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The Single-Point-of-Entry (SPoE)
initiative

Patient care & response plans
COPD Pathway

St John Community Health
Services

Critical success factors for making
alternative care pathways
successful

'+ 81% of ambulance work is status 3+4
(minor & moderate)

» Paramedics gain unique insight into
people’s social situations

» However: ambulance service has
historically focussed on “emergencies”

» Limited referral options for low-acuity
~ patients

...But this is the way we've always TOGETHER
done it!

Areferral pathway that allows paramedics to refer non-transport
patients for targeted follow-up care through the District Health
Board SPoE

A Clinical Needs Assessor triages all referrals
Referrals can be made to arange of primary health providers

Referrals can be made for both patients and/or their
family/whanau

One referral point for all patients

BETTER.




Why was the pathway established ?

» To enable paramedics to refer low acuity patients for targeted
follow-up care

» To provide best care for people at risk of preventable diseases and
those with chronic conditions

+ To catch high-need patients who may otherwise have been missed
+ To offer culturally appropriate care to Maori clients

+ Better primary care = less acute presentations and downstream
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Referral options

Cardiovascular disease and diabetes risk assessment
Respiratory condition assessment

Well Child / Tamariki Ora & B4 School check

Smoking cessation

Maori Health provider (Te Piki Oranga)

Falls prevention

Diabetes nurse specialist

‘Other’

Referral process

Aseasy as 1, 2, 3...

1. ldentify the patient’s need
2. Complete referral form

3. Email the form to the SPoE




Non-transport Transport

Patient o another person within the household
mats parameters for referta to health services
forfolow-up

Explain pathway to referral candidate:
and gain consent.
‘Complete re-Hospitl Referralto

cesform

Referralfor patient

Referralfor other member of household

‘Once back on station Once back on station

» Email

tasman.pathwaysastiohn.org.nz tasman pathwaysstjohn.org.nz

in the body of social
situation,family support, ip hazards,etc. situation,family support, tip hazards, elc.
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+ 98 referrals since 1 July
* Approx. 1 per day

* Number of referrals = 23%

of non-transport cases
(n=420)

Respiratory conditions.
5%

Diabetes nursespecialist,
4%
CVD/diabetes risk assessment
1%
Maori health
1%

Falls prevention
63%

Smoking cessation
5%

TOGETHER
BETTER.

Meals on wheels
Chronicpainf%
n_zo Palliativecare_\ 3% Addictions
. Family 7%
Main referral areas: home help, violence

community health navigators, 7%

mental health, social support
Mental health

Community health

Occupational therap:
10%

Homehelp
20% 17%

Social support
10%

Vulnerablechildren
Hardship
3%

TOGETHER
BETTER.

* We are playing a lead role in preventative health care
+ Picking up vulnerable patients that may formerly have been missed
» Valuable social info can be passed on to health services

+ ldentifying frequent callers & providing useful info for patient
management plans

* Bringing ambulance closer to the health system
 First ambulance referral pathway of its kind in NZ

» ...EARLY dataindicates transports to ED have significantly
decreased

TOGETHER
BETTER.
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Ambulance calls managed in the community as % of total
workload: 1 July—10 October(2014 vs. 2015)

10.00%

2014 2015

Transports tonon-ED facilities  m Non-transports

TOGETHER
BETTER.

|3.51 b. Cycle Time (clear at scene) : 2015 * Nelson Bays TR : (Last 371 Days)

Data Updated: 2015-10-11 05:16:35
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TOGETHER
BETTER.

0414hrs. Non-urgent ambulance response to residential address for chief complaint
“fall”.

« Patient has MS, unable to move/roll overin bed (requires OT assessment)
« Young child sleeping in same bed to save power, house is very cold (hardship issues)

* House is messy and child appears to be acting in a caregiver role (needs home help
review and social worker input)

« Child has chronic respiratory tract infections

...what to do next?

Referral to the SPoE under the “other” category - multiple services involved in helping
this family. Vital social information from paramedics helped link the patient with the right
services.

TOGETHER
BETTER.

1514hrs. RED (lights and sirens) ambulance response to residential address for shortness
of breath.

* 26 year old Chinese man, very little English, discharged from ED 3 hours earlier after
being treated for a chest infection

« Unsure of where to take his prescription to, what his meds are for, why to take them.
Has no GP & limited income

+ Deemed safe to stay at home

...what to do next?
Neighbour to fill prescription, provided oral pain relief, given medication advice.

Referral to the SPoE under the “other” category to link patient with a GP. Patient
connected with the Kaitawhai service and NZ Red Cross

TOGETHER
BETTER.
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1130hrs. RED (lights and sirens) ambulance response to residential address for
shortness of breath.

