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Abstract

Introduction

GPpartners aged care team, general practitioners (GPs), Residential Aged Care Facilities (RACFs) and the
Hospital in the Nursing Home staff of the Royal Brisbane and Women’s Hospital (RBWH) were concerned

about reports relating to lack of discharge information being received by residential aged care facilities.

Conversely, medical and nursing staff of the hospitals Emergency Department expressed concern at the
variation in quality of information received with residents presenting to their department.

Objectives

The project goal was to deploy a patient care quality improvement initiative targeting the interfaces, hand-
over processes and clinical information flow between RACFs, hospitals and their treating GPs.

Specific issues were reported as:
« hospitals report RACF residents have 30% readmission rates

« RACF residents are admitted to hospitals and Emergency Departments (EDs) without necessary
clinical information

« RACFs report hospitals return residents without the necessary clinical information at discharge

« visiting GPs report poor information flow is adversely affecting RACF residents health and wellbeing,
continuity of care and increasing the risk of medical error.

This project was designed to achieve safer, more effective and more responsive clinical handovers for
residential aged care residents as they transfer to and from acute facilities. These patients are recognised as
high risk.

Methods

Two methods for information sharing were identified. One paper based and the other electronic.

An assessment (audit) toolkit was developed utilising the General Practice Advisory Council (GPAC)
guidelines. Audits on information received at the Emergency Department from RACFs were performed by

two hospital based project officers.

Audits on information received from the hospital by the RACFs were audited by two GPs who currently treat

residents in residential aged care.
An initial one month audit was performed as a baseline to gather information on:

« How admission and discharge information is currently received.
« What information is currently received.
« Possible impact on clinical outcomes.

Information obtained from this audit enabled us to target areas of concern and make recommendations.
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Some of the interventions following the initial audit included:

« Education on the use of a RACF communication tool — the Yellow Envelope — was provided to hospital
staff.

« RACEF staff were encouraged to use this tool when transferring residents to the acute facility.

« GPpartners commenced discussion, education and consenting of residents in RACFs to the Health
Record eXchange (HRX) shared electronic health record system and enabled Hospital In the Nursing
Home (HINH) staff access to the system for residents transferring to hospital from residential aged care.

A second audit was performed three months after the initial audit. As this time frame was extremely short,
not all planned interventions were completed by the commencement of the second audit.

Information from the two audits was collated and compared and recommendations on continued change are
presented in this report.

The toolkit used to undertake these audits has been completed to enable other organisations to perform
similar reviews that provide them with the actual clinical data to inform recommendations for improvement.

Results: Admission Information

One hundred and four (104) hospital charts were audited in the first stage and, 91 charts in the second

stage.

Although the second audit showed some measurable improvements in the quality of information provided to
the hospital by RACFs, there remains concern about the increased risk of accidental harm to residents in
hospital when information is not included in their transfer summary.

« Over ninety per cent (91.1%) of residents did not have an End of Life plan or if they did, it was not
made available to hospital staff.

« Although information was transferred with the patient there was only evidence that the Yellow
Envelope system had been used in 23% of admissions and very little direct input was provided by
GPs (25.6% of admissions) on the reason for transfer and recent medical history.

« Current status of the resident with relation to mobility, nutrition, communication needs, behaviours
and continence was not available in 35% to 60% of transfer summaries. Medications and allergies
were not recorded five to eight per cent of the time.

« Further information was sought from RACFs in 45% to 50% of cases.

« Transfers seemed to be mainly initiated by RACF staff with the majority of transfers occurring
between 12 pm (midday) and 6 pm, with the majority of residents remaining in the Emergency
Department for three to nine hours.

« Eighty-four per cent (84.4%) of residents were admitted to hospital with an average length of stay
around six to ten days.
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« Auditors were unsure in 60% to 40% of cases whether improved communication may have
prevented these admissions.

« One per cent (1.1%) of transfers were connected to the HRX.

Results: Discharge Information

Sixty-five (65) residential aged care charts were audited in the first stage and, 35 charts in the second stage.

« Over 40% of the time, facilities were not given prior notice of the resident being discharged from
hospital. However, 91% of the time discharge information was received with the resident. This was

an improvement of over 20% on the first audit.

« Nursing discharge summaries increased from 4.6% to 41.7% between the first and second audits.
This could be directly related to a trial being undertaken with an inpatient Hospital in the Nursing
Home discharge liaison officer located in the wards.

« Medications available on discharge improved from 32.3% to 72% over the duration of the audits.
Again this relates to a project being undertaken between GPpartners, the Queensland Health Safe
Medication Practice Unit and the RBWH pharmacy department, yet still almost 30% of residents
were discharged without medications or information available.

« GPs’ names and contact details matching with discharge information improved by 20%.
« The use of the Yellow Envelope throughout the hospital improved by nine per cent.

« The information most lacking in clinical information upon discharge were follow up arrangements and
changes to medications lists (30.6%). It may be a coincidence that 30.6% of residents were also
discharged after-hours (i.e. times outside of Monday to Friday 9am — 5pm).

« Almost three per cent (2.8%) had adverse medication events and 2.8% had an adverse clinical event
in the first 10 days post discharge.

« Almost twenty-eight per cent of residents (27.8%) were readmitted to hospital within six weeks, 30%
of these related to their previous admission.

Conclusion

The audit was successful in enabling identification of the systems currently in use for information collection
and sharing. It has helped to identify specific areas of need.

Clearly the clinical information needed by Emergency Departments is not always provided by RACFs’ current
transfer systems. Conversely follow-up arrangements or ongoing patient management plans are frequently
not available for RACFs on discharge from the acute facility.

Standardised forms are available for RACFs but are obviously not in general use. Many facilities have
electronic programs that enable health summaries to be printed and these may need content review to
ensure all essential information required by the hospital is included.
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Further, GPs appear to have little input into the current transfer systems from RACFs to hospital, this should

be reviewed.

Discharge programs currently being put into place in the acute facility are showing improvements through the
audit but these are unit based and not across the entire facility.

The intense effort to implement electronically produced discharge summaries from the Department of
Emergency Medicine is clearly progressing well and combined with the inpatient Hospital in the Nursing
Home discharge facilitator is showing 91% of discharge summaries are being received by RACFs within 24

hours of discharge, and mostly with the resident at time of transfer.

There is improved recognition by the hospital that RACF staff need the same information that is provided
GPs to enable safe and informed continuity of care. However these process improvements need to be
embedded facility-wide.

Using a shared electronic health summary would enhance current transfer processes and enable quicker

and more reliable access to patient information for future admissions.

The short time frame of the project did not allow for effective implementation of the HRX system within
RACFs. This requires continued implementation, education and follow-up. The HRX would provide
structured processes, which have been shown to be beneficial to medical decision making and therefore to

patient outcomes. (Carpenter/Ram — Handover & Discharge Pilot Report, April 2008)
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Introduction

In 2002 the General Practice Advisory Council (GPAC) held a multi-disciplinary Statewide Discharge
Planning Forum with the aim of improving discharge planning across Queensland. The key recommendation
from this forum was to provide a framework — a practical agreed set of directions for use by all service

providers involved in continuity of care planning in Queensland.

In 2007 the Continuity of Care Planning Framework for Queensland came into effect. The framework spells
out ‘Key Activities in the Continuity of Care Process’ and Recommended ‘Data Sets’ for ‘Documentation to

Support Continuity of Care Planning’.
This contains areas in relation to:

Pre-admission (Admission Referral)
Pre-admission/Admissions (Risk Screening Tool)
In Patient (Care Pathway/Discharge Plan)

Hp w NP

Discharge (Discharge Summary/Referral)

Key accountabilities have been described for District Managers, GPs, community service providers and
patients / families. Resources and systems are discussed clearly outlining the need for a standardised paper
based system with recommendations for an information technology platform, integrated with hospital and

community (medium term). (Continuity of Care Planning framework for Queensland — Resource Manual GPA, 2004)

The guidelines exist and processes to assist to rectify gaps in continuity of care have been developed.
However, a 2007 Australian Catholic University survey of RACFs found that 84% of Queensland
respondents continue to experience problems with resident’s information received back from hospitals and
that they have serious concerns about the risk to patients due to unsafe discharge processes. They were
also concerned that their duty of care would be compromised by the lack of appropriate information from the
hospitals. (McDonald, T., For Their Sake. Can we improve the quality and safety of resident transfers from acute hospitals to

residential aged care? Australian Catholic University National; September 2007)

In November 2002, a combined workshop was held with representatives from residential aged care facilities
(RACFs), the emergency departments of the Queen Elizabeth Il Jubilee Hospital, the Mater Private Hospital
(adult) and the Princess Alexandra Hospital and Brisbane South Community Health.

The workshop discussed the issues around residents being transferred to Emergency Departments and
noted that causal factors for presentation to Emergency Departments included falls requiring x-ray or
examination to eliminate fractures, acute illness requiring antibiotics, GP not available or GP request transfer

in lieu of attending residents on site and catheter or peg change.

From the workshop a ‘Residential Aged Care Facility Clinical Resource Manual’ was developed and a

problem solving assessment flow chart designed to reduce transfers to acute facilities.
The workshop also identified issues that included (but were not limited to):

1. Communication between the Emergency Departments and residential aged care was inconsistent and/or
inappropriate, and
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2. Discharge summaries sent / faxed to GPs from Emergency Departments without discharge information
being provided to RACFs.

Communication tools were developed to improve these issues and made available to all RACFs for

implementation, including:

« an Aged Care Facility Resident Transfer form (the green form) adapted from a previous form used by the
Sunshine Coast Aged Care Regional Forum, Nambour Hospital and Aged Care Queensland

« a Cognitive Impairment Information Form (orange) adapted from Alzheimer's Australia’s First Alert Trial —

Cognitive Impairment Information Form SA,

« an Aged Care Facility Transfer form (yellow) that is completed by the Emergency Department and
returned to the RACF.

It seems however, that these forms are not freely used. Some facilities have electronic systems that enable
printing of current health summary information, whilst others do not.

However there is no discussion about the role or responsibility of GPs, as health team leaders, in providing
transfer information. There is little evidence that RACFs have processes to collect GPs’ input or include GP
input in transfer documentation and little evidence that GPs are offering this.

The GPAC guidelines state that a key accountability for GPs is “provision of comprehensive, legible referral
information to hospital for all planned admissions, and for referrals to Emergency Department (where

relevant)”.

Most GPs are able to print health summaries from their surgery software and some GPs undertake
Comprehensive Medical Assessments of their residents. These forms should include adequate information
to provide hospital doctors with sufficient knowledge to aid decision making. This may be paper based but is
usually electronic. It appears however, that updated information is not provided to acute facilities upon
transfer.

Shared electronic health systems, like the HRX, would improve this.

GPpartners, funded by Department of Health and Ageing through the Australian Commission on Safety and
Quality in Healthcare, undertook to develop an audit tool, identify the audit process and undertake an audit to

collect evidence based information that can inform recommendations for process change.

The project was aimed at reviewing both a standardised paper based system and to explore the
opportunities of an already existing shared electronic health summary known as the Health Record
Exchange (HRX) currently deployed on a limited bases by GPpartners and several Brisbane public and
private hospitals.

The audit enables organisations to clearly identify areas of concern and target these areas for a more in-
depth review. Using the audit tool works well when combined with the OSSIE 4 Handover* guidelines on
organisational change and the ISOBAR* standardised process and content for clinical handover and

minimum data set. (Chien Yee, K & Chao Wong, M, UTAS 2008).

* OSSIE - Organisation leadership, Stakeholder engagement, Simple protocol development, Implementation, Evaluation and
maintenance.
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*SOBAR - Identification of patient, Situation and status, Observations, Background and history, Actions and accountability,
Responsibility and risk management.

Preamble

The Yellow Envelope

GPpartners in conjunction with Moreton Bay General Practice Network (formerly Redcliffe, Bribie Island &
Caboolture Division of General Practice) undertook a program to introduce a ‘yellow envelope’ system to

promote adequate information to be forwarded to acute care facilities in order to enable safe continuity of
care and easier decision making on patient care and management.

The C4 size resealable yellow envelope has a distinctive blue design down the right hand side and contains
prompts on what information should be included in the envelope by RACF staff to enable good handover of
information for acute care staff.

The envelope acts as a visual prompt to alert hospital staff that this person is an aged care resident. The
envelope is designed to follow the resident through the hospital system and act as a tool to prompt
information to be returned with the resident to the facility.

Checklists on the front and back of the envelope provide prompts to RACF and hospital staff as to what
documentation should be included in the envelope. These checklists were developed with an acute hospital
emergency department and residential aged care representatives.

Education about the implementing the Yellow Envelope system was provided to the following:

« the acute facility involved in this audit (12 to 18 months prior to the audit being undertaken.

« senior RACF staff

« ambulance and transport services regarding admission and discharge to and from hospital to residential
aged care.

Printing and supply of the envelopes was undertaken by GPpartners to assist with continuity of the process.
Health Record eXchange

More than four years ago GPpartners investigated an electronic health record as part of a coordinated care
trial (Team Care Health Il) funded by the Australian Government Department of Health & Ageing and
Queensland Health.

The need for this system arose as paper based methods would not allow timely movement of information
between care team members. A shared electronic health summary was trialled for patients with multiple
chronic diseases between GPs, Team Care Coordinators, allied health, community service providers and

acute care.

Today the Health Record eXchange (HRX) supports coordinated care projects funded by Department of
Veterans’ Affairs, Queensland Health and Medibank Private Health Insurance by generating and sharing
patient electronic health summaries. The HRX enables changes to medication, treatments and ongoing
management to be updated at the push of a button when used by GPs with their current medical software
such as Medical Director and Practix.
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The possibility of how the HRX could work between residential aged care and acute facilities was discussed.
It was felt that this electronic process could work well in such a controlled environment, enabling one point of
entry for basic details such as name, date of birth, next of kin, current address and current GP details.

The National Reporting and Learning System operated by the National Patient Safety Agency in the United
Kingdom reported on areas of concern following a review of errors caused through incorrect patient
identification. They identified four classifications, one of which refers to “Mismatches between patients and
their medical records, e.g. where a patient’s records or results are filed in another patient’s medical records,
or where the wrong medical records are with a patient.” (Australian Commission on Safety and Quality in HealthCare,
‘Windows into safety and quality in HealthCare 2008’, ACSQHC, Sydney October 2008)

Loose paper systems lend themselves to these types of errors. An electronic record able to be viewed by
various practitioners could reduce the possibility of identification error.

