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Program aims

Tapestry of Care (or just
‘Tapestry’) is an evidence-
based enhanced care program
for residential aged care. This
is a ‘whole-of-person’ care
model based on World Health
Organisation principles (see
box 2: WHO). The Tapestry
philosophy includes:

1. Open, honest and
informative conversations
with residents and families,
preparing them for the
journey ahead;

2. Communicating the care
journey in a simple way.
Tapestry helps to summarise
the care approach through a
visual tool;

3. Working as a team. Tapestry
promotes collaboration and
information sharing amongst
the aged care and clinical
care team;

4. Aged care is about
enhancing a resident’s life,
not necessarily prolonging
it (unless that is what the
resident wants);

5. Aged care is about people,
not paperwork. There are
only three simple documents
involved in Tapestry
implementation;

6. Focus is on ‘what is the
matter with the resident’ and
‘what matters for them’.

A tapestry is carpet art made
up of interwoven threads.

We see our program as an
interweaving of WHO principles
on disability, person-centred
and consumer centred care
(see figure 1). A Tapestry can
also convey complex pictures
that tell a story. Our new
program is an integrated story
of the care and services we
provide to assist each resident
on their journey. As a resident’s
health and circumstances
change, so does their care.
Some of these changes are
more significant than others,
and may involve transitioning
to better ways of being cared
for. We map these transitions
so that the journey ahead is
easier to understand and so we
can continue to support the
resident with their own hopes
or wishes.

BOX 1:
What is person-centred
care?

According to the WHO,

a person-centred health
service is an approach

to care that consciously
adopts the perspectives
of individuals, families
and communities, and
sees them as participants
as well as beneficiaries

of a health systems that
respond to their needs
and preferences in
humane and holistic ways.

Integrated person-centred
care can potentially generate
significant benefits to all
receiving and involved in
health care, improving health
and clinical outcomes and
improving service efficiency.
This can lead to better care
experiences among care
recipients and better job
satisfaction among care
providers.

SOURCE:

Source: World Health
Organisation 2016 The
Framework on Integrated
People-Centred Health Services
(IPCHS)".

T https://www.who.int/servicedeliverysafety/areas/people-centred-care/framework/en/
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WHO Multi-
Principles of Open Disciplinary
Disability Communication Care

Body
Functions

Participation

Person Whole-of- Family- (/\’/)
Centered Person Centered \\\
Care Care Care (/\)/
4

Environment
Normalisation of Consumer Advance
Death, Dying and Directed Care
Bereavement Care Planing
Activity
FIGURE 1 FIGURE 2
Concepts interwoven into the Tapestry Program. Tapestry incorporates the International Classification
For more information about person-centred care, of Functioning, Disability and Health (ICF) principles,
see Box 1: What is person-centred care? developed by the World Health Organisation (WHO).
BOX 2:

The World Health Organisation (WHO)

The WHO developed the International Classification of Functioning, Disability and Health. This
classification acknowledges that disability is more than just the result of disease. A person’s
environment, their personal factors, activity and participation levels all interact with their health
and body functions to either enable or disable them (see Figure 2). Consider for example Ms Jones
who has mild COPD (ill-health) and poor eyesight (ill-health). She has no family and is a resident at
a large 100+ bed aged care facility. Ms Jones wears corrective glasses but her glasses have recently
been misplaced. The aged care staff have been informed but cannot find her glasses after a quick
search of her room. How do different factors contribute to the disability she experiences? Ms
Jones has no family to advocate how important and urgently she needs her eyeglasses (personal
factors). Without her glasses, Ms Jones finds it difficult to see the visual cues that allow her to find
her room quickly (body function). She lives in a large facility with many long corridors that all look
the same (environment), so wrong turns and the additional walking results in some shortness of
breath (disease). Ms Jones fears exacerbating her COPD so she becomes reluctant to leave her
room and becomes deconditioned (further limiting her activity). She consequently limits socialising
with other residents and other lifestyle activities (participation restriction). It is this interplay of
factors that is increasing Ms Jones’ degree of disability. And from this understanding, collaboration
between medical, nursing, allied health, care staff, resident and family can be instrumental in re-
enabling each resident’s level of functioning, through a direct influence on the resident’s disease,
body functions, activities, participation, personal factors and environment.

You can read more about the International Classification of Functioning, Disability and Health at
https://www.who.int/classifications/icf/en/
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The concept of Tapestry is
relatively straightforward
(figure 3).

Tapestry involves the
exploration of each residents’
health and function using
Transition Maps (see Section
4A)? and a modified version of
the Cumulative lliness Rating
Scale Geriatrics for Nursing
Home residents (CIRS-NH,

see Section 4B), the resident's
experiences of this enhanced
approach to care, and how care
staff can help residents achieve
their aspirations using the
Hopes Or Wishes Tool (HOW,
see Section 4C)3.

FIGURE 3

To create Transition Maps, we
explore every aspect of the
residents’ health and function
using WHO principles, by using
medical questionnaires such

as the modified Cumulative
lliness Rating Scale (CIRS-NH)*,
and professional perspectives
from the GP, Allied Health,
Nurses, and Lifestyle Services.

In discussion with the resident
and their family, Transition
Maps then describe the
agreed level of care (Restore,
Maintain, or Comfort Care) that
is appropriate for the resident,
and inform appropriate
treatments and therapy.

Staff, therapists and doctors

are then better equipped to
communicate with one another
and to support the resident in
identifying and achieving their
hopes, dreams and aspirations.

In this way, we can identify the
most appropriate care services
we can provide, and better
engage with what is important
to each resident and their
goals.

The end result is an improved
resident experience.

Consumer
Perspective

Body
Functions

Medical
(CIRS-NH)

Environment

Care Team Perspective
(Nurse, Allied Health,
Lifestyle, GP)

- Curative Treatmants
Restore . pegiorative Therapies
Participation Hopes Or
- Maintain Health Wishes Tool
.. Function (HOW tool)
Maintain . Prepare for next
transition stage (re-shaped
goals)
- Symptom Management
- Quality of Life Therapies
Comfort

Activity

WHO PRINCIPLES (ICF)

2 See page 13 for more details of Transition Maps
* See page 23 for more details of Hopes Or Wishes (HOW) tool
“See page 21 for more details of CIRS-NH

- Palliative Approach
- End of Life
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What does this
implementation booklet
do?

This booklet provides is a step-
by-step guide and resources for
implementing Tapestry.

How can residents and
family benefit from
Tapestry?

The Tapestry program aims

to improve each resident'’s
quality of care and quality of
life. Tapestry is an opportunity
for residents and families to
openly and honestly discuss the
resident’s care journey ahead.
Tapestry also provides a new
platform for residents, families,
doctors, therapists, nurses and
care staff to work together
towards the hopes and dreams
that residents have identified as

important for their quality of life.

Who should use this
implementation booklet?

This manual is intended for
clinical and aged care staff,
including facility managers,
managers of clinical practice,
care managers, lifestyle staff,
allied health care professionals
and doctors. It can be provided
to residents and families who
request further information
about the program than what
is provided in pamphlets.

Who developed
Tapestry?

Tapestry was developed by
staff at Royal Freemasons and
researchers at the National
Ageing Research Institute.
The key developers were
Assoc Prof Samuel Scherer,
Ms Marie Vaughan, and Dr
Steven Savvas. Pilot work
was funded by the Keith and
Aya Thornton Trust and the
program was expanded and
tested with funding provided
through the Dementia and
Aged Care Services (DACS)
Fund, Australian Government
Department of Health.

Can | just use one or two
element of the program?

Though the Tapestry tools are
designed to work together,

YyOu can use just one or two
elements of the program. If
your organisation has identified
a need to improve the
communication about the care
you provide between the care
team, residents and families,
then the Transition Map tool
may be used. If staff require a
more structured approach in
helping the residents achieve
their hopes and dreams, then
the HOW tool may be used.

If doctors, nurses and allied
health practitioners wish

to engage with the clinical
dimension of Tapestry then the
CIRS-NH may be used.

How much time
does it take?

For staff with a good
understanding of the medical
and care needs of their
residents, our experience is
that, once education has been
provided to staff, the Tapestry
tools can be an efficient tool.
What may take time is a culture
change at the facility — that

is, a culture change to fully
embracing Tapestry in all its
dimensions.

What resources
do | need to invest?

Providing staff with some
protected learning time when
first implementing Tapestry
is certainly beneficial. Our
experience is that once a
majority of residents are

on the Tapestry program, a
culture change to thinking
about Tapestry is more likely.
Also important is that senior
management at the facility
commit to the Tapestry
program. This support is vital
for good integration of Tapestry
into day-to-day care practices
of staff at all levels..

How much
does Tapestry cost?

Tapestry is free to use in
Australian residential aged care
facilities.
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We recommend that a key
clinical staff member leads the
implementation of Tapestry,
such as the most senior nurse
at the facility, or an appropriate
care manager.

For each resident, follow the
steps on this page.

1.

First EXPLORE the resident’s
medical needs with the
CIRS-NH (section 4B on

pg2l and appendix) and also
consider the resident’s health
and well-being needs from
their perspective (and the
family's perspective when
appropriate) as well as the
perspectives of the multi-
disciplinary aged care team
(such as nurses, allied health,
doctor, and lifestyle services).
WHO principles on disability
are a useful framework here
(see box 2).

. Next MAP the resident’s

overall goals of care by
using the Transition Map
tool (see section 4A on pg
13 and appendix). Make
sure to incorporate the
perspectives of all members
of the multidisciplinary
team, including the
resident’s doctor. Use

the Transition Map in a
respectful (and initially
cautious) conversation

with the resident and their
relatives to understand their
preferences and expectations
about the resident's goals
of care. Depending on their
feedback, aim to sensitively
provide an appropriate
degree of open and honest
information and advice

to them as a summary of
the combined professional
opinions expressed by the
multidisciplinary team.

3. Openly COMMUNICATE with

the resident, family, staff and
clinical team, aiming to arrive
at a completed Transition
Map for each resident that
achieves mutual agreement.

. Discuss with the resident

what they want to achieve
while living in aged care
using the Hopes or Wishes
tool (see Section 4C on pg 23
and appendix). The Transition
Map can help resident’s
FORMULATE meaningful and
achievable aspirations.
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Tapestry uses three simple tools to enhance care provision. These are the Transition Map, the modified
Cumulative lllness Rating Scale for Nursing Homes (CIRS-NH) and Hopes Or Wishes (HOW) tool.
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Residents (CIRS-NH)

Transition Maps describe

each resident’s overall goals The CIRS-NH is a review of a
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The HOW tool helps help
translate the goals and
aspirations of each resident

FIGURE 4

‘What is the matter with

the resident’ focuses on the
resident’s illness and disability.

‘What matters for the resident’
focuses on the resident’s hopes,
dreams, wishes or aspirations.
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A: Transition Maps

The Transition map is a user-
friendly yet information rich
visual tool to map, track and
coordinate a resident's journey
in care. Significant changes

in health and circumstances
may mean that there is a need
to transition to better ways

of being cared for. We map
these transitions so that the
likely journey ahead is easy to
understand. Transition Maps
use simple language that is
usually acceptable for residents
and families and can be used
to inform a tailored care
approach. They provide staff,
residents and families with a
way of describing an agreed
therapeutic direction and the
overall goals of care.

The Transition Map is a
summary of the overall goals of
care. For simplicity, a resident
is placed in one of the 9 grid
points of the map (see Figure 5
and Box 3 ‘Are we just labelling
residents?’)

BOX 3:

Are we just labelling residents?

Tapestry

The Transition Map does not prescribe or dictate the level
of care provided. Rather the Map is used to consider,
communicate, guide and track the care that is most
appropriate and beneficial for the residents.

FIGURE 5: TRANSITION MAP

MIXED

BODY BRAIN
(BODY & BRAIN)
RESTORE iy RESTORE
MIXED
BODY BRAIN
(BODY & BRAIN)
MAINTAIN MAINTAIN MAINTAIN
MIXED
BODY BRAIN
(BODY & BRAIN)
COMFORT COMFORT COMFORT
END OF LIFE END OF LIFE END OF LIFE

@ O Tick if resident has high impact of
psychological factors. Still map resident
above (do not map psych factors).