+ 76 year old female with anxiety * Roll out to Marlborough, West Coast

* 3 month review in October

* Upon examination of past medical history, admitted to recent falls. House full of mats, . Expand number of referral areas
doesn’t use provided walking aid

« Then Beryl the neighbour walked in... * Integrate referral options into ePRF

* Model of care to inform other regions
...what to do next (about both)? * The ambulance will make itto the top of the cliff

Patient and neighbour agreed to falls prevention referral and to attend the ‘Upright & Able
strength and balance class!

TOGETHER TOGETHER
BETTER. BETTER.

Patient care and response plans

Ambulance calls, responses & ED transports — Mrs. A

R SR S S SRS R CCICRC

R A G A e N I N O

Calls ===Amb responses ED trans ports

TOGETHER TOGETHER
BETTER. BETTER.
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Patient care and response plans

18 year-old-female with severe sphincter of Oddi spasm, refractory to
morphine and ketamine.

anagement plan formulated with medical director oversight allowing
bmbulance staff to administer 0.4mg doses of GTN spray, IM glucagon,
VV/IM buscopan (local GP) and fentanyl.

Right care for patient
In accordance with patient’s care plan formulated by GP

Provides clarity for crews.

Mrs. A frequently calls for widespread chronic pain, usually from
0300-0600 when her methadone is wearing off. She is very
anxious.

TOGETHER
BETTER.

COPD Pathway
When Unwell with COPD Your COPD Information

Chronic Obstructive Pulmonary Disease Your GP can help you complete this information

Key steps to getting better at home ¥
Keep ths ineasy reach, .. on th rdge or with your medicnes reathing s when you re well.

Niakesureyou have  good supply of alyour medicnes

Alever o feeling ired and unwel X
Changes inthe amount or olourofyour sputum/phiegm

n Name Nl
Watch out for Address

» More coughing, wheezing or breathlessness than usual

»  Needing to use inhalers more than usual

» 0,sat.

<0, retainer [Jes [ Io [ Junknown

If you have any of the above problems contact your GP . i
v Spedial notes or requirements

it

P PracticeTeam

If you have a fever and/or yellow/green phlegm

Don'del
Antibiotic Dose

If you are very short of breath

Glly m
Iying down, or fyouar eeling unusuallyretless o drowsy.
Advanced Care Plan [_Jves (o Iunkaown

Ambulance COPD Risk Stratification

Moderate (any of) Emergency (any of)

» May be coughing more than usuall
» May have taken additional dose |» Changes in the amount and

GCS <14 Drowsy/Confused/Comatose
Respiratory rate <20 21-30 >30 or respiratory arrest
Oxygen saturations Within 5% of known 07 sats when | 5% below known stable

stable AND above 88% sats OR below 88%
Temperature Afebrile Afebrile or low grade fever (<38) Febrile (>38)
Talking Sentences Phrases Words or respiratory arrest
Cough/sputum production » Sputum remains unchanged » Coughing more than usual, needing | Coughing and unable to clear

to use inhalers more than usual airway effectively

of inhaler colour of sputum
Other Examination consistent with Any feature inconsistent with COPD, | Hypotensive/shocked/BP <100
COPD with no other concerning | including more coughing than usual | systolic
features and/or changed sputum colour
Pathway recommendation » Discuss with GP: transportby | » Contact GP. If unavailable, contact | Transport to Nelson or Wairau
ambulance, private car or taxi after-hours or urgent care facility Emergency Department
(whichever is appropriate) » Transport to GP or after-hours clinic

Referralsto St John Community Health Services

» Caring Caller
+ St John Medical Alarms
» Community Carer... coming soon

Key point: utilising ‘other’ parts of the business and not
seeing them as a distraction.

One organisation working together to achieve the same
thing. sraom,

BETTER.




Medical alarms
8%

aring Caller

%

Other

18%

Respiratory \
conditions

5%

Diabetes nurse
specialist
4%

CVD/diabetes risk
assessment

1% / .

Maori health / SmOKi

1% 4%
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What makes alternative care pathways

successful?

Senior management support
Health systembuy-in and capacity
Supportive medical governance

¢ Clinical audit

* Non-transport checklists

« Patient info sheets

24/7 clinical support
What about ambulance staff?
Good change management

v 120

12.10 NON-TRANSPORT PAUSE AND
CHECKLIST

l ty
ired)

transporting the patient.

Inaddition, the following checKist must be completed prior to

leaving the scene:

o Igr
andappropriate Investigations and

O None of the vitalsigns are significantly abriormal and

o nd

o

contained within the red flag section and
o

dosol. Ifthe patient s unable to mobilise there is a clearly minor
condition preventing this and
o

when to seek further help and
0 The PRF has been completed anda copy s being left with the
patient.
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