service District with an average monthly occupancy of more than 90%.

Approximately 781,000 people are resident in the Northside Health Service District which accounts for
19.7% of the total population of Queensland. 12% of the District population is over the age of 65. The
District covers an area of 4157 square kilometres and extends from the Brisbane River to north of
Kilcoy.

The Northside Transition Care team is built around the concepts of multidisciplinary and interdisciplinary
team functioning. While each team member brings with them discipline specific skills and knowledge
there is acknowledgement of the common skills and abilities that all team members share.

The team has 46 full time equivalent staff members comprised of a Nurse Unit Manager, Allied Health
Team Leader, Transition Care Coordinators, Occupational Therapists, Physiotherapists, Clinical and
Registered Nurses, Social Worker, Dieticians, Speech Pathologist, Administration Officers and
Community Health Aids. Additional service types are externally brokered as required.

This presentation will:

. Provide a brief overview of the Northside Transition Care Program
. Provide an overview of the staffing model of the team
. Offer insight into how high occupancy levels are consistently achieved

Describe the unique positions within the team and how these have contributed to the outcomes
achieved both from an organisational and client perspective.
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Community Transition Team for Older People
Denise Thatcher

Gerontology Nurse Specialist

Greenlane Hospital, NZ

Bio: Denise Thatcher received her Masters in Nursing(honors) in 2004. Her role within A+ Links Home
and Older Peoples Health as a gerontology nurse specialist includes clinical assessment and case
management of older people in community and residential facilities. Over the last two years she has
coordinated the development of a Community Rehabilitation service for Frail Older people and the
Auckland City Memory Clinic.

Abstract: The New Zealand Health of Older People Strategy 2002, has opened the doors for the
development of multiple, integrated health services for older people. The last seven years have seen
services increase throughout New Zealand, designed to promote ageing in place. A+ Links Home and
Older Peoples Health (Auckland City Hospital Older People’s Health service) has implemented several
community based programmes designed to improve the quality of life for older people in addition to the
development of a residential care services utilising two nurse specialists. The services recognise the
many pathways an older person travels and for which adjustments require skilled support and guidance
to reduce risks of functional decline, carer stress etc.

A+ Links recognises the transition along the continuum of care could be more effective with strategically
situated gerontology expertise. International research has long recognised the benefits of advanced
gerontology nurses situated in the Emergency Department. Recently A+ Links Home and Older
Peoples Health commenced a joint initiative with the Emergency Department at Auckland City Hospital
to develop a Community Transition Team for older people. The outcomes include safe discharge home
from the Emergency department with support of a Health Care Assistant, supported transition to suitable
care, timely referral to community services and early screening and identification of Geriatric Giants.

The Community Transition Team Project is being adapted to meet the needs of older people as they
travel across the continuum of care. It is anticipated that on completion of the project in April 2009 the
role of the advanced gerontology nurse within ED will provide an accepted specialty to this acute
environment. The advanced gerontology nurse role will be strengthened by the support of the
Community Based Transition team and Older People’s Health services.
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St Vincent's Transitional Aged Care Program, Sydney, NSW
Gerard Smith

TACP Physiotherapist

St Vincent's Hospital, NSW

Bio: Gerard Smith has 10 years experience in hospital-based physiotherapy (specialising in
neurological physiotherapy), able body and wheelchair sports physiotherapy and is currently
Physiotherapist for the TACP Team at St Vincents Hospital in Sydney. He has practised in NZ, the UK
and NSW and holds current practising certificates in each country. He has a special interest in Older
People Health and research into rehabilitation post-stroke through the University of Sydney.

Abstract:
Objective: To demonstrate St Vincent's TACP (Transitional Aged Care Program) Model of Care.

Background: St Vincent's TACP started in March 2006 and is based at St Vincent's campus at
Darlinghurst, Sydney. The program addresses the needs of older people after their hospital stay. It
provides a time-limited (8-12 weeks), slow stream support and therapy to assist these older people to
improve their confidence and independence living at home.

Model of Care: St Vincent's TACP services are provided in the clients’ own homes to give them the
opportunity to optimise their functional capacities. Assistance is also provided in arranging for ongoing
community services before clients are discharged from our program or to assist them in considering
long-term residential aged care if needed. St Vincent's TACP model of care is a Multidisciplinary Team
which consists of the TACP manager, geriatrician, registered nurses, community aides, dietician,
occupational therapists, pharmacists, physiotherapists and social worker. It covers the local government
areas of Sydney, Waverley and Woollahra.

Results and Discussion: St Vincent's TACP has had 100% occupancy rate so far. It started off with 7
packages and has now increased to 26. Various issues such as admissions, discharges, discharge
destinations, main age groups, reasons for success, challenges to overcome will be discussed.




SPEAKER BIOS AND ABSTRACTS

[ ]

Thursday 26 March 2009, Session 3A

“There’s No Place Like Home” St Vincent's Transitional Aged Care Program, Sydney —
A Multidisciplinary Approach to Avoid Residential Placement

Mara Radman

Occupational Therapist, Transitional Aged Care

St Vincent's Hospital, Sydney, NSW

Bio: Mara Radman, Occupational Therapist, has 6 years experience working in a variety of settings in
the U.K. and Australia. She has a special interest in aged care and has worked for 2 years with the St
Vincents Transitional Aged Care Programme, Sydney. She has been an active participant in the
development of new initiatives i.e. goal setting in the TACP service.

Abstract:

Background: Transition aged care first started at St Vincents in 2006. The programme aims to help frail
and aged clients improve their independence and confidence following a hospital stay. This allows
clients and their family/carers time to consider long-term care arrangements, which may include
remaining at home with community support or accessing residential care. The St Vincent’'s Transition
Care Programme is one of the few teams to house a multidisciplinary team under the same roof.

Objective: To highlight the dynamic multidisciplinary team approach of the St Vincent’'s TACP team in
the management of one “at risk” gentleman.

Clinical Features: A 74-year old male admitted onto the transition care programme from an inpatient
rehabilitation setting. In the last 6 months Mr X had 3 separate admissions in acute care and then
rehabilitation setting following numerous surgeries in attempt to improve cauda equina type syndrome.
His overall acute and rehabilitative hospital stay spanned over 20 weeks in total. Recommendations had
made for placement as staff had concerns about numerous care issues including management of
incontinence, falls risks, and high level of care required to manage ADL'’s. Mr X, however, did not want
to go into residential care and it was agreed that he would have a trial at home with TACP with view to
ongoing services if able to be maintained at home successfully.

Interventions included: (10 weeks on programme)
o] Attendance at pre discharge case conference.

o] Assessment and review by all disciplines within one week post discharge.

o] At least 3-5 visits per week by team members to carry out ADL assistance, therapeutic care,
social support and nursing support.

o] Formal weekly discussion at case conference.

o] Daily feedback and office discussions between disciplines, geriatrician and community aids

regarding treatment and care plans, incidental problems and therapeutic goals.

