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This procedure seeks to:
Support active management of patients waiting for interventional radiology
Support best practice in interventional radiology waiting list management
Identify the rights and responsibilities of hospitals, referring practitioners and patients
Improve communication among patients, hospitals, referring practitioners and community providers
Support meaningful reporting to the public by hospitals and the government.

The following principles underpin the procedure:
Referrals are clinically appropriate and are representative of a suitable treatment for the patient’s condition
Patients are provided with easy-to-understand information about access and their rights and responsibilities 

Public patients are the shared responsibility of the hospital, the referring practitioner and the treating teams
All documentation is complete, legible and accurate
Waiting list management services are provided in an efficient, transparent, and patient-centred manner
The waiting list is managed to ensure patients are treated equitably within clinically appropriate timeframes and with priority given to patients with an urgent clinical need
Scheduling is undertaken in consideration of available capacity
Hospitals minimise the impact and inconvenience to patients whose procedure they postpone
The waiting list is managed to promote the most effective use of available resources
There is valid, reliable and accountable reporting of access to Interventional Radiology.
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This procedure applies to patient’s referred to Canberra Hospital Medical Imaging Department for an elective interventional radiology procedure. 

This document applies to the following staff working within their scope of practice:
Medical Officers (Radiologists and Registrars)
Nurses and Midwives  
Radiographers and other Allied Health Professionals 
Students under direct supervision.
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Each year approximately 1700 people from the Australian Capital Territory (ACT) and the surrounding region have interventional radiology procedures as patients of the Canberra Hospital. 
An interventional procedure is defined under the operations section of the Commonwealth Medical Benefits Schedule.  Procedures are classified as either emergency or elective.
Emergency procedure is defined as a procedure to treat trauma or acute illness after an emergency presentation.  The patient may require immediate endovascular intervention.  Emergency procedures also includes unplanned intervention for admitted patients. These procedures are out of scope for this document.
Elective Procedures are defined as planned and can be booked in advance as a result of a specialist clinical assessment resulting in placement on the interventional radiology waiting list.
Other is where the procedure cannot be defined as either emergency or elective, for example, planned obstetric procedures.
Interventional Radiology in the public hospital system is managed using a waiting list, which is a register of patients who are waiting for elective care. Patients are placed on the waiting list and assigned to a clinical priority urgency category depending on the seriousness of their condition. Clinical priority urgency categories 1, 2, and 3 referred to in this document are consistent with the National Elective Surgery Urgency Category (NESUC) guidelines to enable improved consistency and reporting of interventional radiology procedures.  
The capacity of the public health system to provide elective interventional radiology is influenced by several crucial factors. These include the demand from emergency presentations, demand for the specialty, demand for hospital beds due to emergency and urgent medical care, the supply of interventionalists, anaesthetists and nursing staff, angiography suite capacity, scheduling and management practices, and effective discharge planning of patients from hospital.
Managing the interventional radiology waiting lists is a key priority for Medical Imaging at Canberra Hospital. The community insists on transparency and accountability and patients expect timely, accessible, and high-quality patient-centred services.  Failure to comply with CHS Policy may form part of ongoing divisional and/or individual performance reviews.
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Responsibilities of the Patient:
[bookmark: _Toc389473280]Follow the procedures and advice outlined in the information provided for their procedure/treatment, see Attachment 1: example patient letter.
Advise medical imaging department of any change in desire to undergo the procedure/treatment
Follow hospital admission procedures and advise of any changes to the proposed admission, such as availability or change of address or other contact details
Attend any preadmission appointments as required and present on the day of admission
Responsibilities of the Referring Team:
Provide the Medical Imaging department with appropriate health information and personal details of the patient being referred. The required documentation can be obtained through the Medical Imaging Clinical Nurse Consultant (MI CNC). 
Liaise with the referring interventionist or surgeon if there is a change in any indications for treatment or a change in patient’s health that may have implications for treatment  
Responsibilities of the Interventionalist/Surgeon or delegate (Registrar):
Explain the proposed procedure/treatment, options for treatment and potential complications and the anticipated length of stay to the patient and their family/carer
Consent forms are to be completed and signed by the Doctor and patient contemporaneously, refer to Informed Consent (Clinical) Policy
If consent is provided by the patient prior to their current admission, they are to have their consent reconfirmed on the ward or in the Medical Imaging Day Ward prior to transfer into the angiography suite. The staff member confirming consent will need to ensure that the person signs the confirmation of consent section of the Consent to Treatment form as part of this process
Assign a clinical priority urgency category for the procedure/treatment using NESUC guidelines
If a patient is classified as staged, the time interval when the patient will be ready for their procedure should be indicated
Ensure that Request For Admission (RFA) forms are legible and the minimum data set is completed
Forward completed RFA’s directly to Medical Imaging within 5 working days of signing and dating the RFA  
Inform the patient or carer if a RFA is not accepted and the patient not placed on the interventional radiology waiting list.
Responsibilities of the Medical Imaging Department:
Comply with local procedures and protocols for administrative processes that support this Procedure 
Ensure all documentation and electronic data input is accurate, legible and complete
Undertake all relevant audits to ensure all documentation and electronic data input is accurate, legible and complete
Planning and scheduling of the patient’s procedure and patient notification for procedure and pre-admission appointments
Review and management of all patients listed on the waiting list.


Responsibilities of the Clinical Director of Medical Imaging:
Ensure clinician compliance with this Procedure
Promote efficient and effective waiting list management by clinicians within Medical Imaging Department at Canberra Hospital
Liaise with the Executive Director Medical Services Group for escalation of any issues
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Interventional radiology (IR) procedure access is managed to ensure eligible patients are treated equitably within clinically appropriate timeframes. 
Patients waiting for an IR procedures are the shared responsibility of the health care services, the referring specialist medical practitioner and the interventional radiologist.

· Eligible referrals to the ACT public IR waiting list are identified as those patients who have been referred for an IR procedure by a specialist medical practitioner.
· Specialist medical practitioners can only refer patients directly onto the IR waiting list at a health care facility to which they have admitting rights.
· All eligible referrals must be ready fo care.