Psychological factors:

@ () Tickif unable to map
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Tapestry

The Transition Map tool has four main elements (labelled 1to 4 on Figure 5).

The first two elements form a grid:

O,

The type of health problem:
Body, Mixed or Brain.
Transition maps use simple
terminologies understandable
for residents and families

(see Box 4, ‘why do we

need a simple language for
communicating the care
approach?’). For clinicians,
Body refers to somatic illnesses
and diseases, whilst Brain refers
mainly to neurodegenerative
(e.g. Alzheimer’ disease) and
vascular (e.g. stroke) related
impairments.

©,

The severity of the problem
and implications for care:
Restore, Maintain or Comfort
(and including End-of-Life).
These categories reflect
different care approaches. A
Restore approach seeks to
rehabilitate the resident so
that they can regain health or
function. A Maintain approach
acknowledges that regaining
function is unlikely, so care

®

Psychological considerations
(such as high levels of anxiety
or depression).

®

Unable to Map (if it is not
possible or advisable to use

the map, e.g. if the family have
strong feelings against using it).

aims to maintain and prevent
further health and functional
decline. There may come a time
when the main aim is to provide
Comfort through treating
symptoms and providing

relief. If health and function
continue to decline a transition
to End of Life care becomes
appropriate. End of life refers

to the expectation that death
may be imminent. Care focuses
on more detailed and frequent
communication with the
resident and family, symptom
control, cultural and spiritual
wishes and needs, and dignity.

BOX 4:
Why do we need a simple language for
communicating the care approach?

For people that do not work in health care, understanding
health and medical processes and language is difficult. This
is called health literacy. Though younger family members of
residents may have higher health literacy, they may not have
a good understanding of the impact of disease on health,
functioning and wellbeing.

One of our roles in aged care and health care is to offer
information and education to help residents and families make
informed decisions about the care to be provided. This has been
referred to “consumer directed care”. This is one of the aims of
Tapestry.
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Based on your clinical judgement and in consultation with the multidisciplinary care team, mark a
cross (x) in one of the boxes on the 3x3 grid where you believe the resident is regarding their overall
care needs. If possible, do not mark on borders or gridlines.

To do this, the first question to ask is:

What type of health problems does the resident have that are of major concern?
These problems are classified as either BODY related, BRAIN related or both (MIXED).

O,

MIXED
BODY (BODY & BRAIN) BRAIN

BRAIN C —

Neurocognitive impairments:
E.g. cognitive and
behavioural changes from

all dementia types, strokes
and cerebrovascular disease, —> MIXED
Parkinson's disease, acquired

L Mixture of both significant
brain injury.

BODY and BRAIN illnesses or
impairments (the resident has
both significant somatic and
BODY ’ > TR neurocognitive impairments
that are a major concern).

Somatic related illness. E.g.
heart failure or other organ-
related disease, cancer,
musculoskeletal, sensory loss.

Common BODY impairments (somatic related illnesses) in old age:

Organ-failure related illnesses (e.g. Heart disease chronic renal disease, chronic lung disease),
Sensory changes (e.g. hearing loss, vision loss, dual sensory loss), Geriatric syndromes (e.g. falls,
incontinence, frailty, sarcopenia (severe loss of muscle)), Other (Diabetes, arthritis, osteoporosis,
cancer, pain).

Common BRAIN impairments (neurocognitive impairments):
Alzheimer’s Disease, vascular dementia, stroke, dementia associated with Parkinson’'s disease and
Lewy body dementia, frontotemporal dementia, alcohol-related cognitive impairment.

Do we classify primary psychiatric disorders as BRAIN?
No. In our MAPPING we have decided to reserve the BRAIN column for neurocognitive impairments.
Psychiatric disorders are highlighted in Step3 (the tick box for High impact of Psychological Factors).
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The second question to ask is:

How severe are these health problems, and what are the implications for our approach to care?

RESTORE

@ MAINTAIN

COMFORT

RESTORE

Curative or rehabilitative approaches- active treatment,
rehabilitation or re-enablement may be of value (see box 5: ‘Are
many residents in RESTORE'?)

MAINTAIN

Maintaining approaches- Maintaining function/systems and
slowing further deterioration is the main consideration.

COMFORT (END OF LIFE)

Symptom relief approaches
and providing comfort is the main consideration.
This includes End of Life care.

Here, End of Life is difficult to define precisely, but refers to the advent of the last
stage of one’s life, the imminence of death, and the need to prepare for death
(See Box 5: Is comfort care different from End of Life care?)

BOX 5:
Is Comfort Care different
from End of Life Care?

The stage of Comfort can
potentially last for months
or even longer while

health decline and disease
progression remain slow.
This is consistent with the
Palliative Approach in Aged
Care. The aim of palliative
care is to achieve the best
possible quality of life for

the person, their family

and carers. Palliative care
includes end-of-life care, but
also entails much more. End-
of-life care is care occurring
in the last part of a patient’s
life, typically in the last few
weeks to months, depending
on the underlying diagnosis
and clinical course.

Are many residents in RESTORE?

Restorative care is rarely appropriate because if a resident’s
conditions could be cured and previous functional decline
reversed they would be unlikely to need residential care. The
majority of residential aged care residents have multiple chronic
diseases with substantial health and functional impairments that
cannot be reversed. A minority of residents may retain scope for at
least some degree of improvement in health and or functioning,
even if not to the degree needed to return to living in the
community. The RESTORE category serves as a discussion point
between staff, resident and family. Having RESTORE on the map
helps residents and families frame their own hopes and beliefs in
the context of their current capacity and their expectation about
the journey ahead. They may have unrealistic expectations about
what can be achieved in residential care, and discussions through
use of the map can help to manage these expectations.

Palliative care includes end-of-life care, but also entails much
more. End-of-life care is care occurring in the last part of a
patient’s life, typically in the last few weeks to months, depending
on the underlying diagnosis and clinical course.

SOURCE: Palliative Care Australia
(https://palliativecare.org.au/what-is-palliative-care)
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After placing a cross
somewhere on the grid, the
next step is to:

Tick the following boxes if
appropriate.

PSYCHOLOGICAL FACTORS

Tapestry

@ () Tick if resident has high impact of
psychological factors. Still map resident
above (do not map psych factors).

Psychological factors:

Tick this box if there is a high
impact of psychological factors.
For example, the resident may
have a chronic psychiatric
illness, be highly anxious or
depressed, or there may be

UNABLE TO MAP

@ () Tickif unable to map

Tick this box if you believe it
is impossible or inadvisable
to map the resident. There
are several reasons why this
may be the case. The resident
and family may have strong
personal, cultural or spiritual
beliefs and do not wish to
engage in the process of
considering underlying issues
involved in the MAPPING
process. There may be high
levels of conflict within or
between the resident’s family
and staff. The conflict could
then be exacerbated by
attempts to introduce the
Tapestry model. The family
may perceive and take issue
with the Transition map

as an attempt to limit the
care that the staff provide.

In these scenarios it may be
counterproductive to use
Transition Maps.

personality factors or other
ongoing psychological factors.
We need to be aware that
such factors may need to be
specifically acknowledge and
addressed.

Who helps create a
Transition Map?

A senior nurse in each nursing
unit leads the creation of the
Transition Map as they have the
clinical knowledge, as well as
regular contact with the doctor,
therapists, care team, resident
and family. The nurse engages
with the multidisciplinary
team, resident and family to
understand and integrate their
perspectives to create the map.
The Tapestry process including
the Transition Map serves

as the vehicle for the open
discussion of the overall goals
of care and for the achievement
of understanding, consensus
and collaboration (see box
‘How to talk to families about
Transition Maps?'.
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BOX 6:
How to talk to families about Transition Maps?

When talking with families, sensitivity, flexibility and caution may be needed.
Family might have strong conflicting views.
Family might not understand what Transition Maps mean or see the benefit.
Family might want to control care in a preconceived manner.
There might be cultural or religious sensitivities, and a reluctance to talk about the end of life.

In these scenarios, it can be beneficial to first slowly introduce Transition Map concepts. For
example, show a blank Transition Map and discuss the terms in general. Suggest that the care team
would like to discuss how the Transition Map may relate to the resident at a later date. Introducing
a blank Transition Map and providing some brief information (see info sheet in appendix) is a good
approach for preparing families to think about Tapestry concepts.

Examples for mapping residents

EXAMPLE 1:

Peter is 89 years old. He has very severe heart disease and severe osteoarthritis. Cognition and
memory are quite good. He can walk only short distances with a walking aid due to shortness
of breath. He needs help with personal care. Improved health is no longer realistic with his
health conditions.

Peter is mapped in

BODY MAINTAIN
MIXED
BODY (BODY & BRAIN) BRAIN *Peter’s health conditions
RESUOR= RESTORE RESIGIRE are all BODY related and he
has no neurodegenerative
BRAIN impairments. Curative
MIXED approaches are no longer
BRAIN realistic, but maintainin
(BODY & BRAIN) . g
MAINTAIN MAINTAIN his function and slowing
further deterioration are still
appropriate overall goals of
care.
MIXED
BODY BRAIN
(BODY & BRAIN)
COMFORT COMEORT COMFORT
END OF LIFE END OF LIFE END OF LIFE
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EXAMPLE 2:

Tapestry

Susan is 96 years old. She has advanced dementia and significant changes in personality and
behaviour. Accompanying dementia is increased frailty and she no longer can stand up by

herself.
MIXED
BODY BRAIN
(BODY & BRAIN)
RESTORE RESTORE RESTORE
MIXED
BODY BRAIN
(BODY & BRAIN)

MAINTAIN MAINTAIN MAINTAIN
BODY BRAIN
COMFORT (=I5 Q_Ai_lN) COMFORT
END OF LIFE END OF LIFE END OF LIFE

Suzan is mapped in
MIXED COMFORT

*Susan has both advanced
dementia (Brain) and frailty
(Body). As Susan is declining
in health and function despite
attempts to prevent this,
Comfort care is appropriate.
With her dementia, she also
has significant behaviour

and personality changes.
‘Psychological Factors' is not
ticked as Susan’s behaviour
and personality changes are
associated with her dementia.
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Transition Maps - What
Staff Say

Transition Maps have been
perceived positively by
participants in our research
projects. Doctors, staff and
families find that the Maps

are helpful in commmunication
and that they help lead into
an open discussion aiming to
establish a shared and goal-
based understanding of each
residents’ care journey. The
simple graphic provides a
useful introduction to providing
education about the resident’s
current care plan, explaining
what lies ahead and planning
future care as things change.
Families have also reported
that they feel enabled to make
more informed decisions.

Transition Maps can also be
useful in helping to clarify
Advanced Care Planning,

in which complex medical
considerations may not be fully
understood by residents and
families. A GP who participated
in our research provided an
example.

Tapestry

“This map is a good representation of where everyone thinks
the resident is heading and where the doctor thinks the patient
is heading. Doctors and nurses don’t always share what their
approach is to a patient’s care and may have arrived at a
different point of view. With Tapestry we can actually discuss
together where we are in the resident’s trajectory.”

(Nurse Manager)

“Having a visual tool, especially when speaking to family, makes
the conversation smoother. Families can actually point it out by
themselves and say “this is where | think my mum is on the map”.
Sometimes they are shocked when | suggest “No. We think your
mum is actually here”. Sometimes we disagree but at least we
are having a discussion and can explore our points of view.”

(Nurse Manager)

“Transition maps orientate you to where we are going and
puts you in the same square with the staff and also with the
families. One of my patients is over 100 years old, and she
sleeps most of the time as you might expect at her age. | had a
very long discussion with her family and we agreed on comfort
measures from now on, and all staff were in agreement and so
when something happens, staff know to inform the family, but
are agreed to not call the hospital.”