Outcomes: It had been predicted that at best Mr X would require supervision with all aspects of
mobility, transfers and ADL ‘s..."to ascend a single step”. The transition care team aided Mr X to reach
and surpass these goals. Would this level of success have been accomplished without the focused
multidisciplinary approach used by the team? We investigate the role of each member of the team in Mr
X’s care, the trials and tribulations, the dynamic of the team and why it works.
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A Pharmacist In A Transitional Aged Care Program, An Effective Role
Sue Diriscoll

Pharmacist, TACP & Pharmacy Department

St Vincent's Hospital, Sydney, NSW

Dr EL Harper, Geriatrician, TACP & Geriatric Department, St Vincent’s Hospital, Sydney, NSW

Bio: Sue Driscoll has many years experience in clinical hospital pharmacy and continues as the SVH
graduate preceptor & member of the graduate review panel for NSW Pharmacy Board. She is a
Certified Geriatric Pharmacist (2007), a member of the special interest group in Medication
Management and has accreditation to perform medication reviews through SHPA. She continues her
teaching interests by teaching ophthalmology pharmacology in the courses at Sydney Eye Hospital
and various community health promotion talks.

Abstract:

Background: Recent Transition Care national program evaluations have highlighted difficulties:

o Inadequate information transfer from hospital

o Lack of engagement of medical and pharmacy backup

In October 2007, the team at St Vincent’s Hospital Sydney, added a pharmacist.

Objective: To describe the patient journey of a client discharged to SVH TACP.

Clinical Features: An 82 year old Hungarian man is discharged after three weeks in hospital following
a fall. The client has multiple co-morbidities including cognitive impairment, alcohol abuse and resultant
social issues. Family and medical staff wished him placed in residential care, but agreed to trial
discharge home with TACP.

Interventions: Over an 8 week period including 12 pharmacist home visits:

o Rationalisation of discharge: 18 medicines given at four different times are now 12 medicines
given once daily.

o Supervision of administration: Necessitated by accidental overdose twice

o Extensive verbal and written communication between client, TACP multidisciplinary team,

hospital, geriatrician, GP, community pharmacy and community package providers.

Conclusion: The TACP pharmacist’s involvement in this client’s care has been integral to his gaining
sufficient independence to remain at home since 4/3/08. Care is now provided by a CACP, meals on
wheels, local day centre visits and his “Lovely Ladies” to administer medications.

Discussion: Difficulties with medicines at discharge (as highlighted by this journey) are a common
occurrence with clients coming to our program (at least 75%). In order to structure an intervention,
difficulties identified at home visit(s) by TACP pharmacist during 2008 will be classified and severity
scored.
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Challenges In Falls Prevention In The Residential Care Setting
Ornella Caruso

Physiotherapist

Austin Health, VIC

Bio: Ornella Caruso is a Physiotherapist and Case Manager for the Transition Care Program at
Austin Health. She has worked in the acute, sub-acute and community settings in the ACT and
Victoria. Ornella has particular interests in working with Culturally and Linguistically Diverse (CALD)
clients and Falls Prevention.

Abstract:

Aim: To reduce the number of falls at Twin Parks Residential Aged Care Facility for the Austin Health
Transition Care Program (TCP) clients.

Method: Analysis of falls data from Twin Parks between 1st January 2007 and 31st December 2007
indicated that TCP clients had 11.3 falls per 1000 bed days. Three falls resulted in neck of femur
fractures requiring extensive hospital admissions.

A comprehensive multifactorial approach to Falls Prevention was required. Using an evidence-based
model, the following initiatives were introduced;

. Clients screened on admission using a Falls Risk Assessment Tool.

. Review of equipment needs, including floor lying beds and sensor systems.

. Falls education resources including footwear brochures, falls prevention posters and staff
inservices.

. Orientation to Twin Parks, with particular strategies for visually impaired, hearing impaired, and
non-English speaking clients.

. Increasing activity levels by commencing twice weekly exercise groups.

Results: This project commenced in January 2008. From 1st January to 30th June 2008, there were
6.0 falls per 1000 bed days and one fracture. However, the number of falls then increased, highlighting
a need to re-evaluate the project and discuss the challenges.

Conclusion: Implementation of this project has highlighted challenges in Falls Prevention in the
Residential Care setting. This is a long-term project that requires continuous evaluation and
monitoring.

References: FRAT Pack Facilitators Guide, Peninsula Health Revised Edition 2006.




SPEAKER BIOS AND ABSTRACTS

Thursday 26 March 2009, Session 4

The Unique Community Health Aide and their Key Role in Assisting Older Clients with their
Transition Home

Sally Dymock

Occupational Therapist, Northside Transition Care Program

Northside Health Service District, QLD

Bios: Sally Dymock is an Occupational Therapist who graduated from the University of Queensland
with a Bachelor of Occupational Therapy in 2000. Over the last 8 years, she has worked in various
hospital and community-based organizations in Queensland, New South Wales and the United
Kingdom in rehabilitation, acute and extended care settings with a wide variety of client groups. She is
currently working in the Transition Care Program within the Northside Health Service District in
Brisbane.

Abstract: The Northside Transition Care Program in Brisbane has observed many stories of success
for older clients during their journey from hospital to home. A key factor in the success experienced by
clients during their time on the Northside Transition Care Program may be linked with the unique role
of the Community Health Aide that exists within this team.

The Community Health Aide role was developed within the Northside Transition Care Program to meet
the unique requirements of this team, and the role essentially combines that of a therapy assistant and
personal care worker.

The multi-faceted role and varied skill base of the Community Health Aide has allowed the opportunity
for innovative and flexible strategies to be trialed with clients and for rehabilitation strategies to be
incorporated into every aspect of each client’s care. The role has also allowed clients to receive regular
social contact and positive encouragement which has also proved invaluable for boosting the morale
and confidence of clients during their transition from hospital to home.

This presentation will aim to discuss the unique role of the Community Health Aide and to provide case
examples that demonstrate the innovative and flexible approaches to rehabilitation that have been
made possible for clients on the Northside Transition Care Program as a result of this role.

[ ]
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The case of the missing health history
Dr Beverley Scott

Nurse Practitioner

Brightwater Care Group, WA

Bio: Beverley Scott has worked in the aged care sector in Perth for 20 years and became a
registered and authorised Nurse Practitioner in 2005. She coordinated the Intermittent Care Pilot
Program at Carinya of Bicton and assisted with the application for the Transitional Care Service now
provided by that organization. She is now Nurse Practitioner in the Brightwater Group’s Care Awaiting
Placement and Transition Care Programs.

Abstract: It takes persistence and some old-fashioned detective-work to track down the health history
of older people who move through parts of our acute/sub-acute/community —based health care
services. Sleuthing turns up bits of a client’'s health history in medical discharge summaries, GP
surgeries, specialist clinics and domiciliary care services. However, there are often gaps and one
serious consequence of a lost health history is a client’'s readmission to hospital with an iatrogenic
problem.

A frequent experience of the consequences of lost health histories in a CAP and TCP led to
determination to find a practical, low cost solution. This presentation will describe the development
and outcomes of a “comprehensive health record”. The key features are that it is paper-based, owned
and maintained by the client or her/his representative, and has timely prompts for information
contributions from health care providers.

1. A paper-based health record is a familiar and portable medium for clients and/or their families
and e-record issues are still too problematic.

2. Ownership of the health records limits appropriate information sharing so personal ownership
provides an appropriate and relevant record. A privacy clause is built into the record.

3. Maintenance of the health record by the person who owns it (or the representative) is a practical

and realistic way of keeping the history up to date across health sectors.

The health record is being developed within a large, residential aged care service that provides both
CAP and TCP services. The project will be completed by early January 2009.