Australian Commission on Safety and Quality in HealthCare also identified that “handover occurs, from one
provider or team of providers to another at points of patient transition across settings, between services or
levels of care, and due to the need to organise clinical work into manageable shifts.” (Australian Commission on

Safety and Quality in HealthCare, ‘Windows into safety and quality in HealthCare 2008’, ACSQHC, Sydney October 2008)

Patients transferred to an acute facility will potentially require transfers and be treated by a number of
professionals in multiple settings, e.g. the Emergency Department, x-ray, acute ward, discharge unit and
back to residential aged care.

A shared electronic health record could assist in providing ease of access to relevant patient information.

Although the electronic health record system can be used by multiple users, they are unable to make
changes to the core information but can add relevant information on services provided to the resident,

specialist reviews, etc. Less people entering baseline data decreases the risk of inadvertent error.

It was the aim of the project, that following the initial audit, some of the recommendations would be actioned

and that these actions should result in some improvement in the second audit.

Despite the tight timeframe, an intense education program to promote the paper based Yellow Envelope at
the acute facility was started and negotiations began with GPs and RACFs to register residents to the Health
Record exchange.

Developing Audit Tools

To develop the audit forms an advisory group was called together with representation from key areas of the
acute facility (including upper management), GPs, Residential Aged Care Facility Managers and GPpartners
aged care project officers.

Exactly what we wanted to achieve from the audits was discussed and a decision made to identify:

« how information is currently received
« what information is currently received

« possible impact on clinical outcomes.
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As GPAC had already done an extensive multi-disciplinary planning framework, agreed to by Queensland
Health, it was decided this would be used as the basis for developing the audit forms.

Although many of the questions set out on the GPAC audit are relevant it was agreed that the audits should
include more information about factors that influence the admission or discharge process such as time of
presentation, admission (or not) to an acute ward from the Emergency Department, length of stay and time
of discharge.

The group also decided to capture who was referring the resident to the hospital and whether this influenced
the type of information sent with the patient.

It is a common perception that after-hours GPs and nursing agency staff send residents into hospital more
often than the usual GP or stable aged care staff due lack of familiarity with the resident and their condition
and lack of knowledge about how to find information about the patient’s care needs in the facility’s
information systems.

It is also relevant to identify the acute ward from which the patient has returned, as in large institutions it
seems there are a number of different discharge processes in place.

The audits would be based on evidence — information clearly filed or written in patient charts that any health
professional providing care would be able to access. Verbal information that may have been given but not
include in written information would not be considered as sustainable and reliable information.

Two separate audit sheets were developed — an ‘Admission Information from Residential Aged Care’ form
and a ‘Discharge Information from Acute Facility’ form. Both forms were developed under the three sections
previously identified:

« how information is currently received
« what information is currently received

« possible impact on clinical outcomes.

Formatting

The audit forms were set up to be as simple to use as possible. For each question tick boxes were provided
to identify evidence of information in charts. An area was also provided for auditors to record further
clarification or comments. Guidelines for completing the audit forms were developed to ensure consistency
across auditors. All auditors were trained to use the tool and performed a cross audit* to verify consistency in

understanding and answering the questions.

*Cross audit- each performing the same audit on the same chart and validating findings.

Methodology

For the purposes of the project two separate audits were undertaken. This enabled review of the use of the
tool and to make changes to the form or guidelines if it seemed more clarity was required.

There were some minor changes made to the form for the second audit; this helped clarify some of the
details for data entry.
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Timeframe

Due to the size of the acute facility it was understood that the Emergency Department would receive over
100 residential aged care transfers within a one month period. As the audits would only include transfers
from RACFs within the GPpartners area, this was already seen as a limiting factor.

The decision was made not to specify a specific number of audits to be undertaken but to limit the audits to a
one month (30 day) period. A second audit would be undertaken three months later.

Recruiting auditors

To improve access and acceptability of the audit within the acute facility, and for the purposes of equity, it
was decided that the admission audit would be undertaken by staff of the acute facility. This ensured the
auditors were already covered by Queensland Health’s code of ethics and that they had the relevant security
access needed to obtain patient charts.

Initially it was discussed that a medical officer could undertake the audits but due to workloads it was
decided that Registered Nurses with current research experience and access to medical support would
undertake the audits. Two nurses based in the Internal Medicine Research Unit were employed under
sponsorship of the Assistant Nursing Director (Community Interface) Patient Flow Unit.

To ensure that the audits being undertaken in the RACFs were consistent and to ensure that GPs visiting
RACFs were informed, it was decided to recruit two GPs to undertake the discharge audits in the RACFs.

Two GPs who currently visit RACFs were recruited to undertake this process.
All resident/patient information was de-identified.
Ethics approval

Once the process was decided, ethics approval was sought from the acute facility and discussion was
undertaken with all key residential aged care organisations within the GPpartners area. Only one
organisation requested separate ethics approval to be part of the audit. Unfortunately this organisation
required consent from all residents participating (not just in their centres) which was contrary to advice from
the RBWH ethics committee. Due to this any audits undertaken within this organisation have not be

included in the final analysis of the audit.

The acute facility ethics committee decided that patient consent was not required as the audit was not
changing patient management but was a retrospective audit on evidence of information.

Letters of support were received by all organisations within the district to participate in the audit process.
Residential aged care residents transferred to the acute facility that did not reside within the GPpartners
catchment area were excluded from the audit.

Attachment 1 — Admission Information from Residential Aged Care form
Attachment 2 — Discharge Information from Acute Facility form

Attachment 3 — Guidelines for Admission Information form

Attachment 4 — Guidelines for Discharge Information form

Attachment 5 — Letter of approval RBWH ethics committee

Attachment 6 — Letter of approval Spiritus ethics committee (with consent required)
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Attachment 7 — Resident consent form
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Audit Process

The audit was designed to be the least invasive as possible to normal staff time, therefore we did not build in
reliance on hospital admission staff or residential aged care staff to notify us when a resident was admitted
or discharged from hospital. This information was gained from the two acute facility auditors.

Identifying Patients for Audit

A number of methods were utilised by the acute facility auditors to identify residents transferred to the
Emergency Department. This exercise alone identified the difficulties of obtaining information in a disjointed
system.

Often the fact that these transfers were from residential aged care was not easily identified as the
information systems used within the hospital do not require mandatory identification of the patient as being
from a RACF. Therefore hospital staff often rely on the address provided to determine whether the patient is
from a RACF, which may or may not include a facility name with the street address. Even so, a facility name
does not necessarily identify if the resident is from the independent living units attached or receiving care in
a nursing home or hostel section of the facility.

Systems to Identify Patient Information

1. The Emergency Department uses an electronic system called EDIS (Emergency Department Information
System) to register presentations to their department.

2. The acute facility Hospital in the Nursing Home section uses a paper-based list of referred transfers. This
was used as a second check list however, not all residential aged care transfers are referred to this
program.

A third method of identification was obtained from the electronic Hospital Based Clinical Information System
(HBCIS) through the Clinical Coding Department to identify patients admitted to acute facility wards or
discharged to RACF during the auditing month.

It is interesting to note that the EDIS and HBCIS systems used internally within the acute facility do not
‘speak’ to each other. It is also worth noting that access to the EDIS is not necessarily available to clinicians
in the acute ward areas, meaning that information entered onto the EDIS system is not necessarily available
to the treating clinical admitting team.

Sharing Audit Information

The acute facility project officers forwarded residents names who were admitted to the GPpartners project
officer via password protected emails. A database was set up by GPpartners to collect information about
residents admitted to hospital within the audit period.

A geographical list of residents discharged and the facilities to which they were discharged to were
generated for the GP auditors. This information was kept on a secure, password protected electronic site at
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GPpartners and was erased following completion of the audits to ensure patient’s identities could not be
traced. All audit forms were given a coded number to enable us to match them with data entered.

Factors Affecting Audit Numbers

There were some unforseen factors that influenced the number of audits undertaken by both the acute
facility auditors and the GP auditors. During the first audit month an industrial dispute within Queensland
Health involved medical records staff. This meant access to charts was limited, charts were difficult to place
and often the information being sought was not filed. The auditors needed to navigate through the internal
system to enable them to perform the audits required.

Externally, a delay in ethics approval for the audits spread the project over two school holiday periods. Both
GP auditors had pre-arranged leave and this decreased their amount of audit time. Unfortunately one GP
was unwell during the second round of audits and we were unable to obtain a replacement with such short
notice.

Still, a reasonable number of audits were undertaken to identify areas of need for further consideration.

Audit number Admissions Discharges Audit ratio, discharge to admission
1 104 65 62.5%
2 91 36 39.5%

The audits were carried out over a defined four week (30 day) period in both cases.

Experience from the first round of audits showed that it was better to delay the commencement of the audits
from the actual start of the audit period by approximately two weeks to enable GP auditors to visit facilities in
clusters and reduce travel and preparation time. It also enabled auditors to determine whether readmission
had occurred following the initial admission.

This also proved relevant for admission audits with auditors waiting one to two weeks from the
commencement date to enable better access to completed patient charts following admission and or

discharge.
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Audit Tools

Audit Form 1: Admission Information from Residential Aged Care

Section 1: How is information received?

The aim of this audit tool was to identify whether there were processes in place for information transfer,
whether these processes were used and to determine the most effective way to achieve consistency in

transfer information.

This section of the tool investigated how information appeared to have been received at the acute facility. It
included options such as the Yellow Envelope, loose paperwork and correspondence from GPs or facilities
transported with the patient or sent prior to or following the patients arrival to the Emergency Department.

This section also identified if the family were consulted as a source of information and seeks evidence of a
phone call from GPs or RACFs to notify the hospital of the residents’ impending arrival.

The questions enabled identification of the types of forms used for transferring patient information, such as
the Ambulance form, Comprehensive Medical Assessments or RACF transfer forms. It also included an area
to identify if patients were registered with a shared electronic health system.

The time of arrival, who initiated the transfer and whether the event was a re-presentation within a six week
period was also included in section 1. Re-presentation rates are a common data set collected by hospitals
however, for the purposes of the audit, re-presentation was related to the lack of timely discharge
information, follow up arrangements or ongoing management recommendations.

Background

Wong et al (2008) identify seniority/experience of staff, nature/type of communication behaviours,
quality/content of information recorded and/or exchanged, disconuity in patient care, lack of standardised
protocols and health professional fatigue as high risk scenarios in clinical handover research.

Mostly the literature refers to internal handover situations but these risks are considered in the context of
residential aged care, they can be presumed to become even higher.

Aged care is chronically understaffed by professional health personnel in a stretched work environment.
Communication is disjointed with offsite / visiting medical officers, remote Registered Nurse supervision and
varying levels of registered and unregistered staff with uncertain levels of understanding of the information
needed to enable hospital staff to make appropriate decisions about the patient’s care.

Include the removal of a resident from their normal surroundings and health care team and disruption to
family in notifying of the need to transfer.

Add to this the current system where often no-one is certain of what facility the ambulance will transfer the
resident to.
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This all makes a nice recipe for potential disaster and highlights the importance of identifying clear processes
for the transfer of required information, or as termed by the General Practice Advisory Council, a minimum
data set.

The AMA'’s ‘Safe Handover: Safe Patients Guidelines’ (2006) poses the question of accountability and
responsibility — “Poor handover carries significant risks for individual clinicians, their organisations and for

their patients.”

In residential aged care there is shared accountability and responsibility between the organisation and the

GP but how are these roles, responsibilities and accountabilities verified?
Section 2: What information is received?

Regardless of the format of the information received — via the Yellow Envelope, shared electronic health
summary or letter from the RACF — a key consideration was the type and quality of the information provided.

This section of the audit form was broken into three areas.
A: Standard Information
This relates to:

« identification of the patient

« date of birth

« address and contact information

« Relative (next of kin / Enduring Power of Attorney) contact details
« usual GP details

« Advanced Health Directive or End of Life care planning.

This section is seen as vital to the correct identification of the patient and provides correct information for
communication with key persons (GP and family). End of Life care planning was seen as a most important
component of communication enabling the person’s health wishes to be known and asserting their rights as
an individual.

ACSQHC (2008) ‘Windows into Safety & Quality’ recognised that mismatching between patients and their
care is common and can result in incorrect pathology, medications, procedures, medical imaging, admission
and record documentation. Procedures should be in place to assist hospital staff in correctly identifying the
patient that is transferred to them.

A key principle of the Continuity of Care Planning Framework for Queensland (2007) is “timely, ongoing
communication, information transfer and coordination between hospitals and community based services is
essential for continuity of care”. Without the details audited in this section, communication on discharge
would be difficult to achieve.

B: Clinical Information

This relates to the clinical information around the current presentation. It includes the reason for transfer,
current or usual observations, current or usual health problems, medications, allergies, nutrition

requirements.
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This section is the hub of the presentation. Why is the person here? What are the clinical changes,
signs/symptoms for presentation? Was a basic and current health summary and management of identified

diagnoses included?

The importance of this section was explained by Professor Wendy Chaboyer et al (2008) in saying
“information has been described as data put into context. For example, a blood pressure reading may be
100/50, which is simply a piece of data, but if you add the comment that this blood pressure is from a young
adult, who is bleeding profusely, then it becomes information.”

It is the whole of the data audited that provides the knowledge to enable the medical staff to make the
appropriate care management decisions. Davenport and Prusak (1998) describe knowledge as “the capacity
to reason and make sense of information”.

C: Usual Functionality
The includes:

« relevant past history

« mental status

e communication needs

« mobility needs

« continence needs

« behaviours possible management.

This section established safe patient management by identifying the basic care needs of residents and

assists communication with the patient.

Risk management tools are being used in hospital settings and are used in residential aged care. The most
common of these tools identifies high risk of falls and pressure areas and enables staff to take action to
minimise risk of harm to patients.

Communication has been identified as one of the most important elements in the safety and quality agenda.
When one in ten people entering hospital experience harm as a result of their care and this harm is not
related to the reasons for admission (Wilson et al, 1999), information on patient functionality provides staff
with the knowledge to identify safety requirements and reduce the risks of accidental harm.

Section 3: Clinical Outcomes

This section identifies the pathway that care management has taken when the patient presented to the

Emergency Department.

It includes the time of presentation and time spent in the Emergency Department. It seeks to ascertain if
further information was needed from the GP or RACF to make a better informed decision about the patient’s
management. It identifies the referral path to Hospital in the Nursing Home or Acute Admission, length of
stay and asks whether the admission could have been avoided with improved transfer information. In some
cases this last question may be difficult to determine, as it is largely a subjective judgement.

