
� 

Second draft 26/05/09 

    

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

 
 
  
 
 
 

 
SUTHERLAND 
HOSPITAL &  
COMMUNITY HEALTH 
SERVICE 
 
Aged Care Assessment 
Unit 
(ACAU) 

 

 



 
 Page 2 of 16 

Table of Contents 
Overview……………………………………………………………………………..3 
 
What is an ACAU?...........................................................................................3 
 
Patient Pathways…………………………………………………………………...4 
 
Referral Process……………………………………………………………………4 
 
Benefits of the ACAU……………………………………………………………...5 
 
Staff Roles and Responsibilities………………………………………………...5 
 Geriatricians………………………………………………………………...5 
 Geriatric Medicine Staffing Model………………………………………5 
 Nursing Staff………………………………………………………………..5 
 Allied Health…………………………………………………………………6 
 Allied Health Business Rules…………………………………………….6 
 
Case Management Model…………………………………………………………7 
 
Business Processes……………………………………………………………….8 
 Within first 4hrs of Patient Arrival………………………………………8 
 Within first 6hrs of Patient Arrival………………………………………8 
 Within first 24hrs of Patient Arrival……………………………………..8 
 Within first 48hrs of Patient Arrival……………………………………..8 
 
Supporting Systems…………………………………………………….…………9 
 Diagnostic Services………………………………………….…………….9 
 In-Patient Wards…………………………………………….……………...9 
 
Access to Primary Health Care Services…………………..…………………..9 

Community Links…………………………………….…………………….9 
General Practitioners……………………………………………………...9 

 
Patient selection, screening and discharge criteria………………………..10 
 Admission Criteria…………………………………………………..……10 
 Origin of Referral………………………………………………………….10 
 Exclusion Criteria…………………………………………………………11 
 
Patient Screening…………………………………………………………………11 

From ED…………………………………………………………………….11 
 
Discharge Criteria……………………………...…………………………………11 
 
Bed Management Redesign, Performance Management & Targets…….12 
 
ACAU Performance Management (Outcome KPI’s)………………………..13 
 
Escalation Management…………………………………………………………13 
 
Policy Statement – Guidelines for Admission to the ACAU………………14 



 
 Page 3 of 16 

 

Overview 
 
The complex older patient presenting to the emergency department tends to 
have comorbidities with deterioration in one or more of their principal health 
problems. Junior staff working in the emergency department often do not 
know these patients and as such, undertake intensive investigations to 
determine the patient’s principal diagnosis and referral to the appropriate 
treating team. 
 
Patients are delayed undergoing these investigations and subsequent senior 
physician assessment and clinical management decisions.  
Delays in specialist physician assessment results in: 
 

• Blockages in ED while awaiting review  

• Delays due to lack of available ward beds to receive patients   

• Longer hospital length of stay 

• Increased risk of experiencing adverse events due to longer 
hospitalisation. 

 
The establishment of an alternative pathway for this group of patients through 
an Aged Care Assessment Unit will provide timely access to senior physicians 
and a multidisciplinary team for assessment and decision-making and 
decrease pressure currently placed on the emergency department. 
 
A radical change is required to the way we currently operate – otherwise 
delays and adverse events in ED’s will escalate sharply. 
 
 

What is an ACAU? 
 
The Aged Care Assessment Unit improves efficiency in the admission process 
for unplanned patients by providing assessment, treatment and discharge 
planning for a designated period of 48hours, prior to discharge or transfer to 
another ward.  The length of stay in the Emergency Department is drastically 
reduced in this model of care. 
 
The ACAU provides comprehensive, multidisciplinary person-centred care by 
dedicated teams of hospital and community based staff.  The Aged Care 
Assessment Unit provides specialist physician assessment, review and 
evaluation of the older patient at the beginning of the hospital care pathway.  
Early diagnosis and treatment are supported by coordinated multidisciplinary 
discharge planning from the patient’s admission.  Patients who have 
traditionally been admitted to aged care wards for lengths of stay greater than 
five days are fully worked up and when stable are sent home safely within 
48hrs from the Aged Care Assessment Unit. 
 
Co-management by medical, nursing and allied health leaders is essential for 
the ACAU to function successfully for the benefit of the patient. 
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Patient Pathways through the Aged Care Assessment Unit : 
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The ACAU provides an opportunity to break down traditional working patterns 
and boundaries and improve processes of care for older patients. 
 