[ ]
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Melbourne Health Site Based Trial of Guardianship and Administration Hearings;
Benefits to the consumer and organisations

Belinda Ross, TCP Program Coordinator — Bed Based, Transitional Care Program,
Melbourne Health, VIC

Silvana Petrevski
Social Worker, Residential Care Team
Melbourne Health, VIC

Bios: Belinda Ross holds a Bachelor of Social Work, Diploma of Professional Counselling and is in
the process of completing Masters of Social Work at Melbourne University. She has 11 years
experience working in health, aged care and private practice, in Australia and the UK. Belinda holds
the position of TCP, Bed Based Program Coordinator at Melbourne Health.

Silvana Petrevski holds a Bachelor of Social Work. She has seven years of experience working in
public, private and community health. She is currently employed by Melbourne Health in the
Residential Care Team and has had broad experience with addressing aged care issues across the
acute and sub-acute sectors. Silvana was involved in developing the proposal and co-coordinating the
pilot program to run VCAT hearings at MH.

Abstract: Professionals in acute and subacute care, including TCP bed based program, are key
initiators of applications to Victorian Civil and Administrative Tribunal (VCAT) for Guardianship and
Administration. The reason for this is because issues around client’s personal financial vulnerability
and future decision-making become evident during assessment and intervention in these settings.

For this group, applications to VCAT occur in a medical environment that is unfamiliar, which can be
highly stressful and confusing. Clients and families are also likely to be physically frail and have
cognitive issues. After an application is made, there is often a delay before hearings occur in
Melbourne CBD. This impacts on the patient’'s and family’s experience and health network resource
pressures.

In 2008, the manager at the time of the Social Work Department, with the Divisional Director of
Ambulatory and Continuing Care at Melbourne Health met and discussed with the Guardianship and
Administrative Board of VCAT CEO, the issues for this client group.

From these fruitful discussions, a pilot program was established for onsite hearings to address client
needs. Hearings were arranged in a Melbourne Health boardroom with a VCAT member attending and
hearing on average 4 cases each fortnight. These hearings have provided the following benefits; better
access for patients and families, person centred care approach, increased professional consultation
and support, decreased length of stay and future care decisions and financial concerns able to be
intervened earlier.

For TCP, clients are able to enter the program earlier and future care plans implemented more
efficiently, resulting in decreased psychosocial distress for all involved. Truly an innovation for person
centred care.
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There’s more to a client ...

Roslyn Peake

Social Work, Case Manager

Toowoomba Transition Care Services, QLD

Bio: Roslyn Peake commenced work with Toowoomba Transition Care Program (TCP) in October
2007. She is employed in a case management role and provides Social Work services to TCP clients.
Roslyn has worked across a range of government agencies. Within Queensland Health she has
worked primarily in community settings and has had a strong focus on rehabilitation.

Abstract: There’s more to a client than is evident at their initial assessment and commencement on
Transition Care. Complex psychosocial factors interface with bio-medical factors that establish
eligibility for Transition Care. Complex intrinsic and extrinsic factors provide the canvas on which a
Transition Care Program is developed.

A case study will be used to highlight the range of interrelated factors influencing service provision and
outcomes for a Transition Care client. The case study will consider the impact of client needs,
multigenerational family, marital and financial pressures, carer stress and health issues, and lifestyle
choices on achieving planned outcomes for the client and other family members.

The need for strong communication links between multidisciplinary team members and with other
service providers to address both the physical and psychosocial issues is considered to be a key
contributor to the successful outcomes achieved. This paper will outline the service approaches used,
team methodologies and discharge planning processes. Reflections and learnings about changes to
service delivery and team processes will be shared. Outcomes for client, carer and other family
members will be identified.
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Opening Address

Transition Care: its place in the aged care service puzzle
Prof lan Cameron

Chair, Rehabilitation Medicine

University of Sydney, NSW

Bio: lan Cameron is a clinician researcher who works with older people. He is investigating health
care services for older people, including the Transition Care program. lan holds the Chair in
Rehabilitation Medicine at the University of Sydney.
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The Home Enablement Program: A community based model of care providing seamless
transition from acute care to long term case management for elderly patients with respiratory
disease

Glenda Esmond

Respiratory Nurse Consultant

Barnet Primary Care Trust, London, UK

Bio: Glenda Esmond is a Respiratory Nurse Consultant working for Barnet Primary Care Trust in
London where she is developing a community based respiratory services. Prior to becoming a nurse
consultant she was a senior lecturer and prior to that a respiratory nurse specialist for 12 years, where
she developed services for cystic fibrosis, non-invasive ventilation and home oxygen therapy. She has
been involved in the development of the NSF for COPD, is on the DH home oxygen stakeholders
group and is co-chairing the development of National home oxygen guidelines.

Abstract: An integrated model of care that provides seamless transition from acute care within the
community to long term case management was developed for elderly patients with severe Chronic
Obstructive Pulmonary Disease (COPD) complicated by other co-morbidities.

A community based specialist respiratory team developed a hospital at home scheme which allowed
patients with COPD who met the criteria for hospital at home to choose where they received their acute
care, resulting in patient’s not requiring admission to hospital or having their hospital length of stay
reduced. During this intense period of acute care within the patient's home the community respiratory
team identified additional health and social care needs often related to co-morbidities and their social
circumstances. The uniqueness of this hospital at home scheme is that it has developed a care
pathway that provides seamless transition from acute care to long term case management, through the
specialist respiratory team linking with the multi professional intermediate care team, social services
and community matrons.

This approach has high patient satisfaction, has demonstrated a significant reduction in bed days (8.1
to 5.9 days) with cost savings from admissions avoided. Moving acute care into the community was not
detrimental to patient outcomes; readmission rates (10% at 2 months), mortality (0% at 2 months). This
patient focused transitional model of care allows patient choice, continuity of care and prevents
duplication in meeting the complex needs of an aging population.

[ ]



SPEAKER BIOS AND ABSTRACTS

[ ]

Friday 27 March 2009, Session 5

Development of Innovative Care Planning Tools to Facilitate Best Practice
‘Ageing in Place’ Transitional Care

Penny Abbington

Palliative Care Coordinator/Project Officer, NNE Palliative Care Planning Project
HN McLean Memorial Retirement Village Ltd, Vic.

Bio: Penny Abbington is an experienced Registered Nurse in the aged care arena who passionately
believes there is a best way of managing the various aspects of end of life care so as to ensure that
the care recipient’s holistic care needs are achieved, whilst minimising the burdens experienced by
care staff. She has a strong commitment to achieving best practice care outcomes within aged care.

Abstract: Ageing-in-place is a positive approach that meets the increasing care needs of the older
person by facilitating a higher level of ‘in-place’ care rather than subjecting the care recipient to a
transfer to another facility for end of life care. However, the increase in dependency levels in hostels
can have two deleterious outcomes by either placing a huge burden on hostel staff unused to meeting
the higher care requirements, or resulting in a deterioration of care delivery with poor outcomes for the
care recipient.

So, the questions arise, how do staff in an aged care facility:

(i) provide a responsive, flexible model of transitional care in line with each individual’s changing
needs in a familiar, appropriate environment,

(i)  recognise and respond to early changes in care needs preceding transition to high care ,

(i)  respond to the burden of extra documentation that end-of-life care requires?

