7/ Queensland
xl Government

Department of Health

MEMORANDUM

To: Hospital and Health Board Chairs

Copies to: Chief Executives, Hospital and Health Services
Co-Chairs, Statewide Older Persons Health Clinical Network
Co-Chairs, Statewide General Medicine Clinical

From: Kathleen Forrester, Deputy Contact 3405 5773
Director General, Strategy, Policy No:
and Planning Division Fax Na:

Subject: Long Stay Older Patients Steering Co
il : ST000560

i

I am writing to you in relation to the work q ueensland Health Long Stay Older
Patients Steering Committee. As you ma ree Board Chairs nominated fo

form the Steering Commitiee to address the-mps tant issue of older people remaining in
hospital for a residential aged care plac munity support package despite being

ready for discharge.

o, identify practical solutions to reduce the
acute care settings. The Steering Commitiee
members are Mr Michael Horan, Shai, Darling Downs Hospital and Health Board; Mr
Tony Mooney, Chair, Tawnsville Hespital and Health Board; Mr Terry Mehan,
Administrator, Cairns an iand Hospital and Health Board; and | am a member and
Notes for youp -. o /Attachment 1). The Steering Commiitee would like to share
the presentations gl the strategies with all Board Chairs, for your consideration when
forming solutions apprapriate to your HHSs.

and Health Se g address Long Stay Older Patients (please see attached Meeting

The presentations attached are:

e The Stranded Patient Project, presented by Professor lan Scoit, Co-Chair Statewide
General Medicine Clinical Network (Attachment 2). Plus Professor Scott's research
paper Stranded. causes and effects of discharge delays involving non-acute in-
patients requiring maintenance care in a tertiary hospital general medicine service
(Attachment 3).

e QCAT Guardianship Process Initiative presented by Mr Mitchell Potts, Project
Manager, and Ms Mary Humphrey, Social Work Coordinator (Attachments 4 & 5).
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Plus QCAT Guardianship Process Flowchart, Guidelines and Applicant
Responsibilities (Attachments 6, 7 & 8).

e Watching our Waiting initiative (Attachment 9).

Further to these projects, the Steering Committee, Clinical Excellence Division and
Professor Scott will work together over the coming months to identify further initiatives
which are evidence based, and could be targeted for local or system-wide
implementation. These will be provided in the final report from the Steering Committee.

If you have any questions or would like further information regarding long stay older

patients, please contact Emily Cross, Principal Policy Officer, Strategic Policy, on
telephone 3234 1056 or email: StrategicPolicy@health.gld.gov.a(x

1L - S Renden” @
Kathleen Forrester @9
Deputy Director-General

Strategy, Policy and Planning Division

&
N

&
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Queensland Health

Long Stay Older Patients

Steering Committee

Meeting Notes

Queensland Health Long Stay Older Patient Steering Committee

Date: Wednesday 18 January 2017

Time: 3.30pm — 5.00pm

Venue: Level 17 Conference Room, Queensland Health Build 47\Charlotte Street,
Brisbane

Teleconference:

Attendees (K//\?

Kathleen Forrester Deputy Director General, Strate \aﬁt{PIannmg Division
(Chair) ~ y)

Terry Mehan Administrator, Cairns andmmmtal and Health Board
Michael Horan Chair, Darling Downs H@a\gb!ealth Board

Tony Mooney Chair, Townsville/Honik%/@alth Board

Graham Kraak A/Executive Dj @w Policy and Legislation Branch
Michael Zanco Executive Dir%otq, mre Improvement Unit

Professor lan Scott Co-Chaz'&\Statewiob&neral Medicine Clinical Network

Dr Robert O’Sullivan Co-()‘/@iﬁt\ta\e@de Older Persons Health Network

Mary Humphrey S///(zra\l\AQrk C(}Zdinator, QCAT Guardianship Process Initiative
Mitchell Potts Jectmger, QCAT Guardianship Process Initiative
Apologies // > )ﬁ

Robert McCarthy \‘%alr Torres and Cape Hospital and Health Board

Dr John Wakefield Deputy Director-General, Clinical Excellence Division (Invitee)
QH LSOP Project Team (Strategic Policy Team)

Stephen Stewart Manager

Emily Cross Principal Policy Officer
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Government




Queensland Health

Long Stay Older Patient Steering Committee
Key Messages and Actions

1. Following the first meeting of the Steering Committee in September 2016 to examine the results of the
2016 Long Stay Older Patients Census, the purpose of this meeting was to examine current projects
being trialled in Hospital and Health Services (HHSSs) to reduce the number of long stay patients and
ensure patients receive the care they need in the right place.

2. Dr lan Scott presented on the Stranded Patient Project, as well as possi ratggies to reduce
discharge delays as published in the research paper: Stranded: cau an ts of discharge delays
involving non-acute in-patients requiring maintenance care in a terfiary ital general medicine
service.

D Process Initiative and its

3. Mitchell Potts and Mary Humphrey presented on the QCAT S
wait for a QCAT hearing from 66

successful implementation in Metro North HHS reducing the a
days to less than 30 days.

4. Following the presentations the Steering Committee di
a. Long stay patients are common across the ac

b. With an ageing population the issue of lon Iderpatients will continue to be important to
HHSs.

he Aged Care Funding Instrument and My Aged
ween hospitals and Residential Aged Care Facilities

(for example, Cairns HHS ecreased the number of long stay older patients but has the lowest
rep to population).

rsight of long stay patients in the hospitals is important, particularly in

g. Some Queensland Hedlth RACFs specialise in accommodating patients with challenging behaviours
who have not been able to be placed in a private RACF (e.g. Redlands Residential Care). Redlands
Residential Care has also supported other local RACFs to manage patients with challenging
behaviours.

h. The focus of the Steering Committee is to ensure older people receive the right care in the right
place.

Queensland
Government




5. The Committee identified that some solutions proposed in the presentations would be relatively simple to
implement while others are more complex and may need to be supported by collective action and
additional funding.

6. Opportunities may exist to identify the evidence on initiatives that have been previously trialled, have
positive patient outcomes and a known return on investment, such as the Stranded Patient Project or the
QCAT Guardianship Process Initiative.

7. Key actions:

a. Send a memo (Attachment 1) from the Steering Committee to Board Chairs and HHS Chief

Executives with the outcomes from the meeting including copies of Stranded Patient Project
presentation by Professor Scott (Attachments 2 & 3); QCAT Guardianship Process Initiative
presentation (Attachments 4 & 5), plus QCAT Guardianship Process Flowchart, Guidelines and
Applicant Responsibilities (Attachment 6, 7 & 8); and information on fe-YVatching our Waits’
initiative (Attachment 9). The cover letter will request Board Chairs & 0 consider the identified
strategies in the presentations relevant to their HHSs.

Mike Horan will provide an update at the next Board Chairs fofym i ruary on the outcomes of
the second Steering Committee meeting.

Clinical Excellence Division will work with Professor Scott fo ity the top five to ten initiatives to
be targeted for local or system-wide implementation.

The agenda for the next meeting of the Steering C e focus on solutions for managing
challenging behaviours in older patients e.g. patie mentia. A guest speaker will be invited

from Metro South HHS to present on the Re
industry representative for a joint discussion and

S tial Care model and have an aged care

ification of solutions.

/\\Q:

OB 7T LB-D3 % s



The Stranded Pa%'@t
lan $ @@9
f@ Clinical Epidemiology,

Director of Internal \v\
cessM|exandra Hospital

Mcess\
s&&e Professor of Medicine
@ niversity of Queensland

Longer Stay Older Patients Steering Committee
18/1/17
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The challenge

HHS LSOPs 2014 LSOPs 2016 HHS Total OBD

(Acute Facilities Only) N = 2016*
Cairns & Hinterland 56 19 | [ Gajris\& Kfinferland 5,182 947
Central Queensland 15 Q__2#(] b BGentrg/Queensland 500 | 1,365
Darling Downs 24 \\2§Q<J;érling Downs 1,782 | 4,624
Gold Coast 15 \M [ Gold Coast 363 631
Mackay <5 N\ \¢ M Mackay 112 97
Metro North 40| NS4 — 42| "Metro North 523 | 1,335
Metro South 2 N\~ 35 ["Metro South 823 | 1,453
North West P\ N <5 | [ North West 0 47
South West o\ \\ <5 | ["South West 12 539
Sunshine Coast JZNNRN 19 | |"Sunshine Coast 126 255
Torresand Cape  \\ % 0 <5 | [Torres and Cape 0 129
Townsville A\ 7 22 71 | Townsville 2,253 | 11,573
West Moreton VD 13 18 | "West Moreton 302 575
Wide Bay 11 9 | ['Wide Bay 222 122
Mater Health Service 7 | [ Mater Health Service na 82
Grand Total 238 296 Grand Total 12,200 | 23,774

increase 95% increase

DOH-DL 17/18-C8
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The challenge

e 8% of all OBDs in general medical beds i Qld public
hospitals in 2015 occupied by stran ents
— 1in 13 beds permanently occupzd@;

e LOS has extended f. ge length of occupied
bed days of 54 4 to 80 days in 2016

. Estimat@m@ts of ‘maintenance care’ patients in
general medicine units of 24 largest hospitals has
risen from $28.3m in 2010 to $S42.2m in 2015
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The challenge

Reason for Delay in Discharge LSOPs % of OBl#  %of OBD Average
OBD

Waiting for residential care bed 186 | /! (/12,831 54 82
Difficult to place due to behaviour/dementia RQ\ Y@ 3,899 16 91
Family to select facility 29\ 10 797 <5 27
Waiting for guardianship decision YW \)|™ 8 1,271 5 55
Waiting asset test/financial assessment  \\ [/~ < 10 3 412 <5 52
Wait home care package AN\ \\ <5 1 13 <0 7
Other or Blank AR\ 35 12 4,551 19 130

~_ \\_Total 206 | 100 | 23,774 100 80

NV
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The challenge

CSIRO PUBLISHING

Australian Health Review
http:/fdx.doLorg/10.107 L/AH15204

Stranded: causes and effects of discharge delays involving eral
non-acute in-patients requiring maintenance care in a tertiary ne patients
hospital general medicine service

h non-acute LOS
Armi Salonga-Reyes' MBBS, Advanced Trainee in General Medicine 228 dayS
lan A. Scott'*~ MBBS, FRACP, MHA, MEd, Director of Internal Medicine and ClinicaN Epi e@y

Rank according Cause of delay

N om0,
to OBDs @ %

! CF bedR'¢ 2372 (43.8%)
2 e delays epternal to hospital (QCAT, Public Trustee, 1377 (25.4%)
It Guakdian, finding decisions (DS(), msurance companies))

3 refusal of care options 552 (10.2%)

4 sessments intemal to hospital (ACAT, social worker, 405 (7.5%)
gesiatrician or psychiatrist reviews, EPOA identification)

5 Delays in delivery of home support (domiciliary care, home 385 (7.1%)
equipment or modifications)

6 Wait forinvestigations or resolution of undefined medical condition n 177 (3.3%)
clinically stable patient not receiving acute care

Management of acute medical complicanons 152 (2.8%)

DOH-DL 17/180931 arivagerno. o



The challenge

Changes to ACFl as from 31/7/14 - dementia supplement for people in RACFs removed

Leading Age Services Australia (LASA) and Aged and Community Servjc

— in metropolitan Brisbane area changes to ACFI - withdrawal of $1.7 billion fede oV

@ )

r 4 years

— reduces per patient funding by 11%

— may cause up to 20% of nursing homes to close, and reductions in ing A skill in others

Ansell strategic analysis - from January 2017
— average 80-bed facility would lose about $439,000 p

lex health care (CHC) needs vs 44% currently
rom the current $45.84 to $30.80

— less than 13% of residents classified as hax
— average daily funding for the care of CHC

Requirement of RACFs e guaranteed of secure finding: in cases where there is no EPOA a
guardianship application neads to\be made and public trustee then overseeing finances before
acceptance, eveiiii ext in are in agreement to pay for care

— hasledto a spit applications

More prolonged assessment of income

— if you have <$100,000 you are ‘poor’ and will receive full government subsidy; if you have >$500,000 you are considered
rich and will be able to pay; if you have between $100,000 and $500,000 delays will ensue as your assets are closely
scrutinised.
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The challenge

for same reasons as above

e Increased occupational violence towards h ' from patients with

BPSD, intellectual disability and other ckal iNg behaviours, often
occurring during times of redirectio triction of patients who would
be better managed and less ression if cared for in designated

RACF rather than acute hospitdd
— risk of losing nursing$taff\60% considering leaving in recent OV survey of ward 5A staff)

e (Costs of 24 ity pérsonnel and nurse specials for patients requiring
ongoing super\ision - Smillion dollar patients

e I|nitiation of NDIS has also led to increased requests for (@applications

e No additional DSQ care packages

D@HDDL 17/15(@31 RTI Page No. 12



The challenge

3200

N—
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N\
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u Behaviour/Aggression
u Medical

m Mental Health
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Stranded Patient Project

e Paucity of patient-level quantitative data on QCAT/cther agency processes
and delays

* Inconsistent communication practices between hosnitals and key
stakeholders

— frequently arbitrarily determiined by individuals who had the ability to
network harmoniousiy

e No single point of contact between hospitals and key stakeholders

Project Rej

Lack of shared understanding between respective services of internal
pressures, combpliances and constraints within each service and which
contributed to reactive versus planned interventions

e Inconsistent processes — both within and between hospitals and external
June 2016 agencies and varying levels of staff expertise
No accountability for timely outcome

Discharge planning processes tend to be serial rather than parallel and
collaborative