(GP)

“You get an example of family members, who say, ‘She’s not

for resuscitation’. What they always think is, ‘if my mom has a
heart attack, | don’t want you to use the defibrillator’. So they
say ‘not for resuscitation’. However if you get someone who had
severe pneumonia, a chest infection, they’ll say ‘| want you to
send her to a hospital now.” They say one thing but it actually
means another, so you have to provide clear definitions. No
resuscitation for them is they don’t want to use defibrillators,
but for loved ones with a heart attack or pneumonia, they want
us to send them to a hospital. So it has a different meaning for
us. So if there’s a little square and say to someone, ‘this is where
we are now, and there is a limitation. If you want more things
to be done, it'll involve this, this and this but | don’t think it will
achieve much.’ This really helps (families understand) where
we're going”.

(GP)
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B: Cumulative lliness
Rating Scale for
Geriatric Residents
(CIRS-NH)

Good documentation of each
resident’s medical condition
is an important component
of ‘what is the matter’ with
the resident. The Cumulative
IllIness Rating Scale for Nursing
Homes (CIRS-NH) is a simple
one page tool that provides

a summary of the medical
burden for the resident (see
Box 7: How does the modified
CIRS-NH version differ

from the original CIRS-G?).
The CIRS-NH informs and
complements the Transition
Map.

The CIRS-NH improves

clarity, accuracy and impact
of diagnoses and facilitates
collaboration between nursing
and medical staff. Typically

on admission there will be
evidence of diagnoses from

a comprehensive medical
assessment from a previous
General Practitioner or a
discharge summary from

a recent acute admission

that may have precipitated
transition to aged care. While
in residential care people may
accrue new diagnoses from
GPs, specialists or hospital
admissions.

The CIRS-NH can be updated
when there is a change in a
resident’s condition. It helps
doctors and nurses focus on a
systems based diagnosis and
the subsequent impact. This
also helps the nurse in their
discussions with residents and
families.
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BOX 7:
How does the modified CIRS-NH version differ from the
original CIRS-G?

The original CIRS-G was developed in the 1990s by Miller et al!
The tool had 14 domains and included a domain for psychiatric
illness. Dementia was included in this domain.

In our version, we have separated out Dementia into its
own domain. So our tool has 15 domains. There are no other
differences between our version and the original.

We also thank the authors of the original version for permission
to modify the CIRS-G for Australian residential aged care.

"Miller, Mark D., et al. “Rating chronic medical illness burden in
geropsychiatric practice and research: application of the Cumulative
IlIness Rating Scale.” Psychiatry research 41.3 (1992): 237-248.

Who should complete the CIRS-NH?

The doctor should complete the CIRS-NH. When the doctor has a
good knowledge of the resident, we find that the CIRS-NH takes
only about five minutes to complete. If the doctor is unable to

fill out the CIRS-NH, a senior nurse with sufficient knowledge of
the resident can instead complete the tool. In these cases, we
suggest that the nurse then ask the doctor to review the CIRS-NH
afterwards.
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General rating strategy

0 - No problem

1- Current mild problem or
past significant problem

2 - Moderate disability or
morbidity/requires first line
therapy

3 - Severe/constant significant
disability/uncontrollable
chronic problems

4 - Extremely severe/
immediate treatment required/
and organ failure/severe
impairment in function

Tapestry

How to use the CIRS-NH?

The CIRS-NH is designed to only rate ongoing medical conditions.
Acute conditions are usually not rated unless they are expected to
persist chronically.

There are 15 medical problems on the CIRS-NH, sorted broadly
by organ: Heart, Vascular, Hematopoietic (blood and lymph),
Respiratory, EENT, Upper Gl, lower GlI, Liver, Renal, Genitourinary,
Musculoskeletal, Neurological, Endocrine/Metabolic, Psychiatric
IlIness, and Dementia. To fill out the CIRS-NH, each of these
medical problems is given a score from O to 4.

There are two methods for scoring each of the medical problems.
The first method is to score from O to 4 in each problem category
based on the general rating strategy. Here a score of O indicates ‘no
problem’, while a score of 4 indicates ‘extremely severe problem

or impairment/ immediate treatment is required/ end stage organ
failure or severe impairment in function’.

On the back of the CIRS-NH is an alternative, more detailed scoring
strategy. Each medical problem has definitions to help guide

how to rate the severity of the medical problem. Our experience is
that the general rating strategy is often sufficient for scoring, but
the tool also includes a more detailed approach to provide more
context and can be used as a reference.

Whether you use the general rating scale or the more detailed
strategy, once all medical items have been scored for a resident,
the CIRS-NH should be made accessible for all relevant staff.

How often should the CIRS-NH be reviewed?

The CIRS-NH should be reviewed or inspected regularly at the time
of resident’s overall reviews (e.g. three-monthly). It should only

be redone if there has been a significant change in the resident’s
illness profile (e.g. significant new illness or change in existing
illnesses).
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C: Hopes Or Wishes tool (HOW)

Transition Maps and the CIRS-NH are tools that promote a
whole-of-person approach, focusing on ‘what is the matter’ with
the resident. The final Tapestry tool is the Hopes or Wishes tool
(HOW), which focuses on ‘what matters’ for the resident. The
HOW tool encourages residents to identify their hopes, dreams,
aspirations or goals. Staff can then help assist residents formulate
what is achievable and provide support.

Residents are encouraged to identify their aspirations

(e.g. what they want to achieve while living in the facility).

Staff can help to assist in translating these aspirations into
individualised, person centred, achievable and meaningful goals.
Taking health factors (e.g. severity of illness and diseases) as well
as where the resident is mapped into account is important for
articulating realistic goals.

FIGURE 6

Hopes or Wishes (HOW) Tool

Residents Name:

Tapestry

How does the HOW tool work?

The HOW tool helps staff

to identify and support the
resident’s hopes, dreams, wishes,
aspirations or goals. HOW is a
one-page assessment and has 3
rows and 5 columns (see Figure
6: The HOW Tool). The tool assists
staff to formulate action plans
and evaluate and revise any
identified hopes or wishes.

How can the HOW tool be
implemented?

The HOW tool should be
implemented using the five
steps as follows...

People Involved:

Date of Assessment:

This care plan provides a summary of how we will work together to support you in achieving your hopes or wishes.

NOTE TO STAFF:

Ideally formulate 3 hopes or wishes. Focus on what the resident wants to achieve, not what is wrong.

WHAT DO YOU WANT TO ACHIEVE BY WORKING TOGETHER?

O, O, ®

® ®




24 | THE THREE TOOLS OF TAPESTRY

®

HOPES OR WISHES
(GENERAL OR SPECIFIC)

Ask the resident what

their hopes or wishes are

(see also Box 8: Alternative
guestions that may promote

a discussion about Hopes or
Wishes). Residents and their
family (where necessary) are
central to using the HOW tool.
Members of staff should guide
residents and family members
to identify hopes and wishes.
Hopes or wishes can be
general (e.g. spending less
time in my room) or specific
(e.g. doing some gardening).

@

ACHIEVABLE GOALS

It is important for hopes

or wishes to be attainable.

The health condition of the
resident as well as other
constraints need to be taken
into consideration. Hopes or
wishes that are expressed by
residents and family might not
seem to be achievable by the
care team. If this is the case,

it is important for staff to re-
examine their usual practice, to
re-address both their own and
residents’ expectations and

to collaborate on formulating
achievable goals.

®

ACTIONS (BE SPECIFIC)

Generate actions that will be
put into place so that goals
will be achieved. This could
include any specific activities
that the client will participate
in (e.g. the resident will attend
happy hour once a week on
Friday) or strategies that will
be put into place (e.g. a section
of garden will be allocated

to the resident for them to
tend to). Specify the support
available (e.g. the PCA will
provide encouragement and
escort the resident for a walk
each day). Also ensure that
actions are quantified (e.g. the
resident will be visited by their
grandchildren at 1Tlam each
Saturday).

®

TIMEFRAME

Specify a time period for goals
to be achieved. An articulated
timeframe will make it more
likely that actions will be taken
towards meeting goals. It is
also important to note the date
that the tool is completed to
evaluate if identified goals are
met within the specified time
frame. If particular hopes and
wishes need to be actioned on
an ongoing basis, note this and
be sure to note that evaluation
and reassessment is also
needed on an ongoing basis.

®

EVALUATION & DATE

Review progress towards
meeting the resident’'s hopes

Tapestry

and wishes on a regular basis
(e.g. three monthly or a half
yearly). This can be done, for
example, in existing regular
assessments like Resident of the
Day (ROD). Indicate whether
hopes and wishes were ‘met’,
‘partially met’ or ‘unmet’.

If hopes and wishes remain
unmet, note reasons and
create alternative strategies.
When residents’ living
situations and health
conditions change, their
‘achievable goals’ or ‘actions’
needed towards meeting goals
may need to change. Edit the
HOW tool as necessary when
circumstances change, in open
consultation with residents
and family.

Why is setting achievable
goals important?

Staff explore with residents
what has value and importance
to them, rather than limiting
what residents may want

to do based on what is
currently available from
lifestyle services. The HOW

tool helps staff appreciate

the resident perspective and
inspires person-centred care.

It also encourages continuous
improvement across the facility.

Not all residents have tangible
goals they want to achieve, but
they will probably have hopes
and wishes that can be shared
in a safe and therapeutic
environment. Some residents
might not see the relevance

in articulating their hopes or
wishes, and some might have
difficulty in expressing them.
This goal setting exercise
provides at minimum an
opportunity for the expression
of each resident’s essential
personal and psychological
needs.
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Who talks to the resident
about their hopes and dreams?

We suggest that the lifestyle
team are best placed to have a
natural conversation with the
resident about their hopes or
wishes. Lifestyle staff can then
communicate this information
to the rest of the team to
support what the resident has
identified as important for
them.

How to initiate a discussion
with the resident (or family)

Tapestry

BOX 8:
Alternative questions that may promote a discussion about
Hopes or Wishes.

What happens in a good day for you?
What is most important to you at this stage in your life?
How do you like to spend your day?

Is there anything that you particularly dislike in your current
situation?

What are you worried about?

What do you know about your health problems and what might
happen in the future?

about the HOW tool? What do you look forward to?

Talking with residents

and families should be
conversational and exploratory,
rather than interrogational.
The HOW tool collaborative
and this may require flexibility,
creativity and imagination.
You might need to reframe
the discussion to help the
residents express their
thoughts and desires. For
example, when a resident

has difficulty coming up with
hopes or wishes, rephrase the
question to ‘what are your
goals or aspirations?’ or ‘what
is important for you?' (see also
Box 8: Alternative questions
that may promote a discussion
about Hopes or Wishes.).

What matters to you? What could help with having those
things?

How to turn Hopes or Wishes into achievable goals?

Some residents will have specific hopes or wishes that are easy to
recognise as achievable goals. For these residents, their achievable
goals are the same as their hopes or wishes, so the role of the
lifestyle staff is to document this on the HOW tool, to share this
information with the team, and to provide appropriate support to
fulfil these goals.

For other residents, they may have very broad hopes or unrealistic
wishes. Residents may need a staff member’s support in reframing
these hopes and wishes into achievable goals. It is important that
the resident and staff agree on what is achievable, and that it is
lifestyle’s role to guide, and not prescribe goals.

We aim to identify the hopes
and wishes of each resident
and to help translate these
into achievable goals, so

that the resident aged care
experience is improved. Once
your residents identify their
hopes or wishes, you can work
on individualised action plans
that assist in achieving the
resident’s goals.
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How to assist residents to
identify goals?

Residents’ goals should be
positive and action oriented.
However, residents often have
broad goals or unrealistic goals
such as ‘wanting to go home'.
The SMART strategy may be
useful for the exploration.

Specific — Target a specific
care approach or behaviour

for improvement. Being
specific ensures that the goal is
individualised for the residents.

Measurable - How will we know
when the goal is achieved?
Staff should quantify or at

least suggest an indicator of
progress.

Achievable - What results

can be realistically achieved
given available resources?
Collaboration and advice from
other staff members might be
necessary. Here any barriers
and solutions can be identified.

Relevant - The goal must
be of interest, and matter to
the resident. Actions must
be directed in some way to
achieving the goal.

Time Limited - Specify when
the results can be achieved,
and ensure to follow up when
the specified time period is
over.