All patients referred for an elective interventional procedure must have an RFA form completed. The RFA and consent to treatment forms, located in the Planned Hospital Admission Booklet for Surgical and Medical Care, will only be accepted if completed by Consultant Clinicians or Registrars currently contracted to Canberra Health Services, and appropriately credentialed with the Medical and Dental Appointments Advisory Committee, refer to Admission to Discharge Procedure (adults and children). All RFAs must be accompanied by an online medical imaging procedure request, placed via E-orders. 

The referring clinician must:
Complete an approved RFA ensuring the minimum data set is complete, legible and accurate, refer to information below 
Assign a clinical priority urgency category consistent with the NESUC guideline and provide a clinically verifiable reason to assign a different category (if required) 
Ensure patient is fit for the procedure and ready to accept a date 
Forward the completed RFA to Medical Imaging within 5 working days of signing the RFA
Inform patients that while generally public patients will be admitted under the care of the referring doctor, this is not guaranteed
Complete an online medical imaging request for the procedure via e-orders
[bookmark: _Toc433282629][bookmark: _Toc74044153]Elective Procedure Categorisation
Categorisation of elective procedures is prioritised by clinical urgency and is required to ensure patients receive care in a timely and clinically appropriate manner.  A clinical urgency priority is assigned by the referring or treating doctor, using modified NESUC guidelines.  Elective procedures are categorised into the following three categories which are defined as:
Category 1:	Procedures that are clinically indicated within 30 days.
Category 2:	Procedures that are clinically indicated within 90 days.
Category 3:	Procedures that are clinically indicated within 365 days.
[bookmark: _Toc433282630][bookmark: _Toc74044154] 
Re-categorisation of the Clinical priority Urgency Category
Re-categorisation of a patients assigned clinical priority urgency category to higher category (e.g., category 2 to category 1) must only occur following a clinical assessment/review of the patient by a medical officer and reflect a change in the patient’s condition that has occurred after the patient has been added to the interventional radiology waiting list. This review could be done by phone for some patients, but patients should be offered a face-to-face assessment if they so desire, and clinically practicable.
Re-categorisation to a lower category (category 1 to category 2) the patient must be directly informed by the clinician, and reasons given to the patient.
Re-categorisation cannot occur following a review of clinical notes only but can occur following receipt of investigative results that indicate a deteriorating or improving condition.
Re-categorisation must not be used to facilitate ‘on time’ procedure when difficulties in scheduling may arise.
Authority to re-categorise a patient’s clinical priority urgency category may only be undertaken by the Consultant or Delegate, who must complete the Re-categorisation of Clinical Priority form (15182) located on the Clinical Forms Register, stating a clinical reason for the change.  The clinical reason for the change may reflect deterioration in the patient’s condition or an improvement/reassessment of the patient’s condition.  The re-categorisation will not be processed if a form is not completed, or the form is incomplete.
Documentation of a re-categorisation must be recorded in the patient electronic record (ACTPAS) giving the reason for the change.  Patients must be advised of any change in their clinical priority urgency category and a summary of the telephone conversation recorded in the patient’s electronic record.
Should the referring medical officer complete a new RFA form assigning a new clinical urgency category, this can only be accepted if the patient has signed the consent form or there is evidence that a clinical review/assessment of the patient has occurred.  
If the new RFA has a different principal procedure listed, the original waiting list entry should be removed as ‘procedure no longer required’.  The new RFA is then logged onto the interventional radiology waiting list. 
If the new RFA has a minor change to the procedure, i.e., the principal procedure remains the same, the wait listing entry should be amended and the new RFA attached to the original RFA.  
Documentation of the changes must be recorded in ACTPAS.
[bookmark: _Toc74044155]New Procedures 
The Health Technologies Assessment Committee must formally approve new procedures not previously undertaken. Clinicians must also be appropriately accredited to undertake the procedure before patients are added to the waiting list.  A doctor may only refer patients for addition to the interventional radiology waiting list for procedures when the clinician has been accredited by the Medical and Dental Appointments Advisory Committee.  Interventional procedures should only be conducted at the hospital by an appropriately skilled clinician and where the infrastructure exists to enable the proposed procedure to be performed. Refer to Introduction of New Health Technology Policy.
[bookmark: _Toc119990664][bookmark: _Toc119990979][bookmark: _Toc119991188][bookmark: _Toc119991283][bookmark: _Toc119991376][bookmark: _Toc119991488][bookmark: _Toc119998195][bookmark: _Toc120006026][bookmark: _Toc120326508][bookmark: _Toc121626842][bookmark: _Toc122158596][bookmark: _Toc122233455][bookmark: _Toc207523192][bookmark: _Toc213744683][bookmark: _Toc213744921][bookmark: _Toc227575451][bookmark: _Toc227575609][bookmark: _Toc227577394][bookmark: _Toc227577868][bookmark: _Toc300054944][bookmark: _Toc300072202][bookmark: _Toc433282634][bookmark: _Toc74044180]Completion of the Request for Admission Form (RFA)
Note: for Medicare ineligible patients refer to Charges for Medicare Ineligible – Non-Eligible patients presenting for non-emergent treatment and or procedures Procedure on the Policy and Guidance Documents Register.