Little recognition of increased complexity of decisions for people entering
residential aged care following aged care reforms

No escalation processes for stalled interactions between agencies or
between hospitals and residential aged care facilities




Initiatives

e Long Stay Executive Committee (LSEC) established in
all hospitals reporting to SE @

e Hospital-wide monitoring a% @Qg system for
LSPs which collates bo tive and quantitative
data on progress an

e Queensl ﬁ\th (QH) led high-level Long Stay
Executive'Committee involving all key stakeholders

aimed at developing and implementing strategies that
overcome barriers to patient discharge

D@H:D'Eel'W1¥@3t£r'Ju”§9 Fl)ac;celcN)on% | committee



Suggestions

Cause of delay Potential remedial strateges (O)ﬂ

Wait for RACF or supported Access to more mierim care or respite care N
accommodation beds Access to more fransitional care progragfs privvidi f-way options between hospital and
RACF
Maore RACF beds or su @I ion for patients with special needs:
+ dementia with i g behaviour or behavioural and psychological
Long Stay Nurse Navigators - %
(RBWH/TPCH) el ey

Long stay patient social worker to
target long stay patients awaiting
nursing home

« other patient groups requiring greater supervigon but not eligible or surtable for RACF
ore direct communication between hospital and RACF staff m deciding patient eligibility
for transfer:

+ electronic transmission of hospital data

+ videoconferences allowing visualisation of patients

Dedicated RACF placement officers or brokers
Low or no entry fees or bonds
Sanctions agamst RACFs that fail to accept patients meeting enfry criteria
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Suggestions

Cause of delay Potential remedial strategies @m
Administrative delays i decisions Dedicated agency officers for hospital apph

relating to applications o extemal Agency liaison officer on hospital ca

agencies (QCAT, Adult Guardian, (rreater interagency collabratio

Public Trustee, funding decisions Single, direct commupigas

(D50, MASS, Centrelink, QCAT mestinp

MSUrance companies|) Mandated e

lity to
%ﬁ for non-decisions beyond stipulated periods where agencies perceive hospitalks as

‘safehavens’ with no sense of urgency to act
cking systems that regularly report status and progress of patients with non-acute stays
exceeding 4 weeks to all relevant stakeholders
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Suggestions

Cause of delay Potential remedial strategies o
Patient or family refusal of care options Formal letters from hospital admmistration ance m‘“ careoptions if mediation
efforts fall
Mandatory attendance at fauly 1y d to discuss future management

Financial impost or legal s i inate delays in accepting recommended options

and/or providing R
Mandated stgbailableinter
first ¢ when vacancy anses

lable interim care or R ACF bed pending transfer to facility of

Delays in assessments mternal to COMMORISSESMent Process

hospital (ACAT, social worker, Abilitxdqundertakedecisions in medically stable patients despite ongoing prolonged courses
geniatrician or psychiatrist rey) factive reatment (e.g. intravenous antibiotics for osteomyehtis or endocarditis)
identification of EPOA or Higher frequency of ACAT assessment rounds (especially over public holiday penods)

Reduced tumaround times for ACAT decisions
Request to families to nominate EPOA or SDM early in admissions
Maore social workers
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Suggestions

Cause of delay Potential remedial strategies @ﬂ .
N
Delays in delivery of home support Hospitals to hire home equipment for ) while undergoing trial in hospital or
(domiciliary care, home equipment RACF, pending completion gf1 {5 Apptication for final approval

or aids or modifications) Extra funding to occupati thevapétso complete equipment trials in hospital, community

or RACFs
Hospital prefeme r@i’; me equipment and home modifications
In-housg \@ A Service of asaistive appliances (e.g. walking frames or wheelie-

walkers ~grthotic aids etc.)
Lixga] or regixpal professional teams to coordmate care packages
Morddiversified range of home care packages and services
emstatement of state-level public funding for home care services

onfractual requirement for community-based support agencies to provide flexible patient-
centred services

D©H=‘Dﬂ= 17/1=‘©81 RTI Page No. 19



Liverpool experience

Targeted Case Management (extreme LOS):

+ MDT case management review for all current patients
= Active support from Executive and clinical teams fo

Appropriate Quality Care

« NUM and MDT edu on\and feedback on patient management plans
= Ward visits suppoftans enable teams to promote a culture of problem solving

N

Monitoring calation process

+ Monitoring too track LOS =30 days and identify discharge barriers early
- Local ward escalation, bed meesting. DMU and committee processes

Jennings 2015

DOH=-DL 17/1=©81 RTI Page No. 20 Liverpool Hospital NSW



18
16
14
12
10

8
6
4
2
0

Liverpool experience
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Longest stay

I 450 days
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1 Number of Patient days

EATASYY NN
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1Bl iE-031

=m=-Number of Patients
>100 days

Target < 8 patients

Longest stay

137 days ;

\/ .'i% Target < 50 patient s

=== Number of
Patients >30 days
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Watching Our Waits IT tool
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Watching our waits

Watching our Waits is a tool for capture and tracking of long stay patients

Please enter your Novell username and password. C%\)&
N\
Username ‘ |

‘ Enteg @ 0

d password to

Password

m permissions are granted by

= ] questing access via the Online IT support
sign In = rvice

\Welcome to Online IT Support
cessed appXoRri :

Users accessing this application are reminded of thei Queensland Health Code of Conduct. In particular:

. You should only access a patient’s record when is a legal requirement, or when specific consent is given
legislation and standards
* Users should not leave this applicQti€

= Users must not share passwords.

i, " Organise staff computer access b
pdgd - always "IMjout

» Apply for Outlook WebAccess » Customer Feedback Form
» Access/Create a Shared Mailbox/Distribution fl » Request a password reset
» Access for new starter » Help accessing email
» Move access for user Help connecting to a printer
» Access another location » Help with telephone faults
» Help with your Smart Device

» Help with installing software
» View existing support requests.

» View existing support requests

DOH-DL 17/18-031
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® Watching our Waits Summary Waitlist Diagnostics Help € Logout

Facility Add UR to watch:

‘ Metro North Hospite E$ m

|All Facilities '
Metro North Hospital and Health Service

| Metro South Hospital and Health Service

Beaudesert Hospital | Suburb | Flags | Age Adm Date | Unit |Ward ‘ LeS /ﬁﬂhg\%ate | SNAP Type

Logan Hospital

Princess Alexandra Hospital

Queen Elizabeth II Jubilee Hospital

Redland Hospital

Wynnum Hospital

O e

O e

y @7

0o o
B‘ Viewer _ _ A

Sélect Facility \X

\V
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® Watching our Waits

Facility

Metro North Ho E

Summary

Waitlist

Add UR to watch:

Diagnostics Help

Select LOS

# FILTER SETTINGS

__—

thresholds for
patient lists and

€ Logout

summaries to o
/ populate on
Acute threshold nits
days):
(days):
Clear Units
35
Show only watched URNs [ anda
Profile Y
Long Stay Prof E < S om H
| Apply Profile % “
Save Settings (—L
Fac URN Patient Subuﬂ(\ ge Adm Date Unit Ward A Lot SNAP Date SNAP Type Lo
AN

AN
AN

DOH-DL 17/18-031
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® Watching our Waits  Summary  Waitlist

Diagnostics Help

€ Logout
Facility Add UR to watch:
Metro North Ho E m
¥ FILTER SETTINGS A

Acute threshold Units
(days):
21

INFD X x HPB x U x F_[ x B[RU X | Immu XY SIU X g METL X PLAS X | LTPT X | RHEU X

(days): oo
35 MED2
Profile o iy

O < \\@ove units
Long Stay Prof E ]
MED5S k
Apply Profile
il b MED6
Save Settings MED)Z
MEDS A~ =
Fac URN | Patient Suburb A | Fia};\ ( |\Ag€ ‘Adm Date \ Unit \ Ward ‘A Los |SNAF' Date SNAP Type L
N\ N\ : : .
5 Viewer |
&' Viewer

and asgpss the viewer
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® Watching our Waits Summary Waitlist Diagnostics Help € Logout

Facility Add UR to watch: Viewing:
Princess Alexandra | E m
£+ FILTER SETTINGS v
N\
‘ Fac | URN | Patient ‘ Suburb | Flags Age Adm Date Unit Ward | LM&F Date | SNAP Type Lo

PAH

NN\ \Y 1)

Facility Description Start Stop MS}YQ da ation (days) Further Info

@&Q@\\
% N
Information of any wait reasons will generate here i.e waits for
assessments or external agency decisions v 1.0
N/

. . . . This information will be generated from Wait Builder app — allowin
Click on a patient to see further information about the patient g PP &

. . L S/W, direct care clinicians and other who already input this
journey, encounters, episode of care change, readmission data . . . . .
including accumulated LOS information into various spreadsheets to input into one Long Stay

program to collate and generate summaries and dashboard.

A

JTELT

11
>

LTIT

V2.0 will focus on acute internal discharge barrier metrics
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WaitBuilder

WaitBuilder is a Visual Studio template to assist in kick-starting your development activity. Follow the guides!

Developed for Metro North HHS

Please enter your Novell username and password.

D
e
Username /
Password U

Detailed auditing capacity is utilised to confirm records are accessed appropriately.

« Users should not leave this application unattended - always "logout”

» Usars must not share passwords. x

The WaltBu%r a aIIows\@ut of wait variables which feeds the WoW system
PN

N
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EDWait Builder  Patients

Add Patient

List Patients URN:

l Princezs Alexandra Hospital Search

llinswvill ital _
Collinsville Hospita P 4

Dysart Hospital [dmissio.... | Ward | Unit R\ //\\
Glenmorgan Outpatients Clinic | Edit n
Gympie Hospital —

Kilcoy Hospital
Logan Hospital il
Mackay Base Hospital
Maleny Hospital
Moranbah Hospital
Nambour Hospital

Princess Alexandra Hospital
Proserpine Hospital
Queen Elizabeth II Jubilee Hospital <\

Redcliffe Hospital . \%

Redland Hospital SeIeCt HOSplta|

<——— Input UR

Sarina Hospital . . q q
nts to your WaitBuilder list

»

m

Sunshine Coast University Hospital @Q\Sea t
The Prince Charles Hospital

B A\
Wynnum Haospital - (Ow
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E3Wait Builder  Pstients  Users

Save Changes Cancel

QCAT

Public Guardian

O\
Public Trustee (V/
fet
Substitute Decision Maker ﬁ M
\—
Disability Services Queensland &\\\O)
Centrelink U//\y
N\
Medical Aids Subsidy Scheme Q (O) M
e |
Department of Housing \\ U
N\
Department of Immigration
O\ o
Transition Care Program (TCP) //_>) \Q/
Other W
A\
Health Plan/Directive A \\ %
Acute Extended Stay &\\ \\
. ‘ N
Discharge Delays /\\

</ Save Changes

Editing a patient in WaitBuilder will provide the following pathways for wait inputs
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moWait Builder Patients Users

QCAT

Date of Referral

_____ =&

Wait catego sh een built into
Date of Decision oy the?fs)’@\u each pf variables listed

Date of Hearing dd/MM/yyyy

! e
Appointments O
Guardian Please select... |Z|
Administrator Please select... E|
Dismissed ]
Withdrawn [
Date of Withdraw dd/MM/yyyy
QA

Public Guardian \//{ \\\> \>

=]
o
g
[1°]
2\
Q
i

Date of Appoftment

[= 8
o
z
e

dd/MM/yyyy =
Escalation Date dd/MM/yyyy =
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‘ Administrative External

‘ Assessment Delay - Internal

Patient or Family Refusal of Care

Family Decision

Investigations

N
‘ Home Support (O)
1
<

Undefined Medical Condition

N—"
Other Special/Complex Needs />

(S AN
Inform3 iS equired as relevant

AN

O

Alcohol/Drug Addiction

O

Bariatric

O

Challenging Behaviour

O

Device Finialisation

]

Drains

O

Hoarder

O

Homeless

Infectious Status

O O

Non Weight Bearing

No Suitable Car

Save Cl =
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® Watching our Waits Summary Waitlist Diagnostics Help € Logout
Facility Add UR to watch: Viewing:
Princess Alexandra | E ﬂ
£ FILTER SETTINGS v
N
Fac URN | Patient | Suburb A Flags Age Adm Date Unit Ward Lo{/ @l&’ Date SNAP Type Lc
| - 7.
PAH
O © PaH 050 %
PAH @
- @
PAH O
PAH D
Q Waits idem@d in WaitBuilder then feed across back into
“ e WoW waitlist
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Residential Care Clinical Pathway

Residential Care Clinical Pathway is a tool for capturing Residential Care Clinical Pathway information.

Developed for Metro North HHS

Username

Please entar your Novell username and password. O

Password

If you have forgotten your Novell username or password plesse contact the InfoService Centra on 1800 198 175 for assistance.

Detailed suditing cspacity is utilis=d to confirm records are sccess=d appropristely.

= Quesrsisrg

N
P tool feeds into WoW system similarly to WaitBuilder
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Identifies when the record is not
‘ linked to most recent admission

@Residential Care Clinical Pathway  Patients

- Aged Care Pathway

© This racard is not currantly linked to the most recent admission, this may not ba corract, plaass click the button below to link to the current admission

Link to current Admission

& pPathway has been linked to the current stay.

Date of Admission I:I ™
Excl from Pathway Plazse salact... EI Date of Admission B#616 =
Date of Formal Consent =l ﬁ
’ ( s O 0 0
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Abstract
Objectives. The aims of the present study were to identify causes

eliminating avoidable delays.
Methods. A retrospective study was performed of patients f

ascertaining serial causes of discharge delay and their attributab!
potential strategies for minimising delays.