Some examples from using
the HOW tool

Through Tapestry
implementation, the HOW

tool has helped staff to assist
residents to achieve their hopes
and wishes. Here are some
examples.
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EXAMPLE 1:

Mary is over 80 years old and doesn't ‘feel old’. When
lifestyle staff asked what she wants to do, she wanted
something ‘different’ but didn't know what. From everyday
communication with Mary, lifestyle knew that she wants to
do something that stimulates her brain and she sometimes
wants to get out of the facility. With these clues the lifestyle
team put their ideas together and suggested if she is
interested in joining University of Third Age (U3A) near the
facility which she can easily access by a taxi.

“U3A has things on every day, different classes. So she can

go at 10 o'clock in the morning, which worked out well. We
printed out all information (about U3A) for her, from Monday
to Sunday there are whole different things she could take part
in, and when she got it, she was like ‘Wow!’ She didn’t even
know this existed. We are happy to call a cab if that's what she
wants. . She's got a half price taxi card. It's also good for us that
we know we've done something. We made a couple of phone
calls, printed off the information. Mary said ‘this is something
different.’ She's so happy.” (Lifestyle Coordinator)

EXAMPLE 2:

Keith's wishes were ‘to go home’, ‘to be independent’ and
‘to drive his car again’. None of which were realistically
achievable. He hated living in the facility because he
thought he was trapped. The lifestyle coordinator and her
team discussed with Keith what could be achievable. From
this discussion and using the HOW tool, Keith's doctor
signed a motor registration form, which enabled him to
keep his car on the premise, although he was not permitted
to drive. The doctor also signed a form so that ‘he can go
out’. This gave him a sense of freedom and independence.

“That was a big deal. His car is still out there although he
can't drive. He's very happy that he gets a taxi and go out
even though most of the time he's scared of going, but |
said ‘this is your goal, you wanted to do it’and he said ‘I just
wanted to know if | could do it’. So he went out on Friday,
he goes out once in blue moon, but he knows he is allowed
to go out, he's not trapped. It's a big deal. He's happy to live
in here now. We wouldn’t have known that, we wouldn’t
have worked through that without Tapestry. It also makes
me feel good because he is happier and | am part of that.”
(Lifestyle Coordinator).
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Why is HOW important for
people living with dementia?

Some families might think
that their loved ones have

no goals or aspirations
because they have dementia.
However, this may not be true.
Research shows that quality
of life for people living with
dementia will be improved
when their spiritual needs

are met. Spirituality is ‘all
about meaning, purpose and
connectedness’ (Meaningful
Ageing Australia, 2016) or
more specifically ‘the aspect
of humanity that refers to

the way individuals seek and
express meaning and purpose
and the way they experience
their connectedness to the
moment, to self, to others,

to nature, to the significant

or sacred’ (Puchalski et al.
2014: 643). The HOW tool can
be used as a tool to identify
what makes residents’ lives
meaningful through spirituality
(or connectedness). For those
living with dementia, this

can be done in collaboration
with the resident and their
family members. Staff can
create an environment that
enables residents to meet their
spiritual needs.
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What should you do when a resident has no goals other than
‘wanting to go home’ or ‘wanting to die’'?

Allow time to actively listen to these residents.

‘Wanting to go home’

Recognise their loss and the difficulty they may experience in
accepting their transition to living in residential care. While you
understand that the facility is not the home they came from,
your role is to help make their time spent at the facility as home-
like as possible. We can discover what ‘home’ means for these
residents by: exploring their past life experiences, identifying their
likes and dislikes in the past, having ongoing, open and personal
discussions with them and their families, and involving other care
staff with different expertise.

Here are some helpful prompts when talking with the resident:

*What is it that you most miss about home?
*What can we do to make your room or your activities more
personal to you?

‘Wanting to die’

This is an opportunity to discover how the person is coming to
terms with the end of their life and to reassure them that you are
ready and able to continue to care for and support them until that
time.

Here are some helpful prompts when talking with the resident:

*Is there anything about dying that gives you anxiety?

*What would like to achieve before that happens?

*Who would you like to be involved?

*How do you wish your family, friends and carers to be involved?

Summary

Together these three simple tools can guide staff in supporting
‘what matters’ for the resident while also considering ‘what is
the matter’ for the resident. The overall aim is to improve each
resident’s experience while living in residential aged care.
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Standard 1
Resident Dignity and Choice

Tapestry enhances each
resident’s ability to make
informed choices and to express
their identity and wishes. The
Transition Map facilitates open
and educative communication
with residents and their families
about the projected care journey
so that they can make informed
decisions about the care and
services that they wish to receive.
The Hopes and Wishes (HOW)
tool facilitates person-centred
care; encourages staff to treat
each resident with dignity and
respect; and supports consumers
to formulate and communicate
their preferences and values.

Standard 2
Ongoing Assessment and
Planning with Consumers

Tapestry improves a facility's
capacity to conduct effective
assessment and planning in
partnership with the resident.
The CIRS-NH can be used to
improve the clarity, accuracy
and impact of diagnosis and
enables better collaboration
between consumers, family

and multidisciplinary staff.

Any changes in the resident’s
condition can be identified and
communicated more effectively.
The Transition Map is used

to collaboratively plan a care
approach which is updated as
the resident’s needs change.
The resident’s needs, goals and
preferences are also assessed and
actioned through the HOW tool
on a continual basis. This informs
a tailored care approach, where
the resident’s current and future
needs, goals and preferences are
identified and addressed.

Standard 3
Personal Care and
Clinical Care

Tapestry is designed to
improve the delivery of
personal and clinical care

to consumers through
improving communication

and collaboration between

all stakeholders; facilitating
person-centred care; and
ensuring that care and

services are in alignment

with resident’s needs, goals
and preferences. When a
resident’s health changes or
deteriorates towards end of life,
this can be clearly identified
and communicated using the
Transition Map and appropriate
care can be delivered based

on this. The HOW tool also
provides a way for consumers
to express their needs, goals
and preferences for care in
general and as they are nearing
the end of life.

Standard 4
Services and supports
for daily living

Implementation of Tapestry
facilitates the tailoring of
services and supports for
daily living to the resident'’s
needs, goals and preferences.
The Transition Map describes
the appropriate level of care
and enables identification of
services and supports that are
appropriate for the resident.
The HOW tool can be used

to promote the emotional,
spiritual and psychological
wellbeing of residents through
identifying what is important
to them and implementing
services and supports that
meet their needs.
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Standard 7
Human resources

Tapestry encourages person-
centred care, where staff are
supported to treat residents as
diverse and unique individuals
with their own experiences,
preferences, needs and cultures.
This is especially facilitated
through the HOW tool, where
staff engage in conversation with
residents about what has value
to them. The program allows
staff to work with residents in

a responsive and flexible way,
enabling the delivery of better
quality care and improved staff
satisfaction.

Standard 8
Organisational governance

Tapestry enhances the capacity
for organisations to provide
quality care that meets the
Aged Care Quality Standards
and that is in the best interests
of residents. Its approach
emphasises residents and
families as central to the
development and delivery of
care and services. Residents and
their families are engaged in
ongoing discussions about the
overall goals of care to achieve
understanding and consensus
about how services will be
delivered to achieve the best
possible resident experience.

See below link for

information about the
Australian Aged Care Quality
Standards

www.agedcarequality.gov.au/
providers/standards
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Background:

Transitions occur for each resident in multiple domains (e.g. health,
disability, relationships) and are not static. This form stratifies the
resident into one of 9 pathways or goals of care, classified by the:

1. Type of iliness/disability
(Body, Brain, or Mix of both); and

2. Severity or stage of illness/disability
(Restore, Maintain, or Comfort).

Transition mapping can be used to inform medical care approach,
and provide staff with a greater sense of therapeutic direction and
overall goals of care.

Resident Date

TYPE OF ILLNESS OR DISABILITY

< >
MIXED
BODY BRAIN
(BODY & BRAIN)
RESTORE RESTORE RESTORE
MIXED
BODY BRAIN
(BODY & BRAIN)
MAINTAIN MAINTAIN MAINTAIN
MIXED
BODY BRAIN
(BODY & BRAIN)
COMFORT COMFORT COMFORT
ENDOFLIFE { | { ENDOFLIFE i | i ENDOFLIFE

D Tick if resident has high impact of psychological
factors. Still map resident above (do not map
psych factors). Psychological factors:

(O Tick if unable to map

ALITIAGVSIA 40 SSANTII 40 ALIdIATS

INSERT
PROVIDER LOGO
HERE

Instructions:

Based on your clinical
judgement, mark a cross (x)
in one of the boxes on the
3x3 map where you believe
the resident is regarding the
overall medical care they
need.

Do NOT mark on the
borders or gridlines.

GENERAL MAPPING STRATEGY

Note that this scale uses simpler
terminology (Body, Brain) for ease
of understanding to non-health
professions.

Body - Somatic related illness. e.g.
musculoskeletal, sensory loss, cancer,
pain, organ related diseases, diabetes.

Mixed - Mixture of both Body and Brain
(Somatic and Neurocognitive) illnesses/
impairments.

Brain - Neurocognitive impairments
e.g. all dementia types, cognitive
changes from brain injury, Parkinson's
disease, behavioural and mood
changes related to dementia (BPSD).

Restore - where a rehabilitative / re-
enablement approach may be of value.

Maintain - where maintaining
function / systems and slowing further
deterioration is the main consideration.

Comfort - where symptom relief

and providing comfort is the main
consideration. Includes the ‘End of Life
stage.

’

Psychological Factors

Tick box if there is a high impact

of psychological factors. e.g. highly
anxious, personality factors. Then
proceed to map as normal but without
considering psychological factors.



INSERT
PROVIDER LOGO
HERE

Modified by Savvas S, Scherer S and Vaughan M 2019, with permission from Miller, Paradis, and Reynolds 1991

Patient

Instructions:

Write brief descriptions of the

Date

GENERAL RATING STRATEGY

medical problem(s) that justified 0 No problem
the endorsed score on the 1  Current mild problem or past significant problem
dotted line next tF) each item. 2 Moderate disability or morbidity/requires first line therapy
Refer to reverse side for example 5 s tant significant disability/ trollabl
rating advice and how to rate everg/cons ant significant disability/uncontrollable

. . chronic problems
malignancies.

4  Extremely severe/immediate treatment required/end organ

Minimum score for each item is O.
Maximum score for each item is 4.

failure/severe impairment in function

SCORE
HEART (any heart related conditions)

[ 10f2 |



CUMULATIVE ILLNESS RATING SCALE FOR NURSING HOMES (CIRS-NH)

RATING MALIGNANCIES
(rate in the appropriate organ category):

1. Cancer diagnosed in remote past
without evidence of recurrence/
sequelae in past 10 years.

2. Cancer diagnosed in the past without
evidence of recurrence/sequelae in past
5years.

3. Required chemotherapy, radiation,
hormonal therapy or surgical procedure
for cancer in past 5 years.

4. Recurrent life threatening malignancy/
failed containment of primary
malignancy/palliative treatment.

HEART
1. Remote MI (>5yrs ago); occasional angina.

2. CHF compensated with Rx; daily anti-
angina Rx; left ventricular hypertrophy;
atrial fib/ daily antiarrhythmic Rx.

3. Moderate CHF; Previous Ml (<5 yrs
ago); abnormal stress test; status post
percutaneous coronary angioplasty;
coronary artery bypass graft surgery.

4. Intractable CHF; Marked restriction to ADL
secondary to cardiac status; unstable angina;

VASCULAR

1. HT controlled Rx free with restricted salt
& weight.

2. HT w once daily antihypertensive Rx; 1
sympt atherosclerosis

3. HT with 2+ daily antihypertensive Rx; 2+
symptoms of atherosclerosis

4. Malignant/uncontrolled HT;
atherosclerosis requires surgery.

HEMATOPOIETIC

1. Hemoglobin:10-12g/dl(female), 12-
14g/dl(male); anaemia of chronic
‘inflammatory’ disease.

2. Hemoglobin:8-10g/dl(female),10-12g/
dl(male); Previous DVT, anaemia
secondary to Iron,B12Vit or folate
deficiency or chronic renal failure; WBC
2000-4000/mmec.

