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[bookmark: _Toc189841922]Purpose 
The aim of this procedure is to:
outline the process for safe and effective admission of patients to the University of Canberra Hospital (UCH) Rehabilitation, Aged and Community Services (RACS) Inpatient Units and Day Programs
outline the patient eligibility criteria for the RACS Inpatient Units and Day Service.
Patients may be admitted from the community or from another hospital. All admissions will be planned unless responding to an Australian Capital Territory (ACT) health emergency. 
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UCH supports a sub-acute rehabilitation model of care. Patients admitted to UCH are required to meet the criteria for medical stability to facilitate safe and effective admission and ongoing care. 
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This procedure applies to the following Canberra Health Services (CHS) staff working within their scope of practice and role:
Medical Officers
Registered Nurses
UCH Bed Management
Canberra Hospital Bed Management 
After Hours Hospital Management
Administration 
Allied Health.
This procedure applies to all admissions of patients to UCH adult rehabilitation unit/s from the Canberra Hospital, North Canberra Hospital (NCH), local private and interstate hospitals, and community. It also applies to all transfers from UCH to Canberra Hospital and NCH.  
Exclusions:
This procedure does not apply to admissions or transfers to UCH Adult Mental Health Rehabilitation Unit (AMHRU) who are under the governance of MHJHADS not RACS.
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As UCH is a sub-acute environment, any admission must meet the criteria for medical stability as determined by the rehabilitation team and be accepted by the rehabilitation/geriatric medical admitting team. 
Determining Medical Stability
The patient has a clear diagnosis, and co-morbidities have been recorded on the clinical record, Digital Health Record (DHR) by CHS staff.
At time of discharge from acute care, all acute medical issues have been treated or have a management plan that can be reasonably managed in a subacute facility. Disease processes and/or impairments should not preclude participation in the rehabilitation program.  
Review of clinical record by UCH Assistant Director of Nursing, After Hours Hospital Manager or Medical Team (vital signs, pathology, and patient notes) 24 hours prior to transfer does not identify any acute medical issues (e.g., excessive shortness of breath, congestive heart failure) or surgical concerns that could impact on rehabilitation assessment or participation. Any new/acute concerns should be discussed with the referring Rehabilitation/Geriatric Medicine team before discharge and transfer of care to UCH. 
The patient must not have a central line or Hickman line in situ. A patient with a portacath line may be accepted by the rehabilitation medical team. Clients with a tunnelled central venous catheter (CVC) line used for haemodialysis can be accepted on a case-by-case basis.  
If a patient is receiving intravenous medication, consideration should be given to changing to an oral form prior to admission to UCH. For patients who require a Peripheral Intravenous Cannula (PIVC) on admission, the Rehabilitation Medical Officer responsible for the patient’s care must be consulted to ensure that a PIVC is still required. Alternatives should be considered and the benefits of PIVC should outweigh the risks in the sub-acute environment.
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Once the patient has been accepted for care under the rehabilitation/geriatric medical team, their acceptance is confirmed on the UCH Inpatient Consult List in the DHR by the Canberra Hospital Acute Subacute Early Rehabilitation Service (CHASERS) team. 
Patients are prioritised according to: 
date initially placed on waiting list (date accepted for rehabilitation)
prioritised return for patients transferred to other hospitals due to clinical deterioration.  
clinical indication at the time of initial referral
availability of appropriate inpatient unit bed.
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When a bed becomes available the UCH Assistant Director of Nursing (ADON) or After-Hours Hospital Manager (AHHM) will decide which patient is to be transferred to UCH from the DHR UCH Inpatient Consult list. 
The accepted patient(s) will be listed on the DHR transfer centre the day prior to transfer. The transferring ward will be notified via each hospital’s internal bed management team.  
The transferring patient will be required to have a clinical screen 24 hours prior to transfer, to ensure they still meet the admission criteria and requirements for medical stability. This clinical screen can be undertaken by the UCH ADON, RACS Medical Officer, CHASERS team, Clinical Nurse Consultant (CNC) or AHHM via DHR. 