This section identifies if there were any recorded medication or clinical adverse events that may have been
caused by a gap in the transfer information.
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In the course of a patient’s treatment, different teams may care for the same patient over the course of any
given day. In particular with the frail elderly, there can be cross over between specialties (e.g. Orthopaedic
and medical teams) and an increased multi-disciplinary approach to care. However, if the resident is
discharged from the Orthopaedic unit the discharge information may not cover all of the medical information.

Knowledge of the pathway assists the team taking over care to obtain further information if required.

Medication management on discharge has long been a concern for residents in residential aged care.
Experience has shown that there is confusion with the processes, responsibilities and accountabilities when

it comes to ensuring that medication is provided.

There are a number of workforce issues to consider, and it appears that hospital pharmacies fail to
accommodate or recognise the needs for un-registered staff (e.g. personal care assistants) to assist with
administration of medications, as is required in RACFs. Further, hospital pharmacists do not work after hours
and are limited on weekends in most cases. Who then provides the medication for after-hours discharges?

Even within residential aged care organisations and facilities, the processes and responsibilities are not
always clear and there are points of legislation that must be considered for all levels of staff to provide safe
medication administration for the residents.

Facilities use a number of different methods to overcome the issue of medications on discharge. Without
succinct information and written direction, they may revert to the pre-admission medication regime. The
potential for mismanagement due to certain medications not being given are quite high, yet frequently the
GPs and facilities are faced with making this decision.

In Phase 3, Final Report on Effectiveness and Cost effectiveness of Dosage Administration Aids (Stokes et
al May 2006) hospital pharmacists agreed that they should facilitate continuity of information on a patient’s
current drug regimen and continuity of medication supply. However hospital pharmacists themselves were
inconsistent in the information they provided to the patient's RACF and community pharmacy. Many hospital
pharmacists expressed that they would like the patient's community pharmacy to be informed of any
changes while the patient is in hospital but did not enact this themselves. Sometimes this was due to
problems identifying the patient's community pharmacy on admission, and partly due to lack of procedures
and lack of resources.

Without a known diagnosis or management plan available upon the residents return, the potential for
accidental harm or injury to the resident remains high.

What internal section of the hospital would receive a patient without any knowledge of their condition, recent

interventions/actions, or plan of management?

Who is accountable for any harm or injury that may result; the GP, facility staff or the hospital? This question
is compounded further if the resident has returned to the facility without prior notification.

If the AMA’s definition of handover — the transfer of professional responsibility and accountability for some or
all aspects of care for a patient, or group of patients, to another person or professional group on a temporary
or permanent basis — is the commonly accepted definition, then can responsibility be passed on to the next

team?

(Refer Attachment 1 — Admission form,).
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Once the questions were decided upon and the advisory group were in agreement that this flow of
information would achieve the aims of the audit, guidelines were developed to clarify the questions for the

auditors.

(Refer Attachment 3 — Admission guidelines).

Audit Form 2: Discharge Information from Acute Facility

The discharge audit form was based on the same format as the admission form and was broken into the
same three sections.

« how information is currently received
« what information is currently received
« possible impact on clinical outcomes.

Section 1: How is discharge information received from the acute facility?

Again this section looked at how information appeared to have been received at the RACF. It included
options such as the Yellow Envelope, loose paperwork, letters or faxes sent to the GP or RACF or phone
calls made. It identified the timeliness of the receipt of information.

Most GPs and many RACFs operate computerised systems in today’s world. Many rely heavily on this
system for communication purposes. A large number of GPs visiting RACFs use lap top computers with or
without wireless broadband Internet access, or use the RACF computer programs and/or remote access
programs. This enables easy and rapid access to patient details as required. The fax machine still has a
place but is not seen as the most efficient way of communicating with a GP or RACF, especially where the
GP is mobile for most of the day.

GPs and RACFs realise that email is a preferred communication option for them. It provides less invasive
access to the GP, enables the GP to view the information or request at a time suitable to them. They can
then assess the urgency and reply at a suitable time in writing. This is a safer, quicker and more efficient way
to communicate if there are changing patient needs.

Faxes tend to go to one phone number and are gathered up at the end of the day if possible, resulting in
delayed access to information and delayed response. Yet this is the system hospitals currently rely on.
Phone calls to GPs are also difficult and intrusive when they are in consultation with a patient.

Electronic discharge capability is starting to roll out through the public health system but it is slow.

Encrypted messaging is being introduced across a wide variety of health professionals including hospitals,
community pharmacists and specialists. This could also be introduced to RACFs however, a shared
electronic health summary is already available and in use in community areas assisting with multi-disciplinary

information flow for patients with chronic and complex care needs.

Some acute and private hospital facilities are currently connected to this system. The system alerts the GP if
someone has opened the patient’s record. The GP can then view any comments or changes made. Core
information on this shared record can only be changed by the GP and is updated from their current computer
program.
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Information systems such as this would reduce the incidence of mismatching between patients and their
records with one point of entry for baseline details and one source of accountability for updating records.

The AMA defines the development of information systems that provide comprehensive patient summaries as
challenge to good practice in handover. Electronic summaries not only enhance continuity of care but also
avoid patient information having to be recollected and re-documented on each presentation and possibly

each transfer between units. (Safe Handover-Safe Patients, 2006).

Section 2: What information is received?

For the discharge summary this section consists of two separate areas:
A: Standard Information

This identifies admission date, discharge date, Unit/Ward, consultant name; contact Medical Officer at the
acute facility. This information was seen as vital to enable any ongoing communication and/or clarification
that may be required following discharge.

During the research phase of the Clinical Information Project undertaken by the South Australian Department
of Human Services (2004) it was found that although the hospital is often identified on the discharge
summary, only 41% included a phone number, 35% an address and 18% a contact fax number.

In surveying GPs the study found data elements that ranked high in the required stakes included admission
date, discharge date, providers name, discharge type (transfer/discharge/deceased), patient ID, date the

summary was printed and providers address.
B: Clinical Information

This information was seen as vital to identify the course during the hospital transfer and for the safe
continuity of resident care management by the facility and the GP.

These questions are clearly articulated as requirements in the 2007 GPAC guidelines and are seen as the
minimum data set to enable appropriate and safe ongoing care of the resident.

Surveys undertaken with South Australian GPs for the National InfoStructure Development Unit (2004) found
that GPs placed little value on the clinical synopsis and in-patient treatment but wanted information on
discharge medication (and particularly new or altered medication), future hospital outpatient or specialist
appointments, referrals to external agencies and any specific ongoing management they were expected to

provide.

They saw the summary as a referral for future management rather than a history of past management. GPs
rated as essential the description of the principal diagnoses; medication frequency; procedures; adverse
reaction and type (drug, food, miscellaneous allergy, miscellaneous contraindication); investigation
procedures; dates of future appointments.

Section 3: Impact on Clinical Outcomes

This section was aimed at identifying influencing factors that may impact on clinical outcomes such as time
of discharge, timeliness of receipt of discharge information, adverse medication or clinical events that may
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have been caused by delayed or absent discharge information and readmissions to hospital. Readmissions
are further broken down into:

« within six weeks following discharge
« apparent link to previous admission
« could the re-admission have been avoided with better and/or more timely discharge information.

The quality and timeliness of current discharge summaries varies enormously from hospital to hospital, State
to State, ward to ward and shift to shift. Some sections of the hospital use electronically assisted generation
of summaries, some use template driven manually generated summaries, while others use a free text letter
style with little structure to the information provided. Some specialists dictate their summaries, which are
typed by their administration support personnel. While this may result in good information, the delay in this
style of discharge summary can be long. This was also the finding of the South Australian Department of
Human Services when undertaking a review for their Clinical Information Project, 2004.

This study found that clinical information included in the summary is traditionally determined by the hospital
and that this varied from department to department. There is little uniformity in content and often the clinical
synopsis is less than concise. Information regarding ongoing management required or proposed is
inadequate. This lack of information can in itself be reason for residents representing to the hospital soon

after discharge.
(Refer Attachment 2 — Admission form, page 5).

Once the questions for the discharge audit were decided upon, and the advisory group was in agreement
that this flow of information would achieve the aims of the audit, guidelines were developed to clarify the

questions for the auditors.

(Refer Attachment 4 — Discharge guidelines, page 5).
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Data Collection and Recommendations

A simple excel spreadsheet was developed to capture the audit data. Each audit was given a coded number.
Each question was given a number, as was each possible answer or group of answers given a

corresponding number.

For example:

Q1.4 — Type of Discharge Summary Received

The question number is 1.4, the answers were coded as follows:

Medical

Nursing

Allied Health
Medical/Nursing
Medical/Allied Health
Nursing/Allied Health
Medical/Nursing/Allied Health

N o o WN P

In Q1.1 a simple yes or no answer is required, therefore the coding was:
1.1-1Yes; 2 No.

The simplicity of using an excel spreadsheet enables clearer data collection and analysis. For example, for
the question ‘Was the patient discharge without medications discharged after hours?’, using the excel
spreadsheet enabled easy generation of graphs for presentation purposes.

The audit tools used within this project are general tools, and are not limited to specific software programs,
for those who wish to undertake an audit in their facilities.

The following table identifies the outcomes of the audit questions and displays some comments on the

results.

Note the information in the following tables is also depicted in graph form as Attachments 8 and 9.
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Overview of Collated Information — Admission Information Audits

Ss@si';lon ae Audit Questions Audit One Audit Two Comments
- % available % available This section highlights the lack of process or consistency in providing transfer information
communication : .
. 104 charts audited 91 charts audited
received
. . . Further review on individual cases would need to be made to identify why 3% of residents
1lla Was information received 97% 97% o , _ . fy why 3%
would arrive with no charted evidence of information.
A 12% increase in the numbers of letters sent in by GP. As there has been no formal
1.1b Letter from GP 13.6% s 25.6% - process to identify this with GPs to date, this result may be due to either an incidental
increase, follow up from facility RNs in response to initial audit, or improved auditing.
There was an increase of 10% .This could be a direct response to education sessions
1.1c Yellow Envelope 12.6% 23.3% . .0 . P .
undertaken at the Acute Facility and through increase promotion through RACFs.
There were no faxes sent by GPs during the second audit. Continue to explore the notation
1.1d Fax from GP 1.9% 0% that many GPs are fully electronic and less reliant on faxes. It appears most GPs prefer to
communicate via email or electronic means.
116 HRX or electronic 0 L1% Considering the short introductory time frame, this is a good response and can only improve
' information ~ 7 with increased awareness and registration of residents to the system.
An increase of 1.4%. Continue education to RACF regarding policy to call the HINH team
1.1f Phone Call from RACF 9.7% 11.1% prior to transfer. Education to HINH regarding chart entry regarding pre-transfer phone calls
from RACF.
. . There is a decrease of 45%. This could relate to an improved use and knowledge of the
Information received as . . .
1.1g 83.5% 38.5%. yellow envelope system, but would need some further investigation as it does not completely
loose paperwork . . .
correlate with the 10% improvement in the use of the yellow envelope.
The QAS form was seen as a consistent method of obtaining information on the transferred
1.1 Other information detail 37.9% 81.1% patient. This is an increase of 43.2% on the original audit and may be a factor of the data
entry process to better enable multiple responses.
A decrease of 1.8% of evidence existed that the GP had phoned prior to the transfer of the
111 Phone call from GP 2.9% 1.1% resident. Continue to investigate the current perception of the GP role in acute transfer from
RACFs.
70.2% regular RACF | 77.8% regular Need to inform organisations and staff that this information appears to dispel the myth that
14 Initiator of Transfer staff RACF staff most transfers are initiated by agency and or after-hours GPs.
23.3% regular GP 32.2% regular GP An increase of 8.9% was initiated by the regular GP and an increase of 5.7% by the after-
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Question No.

How is Audit Questions Audit Qne Audit Two Cqmments o . . - . '
i % available _ % available _ This section highlights the lack of process or consistency in providing transfer information
——— 104 charts audited 91 charts audited
1% after-hours GP 6.7% after-hours hours GP.
1% agency staff GP It would be interesting to investigate further the notation that this audit did extend into the
0% agency staff early Christmas school holiday period and may have resulted in an increased use of after-
hours GPs to cover the holiday period.
Was patient re- There was a decrease of 10% in readmissions. More specific data collection (beyond the
15 presented/readmitted to 36.9%. 26.7%. scope of this audit) would be required to ascertain reasons for re-admission beyond
hospital within 6 weeks information sharing.
Section 2: _ _ Audit One Audit Two Recommendations / Explanations.
\r’gggtv'é‘é% Is Audit Questions % NOT available 9% NOT available | This section highlights the gaps in basic identification and communication information

provision.

Standard Information

Further investigation would be required to ascertain reason for this finding. Many facilities
have print out summaries from their clinical software and it would seem that the name would

2.1 Patient Name 1.9% 3.3% . . o
be an automatic area completed on this summary. Medication sheets are often used to
collect this information.
2.2 Date of Birth 1.9% 4.4% An increase of 2.5% in lack of DOB identification correlates with Q2.1 and Q2.3
2.3 RACF and Contact Details 1,9% 5.6%. An increase of 3.7% of details NOT available. This consistent with previous questions.
24 Usual/contact GP & contact 13.6% 10.0% Lack of current GP information can only increase delay of information being forwarded from
details hospital in a timely manner and increases risk that information can be sent to the wrong GP.
’5 Advance Health Directive / 91.3% 91.1% Continue public, GP and organisational education program toward awareness of the need for
End of Life Care Plan this planning to occur.
A slight decrease may be due to the decrease in audit numbers. Highlights the need for
2.6 Next of Kin/EPOA details 27% 22.2% education to RACFs on the importance of hospital doctor’s ability to contact NOK for
management plans.
Further review could relate this to the time of transfer, but was not particularly noted on the
2.7 Was next of Kin notified? 35%. 16.7%. audit. Many relatives ask not to be contacted over night; however this increases difficulty with

communication if the hospital needs to contact them.
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Section 2: . . . .
il 2 . . Audit One Audit Two Recommendations / Explanations.
What info is Audit Questions % NOT available 9% NOT available | This section highlights the gaps in basic identification and communication information
received? provision.
Clinical Information
2.8 Reason for presentation 23.3% 12.2% An improvement of 12.8%, however this should be a key factor in any transfer information.
29 Observations - 50.5% 26.7% An increase of 26.3% to 70% recent observations available is a marked improvement. Need
' BP/pulse/temp P70 7 to review with auditors if this was from RACF form or QAS.
Usual health problems/past . N o
2.10 history P P 28.2% 21.1% A 12.6% increase identifies a significant improvement to 76.7%.
This form was largely relied on for the Name, DOB and Facility address details by the
211 Medication List 9.7% 7.8% ' Tori was Targely Telled on 19 . W acdress Cetals bY
auditors. Often used as a identifier as may contain a photo of the resident.
2.12 Allergies 9.7%. 5.6% Unrecorded allergies are still a significant risk in transfer despite the low figures displayed.
2.13 Diet/Feeding 42.7%. 33.3% A significant decrease in information is noted down 19%

This would need further investigation. Not all GPs complete a CMA, but most would complete
2.14 CMA or medical Summary 68.9% 81.1% a medical summary. This would easily be available on a shared electronic health record.
RACF and GP process would come into play.