The following minimum data set on the RFA Form is to be obtained by the Referring Doctor:
Patient’s full name
Patient’s address
Patient’s contact information (home, work & mobile telephone)
Patient’s gender
Patient’s date of birth
Medicare number 
Clinical priority urgency category and a clinically verifiable rationale if required
If classified as staged, the time interval when the patient will be ready for their procedure should be indicated. The category selected should reflect the time window of when the procedure is to be performed.
Discharge intention (i.e., day only, or indication of number of nights in hospital)
Presenting problem
Planned procedure/treatment

Other relevant information should be included on the RFA that may include:
Significant medical history including if the patient is on anticoagulation therapy
Specific preadmission requirements
Special equipment 
Requirement for an ICU/HDU bed post procedure 
[bookmark: _Toc433282636][bookmark: _Toc74044156][bookmark: _Toc227574082][bookmark: _Toc227575452][bookmark: _Toc227575610][bookmark: _Toc227577395][bookmark: _Toc227577869][bookmark: _Toc300054945][bookmark: _Toc300072203][bookmark: _Toc121626843][bookmark: _Toc122158597][bookmark: _Toc122233456][bookmark: _Toc207523193][bookmark: _Toc213744684][bookmark: _Toc213744922]Processing an RFA
All RFAs will be date stamped on receipt and when the patient is registered on the Interventional Radiology Waiting List in ACTPAS. 
The Angiography (Angio CNC) or Medical Imaging CNC (MI CNC) will discuss the request, including procedural requirements and the patient’s readiness with the rostered Interventional Radiologist or Surgeon.  Once all documentation is completed the patients will be added to the Interventional Radiology Waiting List (IRWL) with an auto-generated letter from ACTPAS sent to the patient and listed General Practitioner.  All documentation will then be scanned into AGFA. See Attachment 1: example patient letter.
[bookmark: _Toc433282637][bookmark: _Toc74044157]Listing Date
A patient’s listing date will be the date the RFA is accepted. The acceptance date can be the same as the received date “Acceptance” will be deemed when the following are complete:
The minimum RFA data set is completed
An online medical imaging request has been placed via e-orders
Medical Imaging Interventional Procedural Booking Form is completed by referring team and Interventional Radiologist, except for endovascular surgeons who perform the procedure themselves.
The Interventional Radiologist or Surgeon is available and able to provide the patient with a date for admission within the clinical priority urgency category timeframe that they assign (excepting patients who may require multimodality therapies as part of their treatment plan)
Patients should be placed on the electronic interventional radiology waiting list within 3 working days of acceptance of a completed RFA
[bookmark: _Toc122158601][bookmark: _Toc122233460][bookmark: _Toc207523197][bookmark: _Toc213744688][bookmark: _Toc213744926][bookmark: _Toc227574086][bookmark: _Toc227575456][bookmark: _Toc227575614][bookmark: _Toc227577399][bookmark: _Toc227577873][bookmark: _Toc300054949][bookmark: _Toc300072207][bookmark: _Toc433282638][bookmark: _Toc74044158]Variations from Standard Bookings:
Procedure/treatment not provided - if a procedure/treatment is not provided at the CHS, the RFA cannot be accepted.  The referring doctor should be informed, and alternative arrangements negotiated with Executive Director Medical Services before accepting a revised RFA. 
New Procedures - The Health Technologies Assessment Committee must formally approve new procedures.  The RFA is not to be accepted by the CHS until approval for the procedure is given.  A copy of the decision is to be forwarded to the hospital’s admissions manager.
Duplicate bookings - a RFA will not be accepted for the same procedure with different referring doctors at the same CHS.  
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Communicating with patients, referring specialist medical practitioners and general practitioners
Patients waiting for IR procedures are the shared responsibility of the health care services, the referring specialist medical practitioner and the interventional radiologist.
Patients are informed about their status on the waiting list. Their status includes their assigned urgency category, approximate wait time and any notes within the system relevant to their position on the waiting list. 

CHS will communicate with patients, referring specialist medical practitioners and general practioners. 
Verbal communication with patients, referring specialist medical practitioners and general practitioners can occur over the telephone or face-to-face.
CHS will document all communication (verbal and written) with patients, referring specialist medical practitioners and general practitioners in the patient’s electronic clinical record as required by this policy.
Patients on the IR waitlist can contact the modality administration booking clerk on 5124 2159, if they are concerned about their waiting time or believe their clinical condition has changed. If the phone conversation becomes a clinical conversation, the call will be transferred to relevant Medical Imaging CNC.

CHS will consider the language and cultural needs of particular patient groups including Aboriginal and Torres Strait Islander patients, those from culturally and linguistically diverse backgrounds, and individuals with disabilities.  Wherever possible CHS staff will adapt their communication with patients to suit their needs and capacity to understand.

Scheduling patient for procedure
IR waitlists are managed to ensure patients are treated equitably within clinically appropriate timeframes.  
Priority is given to patients with an urgent clinical need.
The principle of treat in turn is to be applied to all scheduling of patients.  This means that patients are treated in order of registration onto the IR waiting list

CHS schedules patients for IR procedures within each urgency category according to waiting time, except in specific circumstances.
The only circumstances which may prevent patients from being scheduled for IR procedures according to waiting time are:
· a patient’s condition has deteriorated
· the CHS has previously postponed the patient’s procedure
patient availability
· resource availability (availability of angiography time, staff, equipment, and healthcare service capacity)
· sound clinical reasons
· Interventionalist request for clinical reasons

Once a tentative To Come In (TCI) date is confirmed the patient will be contacted by phone to determine acceptance of date followed by a letter from the Medical Imaging bookings office.  The recommended timeframes for allocation of a TCI date:
· Category 1 – within 5 days of registration onto the waiting list
· Category 2 – within 45 days of registration onto the waiting list
· Category 3 – within 270 days of registration onto the waiting list

CHS will confirm the scheduled date with the patient verbally and in writing. Written notification is not required for patients scheduled at short notice (10 working days or less).

CHS will conduct normal case review practices and waiting list management activities which should include an analysis of treatment in turn.

When scheduling a patient for IR procedures, CHS will ensure that no other patient with similar characteristics has a higher clinical need or has waited longer for treatment.

The following criteria must be considered when selecting patient for scheduling:
· Clinical priority urgency category
· The length of time the patient has waited in comparison with similar category patients
· Previous postponements
· Pre-admission assessment issues/factors e.g., elderly people living alone or those having to travel long distances
· Resource availability e.g.  angiography time, staffing, equipment, and healthcare service capacity.