 
Referral Process for Patients Admitted to the ACAU: 
 
 
 
 
 
 
 
      
 
 
 
 
 
  
 
           
    

 
           
   
 
           
   
 
 
 
 
 
 
 

Referrals Can Be Made To 
The Aged Care Assessment Unit 

Nurse Case Manager 
TSH 9540 7111 

     In ED: 

• From  triage to review 
the non-critical patient’s 
suitability for admission 
to the ACAU, then 
review by the ACAU 
registrar 

• After ED medical 
examination and 
stabilisation of the 
patient. 

• After review of the older 
person by the ASET 
team member. 

• To liaise with the 
patient access 
manager for ward 
transfer 

 

     In the ACAU: 

• To receive referrals 
for direct 
admissions 

• To initiate 
admission risk 
screening 
assessments 

• To formulate a 
nursing 
management plan 
specific to the 
needs of the patient 

• for referrals to other 
clinicians (A/Health, 
CNC’s) 

• to commence 
multidisciplinary D/C 
planning 

     In the Wards:  

• To review and 
evaluate the 
nursing 
management of 
patients with needs 
related to aged 
care 

• To provide support 
and education to 
staff in complex 
clinical areas of 
aged care 
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Benefits of the ACAU 
Experience from the UK National Health Service (NHS) and New Zealand 
shows that a reduction in the time patient’s wait for a senior physician review 
and multidisciplinary assessment can: 
 

• Reduce the length of stay in the ED for these patients 

• Reduce the level of intensive investigations prior to decision-making  

• Reduce the length of stay in longer stay wards through 
multidisciplinary assessment at the time of hospital entry. 

 
Earlier referral to community based services and programmes for these 
patients provides the opportunity for a coordinated approach to service across 
the acute setting, whether in an in-hospital environment or in the community 

 

Staff Roles and Responsibilities 
Geriatricians: 
 
The Director of Aged and Extended Care will provide direction, clinical 
leadership and medical services for patients in the ACAU, with the provision of 
senior staff specialist cover to develop and review comprehensive care 
management plans to ensure patient safety and quality is delivered within the 
KPI’s. 
 

Geriatric Medicine Staffing Model: 
 
This model is led by the Director Aged and Extended Care with the presence 
of strong Geriatric leadership where another 4 senior staff specialists 
participate in the ‘on call’ role on a ‘daily rotation’ basis. 
 

• The senior physician will have protected senior medical time for clinical 
in-put and supervision for ACAU patients and staff whilst “on call”.  

• Facilitate daily ACAU ward rounds. 

• The designated ACAU medical staff (RMO and Registrar) participate in 
daily multidisciplinary planning meetings and ACAU rounds with the 
attending geriatrician. 

• Frequent presence in the ACAU as a senior decision maker  

• The Junior Medical staff (RMO and Registrar)will be allocated to the 
ACAU. 

• Patients remain under the care of the Geriatrician for the course of 
hospitalisation, or are transferred to a sub-specialty team if required. 

 
Nursing Staff:  
 
Staff interested and experienced in acute aged care are recruited to the 
ACAU.  The nursing team is led by a nurse case manager, supported by a 
Nursing Unit Manger.  The case manager (CNC) may liaise with the aged care 
CNC and Acute to Aged Related Care Services Coordinator (AARCS) to 
develop specialised nursing care specific to the patients’ needs.  The ACAU 
case manager supports the nursing staff working in the ACAU as a 
professional role model by providing educational and clinical leadership within 
the model of the ACAU. 
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Allied Health: 
 
An allied health team leader is appointed to the ACAU.  The allied health team 
includes a Social Worker, Occupational Therapist, Physiotherapist, Speech 
Pathologist, Dietitian and Pharmacist interested and experienced in acute 
aged care. 
 
Allied health professionals are key members of the ACAU multidisciplinary 
team.  Their expertise in patient assessments supports further treatment, 
referrals and appropriate discharge of patients.  Allied health services provide 
assessments of patients in the ACAU using a comprehensive screening tool 
that identifies short and long term needs for the ACAU patient. 
 
When discharge is expected within 48hrs the allied health focus is on 
interventions to facilitate safe discharge and support in the patient’s home. 
Where discharge is not expected within 48hrs, the allied health team 
collaborates with the medical and nursing teams to develop an ongoing 
treatment and management plan for optimal patient outcomes.  
Recommendation for transfer from the ACAU to an appropriate aged care 
ward is then made in order to address complex/long term issues while still 
maintaining a continuum of care for the patient during their stay in hospital. 
 