An improvement of 25.7%. This question was changed for the second audit to identify Mental

2.15 MMSE/Mental Status 80.6% 42.2% . . L
’ ’ Status rather than tool specific and could be the reason for improved identification.
Communication - L I .
. A 12.2% decrease in identifying needs, but still highlights that a large proportion of
2.16 glasses/hearing 51.1% 64.4% _ L . . .
. information is either not forwarded with the resident or not filed.
aid/language
2.17 Mobility 41.7% 35.6%. A 6.1% decrease in notifying mobility needs relates to a 6.1% increase in risk of falls.
2.18 Continence 43.7% 36.7%. A decrease of 13.8% in notification
2.19 Behaviours 47.6% 62.2%. A decrease of 13.8% in notification shows the same consistency as previous questions.
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Section 3: Audit Questions Audit One Audit Two Recommendations / Explanations.
Clinical This section highlights the need for further information and the possible delays and effects on
Outcomes clinical decision making.
Further review of time of transfer to acute and time of transfer from acute needs to be
12am-6am 20.4% 12am-6am 7.8% considered. Does this influence the afterhour’s discharges? Does it correspond with times in
31 Time of presentation to 6am-12md 22.3% 6am-12md 18.9% | DEM?
' DEM 12md-6pm 35% 12md-6pm 41.4% | Consistently the majority of transfers occurred during daylight hours 6am-6pm. There was a
6pm-12mn 22.3% 6pm-12mn 7.8% marked decrease in after hours presentations, but still a remarkable evenness in the
numbers at these times.
3.2 Time Spent in DEM 0-3 hrs 10.7% 0-3 hrs 10.0% 70% remained in the DEM for 0-9hrs, with majority again between 3-9hrs. There were no
3-6hrs 25.2% 3-6hrs 27.8% transfers in the department longer than 18 hrs for the second audit.
6-9hrs 25.2% 6-9hrs 32.2% There are several reasons this may occur including initiatives such as the HINH and the
9-12hrs 13.6% 9-12hrs 5.6% Patient Flow Unit aimed to expedite the treatment and discharge of residents from RACFs.
12-15hrs 10.7% 12-15hrs 5.6%
15-18hrs 4.9% 15-18hrs 4.4%
18-21hrs 3.9% 18-21hrs 0.0%
>21hrs 1.9% >21hrs 0.0%
Section 3: Audit Questions Audit One Audit Two Recommendations / Explanations.
Clinical % of yes answers % of yes answers | This section highlights the need for further information and the possible delays and effects on
Outcomes clinical decision making.
Was further information This showed as phone calls to facilities in most instances. Refer Q 3.5. Despite facilities
33 59.2% 44.4% . - . . .
sought stating they had forwarded all the written information. Further review would be required.
Despite the answer to Q3.3 there was a 5.9% in phone calls made to the GP. However
34 Was GP Phoned 9.7% 15.6% Medical officers state that GPs visiting RACFs are very difficult to get in contact with by
phone.
35 Was RACF phoned 66% 46.7% F. The RACF is seen as more available for information as they have staff on site 24/24.
36 \c;\(lai?stizﬁrtizgﬂiybzzggi)n 14.6% 5 6%, Recommgndation.s W.ould.be to follow admissions through the process at the facility for more
. accurate information in this area.
the need to chase info
This is an excellent result toward improved resident management and RACF/Hospital
3.7 Referred to HINH 83.5% 85.6% communication.

The audit could be responsible for assisting in identifying residents requiring transfer to the
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Section 3: Audit Questions Audit One Audit Two Recommendations / Explanations.
Clinical % of yes answers % of yes answers | This section highlights the need for further information and the possible delays and effects on
Outcomes clinical decision making.
service through improved awareness of data collection for RACF.
, ) An increase of 26% in presentations being admitted. Further investigation into diagnoses
3.8a Admitted to Hospital 58.3% 84.4% coninp g . [nvesiga J
would be required to make further comment on the increase in these figures.
1 day 1 day
38.3% 42.1%
2-5 days 2-5 days
15% 14.5%
6-10days 6-10days . . . -
26.7% y 29 4% y Again the <24hr turnaround may be attributable to the HINH program, but further investigation
(70 470 . . . .
3.8b Length of Stay into reason for presentation and diagnoses would need to be performed. This was not the
L1-15days L1-15days intention of this particular audit, but could be included in future audits
8.3% 7.9% P ! -
16-20days 16-20days
3.3% 1.3%
>20 days >20 days
3.3% 5.3%
Could admission have been | 7.8% - yes 0% -yes In cases that were labelled as ‘unsure’ the auditors felt that there may have been some
3.8c . . . e . Lo .
avoidable 61.2% - unsure. 40% - unsure. influence, but that it was difficult to ascertain from the written information.
39 Adverse Medication events | 0%. 0% This was audited through clinical incidence forms and is therefore as reliable as the reporting
system enables.
This was audited through clinical incidence forms and is therefore as reliable as the reporting
3.10 Adverse Clinical events 2.9%. 6.7% system enables. Case studies would need to be undertaken to ascertain the individual

events. This was not in the scope of the project
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Actions Undertaken from Results of Admission Audit 1

There were a number of issues identified by this audit.

1.

3.

4.

The use of the yellow RACF communication envelope as a tool for sharing information may be used by
facilities, but is not widely known or used within the acute facility.

Despite the prompts placed on the yellow envelope, there are varying levels of information being sent
into the acute facility thus increasing the risk of accidental injury to the resident when in the acute facility.

There is little evidence of GP input into the transfer process and access to the GP is limited.

Sources for finding core identification information varied.

Residential Aged Care-Acute Care Forum

Preliminary results from this audit were discussed at a Residential Aged Care and Acute Care forum. This

already established group meet regularly on a bi-monthly basis and as the name suggests has

representation from residential aged care and acute facilities, in particular acute outreach services such as

Hospital in the Nursing Home, Palliative Care Outreach, Dementia Care Outreach, chronic heart failure and

renal dialysis units. It rarely has representation from the medical unit or the surgical unit, a recommendation

that could be made from this audit.

Recommendations from the Audit Findings

1.

Continue to recommend and use the yellow envelope system.

« A number of facilities have contacted GPpartners following their education sessions for supplies of
the yellow RACF communication envelope.

RACFs and hospitals to further inform their employees of the need to improve transfer information
through internal education.

« ldentify the increased risk of accidental injury due to lack of appropriate information.

RACFs and hospitals to review current transfer information forms internally with a view to ensuring all
relevant clinical information is included.

Discussion regarding agreement on a recommended universal form to be used for resident transfers to
be held at one of the next meetings.

« To be placed on the agenda for the next Aged Care-Acute Care forum.

Conduct review of current processes internally (RACF and hospitals) including GP contact and
information.

Review the possibilities of a shared electronic health record being implemented across aged and acute
care settings.

« Discussions have been held with a number of organisations.
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Recommendations to be actioned by GPpartners

1.

Yellow envelope

Continue to promote this resource to RACFs.
Use of the yellow RACF communication envelope has been promoted through emails, bulletins and
newsletter articles to facilities in the GPpartners catchment area.

Continue to provide the printed envelopes at no cost to the facilities during this promotion.
= Envelopes are available and are delivered to organisations on request.
= Approximately 1,500 envelopes have been distributed over the three months to January 2009.

Review current attitudes and processes for GPs role in RAC patient transfers.
— Discussion with GP auditors on current process and understanding between GPs and RACFs.
— Further information to be sought over an extended period.

Liaise with hospital marketing toward improved awareness of the yellow envelope in the acute

facility.

— A hospital promotional flyer has been developed by the Acute Facility marketing department.

— Flyer has been positioned in several allocated display points throughout the campus of the acute
facility. (Refer Attachment 10 — RBWH Yellow Envelope promotional flyer).

Liaise with acute facility departments and deliver education on the Yellow Envelope and its role in

sharing of transfer information between RACFs and acute facilities.

— Education on the Yellow Envelope was delivered to approximately 200 staff in the acute facility
following the first RACF-Acute Facility Clinical Handover Audit.

— Areas involved included — Pharmacy, Physiotherapy, Internal medicine, Discharge Facilitators —
Patient Flow Unit, Wards 7AN, 7AS, 8BN,8BS,9BS,9BN, Emergency Department, Receptionists,
Nurse Educators forum. (Refer Attachment 11 — Residential Aged Care Facility Communication
Envelope Flyer and Attachment 12 — Residential Communication Envelope Flow Chart).

2. Shared electronic health summary (HRX)

Provide information to residential aged care organisations about the HRX and opportunities for
residents.

Discussions have been held with a number of organisations including:
= The Corporate of Trustees of Order of Sisters of Mercy in QId.

= Holy Spirit Home Limited

= Spiritus

=  Wesley Mission

= Baptist Care

= Amarina Investments Pty Ltd

Despite initial interest, no residential aged care organisation wished to commit to implementing the
shared electronic health record at the time of year. Each organisation visited agreed with the merits
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of the program, but felt that they would prefer to see more commitment from the health department in
this arena and were not in a position to or willing to subject staff to any further changes in 2008.

This shows the pressures of a much regulated industry that have undergone a lot of enforced
change over the last 18 month period with changes to their funding system, increased spot
accreditation visits, severe and enforced changes through the elderly abuse regulations and the
complaints investigation scheme.

As a whole they agree with the principles of the shared electronic health record system and were not
adverse to residents consenting to the HRX through their GPs. They also indicated that they would

be pleased to revisit the discussions in the new year.

Target residential aged care patients of GPs already connected to the HRX for resident consent and

uploading to the program.

- GPs already connected to the HRX who have a significant number of residents were sourced
from the GPpartners database. These GPs and their practice managers were approached
regarding the consent of residents from RACFs onto the HRX system.

- Four GPs were targeted. One of these GPs runs a residential aged care practice focus and has
over 500 residents on their system. Using this practice has enabled us to work toward a
reasonable sample size within the district. In one facility in particular this GP practice has over
98% of the residents.

Promote HRX to GPs currently visiting RACFs.

- Where targeted GPs have a monopoly of residents, we have approached the other visiting GPs
to consider connecting to the HRX and enabling their residents to be part of this system.

- The aim here is to enable some consistency within the aged care facility to work toward
including the HRX as part of their transfer program. This is yet to be achieved. Again this relates
to a time factor. The facilities are keen to be able to implement a possible electronic information

sharing system.
Consent residents in residential aged care to the HRX.

- As this project has been undertaken with the aim of not increasing the current workloads of any
hospital or RACF personnel, the project team has taken on the role of consenting of residents.
This has proven a very time consuming and difficult role with the variation in ability of residents
to consent and the difficulties in arranging appointment times with working support families. Due
to the nature of the elderly, each consent could take the project officers up to 1hr to obtain from
the residents.

In view of this, a decision was made to write to all the first contacts, or next of kin, of the
residents to inform them of the HRX and to seek permission to register the resident to the
system. This enabled the families to assist with decision making and did not require us to be
present for the discussion with the family member unless requested. he project team are
available to attend family discussion if required, and to provide any further information.

Page 28



Two methods were trialled. One required an initial phone call to the family to explain the
concept and to forward consent forms and information brochures by mail as a follow up, Again
a very time consuming process. The second was a reverse of this process and found us
forwarding letters to residents with the information brochure and consent forms as the first point
of contact and then following this up with a phone call if required.

(Refer Attachment 13 — Health Record eXchange Consent Information and Attachment 14 —
Participant Consent Form).

To date a total of 150 residents have been contacted regarding consent to register on the HRX.
« 91 residents have currently consented.

« 91 residents are currently registered and of these 50 have been uploaded onto the system.

GPpartners would like to continue to register residents with the aim that this could be done
through the nursing staff as part of their admission process in the future. GPs are encouraged
to register any new residents to RACFs to the HRX.

« Discuss the connection of relevant areas of the acute facility to HRX.

The HRX has already been introduced to the Acute Care Facility, but in a limited application.
Discussion on further roll out has been undertaken through the GPpartners IT team and the
hospital- community Collaborative. A decision was made to connect the Hospital in the Nursing
Home team to this system as a first priority. When it is considered that 83.5% of transfers to the
Emergency Department from RACFs are referred to this team, it makes practical sense to
ensure they have access to the current medical summary from the visiting GPs.

« Provide education and connection for acute facility staff to the HRX.

Education and connection has been arranged for the full HINH team under the supervision of the
project sponsor at RBWH

This team is now able to access and view relevant resident information.

The Hospital in the Nursing Home team is working on a Hospital in the Nursing Home discharge
form that can be used with the HRX to ensure uniform information to the GP and others who
may be given access to this system. This is working toward a future aim of RAC staff having
access to this shared electronic health system.

Hospital Auditors Feedback

Lessons learnt and recommendations

Audits need to be conducted with adequate resources to be successful in gaining access to charts.

Finding charts is a large part of the chart audit due to misfiled or missing charts and as yet unfiled

information.

Communication with the Emergency Department has to be a priority to gain their support.

Real time study to reflect the actual use of the yellow envelopes would be beneficial.
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« Measurement of the use of yellow envelopes would be a useful indicator to reflect communication
between organisations and effectiveness of the tool.

« Alonger time for implementation to witness a practice change is required — in particular with relation to
general education and the electronic health summary.

Communication and Dissemination

Evidence from this project on the deficits of communication between RACF and hospital and the impact this
has on patient care, bed days, readmission, morbidity and mortality are important for all clinicians to be
aware of. Sustainable options for imparting evidence to clinicians have been attempted, for example doctor
orientations, in services, feedback to consultants, nurse education programs and education of case

managers.

Recommendations and conclusions

« Measurement of the use of yellow envelopes and the shared electronic health summary would be a
useful indicator to reflect communication between organisations and tool effectiveness. (Case Managers

could audit the use of the tools?).
« Engage the Emergency Department.
Further Recommendations ‘Admission Information from Residential Aged Care’ Audits

Recommendation 1

Review the current communication process for transfer between RACF staff and GPs and the areas of
responsibility.