Results. Of the 406 patients included in the prg
were identified that accounted for 5420 of 6033 (909 utk OBDs. Lack of available residential care beds was most

¢ decisions for equipment or care packages each consumed
al of care accounted for 7%. Waits for aged care assessment

" rordinately long hospital stays.
What does this pa add? The present detailed chart review of 131 long-stay non-acute patients identified causes of
serial discharge deldys and quantified their prevalence and attributable bed days. Waits for residential care accounted for
less than half the bed days, administrative delays involving decisions by agencies external to the hospital accounted for
one-quarter and patient or family refusal of care options accounted for one-tenth. Strategies are proposed that may minimise
these delays.

What are the implications for practitioners? Delayed discharge of non-acute patients requiring maintenance
care threatens to consume an ever-increasing proportion of acute hospital bed days. Remedial action is required from
stakeholders both within and outside hospitals to reverse this trend.
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Introduction

Hospitals frequently experience delays in the discharge of older
patients who, despite being medically stable, occupy beds as non-
acute patients pending the availability of home support or beds
in a residential aged care facility (RACF). Up to one-third of
hospital bed days relate to patients receiving non-acute care.'*
The causes of these delays are multiple, can occur at several points
in the patient trajectory (see Box 1)"* and be associated with
inordinately long hospital stays.

The rising numbers of acute presentations to emergency
departments (EDs), the advent of ‘4-h’ national emergency access
targets (NEAT) mandating rapid transit of patients from the ED
to vacant in-patient beds, and constant pressure for more elective
surgery all bring a focus on minimising discharge delays (or exit
block) for patients no longer requiring acute care in hospital beds.
Knowing the types, prevalence, bed occupancy and resource
utilisation pertaining to different causes of delayed discharge
of non-acute patients may allow health professionals, hospital
administrators and care agencies to consider targeted strategies
for overcoming such delays.

The aims of the present study were to: (1) identify the causes
and prevalence of prolonged discharge delay among older
patients admitted to a general medicine service of a tertiary
hospital who no longer required acute care; (2) quantify the
occupied bed days (OBDs) and estimated bed day costs incurred;
(3) define acute medical complications with onset during the
non-acute stay; (4) estimate resource utilisation; and (5) elicit,
from relevant literature review and surveys of health profes
sionals, possible strategies for eliminating avoidable delays.

Methods
Design, participants and setting
The present study was a retrospective study of patients adiitted

Hospital in Brisbane (Qld, Australia), a tertf
catchment population of 600 000, betw,
31 May 2015, and who satisfied the f
discharged as non-acute cases; regy

Box 1.

A. Salonga-Reyes and I. A. Scott

charts, either paper or electronic, retrieved for detailed analysis.
For patients with multiple admissions during the study period,
the admission corresponding to the first non-acute discharge was
chosen as the index stay. Patients were divided into two groups:
(1) long-stay patients with non-acute LOS >28 days, who were
subject to detailed chart review; and (2) short-stay patients with
non-acute LOS <28 days, for whom only administrative data
were collected for purposes of comparison in identifying patient
characteristics associated with longer non-acute LOS.

The general medicine service of the study hospital in 201415
admitted 3975 patients to seven general medicine units with a
total mean and median LOS of7#~and 3.4 days, respectively.

zase compared with 6927
proportion of these OBDs
accounted for by ma are patients had risen from

31% (2175 0B

edian 3.0 days) and, according to
anked within the most efficient tertiary
efne units in Australia. Timely reclassifi-
o non-acute is performed on consultant ward
idisciplinary case conferences. The nominal
i staffed by 3 full-time equivalent (FTE) physio-
3 FTE social workers, 1.5 FTE occupational therapists
community health integrated care program (CHIP)

Data collection and ascertainment of delays in discharge

or long-stay patients subject to chart review, data were extracted
into a spreadsheet relating to patient characteristics, presenting
diagnosis, co-morbidities, acute and non-acute LOS, final
discharge destination and occurrence of acute complications
during the non-acute stay. Progress notes for each patient were
searched in a forward direction, from 7 days after being classified
as non-acute to the time of death or discharge, for entries from
doctors, nurses and allied health professionals that indicated
serial delays to discharge. Indicative words and phrases
such as ‘waiting for’, ‘pending’, ‘anticipated’, ‘indefinite’ and
‘uncertain’ were assumed to mark the start of a delay related to
a specific cause when first stated, with ‘approved’, ‘received’,

Categories of discharge delays

«  Waits for reviews from geriatm or psychiatrists in deciding eligibility for alternative categories of care (rehabilitation or mental health care)

«  Waits for social worker assessments of patients and convening of family meetings

in patient with disabling stroke or depression or other mental health problems)
«  Waits for assessment by ACAT in determining eligibility for residential care or transitional care package

for public or private funding of care or support
«  Waits incurred by refusal of patient and/or family or carers to accept offered care options
«  Waits in procuring a bed in a residential aged care facility
»  Waits in procuring home equipment or home modifications, domiciliary care or nursing support
«  Waits incurred by managing acute medical complications arising during non-acute stay

«  Waits for results of outstanding investigations or resolution, recovery or diagnosis of medical condition in non-acute patients that are required
before aged care assessment team (ACAT) assessments and/or other formal assessments can proceed (e.g. prolonged delirium, plateau of recovery

«  Waits for outcomes of applications to Queensland Civil and Administrative Tribunal, Adult Guardian or Public Trustee, Medical Aids Subsidy
Scheme and Centrelink in determining patient decision-making capacity, guardianship appointments, stewardship of personal finances or eligibility
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‘resolved’, ‘finalised’, ‘confirmed’, ‘accepted’ and ‘established’
assumed to mark the end of the delay.

Discharge delays were attributed by a single researcher
(AS-R) to each of the causes listed in Box 1. Because some
delays could be attributed to more than one concurrently oper-
ating factor, the factor serving as the immediate bottleneck
requiring resolution before further processing of patient care
could proceed was deemed the dominant cause to which
the days of delay spanning its duration were attributed. For
example, the outcome of a Public Trustee application regarding
a patient’s financial affairs, upon which any further action
regarding RACF placement depended (dominant factor),
became known 12 days after lodgement, but it took another
7 days for the family, who from early in the admission were
reluctant to accept the need for residential care, consented to
RACEF placement. Therefore, the delay attributed to the Public
Trustee application was the first 12 days and that attributed to
family refusal was the subsequent 7 days. The total non-acute
OBDs secondary to each delay was the sum of the individual
delays.

In determining inter-rater reliability of the method used to
categorise delays, the second researcher (IAS) independently
reassessed 48 instances of delay categorisation derived from
a random sample of 10 patients (8% of the study cohort).
Agreement was seen for 44 instances (92%).

Resource utilisation

average hospital bed day cost.

Potential remedial strategies

A list of potential strategies for minimising non-acute
derived from a review of literature pyblished between 1990 and
2014 using PubMed and search tog }

1 to rank the strategies, grouped
asjing importance.

Statistical analysis

Continuous variables are ‘presented as the mean +s.d. or as
the median with the interquatfile range (IQR) in parentheses
for normally and non-normally distributed data, respectively.
Fisher’s exact test and the Kruskal-Wallis test were used to
compare mean and median values. Chi-squared tests were used
to compare categorical variables. Analyses were performed
using GraphPad v2 (GraphPad Software Inc., San Diego, CA,
USA) and Excel (Microsoft, Redmond, WA, USA) statistical
packages. Because the present study was a retrospective analysis
of routinely collected data on completed episodes of care with
reporting of anonymised data and no need for patient contact,
ethics approval was waivered by the Metro South Hospital and
Health Service (MSHHS) Director of Clinical Governance.

Australian Health Review C

Results
Patient characteristics

In all, 406 patients were included in the study, of whom 131 had
long stays (non-acute LOS >28 days) and 305 had short stays
(non-acute LOS <28 days). Patient characteristics of the two
groups are listed in Table 1. Patients with long non-acute stays
were slightly younger and had longer acute LOS than those with
short non-acute stays. The frequency of admission diagnoses did
not differ between the groups, except for falls occurring more
often and infections less often in the former compared with the
latter group.

Causes of discharge de

patients were 7 apd 49
(17%) and 6950((83%) 0B

After subtracting\{romf the/tptal non-acute stay the first 7 days

elays, ranked according to decreasing
able OBDs, are listed in Table 2 and

ndinBoth frequency and attributable OBDs were waits
ueensland Civil and Administrative Tribunal (QCAT)
tions regarding guardianship of patients with impaired
€rision-making capacity, which involved 18 patients (14%)
id was responsible for 13% of OBDs, with an average
edian) wait for each application of 38 (34) days. Family
and carer refusal of recommended care involving 15 (11%)
patients accounted for 7% of OBDs. Waits for Adult Guardian
appointments, delivery of domiciliary care, Public Trustee
applications and funding decisions (mainly related to Disabil-
ity Services Queensland (DSQ)) each consumed between
4% and 5% of OBDs. Waits for Aged Care Assessment Team
(ACAT) assessments, social worker reports, geriatrician
or psychiatrist reviews and confirmation of people who had
enduring power of attorney (EPOA) each accounted for be-
tween 1% and 3% of OBDs. Waits related to resolution or
diagnosis of undefined medical conditions (e.g. prolonged
delirium or plateau of recovery following disabling stroke)
affected four patients destined for residential care and man-
agement of acute medical complications affected nine patients
already classified as non-acute, with each responsible for 3% of
OBDs. Of note, an additional 62 patients suffered 69 acute
medical events that were not considered prime causes of
delay, the majority (87%) being infections and the remainder
falls and adverse drug reactions.

In identifying delays that could be targeted for minimisation
strategies, causes were aggregated into seven groups (Table 3),
comprising lack of RACF beds (44% of OBDs), administrative
delays external to hospital processes (24%), patient or family
refusal of care options (10%), delays in assessments internal
to the hospital (7%), delays in delivery of home support
(7%), waits for investigations or resolution of undefined
medical conditions (3%) and management of acute medical
complications (3%).
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Table 1. Patient characteristics
Data are given as the mean =+ s.d. (for age), n (%) or as median values with the interquartile range in parentheses. LOS,
length of stay; OBDs, occupied bed days

Non-acute patients requiring maintenance care P-value
Long-stay patients Short-stay patients
(n=131) (n=305)
Age (years) 74.7+12.3 78.8+12.5 0.003
No. men 75 (57%) 156 (51%) 0.438
Living situation before admission 0.167
Lives in community 107 (81%) 232 (76%)
Lives in residential care 24 (18%) 73 (24%)
Admission diagnosis
Progressive dementia 31 (24%) 53 (17%) 0.145
Falls 25 (19%) 12 (4%) 0.001
Cerebrovascular accident 21 (16%) 29 (10%) 0.098
Cardiovascular disease 14 (11%) 27 (9% 0.592
Delirium 7 (5%) 10 (3 0.295
Infection or sepsis 6 (5%) <0.001
Syncope 2 (2%) 0.587
Other 25 (19%) 0.004
Acute LOS (days) 7.0 (3.0-14.0) <0.001
Acute OBDs (% total OBDs) 1456 (17%)
Non-acute LOS (days) 40.0 (29.0-60.0) <0.001
Non-acute OBDs (% total OBDs) 6950 (83%)
Total LOS (days) 49.0 (38.0-70.0) 25.0 (16.0-34.0) <0.001
Total OBDs 8409 9564
Discharge disposition
Residential care facility 92 (70%) 190 (62%) 0.186
Lives in community 37 (28% 107 (35%) 0.73
In-hospital death 229 OO A 8 (3%)

Q

Table 2. Causes of delay in th /Arequency and attributable occupied bed days (OBDs)
Data for OBDs show the number of OBDs attribitabl&to the delay, with the percentage of total non-acute OBDs in parentheses.
RACEF, residential aged care facility; QCAT, QueensTad €jvil and Administrative Tribunal; ACAT, aged care assessment team;

EPOA, end@g\power of attorne}¥’ LOS, length of stay; IQR, interquartile range

Rank according Cause of dglay OBDs Frequency” Median (IQR)
to OBDs non-acute LOS
N4

1 2372 (43.8%) 91 21 (22)
2 683 (12.6%) 18 34 (27)
3 356 (6.5%) 15 14 (21)
4 253 (4.6%) 8 22 (27)
5 247 (4.5%) 5 21 (56)
6 dij-for Publj€ Trustee applications 234 (4.3%) 10 25 (8)
7 dit for funding decisions 207 (3.8%) 4 21 (34)
8 ignt refusal of care options 196 (3.6%) 2 98 (42)
9 it fpr resolution, recovery or diagnosis of 172 (3.1%) 4 38 (32)
non-acute medical condition
10 Wait for ACAT assessments 154 (2.8%) 14 9(5)
11 Management of acute medical complications 152 (2.8%) 9 10 (9)
12 Wait for social worker reports 120 (2.2%) 9 14 (10)
13 Wait for delivery of home equipment 110 (2.0%) 4 28 (26)
14 Wait for geriatrician or psychiatrist review 71 (1.3%) 6 12 (4)
15 Wait for EPOA identification and confirmation 60 (1.1%) 3 21 (6)
16 Wait for home modifications 28 (0.5%) 1 28 (0)
17 Wait for results of investigations 5 (<0.09%) 1 5(0)
Total 5420 204

AThe frequency (number of occasions) may not equal the number of patients affected because the same cause of delay may occur
more than once in the same patient.
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Box 2. Case studies of discharge delays

Case 1

Ms A.K., an 87-year-old woman admitted from home, lived alone and had poor social support. She was admitted with recurrent falls and delirium secondary
to urinary tract infection; this was on a background of newly diagnosed Alzheimer’s dementia, type 2 diabetes, Parkinson’s disease and osteoarthritis of the
right knee. After a 5-day acute length of stay (LOS), Ms A.K. was seen by geriatricians a week after referral and was assessed as having no capacity to make
health and financial decisions. She proceeded to have an aged care assessment that was completed 5 days later and recommended residential care (first
delay =5 days). Application was made for appointment of a public guardian and public trustee, which was finalised after 3 weeks (second delay =23 days),
and the patient then stayed in hospital until transfer to an interim nursing care facility (third delay =11 days).

