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Executive Summary
The Clinical Senate Debate– Clinicians – Do you see Me? (2011) highlighted the
experiences that People with Disability (PWD) and their carers face within the hospital
system. It was highlighted that PWD and their carers felt that they were not listened to
while in hospital and that their care seemed to be poorly coordinated. They also noted
that they did not feel that their opinions were valued or that the information that they
provided was treated with respect.
Following this debate, the mandate was to consider what could be done to improve the
acute care experience for PWD admitted to hospitals in Western Australia (WA). As a
result, it has become a joint project between WA Health and the Disability Services
Commission (DSC) to evaluate and improve the current systems in place.
Pilot projects were carried out in 2014 at nominated South and North metropolitan sites,
Sir Charles Gairdner Hospital and Armadale Hospital respectively. Following on from
these projects, it was recommended to undertake the pilot project at Fiona Stanley
Hospital (FSH).
The primary objectives of Focus on Disability – Improving the Patient Journey at FSH
were to:







Identify and guide systems and process changes required to improve health
services provided to PWD and their Carers;
Strengthen and build capacity at FSH;
Capture Patient and Carer experiences and feedback at FSH;
Provide recommendations for improvement on admissions, patient screening
mechanisms, support and management and discharge processes for PWD at
FSH; and
Ensure the identified recommendations and improvements were sustainable
under an Activity Based Funding (ABF) model with consideration of the changes
post project funding.

The activities undertaken during the eight month project incorporated Patient- Carer
Interviews, Staff Process Mapping Workshops and a hospital wide Disability Access and
Inclusion Survey. Subsequently, a thematic review was undertaken to ascertain the
common themes evident in all three activities and identify key recommendations.
A number of recommendations resulted from this project including:



Review the Emergency Department (ED) Risk Screening process for PWD. to
identify care needs
Develop a pre admission pathway to enable early identification of PWD and
complex needs at the point of admission.
5









Enhance and encourage staff education and awareness in disability including
awareness on the Carers Recognition Act and other relevant WA Health policies.
Create working relationships between key stakeholders such as the FSH
Disability Access and Inclusion Committee and the FSH Consumer Advisory
Council (CAC)
Provide education on the standard operating procedures of referring patients in
ED to Allied Health specialties.
Promote the Customer Feedback service and look at ways to make it more
accessible for PWD.
Investigate ways FSH can better support Carers.
Review compliance on updating the Journey Board and establish set criteria for
the discharge risk rating scale for disability.
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1. Project overview
1.1 Background
A debate of the Clinical Senate in 2011 entitled “Clinicians - Do you see me?” explored
the fields of health and disability and proposed a number of recommendations for
improving the delivery of health services to people with disability. The chief
recommendations were the establishment of the Disability Health Network, and the
development of “Disability Liaison Officer” (DLO) positions.
Joint funding for DLO positions was secured through the Department of Health (Director
General) and Disability Services Commission (DSC) and project scoping (Phase 1) was
completed in 2013 by project officers from North and South Metropolitan Health
Services.
Whilst the original intent of this project was to introduce a discrete Disability Liaison
Officer (DLO) role for a trial period (please refer to Appendix 4.1), it was not felt this was
a sustainable model moving into an Activity Based Funding (ABF) environment. Rather it
was felt that the current practices and system processes which support PWD and
complex needs be reviewed and enhanced.

1.2 Resources
Funding of $110 000 was made available to Fiona Stanley Hospital (FSH) for 15/16 and
was managed through the Director of Allied Health. Funding was used for the
recruitment of a Senior Project Officer and the relevant capital and operational expenses

1.3 Governance
The project was governed by the PWD Advisory Committee at FSH, chaired by the
Director of Allied Health. The committee provided clinical oversight and set the direction
of the project. Members included:









FSH Director Allied Health (Chair)
Area Allied Health Advisor SMHS
Senior Project Officer
FSH Safety Quality and Risk representative
FSH Culture Innovation and Change representative
Team Leader CoNeCT SMHS
Consumer representative
Carer representative
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DSC Local Area Coordinator (LAC)
FSH Allied Health representative

The PWD Working Group, chaired by the Senior Project Officer managed the
operational tasks of the project. The members of the PWD Working Group included:







Senior Project Officer
CoNeCT representative SMHS
FSH Capacity and Access representative
FSH Occupational Therapist
Nurse Unit Managers from Emergency Department (ED), Ward 6B and 6C
DSC Local Area Coordinator

1.4 Objectives
The objectives of the project were:







Identify and guide systems and process changes required to improve health
services provided to PWD and their Carers;
Strengthen and build capacity at FSH;
Capture patient and Carer experiences and feedback at FSH;
Provide recommendations for improvement on admissions, patient screening
mechanisms, support and management and discharge processes for PWD at
FSH; and
Ensure the identified recommendations and improvements were sustainable
under an Activity Based Funding (ABF) model with consideration of the changes
post project funding.

1.5 Methodology
1.5.1 Patient Cohort
Patients were selected in conjunction with the below criteria in Table 1.
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In Scope
Adults aged
disability

18-64

with

Out of Scope
a

permanent

Inpatients
Outpatients (for patients that have had an
inpatient stay or outpatients who have
chronic/worsening conditions)
Ambulatory care





Children
Transition from child to adult care
Older adults (aged 65 and over)

No identifiable discharge destination due to time risks
of project
Patients under the governance of the “Long stay
younger people program” to avoid duplication
Primary Health Care

Mental health if included as part of dual
diagnosis
Disability cohort as defined by the (WHO,
ICF)*

Mental health as primary diagnosis

Emergency Department admissions

Emergency Department presentations

Primary diagnoses as per Phase 1 project:
 Dementia
 Behavioural disorders
 Pain disorders
 Respiratory disorders
State Rehabilitation Unit FSH

Table 1 Selection criteria for patient cohort
* World Health Organisation International Classification of Functioning, Disability and Health (WHO ICF):
a) the person has a disability that is attributable to one or more intellectual, cognitive, neurological, sensory or physical
impairments or to one or more impairments attributable to a psychiatric condition; and
b) the impairment or impairments are, or are likely to be, permanent; and
c) the impairment or impairments result in substantially reduced functional capacity to undertake, or psychosocial
functioning in undertaking, one or more of the following activities:
i) communication;
ii) social interaction;
iii) learning;
iv) mobility;
v) self-care;
vi) self-management; and
d) the impairment or impairments affect the person’s capacity for social and economic participation; and
e) the person’s support needs in relation to his or her impairment or impairments are likely to continue for the person’s
lifetime.