This presentation will discuss how these challenging issues have been addressed through the
development and trial implementation of a symptom assessment tool and Palliative-Care-Phase Care
Plan. It will also detail the trial of these tools through the recounting of personal success stories.

Results from the trial implementation demonstrated:

1) an increase in staff's capacity to recognise and respond to changes in the care recipient’s
condition in a timely fashion,

2) a decrease in the burden of documentation,

3) capacity of staff to capture all episodes of care delivered within a holistic model of care.

Staff education across all hostel areas through in-service sessions and academic modelling has
developed competence and confidence in staff undertaking assessment tasks, in turn, facilitating timely
identification of a deteriorating or terminal care phase. The Palliative-Care-Phase Care Plan addresses
all aspects of holistic care: physical, emotional, cultural, spiritual and social needs by simply checking
the form each time care is delivered, even hourly and reviewing as is needed.

Staff report an increase in knowledge, capacity and confidence in being able to competently meet all
the care needs of much loved care recipients, care recipients welcome the opportunity to experience
transitions in care in the one place, and family report great satisfaction with all care delivered to their
loved ones.
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The Changing Face of Residential TCP- A Stepping Stone to Going Home?
Gillian Balmain

Case Manager

TCP/RN,

Austin Health, VIC

Bio: Gillian Balmain has over 30 years nursing experience including 15 years with Royal District
Nursing Service in various roles, 5 years in Rehabilitation nursing, Acute nursing at Austin Health, and
2 rural hospitals. She has been working in her current position as Case Manager/RN in TCP for the
past 2 years. Her special interest is Aged Care.

Abstract: The Austin Health Transition Care Program was the founding service in Victoria,
commencing a pilot in August, 2005. The program operates in two settings: 25 community and 19
residential care places. Over the past twelve months we have noted a dramatic increase in the
number of clients returning home from our residential care facility, as opposed to entering permanent
residential care. This has been an increase from 25% to 68%. Our presentation will outline the Austin
model, and utilise a case scenario to explore the issues and challenges arising as a result of this trend.
We will also discuss the strategies and quality improvement measures that we have implemented and
are undertaking to meet these challenges, which include:

. Development of a strong partnership with the residential care facility, including improving
communication.

. Maximising functional independence with in the residential care setting.

. Increased demand for allied health staff involvement.

. Timely arrangement of required long-term equipment and home modifications.

Client competency and insight impacting on self-determination.
Completing EPOA documents.

Maintaining adequate nutrition.

Falls prevention.

Wound management.

Ongoing care and service needs.

e o o o o o

In conclusion, this presentation will focus on the need for TCP to evolve as clients’ needs change over
time, in order to achieve a sustainable outcome.
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Positive Aging with HomeLink-A Walk In the Park
Donna Thomson

Coordinator HomeLink Christchurch

Presbyterian Support Upper South Island, NZ

Bio: Donna Thomson is a New Zealand Registered General Nurse with Bachelor of Nursing. She has
a background in District Nursing, Practice Nursing and Emergency Nursing. She is the Coordinator of
Homelink Christchurch. This is her first position managing a team. She is currently studying for a Post
Graduate Diploma in Management at Canterbury University.

Abstract: A new and innovative wellness programme introduced in Canterbury by Presbyterian
Support Upper South Island is supporting the frail elderly and those with dementia to Age in Place
(Canterbury District Health Board, 2006).

Homelink, launched in May 2007 is a model of funded service delivery filling the gap in service not
previously filled by the traditional home based model of care received by older people in Canterbury
living in their own homes.

Seven Community Support Workers provide one to one client centred support to older people, adding
value to the lives of at risk, vulnerable and isolated members of the community.

Walks in the park, visits to the pub, fish and chips on the beach and visiting old friends in care are
ways the Homelink team link clients back into community and support them to continue to participate
and contribute to society.

With any new project there are highlights celebrated and lessons learned. Issues around attachment
between clients and support workers have highlighted the need for clear boundary setting — one of the
challenges of providing an individualised and restorative model of home based support. Being able to
identify how Homelink has made a difference using a Positive Aging approach with clients in contrast
to providing traditional home support has influenced the development of research - currently underway
within the organisation.

Homelink is providing a flexible integrated community support service for older people in Canterbury,
enabling them to age in place while providing high levels of satisfaction for clients, providers, carers
and referrers.
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Changing Home-Based Palliative Care Practice in SA
Dr Barbara Anderson

Senior Research Fellow, Research Unit

Royal District Nursing Service of SA Inc

Bio: Dr Barbara Anderson has a background in community pharmacy and is a Senior Researcher,
Research Unit, RDNS of SA. Her research interests include program evaluations and Palliative Care in
the community. Her co-author, Dr Debbie Kralik, is the Director, RDNS Research Unit who is an
experienced researcher in the area of community nursing and transitions in living with chronic iliness.

Abstract: People transitioning to end-of-life often desire to die at home. Hence, community nursing
organisations in South Australia provide home-based palliative care services to facilitate this desire. A
practice has developed whereby nurses prepare and leave single doses of injectable medications in
polypropylene syringes in domestic refrigerators for subsequent subcutaneous administration by
informal carers, to provide immediate symptom relief. There was little evidence to support this practice,
hence, research was conducted to develop an evidence base and make recommendations for best
practice.

Literature was reviewed to determine the stability and potency data of medications commonly used in
palliative care. When such data were not available, stability testing was commissioned. The sterility of
syringe contents was determined by testing the contents of ‘test’ syringes. The clean technique of a
sample of community nurses was also tested.

Literature review and stability testing showed that the majority of medications were suitable to be
drawn up and stored for longer than the current period of 24 hours. The testing of the nurses’ clean
technique and the contents of ‘test syringes’ did not reveal any bacterial contamination.

Recommendations within the Royal District Nursing Service of SA Inc included:

. findings of sterility testing be referred to Risk Management Unit to make decision as to on-going
testing of medications;

. further testing of the stability of 2 drugs, atropine and hyoscine, in polypropylene syringes be
carried out.

Outcomes included:

. work instruction for registered nurses,

. informal care-giver advice sheet;

. informal care-giver break-through medication chart..
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Journey Of A Younger Person In Aged Care
Seema Desai

Transition Care Co-Manager

Eastern Health & Care Connect Limited, VIC

Bio: Seema Desai is the Transition Care Co-Manager of the Eastern Health Transition Care Program.
She has worked in the Transition Care Program for the past two and half years and has been job
sharing the manager role for the past 8 months. She also manages a case load and provides case
management to clients within the Transition Care Program in both the bed based and community
based programs.

Abstract: Eastern Health Transition Care Program (TCP) works in conjunction with Care Connect in
provision of short term case management and linking with long term community services.

Case Study: 56 year old lady who was admitted to acute with # left fibula. Medical history included
Multiple Sclerosis (MS). She was referred to TCP and was admitted to a temporary nursing due to
carer’s health issues and the inability for community to provide a high level of support.

Client’s carer discharged patient from TCP at own risk in less than 24 hours. Client returned home and
due to carer’s health issues, she was re-admitted back to acute. Client was then admitted to the
community under a transition care pilot program and was provided 24 hours a week of service over 12
weeks.

Outcomes/Results: Client received an Individual Support Package (ISP) from the Department of
Human Services which enabled patient to stay at home.