Recommendation 2

Review the current forms used by RACFs/GPs for transfer to acute facility — electronic / paper based —
against the minimum data set.

Recommendation 3

Review the possibility of electronic transfer or access to information across the RACF and acute facility.
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Overview of Collated Information: Discharge Information Audits

ag;tliosn & Audit Questions Audit Qne Audit Two Co_mments - ' . N . .
‘ . 65 audits 36 audits This section highlights the lack of process or consistency in providing transfer information
dlscharge il % available % available
received?
11 Phone call was made prior 53.80 58.30% There is consistency in the notation of phone calls made, but this is an area requiring
to discharge to facility improvement. It may be recorded on the EDIS system but not charted.
This marked improvement may directly relate to a current trial project with a dedicated
Hospital In the Nursing Home staff member allocated to inpatient wards to improve early
12 Discharge information sent 67 7% 9L 7% discharge rates and promote improved discharge communication.
with patient The DEM has introduced a discharge summary process that commences from presentation
and has had a Medical Officer driving this program. A marked improvement in the number of
summaries has occurred.
1.3 It No- was summary sent to 24.6% 0% Again this question relates to 1.2 and shows a marked improvement.
RACF at a later date?
. Medical 67.7% Med@ al 94.4% It is interesting that with the implementation of the Electronic Discharge Summary being rolled
Type of Discharge Summary . Nursing 41.7% e . . .
14 , Nursing 4.6% , out through QH, that it is limited to a Medical Summary at this stage and not seen as a multi-
received. Alied Health 3196 | “ed Healh disciplinary tool,
11.1%
Medications and list Again a marked improvemen.t. This may r.elate t.o a second prqject being undertaken between
15 available. 32.3% 2% GPpartners, QH — Safe Medication Practice Unit, & RBWH. Still nearly 30% are discharged
without medications or information available.
Does GP name on This imp.rovement cogld be dug to the HINH depa.rtment receiving an administratiqn officer.
16 information received match | 56.9% 7 8% role. This person reviews the information placed into the Emergency Department information
current GP? system (EDIS) and ensures the RACF box is ticked and changes RACF and GP details as
necessary through HINH staff follow up.
Was the yellow envelope Slight improvement. The Patient Discharge Unit keeps a stock of envelopes in the ward and
17 used as a tool to return 13.8% 22.2% endeavours to ensure discharge information is available, however this does not reflect the

information?

flow of information through the acute wards.
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Section 2:
What info is
received?

Audit Questions

Outcomes
% of NO answers

Outcomes
% of NO answers

Comments
This section highlights the gaps in information provision for continued communication, risk
analysis and clinical management

Standard Information

Despite the fact this is seen as a mandatory requirement for electronic discharges, it does not

2.1 Admission Date 4.2% 77.8% . .
seem to appear on current discharge summaries.
2.2 Unit/Ward 6.2% 0% Noted.
2.3 Discharge Date 18.5% 16.7% Not apparent on several non-formatted discharge summaries
2.4 Contact Dr at RBWH 16.9% 2.8% An improvement over the initial audit. This could relate to the formatted discharge summary.
2.5 Consultant Name 20.0% 0% Noted.
Clinical Informatiol
2.6 Diagnosis 9.2% 0% Noted.
L Medication not available on discharge. These may relate to after-hours discharges and need to
27 Medications 36.9% 30.6% ) g y g
be further reviewed.
2.8 Procedures 7.7% 2.8% A 5% improvement over the first audit.
. A marked improvement. Again this relates to the formatted DEM discharge summary and the
2.9 Recommendations for GP 27.7% 2.8% . P g g y
HINH discharge nurse.
2.10 Course in Hospital 7.7% 2.8% A corresponding 5% improvement.
Despite over 20% improvement it is still close to 1/3 or transfers have no follow up arrangements
2.11 Follow-up arrangements 53.8% 30.6% p »\mp P g
clarified.
L A decrease from the initial audit. Perhaps the fact that no investigations were undertaken needs
212 Investigations 7.7% 8.3% . . P g
noting to make this clear.
Information is accurate & . .
2.13 . 9.2% 0% Legible and appropriate.
legible
Information provided is .
2.14 ) 9.2% 0% Relevant and succinct.
relevant & succinct.
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Section 3:

Audit Questions

Outcomes

Outcomes

Comments.

Impact on % of yes answers % of yes answers This section highlights workforce issues and outcomes related to lack of or delay in receiving
clinical information to enable continuity of care management.
outcomes
Within Hours 44.6% | Within Hours 61.1%
When was patient After Hours 49.2% | After Hours 30.6% .
31 After hours related to pre 7am and post 5pm weekday and any time on weekends.
discharged? Friday PM31% | Friday PM 8.3% P POStSp yandany
Public Holiday 0.0% | Public Holiday 0.0%
How long did it take to <=24hrs 76.9% <=24hrs 94.4%
32 receive information post <=48hrs 0.0% <=48hrs 0.0% Only 2.8% took longer than 72hrs to receive information. However even 2.8% receiving within
' discharge? <=72hrs 0.0% <=72hrs 2.8% 72hrs increases the risk of accidental harm to the resident.
>72hrs 12.3% >72hrs 2.8%
Adverse medication events It is not clear from the audit if this directly relates to the 2.8% where information was not received
33 , . 1.5% 2.8% . . .
(in the first 10 days) within 24hrs. Further review would be required.
Adverse clinical events (in It is not clear from the audit if this directly relates to the 2.8% where information was not received
34 , 23.1% 2.8% . . .
the first 10 days) within 24hrs. Further review would be required
Readmission to hospital . . , . .
3.5a - P 35.4% 27.8% This is consistent with current hospital re-admission rates.
within 6 weeks?
350 Was there an apparent link 59 904 30% This rate is consistent with findings related to readmission rates for elderly with chronic and
' to the previous admission? o7 ’ complex disease in a study at Toowoomba hospital. Hegney D et al(2006)
3 5¢ If yes- was it avoidable with | 26.1% 0% This was unclear in 66% of cases. However there was no readmission that could clearly be

improved information?

4.3% unsure

66.7% unsure

linked to a lack of information during the second audit
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GP Auditor Feedback — Review of Discharge Information

How is the discharge information received from the RBWH

There was a reasonable amount of phone contact between hospital and RACF, more so from the ward
than from the Emergency Department DEM.

In the progress notes some RACFs phoned the hospital to access information on patient progress and
possible date of discharge, frequently ringing the Hospital in the Nursing Home service rather than the
ward. The Hospital in the Nursing Home was highly regarded by many RACF staff for improving
communication generally between the hospital and RACFs.

Discharge information was frequently sent with the patient at the time. Some summaries were sent
later with updated information.

Medical discharge information was the most common form of communication. Nursing information was
commonly sent if a patient had been admitted to a ward, especially prolonged admissions. Some
nursing information was sent from DEM as entries from Hospital in the Nursing Home, especially
relating to specific nursing duties such as wound or catheter care, and if Hospital in the Nursing Home
had arranged follow up in the RACF.

Allied health discharge summaries were not frequently received and surprisingly even from wards
where there would have been an obvious allied health input such as orthopaedics or rehabilitation

admissions.

Medication lists were more frequently sent when patients were admitted to a ward. DEM medication
lists were only provided when there was an addition to medications such as antibiotics. This would
often come in the form of a signing sheet.

| feel from the RACF perspective this is all that is required and saves the DEM typing out the usual
patient medication list which was unaltered.

GP names were variable. A number of audits had no GP name listed. Some had an incorrect name
which may have been that the patient was transferred to a different RACF for higher care or interim
care needs than from where they were admitted from.

This shows the importance of the RACF receiving all the discharge information. It is still important for
the hospital to send all discharge information directly to the GP that they know of. Several RACFs
would fax all discharge information they received from the hospital to the patients current GP which is
an excellent practice.

It was difficult to ascertain if the yellow envelope was used. As audits were commonly done six weeks
after discharge the yellow envelopes were rarely visualised by the auditors in the files. A number of
RACFs were not using the yellow envelopes at all, or if they were could not guarantee that they were
used for every hospital transfer. Nursing staff could not accurately recall if the yellow envelopes were
being returned after such a lag time for each specific patient.
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What information is received?

Standard Information

This information was usually present if any discharge information was sent. The discharge date was
commonly omitted from the front page of computerised discharge summaries from the wards. These
discharge summaries seem to be constantly added to over the course of admission and printed at the
time of discharge.

There was one instance of a significant change in condition at the later stage of a patient’'s admission
and this had not been added to the discharge summary (including relevant medication additions)
which led to confusion at the RACF when the patient returned.

Clinical Information

There were several different formats of medical discharge summaries and from a GP perspective the

following are a few comments:

« DEM — usually a one paged typed document. Diagnosis and course in hospital and a summary of
relevant investigations and recommendations included. Often no medication lists but a comment

on any medication changes made in DEM such as the addition of antibiotics.

« Medical Ward — a typed document with space for all the audit questions included. On occasion
some sections were not completed, e.g. allergies or recommendations for GP. This format is very
comprehensive but sometimes can result in a large document (the longest 13 pages). The length
was usually related to the inclusion of all the results in original form (not summarised). This format
has the best medication list showing changes and reasons.

« Rehabilitation Ward — a one page typed summary added to the discharge summary from the

original ward.

« Orthopaedics — a two page formatted, hand written discharge summary that is relevant and
succinct.

« Urology — a one page typed formatted summary which is relevant and succinct. Some space

limitations for medication lists and changes.
« Psychiatry — Formatted, hand written.
« Nursing summaries — a one page formatted document that was hand written and carbon copied.
« Allied health summaries — varied from hand written documents to extensive typed reports.
Impact on clinical outcomes

« There were a number of patients discharged after hours and on weekends. In DEM this could be
explained by patients going into DEM during the day and so they had net been treated and
transported within a timeframe to be returned during the day as well.

« The hospital needs to be aware the difficulty for RACF staff on weekends and after hours in

accessing new medications and having documentation to administer these changes if the GP is
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not immediately available. There certainly was evidence that this was being done from the hospital
with supplying short courses of medications and sending medication signing sheets.

« The majority of information was received within 24 hours. According to RACF progress notes there
were a few instances where information was not received with the patient so the RACF had to
contact the hospital directly for information to be faxed. Occasionally there was an updated
discharge summary sent to the RACF at a later date but rarely beyond 72 hours.

« Adverse medication events appeared rarely, usually related to insufficient information received

about medication changes or the RACFs inability to access new medications quickly.
« Adverse Clinical Events occasionally.

« Readmissions to hospital were common. Sometimes this was difficult to determine if there was an
apparent link with the previous admission or not. On the whole the RACF population naturally
have multiple complex chronic health problems which may be difficult to deal with in the RACF
during acute exacerbations. The most obvious “unavoidable” readmission were cases of falls
resulting in injuries — the first admission may exclude various injuries but later symptoms and
signs of other injuries may become obvious and require further investigation or treatment. This
seemed to occur especially in dementia patients who were unable to give an accurate history at

initial presentation.

General Comments

There were some difficulties collecting information for this audit at various RACFs. As there was a
delay between the date of patient discharge and when the audits were completed the information was
based on letters received in the patient file, nursing progress notes and nursing recollection of events.

Perhaps there may have been more information received on the day of discharge compared to what
the auditors saw on the date of auditing.

Some RACFs are using hybrid paper and computerised files. The auditors were given access to the
computerised progress notes but as there were different systems in some RACFs sometimes these
were difficult to negotiate.

Recommendations from ‘Discharge Information from Acute Facility’ Audits

Recommendation 1

Identify and establish a consistent process for use of the yellow envelope across the service lines in
the acute facility.

Recommendation 2

Review the current nursing discharge form for compliance with the GPAC Guidelines toward improved
information sharing.
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Recommendation 3

Incorporate specific education strategies into ward processes, e.g. inclusion in staff induction
processes; use of nurse educators and ward receptionist forums; circulate / educate about support
resources (e.g. website, flyers etc).

Recommendation 4

Review the current yellow envelope tick box format and identify any changes prior to next print.

Recommendation 5

Increase acute facility clinician access to the HRX.
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Cross Referencing with Audits

Some questions on the admission and discharge audits enable for cross referencing. This helps give some

balance to the information and improves validation.

For instance if a percentage of admission forms do not identify the correct GP, then there is a possible flow
on that a percentage of discharges may have the incorrect GP information. How can we build in a process
that ensures this information is checked and data entered into the system to ensure changes required are
made?

Data relating to length of stay (LOS) may help identify possible reasons for adverse events. RACFs have
often made statements about residents returning to facilities with pressure areas. Could this be related to the
LOS in the DEM where usual pressure relief activity may not be in place?

LOS in DEM also could be related back to discharges after hours. If we know that a percentage of residents
are transferred during after-hours or even transferred between 12 midday and 6 pm, then if the average

length of stay is nine hours, they will be returning to facilities after-hours.

What communication processes can be put in place to assist this? If resident does not require admission and
we all know that best practice is about the right treatment, in the right place, then returning to the facility
could the most appropriate choice. However, this may not be true if staffing is insufficient to manage a return

in the early hours of the morning.

How can a facility cater for this in advance? Or what agreement can be reached between the RACFs, the
acute facility and the transport departments with regard to returning a resident at reasonable hours of the
day?
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Overview of Collected Information: Cross Audit information Admission Discharge

Audit Questions Admission Audit Audit Questions Discharge Audit Comments.
% available % available
Does GP name on information In this case we see that the correct GP has been noted in
1.6 | Usual GP & contact details 77.8% 2.4 . 87.8% . . .
received match current GP. 10% more cases than the information received.
. This shows fairly consistent data and the small variation
Was patient re- . . o . o
: Re-presentation / readmission to could be due to an admission during the audit period who
15 | presented/readmitted to 26.7% 3.5a N 27.8% . o . .
S hospital within 6 weeks has not been discharged in time to be included in the
hospital within 6 weeks . . )
discharge information.
12am-6am 7.8% .
’ After hours for the purposes of these audits was
, . 6am-12md 18.9% .
3.1 | Time of presentation to DEM considered before 7am and after 5pm on weekdays and
L2md-6pm 41.4% anytime on weekends
6pm-12mn 7.8% y '
There may be some correlation between the time of
0-3 hrs 10.0% y . ,
3-6hrs 27.8% presentation and the LOS in the department to the time
' - of discharge. However, 30.6% are discharged after
6-9hrs 32.2% Within Hours ~ 61.1% y . ’ g . .
hours and this includes weekends. Further discussion
, . 9-12hrs 5.6% . . After Hours  30.6% . .
3.2 | Time spentin DEM 3.1 | When was patient discharged? needs to be undertaken on the specific workforce issues,

12-15hrs 5.6%
15-18hrs 4.4%
18-21hrs 0.0%
>21hrs 0.0%

Friday PM 8.3%
Public Holiday 0.0%

and patient safety issues for after hours discharges.