 
Allied Health Business Rules: 
 

• The Allied Health (AH) ACAU team leader is responsible for overseeing 
the effective AH service to the ACAU. 

• An AH ACAU representative will be present for ward rounds where 
possible. 

• Social Work, Physiotherapy or Occupational Therapy services will 
complete an allied health screening assessment for every patient 
admitted to the ACAU within four working hours of the patient’s 
admission.  A standard allied health screening tool is used and allied 
health staff from each of these disciplines are trained in the 
implementation of the screening tool.  This screening assessment 
forms the basis for patient referrals to the other allied health 
disciplines and the development of an allied health intervention plan.  
These referrals, together with documentation relating to this initial 
assessment, will be completed within the same four hour timeframe. 

• Referrals for AH assessment or intervention will be accepted from nursing, 
medical and other allied health staff with the exception of specific 
interventions requiring medical referral eg chest physio.  

• Social Work, Physiotherapy and Occupational Therapy will 
collectively provide a 7 day service. 

• Nutrition and Dietetics will provide a Monday to Friday service. The service 
will include outpatient and domiciliary components. If the patient can be 
discharged with the service to be safely provided in an outpatient or 
domiciliary capacity, the dietitian has the right to elect this option for 
service provision.  
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• AH disciplines which have assessed  patients on the ACAU will provide: 

o For all patients transferred from the unit to another ward, a 
management plan as related to their profession. 

o For all patients discharged home from the ACAU, the treatment, 
education, equipment and referral for ongoing service. AH staff are 
not required to address long term, complex home support matters 
that do not relate to the current admission or services that can be 
provided in domiciliary capacity eg home modifications, future 
respite planning. The aim of the service will be safe discharge with 
the community supports to manage the longer term needs. 

• Pharmacy will provide a 5 day service. Outside scripts will be used for 
patients discharged over a weekend. 

• A timetable for AH staff times and contact details will be made available to 
the ACAU at all times. ACAU AH staff will carry pagers. 

 
 
Case Management Model: 
 
All patients admitted to ACAU will be able to be discharged home or to an in-
patient ward within 48 hours. To achieve this, an individual case management 
plan is required for each patient and should be commenced within 4hrs of 
arrival. 

 

• The plan should be documented and specify the required observations, 
treatments and interventions and include allied health interventions 

• For patients likely to be discharged from ACAU, discharge criteria is 
defined. 

• Implementation of standing orders or protocols for common conditions 
facilitate prompt accurate patient assessment, investigation, diagnosis 
and treatment  

• Clear standardised evidence based policies, protocols and guidelines 
will be initiated 

• Case management is facilitated by a daily multidisciplinary meeting 
conducted 5 days a week. 

• The case management plan is communicated to the patient/carer by 
the Staff Specialist, Registrar, nurse case manager within 4 hours of 
the patients arrival. 

• The dedicated multidisciplinary team includes: - The Medical and 
Nursing Director of Aged and Extended Care, Staff Specialists, 
Registrar, Resident, CNC, NUM, Allied Health and nursing staff. 
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Business Processes  
 
 
To expedite assessment, treatment and discharge of patients in the ACAU the 
following will occur: 
 

• Implementation of standing orders or protocols will facilitate prompt 
accurate patient assessment and treatment 

• Application of an estimated date and time of discharge (EDD) on 
admission to enhance care coordination and timely discharge within 48 
hours of admission 

 
The following will occur 
 
Within first 4hrs of Patient Arrival: 
 

• Clinical assessments to be completed by nursing and medical staff 

• Commencement of management plan 

• Order and initiate diagnostic services  
 

Within first 6hrs of Patient Arrival (within 8am- 4:30pm for allied health): 
 

• All Assessments completed (inc. Allied Health)  

• Care management plans completed and communicated to patient / 
family / carer  

• Estimated date and time of discharge allocated and communicated to 
multidisciplinary team and patient  (incl. carer / family) 

 
Within first 24hrs of Patient Arrival: 
 

• A Multidisciplinary team co-ordination of care is facilitated by the ACAU 
registrar and nurse case manager 

• Commence discharge planning (e.g. discharge letter, pharmacy, 
equipment, transport) 

• Review the required community services and initiate assessment 
referrals 

• Referral to Outpatient clinics to be organised 
 

Within first 48hrs of Patient Arrival: 
 

• Confirm and execute all care management plans 

• Enable transition out of ACAU (e.g. discharge home or to alternative 
inpatient unit) 
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Supporting Systems  
 
 
Diagnostic Services: 
 
Rapid access to diagnostic services will be inline with Emergency Department 
protocol. 
 