There should be relevant consultation with staff from:
· treating Doctor 
· Interventional Radiologist
· pre-admission
· Angio CNC / MI CNC
· other Departments if relevant

Scheduling should take into account the patient’s personal circumstances.  For example, it may be difficult for a patient living in a regional area to arrive at the earliest appointment at a healthcare facility.

The NSW Government Isolated Patient Travel Assistance Scheme provides financial subsidies to eligible patients living in rural and regional NSW who need to travel long distances to access medical specialist services, including surgery.  Patients who are residing in rural or regional areas who have to travel to the nearest tertiary level health service should be provided with information on the scheme.  Information is available at:  http://www.iptaas.health.nsw.gov.au/ .

Any tentative or planned dates should be documented in the patients electronic waiting list record. 

Any acceptance of an offered date should be recorded within the patients electronic waiting list record.

Insurance status or ability to pay must not result in preferential treatment or access to services within public health facilities.  Full and open information should be made available to allow patients to make informed choices about financing their care.

Aboriginal and/or Torres Strait Islander people
When contacting the patient Medical Imaging staff will –ask the patient/carer  if they would like an Aboriginal and Torres Strait Liaison Officer to contact them either before their admission or to visit during their admission.
Postponement of procedure
CHS will try to minimise the impact and inconvenience to patients whose procedures they postpone. CHS initiated postponements must be minimised. Decisions to postpone a patient’s procedure must involve relevant medical and nursing staff, as well as the Executive Director of Medical Services (EDMS).
· Patients who receive a notification of their postponement on the day of their IR procedure are advised of the postponement and the reason for postponement. 
· Where a CHS-initiated postponement is made, category 1 patients postponed after admission will be contacted by a senior member of staff within the Medical Imaging. 
· For all other CHS-initiated postponements, the patient will be notified by Angio CNC / MI CNC or booking clerk. 
· Patients who receive a CHS-initiated postponement on the day of their procedure will receive support options from bookings staff or Angio CNC / MI CNC.
· All day of procedure postponements must be approved by the Interventional Radiologist / Procedural Radiologist / Fellow / Senior Registrar rostered to the modality for the day.  

When communicating the postponement to the patient, the patient should be advised of:
· the reason for the postponement
· Angiography department will contact the patient when a new date becomes available
· what they should do if their condition changes or deteriorates
· the option to speak to a doctor about medical issues that might arise as a result of the postponement
· the Isolated Patient Travel Assistance for those who have travelled long distances to the healthcare service
· the contact details of the Angiography bookings office, should they require further information.

Managing patient status
Patients waiting for IR procedures are the shared responsibility of the CHS, the referring specialist medical practitioner and co-managed from time to time with the general practitioner.

CHS minimise the time patients are not ready for care through early and active management of patient comorbidities and fitness for procedure.

Patients are informed about their status on the waiting list. Their status includes their assigned urgency category, approximate wait time and any notes within the system relevant to their position on the waiting list. 
· A patient on the IR waiting list must be identified as being ready for procedure.
· Ready for procedure patients are those who are prepared to be admitted to healthcare service or to begin the process leading directly to admission for procedure. 
· A patient who is Not Ready For Care (NRFC) are those patients who are on the waitlist but unable to begin the process leading directly to admission for their procedure.  Patients can be made NRFC for the clinical, staged and personal reasons.

Clinical

Not ready for procedure pending improvement of clinical condition.  
Patients for whom admission for procedure is indicated, but who’s condition has deteriorated further since the addition to the waitlist.  For example, patients who have a heart attack, stroke, or pneumonia while on waitlist and need to wait for clinical improvement prior to admission.

Patients will be advised verbally or in writing within three working days of any change in their ready for care status (from ready for care to not ready for care, and the reverse) for clinical reasons.

A change in the patient’s ready for care status for clinical reasons may be authorised by the treating specialist medical practitioner, head of clinical unit or appropriate delegate. The reason for the change and any substantiating evidence must be documented in the patient’s electronic medical record.  Where the treating specialist or delegate provides authority for the change in status, the treating specialist / delegate or head of unit may be notified of the change by the individual providing authority.

CHS will actively manage patients who are not ready for care for clinical reasons and changes in status must be authorised by a senior clinician involved in the patient’s care (e.g., treating specialist, senior nurse) and involve multiple clinicians in both the decision and the responsibility to monitor the patient.
Responsibility lies with the referring clinician and medical teams.

Patients who are not ready for care pending improvement of clinical condition, should have their care actively managed by the referring clinician and medical team .  Active management may reduce the time a patient is not ready for care and optimises fitness for IR procedure.  It is not the responsibility nor appropriate for medical imaging waitlist management to manage such patients clinically.

Active management also improves the accuracy of waiting lists by ensuring that patents who become ready for care again have their status on the IR waiting list updated as early as possible

The following time limits apply to patients who are not ready for care – deferred for clinical reasons:
· Category 1 - 15 days (discuss with referring doctor)
· Category 2 - 45 days
· Category 3 -180 days. 

Not ready for procedure – staged patients.  
Patients who have undergone a procedure or other treatment and are waiting for follow-up care that needs to occur at a known time in the future – usually within a time measured in days or weeks, rather than months or years. The patient is not able to be admitted to the CHS or to begin the process leading directly to admission for procedure. 
Examples include: Nephrostomy Tube Exchange or patients who are waiting for an implant can be made NRFC until a TCI is assigned e.g., endovascular aneurysm repair (EVAR), or patients requiring custom made implants or stents.

Personal
Patients who for personal reasons are not yet prepared to be admitted to CHS for the procedure.  For example, patients with work or other commitments that preclude them from being admitted to CHS for a time.

The following time limits apply to patients who are not ready for care – deferred for personal reasons:
· Category 1 - 15 days (discuss with referring doctor)
· Category 2 - 45 days
· Category 3 -180 days.

Patients who advise the CHS that they are not ready for care for personal reasons must be informed of the time limits for their urgency category. This should be documented.