If all relative information, ongoing management and
medications are in order, after hours discharges may be
seen as less of an issue than is currently the case.
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Conclusion

It seems that the development of accepted minimum data sets is just one step toward the implementation of
discharge summaries from acute facilities. The South Australian Department of Human Services (2004) felt
that improving the business processes at the hospital and at the recipient’s workplace was more important.

The possible implementation of a national electronic discharge summary would go a long way in rectifying
some of the gaps in information that are currently visual from the audit undertaken.

The current processes being put into place have shown improvement over the period of the audit. The
implementation of an inpatient Hospital in the Nursing Home role has made a marked impact in promoting
earlier discharge back to the RACF and improved discharge information.

The implementation of the electronically produced discharge summary in the Department of Emergency
Medicine has also made recent impact. How more efficient this would be when able to forward the
information directly by electronic means.

Electronic databases that can easily upload current health summary information would certainly decrease
the risks of information mismatch with the resident/patient, decrease administrative workloads, improve
accessibility and ease of finding information in a clear, concise and formatted way.

A shared electronic health summary that contains all the relevant information would help decrease the risk of
accidental injury to residents both in hospital and in the RACF through the provision of structured
information. This process would enable real time information sharing to occur. However, the process of
consenting residents to a shared electronic health summary has proven challenging and slow.

Mainly this has been due to the already pressured time with financial and legislation changes for the
residential aged care organisations. Should they embrace this type of technology, the consent process could
occur as part of their usual admission process and delays would not occur. Difficulties arise in that the facility
needs to learn another system that does not connect entirely with their current software. However, this is

certainly easily overcome with training.

GPpartners will continue to work with visiting GPs to connect residents to the system to enable staff at the
Emergency Departments to have easy access to resident health information.

The yellow RACF communication envelope is seen as a worthwhile process to continue when using a paper
based system. Comment from the hospital auditors on the successes of this audit include:

« Communication/feedback with GPpartners, Hospital in the Nursing Home and hospital wards has
provided further understanding of RACF processes.

« Re-introduction of the usefulness of the yellow envelope as a communication tool had a favourable
response from clinicians.

« Excellent marketing campaign undertaken to raise awareness of the yellow RACF communication
envelope.
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The results of the audit have been extremely helpful in identifying areas that need to be addressed by the
RACFs, GPs and acute facility.

Doing an audit of both the information received from RACFs and information received from the acute facility
has been a grounding experience for representatives from the RACFs.

Most surveys and reports have been done based on discharge information. This audit has enabled staff from
both sides to be more aware of the increased risk of injury to patients (that are already at high risk due to
their age, frailty, and degree of chronic iliness) from the lack of appropriate information.

The project has been useful in that several ongoing recommendations will be put into action. The hospital is
already actioning further process review and developing strategies to improve education on the discharge
process to RACFs.

The hospital sponsor for this project has included planning for another audit to be undertaken approximately
six months after the review and education strategies have been put into place to ensure further evaluation of

the changes made.

The forum of RACF representatives has discussed the need to utilise the results of the audit for staff
education, specifically in relation to improving the clinical information that is forwarded with residents to
decrease the risks of accidental injury and to be clearer about the reason for transfer. Discussion around
the End of Life Planning was promoted when shown the low level of information that was available on

transfer.

Further discussion needs to occur with the visiting GPs in relation to their responsibility in the provision of
clinical information through current Comprehensive Medical Assessments or health summaries and their role

in the transfer process.
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Admission Information from Residential Aged Care
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Admission Information from Residential Aged Care

Patient DEM Arrival Date & Time:

Study Number:

Auditor: Date of Admission: Time taken to complete Audit:

1. How admission information is received from Residential Aged Care facilities?

1.1 Mark all appropriate [ No information received [ Letter from GP

[ Yellow Envelope [ Fax from GP

[ Health Record eXchange (HRX) or electronic

. . [ Phone call from RACF
information

[ Loose paperwork
[0 RACF Transfer form [] Medical Summary [ Phone call from GP

O QAs O cmA

[ other (i.e. Family)

1.2 Time the information was

[ At time of arrival  [] Other — add date & time

received?

1.3 Information is legible? [d Yyes [ No [ Notrelevant

1.4 Who initiated transfer? OGeP [OAH/GP [JRACFstaff [JRN [JEEN [] Agency staff [] Other

1.5 Was patient re-presented /

[0 No [ Yes <=3 months

readmitted to hospital?

Notes:

2. What information is received?

Standard information

P Nae [ Yes [ No 25 Forrr.1al D.irective (suc.h as copy of Advar?ced. [ Yes [J No
Health Directive / End of life care plan / Family wishes)

2.2 Date of birth [J Yes [1No 2.6 Next of Kin / EPOA with contact details [J Yes L1 No

2.3 RACF and contact details

If given, RACF name: [ Yes [1No 2.7 Was next of kin notified? O Yes (I No

2.4 Usual/contact GP and contact details [ Yes [ No

Clinical information Usual Functionality

2.8 Reason for presentation [ Yes [1No 2.14 CMA or medical summary [ Yes [1No

2.9 Observations — BP / pulse / temp [ Yes [1No 2.15 Mental Status [ Yes [1No

2.10 Usual health problems / past history [ Yes [J No 2.16 Communication — glasses / hearing aid / [ Yes [T No
language

2.11 Medication list [ Yes [1No 2.17 Mobility [ Yes [1No

2.12 Allergies [ Yes [1No 2.18 Continence [ Yes [1No

2.13 Diet/ feeding O Yes [ No 2.19 Behaviours O Yes O No
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Notes:

3. Clinical outcomes

3.1 Time of presentation to DEM

3.2 Time spentin DEM

3.3 Was further information [ Yes ] No
sought? [INot known
3.4 Was GP phoned? O Yes O No Comments
[ Unsuccessful
[ Not possible
[J Not known
[J Not documented
3.5 Was RACF phoned? [ Yes [] No Comments
[ Unsuccessful
[J Not possible
[J Not known
[] Not documented
3.6 Was there a delay on the [ Yes ] No Comment
decision to admit based on the
need to chase information?
3.7 Referred to HINH? [ Yes [d No
3.8 Admitted to hospital? [ Yes 1 No

3.8.1 Length of stay?

3.8.2 Could admission have been avoidable
(if necessary information had been available)??

[ Yes [1 No (JUnsure

Comment
3.9 Adverse medication events? [ Yes [1 No
3.10 Adverse clinical events? [ Yes [1 No

Notes:
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Discharge Information from Acute Facility

Page 46



Date Started:

Auditor: Date Completed: Time to complete audit: hrs

1. How is discharge information received from Acute Facility?

1.1 Phone call was made prior to discharge to..? [ Yes [] No

1.2 Discharge information sent with patient? [1Yes [1No

1.3 If No-was summary sent to RACF at a later date? [ Yes [ No

1.4 Type of discharge summary received. [] Medical [] Nursing [] Allied health
1.5 Medications available at time of discharge? [ Yes [] No

1.6 Does GP name on information received match the current GP? []Yes [INo

1.7 Was the yellow envelope used as a tool to return information? [ Yes [ No

Notes:

2. What information is received?

Standard information:

2.1 Admission date [JYes [ INo | 2.2 Unit/Ward [J Yes []No

Please Specify:

2.3 Discharge date [J Yes [ No | 2.4 Contact Dr at RBWH and contact details: | [] Yes [] No

2.5 Consultant name [ Yes [1No

Clinical information:

2.6 Diagnosis [] Yes [INo | 2.7 Medication list — changes and reasons [J Yes []No
2.8 Procedures [J Yes []No | 2.9 Recommendations for GP [ Yes [[]No
2.10 Course in hospital [ Yes [1No | 2.11 Follow up arrangements [J Yes []No
2.12 Investigations [ Yes [ No
2.13 Information is accurate and legible? [ Yes [ No
2.14 Information provided is relevant and

) P [ Yes [ No
succinct?
Notes:
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3. Impact on clinical outcomes

3.1 When was patient discharged?

] within hours [] After hours [] Friday pm [] Weekend
[ Public holiday [] Weekends

3.2 How long did it take to receive information post
discharge?

[] within 24 hours [] Within 48 hours [ Within 72 hours
[] > 72hours

3.3 Adverse medication events (in first 10 days) [ Yes [ No
3.4 Adverse clinical events (in first 10 days) [1Yes [INo
3.5a Readmission to hospital within 6 weeks [1Yes [1No
3.5 b Apparent link to previous admission [J Yes []No

3.5c If Yes — Could it have been avoidable

[J] Avoidable [] Unavoidable [] Unsure

Notes:

Additional Comments:
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Attachment 3

Guidelines for Admission Information
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Clinical Handover Audit

7 TR
IR

Guidelines: Completing the Hospital Audit Tool

How admission information is received
from RACFs

e Examine patient file to identify information that has
come with patient to Department of Emergency
Medicine (DEM).

« loose paperwork sent with the patient

« yellow envelope or faxes from GP

« do notes refer to phone calls initiated from RACF/GP?
« record how much information is in yellow envelope

e Did DEM receive information when patient arrived?

Check emergency department info system (EDIS).

e Information is legible?

Indicate yes or no.

e  Who initiated transfer?

May be indicted in admission notes or information
received from RACF. Time of presentation may help
determine this. What is documented, i.e. RACF staff, GP.

e Was patient readmitted to hospital or had a
presentation to DEM?

Indicate yes or no.

e From hospital database determine if this is a
readmission within 6 weeks.

Check hospital based clinical information system
(HBCIS), EDIS or chart.

e Notes

Make general comments about how the information
is received. For example, is it disorganised or
describe what has been received (GP letter, RACF
paperwork without identification).

March 2008

What information is received?

Standard information.

Is information present for all listed categories? Use all
information received from RACF/GP.

RACF contact details and RACF name.

Indicate yes or no and clarify if this information is correct.

Is there a formal directive.

Look for documentation. If yes comment required, e.g.
note in chart.

Are contact details written for NOK and or EPOA

Indicate yes or no.

Is there documentation that next of kin was notified
of admission or presentation

Indicate yes or no.

Clinical Information

Is info present for all clinical categories? Use all
information received from the RACF/GP. Was the
information received?

Observations note

What observations if present from RACF and or usual
premorbid vitals.

Medical history - i.e. premorbid (anything
documented prior to admission), co-morbidities

Indicate yes or no

Medication list

Indicate yes or no.



e Record discrepancies with allergies

Indicate yes or no.

e Usual diet or nutrition
Indicate yes or no.

e Medical summary or Comprehensive Medical
Assessment (usual functional status)

Indicate yes or no.

e  MMSE score or usual cognitive status

Indicate yes or no.

e Communication needs

Indicate yes or no.
e  Mobility
Indicate yes or no.

e Continence status

Indicate yes or no.

e Behavioural issues

Indicate yes or no.

. Notes

Auditor may make comments about how easy or
difficult the information was to be interpreted from

what was received, what was helpful and unhelpful.

Clinical Outcomes

e Time of presentation to DEM.

Identify from DEM database (EDIS).

e Time spent in DEM
Identify from DEM database (EDIS).

e Was further information sought?

o GP/RACF comments

« examine medical and nursing progress notes to
identify attempts to contact RACF or GP during DEM
stay or admission process; have attempts been
successful

« under comments, what information specifically have
DEM staff wanted to clarify

« admission process, types of information sought

e Notes

The auditor may wish to make further comments
they feel relevant in relation to what information
was received from RACF and its impact on
patient’s subsequent course in hospital.

March 2008

GP phoned.
Indicate yes or no.

RACF phoned.
Indicate yes or no.

Was there a delay in decision?

Examine medical and nursing progress notes to identify
any need to collect further information to make clinical
decisions.

Referral to Hospital in the Nursing Home.

Was HINH contacted according to progress notes or is
there entry in notes from HINH staff? Is the patient listed
on HINH database in DEM?

Admitted to hospital.
Indicate yes/no.

Length of stay.

Calculate number of days between admission and
discharge dates.

Could admission have been avoidable?

« Examine initial RBWH medical and nursing progress
notes.

« |dentify indication where a lack of information or
uncertainty has led to DEM staff admitting patient
rather than treating in DEM and discharging to
RACF.

« Comment if obvious reasons, write note on how you
came to this decision.

Adverse medication events.

Indicate yes/no if there have been incidents of incorrect
medication administration or allergic/sensitivity reaction
which could have been avoided if comprehensive
medication and allergy chart was provided to DEM or
medical staff at time of presentation.

Check for this in medical and/or nursing progress notes.
Check PRIME (Clinical Incident Management System)
data for incident and type.

Adverse clinical events.

Indicate yes/no if there are entries recorded in medical
and/or nursing notes that indicate an adverse clinical
event has occurred as a result of inadequate information
provided about patient from RACF.

Check PRIME data for incident and type.
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Clinical Handover Audit

TN

IR

Guidelines: Completing the RACF Audit Tool

The Clinical Handover Audit is conducted on all residents of Residential Aged Care Facilities that are admitted

to or discharged from the Royal Brishane & Women's Hospital over the designated study period.

How is discharge information received
from RBWH

e Phone call was made prior to discharge to facility.

Review patient progress notes for indication of phone call
or, discuss with nursing staff if notation could be facility
diary. Indicate yes or no.

e Discharge information sent with patient.

Review discharge information file identified as being sent
with patient. Indicate yes or no.

e If no, was summary sent to RACF at a later date.

Read nursing progress notes to identify if discharge
summary has been referred to and at what time. Examine
discharge summary and note completion date. Interview
nursing staff to recall exact date discharge summary was
received.

Type of discharge summary received

e Medical — review discharge information in file
identified as being sent for the patient.
Indicate yes or no if a medical discharge summary is
present.

e Nursing — review discharge information in file
identified as being sent for the patient.

Indicate yes or no if a nursing handover from is present.

e Allied Health — review discharge information in file
identified as being sent for the patient.

Indicate yes or no if allied health summaries are present.

Medications and list available at discharge

e Review initial documentation to identify a medication
list. Review medication chart and signing sheet.
Were medications available and provided on return to
facility. Indicate yes or no.

e Does GP name on information received match the
current GP?

Indicate yes or no

e Identify usual GP through medical notes. Confirm
with nursing staff.