The following will be available: 
 

� Same day access to diagnostics such as X ray, ultrasound CT and 
pathology services and systems with priority equal to ED and ICU  

� Processes to communicate results rapidly to senior decision makers on 
the ACAU 

� Point of care diagnosis should be considered where appropriate  
 
In-Patient wards: 
  
Access to in-patient beds will be the highest priority to ensure patient flow out 
of the ACAU. 
 

Access to primary health care services 
  
Community Links: 
Early liaison and referral to outpatient clinics and community services such as 
TACT, ComPack and Chronic Care Rehabilitation via the Access Referral 
Service will be required to ensure support is instigated early to facilitate timely 
discharge.  
 

• The community services can be accessed via a Single Point of Access 
(SPA) at Southcare.  Referrals faxed to Southcare on ext 37869 

• Priority access to early outpatient clinic or ambulatory care clinic 
appointments is required for ACAU patients. The appointments will be 
given within 3 days or alternative arrangements must be made 

• Priority access to community services such as ComPacks, TACT – 
Transitional Aged Care Team, GP Shared Care, SHALT – Sutherland 
Heart and Lung Team and RCCP – Respiratory Coordinated Care 
Programme will be given to ACAU patients 

• Liaison with community services will be coordinated by the nurse case 
manager 

• Outcomes are documented in each patients Individual Case 
Management plan. This occurs within 24hrs of the patient arriving to 
the ACAU  

 
General Practitioners: 
  
Effective two-way communication process with GPs is vital to ensure that 
continuity of care is maintained for patients. 
GP’s can refer patients for direct admission to the ACAU under an Aged Care 
Specialist  through the Aged Care Specialist on call, the ACAU nurse case 
manager or ACAU registrar. 
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Patient Selection, Screening and 
Discharge Criteria  
 
A typical patient suitable for management in ACAU is the older complex 
patient with co-morbidities. The patients can be identified at triage as not 
being critically ill but in need of assessment and treatment, and account for 
about one third of patients admitted.  
 
The following criteria will be applied for patients transferred to the unit or 
excluded from the unit: 
 
Admission Criteria: 
 

1. Patient admitted because of aged care issues (falls, deteriorating 
cognition, acute medical problems in older patients complicated by co 
morbidities and necessitating functional and social support). 

 
2. Expected total hospital length of stay less than 48 hours. 

 
3. Requires assessment/management by at least one member of allied 

health (especially physiotherapy, occupational therapy or social 
worker). 

 
4. Admitted under the care of a geriatrician 

 
Place of residence is home (including independent unit of retirement village) 
or low level care facility (hostel).  Nursing home residents accepted only if 
beds available.  
 
Origin of Referral: 
 

1. Emergency Department – triage, NUM or attending medical officer 
 

2. ASET 
 

3. ACAT 
 

4. General Practitioner 
 

5. Community Nursing 
 

6. Specialist after discussion with a geriatrician 
 
Any referral needs discussion with Geriatrician prior to acceptance of 
admission. 
 
Exclusion Criteria: 
 

1. Acutely confused patients with disruptive behaviour or wandering. 
 
2. Patients with infective gastroenteritis. 
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3. Unstable critically ill patients. 

 
4. Patients who have been transferred out of the ACAU. 

 
5. Patients admitted into ward beds. 

 
6. Patients admitted under specialties other than Aged Care. 

 
7. Palliative Care 

 

Patient Screening 
  
Appropriate patients can be streamed to the ACAU following Triage and 
assessment by the ACAU nurse case manager and ACAU registrar or the 
Senior Medical Officer in ED. The following selection process may be 
followed: 

 
From ED: 
 

• Patients deemed non critical and accepted by the ACAU for admission  

• All clinically unstable patients will be assessed and managed in ED  

• Inclusion criteria must be satisfied prior to admission 

• Patients may be referred by medical staff from within the ED after an 
initial assessment 

• All suitable patients are discussed with and accepted by the geriatrician 
on call, Registrar and or ACAU nurse case manager prior to transfer to 
the unit. 