Advice to patients who are made not ready for care must include:
· the reason for being made not ready for care (clinical or personal)
· an explanation that the time spent as not ready for care does not count towards the reported waiting time
· notification of the time limits for not ready for care – deferred for personal reasons, and the potential actions arising if they exceed the time limits
· the details of who to contact if the patient has questions or concerns or there is a change in their clinical condition.

Patients who decline a procedure for any reason and breech the above timeframes for their category should be reviewed by the requesting team, either by face-to-face assessment or by phone if practicable.

Pregnancy
If a patient becomes pregnant while waiting for a procedure, a clinical review must be undertaken by an appropriate clinical delegate and a determination made as to whether procedure will be performed during the pregnancy.  If it is determined that procedure will not proceed, the patient and their referring general practitioner, must be contacted and advised that they are being removed from the waitlist.
All changes to the patient’s status must be clearly documented in the patients’ electronic clinical record.

Removing patients from the IR waiting list
CHS must exercise discretion to avoid disadvantaging patients experiencing hardship, misunderstanding and other extenuating circumstances.


A patient may be removed from the IR waiting list if they:
have undergone the procedure for which they were referred 
are deceased
are not contactable via phone, mail, next of kin, general practitioner and email where available
no longer require procedure
fail to respond to a mail audit and are un-contactable via phone, next of kin, general practitioner or email
fail to attend for admission without prior notice
decline treatment on two occasions
are not ready for care – deferred for clinical reasons for a period exceeding the following number of days:
· 15 days for Category 1 patients
· 45 days for Category 2 patients
· 180 days for Category 3 patients 
· are not ready for care – deferred for personal reasons for a period exceeding the following number of days:
· 15 days for Category 1 patients
· 45 days for Category 2 patients
· 180 days for Category 3 patients 

Removals from the IR waiting list, other than as a result of the patient having undergone the procedure or being deceased, must be notified to the referring medical specialist and general practitioner within 10 working days.

Category 1 patients must not be removed without authority from the referring medical specialist.

All patients who are removed from the waiting list without having the procedure must receive written advice from Medical Imaging within five (5) working days of their removal.

Patient deceased
If notification is received of the death of a patient listed on the waiting list the following steps should be followed:
confirm accuracy of patient death notification
complete on-line ACTPAS Patient Death Notification Form found at https://healthhub.act.gov.au/form/actpas-patient-death-notification
document all communication and action taken in the patient’s electronic clinical record.

Patient received procedure at another healthcare service (public or private)
Medical Imaging will confirm with the patient that they no longer require the procedure and document in the electronic record. Once this has been documented, the patient can be removed from the waitlist. 
CHS will make reasonable attempts to contact patients before removing from the waiting list.  CHS will at a minimum make two attempts to obtain contact details from:
· the patient’s treating specialist medical practitioner
· the patient’s referring specialist medical practitioner, or nominated general practitioner
· the CHS medical records 
· the patient’s next of kin.

Patient declines the procedure, or it is no longer required
Patients should be advised of their responsibility to notify CHS when a procedure is no longer required so that they can be removed from the waiting list.
Any patient who is removed from CHS waiting list at their own request (without having undergone procedure at another facility) should be advised to contact their general practitioner to discuss the potential risks associated with not proceeding with the procedure and options for alternative management.

Failure to attend for treatment
In consultation with the treating specialist medical practitioner and in the context of individual patient circumstances, a patient may be removed from the waiting list if they fail to arrive for admission without providing prior notice.  

Patient repeatedly defers treatment or wishes to defer treatment for a long period
CHS will exercise discretion to distinguish between patients who are reasonably negotiating an admission date to suit their particular circumstances and those who declare themselves unavailable for treatment for prolonged period (for example, due to overseas travel).
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IR procedure lists should be booked 2 weeks in advance or when the Angio CNC has the interventionalist roster. 

Patients being scheduled into General Anaesthetic (GA) allocated list will  be added to the ACTPAS theatre management list in the 1B out of area’s sessions. Patients will also be added to the medical imaging booking platform (AGFA).

A copy of the theatre list will be communicated with the Post Anaesthetic Care Unit (PACU) CNC. The copy of this list should be communicated at a minimum of one week out from the procedure date. 

Any changes to the procedure list should be communicated with the PACU CNC. Updated IR GA lists will be sent to the PACU CNC day prior to admission. 
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[bookmark: _Toc433282659][bookmark: _Toc74044172]CHS will regularly monitor their demand and capacity to ensure timely access to services is sustainable. Where it is identified that there is insufficient capacity to treat patients within clinically recommended waiting times, CHS will investigate strategies to align demand and capacity either internally or seek alternative, suitable arrangements to provide care in time.
The Medical Imaging CNCs and Modality Managers provide oversight and manage the IR waitlist.  CHS will keep accurate records of waiting list information including any change to a patient’s clinical urgency, ready for care status or scheduled admission date.  The records also include the reasons for the change, substantiating evidence where appropriate, and the name of the person who authorised the change.

CHS will audit each registration on their IR waiting list at least every six (6) months to ensure accurate representation of the number of patients waiting and available for IR procedures.

Monthly review of Medical Imaging waitlist should be carried out to ensure patients are being managed as per this procedure. This will be carried out by the medical imaging booking clerks.
Patient’s referred for an interventional radiology procedure/treatment at Canberra Hospital will have their referral managed as per this procedure

All patients on the waiting list should be contacted if they have been waiting for six months or longer from listing date, excluding stage patients, to ascertain if they still require admission/the procedure/treatment.  
Two contacts should be attempted, one by letter and one by telephone.
Documentation of the patient audit must be made in the patient’s electronic record, including responses received and the action taken.

Record Keeping
Copies of the following should be included in the patient’s electronic medical record, or on the patient’s administration system (ACTPAS):
· the request for admission and consent to treatment form
· patient notification of registration on the waiting list
· patient notification of a change in ready for procedure status
· each occasion of postponement of a procedure and the reason
· patient notification of removal from the waiting list
· any communication with the patient’s general practitioner.