Case 2

Ms C.P., a 64-year-old woman with C6 quadriplegia, lived alone and presented with a urinary tract infection followmg arecent admission with fractures of

her right patella and tibia managed conservatively with a Richard’s splint. Her medical comorbidities included obes osteoporosls epllepsy and venous

thromboembolism requiring long-term warfarin. Ms C.P. had significant support needs, being wheelchair boundy '\ quiry
1 Zoy

and/r¢habilitation team assessments

to patient refusal =20 days), a concerted effort was made to find a community care service willing|
funding. It was not until approximately 4 months later that the social worker was able to negotiate

espite her complex needs and lack of
with additional home support (second

a suprapubic catheter.

Case 3

Rank according Cause of delay OBDs Frequency

to OBDs

1 or R ds 2372 (43.8%) 91

2 inistrative external to hospital (QCAT, Public Trustee, 1377 (25.4%) 40

t Guardian, fiding decisions (DSQ, insurance companies))

3 amily refusal of care options 552 (10.2%) 17

4 Delays i sssments internal to hospital (ACAT, social worker, 405 (7.5%) 32
geriatriciamNOr psychiatrist reviews, EPOA identification)

5 Delays in delivery of home support (domiciliary care, home 385 (7.1%) 10
egaipgent or modifications)

6 forf investigations or resolution of undefined medical condition in 177 (3.3%) 5
clinically stable patient not receiving acute care

7 anagement of acute medical complications 152 (2.8%) 9

otal 5420 204

Resource utilisation

Assuming a bed occupancy of 90%, the 6950 OBDs expended
on non-acute care of our long-stay patient sample over the
41-month study period equates to 2034 OBDs per annum equiv-
alent to six beds or 8% of the nominal 76-bed service. Assuming
an average acute hospital bed day cost of A$1500, the nominal
expenditure incurred by this sample of non-acute stays equals
A$10.4 million, or A$3.1million per annum. This does not
include additional costs, such as nurses (‘nurse specials’) or

security staff being assigned to monitor one-on-one aggressive
or wandering patients for extended periods of time.

Potential remedial strategies

The literature search retrieved five review articles,"*” all from

the UK, that yielded several potential strategies for minimising
delays, as listed in Table 4. These data and the results listed in
Table 3 were provided to 55 recipients (26 doctors, 10 nurses,
19 allied health professionals) within the general medicine
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service. Thirteen (24%) recipients responded and ranked each
group of strategies according to their perceived level of impor-
tance from 1 (most important) to 7 (least important).

Discussion

The present study defined causes of, and quantified bed usage
resulting from, discharge delays pertaining to long-stay non-acute
general medical patients in a tertiary hospital. Although lack of
RACEF beds delayed the discharge of 70% of patients, it only
accounted for 44% of non-acute OBDs. One-quarter of OBDs
were secondary to administrative delays external to hospital
processes, with applications to QCAT and appointment of
Adult Guardians accounting for more than half. Patient or family
refusal of care options accounted for another 10% of OBDs,
whereas delays related to internal hospital assessment processes
accounted for just under 8%. Hospital-acquired acute medical
complications affected half the sample and accounted for 7%
of OBDs. For the most part, when comparing characteristics of
long-stay and short-stay non-acute patients, longer delays were
independent of patient age or clinical or residential status on
admission.

Study limitations

The patient sample was small, limited to one tertiary hospital,
and involved only patients categorised as requiring maintenance
care, and therefore the results may not be generalisable to other
institutions or patient populations. The method used by treating
consultants to classify patients as non-acute was not prospectivel
validated, but periodic audits by the hospital coding unit irdicated
few violations of accepted criteria (Maria O’Neil, .

2015). The method for attributing OBDs to speci

stay were not subtracted as acute OBDs, b
may have circumvented these acute ¢

individuals unable to attend the

Comparison with other studje

ting to identify contributors
dicine patients based
Its. In a study of 200

gional Tasmanian hospitals in
for non-medical reasons,® most aftributed to poor access to
community care services and residential care. A Canadian snap-
shot study of two hospitals in 2009 revealed that 33% of acute
beds were occupied by non-acute patients, most with dementia.’
In a cross-sectional study of approximately 2500 discharges
from a large UK hospital over 12 months from April 2001,"°
4029 OBDs were attributed to delays in social service assess-
ments of care needs and financial eligibility (38%), restricted
access to domiciliary care (18%), residential care (24%) or
rehabilitation (5%) and family induced delays (15%). Among
88 patients discharged from a UK tertiary hospital, 21% of
OBDs were attributed to delays, with patient refusal of care and

A. Salonga-Reyes and I. A. Scott

impaired access to residential or rehabilitation beds being major
11
causes.

Potential strategies for minimising delays in discharge

In minimising delayed discharges of non-acute patients, literature
reviews proposed various strategies (Table 4), although very
few have been subjected to rigorous analysis of effectiveness.
Our respondents nominated improved access to residential care
beds as a priority, especially for patients with special needs,
such as those w1th dementia and behav1oural problems,'? mental
health disorders'* or patients wigh lectual impairment.'* The
MSHHS has fewer residentig pedg per population in its
catchment (86.3 per 1000 ova gars pf age) than the national
ding for, and licensing
d residential care beds is
' Expansion of fast-track

of, approprlately config
aneglected need in
community-based d
specific assessm

rapid two-w.
staff in decidi

efectronic transmission of hospital data
oconferences for direct patient visualisation.
ent consultants or brokers, and greater access

are-beds (pending final RACF destination), were
ougly endorsed.

ed a median prolongation of hospital stay of 53 days,"’
compared with 22 days in the present study. Agencies such as
QCAT and Adult Guardian may consider fast tracking applica-
tions originating in hospitals by employing a dedicated hospital
approval processor. More efficient interagency collaboration in
assessment and decision processes relating to specific patients
could be afforded by all agencies agreeing to a single represen-
tative or mediator participating in multidisciplinary case confer-
ences and exchanges with social workers, conducted through
a single agreed communication channel (telephone, email or
videoconference, as appropriate). In this way multiple agencies
could receive and process relevant requests concurrently and, in
so doing, promote greater harmonisation of their procedures.
Delays in internal assessments by social workers, geriatricians
and ACATs could be reduced by using common assessment
procedures coupled with more staff trained in performing such
assessments.

Family and/or patient refusal to accept recommended care
often relates to unrealistic denial of the need for care®” and can be
difficult to negotiate. To date, no studies have been reported
that offer a framework for assisting appropriate decision
making.®" In its absence, persistent refusal to accept care and/
or provide listings of preferred RACFs beyond a reasonable
time frame (e.g. 14 days) may prompt formal letters of request
to do so from hospital administrators and mandatory attendance
at family conferences to discuss and resolve outstanding issues.

Hospitals or funding agencies, such as the Medical Aids
Subsidy Scheme (MASS), should consider hiring equipment,
such as hoists or pressure mattresses, for a limited period (e.g.
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Table 4. Suggested strategies and order of importance as perceived by hospital staff respondents
Rankings are shown in decreasing order of importance. OBDs, occupied bed days; QCAT, Queensland Civil and Administrative Tribunal; DSQ, Disability
Services Queensland; ACAT, aged care assessment team; EPOA, enduring power of attorney; SDM, substitute decision maker; RACF, residential aged care
facility; HITH, hospital in the home; MASS, Medical Aids Subsidy Scheme

Ranking Cause of delay Potential remedial strategies
1 Wait for RACF or supported Access to more interim care or respite care beds
accommodation beds Access to more transitional care programs providing half-way options between hospital and
RACF

More RACF beds or supported accommodation for patients with special needs:
« dementia with or without wandering behaviour or behavioural and psychological
symptoms
« mental health problems
« intellectual impairment
« bariatric patients
« homeless
« other patient groups requiring g
More direct communication betweg
for transfer:
« electronic transmission g

abut not eligible or suitable for RACF
d RACF staff in deciding patient eligibility

2 Administrative delays in decisions
relating to applications to external
agencies (QCAT, Adult Guardian,
Public Trustee, funding decisions
(DSQ, MASS, Centrelink,
insurance companies)) yithin stipulated periods after lodgement of applications

decisions on the basis of clinical urgency

decisions beyond stipulated periods where agencies perceive hospitals as

ith no sense of urgency to act

jacking systems that regularly report status and progress of patients with non-acute stays

exceedipig 4 weeks to all relevant stakeholders

Formal letters from hospital administration requesting acceptance of care options if mediation

efforts fail

\Jdndatory attendance at family meetings convened to discuss future management

Financial impost or legal sanctions for inordinate delays in accepting recommended options
and/or providing RACF listings

Mandated acceptance of first available interim care or RACF bed pending transfer to facility of
first choice at a later date when vacancy arises

3 Patient or family refusal of care options

Single common assessment process

Ability to undertake decisions in medically stable patients despite ongoing prolonged courses
of active treatment (e.g. intravenous antibiotics for osteomyelitis or endocarditis)

Higher frequency of ACAT assessment rounds (especially over public holiday periods)

Reduced turnaround times for ACAT decisions

Request to families to nominate EPOA or SDM early in admissions

More social workers

5 Delays in delivety/0f home support Hospitals to hire home equipment for a limited period while undergoing trial in hospital or
(domiciliary care, home equipment RACEF, pending completion of the MASS application for final approval
or aids or modifications) Extra funding to occupational therapists to complete equipment trials in hospital, community
or RACFs
Hospital preferred provider of home equipment and home modifications
In-house supply and rental service of assistive appliances (e.g. walking frames or wheelie-
walkers, crutches, orthotic aids etc.)
Local or regional professional teams to coordinate care packages
More diversified range of home care packages and services
Reinstatement of state-level public funding for home care services
Contractual requirement for community-based support agencies to provide flexible patient-
centred services
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Table 4. (continued)

Ranking Cause of delay Potential remedial strategies

6 Wait for investigations or resolution of Cancellation of tests ordered by non-general medicine specialists viewed as unnecessary for
undefined medical condition in management
clinically stable patient not Ability to initiate assessment and care or placement processes in the absence of a specific
receiving acute care diagnosis (e.g. patients with prolonged delirium of unknown cause, psychological or

behavioural problems)
7 Management of acute medical Early initiation of advance care planning in eligible patients with poor prognosis

complications

More proactive use of HITH teams in providing active treatment of medical condition in non-
hospital settings

maximum 4 weeks) while being trialled in hospital and, if found
suitable, transferred with the patient to community or RACF.
This could expedite discharge pending completion of the MASS
application approving final purchase. Extra funding or resources
may be given to occupational therapists to complete equipment
trials in a timely manner, either in hospital or in nursing homes
and private residences. A list of preferred providers of home
equipment and modifications could be developed based on
cost and responsiveness to requests. More scope to transfer or
discharge patients to respite care while equipment trials or
home modifications are being undertaken would also assist. The
hospital could consider funding several beds held in trust by
external agencies, such as the Lions Club, and hired out for
a limited period of time to facilitate discharge while private
funding is arranged for final purchase.

Calls were also made for a more diversified and flexible
range of care packages and home services, reinstatement o

discharge planning of patients

4 weeks to all relevant stak: |

or less, suggesting a short-wedacute medical problem precip-
itated decompensation of a long-standing situation of diminishing
capacity and insufficient home catt. Our experience, and that 3
of others,”® suggests that older patients and their families often
fail to access additional support or residential care despite evident
need. Interdisciplinary teams, including general practitioners, 4
that closely monitor frail older patients in the community and

promptly mobilise resources, including ACAT assessments, in >
response to rising medical or social needs can reduce hospital
admissions of such patients by up to 50%.”* 6

Operationalising many of these strategies will require nego-
tiation over time between different agencies across different
jurisdictions (health and social services). In the short term,
hospital and health services could collaborate with all relevant

non-acute care stakeholders wi
an integrated governance s

all local resources for non-adytécaré
e clinicatetdtcomes®” and may reduce
ts in hospitals subjected to

approach appears to i
the number of nonfafut
discharge delays by %

Conclusion

om

cholders, both within and outside hospitals.
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Organisational Development, Strategy & Implementation

QCAT Guardianship Process Initiative

Project description and outcomes as at January 2017

The QCAT Guardianship Process initiative was developed to improve patient flow and create additional
capacity in MNHHS by addressing delays associated with engagement with the Queensland Civil and
Administrative Tribunal (QCAT).

The initiative has more than halved the average wait time from date of application to date of hearing for
MNHHS patients who require an alternative decision-maker to be appointed by QCAT. Enhanced
governance and communication arrangements between MNHHS and QCAT hawe improved the application
and hearing scheduling process. Patients have benefited from more timely r@ Q more appropriate
care environments.

The initial 12-week trial (July — September 2016) was funded by the D¥ep t of Health as a Winter Bed
Management Strategy. A further 12 months of funding to September wags/subsequently sourced from
the Integrated Care Innovation Fund (ICIF).