Indicate yes or no

Yellow envelope

Examine patient file to identify a yellow envelope. If not
present, interview nursing staff as to whether they recall
it being present when patient returned.

Notes

Comment on any difficulties encountered determining
this information or if it was unknown; clarify source of
identification.

Was the following standard information
documented on the discharge summary:
e Admission date.

Indicate yes or no.

e Unit/Ward.

Indicate yes or no.



e Discharge date.

Indicate yes or no.

e Contact Doctor at RBWH and contact details.

Indicate yes or no.

e  Consultant name .

Indicate yes or no.

Was the following clinical Information documented
on the discharge summary:
e Diagnosis.

Indicate yes or no.

e Medication list, changes and reasons.

Is there a discharge medication summary? Does it
indicate if changes were made and instruction about
why changes were made?

e  Procedures.

Indicate yes or no. This may not be relevant as
procedures may not have been necessary, taking
diagnosis into account (e.g. admission for pneumonia).
Indicate if procedures were not relevant to admission.

e Recommendations for.

Indicate yes or no.

e  Course in hospital.

Indicate yes or no.

e Follow up arrangements.

Indicate yes or no.

e Investigations.

Indicate yes or no.

e Information is accurate and legible

Examine all discharge information received. Are there
obvious discrepancies between the information received
and information known on patient file? Is the information
easy to read?

e Information provided is relevant and succinct

Does documentation summarise relevant information
about admission, outcomes and plan for future care in a
concise summary that is easy to understand?

. Notes

Does the summary provide clear indication of reason for
admission, course in hospital, outcomes and future
recommendations? If information is not present, have
you been provided with a contact to access the
information?

Time of discharge

Examine nursing progress notes to determine date and
time patient returned to RACF.

Identify if within 7am to 6pm (in hours); identify other hours
as after-hours; clarify if Friday pm, weekends or public
holiday.

Length of time to receive post discharge

Refer to information collected previously to determine
time between patient arrival at RACF and time
discharge information was received.

Adverse medication events

Examine nursing notes, interview nursing staff and
phone GP to determine if there were any medication
incidents associated with administration of medications
post hospital discharge.

Incidents include incorrect administration of medication
according to new discharge medication list or unnecessary
delay providing new medication as it was not provided at time
of discharge.

Adverse clinical events

Examine nursing progress notes, interview nursing staff
and phone GP to determine if there were any clinical
incidents that could be explained by lack of timely and
appropriate information at time of discharge.

Readmission to hospital < 6 weeks

Phone RACF nursing staff at 6 weeks from original
discharge date to determine if patient has been
readmitted to hospital within this period.

Indicate yes or no if any apparent link to previous admission.
Could this have been avoidable? Indicate if avoidable,
unavoidable, unsure.

Additional Comments

The auditor can make general observations about how
discharge information provided from acute facility has
impacted on patient’s clinical course since return RACF.

The auditor may quote RACF nursing staff and/or GP
with observations made in relation to information
provided post discharge and its impact on patient’s
subsequent clinical course.

However most importance is taken from written
information.
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Letter of approval RBWH ethics committee

2008/087 | MsHelen Hoarecp A Residential Aged Care Organisations or FacilitiesyHospitals

partners RBVWH sponsor Ms Clinical Handover Project
Mary Fenn CNC Patient Flow

Unit

Atits August 11 2008 meeting the HREC reviewed this study taking into account additional information
provided following initial review in July. It wasfelt to be a project reviewing the adequacy of information
provided between community and hospital facilities, as judged by currently accepted standards.

As such the Committee recommended approval of this study as a QA/audit of discharge letters. For this
reason specific consent of individualsis not required but all organisations must give overall consent for the
study to be conducted.
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Attachment 7/

Resident consent form

Participant Consent Form Resident of Aged Care Facility

Title of study: “Residential Aged Care Facility/Hospital Clinical Handover”
Investigators:

Helen Hoare Aged Care Project Coordinator, GPpartners Ltd, Australian Division of General Practice, Brisbane
Dr Richard Kidd, General Practitioner, GPpartners,

Dr Kylie Norris, General Practitioner, GPpartners,

Mary Fenn, Assistant Nursing Director, Patient Flow Unit, Queensland Health, RBWH.

> w bR

l, (please print full name), agree to take part in the study ‘RACF/Hospital Clinical

Handover’. | therefore agree that the following statements are true:

1. | have read the ‘Participant information sheet for residents of aged care facilities’ and | understand the purpose of
this project.

| freely consent to my involvement in the study.
I have had any questions answered to my satisfaction

| understand that if | have any additional questions | can contact the research team

o >~ w D

I understand that the medical information provided about me on my admission and discharge between the nursing
home and the hospital will be examined against an audit tool to see if effective communication is taking place.

6. | understand that absolute confidentiality will be upheld and my privacy will be maintained at all times throughout the
study and that | will not be identifiable in any reports about this study

7. lunderstand that | am free to withdraw from this project at any time without comment or penalty

8. | am aware that | may request further information about this study at any time after its completion by contacting one
of the researchers

9. | understand that | may not directly benefit from participating in this research, but that it may help to improve
outcomes for future people entering nursing homes

10. I am aware that | will not be paid or receive any form of remuneration for my involvement in this study
11. 1 wish/do not wish (circle one) to receive findings at the conclusion of this study

12. 1 understand | can contact the CEO GPpartners on Ph 36307 300 or email: abbe.anderson@gppartners.com.au if |
have concerns about the ethical conduct of the project

Signature: Date:
Enduring Power of Attorney Signature (if applicable): Date:
Witness Signature: Date:

Researchers’ signatures:

puwe REQE - g VAL TIVN

Helen Hoare Dr Richard Kidd Dr Kylie Norris Mary Fenn



Attachment 8

Admission information audits

- Section 1 -
1.1a Information received ?
97.1% 97.8%

100.0% /

80.0% /

60.0% / m % Response Sep08
40.0% / H % Response Dec08
20.0% V72 gy

| -—
0.0% r
No information rcvd  Information rcvd
- Section 1 -
1.1b Letter from GP
” 86.4%
100.0% -
/— 144%

80.0% -

60.0% 1* m % Response Sep08
40.0% - y 25.6% H % Response Dec08

- I3.6b0
20.0% /_.
0.0% ' i
Yes No
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- Section 1 -
1.1c Yellow envelope

100.0% -’

80.0% -~

60.0% m % Response Sep08
40.0% -+ 12.6% 23.3% H % Response Dec08
20.0% - !

0.0% - '
Yes No
- Section 1 -
1.1d Fax from GP
0,
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80.0% -/

60.0% - / m % Response Sep08
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20.0% / 19% 05

.
0.0% +/ .
Yes No
- Section 1 -
1.1e Health Record Exchange (EHR)
100.0% gg gy

100.0% -/

80.0% ;

60.0% - m % Response Sep08
40.0% / H % Response Dec08

20.0% -

0.0%

0.0% 1.1%
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|

Yes No




- Section 1 -
1.1f Phone Call from RACF

100.0% o 90.3% 88.9%
U707
80.0%
60.0% - e m % Response Sep08
40.0% - 11.1% H % Response Dec08
A 9.7%
20.0% - !
0.0% - '
Yes No
- Section 1 -
1.1g Loose paperwork
100.0% 83.5%
80.0% 61.5%
60.0% 38.5% 0
33.0% | % Response Sep08
40.0% m % Response Dec08
20.0%
0.0% '
Yes No
- Section 1 -
1.1j Other informant detail
37.9%
40.0% -
35.0% -
30.0% -
25.0% -
20.0% -
15.0% - H % Response Sep08
12'82//0 - 0.0% 1.0%
A : A -
0.0% - . . /
QAS Medication Health

Sheets Summary




g, -

T

- Section 1 -
1.1h Other informant detail

ol.1%
90.0% -
80.0% -
70.0% - 38.9%
60.0% -
50.0% -
40.0% -
30.0% - m % Response Dec08
20.0% -
10.0% -
00% T T ] T T
RACF Health QAS CMA
Transfer Summary
Form
- Section 1 -
1.1l Phone Call from GP
97.1% 98.9%
100.0% /
80.0% Vv
60.0% / m % Response Sep08
40.0% / H % Response Dec08
20.0% L7 29 1
/ i
0.0% . .
Yes No
- Section 1 -
1.1m Other Informants / Family
98.9%
100.0% ?
80.0% -/
60.0% -
/ m % Response Dec08
40.0% -
/ 1.1%
20.0% -
/

0.0%
Yes No




- Section 1 -
1.2a Time information received
Y 98%
100.0% -
80.0%
60.0% = % Response Sep08
40.0% H % Response Dec08
20.0% 6.8% 29
—
0.0% '
At time of arrival Other
- Section 1 -
1.2b Other information detail
9.7%
10.0% -
8.0% -
6.0% -
ggzﬁ) - 1.0% " o 1.0%
0% - 0
0.0% - . -. M o -~ % Response Sep08
F & & @
S &
& Y
S &
N &
R\ s
- Section 1 -
1.3 Information is legible
95.6%
100.0% - 90.3%
80.0% -
0f -
60.0% H % Response Sep08
40.0% - m % Response Dec08
20.0% - 100 22% 4% 209
00% A T T 1

Yes No Not relevant




- Section 1 -
1.4 Initiator of Transfer

80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

60.0% - 54.4%
50.0% -
40.0% - 23.3%
30.0% -
20.0% - 6.8% 9.7% .
10.0% - 1.0% it 0.0% 1.0% = % Response Sep08
0.0% - S
Q <2 <N N & <
¢ & & S & & °
A
&
&
- Section 1 -
1.4 Initiator of Transfer across the respondent-
population
57.8%
60.0% -
50.0% - 32.2%
40.0% -
30.0% - o
0.0% - 6.7% 14.4%
10.0% - v 0.0% 97 m % Response Dec08
00% A 1 1 1 T T -I T
R <z <R N K <
(&) \2\\(') Qy.(‘ <X (é(/ O}'Ib O{S\e
¥ &
(2
N
- Section 1 -

1.5 Re-presentation to hospital in <= 6 weeks

71.1%

56.3%

26.7% m % Response Sep08

H % Response Dec08

No




- Section 2 Standard information -

2.1 Patient Name
98.1% 95.6%

100.0% -*
80.0% -
60.0% - m % Response Sep08
40.0% - H % Response Dec08
0,
20.0% - 1.9% 3ﬂ’
——
0.0% - . /
Yes No
- Section 2 Standard information -
2.2 Date of Birth
97.1%
o 94.4%
100.0%
80.0%
60.0% = % Response Sep08
40.0% m % Response Dec08
4.4%
20.0% 1.9% ’
0.0% !
Yes No
- Section 2 Standard information -
2.3 RACF and contact details
97.1%
93.3%
100.0% -
80.0%
60.0% H % Response Sep08
40.0% H % Response Dec08
20.0% 1.9% >-0%
0.0% T .:

Yes No




- Section 2 Standard information -
2.4 Usual GP and contact details

77.7% 87.8%

100.0% +*

80.0% +~

60.0% - = % Response Sep08

40.0% - H % Response Dec08
13.6%  10.0%

20.0% -

No

~<
@
w

- Section 2 Standard information -
2.5 Advance Health Directive / End-of-Life Care Plan

e 91.3% 91.1%

100.0% -

80.0% "

60.0% - = % Response Sep08
40.0% +° m % Response Dec08
200 7 39 2.2%

-
o L
Yes No
- Section 2 Standard information -
2.6 Next-of-Kin / EPOA with contact details
75.6%
70.9%

80.0% -

70.0% -

60.0% -

50.0% - 21.2% m % Response Sep08
40.0% - 22.2%

30.0% - a— = % Response Dec08
20.0% -

10.0% -

0.0% - 1 ;

Yes No




60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 2 Standard information -

2.7 Next-of-Kin notified
57.8%

/_57.‘5%

35.0%

16.7% m % Response Sep08

m % Response Dec08

Yes No

100.0%

80.0%

60.0%

40.0%

20.0%

0.0%

- Section 2 Clinical Information -
2.8 Reason for presentation

A 728y 856%
/—

m % Response Sep08

0,
23.3% 12.2% m % Response Dec08

- B

Yes No

80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 2 Clinical Information -
2.9 Recent observations

70.0%

43.7% 50.5%

26.7% = % Response Sep08

H % Response Dec08

Yes No




- Section 2 Clinical Information -
2.10 Usual health problems / past history
76.7%
64.1%
80.0% -
70.0% -
60.0% -
50.0% - 28.2% = % Response Sep08
30.0% - — = % Response Dec08
20.0% -
10.0% -
0.0% - !
Yes No
- Section 2 Clinical Information -
2.11 Medication List
90.0%
100.0% - 88.3%
80.0%
60.0% = % Response Sep08
40.0% m % Response Dec08
20.0% 3% 7.8%
0.0% ' y
Yes No
- Section 2 Clinical Information-
2.12 Allergies
S 92.2%
100.0% 89.3%
80.0%
60.0% H % Response Sep08
40.0% H % Response Dec08
20.0% 7% 5.6%
0.0% 1 .:
Yes No




70.0% -

60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 2 Clinical Information -
2.13 Diet / Feeding

61.1%

/—52'4*“.@ =
333%  42.7%
m % Response Sep08
m % Response Dec08

Yes No

- Section 2 Usual Functionality -
2.14 CMA or Medical Summary

100.0% 81.1%
80.0% - o~ 68.9%
60.0% 27.204 = % Response Sep08
40.0% - 15.6% m % Response Dec08
20.0% -: !
0.0% '
Yes No
- Section 2 Usual Functionality -
2.15 MMSE / Mental Status
100.0% 80.6%
80.0% +” 26.7%
60.0% - 42.2% m % Response Sep08
40.0% 16.5% H % Response Dec08
20.0%
0.0% ' {
Yes No




70.0%

60.0% -

50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 2 Usual Functionality -
2.16 Communication Needs (eg glasses)

64.4%

46.6% 51.5%

;)

34.4%
m % Response Sep08

m % Response Dec08

N

No

70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 2 Usual Functionality -
2.17 Mobility