Any change to a patient’s booking or waiting list status should be recorded in their electronic medical record including:
· change to the patient’s ready for procedure status
· change to the patient’s clinical urgency category
· removal of a patient from the healthcare service’s waiting list.

Where verbal notifications have taken place, a record of the conversation should be made in the electronic medical record and include:
· date and time of notification
· names of the people involved in the conversation
· key points of discussion.

Patients on the IR waitlist that are approaching time limits for not ready for surgery can be identified in the electronic record or on the IR waitlist. 
Any change to a patient’s booking or waiting list status should be recorded in their medical record including:
· A change to the patients ready for care status
· A change to the patients’ clinical urgency category
· Removal of the patient from the health service waiting list.

Patients on the IR waitlist that are approaching thresholds not ready for treatment – deferred personal reason can be identified in the electronic record or on the IR waitlist.  
At the time of validation, CHS will contact patients with whom no communication has taken place in the preceding six months, to determine whether they still require the procedure.
Documentary evidence of the waiting list validation process will include:
· Patients contacted
· Patients not contactable
· Patients who have died, including the name of the person who notified CHS that the patient has died, the cause of death, if known and the date of notification
· follow up actions if any.
· Names of staff conducting the validation process
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To ensure appropriate scheduling, doctors are required to provide Clinical Director of Medical Imaging a minimum of 28 days’ notice of intended leave.  Leave includes annual, study and conference, unplanned sick or bereavement leave, and extenuating circumstances will be considered.

A patient’s clinical priority category and listing date does not change because of doctor’s leave.
Patients whose clinical priority cannot be met during a period of leave must not be booked on the IRWL.  A management plan for affected patients should be developed and implemented for all leave.
Affected patients are those who during the leave period: 
Already had a planned admission date 
Will exceed their clinical priority timeframe during the leave period.
[bookmark: _Toc433282665][bookmark: _Toc74044176]Resignation, Retirement or Sudden Death
Following notification of planned or unplanned resignation or retirement, sudden death or failure to be reappointed, or notification of intention not to renew a contract a management plan for affected patients already listed requires:
Consultation with Head of Specialty, Clinical Director Medical Imaging, Executive Director of Medical Services, Medical Imaging ADON and Administration Manager. 
Location of a replacement treating doctor in consultation with the Clinical Director of Medical Imaging 
All patients will be clinically and/or administratively reviewed, and a plan developed by the Head of Specialty
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Outcome
Referrals to the IR Waiting List are appropriate and within the identified guidelines.
Registrations occur within specified timeframes.
Access to procedures is equitable across all clinical urgency categories.

Measures:
Review of referrals to ensure that the meet the National Guidelines for Urgency Classification.
Review of audit of IR waitlists.
The principle of treat in turn is applied across all urgency categories to facilitate equitable access to IR procedures.
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Policies
· Elective Surgery Access
· Informed Consent – Clinical
· Introduction of New Health Technology

Procedures
· Admission to Discharge (adults and children)
· Anxiolysis for Diagnostic Scans in Adult Outpatients – Medical Imaging
· Charges for Medical Ineligble/Non-Eligble patients presenting for non-emergent treatment and/or procedures
· Credentialing and Defining Scope of Practice for Senior Medical and Dental Practitioners
· Infection Prevention and Control 
· Medical Imaging Reporting and Procedures
· Patient Identification and Procedure Matching 

Guidelines 
· Fasting Guidelines for Patients Requiring Sedation or Anaesthesia

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011

Other
Australian Charter of Healthcare Rights
Nursing and Midwifery Board of Australia (NMBA) Requirements for Practice 
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1. Canberra Hospital and Health Services - October 2012 Consent and Treatment Policy 
2. National Elective Surgery Urgency Categorisation Guideline April 2015 – Australian Institute of Health and Welfare and Royal Australian College of Surgeons
3. Ministry of Health NSW – Waiting Time and Elective Surgery Framework – February 2012
http://www.health.nsw.gov.au/policies/ib/2012/IB2012_....html 
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	Definition
	Explanation

	Acceptance date
	Acceptance of the RFA will be deemed when the following are complete:
The minimum RFA data set is completed
The RFA form is signed and dated on page 4
It is not an excluded procedure

	Addition to the waiting list
	As soon as a decision is made that a patient is in need of admission to the hospital and the admission is not required within 24 hours, the treating doctor should complete a RFA form and forward it to the hospital within 5 working days.  The patient will be added to the electronic waiting list within 3 working days of acceptance of a complete, accurate and legible RFA form. The date the RFA is accepted becomes the patient’s listing date. This date is used in the calculation of the waiting time. 

	Admission
	The Australian Institute of Health and Welfare (AIHW) defines admission as the process whereby the hospital accepts responsibility for the patient’s care and/or treatment.  Admission follows a clinical decision based upon specific criteria that a patient requires same day or overnight care and treatment. There are two types of Admission:
Emergency Admission is defined as intervention to treat trauma or acute illness subsequent to an emergency presentation.  Emergency also includes unplanned procedures for admitted patients and unplanned procedures for patients already waiting for an elective procedure (for example, in cases of acute deterioration of an existing condition).
Elective Procedures are defined as planned procedures that can be booked in advance as a result of a specialist clinical assessment resulting in placement on the intervention radiology waiting list

	Admission Date
	Date on which an admitted patient commences an episode of care 

	Admitted patient
	A patient who undergoes a hospital’s admission process to receive treatment and/or care

	Anticipated election status

	Recorded when the patient is added to the waiting list, it is the anticipated financial election the patient will make when admitted for the planned procedure/treatment.
Classifications are:
Medicare Shared - Public patient
Medicare Eligible - Private patient
Medicare Eligible - Department of Veterans Affairs patient
Medicare Eligible - Other (compensable, Defence forces etc)
Medicare Ineligible – (e.g., Overseas visitor)

	Clerical Audit
	A clerical audit is a regular and routine clerical check that the information the hospital has of patients waiting for admission is correct.  It will facilitate the identification of patients who no longer require admission or who have duplicate bookings

	Clinical Priority Urgency Categories
	A clinical priority urgency category is allocated to a patient based on the referring doctor’s assessment and nationally agreed guidelines for surgery of the priority with which a patient requires elective admission.  Clinical priority categories are:
	Category 1
	· Procedures that are clinically indicated within 30 days

	Category 2
	· Procedures that are clinically indicated within 90 days       

	Category 3
	· Procedures that are clinically indicated within 365 days     

	Not Ready for Care – staged (Clinical reasons)

	Not Ready for Care – deferred (Personal reasons)




	Clinical Review
	Review of a patient on the waiting list to ensure that their waiting time is appropriate for their clinical condition.