Care Connect case managers within TCP and Linkages programs and Eastern Health case manager
worked together for 12 weeks to advocate for the client to receive an ISP which provided ongoing
support of 24 hours a week.

Lessons Learnt: This unique model draws upon the importance of TCP and community sectors
working together in recognition of the expertise, knowledge and resources that each organisation
brings to working with such a complex client. State and Federal funded programs for clients aged
under 65 is very limited and does not adequately meet the needs of this client group.
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Partnership in care delivery: Managing a community transitional care program linked to a
residential care facility: Lessons learned

Kristi Holloway

Registered Nurse/Community Coordinator, Hall and Prior Aged Care

Clarence Estate, WA

Annie Mitchell
Registered Nurse/Executive Manager, Hall and Prior Aged Care
Clarence Estate, WA

Bios: Kristi Holloway is a Registered Nurse and is currently a community coordinator with the
Clarence Estate Transitional Care Program in Albany, Western Australia. She is passionate about
aged care provision and research. She completed her honours research on pain management in aged
care. Kristi has been involved in national aged care research projects and is also affiliated Edith
Cowan University and Curtin University of Technology. She is currently a PhD student with Curtin
University of Technology.

Mrs Annie Mitchell is a Registered Nurse and Executive Manager of Clarence Estate Residential
Health and Aged Care Facility, which has 86 beds, 20 transition care community packages and 5
EACH-D packages. Prior to March 2008 Annie worked 27 years for WA Country Health Service as a
Registered Nurse, Mental Health Resource Nurse and Health Service Manager of Wagin Hospital and
Dumbleyung / Kukerin Multi Purpose Service. Her roles included management of the emergency
department, acute care, residential care and Home and Community Care services.

Abstract: Clarence Estate’s Transitional Care Program (TCP) was established in May 2008 as the
first, and only, transitional care service in the Great Southern region of Western Australia. The program
which is based from Clarence Estate Residential Health and Aged Care Facility, offers 20 flexible
community places for clients who are discharged from Albany Regional Hospital. The primary objective
of this presentation will be to discuss issues related to the development and operation of a regional
TCP in Western Australia. The presentation will highlight the challenges experienced in a regional area
and ways these have been overcome. It will also consider the partnership between residential care and
transitional care. The advantages and disadvantages of implementing a TCP that is linked with a
residential facility and the lessons that have been learnt will be presented. Strengths and weaknesses
of this model will be discussed using pertinent data from the service. Case studies will be used to
demonstrate the unique advantages of a TCP being linked with a residential facility.

The TCP improves the quality of life of clients and family, reduces inappropriate extended hospital
stays, reduces the rate of hospital readmissions and limits premature admission to residential facilities.
The result of partnering with a residential aged care facility is the shared use of staff, equipment, and
services. Sharing major infrastructure and resources is crucial at a time when health care resources, in
particular trained aged care staff, are in high demand and short supply in rural and regional areas of
Australia..
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Improving the experience of transition from palliative care to residential aged care: a new model
of care

Julie Garrard

Senior Social Worker

Calvary Health Care Sydney, NSW

Bio: Julie Garrard graduated from Univ. of Sydney in 1985 with a Bachelor of Social Work and in
2004 with a Masters of Social Work with Merit. She has held a variety of social work positions since
1985 and has worked in palliative care at Calvary since 1999. She has received funding from The Dept
of Health and Ageing and from the Cancer Institute NSW to further her research into the impacts of
transition from palliative care to nursing home. Currently she holds a Psycho-oncology Clinical
Fellowship from the Cancer Institute.

Abstract: "Collaboration in Trust and Care" was a partnership project between Calvary and 2 local
high level aged care facilities (nursing homes). The project was funded by the Department of Health
and Ageing from April 2006 to March 2009. This paper will report on the key outcomes from that
project .

The aim of the project was to improve on baseline research findings regarding the experience of
patients being transferred to nursing home from inpatient palliative care units in Sydney. These
findings showed survival times following transfer to nursing home were usually under 3 months and
that bereaved relatives found the experience distressing.

The paper will outline the project protocol, a way of taking aspects of the hospice into the nursing
home, and will also report on the evaluation process and the outcomes. Survival times following
transfer to nursing home improved significantly for most transferred patients. Interviews with a sample
of these residents and their family members showed an improved level of satisfaction with their
transition experience. Results will be discussed.

Surveys and focus groups were held at the 2 partner nursing homes and at Calvary. Nursing home
staff highlighted the difficulties they experience in caring for high needs palliative residents. Staff at
Calvary expressed their appreciation for the support from the project in this difficult aspect of discharge
planning. These findings will be reported.

Given the current context of limited specialist palliative care beds and the growing needs of the frail
elderly population with palliative needs, we need to develop best practice models in this area.
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Southern Transition Care Service: Promoting a smooth transition from the Transitional Care
Service Programme to ongoing community or residential care

Janet Timmins

Registered Nurse, Coordinator, Southern Transition Care Service

Carinya on Bristol, WA

Bio: Janet Timmins is a Registered nurse with nearly 40 years experience. In the past 8 years she
has been employed in various roles in residential aged care, including clinical nurse manager at
Carinya of Bicton Nursing Home. Janet was appointed to the position of Coordinator of Carinya on
Bristol in July 2006, when the facility commenced providing 50 flexible places for the Southern
Transition Care Service.

Abstract: The Southern Transition Care Service ( STCS) commenced in July 2006 with fifty (50)
flexible places, comprising thirty(30) residential beds at Carinya on Bristol and twenty (20) community
packages. From July 2006 to date there have been 550 admissions to the residential component of
the programme and 310 to the community component. The majority of the community admissions are
as a result of transfer from the residential STCS.

A number of factors have influenced the success of the service. A major factor has been the support
of Fremantle Hospital, a major teaching hospital in the South Metropolitan Health Service Area, which
provides over 60% of residential admissions. The hospital has appointed a Senior Social Worker to
facilitate referrals to the service, and a geriatrician from the Department of Geriatric Medicine attends
the weekly meetings to complete ACAT forms as necessary, discuss current treatments and progress
of clients and provide advice to the multidisciplinary STCS team. Continued dialogue between the
hospital and the service has resulted in the admission of a high proportion of clients who transfer from
residential to community TCS.

The movement of clients from residential to community STCS is aided by the co location of community
and residential TCS staff. The Coordinator of the community programme attends the weekly team
meetings and the Client Family meetings. The community coordinator is aware of clients progress in
the residential programme the client/family expectations of the community programme. Community
care workers are also encouraged to complete shifts in the residential facility to increase their
awareness of clients and their needs.

These and other initiatives have contributed to the successful transition of clients from the hospital, to
the TCS programme and on to discharge of their choice, whether it be to community or residential
aged care.

[ ]
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Aged Care Assessment Service. Care Plan Uptake — A Consumer Perspective
Sue Crawford

Aged Care Assessment Service, North Metro Bundoora

Northern Health, VIC

Bio: Sue Crawford has a nursing background and a Social Science degree. She has had 30 years experience
within the community sector, in varying roles such as: Community Health, Research, Community Development,
and Care Coordination & Assessment. Sue is a passionate advocate of person centered care, and author of
publications such as; ‘Opening the Doors’ and ‘Shoulder to Shoulder’; advocating access for homeless people to
mainstream services. Sue currently works within the Aged Care Assessment Service at North Metro Bundoora as
a Care Coordinator and Delegate. Her role encompasses assessment & coordination of complex aged and
disabled clients; and is an active participant in progressive change management to ensure the development of
optimum client outcomes.