7 56.3% 63.3%

35.6% 41.7%

m % Response Sep08

m % Response Dec08

N

No

70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

e b 63.
e 43.7%

- Section 2 Usual Functionality -
2.18 Continence

35.6%

H % Response Sep08

H % Response Dec08

Nl

Yes No




50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

70.0% -/—gw‘_/o
60.0% - /— 47.6%

- Section 2 Usual Functionality -
2.19 Behaviours

62.2%

36.7%

Yes No

m % Response Sep08

m % Response Dec08

45.0% -
40.0% -

- Section 3 Clinical Outcomes -
3.1 Time of Presentation

41.1%
35.0%

35.0% - 20.4% 22.3% 22.3%

30.0% -
25.0% -
20.0% -
15.0% -
10.0% -
5.0% -
0.0% -

18.9%
7.8% 7.8%

m % Response Sep08

m % Response Dec08




- Section 3 Clinical Outcomes -

3.2 Time in DEM
35.0% - 32.2% o
20.0% - 27.8% —
.0% 25.2%  oc oy
25.0% - T
20.0% - 15.6%
. 13.6% S
15.0% -10-7/"10 o . m % Response Sep08
: . 0
—_— 0,
10.0% - 5.6%; g0, v m % Response Dec08
~7.4% 4%
s o 39%
5.0% - 1.9% !
I l.O% 970.0%
00% T 1 T T ] T - T 1
(‘9 {1 {‘) \‘9 {9 {1 {9 \‘9 <
L R A AN Q°°6
Q % © ‘ , ‘ ' 7 &
2 N N N ot
X
- Section 3 Clinical Outcomes -
3.3 Further information sought
59.2%
60.0% -
50 0% - 44.4%
Do 25.6% 0L %R Sep08
.o M % Response se
30.0% 1 18.4% 20.4% P P
20.0% - m % Response Dec08
10.0% -
0.0% - . .
Yes No Not Known




EI

- Section 3 Clinical Outcomes -
3.4 GP phoned
65.0%
70.0% -
60.0% -
50.0% -
40.0% -
30.0% - 9.7%, 18.9%
20.00/2 i %% 0 8.7y m % Response Sep08
10.0% - 0.06Q% 0.0060% 3% = % Response Dec08
0-0% T T T T 1
N\
*Q:’ $0 Q:jé}\) c)@@ °o$°
C [¢) A\
NY Q N
S
- Section 3 Clinical Outcomes -
3.5 RACF phoned
66.0%
70.0% -
60.0% 46.7%
42.2%
50.0%
20.0%
0 90 7%
o " om0 0m0% ' 22% 0% = % Response Sep08
0.0% ' ' — ' m % Response Dec08
*Qf, O ‘3}& ] \\o\z o§\ &b
& & & 2
(70(1 0\'Q \){\ 006\
Ny < °
©)
N

100.0%
80.0%
60.0%
40.0%
20.0%

0.0%

- Section 3 Clinical Outcomes -
3.6 Delay in admission due to lack of information

91.1%

71.8%

e
Vo
-

Yes

H % Response Sep08

H % Response Dec08

No




- Section 3 Clinical Outcomes -
3.7 Refer to HINH
83.5%
100.0% - 85.6%
80.0% -
60.0% - —  m%Response Sep08
40.0% - H % Response Dec08
13.6%u.4%
20.0% -
0.0% - —_— ;
Yes No

- Section 3 Clinical Outcomes -
3.8a Admitted to Hospital

100.0% ? 84.4% N

80.0% -

/_ 40.8%
60.0% - — — m % Response Sep08
40.0% - — m % Response Dec08
15.6%
20.0% -
0.0% - -_-— -._f

Yes No




45.0%
40.0%
35.0%
30.0%
25.0%
20.0%
15.0%
10.0%

5.0%

0.0%

- Section 3 Clinical Outcomes -

42.1%
38.3%

26.7%

15.0%
14.5%

2-5
days

6-10
days

1 day

3.8b Length of Stay

22.4%

H % Response Sep08

® % Response Dec08

8.3% 7.9%

6.6%
53% 50%

3.3% 3.3%

1.3%

11-15 16-20 >20 Misc
days days days

70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 3 Clinical Outcomes -
3.8c Possibly Avoidable Admission

60.0%

20.4%
7.8%

0.0%

Yes No

61.2%

40.0%

H % Response Sep08

® % Response Dec08

Unsure




100.0%

80.0%

60.0%

40.0%

20.0%

0.0%

- Section 3 Clinical Outcomes -
3.9 Adverse Medication Events

s 97.1%789p ——
iy | % Response Sep08
| m % Response Dec08
/ 0.0%
0-070 7
Yes No

100.0%

80.0%

60.0%

40.0%

20.0%

0.0%

- Section 3 Clinical Outcomes -
3.10 Adverse Clinical Events

v
33281 195

—  mY%Response Sep08

m % Response Dec08

0
2'9AJ6.7%

SNS NN\

Yes No




Attachment 9

Discharge information audits

- Section 1 -
1.1 Phone call recipient prior to discharge

0
60.0% 53.8%

0 -_—

50.0% 35.4%

40.0%  —

30.0%

20.0%

10.0%
0.0% | —— .

GP Facility Both No Phone
Call

H % Response Sep08
3.1% 4.6%

- Section 1 -
1.1 Phone call to Facility prior to discharge

47.2%
60.0%

50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

m % Response Dec08

Yes No




- Section 1 -
1.2 Summary Information sent with patient

/ 91.7%

100.0%

80.0%
60.0%
m % Response Dec08
40.0%
20.0%
0.0%
Yes No
- Section 1 -

1.3 ~ Summary Information sent to facility at a later date

100%
100.0% -
80.0% - 66.2%
60.0% - B % Response Sep08
40.0% - H % Response Dec08
20.0% - 0%
-
0.0% . ——/
Yes No
- Section 1 -
1.3 Summary Information received at a later date
100.0%

100.0%

80.0%

60.0%
m % Response Dec08

40.0%

20.0%

7

0.0%
Yes




70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

m % Response Sep08

- Section 1 -
1.4 ~ Primary Summary Information sent with
patient
67.7%
176% 3 1%
» -’ i /
Medical Nursing  Allied Health

60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 1 -

1.5 ~ Medications & List at time of discharge

56.9%

32.3%

1.1%

ANV

GP

Facility None

H % Response Sep08

80.0%

60.0%

40.0%

20.0%

0.0%

- Section 1 -

1.5 Medications & List at time of discharge

/ 72.2%

27.8%

Yes

No

m % Response Dec08




- Section 1 -
1.6 ~RBWH and RACF GP details match
77.8%
80.0%
70.0% 56.9%
60.0% 28,59
. 0 ———
451882? 22.2% m % Response Sep08
U0
30.0% H % Response Dec08
20.0%
10.0%
0.0% '
Yes No
- Section 1 -

80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

1.6 RBWH and RACF GP details match ?

77.8%

22.2% H % Response Dec08

e

Yes No

80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%

0.0%

- Section 1 -
1.7 ~ Yellow Envelope returned ?

77.8%
63.1%

0
22204 23.1% | % Response Sep08

13.8% m % Response Dec08

.0%

Yes No Unknown




80.0%

60.0%

40.0%

20.0%

0.0%

- Section 1 -
1.7 Yellow Envelope returned ?

77.8%

H % Response

- Section 2 -
2.1 Admission Date
91.7%
100.0% 84.6%
80.0%
0,
60.0% | % Response Sep08
40.0% 8.3% 10.8% m % Response Dec08
20.0% 4.6% 0.0%
Yes No Unknown
- Section 2 -
2.2 Unit/Ward identified
100.0%
100.0% 83.1%
80.0%
0,

60.0% m % Response Sep08
40.0% 10.8% m % Response Dec08

0,

0.0% : ; -

Yes No Unknown




- Section 2 -
2.3 Discharge Date
80.0%
0,
60.0% H % Response Sep08
40.0% 18.5% 16.7% 10.8% H % Response Dec08
20.0% 0.0%
0.0% ' ' Eﬁ*
Yes No Unknown
- Section 2 -
2.4 Contact Dr at RBWH
97.2%
80.0%
0,
60.0% m % Response Sep08
40.0% 16.9% 10.8% m % Response Dec08
20.0% 2.8%
- 0.0%
0.0% : _2 -
Yes No Unknown
- Section 2 -
2.5 Consultant Name
100.0%
100.0%
80.0% 67.7%
0,
60.0% B % Response Sep08
40.0% 20.0% 12.3% m % Response Dec08
20.0% 0.0% 0.0%
=
0.0% : ; d

Yes No Unknown




- Section 2 -
2.6 Diagnosis
100.0%
100.0% - 80.0%
80.0% -
0f -
60.0% H % Response Sep08
40.0% - A 10.8% m % Response Dec08
9.2%
20.0% - 0.0% ﬂ/o
0.0% - - : 4
Yes No Unknown
- Section 2 -
2.7 Medication List
69.4%
70.0%
60.0% - 492%
50.0% 36.9%
0
40.0% 30.6% - | % Response Sep08
30.0% 138% __ ay Response Dec08
20.0%
0.0% ' '
Yes No Unknown
- Section 2 -
2.8 Procedures
97.2%
100.0% - 81.5%
80.0% -
0 -
60.0% m % Response Sep08
40.0% - . 10.8% m % Response Dec08
20.0% - 2.8% 0.0%
00% A 1 T 1
Yes No Unknown




- Section 2 -
2.9 Recommendations for GP
97.2%
0,
100.0% 60.0%
80.0%
0,
60.0% H % Response Sep08
. 27.7%
40.0% 12.3% m % Response Dec08
20.0% 2.8% 0.0%
0.0% ' .Er*
Yes No Unknown
- Section 2 -
2.10 Course in Hospital
97.2%
100.0% 81.5%
80.0%
0,
60.0% B % Response Sep08
40.0% 10.8% m % Response Dec08
7.7%
20.0% 2.8% .0%
]
0.0% ; d
Yes No Unknown
- Section 2 -
2.11 Follow-Up Arrangements
69.4%
70.0% 53.8%
60.0%
50.0% 32.3%
0,
40.0% 30.6% - | % Response Sep08
30.0% 138 H % Response Dec08
20.0%
0.0% ' '
Yes No Unknown




- Section 2-
2.12 Investigations
91.7%
100.0% 80.0%
80.0%
0,
60.0% H % Response Sep08
40.0% 7.79% 8.3% 12.3% m % Response Dec08
20.0% 0.0%
0.0% ' ' .Er*
Yes No Unknown
- Section 2 -
2.13 Information Accurate & Legible
100%
100.0% 80.0%
80.0%
0,
60.0% B % Response Sep08
40.0% 10.8% m % Response Dec08
0 9.2%
o R - S
0.0% ' T .
Yes No Unknown
- Section 2 -
2.14 Information Relevant & Succinct
100.0%
100.0% 80.0%
80.0%
0,
60.0% m % Response Sep08
40.0% 10.8% m % Response Dec08
20.0% 92% 0 ook 0%
—
0.0% : : -

Yes No Unknown




- Section 3 -
3.1 Time of Discharge

80.0% - 61.1%
0.0 44.6% 49.2%
U0~

40.0% - 30.6%

. 3'1%8.3%
20.0% - 0.0%0.0%

g g

0.0% - - ' '

Within Hours  After Hours Fri pm Public Holiday

H % Response Sep08

m % Response Dec08

- Section 3 -
3.2 Time to receipt of information
94.4%

100.0% - 76.9%
80.0% -
60.0% -

H % Response Sep08
40.0% - 12.3%

m % Response Dec08
20.0% - 0.0%0.0% () gof-8% 2.8%

00% A [} T T 1
<=24 <=48 <=72 >72Hours
Hours Hours Hours
- Section 3 -
3.3 Adverse Medication Event
97.2%
100.0% 93.8%

80.0%
60.0%

| % Response Sep08
40.0% -+ H % Response Dec08
20.0% 1505 8% 4.6%  gog

0.0y | . , e

Yes No Unknown




- Section 3 -
3.4 Adverse Clinical Events

97.2%
100.0% - 70.8%
80.0% -
0f -
60.0% B % Response Sep08
40.0% - 23.1% | % Response Dec08
0
20.0% - 2.8% 6.2% 0.0%
0.0% - ' |
Yes No Unknown
- Section 3 -
3.5a Readmission <= 6 weeks
60.0% - 52.8%
50.0% - 35.4% 33.8%
40.0% - 278y, 30.8%
30.0% - 19.4% | % Response Sep08
20.0% - m % Response Dec08
10.0% -
0.0% - | | |
Yes No Unknown
- Section 3 -
3.5b For <=6 week readmissions, link to previous
admission?
80.0% - 70.0%
. 52.2%
40.0% - 30.0% H % Response Sep08
' 8.7%
: H % Response Dec08
20.0% -

0.0% - ' '

Yes No Unknown




- Section 3 -
3.5b For <=6 week readmissions, was it avoidable?

70.0% - 56.5% 66.7%
60.0% -

50.0% -

0 33.3%
40.0% - 26.1% ’ = % Response Sep08

30.0% - m % Response Dec08
20.0% - 4.3%

10.0% - 0.0%

00% = 1 1 1
Avoidable Unavoidable Unsure
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Yellow Envelope flyer
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Residential Aged Care Facility Communication Envelope Flyer
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Attachment 12

Residential Communication Envelope Flow Chart




Attachment 13

Health Record eXchange Consent Information



Attachment 14

HRX Participant Consent Form

Participant Consent Form

1. 1 have been provided with a copy of the “GPpartners Participant Pamphlet”.

2. | acknowledge that | have read and understand the “GPpartners Participant Pamphlet”.

3. | agree to participate in selected programs nominated below as described in the GPpartners Participant
Pamphlet.

4. | have been given adequate time to ask any questions | might have about the GPpartners Programs and
how they may affect me. | have received satisfactory answers to any questions that | have asked.

5. lunderstand that GPpartners will collect, store and provide access to my health information with and
between health providers involved in my care.

6. | understand that my decision to participate in the selected GPpartners programs is voluntary and that |
am free to withdraw at any time without prejudice.

7. The privacy of the information, including sensitive health information, | provide will be safeguarded and
only disclosed where | have consented to the disclosure in accordance with the provisions of this
consent form or as required by law.

Program: v" Health Record eXchange (HRX)

Participant’s name: Mr/MIS/IMS/MISS .......cccuvvieeeeeii e e Date of birth ...............c......

X [0 1= PR RR

Y (o] 4= L0 =R D | (= S SRR

WItNESS: it Date: .ccovvveeeeeeeiiiiieeeee, SIgNAtUre: .oooveveeiieiceeee e,

If the participant cannot sign:

O T Lo Y AN A Lol G R =To I Y Y 0] o [T

Relationship to PartiCipant:...........cooiiiiiiiiiiiee e

Please attach supporting documentation/evidence of reason participant is unable to sign and tick box. [J

For alternative forms of signature:

UL = T Lo N AT AT AL LT TR

Reason participant is UN@DIE 10 SION: ...eciiiriie ettt e et e e e e snb e e e e s sbb e e e s anb e e e e annnes