The Challenge

e A cohort of approximately 200 people per annum who al tients of MNHHS facilities and who lack the
capacity to make their own personal and/or finan eci require an alternative decision-maker to be
appointed by QCAT. Two thirds of this cohort is age 65, with a median age of 73.

Freaning that whilst patients continue to receive care, an
iwonment, and that scarce bed days are being utilised by

e These lengthening waits are medicall
acute hospital ward is not the most 3
patients who have no acute medica

e The large and increasing numbers of applieatigns are placing constraints on QCAT’s limited resources and are

contributing to lengthening defays.

The Model
1) Established a dedicated QCA ial Work Coordinator role to act as a single point of escalation within
MNHHS for mattep ing to QCAT, and to act as a single point of contact with QCAT’s hospital case

management tea

2) Purchased addit ospital-based hearing days from QCAT, with the cost of purchase to be more than
outweighed by thesehefits in terms of bed capacity creation through reduction in length of medically
unnecessary hospital

3) Developed guidelines and educational materials to assist MNHHS staff to navigate the QCAT application
process.

The Outcomes

e Reductions in average wait from date of QCAT application to date of hearing to 35 days during the trial period.
This is compared to an average of 66 days in the six months preceding the trial. This average has been further
reduced to 25 days during the post-trial period (October 2016 — January 2017).
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Month

ly Average wait times from date of application to date of hearing - MNHHS

Month Hospital Hearings Average Wait (days)
January — June 2016 21 66
July 2016 14 50
August 2016 20 31
September 2016 10 24
Initial Pilot Totals 44 35
October 2016 10 21
November 2016 23 27
December 2016 9 21
January 2017 17 28
Post-Pilot Totals 59 25
Project Totals 103
RN
Wait time to access hospital-baséé@%2 hearing
70 N
© N\ <
=50
£, N et
§ ~
20 W
10 >
Jan-Jun July Auwmber October November December January
2016 201 2016 16 2016 2016 2016 2017

The

During the initial piletperiod, an estimated 1,247 bed days of additional capacity were created due to the
reduction in bed 2

A2 cupied by patients awaiting QCAT hearings.
S eparet/evatuation report estimates project return on investment of 402%. This is based on an

assessment of the e of additional bed days created, a conservative 90/10 estimate of bed mix of created
capacity (subacute vssaciite) and internal MNHHS data on cost per bed day for the 2015/16 financial year.

MNHHS clinical stakeholders have indicated their satisfaction with the outcomes of the project, in particular
the improvement in communication between MNHHS and QCAT.

Future

During 2017, the project team will work with the Department of Health to explore the sustainability of the
model, as well as its potential portability to other HHSs.

Under ICIF funding, the project scope has been expanded to also examine potential process improvement
initiatives between MNHHS and the Office of the Public Guardian (OPG). Negotiations are underway for a
senior OPG employee to be based in MNHHS and to act as the alternative decision-maker for MNHHS
inpatients requiring the appointment of the Public Guardian.
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Organisational Development, Strategy & Implementation

Social Work Co-ordinator Role — whilst there is no single purpose for this role, one of the aims of the pilot was to
centralise the guardianship process which has been misaligned, inconsistent and reliant on a localised model
developed to suit the needs of individual hospitals. Historically, there has been no HHS wide focus on this cohort and
therefore, the “QCAT-guardianship problem” has been largely perceptive rather than measured. The co-ordinator
position required a person with contextual, empirical and local know of the process, and with relevant established

networks across and beyond the HHS.

The role has provided a single point of contact between the HHS and the other age fivolved in the guardianship

process.

It has also provided a means to support and advise clinicians across the distfict edium to identify the internal
systemic practices and issues which frequently lead to counter-producti Q /practices and relationships
between the HHS, QCAT, Public Trustee and the Office of the Public Gus d less than optimal outcomes for the
patients.

This delivered an opportunity to develop resources and t galth professionals with the QCAT
application process and in their interactions with the guard cesses, address the knowledge gaps, and

&P as one in which respective agencies tended to
d>s eir internal priorities. This approach was non-collaborative and

operate with siloed — serial processes focuse
where the patient’s rights and needs were over-shadowed by organisational imperatives.

Social Work is a Values based prgfes nderpinned by social justice and human rights. The role has thus ensured

that the adult — patient remains centre of the guardianship process. Activities with and between the HHS and

other agencies have shifted to

Qn“td the role can be summarised as follows:

rship model and patient outcomes, in the context of the guardianship

process, are now more d appropriate and more increasingly, arrived at through inter-agency collaboration.

The social work contribu

Social Work Profession

e Social Justice Framework/Human Rights — “do what is right”

e Convention on the Rights of Persons with Disabilities

e GAA General Principles & Health Care Principle

e hospitals are for sick people

DOH-DL 17/18-03%: age o o £



e patients have the right to say no

Clinical

e Patient —centred care : right care, right place, right time

e Liaison point for social workers/health professions to provide advice and guidance with process

Operational

¢ Facilitating patient flow

e Centralising communications @
e Point of escalation between HHS and external agencies @

e Collecting and maintaining data @

e Aligning and streamlining inter-agency guardian%

Strategic

e inter-agency collaboration, networking j | and external to HHS and Health

¢ this has led to a gradual shift in culture o Silged, serial approach by all agencies involved in care of patients in

the cohort

Safety & Quality —

e developed resources-igtended topyovide health professionals a single source of information when faced with

prospect of app optimising the quality of QCAT applications

e addressing knowledyge gaps in the guardianship process / legislative requirements

e minimising interim orders to ensure they meet criteria outlined in legislation- now rarely dismissed
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Metro North Hospital and Health Service

QCAT Guardianship and Administration Process

A flowchart to guide the decision-making process when considering an application to QCAT

Ther is a DECISION that needs to be made '[zloEeE?t:appearthatdecisions need to be madein

regards to the patient’s welfare?

TYPES OF DECISIONS:

Personal and health decisions: there are a range of
decisions that can be made on behalf of a patient

e need for the appointment of a guardian by
Most health care decisions can be made
e patient’s existing support network.

Does the person have CAPACITY to make the particular decision?

and service providers require a formal
to enable someone to make financial decisions

Person makes Capacity
decision Assessment Does the patient appear to exhibit a lack of capacity to

make decisions with regard to their welfare?

Capacity — capacity for a person for a matter means the
person is capable of:
(\ (a) Understanding the nature and effect of decision

about the matter; and

(b) Freely and voluntarily making decisions about the
matter; and

(c) Communicating the decision in some way. If a person
needs to make a decision and is unable to carry out

any part of this process, they have impaired decision-
making capacity.

ENDURING POWER OF ATTORNEY:

Is an important legal document allowing someone

else to make personal and/or financial decisions on

a person’s behalf. Generally, if a person has made an
EPA and the appointed attorney(s) are willing to act, an
application to QCAT is not required.

APPROPRIATENESS:
Does the patient already have, or now requires a formal
decision maker?

an the person’s needs be Guardian and/or administrator appointed by QCAT — in

Person has
decision-making
capacity

Are you satisfied the o o
. . . . . . the absence of a formal decisionmaker, or conflict exists
substitute decision maker is met in a way that is less within a patient’s network, QCAT is able to appoint a
making decisions in the way restrictive than having a guardian and /or an administrator for the patient. If you

believe a patient needs to have decisions made on their
behalf and no authority exists to make those decisions,
then you should make an application to QCAT. You
should notify the patient of what you intend to do.

INTERIM ORDER:

If the tribunal is satisfied there is some evidence of
impaired decision-making capacity and there appears
to be an immediate risk of harm to health, welfare or
property of the adult concerned in an application,
Seek advice Application including risk of abuse, exploitation, neglect or self-
from Office of to QCAT for a neglect, the tribunal may make an interim order.

Public Guardian guardian and

they are required? guardian or administrator?

o Applying for a guardian or administrator?
administrator For application forms and further information
visit QCAT at: www.qcat.qld.gov.au/

Seeking advice from Public Guardian?
Email: adult@publicguardian.qld.gov.au

Decision made L. Agreement Phone: 1300653187
by substitute Ifthe patient is at reached or
decision maker immediate risk an matter resolved
INTERIM ORDER

may be appropriate

V1. Effective: Dec 2016 Review: Dec 2017 rT.o};_\Y_é] © State of Queensland (Metro North Hospital and Health Service) 2016. PN
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1. Introduction

The purpose of this guideline is to assist health professionals in Metro North Hospital and Health Service have a better
understanding of the QCAT application process for adult patients with impaired decision-making capacity who need
the appointment of a substitute decision maker during their hospitalisation.

The guideline provides information to support the following processes:

1. Introductory information on Queensland Civil and Administrative Tribunal (QCAT) and guardianship and
administration in Queensland

Introductory information on the definition of legal capacity in Queensland
Outline of the General Principles that inform the QCAT application process
Guidelines to determine when/if a person may require a QCAT application

Guidelines and links to support the application process

o 0~ w N

Links to current legislation pertinent to QCAT guardianship and administra att

This document has been reviewed and endorsed by QCAT and is supported eO the Public Guardian and
the Public Trustee.

QCAT is an independent tribunal which can make decisions about decis |r@ing for adults with impaired capacity.
This includes, whether a person will be made subject to guardiang Q administration appointment, whether less
restrictive alternatives can be used and whether existing orders £ Atinyed or revoked™.

The Tribunal will only appoint a guardian or administr
e The adult has impaired capacity;
e There is a need for a guardian or administrator,

e If a guardian or administrator is not appei
will not be adequately protected.?

Guardianship is a serious intervention as it ts of the represented person to make decisions for

nsibility to another person.

When lodging a QCAT application se€king the appointment of an Administrator and/or Guardian, as applicants, health
professionals must provide the Tri sound evidence and reports that satisfy the Tribunal’s criteria as
described in the Guardian and A t 2000°. They must also demonstrate that there are no informal
workable decision making proc
resolved informally. Informal

In keeping with the General Rrjnx
Torres Strait Islander, oy/pé
respect for the pertinegt 4]2

ability is perceived.

iples of the Act®, applications on behalf of persons who identify as Aboriginal and
from a cultural and linguistically diverse background (CALD) must be embedded in

1.2 About decisidn-making capacity

The Queensland Law Society Handbook for Practitioners on Legal Capacity (2014)6 outlines the basic principles of
Legal Capacity in the following way:

;Oﬁice of the Public Advocate, ‘Decision-making support and Queensland’s guardianship system
Guardianship and Administration Act 2000: Part 1, 12

% Ibid, 3

Ibid, 4, Part B:5, p37

Guardianship and Administration Act 2000, sch 1, Principles, 9, p, 145

Queensland Law Society, 2014, Queensland Handbook for Practitioners on Legal Capacity, p.19-23
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1.2.1 Presumption of capacity

At common law a person’s legal capacity is presumed. In Queensland this is upheld by the Guardianship and
Administration Act 2000 and the Powers of Attorney Act.”

If an adult® loses capacity and has not made an enduring power of attorney, the Guardianship and Administration Act
provides a mechanism for decisions to be made on behalf of an adult if they lose capacity due to accident, illness,
undue influence or age.9

There are three elements to making a decision:
1. Understanding the nature and effect of the decision;
2. Freely and voluntarily making a decision; and
3. Communicating the decision in some Waylo.

An adult is presumed to have capacity for a matter unless it can be shown otherwise, *-If an adult needs to make a

decision and is unable to carry out any part of the decision-making process, they h aired decision-making
capacity.

Furthermore, the Office of the Public Advocate™ emphasises the importanc nner in which capacity is
assessed because: “legal capacity sets the threshold for individuals to take ns that have legal

consequences”; and

onger exercise their legal capacity for
on makes in relation to that matter. If a
person is found to lack capacity for a matter, a substitute W er such as a guardian or administrator

g poyler of attorney may be activated. A finding
rSON’'S/g tonomy.”13

1.2.2 Capacity is time-specific

Capacity fluctuates over time and a person may lack c for ;a particular decision temporarily — for a short period
of time or for a long period of time'*. Whether a e ion-making capacity may also depend on

, hois€ or who is present. Capacity may be affected by personal
ofyol. Therefore, when one or more of these factors are

There is no single test for capacity; ends on the subject matter of the decision to be made. A “domain”
refers to the general category of at the decision falls into.*®> The Queensland Law Society highlights
that the entire structure of the ship and Administration Act 2000 (QIld), Powers of Attorney Act 1998 (Qld) and

Public Guardian Act 2014 (QI

Whether a person has{dé
different legal tests for

capacity is decided according to the law. In different areas of life there are
a person has the capacity to make a decision. For example, the test for capacity to

! Guardianship and Administration Act 2000(Qld) schl, pt 1 principle 1; Powers of Attorney Act 1998 (QIld) sch 1, pt 1, principle 1
8 Adult is defined in Sch 1 Acts Interpretation Act 1954 (Qld) as an individual who is 18 or more

9 Public Trustee: http://www.pt.gld.gov.au/disability-and-aged-support/guardianship-and-administration.html

10 Guardianship and Administration Act 2000 (QId) sch 4; Powers of Attorney Act 1998 (QId) sch 3.

1 Queensland Law Society, 2014, Queensland Handbook for Practitioners on Legal Capacity, p.12

12pustralian Law Reform Commission cited in Decision-making support and Queensland’s guardianship system, 2016, Office of Public Advocate

Qld), p.54
$3 Office of the Public Advocate (QId) 2016, Decision-making support and Queensland’s guardianship system, p.54,
http://www.justice.qgld.gov.au/ _data/assets/pdf file/0010/470458/OPA DMS_Systemic-Advocacy-Report FINAL.pdf

 |bid, 6, p.19

15 1bid, 6, p.20

16 See, e.g., Guardianship and Administration Act 2000(QId) s 12, sch 2 (list of matters); Powers of Attorney Act 1998 (QId)s 32, sch 2 (list of
matters)
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make a will is different from the test for capacity to make a medical decision. These tests also vary depending on the
State or Territory. 1

1.24 Capacity is decision-specific
The level of mental competence necessary to have capacity to make a particular decision depends on the nature and
complexity of the decision in question. The Guardianship and Administration Act 2000, states:

‘the capacity of an adult with impaired capacity to make decisions may differ according to... the type of

decision to be made, including, for example, the complexity of the decision to be made’.*®

For example an individual may have capacity to decide where they live, pay their bills and buy groceries, but may not
be able to make investment decisions about their money or sell their house. They may be able to make a simple
medical decision to have a blood test but lack the capacity to decide about complex medical decisions such as
amputations.