3. Haemoglobin:<8g/dl(female),<10g/
dl(male);DVT or recent DVT(<6months
ago); WBC<2000/mmc

4. Any leukaemia/lymphoma.

RESPIRATORY
nb pack year =(# of cig per day x years
smoking)/20

1. Recurrent episodes of acute bronchitis;
current asthma treatment with prn
inhalers; cig smoker 10-20 pack year

2. Instrumental diagnosis of COPD; daily
prn inhalers; 2+ pneumonia episodes
<5yrs ago; smoker 20-40 pack year.

3. Limited ambulation secondary to limited
respiratory capacity; oral steroids for
lung disease; smoker>40 pack year;
acute pneumonia treated as outpatient

4. Require supplement Oxy; 1+ episode
resp failure need assisted vent; any lung
cancer; acute pneumonia requires hosp.

EYES, EARS, NOSE, THROAT AND LARYNX

1.

Corrected vision w glasses; mild hearing
loss; chronic sinusitis.

. Diffic read newspaper w glasses;

require hearing aid; chronic sinonasal
complaints need Rx; Vertigo/dizziness
need daily Rx.

. Partially blind (needs escort); unable

to read newsprint; impaired hearing
despite hearing aid.

. Functional blind/deaf; laryngectomy;

need surgery for vertigo

UPPER Gl

1.

2.

Hiatal hernia; heartburn treated with prn Rx.

Daily H2 blocker or antacid; gastric or
duoden ulcer <5yrs ago

. Active ulcer; guaiac positive stools; any

swallowing disorder of dysphagia.

Gastric cancer; Hx of perforated ulcer;
melena or hematochezia from Upper Gl
source.

LOWER GI

1.

Constipation managed with prn Rx; active
haemorrhoids; status post hernia repair.

. Daily bulk lax/stool softener;

diverticulosis; untreated hernia.

. Bowel impaction in past year; daily

stimulant laxative/enema.

. Hematochezia from lower Gl source;

currently impacted; diverticulitis flare up;
S/P bowel obstruction; bowel carcinoma.

LIVER

1.

2.

Hepatitis >5 yrs ago; cholecystectomy.

Cholelithiasis; mild elevated LFT (<
150%norm); hepatitis <5 yrs ago; daily/
heavy alcohol use <5 yrs ago.

. Elevated bilirubin (total>2); marked

elevated LFT (>150%normal); requires
supp pancreatic enzymes for digestion.

. Biliary obstruction; any biliary tree

carcinoma; cholecystitis; pancreatitis;
active hepatitis;

RENAL

1.

2.

Kidney stone passage Hx<10yrs;

Serum Creat>1.5 but <3.0 w/o diuretic or
antihypertens Rx.

. Serum Creatinine>3.0 or serum

creatinine>1.5 with diuretic,
antihypertensive or bicarb therapy;
current pyelonephritis.

. Requires dialysis; renal carcinoma.

GENITOURINARY

1.

Stress incontinence; hysterectomy; BPH
w/o urinary symptoms

. Abnorm pap smr;freq UTI (3+ in yr); urine

incont (nonstress) in fem; BPH w hesit/freq;
current UTI; urine divers procd; S/P TURP

. Prostatic cancer in situ; vaginal bleeding;

cervical carcinoma in situ; haematuria;
status post urosepsis in past yr.

Acute urinary retention; any GU
carcinoma except as above.

MUSCULOSKELETAL/INTEGUMENT

1

N

Prn Rx for arthritis or limited ADL from
joint path; excised non-melanotic skin
cancers; skin infection require antibiotic
in past yr

Daily antiarthritic Rx or use of assistive
devices or mod limited ADL; daily Rx
for chronic skin cond; melanoma w/o
metastasis.

Severely impaired ADL second to
arthritis; steroids for arthritic condition;
vertebral compression fractures from
osteoporosis.

Wheelchair bound; severe joint
deformity or impaired usage;
osteomyelitis;any bone/muscle
carcinoma;metastatic melanoma

NEUROLOGICAL

1.

Headache need prn Rx w/o limited ADL;
Tia phenomena Hx (1)

. Daily Rx for chron headache; TIA or 2+

Hx of TIA; prev CVA w/o sig residual;
mild severity neurodegen dis (eg
Parkinson,MS,ALS)

. S/P CVA with mild residual dysfunction; any

CNS neurosurgical procedure; moderate
severity neurodegenerative disease.

. S/P CVA with residual functional

hemiparesis or aphasia; severe
neurodegenerative disease.

ENDOCRINE/METABOLIC AND BREAST

1.

Diabetes compensated with diet; mild
obesity (BMI 30-35); thyroid hormone
replacement.

. Diabetes require insulin or oral agents;

fibrocystic breast disease; moderate
obesity (35-45).

. Electrolyte imbalance requires hosp;

morbid obesity (BMI>45).

. Brittle/poorly controlled diabetes;

requires adrenal hormone replacement;
adrenal, thyroid, breast carcinoma.

PSYCHIATRIC ILLNESS

IR

Minor psych condition or Hx. Previous
psych treatment w/o hosp; major
depress event &/or antidepres Rx w/o
hosp>10yrs ago; occasional minor tranq
for episodic anxiety.

. Major Depression <10yrs ago; any

previous psych hospital; substance
abuse history>10 yrs ago.

. Current major depress or 2+ episode of

major depres <10 yrs; daily antianxiety
or antipsych Rx; subst abuse;

Current mental illness & psych inpatient

or intensive outpatient care (eg severe
depression, acute psychosis, severe agitation
from dementia or substance abuse).

NEUROCOGNITIVE

1

MCI (mild cognitive impairment): CDR
score=0.5

2. Mild dementia: SMMSE score 20-25;

CDR score=1

3. Moderate dementia: SMMSE score 10-19;

ACF| PAS-CIS/CDS score >10; CDR score= 2

4. Severe dementia: SMMSE score 0-9; ACFI

PAS-CIS/CDS score >10; CDR score=3

| 20f2 |
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Tapestry %<
opnged CaYe i

Residential Aged Care

What is Tapestry of Care?

Tapestry of Care (or just
‘Tapestry’) is our new care
program for Residential
Services. A tapestry is carpet
art, full of complex pictures
that tell a story. We also see our
new program as a Tapestry —an
intricate story of the care and
services we provide to assist
each resident on their journey
in aged care.

Figure 1

For You For Life Tapestry
is a ‘whole-of-person’ care
approach with concepts
from the International
Classification of
Functioning, Disability
and Health, developed
by the World Health
Organisation. This
approach is a broad
view of health, with
biological, individual and
social aspects. So our
functioning capacity is
defined by our health,
body functions and
systems, participation
and activity ability,
personal factors, and the
environment we live in.

What are the benefits?

Living with care is a journey.
As health and circumstances
change, so should the care.
Some of these changes are
more significant than others,
and may involve transitioning
to better ways of being cared
for. We map these transitions
so that the journey ahead is
easy to understand. We also
use this information to help
translate the aspirations of our
residents into attainable goals.

FIGURE 1

INSERT
PROVIDER LOGO
HERE

How does it work?

We can now map each resident’s
journey to summarise our care
approach. We first explore every
aspect of a resident’s health

and well-being using ‘whole-of-
person’ principles developed by
the World Health Organisation.
We consider how Health and
Body Function, Participation and
Activity ability, Personal Factors,
and the living Environment may
impact the care of each resident.
We then can summarise this on
a ‘Transition Map’, which is our
open and honest recommended
pathway for care.

Health

Body
Functions

Environment

Participation

Personal

Activity
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CUSTOMER INFORMATION — AN OVERVIEW

Our new Care Experience

We use this Exploration and Transition Map to then inform us of the most appropriate care services
we can provide, and to better engage with what is important to each resident and their goals. The end
result is an improved resident experience.

FIGURE 2

- Curative Treatmants

Consumer
Restore . Restorative Therapies

Perspective

Body

Functions PartCieeel Hopes Or
- Maintain Health Wishes Tool
Medical . . Function (HOW tool)
(CIRS-NH) Maintain . Prepare for next
transition stage (re-shaped
Environment goals)

Care Team Perspective + Symptom Management
P - Quality of Life Therapies

(Nurse, Allied Health, Comfort . pjjiative A
‘ o . pproach
Lifestyle, GP) bRy - End of Life

WHO PRINCIPLES (ICF)

How can I find out more?

Figure 2 For general information
about this program, please
contact the Program
Coordinator (<name=>) on
<phone number> or via email
on <email address>.

Our care approach involves the Exploration of the resident
using Transition maps, the resident’s Experience of this new
care approach, and how <provider name=> can help re-shape
resident aspirations using the Hopes Or Wishes Tool. To create
Transition Maps, we explore every aspect of the resident’s
health and function using medical questionnaires such as
the Cumulative lliness Rating Scale (CIRS-NH), professional
perspectives from the GP, Allied Health, Nurses, and Lifestyle
Services, and international best practice principles developed
by the World Health Organisation (WHQO). Transition Maps
then describe the appropriate level of care (Restore, Maintain,
or Comfort Care), and inform appropriate treatment

and therapy approaches, as well as Hopes of Wishes (as
determined by the resident).

| 20f2 |



Tapestry -%
!.?Aged CaYe "

Residential Aged Care

Tapestry of Care (or just
‘Tapestry’) is our new care
program for Residential
Services. A tapestry is carpet
art, full of complex pictures
that tell a story. We also see our
new program as a Tapestry —an
intricate story of the care and
services we provide to assist
each resident on their journey
in aged care.

The map has two parts:

The type of health
problem: either Body,
Mixed or Brain.

@ The severity of the
problem and our

response: either Restore,
Maintain or Comfort.

There is also a tick box for
psychological considerations
(such as high levels of anxiety
or depression).

INSERT

HERE

What can the customer expect?

Living with care is a journey. As health and circumstances
change, so should the care. Significant changes may involve
transitioning to better ways of being cared for. We map these
transitions so that the journey ahead is easy to understand. We
also use this information to help translate the aspirations of our
residents into attainable goals.

Transition maps provide the resident and their loved ones with
an open and honest, recommended pathway for future care —
highlighting how we intend to enrich their life, addressing all
aspects of their well-being.

What do Transition Maps look like?

The Transition map is a user-friendly illustration. But behind
the scenes sits a care model based on evidence-based health
science.

TYPE OF ILLNESS OR DISABILITY

< >
MIXED
BODY BRAIN
(BODY & BRAIN)
RESTORE BESTORE RESTORE
MIXED
BODY BRAIN
(BODY & BRAIN)
MAINTAIN MAINTAIN MAINTAIN
MIXED
BODY BRAIN
(BODY & BRAIN)
COMFORT COMFORT COMFORT
END OF LIFE END OF LIFE END OF LIFE

O Tick if patient has a high impact of psychological factors

PROVIDER LOGO

ALITIAGVSIA 40 SSANTII 40 ALIHIATS
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CUSTOMER SHEET - TRANSITION MAPS

What does Body, Brain or
Mixed mean?

These terms indicate health
problems that are Body related
(eg osteoarthritis, sensory

loss, pain, cancer, diabetes,
organ related disease) or

Brain / Neurocognitive related
(eg dementia, brain injury,
behaviours and mood changes
related to dementia). Mixed is
when there are both significant
Body and Brain health
problems.

What do Restore, Maintain,
or Comfort refer to?

These categories are our
different approaches or goals
of care. A Restore approach
seeks to rehabilitate and aims
to regain function. A Maintain
approach acknowledges that
regaining function is unlikely,
so care aims to maintain and
prevent further health and
functional decline. However
there may come a time when
the main aim is to provide
Comfort, by treating symptoms
to provide relief. As health
declines further in Comfort
care, a transition to end of life
occurs. Here death may be
imminent and care focuses on
comfort and dignity.

Do these maps just label
customers?

No. These maps are not
designed to limit care. Rather,
they are designed to optimise
care by focusing on the best
available options. They also
provide an opportunity to

open up other meaningful
conversations, regarding each
resident’s health and care needs.

Who can discuss Tapestry and
Transition Maps with me?