1.5.2 Patient - Carer Interviews
A “Patient Journey” study involving in-depth interviews with Patients with Disability, and
their Carers commenced in September 2015 and concluded in December 2015. All
participants were required to be inpatients between the ages of 18-65 years.
Patients on inpatient wards were identified either through consultation with the Nurse
Unit Managers (NUMs), shift coordinators and/or other members of the working group or
through the Senior Project Officer identifying relevant patients through the Senior Project
Officer identifying patients via Journey Board management.
9

Patients and Carers were asked to consent to the interview and were provided with an
overview of the project. Refer to Appendix 4.2. Patients and Carers then completed a
face-to-face interview and either a follow up telephone call or email approximately 2-3
weeks following discharge. Interviews were conducted by the Senior Project Officer at
bedside on the ward. All efforts were made to include a wide range of PWD to
participate in these interviews. For example, interpreters were provided and patients with
hearing impairments or speech and language impairments were able to read the
questions and/or respond in writing.
No record of the interviews were made in the patient’s health record, however if the
Senior Project Officer identified any issues of concern with the NUM or shift coordinator.

1.5.3 Process Mapping Workshops
Two process mapping workshops were conducted on 1st October 2015 with FSH staff,
the first with ED staff and the later with ward representatives from 6B and 6C. The
workshops were attended by:







Porter/s;
Nurse/s;
Junior Doctor/s;
Ward Clerk/s;
Social worker/s; and
Occupational therapist/s.

At the ED process mapping workshop the patient journey was discussed and analysed
from ED presentation to ward admission. At the ward process mapping workshop the
patient journey was discussed and analysed from patient arrival on the ward to
discharge or inter hospital transfer.

1.5.4 Disability Access and Inclusion Plan Survey
FSH staff were invited to complete a survey to assist the development of the hospital’s
Disability Access and Inclusion Plan (DAIP) for the next five years. The DAIP sets out
the hospital’s strategies in supporting PWD through the hospital’s services, facilities and
employment opportunities. The survey was advertised via the FSH Staff Electronic
newsletter (CARE Bulletin) and on the intranet homepage and was open for a period of
two weeks. The DAIP survey requested staff feedback on the following seven outcomes:



People with disability have the same opportunities as other people to access
the services of, and any events organised by, the relevant public authority,
People with disability have the same opportunities as other people to access
the buildings and other facilities of the relevant public authority,
10








People with disability receive information from the relevant public authority in a
format that will enable them to access the information as readily as other
people are able to access it,
People with disability receive the same level and quality of service from the
staff of the relevant public authority,
People with disability have the same opportunities as other people to make
complaints to the relevant public authority,
People with disability have the same opportunities as other people to
participate in any public consultation by the relevant public authority, and
People with disability have the same opportunities as other people to obtain
and maintain employment with a public authority.

2. Results
2.1 Patient - Carer Interviews
2.1.1 Patient Demographics
A total (n) of 32 patients were interviewed. Out of the 32 patients, 16 were female and
16 were male.
Approximately 13% (n = 4) of the patient cohort identified as being of Aboriginal or
Torres Strait Islander origin.
The largest age demographic was in the 56-65 years category with approximately 47%
(n = 15) of the patients surveyed in this age bracket. Please refer to
Figure 1 for an overview of the ages of patients interviewed.
Primary disability was defined as the disability group causing the most difficulty to the
person (overall difficulty in daily life, not just within the context of the support offered by
the service). The largest cohort, approximately 34% (n = 11) was neurological conditions
which included conditions such as epilepsy, spina bifida, multiple sclerosis and cerebral
palsy. Please refer to
Figure 2 for a synopsis on the primary disability cohorts of patients.
Patients with mental health illnesses were included in the project scope if it was part of a
dual diagnosis. Exactly 50% (n=16) of the cohort had a mental health illness at the time
of interview in addition to their primary disability.
The majority of patients (n = 8) were located on ward 6B. Please refer to Table 2 for a
breakdown on patient location.
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Total

16
14
12
10
8
6
4
2
0
18-25

26-35

36-45

46-55

56-65

Age of Patients

Figure 1 Age of patient cohort

10%

Amputee
20%
Intellectual
Neurological

40%
30%

Acquired/traumatic
brain injury

Figure 2 Categories of the primary disability in patients
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Ward
3DS
4A
4B
5A
5B
5D
6A
6B
6C
7A
7B
MHA
Transit Lge

Total
2
2
2
1
2
2
4
8
4
2
1
1
1

Ward specialties (general guidelines only)
3DS: Urology

4A: Orthopaedics

4B: Burns

5A: Acute Medical Unit

5D: Respiratory

6A: Ear, Nose & Throat

6B: Neurology

6C: General Medicine

7A: General Surgery

MHA: Mental Health Assessment

Transit Lge: Transit Lounge

Table 2 Location of patient cohort

2.2.2 Carer Demographics
Nine carers were interviewed, including seven of who were family members. The
remaining two were paid support workers. 44% (n= 4) were located on ward 6B.
2.2.3 Patient - Carer stories
Below is a summary of some of the feedback provided by patients and carers.
Key:

PT: Patient

C: Carer

PT 003: “The doctors are very consultative/approachable. They ask me how I am and
present me with options regarding my treatment. I am treated with autonomy and
respect. I like to keep some independence, and the staff are trying to facilitate this by
helping me get up and walk around.”
PT 011: “I have had to repeat my medical information many times and I can see that
handovers aren’t being done adequately, for example, I’m claustrophobic and it’s in my
notes that I need certain medication before having scans like MRIs, both times
medication wasn’t given and so the MRI kept getting re scheduled. Also the nurses
come in and say “it’s time you had a shower” and then leave, but if they read my notes
or got an approproate handover from the other nurse they would know that I can’t
shower by myself and need assistance.”
PT 013: “I’d like my care to run more like a project management team, so at least having
the opportunity once to have the consultant, nurse, allied health staff and family sit
around the table and discuss my treatment and diagnosis, like a think tank.”
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PT 016: “I feel like I am automatically treated differently (by staff) because I have a
disability in terms of how staff communicate to me, the lack of integrating me in my care,
not understanding or complying with specific needs that I have… but because I am
Aboriginal also, I feel like I am ostracised even more in terms of my treatment and
management. I have made several requests to see a Social Worker and an Aboriginal
Liasion Officer to no avail.”
C 017: “As a paramedic and carer for my son, I feel that a lot of the issues here at FSH
are global, there needs to be better nursing coordination. My son is a quadriplegic and
non verbal (uses computer software to communicate), and I’ve found that the nurses
don’t shower/clean him so I have to shower him. Once the nurse said she didn’t have
time time to do his dressings so she handed me the dressings and I did them. I have
had to ask staff for pads and gloves as these are not being restocked in his room. I feel
like I am getting good communication from medical and nursing staff possibly because I
am a paramedic and so I know what to ask... also my son is not getting adequate meals
in lieu of his diability even though we have constantly asked for this.”
PT 027: “Discharge process was a bit unorganised; felt like they wanted the bed urgently
so got me out quite quickly. I live in Busselton so my carer couldn’t come to the hospital
straight away. Getting home was a problem. They put me in a transit lounge for a while
and then I got a bus down to Bunbury. Probably would have liked better organised
discharge especially when needing a carer to transport me back to a regional area.”
C 030: “The communication from medical and nursing staff has been great. I cannot fault
my wife’s treatment or the staff. However as a carer, I think the hospital need to look at
how they can better support the carers, especially because sometimes we have been
asked to come in by the staff and help facilitate the patient’s needs. We are too giving a
service, it would be nice if we could get subsidised parking, even if we could use a
kitchen to heat our meals or make a cup of coffee.”

2.2.5 Themes identified
The issues identified from the Patient – Carer interviews have been categorised as
follows:
Admission


Lack of early identification of PWD and their requirements during the patients
presentation and subsequent admission into ED.

Screening


Limited or poor mental health screening/assessments were conducted on patients
with complex disability. Several patients requested mental health assessments.
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The screening that was done in the identification of the patient’s specific needs
was not adequately completed or addressed in the nursing admission, as the
patient’s ‘daily’ needs, such as specific diet requirements (allergies to food,
assistance with eating), sitting positions, turning and showering were not always
being recorded or followed.

Support and Management



Patients require more time intensive, slower paced and a ‘holistic’ type of service
delivery. Multiple patients mentioned that due to their disabilities, they had a long
inpatient admission. Patients said that being “cooped up” in the one hospital room
was not conducive to their health. When nursing staff brought them outside for
some fresh air, they felt that it assisted in their recovery. Family and friends were
sometimes not allowed to do this for various reasons (patient requires more than
one individual for assistance).



The hospital should provide accessible information and ways that patients can
provide feedback to the hospital. Patients liked the idea of someone coming to
them while they are on the wards.



Carers and patients felt that there is poorly integrated care for patients with
complex disability with and psychosocial issues. Particular psychoscoial issues
reported to be poorly managed included intellectual disability, cognitive issues,
obesity, mental health and socio cultural issues such as unemployment and
homelessness.



Lack of, or poorly managed, integrated mental health care. For example, some
patients noted that they felt that physically they were being adequately cared for,
but the same level of care was not put into their mental health. Patients
specifically requested mental health assessments. Many said they had not seen a
Social Worker/Psychologist and felt that the state of their mental health or lack of
adequate mental health treatment was not conducive for them having a timely
recovery.



Lack of autonomy in terms of their treatment, management and just general every
day activities. Some patients felt like they were being “told” what to do, rather than
staff presenting them with options or listening to what they wanted or needed.
Patients would like more control over their treatment and would like to be
informed of what daily visitations they may be receiving, rather than staff coming
to their room with them being completely unaware. Patients often have many
consultants from different specialties coming to their room without them being
informed that they should be expecting these visitations.



Patients with cognitive impairments or limited verbal communication felt like staff
talked around them and not to them. They also felt that staff did not make the
15

effort or had the time to converse with them in a way that their treatment and
diagnosis is adequately explained to them in ways that they can understand.


Poorly developed information, resources and handouts in layman terms or
alternative formats with regards to their treatment, ongoing management and
discharge planning. Particular areas of concern were intellectual and cognitive
disabilities.

Discharge


In terms of discharge planning, no clarity or information was provided to patients
or their carers about when they can expect to be discharged.



90% of patients found that their discharge was organised, coordinated and the
hospital did an excellent job with liaising with external agencies and hospitals.
They found the support and outpatient appointments they received from the
hospital to be adequate.

Other


Several patients noted that it is difficult to find permanent employment due to their
disability and ongoing medical issues; however they noted that they do have skills
and qualifications and would like to use them, even on a casual volunteering
basis. Patients suggested that it would be beneficial to them and to the hospital if
a Disability Volunteering Group was established where they could do odd jobs
around the hospital. Suggestions included weeding and gardening, a welder
mentioned being able to fix hospital equipment, simple administration work like
posting letters and cleaning the hospital grounds.