Abstract: It was a welcome initiative by Northern Health, Victoria, to offer the clinical staff at their Bundoora
Campus, the opportunity to attend a program on “Enhanced Clinical Practice”.

The program “encourages staff to strengthen and improve the client centered care delivered to clients and carers-
with a particular focus on older people”. (2007)

This program provided an opportunity for Ruth Weston, Care Coordinator with the Aged Care Assessment Team
North Metro Bundoora, to explore the anecdotal evidence as to what were the barriers that clients & carers had in
taking up care plan recommendations developed at assessment. A Northern Health Small Research Grant was
obtained to further explore these barriers.

The Researcher heading the project, Ruth Weston, along with the selected Research Team developed a client and
carer questionnaire. This encompassed examining client compliance with care plan recommendations, and the
barriers to the implementation that they may have experienced.

Twenty (20) clients and carers were interviewed in their homes.
The barriers identified were:
*  Clients cognitive status
Fear of unfamiliar options
Cultural barriers
Carer guilt
Waiting times for services.

* ok Xk

The recommendations support the ACAS Best Practice Guidelines (Victoria) and the Aged Care Assessment
Program (ACAP) guidelines.

The challenge remains to address the disjunction between organizational constraints and consumer needs.
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Easing The Pain Of Translocation Trauma With The Eden Alternative
Chris McMahon

General Manager

Edenin Oz, VIC

Bio: Chris McMahon is the general manager for Eden in Oz, which is an organisation that fosters the
Eden Alternative philosophy believing that older people die from loneliness, helplessness and boredom
and challenges the current culture in aged care to address these plagues with tools that bring about
sustainable culture change. Her qualifications include Master degrees in Health Management and
Counselling and Graduate Diplomas in Gerontology and Palliative Care. Chris' passionate belief is that
"it can be different!".

Abstract: Translocation trauma is the expected norm in transitioning to long term care. Emotional
changes such as complicated grief, separation anxiety, increased confusion from one to three months
and physical complications such as urinary tract infections occur in almost every older person entering
long term care. The Eden Alternative philosophy promotes projects that make the pain of transitioning
to long term care easier by utilising particular strategies.

. Inviting family to tell their loves ones’ story including details of life every day and listing their
“daily pleasures” allows for the same opportunities for every day living to be re-created in the
long term care home

. Residential care staff visiting clients in their own home or hospital and recording how the client
lives their life and how they wish to live and grow their future gives hope
. Understanding the client's hobbies and validating that these can be continued after moving.

Examples include offering meeting rooms in the long term care home to community groups the
client is involved in so that relationship can continue

. Ensuring the client can say goodbye to their home nurtures people in their grieving process

. Creating the opportunity to bring their beloved pets into the long term care home

The Eden Alternative has produced much happier and less traumatised families and residents by
empowering the client with decision making and care partnering between the client, their family,
community and residential care staff. Eden gives us the opportunity to make the transition from home/
hospital to long term care as seam-less and pain-less as possible.
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The ACT Transitional Therapy and Care Program: Quality Improvement of the Group Programs
Debbi White

Manager of Allied Health/Clinical Co-ordinator, Transitional Therapy and Care Program,

Aged Care and Rehabilitation Service

ACT Health, ACT

Bio: Debbi White has over thirty years clinical, community, teaching and managerial Social Work
Practice in Acute Hospital, Rehabilitation and Community settings in city and country regions of
Australia. She has been instrumental in implementing policies and procedures in conjunction with an
organisation’s philosophy and strategic plan; working with a multi-disciplinary team, establishing
effective linkages with community organisations and universities and promoting quality improvement
and research programs.

Abstract: TTCP is collaboratively managed by ACT Health, which funds the Allied Health component
of the therapy, and Baptist Community Services (BCS), which provide the personal care component.
The Mullangarrie Unit has 15 beds and there 22 Community packages.

An initial assessment in early 2008 of the group program conducted at the Mullangarrie Unit identified
a number of areas which required improvement:

. Clients needed to be made aware of the group program when they were first admitted;

. The number and type of groups needed expanding and inclusion of TTCP community clients;

. More variety in groups offered by specific therapies e.g. falls prevention, cooking, outings;

. A regular time each day for groups to be set and recognised as part of the clients’ routine
therapy; and

. Establish of a new group ‘Information Session’ about TTCP and other relevant aged related

information and services for clients’ carers/families.

Evaluation in late 2008 of the changes made identified positive outcomes which include:

. An increase in the opportunity for more therapy sessions for a greater number of clients;

. Encouraging more active and routine participation in the groups in conjunction with the individual
therapy sessions;

. Creating an opportunity for clients to break social isolation and find commonalities and bonding
by participating in the groups;

. Promoting an environment of healthy ageing;

. Increasing clients’ and their carers’/families’ awareness about TTCP and other aged related
information and services; and

. Receiving positive feedback from clients and their carers/families about the value of the group
programs.

The results show that group programs are an important and excellent opportunity in addition to the
one-to-one therapy, to promote better health and ageing through collective therapies in a structured
environment
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Transition Care Program: Social Work And Therapeutic Group Work — Sharing Our Experience
Kerrie Shepherd

A/Senior Social Worker, Sub-Acute Services

Peninsula Health, VIC

Kate Elkhuizen
Social Worker / Case Manager, TCP
Peninsula Health, VIC

Margaret Bagalene
Social Worker / Case Manager, TCP
Peninsula Health, VIC

Bios: Kerrie Shepherd (BA/BSW) graduated in 2003 from RMIT and commenced at Western Health
in acute care. Kerrie relocated to Peninsula Health in 2005 and gained a range of experience across
the health network, including case management in TCP and co-development of a weekly narrative
group. Currently Kerrie is Acting Senior Social Worker for Sub-Acute Services at Peninsula Health and
is involved in a range of quality activities for the Social Work department.

Kate Elkhuizen (BA/BSW) is a Grade Two Social Worker with the Peninsula Health Transition Care
Program. She currently case manages the home based program and co-facilitates the weekly narrative
group at an Aged Care Facility. Since she graduated from the University of Melbourne she has worked
in diverse roles across acute, subacute and has case managed the residential component of TCP.

Abstract: “Once changes have occurred, the work of transition begins”... ( Black 2007).

Peninsula Health Transition Care Program consists of both Residential and Home-based care and is
managed by a multidisciplinary team. For people on the residential component of TCP there are op-
portunities to participate in a range of therapeutic groups. Primarily, the focus has been on improving
people’s functional capacity through various exercise groups.