The manager of clinical
practice or care manager
will review and update each
resident’s Tapestry and
Transition map every few
months.

My loved one is included in
this new program. What do |
do with this information?

You don't need to do
anything. This information
helps you better understand
the overall care approach

for your loved ones, as well
as their journey ahead. You
may wish to discuss this with
the care manager.

How can | find out more
about this program?

For general information about
this program, please contact
the Program Coordinator
(sname>) on <phone number>
or via email on <email
address>.
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KAigaka Xaptn Metafaong

loTopIko:

O1 peTaBdaoeig oupPaivouv yia kKB KAToIko o€ TTOAAOUG ToEig (TT.X. UYEia,

avarmnpia, ox£o€ig) kal Ogv gival OTATIKEG. AUTH N HOP®H BIACTPWVEI TOV

KATOIKO € £va atmod Ta 9 YovoTTdTia 1 oTOX0UG PPOVTIdAG, Taivounuévo amo:

1. Eidog aoBévelag / avamrnpiag
(Zwpa, Eyképaiog A Mign kai Twv d00) Kai

2. XoBapodrtnTa | oTddio agBéveiag / avarrnpiag

(eavagopd, diatnpnon A dveon).

H xapTtoypdenon YeTaRacng PYTTOPEi va XPNOIPOTIoINBE yia va EVNUEPWOEI
TNV 1ATPIKA TTEPIBAAYN KAl VO TTPOCPEPEI GTO TTIPOCWTTIKO MEYOAUTEPN
aioBnon BepatreuTikAg KATEUBUVONG Kal YEVIKOUG OTOXOUG PPOVTIOAG.

R CICIEC T
ATtrokatdoTaa! ST e e AmrokatdoTaao
2WuaTo ! CHUBIETES Eyke@dAou !
HaTos Eyke@dAou YKED
i MikTr Alatripnon :
i SR
HaTos EykepdAou ke
Avakolu@ion TSI A BRI Avakougion
2wuarto ZEEEE & Eyke@dAou
HaTos EykepdaAou YKeD

O EIAEETE €@V 0 KATOIKOG £x€l UWPNAS AVTIKTUTTO
WUXOAOYIKWV TTApayovTwy. AKOPA XAPTNG KATOIKOG
TTAPATIAVW (MNV XOPTOYPOQEITE YUXIKOUG TTAPAYOVTEG).

YuxoAoyikoi TTapdyovTeg:

O ONUEIWOETE EdW £V OEV UTTOPEITE VO ETTIAEEETE EVA KOUTI

Huepounvia

Odnyieg:

Me Baon Tnv KAIVIKR Kpion

gag, ONUEIWATE Eva aTAUPO (X)
o€ éva aTrd Ta TETPAYWVA TOU
XapTn 3x3 OTTOU TTIOTEVETE OTI

0 KATOIKOG Eival OXETIKA PE TN
OUVOAIKN 1aTPIKA TTEPIOAAWN TTOU
Xpeialovrai.

Mnv onUeIWVETE OTA
S1aXwpIoTIKA TTAQiCIO R OTIG

YPOppEG TTAEYUATOG.

FENIKH ZTPATHIIKH XAPTH

ZnueiwaTe O11 auth N KAiuaka xpnaoiuorolei
amrAoUoTtepn opoAoyia (Body, Brain) yia
EUKOAIQ Katavonaong o€ emayyéAuara mou
oev oxeridovral ue TNV vyeia.

YWHO - ZwUaTIKA acBévela. T1.X. MUOOKEAETIKN,
aI00NTNPIAKN OTTWAEIT, KAPKivo, TTGVO,
aoBéveleg oxeTICOPEVEG PE Gpyava, diaBnTn.

MikTr) - Meiypa 1600 CWUATIKWY 600 Kal
EYKEQAAIKWYV (CWHATIKWY KOl VEUPOYVWOTIKWV)
aoBevelwv / BAaBwv.

EykéQaAog - NEUPOYVWOTIKEG BIOTAPAXES TT.X.
6Aoug Toug TUTTOUG AVOIAG, YVWOTIKEG OAAAYEG
atod eyke@aAikr BAGBN, acBéveia Tou Parkinson,
aAay£G oupTTEPIPOPAG Kal aAayég aTn didBeon
TIouU oXeTiovTal Ye Tnv avoia (BPSD).

Emravagopd - é1rou pia Tpooéyyion
QATTOKATACTACNG / ETTAVEKKIVNONG UTTOPET va
£xel agia.

AloTnproTE - 6TTOU N CUVTAPNON TWV
A€IToUpYIWY / cUGTNPATWY Kal N mRpAaduvon
NG TrEPAITEPW UTTORABUIONG €ival TO KUPIO
HEANua.

Avean - 6TTou N avakoUu@pion TwV GUUTITWHATWY
Kal n apoxn dveong gival 1o KUpIo PéAnua.
MepiAapBaver To oTddI0 “TEAoug TNG (WA’

WuyoAoyikoi TTapayovTeg

EmAEETE TO KOUTI €@V UTTAPXEI HEYAAN ETTIOPaCN
WUXOAOYIKWV TTapaydvTwy. T1.X. 1I01aiTEpa
AyX0G, TTAPAYOVTEG TIPOCWTTIKOTNTAG. 2TN
OUVEXEIDQ TIPOXWPNOTE OTN XapToypdapnon
KAVOVIKG aAAG Xwpig va AGBETE uTTOWwn
WUXOAOYIKOUG TTAPAYOVTEG.



®UAMo MeAdTn -

Ti eivau To Tapestry of Care;

Tapestry of Care (1] amAd ‘Tapestry’)
gival To véo pag TTpOypappa
@POoVTIOAG YIO OIKIGKEG UTTNPETIEG.
Mia TamreToapia givar TExvn

XOAIWV, YEUATN CUVOETEG EIKOVEG
TTou Aéve dia IoTopia. BAéTToupe
€TTIONG TO VEO POG TTPOYPANPA WG
TATTETOAPIa - PIa TTEPITTAOKN 10TOPIa
TNG PPOVTIOAG KAl TWV UTTNPECIWV
TTOU TTAPEXOUE YIa va Bondrooupe
KGB¢e KATOIKO GTO TAEidI TOU TTPOG TN
@POVTIOA NAIKIWPEVWV.

Eikéva 1

To Tapestry €ivail pia
TTPOCEyyIon TTEPIBaAyng

«6hou Tou atépou» Pe EVVOIEG
atré tn Aiebvi Tagivéunon
A&iroupyiag, Avatrnpiag kai
Yyeiag, TTou avaTTTUxOnKe aTrod
TNV Maykéopia Opydvwaon
Yyeiag. AuTh n Tpooéyyion
eival pia eupeia Bewpnon

NG uyeiag, ue BIOAOYIKEG,
QATOMIKEG KAl KOIVWVIKEG TITUXEG.
‘ET01, N AEITOUPYIKN HOg
IKavOTNTA OpideTal aTTd TNV
uyeia, TIG AeIToupyieg Kal Ta
CUCTAMOTA TOU CWHATOG, TN
CUMMETOXA KAl TNV IKAVOTNTA
TWV dPACTNPIOTATWY PAG, TOUG
TTPOCWTTIKOUG TTAPAYOVTES KAl
1O TIEPIBAAAOV OTO OTTOIO {OUE.

EmiokotTnON

Moia gival Ta TTAEOVEKTANATA;

H diaBiwon o6tav uttdpxel gpovTida
gival éva 1agidl. Kabwg n uyeia

Kal ol ouvenkeg aAAalouv, Ba
TPETTEI Kal N @povTida va gival
TIPOCAPPOCHEVN OTIG EKACTOTE
avaykeg. Opiopéveg aTTd auTéG TIG
aAAayEg gival TTIo onUavTIKEG aTmo
AAAEG Kal uTTopEi va ouveTTayovTal
TN METGBaoN o€ KAAUTEPOUG
TPOTTOUG PPOVTIOAG. ZxedIAloupE
QUTEG TIG METABACEIG WOTE TO

Taidl yTTPOOTA va gival katavonTo.
XpPNOIYOTTOIOUUE ETTIONG QUTEG TIG
TTANPOPOPIES YIA VO HETAPEPOUE
TIG PINODOEiEC TWV KATOIKWY Pag o€
EQIKTOUG OTOXOUG.

EIKONA 1

N\€eIToupyleo
2WHOATOO

Mwg AsiToupyei;

Twpa prTopolpe va
XapToypa@riooupe 1o Tagidl Kabe
KOTOIKOU YIO VO GUVOWIOOUNE TV
TTPOCEYYIOT QPOVTIOAG pHag. ApXIKA
dlEpeuvapE KABE TITUXA TNG uyeiag
KQI TNG EUNUEPIOAG EVOG KATOIKOU

ME BAoN TIG apx€EG «OAOKANPOU TOU
atéuou» TToU avaTITuocoovTal aTTo
TNV MNMaykéouia Opydvwaon Yyeiog.
Oewpoupe TTWG N AsIroupyia TnG
UYEIOG Kal TOU OWPATOG, N IKAVOTNTA
OUMMETOXNG Kal dpaaTnpIOTNTAG,

Ol TTPOCWTTIKOI TTAPAYOVTEG KOl TO
TePIBAANOV diafiwong pmopouv
va eTTnpedoouy Tn epovTida KEOe
KOTOIKOU. 2Tn OUVEXEIQ, UTTOPOUNE
va guvowioouue auto To BEua

ae évav «XAapTn Yetapacng», o
OTT0i0G €ival avOIKTOG Kal EINIKPIVIAG
OUVIOTWUEVOG BPOUOG YIa TN
@povrTida..

2UMMETOXN

ol
NN

CAA
o
MepiBaAlov

ApaoTnpiotnTa
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®YANO MEAATH - EMNIZKOMHXH

H véa pag gutreipia @povridag

XpnaoiyoTtroloUpe autov Tov Xaptn E¢epelvnong kai MeTdBaong yia va Jag EVNUEPWOETE OXETIKA UE TIG
KATAAANAOTEPEG UTTNPETIEG PPOVTIOAG TTOU JTTOPOUUE VA TTIPOCPEPOUE Kal VO EUTTAOKOUUE KAAUTEPO HE TO TI Eival
ONPavTIKO yia KABE KATOIKO Kal TOUG OTOXOUG Tou. To TEAIKO aTTOTEAEOUA €ival Jia BEATIWUEVN EUTTEIPIO KATOIKOU.

>XHMA 2
A <+ OepomeuTikég Aywyég

laTpiki By + Oepareieg AmokardoTaong

Aeiroupyieo

SwyaToo ZuppeToxn
Hopes or
. « NiamApnon Aeroupyidv Yyeiog Wishes Tool
Er:gml_;)l\ll(lg s AlaTAPNON -+ MpoeToiasia yia 0 MOpEVO
Hetaariké oTddio ( Alauopcpwuévm
MepiBaiiov GTéXOI)
- « Alayeipion Zupmmwpdtwy
Apxsg n.o.y * Oepareieg yia Ty Moidmra
(Maykdéopiog Opyaviopdg Aveon Zwig
Yyeiag) + Mapnyopnikn Mpoagyyion
*+ Téhog Zwng
Moy APXEZ (ICF)
Mwg pmopw va AdBw
Syfipa 2 TEPICTOTEPES TTANPOPOPIEG;

MNa yevikég TTAnpogopieg

OXETIKA hE auTO TO TTPOYPAUMQ,
ETTIKOIVWVAOTE YE TOV ZUVTOVIOTH
MpoypdupaTog <name> oTO
<phone number> | yéow email
oT1o <email address>.