Patients provided some positive feedback with regards to the physical
infrastructure and accessibility of FSH which they noted that the size and quality
of the rooms were excellent, the space for treatment and equipment was ample
and that the hospital had therapeutic gardens and grounds. On the contrary
patients felt that the hospital should review the high cost in parking and the
transparency and accessibility of maps within and to the hospital.

2.2.6 Patient – Carer Follow up interviews
Approximately 97% (n = 31) of patients and 100% (n = 9) of carers consented to follow
up interviews post discharge. Out of the 31 patient consents, 18 follow up interviews
were successfully completed. With the nine carer consents, three carers declined at the
phone call to discuss the patient’s treatment and discharge management.
The follow up interviews primarily sought feedback from patients and carers relating to
their discharge management and processes. In addition one of the questions that
16

patients were asked was to quantify rate on a scale of 1 – 5 if their needs were met with
regards to their disability during their time at FSH.
1 = Strongly Disagree
Agree

2 = Disagree

3 = Neutral

4 = Agree

5 = Strongly

Approximately 56% (n =10) agreed that their needs were met. Please refer to Error!
Reference source not found. for an overview of the patient responses.

5%
11%

Rate 1
22%

Rate 2
Rate 3

6%
56%

Rate 4
Rate 5

Figure 3 Rating results of 'how were your needs met?'

2.3 Process Mapping
2.3.1 Emergency Department
At the ED process mapping workshop the patient journey was discussed and analysed
from ED presentation to ward admission. Each number below in

17

Figure 4 corresponds to the discussions and/or issues that were discussed during the
ED Staff Process Mapping workshop.
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Figure 4 Emergency Department Process Mapping

1. There is no current flagging system or identifier for PWD in the Emergency
Department Information Software (EDIS). At present staff can ascertain if a patient
has a disability by looking at Next of Kin/guardian details, residential address (i.e. if it
is a care facility) or if there is a DSC Local Area Coordinator contact.
2. Referrals to Allied Health (AH) should happen at this stage. The majority of the time
AH staff will identify patients based on reading the patient’s medical and social
information. This is time consuming. Queries were raised why FSH cannot have an
automatic AH referral process for specific flags (i.e. patient over 65 years) like other
metropolitan hospitals. The current risk assessment form is vague, subject to
interpretation and is too ‘nurse orientated.’ A nurse has to complete the risk
assessment form, do any referrals to AH as well as provide medical treatment to the
patient.. The risk assessment form is carried right through the patient’s journey from
ED- ward-discharge and is not reviewed at any point. The risk assessment form is
currently being reviewed by staff within ED.
3. There is little or very limited AH input at this stage. AH involvement in the handover
process is currently being reviewed by a working group governed by the ED NUM.
4. Nurses can stipulate extra requirements needed for the patient, for example, bariatric
patient, requires interpreter etc. Special requirements/information on disability can be
provided in three ways, i) through Electronic Bed Management (EBM) ii) verbally iii)
19

through iSOFT. Currently EBM is not being used to flag special requirements. In
addition, with verbal handovers sometimes items are unintentionally not mentioned.
These limitations present further problems in step 6.
5. Normally this is done from an Acute Medical Unit (AMU) registrar who informs the
shift coordinator. However, AMU registrars often do not provide specific information
to the shift coordinator with regards to the patient’s complex needs.
6. Refer to step 4. Inefficiences and compliance issues with EBM and verbal handovers
present problems.
7. Porters do not receive special instructions about the patient’s needs except if the
patient requires an escort. Porters noted that they don’t believe that they require any
additional information to assist them with their duties.

2.3.2 Wards
At the ward process mapping workshop the patient journey was discussed and analysed
from patient arrival on the ward to discharge or inter hospital transfer. Each number
below in
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Figure 4 corresponds to the discussions and/or issues that were discussed during the
Ward Staff Process Mapping workshop.

Figure 5 Ward Process Mapping

1. The clinical assessment and clinical review occur concurrently/cyclical. Staff have
no specific flagging/identifier for disability except for what is documented in the
patient’s medical records. AH staff have to read the patient’s medical notes to get
an overview of the the patient and sometimes have to do a more active follow up
and contact staff from ED or AMU for further information. The brief handover
provided to ward staff by ED or AMU often does not provide specific information
pertaining to the patient’s complex needs or disability. Nurses noted that from this
stage onwards in the patient’s journey, family members or carers need to be part
of the patient’s ongoing treatment.
2. There is confusion as it whose job it is to update Journey Board. While there are

daily journey management meetings, questions arose as to whose job it is to
physcially input data into the Journey Board database. One element of Journey
Board is the discharge risk assessment rating (see Figure 2). A score is given to
gauge whether there will be compromises to a patient’s timely discharge. The
higher the score, the higher the risk that the patient will not be discharged on
‘time’. In this field there is a tab relating to D. However, there is no set criteria in
rating disability as either slight/moderate/major and thus is subjective and open to
interpretation. If this field is completed, it can help staff identify patients that have
a disability.
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Figure 6 Journey Board Discharge Risk Assessment

While completing the discharge risk assessment is mandatory, medical staff
noted that any barriers to a prompt discharge are more often than not verbally
discussed as opposed to being formally documented.
3. Medical staff noted that AMU doctors provide limited information pertaining to the
patients complex needs. They noted that this is likely because of the high patient
turnover in AMU and staff working shift work.
4. Doctors
discharge
complete the
and AH can
letter too.
pertaining to
complex
identified

complete the
letters, nurses
transfer letters
complete a
Information
the patient’s
needs can be
here.