While UCH will accept admissions 24 hours a day, it is preferable for the transferring patient to arrive prior to 20:00 hours. Admissions after this time will only be accepted if prearranged and unavoidably delayed, for example due to transport delays. In an emergency, admissions will be accepted at any time as directed by the CHS Emergency Management Command Centre.
Patients should be transferred with sufficient medications until the next regular business day (i.e. 24-72 hours of medication requirements). Time-critical medications and non-UCH Imprest medications should be prioritised for inclusion with the transfer. 
Specialist equipment requirements for individual patients (i.e. non-invasive ventilation, bariatric or super-bariatric equipment for nursing and allied health care) must be identified in advance of admission to ensure a smooth transition of care. 
Clients with isolation requirements that impact on rehabilitation participation should be managed according to Acute Respiratory Infection (ARI) Infection Control Management in Adults, Paediatrics and Neonates Procedure located on the Policy and Guidance Documents Register.
Refer to Admission to Discharge Procedure for general admission and discharge information.
Refer to University of Canberra Hospital (UCH) Patient Escort and Transport Procedure for further detail around transport to UCH.
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RACS services at UCH consists of four adult sub-acute rehabilitation inpatient units (IPU) and the Brindabella Day Rehabilitation Service and Ambulatory Services. See Section 5 for more details of admission criteria to IPUs.
General Considerations for Admission to the IPUs
The patient has a recent impairment of functional ability due to illness or injury.
The patient has been assessed by the multi-disciplinary team and in their opinion will benefit from admission to a rehabilitation unit.
The patient has a condition that is likely to be responsive to rehabilitation.
The patient has reasonable prospects for functional gain within a benchmarked clinically appropriate time frame.
The patient requires the input of a multi-disciplinary rehabilitation program to achieve functional gain.
The patient cannot be managed in a more appropriate lower level of care (for example, cannot be safely and effectively managed in a community-based rehabilitation program). 
Target populations
The target populations for each inpatient unit include but are not limited to people with the following diagnosis:
 Stromlo Ward (Neurological Rehabilitation Unit) 
acquired brain Injury (stroke, traumatic brain injury, sub-arachnoid haemorrhage, non-traumatic brain dysfunction)
spinal cord impairment/dysfunction
neurodegenerative disease (motor neuron disease, multiple sclerosis, Parkinson’s disease, Huntington’s disease)
functional neurological disorders (FND)
neuromuscular and autoimmune / peripheral nervous system demyelinating disorders (Guillain-Barre Syndrome, polyneuropathy, myelomeningocele/spina bifida)
cerebral palsy 
adult-onset or progressive complications of developmental disability.
Majura Ward (Older Persons Rehabilitation Unit) 
Typically for people over 80 years of age, or those younger than 80 with presentations and/or co-morbidities typically associated with ageing:
elderly patients recovering from complex illness or multi-factorial syndromes (delirium, polypharmacy, recurrent falls) following comprehensive geriatric assessment/optimisation
complications of frailty and sarcopenia
community and/or hospital acquired deconditioning (process of physiological change following a period of inactivity, bedrest, or sedentary lifestyle, resulting in functional losses)
community functional and/or cognitive decline  
orthogeriatric conditions (e.g. falls resulting in fracture), where weight-bearing status is not an impediment to participation in inpatient rehabilitation  
dementia and progressive neurodegenerative disease that require optimisation of medications and trials of compensatory / restorative physical therapy. 
Namadgi Ward (General Rehabilitation Unit) 
musculoskeletal disorders 
individuals who require reconditioning post medical or surgical hospital admission
amputation (prosthetic and pre-prosthetic rehabilitation) 
multiple trauma
cancer rehabilitation 
pulmonary and cardiac rehabilitation. 