1.2.5 Capacity to decide must be distinguished from the degi

Capacity should not be determined purely by examining the content of a person’s desjst

require a person to always make decisions that are objectively correct or in t best interests or in the best

interests of certain others’.'® The Guardianship and Administration Act 200 t “the right to make decisions

includes the right to make decisions with which others may not agree”.?°

1.2.6 No assumption of incapacity due to appeara behaviour or disability

‘Capacity should not be assessed solely on the basis of a persons.appearance, their age, the manner in which they
behave and communicate or any (physical or intellectual) disabi t ga@irment they may have’.**

While a person may have a disability or medical conditio
For example, a diagnosis of Alzheimer’s disease or other de
disability or acquired brain injury does not automatically

ia, mental iliness, intellectual or other cognitive
n cannot make their own decisions.

1.2.7 Capacity may be increased opplate support

Often there are easy ways to assist or 8 4@ o make their own decisions. For example: getting an
interpreter, using plain language and simplé~sertépices when communicating, using pictures or photos, writing things

1.2.8 Substituted decis} king is a last resort

Act 2000, ‘the right of an adult with impaired capacity to make

rfered with, to the least possible extent’.

Failure to take into account a person’s s and include their support network in decision making can lead to the
removal of the substituted/ '4 il gn maker by the Tribunal.
2. ExclusiQri

D
Persons under eighteen yege are excluded from the Act and this application process. It is noted that Section
13 of the Guardianship and Administration Act 2000 **allows the Tribunal to make an “Advance appointment” when

7 hitp://capacityaustralia.org.au/about-decision-making-capacity/

18 Guardianship and Administration Act 2000(QId) s 5 (c)(ii)
19 Queensland Law Society, 2014, Queensland Handbook for Practitioners on Legal Capacity, p.21
20 Guardianship and Administration Act 2000(QId) s 5(b)
21 .
Ibid, 16
%2 |bid, s 5(a)
% |bid, s 13.
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the individual is 17 years and 6 months. These appointments come into effect when the individual turns 18 years of
age.

3. General Principles

The principles guiding the application process are consistent with the General Principles® described in the Act as
follows:

Presumption of capacity
1. An adult is presumed to have capacity for a matter.
Same human rights

2. (1) The right of all adults to the same basic human rights regardless of a particular adult’'s capacity must be
recognised and taken into account.

(2) The importance of empowering an adult to exercise the adult’s basic h ghts must also be recognised
and taken into account.

Individual value

3. An adult’s right to respect for his or her human worth and dignity as a dup) must be recognised and taken
into account.

Valued role as a member of society
and taken into account.

(2) Accordingly, the importance of encouraging and sup
society must be taken into account.

adult to perform social roles valued in

Participation in community life

5. The importance of encouraging and supporting ive’a life in the general community, and to take part
in activities enjoyed by general community, mus ¢n into account.

including the developme i ograms and services for people with impaired capacity for a matter
must be recognised an

e To the greatest extent practicable, for exercising power for a matter for the adult, the adult’s views and
wishes are to be sought and taken into account; and

e A person or other entity in performing a function or exercising a power under this Act must do so in the
way least restrictive of the adult’s rights.

(4) Also, the principle of substituted judgment must be used so that if, from the adult’s previous actions, it is
reasonably practicable to work out what the adult’s views and wishes would be, a person or other entity in
performing a function or exercising a power under this Act must take into account what the person or other
entity considers would be the adult’s views and wishes.

2 Guardianship and Administration Act 2000, sch 1, Principles, p 143-144
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(5) However, a person or other entity in performing a function or exercising a power under this Act must do so
in a way consistent with the adult’s proper care and protection.

(6) Views and wishes may be expressed orally, in writing or in another way, including, for example, by
conduct.
Maintenance of existing supportive relationships
8. The importance of maintaining an adult’'s existing supportive relationships must be taken into account.
Maintenance of environment and values

9. (1) The importance of maintaining an adult’s cultural and linguistic environment, and set of values (including
any religious beliefs), must be taken into account.

(2) For an adult who is a member of an Aboriginal community or a Torres Strait Islander, this means the
importance of maintaining the adult’s Aboriginal or Torres Strait Islander cult ad linguistic environment,
and set of values (including Aboriginal tradition or Island custom), must be (t& G\account.

Please refer to Multicultural health for information and resources to assjst patier m culturally and
linguistically diverse backgrounds.

Please refer to Aboriginal & Torres Strait Island Health for informatio ndjgenous Hospital Liaison
Services.

Appropriate to circumstances

10. Power for a matter should be exercised by a guardian or ad
to the adult’s characteristics and needs.

for an adult in a way that is appropriate

Confidentiality
11. An adult’s right to confidentiality of information about ult must be recognised and taken into account.

Guardians must also apply the health care prinfigle”? by, ing sure that whenever they are called upon to
make a decision about health care that:

. The health care is necessary
And

maintain or promote the adult’s heath or well-being;
. Is in the adult’s best interests a greatest extent possible, reflects the adults’ views.

The Act aims to seek a balance petween the right of an adult with impaired decision making capacity to
maintain an independent role j ecision making and their right to adequate and appropriate decision
making support.

4. Patient pights and’the right to take risks

All adult patients regarg # have a right to be involved in decision-making on where they should go after
hospital. Hospitals havesa dyty/of care to manage risks relative to discharge planning and can make recommendations
about discharge plans for patients but they do not make this decision. Older people may make decisions which
hospital staff and/or their carersxgo not agree with but this does not necessarily mean it is a wrong decision.”®

agc

The Australian Charter of Healthcare Rights sets out the key rights of patients when seeking or receiving healthcare
services anywhere in Australia, including public and private hospitals.

More detailed information can be found at Australian Charter of Healthcare Riqhts”.

% The Health Care Principle: http://www.publicguardian.qld.gov.au/ __data/assets/pdf file/0011/269309/0OPG-Fact-Sheet The-Health-Care-
Principle.pdf

% https://www.carersvictoria.org.au/Assets/Files/cvic-quardianship%20and%20administration%20applications.pdf
2 http://www.safetyandquality.gov.au/publications/about-the-australian-charter-of-healthcare-rights-a-guide-for-healthcare-providers/
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5. When QCAT may not be necessary®

Alternative arrangements are available to adults with impaired decision making capacity who have family, friends and
a support network to help them deal with important choices.

e Enduring power of attorney

While an adult still has capacity they can appoint someone to make decisions on their behalf by making an enduring
power of attorney. An enduring power of attorney remains in effect until the death of an adult. It does not lapse when
the adult loses decision-making capacity. Adults can cancel their enduring power of attorney whist they still have
capacity. For financial matters, an enduring power of attorney begins whenever the adult wants. An adult can choose
to give an attorney immediate power or determine a time when the power starts. If an adult loses capacity to make
decisions before the enduring power of attorney takes effect, then the enduring power of attorney begins as soon as
the attorney is notified of the adult’s condition.

QCAT can make a declaration about whether an adult has capacity to make a during OJ er of attorney; and can
also make a declaration about the validity of an appointment or an administratgr's rdian’s actions.

e General power of attorney

While an adult still has capacity they can appoint someone to make financial decisi
absent, viz. overseas. A general power of attorney ceases when an adult loses cap

eir behalf when they are

e Statutory health attorney?

ke decisions on an adult’s behalf
ealth care decisions.

A statutory health attorney is someone with automatic authority to make
when an adult has impaired capacity, either permanently or temporaril

A statutory health attorney can act if an adult has not:
(/8

i. set out relevant directions for medical treatment in an a &, Ith directive
ii. appointed an attorney for personal matters undeWﬂ of attorney
S

iii. had a guardian appointed for health care matter,

3D

Powers of Attorney Act 1998 (s 63)30 describes who is
according to who is readily available and cultura

(c) aperson who is 18 years or more and whovs & close friend or relation of the adult and is not a paid carer for
the adult.

The Act also notes:

“If there is a disagree ut which of 2 or more eligible people should be the statutory health attorney or
how the power shoul
(Disagreement ab

More information abou
e Public Trustee;

e Office of the Public G

2 QCAT, Alternative arrangements, http://www.gcat.gld.gov.au/matter-types/guardianship-for-adults-matters/alternative-arrangements
2 Statutory health attorney, http://www.publicquardian.gld.gov.au/adult-guardian/health-care-decisions/statutory-health-attorney
39 powers of Attorney Act 1998, s 63, p45
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5.1 What should you do when a patient has an existing enduring power of
attorney?

When issues of impaired decision making capacity are identified, the social worker or other health professional
involved should:

e Check if there is an existing enduring power of attorney
e Request a copy of the notarised document to be filed in the patient’s chart

e Check that the document has been witnessed in accordance with the legislative requirements for who can be
an eligible witness !

e Any issues or concerns relating to the witnessing of an enduring power of attorney should be directed to the
Office of the Public Guardian for advice.

6. When is it appropriate to apply to QCAT alf of an adult
patient for guardianship or administrati

Applying for guardianship and/or administration during a patient’s hospital s riggered by the following
factors;

l. There is a specific need for a decision to be made; and
Il. The patient has impaired-decision making capacity; and
1. There is no substitute decision-maker to make the decisj

V. There are concerns the substitute decision mak not ng appropriate decisions; or

V. There is evidence the patient has impaired decision- iQg capacity, and there appears to be an immediate
risk of harm to the health, welfare and property a concerned, including risk of abuse, exploitation,
neglect or self-neglect; and

VL. There is no less restrictive way the pati le to be met.

6.1 Types of decisions

a guardian by the Trib
support network. QC
within the patient’s support netw

are decisions can be made by members of the patient’s existing
ppoint a guardian if there is nobody in the patient’s life or conflict exists

]
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e Access to service
e Restriction or prohibition on who may visit a person

e The approval of containment and seclusion in certain limited circumstances #
e The approval of chemical, physical or mechanical restrain t#

¢ Restricting access to objects #

e Other day-to-day issues

3L powers of Attorney Act 1998, Chapter 3, Part 1, 31.
3 http://www.qcat.gld.gov.au/matter-types/guardianship-for-adults-matters
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(# note these types of decisions only apply to adults subject to the disability Restrictive Practice regime>?)
Il. Financial decisions —

Most financial institutions, aged care facilities and service providers require a formal authority to enable
someone to make financial decisions on behalf of a patient. These institutions will require a formal authority
such as an EPA or QCAT administration order. Financial decisions may include®*:

e Paying bills

e Maintaining property

e Managing property

e Undertaking a real estate transaction.

Click the link to read about QCAT guardianship and administration decisions.

7. QCAT Application Process=

7.1 Things to do before making an application

e must be able to demonstrate to QCAT that there is a specific nee( e appointment and that the existing
arrangements for decision making are inadequate

e should notify the adult concerned about what youAdntend

¢ must check whether the adult has given anyone po
appointment, prior to lodging the application you
document about what you intend to do

de enduring document and if there is such an
the person appointed under the enduring

e must obtain details of people who have z

e must ensure that all comprehensive ciplinary assessments to establish the patient’s decision-making
capacity and the level of risk are cutrer M
capacity of the person in respect of théi plysical, cognitive, social, cultural and environmental domains of
function which impact on the type and co
to substantiate that the patie s impaired decision-making capacity must be clearly documented in the
patient’s hospital chart/rec

e must follow your local | QCAT lication process

e in matters of conflict to seek advice from the Office of the Public Guardian®®

8 Guardianship and Administration Act 2000, 5B;
3 http://www.qcat.gld.gov.au/matter-types/administration-for-adults-matters
® http://www.qcat.gld.gov.au/matter-types/guardianship-for-adults-matters/application-process

% http://www.publicquardian.gld.gov.au/adult-quardian
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Before proceeding with an application please consider the following:

\ bl | Lol
!Consider Thinkabout peffinkabout | Be aware that ‘Be clear | Proceed
Icajrefull\,f | whetherthe "“Whoishould | otherpeople™ aboutyour with the
! | are entitled role’and application
you'need to | afinancial WAFas'financial | toseea Wiresponsibility | process
apply administrator = administrator| copy of the as the

or a guardian = or guardian application applicant

| or both

Whether | person needs be appointed

The QCAT — Guardianship and Administration Flow Chart may as§i
with an application~ REFER Appendix 1

7.2 Forms to use for the appoint

To apply for the appointment of a guardian and/or adm omplete and lodge:
Form 10 — Application for administration/quard@ap elNinrent or review — Guardianship and Administration Act

2000

AND

A financial management plan for proposed admini QTS — Guardianship and Administration Act 2000
AND

Report by medical and related ha%ms'k@ls — Guardianship and Administration Act 2000

7.3 Interim Ordeér

Applying for an interim qrgé
property of the adult cg
self-neglect by the adult:

pnly necessary when there is an immediate risk of harm to the health, welfare or
in the application, including because of the risk of abuse, exploitation or neglect or

A request for an interim order shguld not be used to facilitate the placement of an adult into residential care.
An interim order may not include consent to special health care®.
An interim order has effect for the period specified in the order and has a maximum period of 3 months.**

Form 54 — Application for interim order — Guardianship and Administration Act 2000

A Form 10 and a Report by medical and related health professionals must be included when applying for an interim
order.