5. The only
noted is if the
bariatric.

special request
patient is

6. Intra hospital transfer: ward staff will complete discharge letters, transfer letters
and iSoBAR (iSOFT) but the main way of providing information is verbal. Medical
staff noted that they normally just discuss the current complaint and not
necessarily mention the patient’s complex needs or disability unless the disability
is a causal factor for the patient’s current complaint.
If the patient requires an escort, nurses will provide a bedside handover.
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2.3.3 Issues identified
The issues identified and corresponding recommendations from the Staff Process
Mapping Workshops have been listed below:
Issue 1: There is no flagging or identification mechanism for patients with disability at
ED. Ward staff mentioned that they would benefit if a flagging mechanism was created
in ED and AMU.
Issue 2: There is currently insufficient and incomplete handover processes from
ED/AMU staff to ward staff with regards to the patient’s D (EDIS, iSOFT and verbal).
Staff also noted that in particular, verbal handovers from AMU staff are not thorough
enough.
Issue 3: The risk assessment completed in ED is vague, subject to interpretation, is not
always completed.
Issue 4: There is ambiguity and low compliance with who is responsible for updating
Journey Board and completing the discharge risk assessment. There is also ambiguity
and no set criteria on how to rate D as slight, moderate or major.
Issue 5: There is variability with quality and quantity of information in creating and
managing bed requests with regards to providing information on a patient’s D on EBM
and verbally.
Issue 6: There is too much reliance on verbal handovers and the risks that are
associated with this, for example staff forgetting to pass on information related to a
patient’s disability or function

2.4 DAIP Survey
The FSH DAIP survey was open for consultation between 6th – 20th November 2015 and
provided staff with the opportunity to discuss the disability framework currently at FSH.
Approximately 216 people completed the survey. The main themes identified in the
survey are tabulated below, with the extended results located in Appendix 4.3.

THEMES

ISSUES
Training/education on diagnosis, treatment & management of
PWD is required for staff.

Staff Education & awareness

Current services for PWD need to be promoted hospital wide
not only to staff but to visitors and/or patients.
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THEMES

ISSUES
There needs to be more open communication to staff
regarding disability services, strategies and processes at the
hospital and more opportunity for staff to provide feedback.
Parking distance from car parking bays to the hospital can be
an issue for PWD.

Physical Accessibility

The cost of parking for long stay patients and their carers can
end up being substantial.
There is inadequate signage to and within the hospital.
Intra hospital transport i.e. buggies should be considered for
people with mobility issues.
Table 3 Summary of DAIP results

3. Recommendations
A thematic review was undertaken to collaborate and identify common themes arising
from all three activities, namely the Patient – Carer Interviews, Staff Process Mapping
Workshop and the hospital wide DAIP survey. The common themes and issues
identified in all three activities were tabulated with potential strategies and key
responsibility areas identified.
It is anticipated that the FSH DAIP committee will hold overarching governance for these
strategies and that they be included in the current draft version of the FSH DAIP 20152020.
Please refer to Table for the summary of recommendations.
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ISSUE

RECOMMENDATIONS

PRIORITY

RESPONSIBLE

1. Disability Access and Inclusion
1.1 There is currently no
governance related to a
coordinated plan of working with
PWD.

1.2 Format of communication for
PWD or their carers related to
admission, diagnosis, treatment
and discharge planning needs to
be accessible.

1.3 Inconsistent engagement of
support workers or carers with
PWD.

Commence FSH DAIP Committee.
Medium
Please refer to Appendix 4.4 for the DAIP
Committee’s Terms of Reference.

Director Allied Health.

Develop working relationships with FSH
Low
Consumer Advisory Council and consider
their involvement in meetings and
working groups.

DAIC representative.

Provide information from the review to
the Standard 2 – Partnering with
Consumers Committee.

High

DAIC representative.

Develop a plan to address various
aspects of communication issues in
collaboration with Standard 2 –
Partnering with Consumers Committee.
Education to staff to be provided
following the implementation of the plan.

High

DAIC representative.

Determine an education strategy in
relation to the Carers Recognition Act.

Medium

DAIC representative.

2. Disability Awareness and Consumer Focused Care
2.1 Ensuring that the patient’s
complex needs are being
addressed during their review,
assessment and treatment.

Enhance hospital wide awareness,
through promotional events such as the
International Day of People with
Disability on 3rd December.

Low

DAIC representative.

3.1 Inconsistent early identification,
consideration of care requirements
on admission and relevant
discharge planning requirements
of PWD and their complex needs.

Develop a “Pre-admission planning
pathway” to enable early identification of
the PWD at the point of admission.
(Note: Refer to SCGH Pre Admission
Pathway). Education to staff to be
provided following the implementation of
changes.

High

DAIC representative.

3.2 Compliance and quality of risk
screening tool in ED.

Member from the DAIC to be involved
High
with ED working group who are reviewing
processed within ED. Education to staff
to be provided following the
implementation of changes.

DAIC representative.

3.3 Inconsistency in updating
Journey Board including
specifically completion of the
discharge risk assessment.

Undertake a pilot audit on several wards Medium
re the compliance of updating the journey
board including completing the discharge
risk scale.

DAIC representative.

3. Identification of Clients in Need

Establishing criteria on rating disability as
slight/moderate/major in the discharge
risk rating scale. Education to staff to be
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provided following the update.
3.4 Low referral number of PWD to
Allied Health services.

Provide re-education and training on
referral process, but also clearly
demonstrate why it is important- saves
Allied Health time so that they can spend
more time providing clinical care.

Medium

Representative on FSH ED
risk screening review
working group.

Review current clinical handover audits
to determine identified gaps in clinical
handover.

High

DAIC representative in
collaboration with the
medical, nursing and AH
education Directors.

Medium

DAIC representative.

4. Clinical Handover
4.1 Ensuring that adequate
information on patient’s complex
needs/disability are provided in
medical, nursing and Allied Health
handovers.