Cotter Ward (Slow Stream Rehabilitation Unit) 
people who have completed inpatient rehabilitation therapy and require ongoing hospital care and maintenance therapy prior to a planned discharge from hospital 
people who require maintenance physical therapy to prevent hospital acquired deconditioning while awaiting home modifications, residential care, or National Disability Insurance Scheme (NDIS) supported accommodation/services
orthopaedic clients post-fracture (operative or non-operative management), with new weight-bearing restrictions that limit safe discharge from hospital until weight-bearing status changes, AND who have prehabilitation/maintenance physical therapy goals, AND who do not have an alternative interim discharge destination (respite care or other community accommodation)
people who cannot be treated through traditional rehabilitation due to diminished physical and cognitive tolerance.
Additional Considerations for the Cotter Ward (Slow Stream Rehabilitation Unit): 
· the patient has a condition that is likely to be responsive to low level intensity, multidisciplinary rehabilitation and does not meet the eligibility criteria for admission to the other UCH Inpatient Units (IPUs). 
Note: Slow Stream Rehabilitation is suitable for individuals: 
in need of a multidisciplinary rehabilitation approach to address specific rehabilitation goals 
who also have chronic/complex conditions requiring 24-hour hospital care, and 
who are expected to benefit from a slower-paced rehab program for a longer duration than is offered in dedicated or mixed rehabilitation programs.
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Admission Criteria – IPU
The patient remains medically unchanged since acceptance, understands what is required of them to participate in rehabilitation, and has capacity to participate in the rehabilitation program in the inpatient (IPU) care setting. 
The patient has been assessed by a multi-disciplinary team as requiring inpatient rehabilitation (based on their physical, medical, functional, cognitive, psychosocial, and/or social needs).
Transfer of care to a Geriatric Medicine physician or Rehabilitation Medicine physician has been sought through formal consultation and accepted.  
The patient’s rehabilitation needs cannot be addressed with a community or outpatient rehabilitation program. 
There are clear and achievable rehabilitation goals documented in the clinical record. These have been agreed on by the patient and multi-disciplinary team within a benchmarked clinically appropriate time frame. 
Discharge destination has been discussed with patient/carer and agreed upon or the multi-disciplinary team is actively working towards a suitable and safe discharge destination with documented actions related to obtaining a suitable discharge destination. 
The patient and/or carer consents to and can participate in the rehabilitation process, including the intensity of therapy required, in the inpatient care setting (i.e. motivation/ active patient participation). Patient and/or carer rehabilitation needs are aligned to the service delivery available in the inpatient setting. 
Special needs can be met in the inpatient setting (e.g. non-weight bearing patients, bariatric, tracheostomy and enteral feeding, transport/equipment requirements for haemodialysis and peritoneal dialysis, transport/on-site capacity to manage periodic transfusions (e.g. blood products, immunotherapy or chemotherapy), non-invasive ventilation (e.g. CPAP, BiPAP)).
The multi-disciplinary team has documented in the clinical record a clear and accurate ongoing management plan including necessary follow-up. 
In circumstances of complex cases of guarded functional prognosis, a trial of rehabilitation may be considered. This is to determine a patient’s ability to participate in and potential to benefit from the program. Where there is agreement for a trial of rehabilitation, clear agreed plans are to be documented in the clinical record regarding the timeframe of the trial and the discharge plan, should the trial be unsuccessful.
Additional Criteria for Admission to the Cotter Ward Slow Stream Rehabilitation Unit:
The patient has chronic/complex conditions requiring 24-hour hospital care and is expected to benefit from a slower-paced rehabilitation program for a longer duration than is offered in dedicated or mixed rehabilitation programs. 
The patient has the ability and willingness to participate in a multidisciplinary rehabilitation program at a clinically appropriate intensity. 
Place of discharge:
· The patient has a planned discharge destination (with agreed care supports ready to be put in place), or 
· The patient has a planned transition to an appropriate rehabilitation inpatient program within UCH prior to admission to the unit, and 
· the agreed discharge destination has been discussed with patient/carer and is documented in the clinical record.
If appropriate, My Aged Care/NDIS assessments and plans are in place, documented and ready to be activated on discharge as relevant.