37 Guardianship and Administration Act 2000, Chapter 7, s129,ps.122-123
22 Guardianship and Administration Act 2000, Chapter 7, s129, p.123
Ibid, 23
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7.3.1 Reporting Abuse

A person being harmed may not be able to report the abuse or be in a position to report it. When you think someone is
being abused, report it immediately.

The Queensland Government provides a 6-step guide for health professionals to assess and respond to Elder abuse.

The Office of the Public Guardian can also assist due to its powers to investigate allegations of abuse, neglect or
exploitation of adults with impaired capacity. This includes investigating concerns regarding the appropriateness of
actions and decisions a substitute decision maker is making on behalf of a person with impaired capacity.

7.4 Other matters

To make an application for the tribunal to decide whether a person has capacity to make a particular decision e.g.
executing an enduring power of attorney use:

Form 11 — Application for a declaration about capacity — Guardianship and Adminis@ct 2000

7.5 Confidentiality

In cases where the applicant has concerns about the risk of harm or injustice py r party should that party have
access to the application, they may request the restriction of access by anot art a relevant document or
information through a confidentiality order. Should QCAT not grant a re ' identiality, it may, on request,
allow the applicant to retract information.

7.6 Who can apply?

Family members, close friends, health professionals (for orkers, medical practitioners, allied health
professionals, nurses) or anyone who has a genuine and c i erest in the welfare of an adult with impaired
decision-making capacity can apply for a guardian and/op-admj or to be appointed. Adults with impaired decision-

7.7 Who can be appointg lan or administrator?

Appointees must be over 18 years of age and no id carer for the adult. A paid carer performs services for the
adult’s care and receives remuneration other than acarer payment or benefit from the Commonwealth or State
Government.

When there is no one close to th illing to accept responsibility; or there is dispute about who should act
as guardian or administrator; g re concerns about the suitability or competence of a proposed guardian. QCAT
may appoint the Public Guar

administrator, to act on the &du

7.8 Asses§

To hear and decide a matteNg aproceeding, the tribunal must ensure that as far as practicable, it has all relevant
information and material.** Therefore assessments should include investigations into the decision-making capacity of a
person in respect of their physical, cognitive, social, cultural and environmental domains of function which impact on
the type and complexity of a decision the person has to make. Consideration must also be given to the way
information about the decision is conveyed or communicated to the person and any prevailing undue influences within
the person’s environment.

0 http://www.qcat.gld.gov.au/matter-types/quardianship-for-adults-matters/who-can-apply-for-the-appointment-of-a-quardian

“! For a case example refer to Queensland Law Society,2014, Queensland Handbook for Practitioners on Legal Capacity, p.46 ,
http://www.gls.com.au/Knowledge centre/Ethics/Resources/Client_instructions_and _capacity/Queensland _Handbook for Practitioners_on_Legal
Capacity

42 Guardianship and Administration Act 2000, Chapter 7, 130, 123
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The medical team may need to consult with a Geriatrician, Psychiatrist or a Neuropsychologist to seek advice,
diagnosis, or specialist report that supports a determination of impaired decision-making capacity.

Multidisciplinary assessments may include but are not limited to the following:
e Comprehensive bio-psychosocial assessment
¢ Mini-Mental State Examination (MMSE)
e Rowland Universal Dementia Assessment Scale (RUDAS)
o Montreal Cognitive Assessment (MOCA)
e ACAT Assessment (if applicable)
e Barthel Index of Activities of Daily Living
e Geriatric Depression Scale
e Kessler Psychological Distress Scale (K10)
e Risk Screening Tool (if applicable)
e Drug and Alcohol service assessment
e Caregiver Strain Index

e Carer and family input

In cases which are complex, where there is evidence of family conflict{ a
patient’s capacity to consent to or refuse medical treatment i

e Metro North Legal Services

e Office of the Public Guardian

e Office of the Public Advocate

7.9 Providing Documents

Doctors and social workers play a pivotal role migspital-initiated QCAT applications.
The medical teams are responsible f

clinicians (e.g. Geriatrician, Psychiatrist, Neuropsychologist, Neurology
determine capacity

e Referring patients for revi
Specialist) for advice angd’a

e Provide the Tribunahwitk pertinent background collateral that supports the intention of the application;

o Where the social worker is the applicant, ensuring that the application together with all supporting
documentation is completed and lodged online;

o Where a social worker is not the applicant, liaising with the applicant to facilitate timely application.
For local practices and procedures please refer to the process outlined by your Social Work Department.

All applications for guardianship and administration must be accompanied by a Report by medical and related health
professionals — Guardianship and Administration Act 2000.

Without the inclusion of this document the application is incomplete and cannot be processed by QCAT.

3 See Table 1, p. 15 for definition
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7.9.1 Administration Order

You will need to provide —
e Form 10 Application for administration/guardianship appointment or review
e Report by medical and related health professionals
¢ Financial management plan — proposed administrator

If your application nominates the Public Trustee as administrator, you will need to provide the following information
to the Tribunal by the time of the hearing. Providing this information will assist the Public Trustee expedite the
commencement of the role when an Order is made, and this will facilitate timely discharge for the adult.

e Centrelink Customer Reference Number (CRN) and an Centrelink Income and Assets statement

e Copy of Bank ATM and Credit Card

e Copy of Medicare Card and Pension Card
e List of and contact details of any professional advisors such as: accountants , financial planners etc.
e Tax File Number

e Details of assets/liabilities including account numbers or references

e List of expenditure items such as: property utilities, regular chay debts etc.

7.9.2 Guardianship Order
e Form 10 Application for administration/guardianship appo
e Report by medical and related health professiona

If your application nominates the Public Guardian as guardi

e What is the adult’s view (currently or
arrangements?

e What are the views of interes rties in regard to the adult’s future care and support arrangements?

e |If there are no known int hat attempts have been made to locate family or friends
e |If the adult is unable me, what alternative accommodation options have been identified or
considered (e.g. residing with )

e Functional OT assessment — please attach
e Has the adult had a trial at home? Please provide details (if applicable)

e Does the adult have approval for a home care package or any other form of funded in-home supports? Please
provide details

e Status of Disability Services assessment and contact details for Disability Services location
e Medical history

e Accommodation history, including: type, length, reason for break-down

o Letter from the treating team stating that the adult is unable to return home (if applicable)

The Office of the Public Guardian’s policy position on aged care placement is available at:
http://www.publicqguardian.gld.gov.au/adult-guardian/our-decisions/residential-aged-care-decisions
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7.10 Applicant Responsibilities

e Applicant to keep QCAT updated with adult’'s contact details e.g. new address if adult is discharge from
hospital

e QCAT requires the applicant to provide contact details for any interested parties to enable QCAT to send
written notification advising any interested parties of the application

e When a matter is listed for a hearing before QCAT, all parties involved in the application are expected to
attend the tribunal in person

o If the applicant wishes to attend the hearing via phone, they will need to first discuss this with the QCAT case
manager for the matter. If approval is given for the applicant to attend by phone, then it is the applicant’s
responsibility to provide a contact phone number at least three business days prior to the hearing‘”.

e ltis always important that the applicant complete the attendance advice and return this to QCAT even if they
are attending in person.

available, or nominate a proxy, should this be necessary.

e When the adult is a hospital patient, and the applicant has been ma member or others, QCAT may

is patient. Medical staff, social

7.11 Withdrawing an application

e The applicant is required to make an application on t roved form (Form 40 — Application for
miscellaneous matters) and complete the relev. ion

e In some instances the tribunal will also accept en request to withdraw either via an email or letter.

e The applicant should provide reasonsag
decision maker as well as any updatg 7

e The tribunal will either approve the wi
to proceed to hearing.

ow believe the adult no longer requires a substitute
Afgrmation.

dragval of the application or not approve and thus directing the matter

* http://www.qcat.qgld.gov.au/going-to-the-tribunal/attending-by-phone
** Queensland Civil and Administrative Act (QId) 2009, s46
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7.12 Lodgement

For QCAT to proceed with a matter, all forms and supporting documents must be received by QCAT, in person,
electronically, or by mail.

Email to: enquiries@gcat.qld.gov.au

All applications and forms must be signed, scanned and then emailed.
By Mail:

QCAT

GPO Box 1639

Brisbane Qld 4001

In person:

QCAT

Level 9 @
Bank of Queensland Building

259 Queen Street

Brisbane QIld 4000 or at any Magistrates Court (excluding Brisbane)

If you require an onsite hospital hearing, at the time of application,(y ed to notify by email the MNHHS
QCAT Coordinator with details of the application including:
Patient UR

Patient date of birth

Date of application @
Name/s of applicant
Please email this to: MNHHS QCAT@heaIth.qu.qov.@

&
N
&
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Table 1: Glossary of Terms and Definitions

Act A law made by Parliament; also known as an Act of Parliament,
legislation or law.

administrator A person appointed by QCAT to assist with impaired decision-making
capacity by making certain financial and legal decisions on their behalf

Adult A person who is 18 years of age or older

advance health directive While an adult still has decision-making capacity they can record their wishes
about their health and any medical treatment and appoint an attorney for
personal and health matters.

appeal A procedure which in certain circumstance rty may request a higher
decision-maker to reconsider a decision
appeal is required before a decision is rec

appeal tribunal This is the internal appeal tribunal {n(Q here most appeals against
decisions of QCAT are heard.

appellant
applicant
capacity Capacity is spgeifie icular decision and means the health practitioner
has assessed J& is capable of:
rocess it toreach a decision.
competence term meaning that the patient has the capacity to make a particular

decision.

decision-maker e patient or other person with the authority to make a particular decision.

enduring power of 2 Legal document a person can prepare to give someone else the power to

make personal or financial decisions on their behalf.

The facts, circumstances or documents that parties present to the tribunal to
prove their case. Evidence must be given orally or in writing and if required
under oath or by affidavit.

evidence

guardian A guardian is a person appointed to help adults with impaired decision-
making capacity by making certain personal and health care decisions on
their behalf.

hearings on paper When the hearing takes place without the parties being present and the
tribunal only considers written material provided by the parties.

impaired capacity The inability of a person to go through the process of reaching a decision
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and putting it into effect based on three elements:
e Understanding the nature and effect of the decision
e Freely and voluntarily making a decision

e Communicating the decision in some way.

interim order Any order that is not a final order of the tribunal.

It may protect a party’s position while the proceeding is running, or provide
for something to be done to make sure that any final decision of the tribunal
can be effective.

jurisdiction The legislative power to hear and determine certain matters.

legislation Written law made by the Parliament or by te of the Parliament such
as the Governor in Council.

member Professionally qualified QCAT decisj ak pointed by the government
to hear and determine disputes in tri

natural justice The principle that requires the tribeqal t duct a fair and proper hearing
without bias.

order

private appointment

procedural fairness

reasons for a decision

remote conferencing When the hearing is heard by video-conferencing/audio
nferencing/telephone conferencing.

QCAT Rules Rules set out the practical procedural requirements for QCAT and are made
by Governor in Council after being approved by the Rules Committee (not
just the President). For example, the rules provide for how an application is
served on another party.

Tribunal An independent body established by legislation that hears and determines
disputes between parties.
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Appendix 1 QCAT Application Flow Chart

- Motz Marth Heapltal axd Heakh Sereice Pettisy o first

Metro North Hospital and Health Service

QCAT Guardianship and Administration Process

A flowchart to guide the decision-making process when considering an application to QCAT

MEED:-
Do |tappear that decis)

There is a DECISION that needs to be made

to b made s

Does the person have CAPACITY to make the particular decision?

Person makes Capacily
dedision Assezsment

.

Joe patient appear to exhibit a lack of capacity to
% ol s with r“llﬂt. e wettare?
clfy = capacity fora person for a matter means the

dndierszanding the natune asd effect of decision
about the matber; and
(b) Freety asd woluntariby maiisg decl shoss about the

Person hias maltar amd
decision-making () Communlcating the declsion In some way. If a person
capacity mwos tomake a decision and is unable to canry out
— amy part of this process, they have impaired decision.

making capaciy.

ENDURING POWER OF ATTORNEY-

Is an Important kegal document allowing someone
ekse to make persosal andfor financlal decisioas o

a person's behalf. Geserally, ¥ a person has made an
EPA and the appointed attorsey(s) are willing to act, an
application b QCAT IS not required.

APPROPRIATENESS:

Dowes the patient slready heve, or now requires o formal
decision make?

Guardlas andor adminisirator appoinbed by QCAT = s
the aksence of a formal declslonmakes, er conflict exlsts
within a patiest"s netwaork, QCAT Is able tz appointa

substitute decision maker is
making decisions in the way uasdian and for an admisistrrtor for the patient. [Fyou
believe a patient needs to have decislons made on thelr

they are required? . i ini Bbenald and no suthartty exises b make thase decisions,
then you showld make an applicatios to QCAT. You
should notify the patheat of what you Istesd to da.