Provide information from the review to
the Standard 6 - Clinical Handover
Committee.
Develop education plan regarding
incorporating the needs of the PWD in
clinical handover. (An option may include
a current e Learning Package titled
‘Disability e-Learning’.)

5. Mental Health and Social Supports
5.1 PWD report Mental Health is
inadequately addressed during
their admission.

Collaborate with the Mental Health team
at FSH to review this feedback and
develop an action plan.
Consider the use of volunteers to be
used to provide companionship during
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admissions.
Explore opportunities with external
organisations (i.e. Kalparrin, Serco) in
establishing and providing support
networks, services and facilities at FSH.

Medium

DAIC representative

Develop a Briefing Note to be submitted
Medium
to the Hospital Executive Committee with
options for increasing consistency of
support to carers (ideas to consider
include subsidised parking, subsidised
meals, opportunity to use staff kitchen for
heating their own meals, counselling, and
access to social workers and pastoral
care services).

DAIC representative

Explore opportunities with external
organisations (i.e. Kalparrin, Serco) in
establishing and providing support
networks, services and facilities at FSH.

Medium

DAIC representative.

Investigate current transport options
within FSH.

Low

DAIC representative in
partnership with Director
Operations

6. Carer Recognition and Support
6.1 Reduced level of support to
carers especially related to
inpatient admissions.

7. Physical Environment
7.1 Difficulty with access due to
distances required to be travelled.

Develop a plan following a review of
options.
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4. Links and appendices
4.1 Disability Liaison Officer Phase 1 Summary
Background
The Disability Liaison Officer (DLO) Project originated from the Clinical Senate report
recommendations of the Health and Disability senate debate in June 2011 titled ‘Clinicians – Do
you see me?’ The mandate for senators was to consider what they could do to improve the
acute-care experience for people with a disability who interface with the Western Australian
health system.
The key issues that were raised were: no access to one central point of patient information; poor
awareness of and attitude towards disability; fragmented and poorly coordinated disability
services across NMHS, SMHS and the community; resource limitations which impact on hospital
service delivery; lack of disability education and training; and absence of disability service
delivery models.
The aim of the DLO project was to scope the needs in NMHS and SMHS adult tertiary and
secondary hospitals for people aged 18-65 years with complex disability and how services that
support consumers with a disability can be improved, enhanced or newly implemented.
Excluded were: adults aged over 65 with disability (i.e. older adult); mental health as the primary
diagnosis; children with disability; transition stages (i.e. from child to adult care, adult to older
adult); emergency department presentations and primary health care.

Aims of a DLO role


Improved quality of care for patients and families



Supporting earlier identification of complex disability patients



Identifying gaps in knowledge and resources to support service improvement



Sharing successful strategies and outcomes across clinical areas and wards



Facilitation of staff education both formal and on an “as needed” basis



Improved patient satisfaction with the hospital experience



Reduce complaints



Improved length of stay and reduced readmissions (improving and supporting complex
discharge planning to prevent same-diagnosis readmissions)



Potential cost savings



Better partnerships with the disability sector



Better patient flow across the continuum of care

Suggested DLO personal requirements


Should be a health professional experienced in both the health & disability sectors



Understands both hospital and community systems, with links and contacts throughout
the disability sector



Need advanced communication, interpersonal, negotiation skills



Needs experience in delivering training & education



Is a limited resource so will need a strong support system



Needs to be in a ‘position of clout’ / have credibility / power / authority & recognition.

Deliverables/Outcome Measures suggested for the role


The DLO consider developing a hardcopy template of a “Profile Summary” (patient
passport) as a collation point of patient information, as an interim solution until an
electronic options is available. Linking in with current systems and processes will reduce
a siloed approach.



The DLO considers creating a disability checklist (screening) to understand disability
patient cohort complexity to better manage inpatient admission (this was identified as a
strong need by consumers & clinicians alike).



The DLO work in partnership with the Disability Health Network to achieve outcome
measure(s) 1.



The DLO will evaluate consumer satisfaction. This may be in the form of satisfaction
surveys, interviews, incidence of complaints, receipt of qualitative positive feedback or
other. This information will be reported informally bi-monthly and formally bi-annually.



Develop an early identification “red flag” system in Emergency Department (ED) to flag
complex disability.



Improved holistic health care for the complex disability cohort, including integrated
medical and mental health care. This will be achieved by the DLO working in alignment
with multidisciplinary teams, mental health and medical teams (i.e. complex health
includes complex co-morbidity and the mental health of the patient).



Develop a pre-admission pathway (quarter 1), discharge planning pathway (quarter 2)
and contribute to a multidisciplinary care plan for the disability cohort (quarter 2) of the
pilot project in collaboration with other stakeholders.



The DLO will work collaboratively with DAIP to identify hospital wards with the majority of
the disability cohort and work collaboratively with the multidisciplinary team to consider
one room on each of these wards is set-up to be as disability-friendly as possible e.g.
ceiling hoist, sufficient room for wheelchair/essential equipment (this is a prime DAIP role
that the DLO can assist with).



The DLO will work collaboratively with hospital ward staff to audit the wards with biggest
volumes of the disability cohort (see Appendix 3) and prioritise wards with greatest area
of need.



The DLO will aim to provide education and training for health care professionals,
consumers and families to raise awareness of people with disability and their special
needs in the health care setting – this may include specialist disability education for staff,
general disability awareness training, bed-side education for consumers/families,
information pamphlets in layman terms & resource packages.
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The DLO will aim to develop a clinical pathway for the complex disability patient cohort
within second quarter of DLO pilot project.



Work in partnership with the Disability Health Network to contribute to developing an
overarching “Disability Model of Care” (or overarching framework with principles) and
Clinical Governance framework which will help support service delivery in the hospital
system.



Build strong working partnerships with Disability Services Commission (DSC) –
particularly Hospital Eligibility Coordinator, My WAY Coordinators, DSC Hospital
Eligibility and DSC Nursing. Aim to have bi-monthly or quarterly meetings.