H mrpocéyyion Tng mepiBaAwng pag mepiAapavel Tnv E¢epedvnon Tou
KOTOIKOU TTOU XPNOIYOTIOIEI TOUug XApTeg peTaBdoewy, Tnv Eptreipia
TOU KOTOIKOU QUTAG TNG TTPOCEYYIONG VEQG TTEPIBaAWNG Kal TOV TPOTTO
JE Tov o1T0i0 01 <provider name> utropouUv va BonBricouv oTnv
avadidpBpwaon Twv QIA0SOEIWY KATOIKWY XPNOIPOTToIVTAG ZXEDIA
®povTidag KaBodnynuévwy Ztoxwv. MNa va dnuioupynoete XapTeg
MetaBaong, epeig (CIRS-NH), emayyeAPaTIKEG TTPOOTITIKEG ATTO TOV
leviko MaBoAdyo, Allied Health, Nurses kai Lifestyle Services kai

TIG B1EBVEIG apXEG BEATIOTNG TTPAKTIKAG TTOU avaTTTuXBnkav atré Tnv
Maykéopia Opydvwon Yyeiag Opyaviopég (MOY). Z1n cuvéxela, ol
Xapteg MetaBaong epiypd@ouv 1o KatdAAnAo eTTiTredo @povTidag
(Emravagopd, ZuvtApnon f Avean) Kal EVNPMEPWVOUV TIG KOTAAANAEG
Tpooeyyioelg BepaTreiag kal BepaTreiag, kaBwg kal Ta Hopes or Wishes
Tool (6TTwg kaBopileTal aTrd TOV KGTOIKO).

| 20f2 |



INSERT
PROVIDER LOGO
HERE

Tapestry -%
opnged Carve ‘(\/S{’\

Residential Aged Care

Tapestry of Care (i arAd ‘Tapestry’)

€ival To vEo pag TTPOYpapua

QPOVTI®AG YIa OIKIOKEG UTINPETIES. T pmopei va epipével o weAATNG;

Mia TatreToapia gival T€xvn

XOAIWV, YEUATN CUVOETEG EIKOVEG

TTou Aéve pia 10Topia. BAéTToupe

€TTIONG TO VEO YOG TTPOYPANHA WG

TATTETOOPIA - pIA TTEPITTAOKN 10TOPIO

TNG @POVTIOAG KAl TWV UTTNPECIWV

TTOU TTAPEXOUE YIa va BonBrRcoupe

KGB¢e KATOIKO GTO TAEidI TOU TTPOG TN

@POVTIdA NAIKIWHEVWY Ol XapTeG PETARBOONG TIPOCPEPOUV GTOUG KATOIKOUG KAl TOUG AYATTNUEVOUG
TOUG HIa AVOIXTH) KAl EINIKPIVI) CUVIOTWUEVN TTOPEia yia HEAAOVTIKY) @povTida
- uTTOYPOMpifovTag Tov TPGTTO YE TOV OTTOI0 OKOTTEUOUHE VO EUTTAOUTICOUME
TN {wr) TOUg, avTINETWTTICOVTAG OAEG TIG TITUXEG TNG EUNUEPIAG TOUG.

H diaBiwon étav uttdpyel povTida eival éva Tagidl. KaBwg n uyeia kai ol
ouvBrkeg aAAGlouv, Ba TTPETTEN KAl N GPOVTIOA va gival TIPOCAPUOCHEVN OTIG
ekaoToTE aVvAyKeg. OpIoPEVES aTTO QUTEG TIG AAAAYEG €ival TTIO ONPOVTIKEG
a1 GAAEG Kal UTTOPET va CUVETTAyovTal TN METAROON OE KAAUTEPOUG TPOTTOUG
@povTidag. ZXeDIAJOUPE QUTEG TIG HETORAOEIG WOTE TO TAGIOI PTTPOCTA VO
eival katavonTd. XpnoIUoTToloUE ETTIONG QUTEG TIG TTANPOPOPIES YIa VO
UETAPEPOULE TIG PIANODOEIEG TWV KATOIKWY YOG O€ EQPIKTOUG OTOXOUG.

Mwg poidadel o Xaprng MeraBaong?

O Xaptng MetdBaong eivar yia @IAIKOG TTpog To XpNoTn. AANAG TTiow
aTré TIG OKNVEG BpiokeTal éva povtéAo TrepiBaAyng Baciouévo oe
TEKUNPIWMEVN ETTIOTAMN UYEIQG.

EIAOX AXOENEIALZ H ANATTHPIAX

< >
O xapTng xwpicetal o€ duo pépn: N
. MikTry ATTokatdoToon . @)
ATtrokaTdoTaon Sparoc & ATtrokaTdaoTaon W
”, s >
O T1UTT0G TOU TTPORAARUOTOG 2L e Eyke@dlou Eykepdahou 8
@ uyeiag: €ite Zwpatog, MikTo ;
11 Eyke@dAou. =
. Miktr) Aiatiipno , >
Ailotipnon ZE)UGTOZPQ n Aiatripnon 8
H OOBqQOTnTG TOU ZWuaTog e Eyke@dlou &
TIPORAAMATOG Kal N %
QVTATTOKPIOH PAG: EiTE >
ATrokatdoTaong, Mt Avarcod ;
AlatApnong i Aveon. AvakoUu@ian 'K;nwu\;(igzuép 'on AvakoUu@ion >
’, z Z
ZWpaTog Evmnda EykepdAou 35
YTapxel €mMiong éva TETPAYwWVIdIO0 ; . ; . ; %
Y10 YUXOAOYIKEG KATAOTAOEIG i Téhog TG QwAg i i Téhog TG QwAg i i Téhog TG QwAg i >
(6TTWG UWNAG eTTITTIED A AYXOUS A - . - . - N

KATaABAIYNG).

O EmA£ETe av dev eival duvartr) n avTioToixion
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®YANO MEAATH - XAPTEZ METABAZHX

Ti onpaivel Zwpa, Eyképalog n
MikTO;

Autoi o1 6pol uTTodnAwvouv
TpofBAfuaTa uyeiag TTou oxeTidovTal
ME TO Zwpa (11.X. 0oTE0QPOPITIOA,
amwAegia aiodroewy, oo,
KapKivog, diapnTng, acBéveia
OoXeTICOMEVN PE Opyava) i
oxetidovtal pe Eyke@aAika

| NeupoAoyikd mTpoBAruaTa

(17.X. avola, eyke@aAikr BAGRN,
CUMTTEPIPOPEG KAl OAAAYEG OTN
01G8eon TTou oxeTiCovTal PE TNV
davoia). MikTé €ival 6Tav uTTapxXouV
Kal Ta dUo anuavTikG TTPoRAfuaTa
UYEiag TOU CWPATOG Kal TOu
EYKEPAAOU.

Ti yiveTal pe Tnv ATrokataotaon,
™n AlatApnon i Tnv Aveon;

AUTEG 01 KaTnyopieg givai ol
OIOPOPETIKEG UOG TIPOOEYYIOEIG

1} o1 oT6X0!I PpovTidag pag. H
Tpooéyyion ATokardoTaon
QATTOOKOTTEI OTNV ATTOKATACTACN

Kal OToXeUEI OTNV £TTAVAQOPa

TnG Aeitoupyiag. H mpooéyyion
“AlaTApnon” avayvwpilel ot

n Asitoupyia avakTnong givai
amifavn, €101 N EPOVTIdA £XEI WG
o160 Tn diatrenaon Kal TPoAnwnNn
TTEPAITEPW UYEIOVOUIKNG KAl
AEITOUPYIKAG TTapakung. EviouToig
MTTOPEl Va £pBel pia €TTOXN TTOU

0 KUPIOG OTOXOG €ival n TTapoxn
Aveong, pe T BepaTreia Twv
CUUTTITWPATWY YIa TNV TTAPOXI
avakou@iong. Kabwg n uyeia
MEIWVETAI TTEPAITEPW OTNV PPOVTIOQ
NG Aveong, oupBaivel pia yetTdpaocn
oT1o T€Nog TNG {wng. Edw o BdvaTtog
MTTOPEI Va ival ETTIKEINEVN KAl N
@POoVTidA ETTIKEVIPWVETAI OTNV
dveon Kal TNV OIOTTPETTEIA.

O1 XdpTeG aUTOI ETTICNUAiIVOUV
HOVO TOUG TTEAATEG;

Ox1. AuToi o1 xapTeg dev Exouv

OKOTTO VA TTEPIOPITOUV T YPOVTIdA.

AvTiBeTa, éxouv oxedlaoTei yia
va BeATIOTOTTOIOUV TN QPOVTIOQ
€0TIAZOVTOG OTIG KAAUTEPEG
O1a6€01ueg emAoyEG. Mapéyouv
€TTIONG TNV €UKaIpia va avoifouv
AGANEG OUCIOOTIKEG GUVOMIAIEG
OXETIKA PE TIG AVAYKEG UYEIAG Kal
@poVTidag KABE KATOiKOU.

Moilog ptropei va cudntioel padi
Hou 1o Tapestry kai To XdpTn
MeTaBaong;

O diaxeIpIoTAG TNG KAIVIKAG R

o OIaxEIPIOTAG GpovTidag Ba
eTTaveEETAZOUV KAl Ba avavewvouv
K&Be katoikou 1o Tapestry kai 10
Xdaptn MeTdBaong kGbe pnva.

To ayatmrnuévo Hou TTPOCWTTO
mePIAAUBAVETAI OE QUTO TO VEO
mPOypaupa. Ti va KAVW HE QUTEG

TIG TTANPOPOPIEG;

Agv XPeIAZETE VA KAVETE TITTOTA.
AUTEG o1 TTANpoQopieg aag Bonbouv
VA KOTOVONOETE KAAUTEPQ TN YEVIKI)
@povTida yIa Toug ayaTrnuévoug
aag, Kabwg kail 1o Tagidl Toug
pTTpooTd. MTTopei va BéAeTe va

TO OUCNTAOETE PE TOV UTTEUBUVO
@povTidag.

Mwg pmopw va padw
TMEPICCOTEPA YIA AUTO TO
mPOypaAHa?

Ma YeVIKEG TTANPOPOPIEG OXETIKA YE
auTé TO TTPOYPANMA, ETTIKOIVWVAOTE
pe Tov ZuvTovioTr [NpoypdupaTtog
<name> oT10 <phone number> 1)
péow email oTo <email address>
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Panh gia ban d6 chuyén déi

Nhirng théng tin chung::

Sw chuyén ddi 1a nhitng chuyén bién xay ra dbi v&i ngudi cao nién trén nhiéu linh
vire (vi du nhu: stre khde, khuyét tat, cac médi quan hé) va né dién ra twong dbi
thwdng xuyén. Ban mau nay phan loai ngudi cao nién trong cw xa theo mét trong
916 trinh cung v&i muc tieu cham séc danh cho ho, dwgc xac dinh nhw sau:

1. Loai bénh ly/ khuyét tat
(toan than, than kinh hodc két hop toan than va than kinh)

2. Mirc dd nghiém trong va cac giai doan cta bénh ly /khuyét tat
(Khoi phuc, Duy tri hodac Gidm nhe).

Ban do chuyén dbi co thé duoc dung dé dua ra nhirng goi y nham ap dung
cho cham séc y té, gip cho nhan vién hiéu hon vé huéng didu tri cling nhw
cac muc tiéu cham séc tdng thé.

Cuw dan: Ngay/ thang:

Khéi phuc Biclehse Khéi phuc
Toan than 0 Ly Than kinh
(toan than & than kinh)

Duy tri Ezuy tr Duy tri
Toan than el Than kinh
(toan than & than kinh)

Giam nhe ﬂnghrrp? Gié}m nhe
feaniiiay (toan than & than kinh) Ul L
Két thuc cudc Két thuc cudc Két thuc cudc

() Panh déu vao 6 nay néu anh/chj thay nguoi cao nién co
nhitng anh hwdng nang ve tam ly. Van danh dau vao ban
do trén (khdng danh dau yéu to tam ly).

Yéu t6 tam ly:

() Danh dau vao 6 nay néu khong thé danh dau vao ban dé

Hwéng dan:

Dwa trén nhirng danh gia [am
sang cta anh/chj vé ngudi cao
nién & cw xa, hay danh dau
chéo (x) vao mét trong cac 6
trén ban db 3x3 ma anh/chij cho
rdng ho dang can dén viéc chadm
séc y té tbng thé.

KHONG déanh dau trén cac
dwong vién hoac dwong lwéi.

Nhirng giai thich chung vé cac thuat ngir
trong ban dé

Luwu y réng ban dé nay str dung cac thuat
ng don gidn nhw (toan than, than kinh)
nham gitip nhitng nguoi khéng chuyén vé
linh v y té dé hidu hon.