INTERIM DRDER-

¥ the tritusal s satisfied there ks some evidence of
Impaired decishon- maileg capacity and there appars
fo be an Inmediate risk of harm to health, welfame or
property of the adult concerned s an applcatios,

Are you satisfied the

Application Inec |ucing risic of abuse, exploitation, seglect or s eif.
floma to QCAT fora meghect, the bibusal may make an Interin order
Public Guardia guardian and
administrator T trpih e ot sk fathat marmaticn
wislt QAT at- wenw. goat gid. gov as/
Seehing sdvice from Public Guardian?
Dec 130
by subatitute IF the patient is at Phemme: 1R
decision maker immediate risk an
INTERIM ORDER
may ke appropriate
WAL s D 3 Rasviassn Duc 147 O S ol s analarsd (Misies Niory Hoapits sl Faa i Sarvics] 70 i
Agupeed froew Gaardismhi pard Thin wort i Ol s Commncna ML e L0 Al |icsncs

o s g Tavvimn n copp ol L R )k = ﬁ
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Appendix 2  Resources

Relevant Legislation

0] Guardianship and Administration Act 2000

https://www.legislation.qld.gov.au/legisltn/current/g/guardadmina00. pdf

(i) Principles of the Act

http://www.qcat.qgld.gov.au/matter-types/quardianship-for-adults-matters/principles-of-the-act

(iii) Powers of Attorney Act 1998
https://www.legislation.qgld.gov.au/LEGISLTN/CURRENT/P/PowersofAttA98. pdf

(iv) Public Guardian Act 2014
https://www.legislation.gld.gov.au/LEGISLTN/CURRENT/P/PublicGuardianA14.pdf
(v) Disability Services Act 2006
https://www.legislation.gld.gov.au/LEGISLTN/CURRENT/D/DisabServA06.pdf
(vi) Mental Health Act 2000
https://www.legislation.gld.gov.au/LEGISLTN/CURRENT/M/MentalHealthA00.pd
(vii) National Disability Insurance Scheme Act 2013

https://www.leqgislation.gov.au/Details/C2013A0002 @

FORM 10: Appointment of a guardian, administrator or to rewge the ipdment of a quardian or administrator
http://www.gcat.gld.gov.au/__data/assets/pdf fiIe/0005/100868/Eam1\-IQ- plication-for-Administration-Guardianship.pdf
REPORT by medical and related health professionals- G m M and Administration Act 2000
http://www.qcat.qld.gov.au/__data/assets/pdf fiIe/OOOB&Qll}\J\YGé)rL;% -medical-and-health-professionals.pdf

Forms

A financial management plan for proposed ad |@0 s — Guardianship and Administration Act 2000

http://www.qcat.qgld.gov.au/__data/assets/pdf fi \7; irrancial-management-plan-for-proposed-admin.pdf
FORM 12: Miscellaneous matters - confidentiam
http://www.gcat.gld.gov.au/ data/assets}ﬁd.f f|Ie/OOOG/l%‘g%/form-12-app-for-misc-matters.pdf

FORM 54: Application for interim orx@r |ansh|p and Administration Act 2000

http://www.qgcat.gld.gov.au/ _data/, 35 /pdf file/00Q9/168543/form-54-app-interim-order-guardianship.pdf

FORM 11 - Application for ad aratlo ut capacity —Guardianship and Administration Act 2000

http://www.qgcat.gld.gov.a ,-d a/assets/pdf file/0005/100895/form-11-app-for-dec-about-capacity.pdf

FORM 40 — Applicatio//ér {skeHareous matters
http://www.qcat.qld.qom data/assets/pdf file/0007/129670/Form-40-application-for-miscellaneous-matters.pdf

Fact Sheets

Adult administration

http://www.qcat.qld.gov.au/__data/assets/pdf file/0017/101168/admin-for-adults.pdf

Adult guardianship

http://www.qgcat.gld.gov.au/ _data/assets/pdf file/0003/101199/Guardianship-for-adults.pdf

Decision-making for adults

http://www.qgcat.gld.gov.au/ _data/assets/pdf file/0011/442982/decision-making-for-adults.pdf
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Contact Information

MNHHS QCAT Coordinator
Phone: 36462177
Email: MNHHS OCAT@health.gld.gov.au

QCAT — Brisbane

Address: Level 9, BOQ Centre, 259 Queen Street, Brisbane, 4000
Post: GPO BOX 1639 Brisbane QId 4001

Phone: 1300753228

Email: enquiries@gcat.gld.gov.au

Website: www.gcat.qld.gov.au

Organisations

Office of the Public Guardian

1300 653 187
http://www.publicguardian.qgld.gov.au/adult-quardian

Public Trustee

1300 360 044

http://www.pt.gld.gov.au/

Aboriginal and Torres Strait Islander Legal Services (QId) L

1800 012 255

http://www.atsils.org.au/

Anti-Discrimination Commission Queensland

1300 130 670 \
https://www.adcq.qld.gov.au/

Alzheimer’s Queensland

1800 639 331

https://www.alzheimersonline.org/
Seniors Legal and Support Service
07 3214 6333
https://caxton.org.au/sails _slass.html

Elder Abuse Prevention Unit
1300 651 192
http://www.eapu.com.au/

Australian Association of Sgicia ers
https://www.aasw.asn.au/

Carers Queensland
1800 242 636
http://carersqld.asn.a
Office of Public Advocate (@
07 3224 7424
http://www.justice.qld.gov.au/public-advocate
ADA Australia (QADA)

1800 818 338

http://adaaustralia.com.au/

Office of Health Ombudsman

133 646

http://www.oho.qld.gov.au/

Australian Human Rights Commission
https://www.humanrights.gov.au/

Centre for Cultural Diversity in Ageing
http://www.culturaldiversity.com.au/
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Further Reading

Bennett, H. and Hallen, P, ‘Guardianship and financial management legislation: what doctors in aged care need to know'. Internal
Medicine Journal, vol .35, 2005, pp.482-487.

Carlos, A., Rodriguez-Osioio, & Guillermo, Domingues-Cherit, ‘Medical decision making:’ Paternalism versus patient-centred
(autonomous) care’. Current opinion in critical care, vol.14, 2008, pp.703-713.

Convention on the RIGHTS of PERSONS with DISABILITIES: http://www.un.org/disabilities/convention/conventionfull.shtml

Crampton, Alexandra, ‘The Importance of Adult Guardianship for Social Work Practice’. Journal of Gerontological Social Work,
vol.43 (2/3), 2004. http://www.haworthpress.com/wef/JGSW

Dastidar, Joyeeta G., Odden, Andy, ‘How Do | Determine if My Patient has Decision-Making Capacity? ‘The Hospitalist’, August 2,
2011: http://www.the-hospitalist.org/article/how-do-i-determine-if-my-patient-has-decision-making-capacity/

Field, Ms Sue & Professor Colleen Cartwright, ‘Dementia and Your Legal Rights’:
https://www.fightdementia.org.au/sites/default/files/NATIONAL/documents/Dementia-and-your-legal-rights. pdf

Gibson, Laura, “Giving Courts the information Necessary to Implement Limited Guardianshi
Gerontological Social Work, http://dx.doi.org/10.1080/01634372.2011.604668
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2014, pp. 486-488.

Taylor, Brian J, ‘Risk Management Paradigms in Health and
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Metro North Hospital and Health Service Futting people first

Organisation Development, Strategy & Implementation

QCAT Hospital Application: Applicant Responsibilities

If you are the applicant you have several responsibilities:

1.

2
3.
4

L

Withdrawing an application

Keep QCAT updated with adult’s contact details e.g. new address if adult is discharged from hospital or subacute setting

When a matter is listed for a hearing before QCAT, all parties involved in the application are expected to attend the tribunal in pe

If the applicant wishes to attend the hearing via phone, they will first need to discuss this with the QCAT case manager for,
then it is the applicant’s responsibility to provide a contact phone number at least 3 business days prior to the hearing

It is always important that the applicant complete the attendance advice and return this to QCAT even if they greattendi g

r nominate a proxy on their behalf, in the event QCAT wish to discuss the

When the adult is a hospital patient, and the application has been made by family or others, Q 3 etrSS the case with the health professionals involved in the care of this patient.
this be necessary.

Prior to the hearing, QCAT may need to discuss the application with the applicant. The applicant sh
application.

The tribunal has general powers under the Guardianship and Administration 200
relevant information or material from a health provider who is treating the ad o

An applicant may make application to withdraw theiapplicgtign at any t in the proceeding. However consent of the Tribunal pursuant to s46 of the Queensland Civil and Administrative Act

(Qld) 2009 is required.

The applicant is required to make an apRlit the approvedform (Form 40 — Application for miscellaneous matters) and complete the relevant section.

In some instances the tribunal will also acceptagritterreguest to withdraw either via an email or letter.

The applicant should provide reasons as to wf ey now believe the adult no longer requires a substitute decision maker as well as any updated capacity information.

The tribunal will either approve the withdrawal of the application or not approve and thus directing the matter to proceed to hearing.

Guardianship and Administration Act 2000, https://www.legislation.qld.gov.au/legisltn/current/q/quardadmina00.pdf
2 https://www.oaic.gov.au/privacy-law/privacy-archive/privacy-resources-archive/privacy-fact-sheet-2-national-privacy-principle

3 https://www.legislation.qld.gov.au/LEGISLTN/CURRENT/Q/QIdCivAdTrA09.pdf
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Metro South Health

Metro North Health

2 Watching Our Waits

1S and MSHHS Collaborative

https://watchingourwaits.bnc.health.qgld.




Background and Proposal

In 2015 a project proposal to address long stay patients “waits” was
submitted to the Department of Health: Healthcare Improvement Unit by lead
clinicians in the Statewide General Medicine Clinical Networ prising:

. Kevin Clark

. Dr Jeff Rowland %
= A/Professor lan Scott @9
. Dr Elizabeth Whiting @

The proposal incorporated 2 main aimg
1) Develop a Queensland Hez h ching our Waits (WoW)" IT

functionality that could poth K~abd quantify delays to discharge;
2) Develop, implemen valuafe strategies for reducing these waits as
informed by the IT

stem.

System design) entation and reporting would provide sustainable
measures in regaxds to the monitoring, management and early escalation of
discharge barriers to executive action of long stay patients.!

Approval was received in July 2016 and team establishment and work
commenced.

N\ N\ 0 [N\ 41 =7 14l ) M\ A
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Project Governance and Membership

Executive Sponsor

Senior Users @
S

Project Project
Exec% Assurance

Project Board

Redcliffe

%& %né@ Advisory
x TPCH

RBWH

PaN

PAH

T\ | | . e\ | A4l =7 /4l ) N\ A
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Project Deliverables

Establish Business Requirement
ICT development Watching its v1
Embed sustainable esca@g d monitoring

@\@

Establish Rhiase 2 Data set inclusions — Focus
onrAcute walts

. é:\%g;%system refinement

a re and report

T\ | | . e\ | A4l =7 /4l ) N\ 4
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Business Requirements : Wait Barrier Metrics

Establishment of BR : Wait Barrier
Metrics included

= Literature reference 34
» The PAH Bed Occupancy Audit
Tools identified waits

= Review of current Long Stay (ﬁ :
facility information and reporti < s
measurements =

= Consultation with key lor

medical executives K
committees at @ el

= Collaboration
Board and Mel@

determine capabiliti
inclusions

B [\ W7\ | O | O TN | A4l =7 /4l ) N\ A
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IT functionality and solution

WaitBuilder
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Summary and Dashboard

Ba Watching Our Waits - MNIT %

ity end of life

Your Waitlist Summary

Acute Threshold (days): 21
Subacute Threshold (days): 35

1 10 275

1/0 8/2 124/151

24 hours 7 Days Total

Caboolture
Hospital

Caboolture Hospital Xilcoy Hospi*al Redcliffe Hospital Royal Brisbane & Women's Hospital
0 1 17 0 0 3 0 0 28 1 5 137
0/0 1/0 9/8 oy 0/0 0/3 (] 0/0 8/20 1/0 5/0 66/71
24 hours 7 Days Total 24 hours 7'Days Total 24 hours 7 Days Total 24 hours 7 Days Total
0 (] 0 36
Out Of Postcode Catchment Out Of Postcode Catchment Out Of Postcode Catchment Out Of Postcode Catchment

Summary by Unit

unit

Royal Brisbane & Women's Hos... GERI

=7 [Al () [\ 4]

Metro South Health




Anticipated Business Benefits

[\ 1]

Improve team communication, care planning and care coordination
processes.

Enable a sustainable escalation and monitoring proc @ients with
extended length of stay %

|dentify load requirements on external agencie

Improve team communication, care plaqni coordination
processes.

Improve patient and carer experien@
Improve patient safety and 0 ? es by reducing unnecessary long
stays in hospital, associated \with~greased morbidity and mortality.
Improve access and lencytRrough decreased bed day use and
reduced length o
Reduce risk
including:
- hospital-a
- falls and pressure injuries
- de-conditioning and functional decline
- psychological effects including loss of confidence and independence

) ] A4 =7 141 ©) M\ A
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Project Challenges

From a multi site — cross HHS appro l@
- Data access requirements and Isation
- Definitions and bed type ter gy

- Organisational cult a@ ch to buy in and
roll out

- Allocation o@rcé and cost centre
manag -
- Schedule\maintenance

Metro South Health



Project Opportunities’

* Provides a structured, uniform approach to tracking
and quantifying delays “waits” across MN and
MSHHS

» |dentifies and measures cli ystem -
related factors, both inter ternal to HHS,
that impact on walt@

* Provides inf to’engage external providers
and gov ent agencies as well as internal clinical
teams i@opmg changing, or enhancing service

processe d models of care with the aim of
eliminating delays

Metro South Health
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