As Social Workers who have a Case Management role, we asked ourselves two questions: How well
is the program addressing the psychological and emotional aspects of people experiencing change?
How are we assisting people to address the complexities of the process of transition? These questions
led us to develop a narrative therapeutic group which provides an opportunity for people to share their
past and present experiences and how they feel about the changes that are occurring to them now.
The group work can empower people to share their journey with others and acknowledges that “once
changes have occurred, the work of transition begins.” (Black, 2007)

In this presentation we will share our experiences of developing, implementing and evaluating this
group, in particular, addressing the challenges of facilitating a fluid group. The presentation also pro-
vides practical examples with a module on the topic of change, activities and resources used. We
highlight the challenges and share the lessons we have learnt in the hope that this will encourage and
inspire clinicians to do therapeutic group work in this setting.
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Promoting a positive patient experience for older people in the emergency department
Diana Zimmermann

Senior Project Officer

Department of Human Services, VIC

Dr Bernice Redley
Department of Human Services, VIC

Bio: Diana Zimmerman completed the Victorian Public Service graduate program in 2005. She has
worked at the Department of Human Services (DHS) for two years. Her current role includes the
management of projects relating to the aged care and ambulance interfaces with the Emergency
Department and improving the patient experience across Victorian EDs. Diana is currently undertaking
a Masters degree in Public Health.

Abstract: As the population ages, the proportion of older people with complex health needs presenting
to emergency departments (ED) is increasing. Ensuring that the emergency care environment is
designed and managed to provide physical, social and environmental features that meet the special
needs of older people can promote a positive ED experience and improve health outcomes for older
people.

This paper reports on a project to promote a positive patient and carer experience for older persons in
Victoria’'s EDs. It was undertaken as part of a program to improve patient and carer experiences in
Victorian public hospitals. A collaborative approach linked to commonwealth and state policy was used.

Initiatives to improve both environmental and experiential aspects of care for older people were
targeted. Victorian health services were invited to audit their health service environments using a tool
developed collaboratively between the department and the National Ageing Research Institute (NARI).
The findings were used to support targeted improvements to achieve consistency in the availability of
facilities to meet the needs of older people in EDs and their waiting rooms. Examples of innovation and
good practices were also identified and shared. The experiential aspect of care was explored through
research commissioned by the department to develop ‘real stories’ based on patient journeys, to better
understand the older person’s perspective and experience in EDs.

Increased clinician awareness of older person needs, an understanding of key issues in care provision,
and methods for managing change processes are resultant project outcomes proposed to improve
older person patient experiences in the ED and health outcomes.
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The Past, Present and the Future: Brisbane South Respiratory Service
Lisa Gilroy

CNC, Brisbane South Respiratory Service

Southside Health District

Brisbane South Community Health Services, QLD

Donna Lynagh, NUM Brisbane South Respiratory Service, Southside Health District —Brisbane South
Community Health Services, QLD

Bio: Lisa Gilroy is the Clinical Nurse Consultant of the Brisbane South Respiratory Service which is
part of Southside Health District, in Brisbane Queensland. Lisa has worked in the acute care hospital
setting for 25 years with her focus on respiratory and medical nursing. Two years ago Lisa stepped
outside the hospital walls and joined the expanded community based respiratory service. Her role
involves delivering respiratory education to client’s and the community and expanding services offered.

Abstract: In Queensland cardiovascular disease (coronary heart disease, heart failure and stroke),
chronic respiratory disease (chronic obstructive pulmonary disease and asthma), type 2 diabetes
mellitus, and renal disease account for a significant proportion of morbidity experienced by the
population and for more than one-third of all deaths in the state (Queensland Health Strategic Plan
2003-2007).

Brisbane South Respiratory Service was established in March 2003 and consisted of a Clinical Nurse
(1 FTE) and Social Worker (0.5 FTE). In 2006 an additional 3.75 FTE’s were created with funding from
The Queensland Strategy for Chronic Disease 2005 — 2015, which has made Brisbane South
Respiratory Service one of the best resourced community respiratory services in Queensland.

Pulmonary Rehabilitation is one of the most effective interventions in COPD and has been shown to
reduce symptoms, disability, and handicap and to improve function (The COPD-X Plan, 2006 p 28).
The Chronic Respiratory Disease Project stated that Brisbane South Respiratory Service needed to
include “expansion into community based pulmonary rehabilitation program utilizing all members of the
multidisciplinary team” into its service provision. (2006, p 21). BSRS now delivers a community based
multidisciplinary pulmonary rehabilitation program “Breathe Easier “. The program has been developed
along the Pulmonary Rehabilitation Toolkit Guidelines (Lungnet 2006) and meets the needs of the
health district. It has completed 5 courses since inception with completion rates (over 80% attendance)
at 75%.

Other services offered in 2007 & 2008 include : Individual education or counseling for respiratory
diseases (target population COPD; Asthma; Bronchectasis and Pulmonary Fibrosis); “Follow On”
weekly exercise group for clients who have completed pulmonary rehabilitation within the District;
“Stress Less” group; Smoking Cessation; Facilitation of lung support group; QEIl outpatient support
and weekly links with Mater, PAH and QEIl hospitals.
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That makes a difference ... | can see clearly now ...
Trish Thornberry

Clinical Educator

Tamara Private Hospital

Sue Knight, Risk Manager & Pam Boon Clinical, Nurse Manager/ Day Surgery Unit
Tamara Private Hospital, NSW

Bio: Trish Thornberry works in the Clinical Governance Unit at Tamara Private Hospital, Tamworth.
The focus of Trish work is clinical education and quality. Trish also works in the day Surgery Unit at the
hospital so has an understanding of the importance of facilitating the journey through the unit for
elderly people. Trish’s also maintains a role in aged care so has a grounded understanding of the
issues of co morbidities for elderly patients.

Abstract: This paper will highlight an initiative to improve service delivery at Tamara Private Hospital in
Tamworth, NSW to facilitate a patient centred journey through the Day Surgery Unit for elderly people
undergoing cataract extractions and insertion of Intra Ocular Lens (IOL).

The benefits for elderly people undergoing day surgery procedures are simple, yet significant,
especially when co morbidities are considered. Given that day surgery is a cost effective approach to
surgical care it is important to consider the recipients of care in the design of service delivery. Good
organisation and attention to detail will help secure the best possible care for patients who are in the
facility for the shortest possible period of time.

At Tamara Private Hospital there is a high demand for day surgery for aged people in need of IOL.
Previously practice at the hospital included early admission to the unit following a routine fasting time
from 7am irrespective of the planned time of surgery. This resulted in lengthy fasting times in addition
to the need for early travel for many who lived a considerable distance from the hospital. The system
also generated a degree of confusion about pre operative fasting requirements as conflicting
information was at times given from hospital and surgery staff.

A new system of staggered admission times and fasting times and correlating preoperative eye
preparation times scheduled around the time of surgery was introduced. This has resulted in a
streamlined process offering elderly people a model of care that focuses on a patient centred journey
from pre admission to discharge.
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Does Transitional Care Really Make a Difference or Does It Just Move the Queue?
Facilitator: Norman Swan, Journalist and Broadcaster

Panel Members:

Penny Abbington, HN McLean Memorial Retirement Village Ltd, NSW

Penny Abbington is an experienced Registered Nurse in the aged care arena who passionately
believes there is a best way of managing the various aspects of end of life care so as to ensure that
the care recipient’s holistic care needs are achieved, whilst minimising the burdens experienced by
care staff. She has a strong commitment to achieving best practice care outcomes within aged care.