 

Discharge Criteria  
 
Individual case management plans are used to ensure patients are 
discharged home with appropriate community based services or transferred to 
a ward bed within 48hrs. In summary:  

• Patients are discharged home or transferred to an in-patient ward bed 
within 48hrs 

• Patients individual case management plans document and include: - 
Observations, treatments and interventions required, allied health 
interventions, nurse initiated discharge criteria, aged care, chronic care 
and other community follow up care. 

• All patients are promptly referred to relevant community services (i.e. 
ComPacks, TACT, GP Shared Care, Chronic Care Rehabilitation, 
Transitional Care and outpatients’ clinics as required.   

 
For patients who require transfer to an in-patient bed within 48hrs the case 
management plan will additionally include: - Workup required for transfer to 
ward, ongoing observation, interventions, diagnosis & management decisions, 
discharge documentation and intended community referrals.  
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Bed Management Redesign, 
Performance Management & 
Targets 
 
Processes to monitor demand and performance have been developed. The 
escalation plans have been developed and are agreed.   
  

• If a patient is unable to be discharged from ACAU within 48 hours, then 
arrangements for transfer to an inpatient ward must be made. 
Indicatively one third of patients need to be discharged or transferred 
daily from ACAU where possible to maintain patient flow. 

• Integration with patient flow units will be required to assist in the 
development of processes to monitor demand and performance and to 
achieve targets 

• The patient access manager and ACAU nurse case manager monitor 
patient breach times in order to meet KPIs. The weekly KPI report will 
be forwarded to the steering committee weekly and will be used to 
assist the ACAU team in understanding and improving their patient 
care and performance. The reports will be presented at the fortnightly 
Central Hospital Network (CHN) Access & Demand Management 
Meetings. The CHN Access and Demand Management Committee will 
be the governing body. 

• Patient Flow Processes should strive to ensure patients are admitted to  
“Home Wards” when transfer to inpatient wards is required. 

• Patients from ward hospital beds are not transferred into existing ACAU 
beds. 

• Patients transferred out of the ACAU are not re-admitted to the ACAU 
within the same hospital admission. 

 
 

ACAU Performance Management (outcome KPI’s)  

 
• LOS in ACAU 

• % out of ACAU within 48 hours (target 90%) 

• % out of ACAU within 48 hours (target 100%) 

• % Discharged from Hospital 

• % Discharged to home from ACAU <48 hours (Target 33%) 

• % ACAU patients transferred to inpatient wards 

• Readmission rate within 28 days of hospital discharge 

• % of admitted ACAU target Medical patients with ED LOS <6 hours 
(target = 98%) 

• % ED patients with an ED LOS <6 hours 

• % of deaths in ACAU 

• % of falls in ACAU 
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Escalation Management       
 
The ACAU is for adult non-critical patients who fit the admission criteria. To 
ensure the 48 hour length of stay is adhered to, an escalation plan is required 
and includes reference to: 
 

• Adherence to ACAU admission criteria and patient screening  

• Eligible patients must be accepted by one of the following staff: - ACAU 
Geriatrician on call, ACAU Registrar or ACAU nurse case manager. 

• Each unit’s bed base is quarantined for ACAU eligible patients only, 
exceptions require the Medical or Nursing Director of Aged and 
Extended Care’s approval  

• Weekly LOS reports to be forwarded to the GM  

• Access to in patient beds (if required) 

• Access to diagnostic services i.e. X-ray, CT and pathology (inc. 
timeframes) 

• Access to services i.e. TACT, ComPacks and Rehabilitation 

• Access to outpatient clinics 

• Access to internal and external transport services 
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POLICY STATEMENT  
The ACAU provides specialist physician, nursing and allied health assessments of 
the older patient from the beginning of the hospital care pathway including 
streamlined diagnostic workup, early treatment and a multidisciplinary coordinated 
discharge plan.  
 

PURPOSE AND SCOPE 
Aged Care patients who meet the admission criteria are admitted to the ACAU for 
timely access to treatment by an aged care specialist and a multidisciplinary health 
team for assessment and decision-making.  Advantages of this approach to hospital 
admission are better health outcomes for the hospitalised older person, reduction in 
pressure on the Emergency Department and a decreased length of hospital stay for 
the older person. 
 