Rehabilitation Goals:
· that achieved functional goals are maintained, or
· there are clear, achievable remaining rehabilitation goals documented. Once goals have been achieved, maintenance programmes will be carried out as independently as agreed to by the patient and/or with the assistance of family/carers.
· For clients who are post-orthopaedic admission who require fracture clinic follow-up, it is expected that the orthopaedic team will prioritise timely telehealth/phone advice for postoperative wound review and revision of weight bearing status. This should be based on DHR media and UCH plain film imaging, and in discussion with the rehabilitation/geriatric medicine teams at UCH. In event that face-to-face review is still required, UCH will facilitate transport to CH outpatient’s department for fracture clinic review.
Advance Care Planning
It is desirable for patients to have an Advance Care Plan in place prior to transfer/admission to UCH. See Advance Care Planning Procedure located on the Policy and Guidance Documents Register for further information.
If not already in place, this should be completed as soon as possible after admission. 
Resuscitation Plan
For appropriate patients it is preferable to have a resuscitation plan in place and clearly identified prior to transfer/admission to UCH. See Goals of Patient Care Plan (Adult and Paediatric, not Neonates) Procedure. 
If not already in place, this should be completed as soon as possible after admission by the admitting rehabilitation registrar or consultant. 
Bariatric Patients
Bariatric Patients will be admitted to UCH providing their care needs (including equipment) can be met in the unit and within the acuity of the ward. UCH has limited provision for bariatric patients in each inpatient unit. Special consideration to timely provision of equipment for all aspects of nursing and allied health care is needed. 
Patients with a Tracheostomy
Acceptance of patients with a tracheostomy will be considered on a case-by-case basis with the clinical needs appropriately reviewed by the MDT.  Tracheostomy patients will be admitted to UCH providing they meet the requirements for medical stability, eligibility/admission criteria and their care needs can be met within the acuity of the ward and are competent in the management of caring for a patient with a Tracheostomy. See Tracheostomy Management - Adult Patients Procedure.
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A patient is considered ready for rehabilitation if:
they meet the eligibility and admission criteria as defined in Sections 4 and 5
they meet the criteria of medical stability as defined in Section 1
all medical investigations have been completed or a follow-up plan is in place at time of referral, and follow-up appointments made by time of discharge transfer to UCH
their special needs have been determined and can be accommodated at UCH
they can, and agree to participate in a rehabilitation programme that may involve several hours of therapy and rehabilitation per day
there are no behavioural issues limiting their ability to participate at the minimum level required by the rehabilitation program
there are no psychiatric issues limiting their ability to participate at the minimum level required by the rehabilitation program 
treatment for other co-morbid illnesses/conditions does not interfere with the patient’s ability to participate in the rehabilitation program. 
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The Day Programs are designed to accommodate people with rehabilitation goals who:
are medically stable
no longer require management in the hospital environment
can contribute to achieving identified rehabilitation goals within a defined time
have a level of therapy requirement that is not able to be provided within the resources available in the community i.e. are not appropriate for ambulatory/community-based rehabilitation
have accommodation and support in the community assessed as safe to support discharge to home
can access transport to and from the program
require the expertise of more than one allied health discipline and are not accessing other allied health services at the same time.
The Rehabilitation Day Program is made up of three streams: 
Neurology Stream
· provides care for patients with recently acquired conditions including acquired and traumatic brain injury, stroke, spinal injury, and newly diagnosed Parkinson’s Disease
· provides care for patients with chronic and progressive conditions including Multiple Sclerosis, Huntington’s Disease, long term spinal cord injury, traumatic brain injury or stroke management, and Motor Neurone Disease. Care provision may include less intense, long duration services that are more likely to be home based. Relevant community health providers will be involved in assessment, initial goal setting and discharge planning. 
General Stream
· provides care for patients with complex acute and chronic non neurological conditions including upper limb or lower amputation, musculoskeletal pain or injury including multi-trauma, joint replacement, and fractures. 