Prof Leon Flicker, Professor of Geriatric Medicine, Royal Perth Hospital, WA

Leon Flicker is the inaugural Professor of Geriatric Medicine at the University of Western Australia
since 1998. He has established a productive research unit aimed at cutting edge translational issues
focusing on the health needs of older people culminating in 2006, the Western Australian Centre for
Health and Ageing at the University of Western Australia. He remains a practicing geriatrician and is
Head of Inner City Geriatric Services. Professor Flicker has assisted in implementing his own and
others research outcomes into clinical guidelines regarding functional decline, delirium, redesign of the
hospital environment and many others.

Joan Hughes, CEO, Carers Australia

Joan Hughes was appointed CEO, Carers Australia in July 2006. She is an Honorary Associate in the
Department of Nursing Research Centre, University of Sydney. Joan is a Churchill Fellow. The
research about ageing parents of people with disabilities was carried out in Canada, USA and the UK.
From 1993 until 2006, Joan was CEO Carers NSW, which has won many state and national awards
including one of three International Caregiving Awards in Washington DC, USA. Carers NSW was
funded as the first state peak organisation for carers in 2003. In 2008, she was selected to attend
Australia’s 2020 Summit.

Chris McMahon, General Manager, Eden in Oz, VIC

Chris McMahon is the general manager for Eden in Oz, which is an organisation that fosters the Eden
Alternative philosophy believing that older people die from loneliness, helplessness and boredom and
challenges the current culture in aged care to address these plagues with tools that bring about
sustainable culture change. Her qualifications include Master degrees in Health Management and
Counselling and Graduate Diplomas in Gerontology and Palliative Care. Chris' passionate belief is that
"it can be different!".

Dr Ron Tomlins, Adjunct Associate Professor, Discipline of General Practice, Western Clinical
School, University of Sydney, NSW

Ron Tomlins is a full time General Practitioner in Sydney and has a particular interest in implementing
cost effective health care programs in the community setting. Ron has been closely associated with
national initiatives for the delivery of preventive and quality health care services through his
involvement with the Royal Australian College of General Practitioners and has been the chair of the
RACGP National Standing Committee on Quality Care since 2005. In December 2004, he was
appointed Adjunct Associate Professor in the Discipline of General Practice, Western Clinical School,
University of Sydney.
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Barbara Anderson

Barbara Anderson is A/Manager of the Aged Care Integration Unit in the Inter-Government & Funding
Strategies Branch of the NSW Department of Health. Her professional background is in Health
Information Management and she holds a Master of Arts Degree from the University of New South
Wales. Barbara manages a small unit responsible for policy advice and development in relation to the
care of older people within the NSW health care system and the provision of aged care services. The
unit has specific responsibility for the Aged Care Assessment Program (ACAP), the Transitional Aged
Care Program, the Aged Care Services Emergency Teams and more recently the Acute to Aged
Related Care Services. The unit is involved with inter-government and inter-agency negotiations and
currently is actively pursuing a range of projects associated with the Council of Australian Governments’
health reform agenda, including ACAP COAG reform and the Long Stay Older People initiative.

Ross Bell

Ross Bell is a Senior Social Work with the rehabilitation and Aged Care Service at Blacktown Mount
Druitt Health Service, a part of Sydney West Area Health Service. Ross’ clinical work is focussed on a
service area of older patients, and the support and management of the 6 person social work team in the
hospital who work in both the acute setting and in the Blacktown Aged Care Assessment team. Ross
has post graduate qualifications in Education, Social Work and Bio Ethics. His research interests
include issues of consent and competence and especially the area of nursing home placement of
persons without their adult, full and informed consent. He is a current Doctor of Social Work
Candidate with Charles Sturt University, where his focus of intergenerational family estrangement
involving older parents and their adult children.

Stephen Chalcroft
Dr Stephen Chalcroft is a geriatrician at Waitemata District Health Board in Auckland, NZ. His active
interests are in quality, safety and risk as well evidence appraisal.

Colleen Langron

Colleen Langron is a Physiotherapist who has worked in many different areas of Geriatrics in Sydney.
She has been a Physiotherapist in Residential Aged Care and works with the Hornsby ACAT team
treating older people living in the community. Colleen is currently part of the Physiotherapy OPERA
team at Westmead Hospital assessing and treating acute, geriatric patients. She is interested in
research and has participated in the Vision and Falls Study and is the Research Physiotherapist on the
Frailty Intervention Trial being conducted by Professor lan Cameron. Colleen will be commencing
further studies this year investigating the causes and effects of dehydration in older people.

Chris McMahon is the general manager for Eden in Oz, which is an organisation that fosters the Eden
Alternative philosophy believing that older people die from loneliness, helplessness and boredom and
challenges the current culture in aged care to address these plagues with tools that bring about
sustainable culture change. Her qualifications include Master degrees in Health Management and
Counselling and Graduate Diplomas in Gerontology and Palliative Care. Chris' passionate belief is that
"it can be different!".

Dave Matson

Dave Matson is a Physiotherapist who graduated with a BSc(Hons) Physiotherapy from Glasgow
Caledonian University in 1997. In that time he has worked in both the acute sector (rehabilitation,
orthopaedics, intensive care and medical settings) and community rehabilitation sector in Queensland
Health and the NHS (Belfast and the Wirral) in the UK. At present is working in the Transition Care
Program within the Northside Health Service District in Brisbane.
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Joan Hughes

Joan Hughes was appointed CEO, Carers Australia in July 2006. She is an Honorary Associate in the
Department of Nursing Research Centre, University of Sydney. Joan is a Churchill Fellow. The research
about ageing parents of people with disabilities was carried out in Canada, USA and the UK. From
1993 until 2006, Joan was CEO Carers NSW, which has won many state and national awards including
one of three International Caregiving Awards in Washington DC, USA. Carers NSW was funded as the
first state peak organisation for carers in 2003. In 2008, she was selected to attend Australia’s 2020
Summit. Joan serves on many Federal Government committees as well as International Carer Advisory
committees.

Examples of committees

Federal ministerial/advisory committees on ageing, pensions and dementia 2008
Advisor to Carers NZ about their Carer Strategy and programs 2006-current

Executive member of the International Alliance of Carer Organization 2006-current
International advisor to the National Competence Carer Centre in Sweden 2007- current
Delivered the 2005 Clare Stevenson Memorial Lecture: Where’s the Vision?

Chair of the National CEOs Forum of Carer Associations, 2005-current

Runner up of the National EQT CEO Awards, 2003

Finalist Telstra Business Woman of the Year Award, 2000
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Verica Maren

Verica Maren is Clinical Nurse Specialist in Aged Care with background in working with the aged.
Experience held in both the acute sector and the aged care sector of Residential, Community Aged
Care and now Transitional Aged Care. Her interests include bushwalking and volleyball.

Gerard Stevens

Gerard Stevens is a pharmacist. He is the Managing Director of Webstercare, a company that
specialises in medication management systems and medication compliance. Gerard spends most of
his time and energy on the design and development of innovations which complement the principle of
the Quality Use of Medicine. Gerard was recently acknowledged with an Award for Excellence in
Pharmacy Practice, by the University of Sydney.

Betty Tzouvelis

Betty Tzouvelis is a Senior Project Officer with the Sub-acute Services unit at the Department of Human
Services, Victoria. Betty has the lead on managing the Transition Care Program and other key
initiatives, such as the TCP Plus and the VCAT — health service project. Previously, Betty had clinical
and management responsibilities in the health service, residential and community aged care sector.
Betty is currently completing a Master of Health Science — Aged Services with Victoria University.