	Day of surgery admission
(DOSA)
	Day of surgery admission - patients are admitted into hospital on the day of their procedure and remain in hospital for at least one post-operative night.

	Day Only Surgery (DO)
	Day Only Surgery involves the patient being admitted and discharged on the day of surgery.
Also referred to as Day Surgery.

	Declined Patient
	A patient who declines a planned admission date for treatment.

	Deferred
	See Not Ready for Surgery “deferred”

	Demand Management
	Processes and Strategies initiated to manage the number of patients exceeding their clinical priority urgency timeframes waiting on the Wait List for interventional radiology.

	Discharge Intention
	Recorded when the person is added to the waiting list.  It identifies whether the referring doctor expects that the person will be admitted and discharged on the same day (i.e., day patient) or will stay at least overnight.

	DOSA
	DOSA is an acronym for day of surgery admission.

	EDSU 
	EDSU units are specifically designed to accommodate patients - elective and emergency, who meet specific admission criteria including:
Absolute expectation of discharge within 24 hours, preadmission screening (elective patients), agreed clinical guidelines in place and agreement to protocol based nurse-initiated discharge.

	Electronic waiting list
	Patient administration/ management system used by the hospital to manage the waiting list e.g., ACTPAS.

	Exceeding Clinical Priority Timeframes or Overdue
	Patients are considered overdue if they have waited in excess of the time recommended for the assigned ready for care clinical priority category.

	Indicator procedure
Code
	The procedure or treatment the patient is to undergo when admitted.  

	Inpatient
	Patients who are formally admitted to a hospital or health service facility.  Formally admitted patients can be Day Only or overnight.

	Listing Date
	Listing Date is the date of Acceptance of the RFA Form.  Calculation of waiting time starts from this date.  

	Listing Status
	Indicates the status of the person on the waiting list that is the extent to which a patient is ready and available for admission.  This may change while the patient is on the waiting list e.g., after a clinical review.
The patient may be:
Ready for Care (Category 1, 2 or 3)
Not Ready for Care (Staged or Deferred)

	Long-wait patients
	Patients who are Ready for Care and have waited longer than their recommended clinical category timeframe are termed long-wait patients.  

	Medicare eligibility
	Patients must be identified as being eligible or not eligible for treatment under the Medicare agreement for each episode, and a record of the patient’s Medicare number is to be made at the time of listing - see Anticipated Election Status. 

	Not Ready for Care
(NRFC)
	A Not Ready for Care patient can be defined as a patient who is not available to be admitted to hospital until a future date and is either:
Staged – (Planned or Clinically unfit)
Deferred (not ready for personal reasons)
See Clinical Review Section 5.3 for timeframe for NRFS patients.
A postponement of admission by the hospital does not render the patient Not Ready for Care.  These patients should remain on the waiting list as they are still genuinely waiting but are delayed. 

	Not Ready for Care - “deferred” for personal reasons
	A deferred patient is a patient who for personal reasons are not yet prepared to be admitted to hospital. Examples include patients with work or other commitments that preclude their being admitted to hospital for a time.
It is mandatory to indicate a reason for deferring.
The reason a patient is deferred may be reported as follows:
A patient is going on holidays and will be unavailable for admission
A patient is unable to obtain home support
A patient is unable to accept a date due to work commitments
A patient is unable to accept a date for other significant reasons e.g., personal carer
Patients may not be added to the waiting list as Not Ready for Care deferred.

	Not Ready for Care - “staged” patients
	Patients who have undergone a procedure or treatment and are waiting for follow-up, where the patient is not in a position to be admitted to hospital or to begin the process leading directly to admission for their procedure, because the patient’s clinical condition means that the procedure is not indicated until some future, planned period of time.
It is mandatory to indicate a reason for staging
The reason a patient is staged may be reported as follows:
Pending Improvement of clinical condition
Patients for whom a procedure is indicated, but not until their clinical condition is improved, for example, as a result of a clinical intervention. Examples include patients who require a cardiac work-up before a procedure.
Planned 
A patient requiring treatment as part of periodic treatment
A patient requiring treatment as part of a staged procedure
A planned re-admission for a patient with a predictable morbid process, requiring periodic treatment of the ongoing disease process
A planned re-admission for review of status following previous treatment

	To Come In Date (TCI)
	The date on which it is proposed that a patient on the waiting list will be admitted for an episode of care.

	Planned length of stay
	The number of nights the patient is expected to stay in hospital as an inpatient.  This information will be used for discharge planning and bed management.

	Planned procedure
	The planned procedure is the procedure or treatment the patient is to undergo when admitted.

	Postponement
	A patient’s elective admission may be postponed by the hospital due to high emergency admissions or other hospital related reasons.
See Ready for Care “delayed”
A patient may also postpone for personal reasons. 
See Not Ready for Care “deferred”

	Pre-admission
	Patients are assessed before admission to the hospital for their suitability to undergo the intended procedure/treatment, associated anaesthetic and discharge plans.

	Presenting Problem
	The problem or concern that is the reason for seeking health care or assistance (NHDD).

	Private/Chargeable patients (including DVA & WC etc)
	Persons admitted to a public hospital who elect to choose their treating doctor(s) will be charged for medical services and accommodation.

