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The Rehabilitation Care Coordinator Guideline has been developed to promote consistent Care Coordination across the Rehabilitation, Aged and Community Services (RACS) inpatient units across Canberra Health Services, including the University of Canberra Hospital (UCH). 

Alerts 
This guideline does not apply to the RACS Day Service Rehabilitation Coordinator.
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This guideline applies to patients:
· Waiting for admission to UCH
· Within the rehabilitation wards at UCH
· Recently discharged from UCH (within 3 months). 

This guideline applies to the following staff working within their scope of practice:
Registered Nurses
Allied Health
Rehabilitation Care Coordinators (RCC)
Students under direct supervision.

This guideline does not apply to the RACS Day Service Rehabilitation Coordinator. 
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The Rehabilitation Care Coordinator (RCC) role encompasses the following core components to ensure safe and timely transition, care and discharge of patients from the acute and sub-acute care setting:
act as the communication link between the patient, their family and carers and the relevant stakeholders 
assess patients who have been accepted to rehabilitation, in order to facilitate a smooth transition for the patient and the accepting ward at UCH
assist in the discharge processes for rehabilitation patients by attending goal setting meetings, case conferences, family meetings and discharge planning meetings to support the Multi-Disciplinary Team (MDT) to improve performance against the Expected Date of Discharge (EDD) and other Australasian Rehabilitation Outcomes Centre (AROC) benchmarks
attend MDT meetings to facilitate discharge planning
work independently and in conjunction with other health professionals to lead and coordinate safe, appropriate and timely care of patients to achieve expected rehabilitation goals
provide patient advocacy
referral and coordination of patient care to receiving healthcare and community providers in consultation with the MDT
initial and ongoing communication with relevant community-based health services for existing clients who have experienced a rehabilitation episode of care. This is to better facilitate a planned and safe discharge of the patient back to the community setting
provide support for patients, recently discharged from UCH, and their family and carers, to follow up on recommendations by the rehabilitation team and link to appropriate community services. This is in order to assist the patient’s recovery and prevent readmission.
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Blanket referral for all RACS inpatients at the University of Canberra Hospital.
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Once patients have been accepted into the RACS inpatient service the RCC can provide support with transition of these patients by coordinating complex admissions via a teleconference to identify specific care requirements prior to admission. 
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Throughout the patients’ admission the RCC will:
· provide information to the patient and family about the rehabilitation process
· ensure appropriate referrals are made for post discharge appointments 
· follow up to ensure referrals are actioned
· provide regular updates/support to patients regarding outcomes and plans from case conferences including expected dates of discharge
· liaise with the MDT regarding patient progress and any impact on the estimated date of discharge. 
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The RCC plays an integral role in discharge planning by: 
· attending goal setting meetings
· contributing to Case Conference meetings
· attending family meetings
· attending Discharge Planning meetings to support the MDT to improve performance against EDD and other AROC benchmarks
· ensuring post discharge supports are in place prior to discharge
· working with the Clinical Nurse Consultant (CNC) to facilitate transfer of patients to other hospitals as appropriate
· working with the MDT, patient and their family/carers to facilitate the 9am discharge time as per key performance indicators for UCH.
· sending referrals to outpatient rehabilitation services and other community services as indicated
· completing referrals and send handover to community nursing
· providing comprehensive MDT handovers for patients transitioning to a residential aged care facility (RACF). 
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Once patients have been discharged from the RACs inpatient units support will be provided via phone or home visit if indicated, for a maximum of three months.

Support offered can include:
following up on recommendations made by the medical and rehabilitation team
linking to appropriate community services and the GP
providing support to navigate the health system
providing education to support patients and their carers to live well in the community and prevent readmission. 
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Outcome
Improved patient understanding of health care journey to reduce patient complaints
Patients have a safe and sustainable discharge
Reduction in the number of readmissions to UCH.


Measure
Readmission rates to UCH.
Patients’ satisfaction with the service.
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Policies
· Nursing and Midwifery Continuing Competence Policy
· Informed Consent – Clinical Policy

Procedures
Nursing and Midwifery Continuing Competence Procedure
Clinical Handover Procedure
Goals of Care and Resuscitation Plan – Adult and Paediatric (not Neonates) Procedure 
University of Canberra Hospital (UCH) – Patient Eligibility and Admission Criteria and Process Procedure 
Family Meetings and/or Goal Setting Meetings and Case Conferences for Rehabilitation Services Procedure

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
· Charter of Healthcare Rights
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UCH, Rehabilitation Care Coordinator, Discharge, rehabilitation, RCC, EDD, Rehabilitation Care Coordinator Guidelines


Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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