Build working partnerships with Specialist Disability Agencies and non-government
organisations (NGO’s) e.g. TCCP, Nulsen, ILC, PwD WA, DDC, National Disability
Services WA, Headwest, Brightwater, Mental Health Advisory Council (see stakeholder
list for full complement). Aim to have quarterly service-wide disability sector meetings
which include department of health WA.



Work in collaboration & partnership with the Disability Health Network and Disability
Access and Inclusion Plan (DAIP) hospital staff to help the DLO guide strategic direction
and service planning requirements (i.e. eliminate siloed & fragmented services), with bimonthly meetings.



The DLO will work collaboratively with the hospital CAEP co-coordinator to review DSC
CAEP data quarterly to monitor equipment costs and patient need/unmet need for the
disability cohort.



The DLO will support long stay patients with complex disability and support current
health service initiatives.



The DLO should report on LoS monthly for each category of disability in the cohort, the
associated ABF revenue & those patients over the high boundary.



Reduction in LOS for the complex disabled patient.



The DLO work collaboratively with hospital Executives on a gap regarding transition/stepdown unit options to manage the issue when patients are medically stable but stay in
hospital due to lack of access to accommodation or community options. Executives have
been made aware of this issue.
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4.2 Patient - Carer Interviews
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PATIENT JOURNEY INTE RVIEW
Patient ID:
Ward:

ED

6B

Gender:

Male

Female

Age:

18-25

26-35

ATSI:

Yes

No

Date:

/

6C (Gen Med)

36-45

Other: _

46-55

56-65

/ 2015

1. Can you tell me why you are in hospital?
Prompts: what do you understand about your treatment?

____________________________________________________________
____________________________________________________________
2. Do you see yourself as a person with an impairment or with complex needs? Do
you require assistance with day to day activities such as showering, public
transportation, household chores? Who helps you? Please tell us about it.
Yes

No

____________________________________________________________
____________________________________________________________

3. How did you present to Fiona Stanley Hospital, did you come through the
Emergency Department first? (If not ED proceed to Q6)

____________________________________________________________
____________________________________________________________

4. How was your experience in the Emergency Department?
Prompts: Did you have to wait long to be seen by a Doctor in ED?
Were you happy with the treatment and communication that you received from medical staff?
Did you find the process smooth flowing?
Did you feel like you had the opportunity to ask questions?
What were the most positive/negative aspects of your experience in ED?
**Admission

**Screening

**Support & Management

**Discharge

____________________________________________________________
____________________________________________________________
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5. Now let’s talk about the ward.
What have been the best or most positive aspects of your time on this ward?
Prompts: Are you happy with the communication that you are receiving from medical staff with
regards to your diagnosis?
Do you feel like you are respected and listened to by staff?
Do you feel like you have the opportunity to ask questions?
**Admission

**Screening

**Support & Management

**Discharge

____________________________________________________________
____________________________________________________________
6. What have been the challenging or difficult aspects of your stay on this ward?
Prompts: What do you think this ward could improve on?
Are you happy with level of care that you are currently receiving?
**Admission

**Screening

**Support & Management

**Discharge

____________________________________________________________
____________________________________________________________

7. Did you know that FSH has a Customer Liaison Office where you can provide
feedback/complaints to?
Prompts: If you weren’t aware of Customer Liaison Office, would you like a brochure or feedback
form?
Have you ever provided feedback to the FSH Customer Liaison Office before?

____________________________________________________________
____________________________________________________________

8. Do you have any other comments or information that you would like to share?
Prompts: **Admission **Screening **Support & Management
**Discharge

____________________________________________________________
____________________________________________________________

9. Are you happy if I contact you in approximately 2-3 weeks’ time to discuss how
you are feeling post discharge?
Yes

No
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Phone call follow up Qs – estimate 2 -3 weeks post discharge

1. What information/leaflets did you receive from the hospital when you were
discharged? Did you find this information useful?
Prompts: Was anything confusing post discharge, i.e. what medication to take and when.
Did you require any specialised equipment post discharge, and was this organised effectively by
FSH?

____________________________________________________________
____________________________________________________________

2. Have you had any follow up appointments or contact with hospital staff since your
discharge? (e.g Medical Officer, Disability Services, OT). Tell me about your
experience.

____________________________________________________________
____________________________________________________________
3. On a scale of 1-5,

1 Strongly Disagree
Strongly Agree

2 Disagree

3 Neutral

4 Agree

5

Do you feel like your needs were met with regards to your Disability at FSH?

1 Strongly Disagree
Strongly Agree

2 Disagree

3 Neutral

4 Agree

5

If not, what part of your stay did you feel that they were not met? ED? Ward? Do you have
any other information that you would like to share?

____________________________________________________________
____________________________________________________________
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4.3 Disability Access and Inclusion Survey
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4.4 DAIP Committee Terms of Reference
NAME
The Committee shall be known as the Fiona Stanley Hospital (FSH) Disability
Access and Inclusion Plan (DAIP) Committee.
ESTABLISHMENT AND PURPOSE
The Committee was established by the FSH Hospital Executive Committee (HEC)
on the September 22nd 2015 for the purpose of developing and implementing the
FSH component of the SMHS Disability Access and Inclusion Plan in accordance
with the Disability Services Act 1993, the WA Health Disability Access and
Inclusion Policy OD 0586/15 and Standard 2 of the Australian Commission on
Safety and Quality in Health Care, National Safety and Quality Health Science
(NSWHS) Standards partnering with Consumers.
ACCOUNTABILITY AND REPORTING
The Committee reports directly to the Clinical Governance Committee and is
accountable to the HEC via the Chair.
The Committee is required to escalate issues and concerns to the FSH
Governance Committee by exception and will provide an annual report to this
Committee on key performance areas, achievement against KPI’s, Quality
Improvement and risk management strategies.
MEMBERSHIP
The Committee will consist of:












Director of Allied Health (Chair)
Customer Liaison Manager
FSH Safety, Quality & Risk Representative
Director Human Resource Services
Consumer Representative x 2
Director – Operations
Facilities Management Representative
Medical Representative
Nursing and Midwifery representative
Senior Occupational Therapist
Senior Social Worker
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FUNCTIONS AND RESPONSIBILITIES
The functions and responsibilities of the Committee are to:










Ensure the impact on patient safety and quality of care is considered in all
decision making in accordance with FSH vision statement.
To develop and implement the FSH component of the SMHS DAIP ensuring
local strategies address the 7 desired outcomes listed in the WA Disability
Services Regulations:
1.
People with disability have the same opportunities as other people to
access the services of, and any events organised by, the relevant public
authority.
2.
People with disability have the same opportunities as other people to
access the buildings and other facilities of the relevant public authority.
3.
People with disability receive information from the relevant public
authority in a format that will enable them to access the information as
readily as other people are able to access it.
4.
People with disability receive the same level and quality of service from
the staff of the relevant public authority.
5.
People with disability have the same opportunities as other people to
make complaints to the relevant public authority.
6.
People with disability have the same opportunities as other people to
participate in any public consultation by the relevant public authority.
7.
People with disability have the same opportunities as other people to
obtain and maintain employment with a public authority.
To continuously monitor, evaluate and develop service, facilities and
programs within FSH to meet the needs of people with disability (including
patients, staff and visitors, their families and carers)
Review policies, procedures and/or guidelines related to Disability Access
and Inclusion accordance with related standards an best practice.
Use the data from relevant management systems and relevant audits to
inform quality improvement activities.
Develop and implement processes for collecting, analysing and reporting
feedback from the community and the workforce about the FSH DAIP.
Provide progress reports and recommendations to FSH HEC and consider
appropriate matters referred by the HEC or other clinical governance
committees.
Act as conduit to relevant groups/committees at a South Metropolitan Health
Service (SMHS) level or WA health level and ensure compliance with are and
state policy, as required.
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RELATIONSHIP WITH OTHER COMMITTEES
The following committees have a direct or indirect relationship with the
Committees:





FSH Hospital Executive Committee
FSH Consumer and Community Advisory Committee
FSH Clinical Governance Committee
FSH People with Disabilities Advisory Committee

SUBGROUPS AND WORKING PARTIES
The Committee cannot establish subgroups without the consent of the FSH HEC.
Terms of Reference for any subgroups will be subject to endorsement by HEC.
The Committee may create ephemeral working parties at will to complete specific
projects by notation within its minutes. At the time of creation the expected time of
disbandment of the Working Party shall be specified, as will the deliverables
expected of it.
MEETING ATTENDANCE
The Committee may invite non-members to participate in meetings in order to
provide information, expert advice or to observe proceedings. This may include
consumer representatives, or other external persons. Non-members have no voting
rights.
The Committee chairperson will ensure invited persons are aware of their
responsibilities and obligations with regards to confidentiality as outlined in the
SMHS Confidentiality and Privacy Policy.
Members may nominate a proxy to attend in his/her absence.
CHAIR
The Chair shall be nominated by the Hospital Executive Committee.
When the absence of the Chair is known in advance the Chair may nominate an
Acting Chair for the meeting from among members of the Committee. Should the
Chair be, or expect to be, absent from meetings for an extended period of time the
Committee may elect an Acting Chair for that period.
SECRETARY TO THE COMMITTEE
The Secretary to the Committee shall be the Executive Assistant to the Director of
Allied Health.
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The Secretary shall:


issue agendas and supporting material, as far as is possible, three working
days in advance of the meeting date

book venues, prepare minutes and action items for each meeting and
circulate these within seven days of a meeting

keep separate files of:
o
agendas and documents circulated with them
o
minutes and action sheets
o
any documents / correspondence tabled at meetings or circulated other
than with Agendas.
The Minute Secretary’s files shall remain the property of FSH and must be
preserved in accordance with the State Records Act.
OPERATING PROCEDURES
Meetings






The Committee shall meet monthly according to a date and time schedule
that will be agreed and renewed from time to time. The schedule is to be
prepared by the Secretary in consultation with the Chair. The Chair may
cancel a meeting if there is insufficient business to warrant holding a meeting
or an additional meeting may be held at the determination of the Chair.
Agendas will be compiled and circulated to all members no less than three (3)
working days before each meeting.
Minutes will be taken by secretary and forwarded to the Chair for review and
distribution within five (5) working days of the meeting.
Minutes will be verified at the following meeting and signed by the Chair

Quorum
A quorum consists of the Chair or delegate plus 50% of members (or proxy
members). In the absence of a quorum, a meeting may be held but its decisions
would be subject to ratification by the succeeding full meeting of the Committee.
Apologies
If a member is to be absent then an apology should be given either through the
Committee’s Secretary or the Chair.
Voting
Each member of the Committee (or their proxy) has the right to vote. Co-opted
members or any other persons in attendance may not vote. The Chair shall not
have the casting vote.
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Conduct of Meetings



The decision of the Chair is final in all matters of procedure.
Members are required to read all agenda items prior to meetings and
action/respond to delegated action items within the allocated timeframe.

CONFIDENTIALITY
The proceedings and records of the Committee are confidential to members and
the endorsing committees and are only to be used for authorised work related
purposes. All paper-based information must be kept secure and placed in
appropriate confidential bins when no longer required. Electronic information
should be stored on the FSH shared drive where access is restricted to appropriate
persons.
ADOPTION AND AMENDMENT OF TERMS OF REFERENCE
These Terms of Reference were endorsed by the FSH HEC on the
1st December 2015. The Committee will evaluate its Terms of Reference,
performance and need for ongoing continuation annually.
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