	Public Patient
	A Medicare eligible patient admitted to a public hospital who has agreed to be treated by a nominated doctor of the hospital’s choice and to accept shared ward accommodation.  This means the patient is not charged.

	Ready for Care (RFC)
	A Ready for Care is defined as patients who are prepared to be admitted to hospital or to begin the process leading directly to admission for their procedure.
The process leading to their procedure could include investigations/procedures done on an outpatient basis, such as autologous blood collection, pre-operative diagnostic imaging or blood tests.

	Ready for Care - “Delayed”
	A patient is regarded as Ready for Care but delayed where the hospital decides to postpone admission and reschedule a person’s planned admission date because of:
Non-availability of operating theatre (staff, equipment, resources etc.)
Non-availability of bed
Non-availability of bed; pressure of emergency admissions
Non-availability of doctor
It is mandatory to indicate the reason for the patient’s admission being delayed.

	Removing patients from the waiting list, other than for admission
	Patients can be removed from the waiting list for reasons other than for admission:
Patient declines treatment or requests removal
Patient defers treatment on 2 occasions
Patient defers & exceeds the total cumulative maximum number of Not Ready for care days; Cat 1 > 15 days; Cat 2 > 45 days; Cat 3 > 180 days
Patient fails to arrive on 1 occasion, with no notice or extenuating circumstances
Patient not contactable
Patient deceased

	Request for Admission form (RFA)
	Requests for admission to hospital need to be on an approved form and contain a minimum data set as specified in this framework 

	Referring Doctor
	Doctor who is referring the patient to the waiting list

	Staged
	See Not Ready for care “staged”

	Short Notice/ Standby Patient
	Patients may agree to be available on the “short notice” list to have their procedure performed if there is a cancelled procedure.  The hospital should determine what period of time prior to admission is regarded as short notice and for which procedures are appropriate. 

	Status Review Date (SRD)
	This is the date determined for an assessment (clinical or administrative) of a deferred or staged person (i.e., Not Ready for Care) to determine if the patient has become ready for admission to the hospital at the first available opportunity (i.e., Ready for Care).

	Treating doctor
	The medical officer/senior clinician (a visiting practitioner, staff specialist or academic clinician) responsible for the care of the patient, and under whose care the patient is to be admitted.

	Waiting List
	A waiting list is kept by the hospital.  This contains the names and details of patients registered as requiring elective admission to that hospital.  Admission may be for same day (admission and discharge on the same day) or other acute inpatient services requiring overnight or longer stay.  These patients may or may not have a planned admission date and may be proposing to be public or private patients.

	Waiting Time
	Time a patient spends as Ready for Care.
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	AIHW                Australian Institute of Health and Welfare

	Cat		Category

	CEAP                  Clinical-Etiology-Anatomy-Pathophysiology

	CEO		Chief Executive Officer

	CMBS		Commonwealth Medicare Benefits Schedule

	CPC		Clinical Priority Category

	DO		Day Only

	DOSA		Day of Surgery Admission

	DR		Doctor

	DVA		Department of Veteran Affairs

	EDO		Extended Day Only

	GP		General Practitioner

	HDU		High Dependency Unit

	HVSS                  High Volume Short Stay

	ICU		Intensive Care Unit

	NRFC		Not Ready for Care

	PAS		Patient Administration System

	RFA		Request for Admission

	RFC		Ready for Care

	SRD		Status Review Date

	WC		Workers Compensation
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Medical Imaging, procedure, triage, priority, referral, interventional, treatment, angiography, admission
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Attachment 1: Example Patient Letter

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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TEST PATIENT RISPACS

Dear RISPACS,
‘The Canberra Hospital has received a CT referral from Dr. TEST1 Radiologist.

‘The appointment has been booked on 22/01/2022 at 10:00.

‘The CT Department is located in Buiing 12, Level 2. Follow the Blue line to find the Medical Imaging
Reception, then follow the Red line (Medical Imaging is located in the same building s the Emergency

Departmen).

You MUST arrive 15 minutes prior to your appointment or your appointment may be canceled.

Ploase oncure you are well hydrated whon you attend your appointment. W suggest drinking 4
glasses of water over the afternoon/evening prior to your CT, then 2 glasses of water between
waking and your scan time. This is in addition to what you would normally drink. (Unless you
are a Renal or Cardiac patient on fluid restrictions).

Please phone the CT Department 48 hours n advance to confirm your appointment between
8:00am and 4:30pm Monday to Friday (excluding Public Holidays) on (02) 5124 2017.
+If you do not ring to confirm your appointment, your appointment will be rescheduled.
+If you are pregnant, or think you may be, please ring o inform the radiographer.
+If you have mobility restrictions please ring to inform the receptionist.

IMPORTANT POINTS TO REMEMBER FOR YOUR APPOINTMEN:

+ Some examinations may require IV Contrast, this wil be injected via a Cannula

+ The morming of your scan you should shower o bathe and dress in clean clothes to come to the
hospital. This wil help reduce the fisk of infection,

+So we can effectively plan your scan itis ESSENTIAL to bring all relevant X-rays, MRI scans, andior
previous CT scans {0 the appointment. Failure to bring previous fims may require rescheduiing the
appointment

+You may need to allow 48 hours for your dactor to recelve the resus.

s essential that you bring your Medicare Card with you 10 the appointment

+ Please note that we will do our best to adhere to your appointment time; however, due to
circumstances beyond our control we might be running late or could be required to reschedue your
appointment (o a future ate.

+ The Canberra Hospital has several avallable parking areas. The Southern Mult-storey car park is
the primary parking area and has 4 levels of public parking. Yamba Drive carpark also has 4-hour
public parking spaces available. Please allocate enough time for parking when planning your visi to
the hosptal
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Yours Sincerely,

CT Department
Canberra Hospital and Health Services
Yamba Drive, Garran ACT 2605

PO Box 11 Woden ACT 2606

PH: (02) 5124 2017 Fax (02) 5124 4308
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