1. RESPONSIBILITIES 
Executive Management 
Geriatricians 
ACAU Registrar 
ACAU Nurse Case Manager  
Emergency Dept. Medical Officers 
ACAU Nursing Unit Manager 
Nursing Staff 
Allied Health 

 

2. DEFINITION/DESCRIPTION 
ACAU – Aged Care Assessment Unit 
 
ACAT – Aged Care Assessment Team 
 
ASET – Aged Care Services Emergency Team 
 
ED – Emergency Department 

 
3. POLICY/PROCEDURE 
 
Admission Criteria 

• Patients aged ≥ 70years who are admitted because of aged care issues including 
falls, sepsis related to UTI, chest infection, wound infection, deteriorating 
cognition and acute, non-critical medical problems in older patients with multiple 
co-morbidities requiring functional and social support. 

 

• Expected total hospital length of stay less than 48 hours. 
 

• Requires a comprehensive screen and management plan by at least one member 
of allied health (especially physiotherapy, occupational therapy or social worker). 

 

• Admitted under the care of a Geriatrician. 
 

• The patient is not critically unwell with compromised airway, breathing or 
circulation. 

 

• Place of residence is home, including an independent living unit or low level care 
facility (hostel). 

 

GUIDELINES FOR ADMISSION TO THE AGED CARE 
ASSESSMENT UNIT (ACAU) 
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Exceptional Admission Criteria 

•  Nursing home residents are accepted for admission to the ACAU when there are 
no suitable ward beds available. 

 
Exclusion Criteria 

• Confused patients with disruptive or aggressive behaviour, or wandering with 
exit-seeking behaviour. 

• Patients whose principal treatment is palliative care. 

• Patients with suspected or confirmed infective gastroenteritis. 

• Patients who are expected to have an extended length of stay 
 
 

4. PATIENT ACCESS TO THE AGED CARE ASSESSMENT UNIT 
 

4.1. Emergency Department 
 Patients whose hospital presentations fit the ACAU admission criteria are 

referred to the ACAU nurse case manager from Triage, Emergency 
Department (ED) nurse unit manager or bedside ED nurse for review for 
admission to the ACAU. 

 The ACAU nurse case manager is available on telephone: 
 speed dial *8018 or mobile 0400 434 355. 

 The ACAU registrar’s page number is 151. 
 
 Assessment of the patient including physical presentation and health 

assessment is undertaken. 
 Initial investigations are commenced in ED including vital signs, ECG, 

urinalysis, MSU and/or bladder scan when indicated, intravenous cannulation, 
relevant pathology and medical imaging. 

 Standard screens including fall risk and waterlow assessments are 
commenced in ED.  ED medical and nursing staff are available to assist with 
patient care.  ED nursing staff commence protocols for patient assessment 
and priority investigations. 

 
Following review by the ACAU nurse case manager and/or the  ACAU 
registrar, the patient may be accepted for admission to the ACAU by the 
geriatrician on call.  
The patient’s treatment and discharge plan begins in the Emergency 
Department. 
 

4.2 Emergency Department 
 

• The assessment of patients for admission to the ACAU is based on 
the admission criteria. 

 

• Referral of patients to the ACAU is not based on Triage category but 
the admission criteria. 

 

• Inclusion criteria must be satisfied prior to admission. 
 

• All suitable patients will be discussed with and accepted by the 
admitting geriatrician, registrar and/or nurse case manager prior to 
transfer to the Aged Care Assessment Unit. 

 
4.3 Direct Admission 
Referrals for direct admission are accepted by other health professionals 
including: 

• General Practitioner 
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• ACAT 

• Community Nurse 

• ASET 

• Other medical specialist 
 

The above health professionals are required to discuss the patient’s condition 
with the Geriatrician, ACAU nurse case manager or ACAU registrar to obtain 
acceptance for admission before the older person presents to the hospital. 

  
The hospital patient access manager must be consulted prior to confirmation of 
the older person’s admission to the ACAU. 
Confirmation of the availability of a bed in the ACAU must be made with the 
patient and his/her family before presenting to the unit. 
The ACAU nursing unit manager, case manager, clinical care coordinator or 
registered nurse confirms the availability of the ACAU bed with the patient and 
his/her family on the day of admission. 

 
 

5. DOCUMENTATION 
• Electronic Medical Record 

• Aged Care Admission Tool 

• Allied Health Screening Tool 

• Clinical Progress Notes 
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