Geriatric Day Program 
· provides care for patients with conditions related to the ageing process with a focus upon the treatment of frailty and functional decline
· provides care for patients with conditions that are slowly resolving with changing medical problems and ongoing functional impairment, requiring rehabilitation/restorative care at a less intensive level, but over a longer period
· provides other aspects of care specific to geriatric rehabilitation. Needs may include assessment of nutritional and oral health status, assessment of status of cognition, continence, and skin integrity. These would be coordinated within the patient’s rehabilitation program as required.  
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If a patient becomes acutely unwell or is deteriorating and it is agreed by the senior medical team that they no longer meet the medical criteria for sub-acute care, then the patient will be transferred to an appropriate hospital to receive ongoing care. 
For clients who are unwell and unable to participate in physical therapy, but are not acutely deteriorating, ward-to-ward transfer to the area that referred the client to UCH initially should be sought for continuity of care. 
For clients who are unwell and who are unable to be transferred back to the referring speciality, ward-to-ward transfer of care to the Acute Medical Unit, or Acute Surgical Unit at Canberra Hospital should be considered. 
It is recommended that acutely unwell patients who are dialysis dependent be transferred to the CH to enable continuing treatment in the acute dialysis unit. 
For medical emergencies, acute deterioration and Hospital Emergency Response Officer (HERO) response/Code Blue events that cannot be safely stood down or managed on site, patient will be transferred by ACT Ambulance Services (ACTAS) to an appropriate Emergency Department as per ACTAS triage processes. It is expected that a handover takes place between the HERO team and ACTAS/Admitting Officer at the receiving emergency department for continuity of care. See UCH Vital Signs and Early Warning Signs Procedure located on the Policy and Guidance Documents Register. 
Following transfer of care, the return of clients who are appropriate to return to UCH will be as per UCH Patient Escort and Transport Procedure. 
Due to operational requirements for patient flow, beds will not be held for patients transferred to another hospital for periods longer than 24 hours, or for patients who are admitted to hospital. Once accepted back to UCH, transfer can be prioritised to next available bed on the ward following a planned discharge.  
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In the event of a bed crisis at Canberra Hospital, NCH or an emergency, medical approval of discharges may enable urgent admissions from patients already on the UCH waiting list. 
In an emergency, if there are no suitable patients on the waiting list then patients who meet the medical criteria for admission to a sub-acute hospital may be admitted. This will be done in collaboration with UCH and Canberra Hospital Bed Management and with direction from the Executive on call. 
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[bookmark: _Hlk170467190]Outcome
Referrals are processed in a timely manner to enable safe and effective admission of patients to the University of Canberra Hospital (UCH) Rehabilitation, Aged and Community Services (RACS) Inpatient Units and Day Programs.
Patients will receive the right care in the right location.
Support patient flow with timely access to rehabilitation.
Only patients determined to be medically stable are transferred. 
Reduction in consumer complaints around waiting times for rehabilitation beds.
[bookmark: _Hlk170467240]Measures
Regular review of patients who deteriorated, had HERO calls and required transfer back to an acute bed (Morbidity and Mortality meetings). 
Regular reporting to relevant managers of clinical activity, referrals received, and waitlist times
Clinical and quality outcomes are evaluated through patient experience questionnaires and data from the Consumer Feedback and Engagement Team 
Hospital Acquired Complication rates are comparable or lower than comparable freestanding subacute facilities.
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Procedures
Peripheral Intravenous Cannula (PIVC) and Midline Catheters – the insertion and Management of Adults and Children (not Neonates) 
University of Canberra Hospital (UCH) – Patient Escort and Transport
Admission to Discharge Procedure (Adult and Children)
Tracheostomy Management - Adult Patients
University of Canberra Hospital (UCH) - Vital Signs and Early Warning Scores 
Patient Identification and Health Care Activity Matching 
Guidelines 
Consent for Healthcare Treatment 
Advance Care Planning (Adults)
Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
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