Toan than - 1a cac loai bénh lién quan dén co
thé v& mat sinh hoc: vi du co xwong khép,
méat cam giac, ung thw, dau, cac bénh

lién quan dén noi tang, tiéu duwong.

Hon hop - 1& cac loai bénh /sy suy yéu cla
ca toan than va than kinh (toan than vé mét
sinh hoc va hé than kinh).

Than kinh - Nla suy giam hé than kinh, vi
du: mét tri nhé, thay ddi nhan thire tir chan
thwong néo, bénh Parkinson, thay ddi
hanh vi va tam trang lién quan dén chirng
mét tri nh& (BPSD).

Khoi phuc - 1a phwong phap phuc hdi / tai
kich hoat dwoc ap dung.

Duy tri - la str dung nhirng phwong phap
nh&m duy tri cac chirc nang co thé, dé lam
cham sw xudng doc cla stre khoe.

Giam nhe - Tap trung chinh t&i cach xoa diu
triéu chu’ng, mang dér) sy thodi mai thw gian.
Bao gom giai doan ‘Két thuc cudc doi’

Yéu té tam ly

DPanh d4u vao 6 nay néu bénh nhan c6 tac
déng 16n clia cac yéu té tam Iy, vi du nhw rat
lo Iang, yéu tb vé tinh cach d&c biét riéng.
Sau d6 tién hanh danh déu trén ban d6 nhw
binh thwéng nhwng khéng xem xét cac yéu
té tam ly niva.



Thong tin chung -
danh cho ngudi cao nién va than nhan

Chwong trinh For You For Life
Tapestry la gi?

Chwong trinh ‘For you and for life
Tapestry’ (goi tat |a Tapestry) la
chwong trinh cham s6¢c méi cla
chung t6i danh cho Dich vu trong
cw xa. Tapestry c6 thé dwoc hidu la
nghé thuat dét tham, né chira day
nhirng hinh &nh phirc hop biét ké
chuyén. Chung t6i coi chwong trinh
m&i nay nhw 1a mot thm tham nghé
thuat — nghia la mot cau chuyén
chra nhiéu tang y nghia vé qua
trinh cham séc¢ va nhirng dich vu
ma chuing téi cung cAp nham giup
d& quy vi trong hanh trinh cham
s6c ngudi cao nién.

Hinh 1

Chwong trinh Tapesty voi
phwong phap cham séc “toan
dién”, str dung nhirng khai
niém cla T6 chire Y té thé
gi®i nhw: Phan loai chirc
ndng quédc t&, Khuyét tat va
Strc khée. Tiép can nay la

Chwong trinh nay mang lai
loi ich gi?

Cudc sbng cung v&i sw cham séc
la mo6t hanh trinh. Khi sirc khoe
va hoan canh séng thay déi, qua
trinh cham séc strc khoe ciing can
thich (rng v&i nhirng thay déi dé.
C6 nhirng thay dbi dién ra & mirc
dd nhiéu hon so véi nhirng thay
ddi khac, vi thé can chuyén sang

nhirng hinh thirc chdm séc tét hon.

Chung t6i 1ap ra ban d chuyén déi
nay dé quy vi hiéu vé hanh trinh
cham séc sap t&i mot cach dé
dang hon. Chung t6i cling st dung
nhi*ng théng tin nay dé chuyén
nguyén vong cla quy vj tré thanh
nhirng muc tiéu kha thi.

Chwong trinh nay hoat dong
nhw thé nao?

Hién tai, ching toi 1ap ban d6 hanh
trinh cho mdi ngwdi cao nién trong
cw xa dé tém tat cac phwong phap
cham séc ma ching t6i ap dung. Pau
tién, ching téi tim hidu vé strc khde
va tinh than ctia ho bang cach st
dung nguyén tic “toan dién” ctia T6
chirc Y té Thé gidi. Qua d6, chung
t6i s& xem xét nhirng yéu té nhw: cac
chtrc nang co thé, s tham gia va
kha nang hoat déng, ca nhan, va méi
trwong séng anh huéng nhw thé nao
t&i sw cham séc dbi véi tirng ngudi.
Sau d6, chuing t6i tdng hop nhitng
yéu t6 nay trén ‘Ban dd chuyén dbi’,
va day sé la nhirng goi y trung thuc
va c@i mé cho qua trinh cham séc.

Sirc khoe

Cac chue
nang co the

Sy tham gia

mot cach nhin rong hon vé
strc khde trén cac phwong
dién sinh hoc, ca nhan va
xa héi. Vi vay, nang lyc hoat
déng clia mbi con nguoi
chung ta dwoc xac dinh béi
cac yéu tb: strc khoe, cac
hé théng va chirc ndng co
thé, kha nang tham gia hoat
dong, cac yéu té ca nhan
cung v&i moi trweong ma
ching ta dang séng.

ol
NN

&Y

Mai tredng

Hoat déng
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THONG TIN CHUNG - DANH CHO NGUGI CAO NIEN VA THAN NHAN

Nhirng kinh nghiém cham sé¢c méi cua ching toi.

Dwa trén Ban dé Tham do va Chuyén déi, ching t6i sé& dwa ra nhirng dich vu cham séc phu hop nhét, ddng thoi
hiéu rd hon nhivng muc tiéu quan trong ma nguwdi cao nién trong cw xa dang hwéng téi. Két qua cudi cuing la nham
cai thién nhirng tinh trang hién tai cta ho.

HINH 2
" . + Diéu tr tich cuc
Y té (CIRS-G) Khoi phuc . s, phap phyc héi
Céc chirc_ St tham gia HOPES OR
nang co thé WISHES
Cac quan diém chuyén « Phyc héi chirc néng (HOW) tool
mén (Bac si da khoa, hd tro, Duy tri . Cpuéhn bi cho giai doan ( T
o tiép theo muc tiéu da
Yta,l :
4, 10i song) dwoc dinh hinh
M6i trwong lai)
Nguyén tic ctia WHO « Kiém soat triéu chirng
y L . s « Liéu phap tinh than
(klr:h n?hlem thwe hanh Hoataong Giam nhe . Phuong phap xoa diu
quoc te) - « Két thuc cudc doi
WHO PRINCIPLES (ICF)
Toi c6 thé tim hiéu thém vé
. chwong trinh nay bang cach
Hinh 2 . Sl

nao?
Phwong phap cham séc cla ching tdi bao gdm Qua trinh tim hiéu
ngudi cao nién qua viéc ding Ban dd chuyén déi, Trai nghiém cua
ngudi cao nién vé& phwong phap chdm séc maéi nay, va qua trinh
<provider name> giup dinh hinh lai nguyén vong cla ho khi dung Phac
dd Cham séc theo Muc tiéu. Dé tao ra Ban db chuyén déi, chuing toi
tim hiéu vé& chirc néng co thé va sirc khde clia ngudi cao nién trén
nhidu mat béng cach sir dung bang héi vé y t& vi du nhw: Thang danh
gia nhirng bénh tich Iy (CIRS-G), cac quan diém chuy&n mén ti bac
s da khoa, Y t& h6 tro, Y t&, 16i sbng va nhirng nguyén tic thuc hanh
quéc té tét nhat ctia TS chire Y té Thé gi¢i (WHO). Tiép dén, Ban db
chuyén d6i mé t& mirc d6 chdm séc thich hop (Khéi phuc, Duy tri
hoac Cham séc gidm nhe) va dwa ra phwong phap diéu tri va tri lieu
phu hop, ciing nhw cac Phac db cham séc theo muc tiéu (dwoc dé
xuét b&i chinh nhitng nguwdi cao nién).

Dé biét vé nhirng théng tin co ban
clia chwong trinh nay, quy vi hay
lién hé vé&i diéu phdi vien dw an
(Tién si <Coordinator name>) qua
dién thoai sb: <phone> hoac bang
dia chi email:<email address>.
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Tapestry -%
opnged Caya ‘(\/R/’\

Residential Aged Care

Chuwong trinh ‘For you and for life
Tapestry’ (goi tat 1a Tapestry) &
chwong trinh cham sé6c méi cua
chung téi danh cho dich vu trong
cuw xa. Tapestry cé thé dwoc hiéu la
nghé thuat dét tham, né chra day
nhirng hinh &nh phirc hop biét ké
chuyén. Chung tbi coi chwong trinh
m&i nay nhw 1a mot tAm tham nghé
thuat — nghia la mot cau chuyén
chra nhiéu tang y nghia vé qua
trinh cham so6c va nhirng dich vu
ma chuing tdi cung c4p nham gitp
d& quy vi trong hanh trinh cham
s6c nguwdi cao nién.

Ban db cé hai phan:

Loai bénh: Toan than,
@ Than kinh, hoac Hén hop
ca than kinh va toan than.

Mtrc do nghiém trong cla

@ bénh va cach cham séc:
Khéi phuc, Duy tri va
Giam nhe.

Ngoai ra con cé mot 6 danh dau
cho nhirng can nhac vé mat tam
ly (vi du nhw mirc d6 lo 1ang hodc
trdm cam cao).

INSERT
PROVIDER LOGO
HERE

Chwong trinh nay mang lai diéu gi?

Cudc sbng cling v&i s chdm soc 1a mét hanh trinh. Khi strc khoe va
hoan canh séng thay ddi, qua trinh cham séc strc khde ciing can thich
(ng v&i nhirng thay ddi dé. C6 nhitng thay ddi dién ra & mic d6 nhiéu
hon so véi nhitng thay dbi khac, vi thé can chuyén sang nhirng hinh
thire cham séc tét hon. Chang téi 1ap ra ban dd chuyén dbi nay dé quy
vi d& hiéu hon vé& hanh trinh chdm séc sép t&i. Ching t6i cling st dung
nhirng théng tin nay dé chuyén cac nguyén vong clia quy vi tré thanh
nhirng muc tiéu kha thi. Ban dé chuyén dbi cung cap cho nhirng nguoi
cao nién va than nhan mét 16 trinh c&i m& va trung thwe, dwa ra nhirng
goi y cho viéc chdm séc trwdc mat - néu bat cach ma ching téi dw dinh
tién hanh d& nang cao chat lwong cudc sbng va giai quyét cac van dé
tinh than cho ngwdi cao nién.

Ban dé chuyén dbi dwoc hiéu nhw thé nao?

Ban dd chuyén ddi 1a mdt ban minh hoa than thién véi ngwdi dung.
Tuy nhién, dang sau né la mot mé hinh chdm séc dwa trén nhivng béng
chtrng khoa hoc vé strc khde.

LOAI BENH
< >
N
Khai phuc Khoi phuc Khai phuc
Toan than Hon hop Thén kinh
(toan than & than kinh) .
(=)
@)
X V)
Duy tri H%:yht(rylp Duy tri 'g’
Toan than (toan than & than kinh) Than kinh Q
m
Z
Giam nh z
Giam nhe ngrr?hr;pe Giam nhe -0
2 A OF Py A Z
Toan than (toan than & than kinh) Qi o
| Kétthac cudc doi | i Kétthuc cudcddii | i Kétthuc cudc doi i
% 5 g & g & N/

O Danh d4u vao 6 nay néu bénh nhan bj tdc déng cao ctia cac
yéu t6 tam ly
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BAN DO CHUYEN DOI - DANH CHO NGU'Ol CAO NIEN VA THAN NHAN

Thuat ngi¥ Toan than, Than kinh,
va Hén hop giira toan than va
than kinh cé nghia la gi?

Nhirng thuat nglr nay chi ra cac
loai bénh lién quan dén Toan than
(vi du viém xwong khép, mét cdm
giac, dau, ung thw, tiéu dwong,
bénh lién quan dén noi tang) hoac
lién quan dén Nao/ Than kinh (vi
du nhw mét tri nhé, chan thwong
n&o, thay ddi tam trang va hanh vi
lién quan dén chirng mét tri nhé).
Hon hop la khi xuét hién loai bénh
lién quan dén ca Toan than va Than
kinh.

Khoi phuc, Duy tri va Giam nhe
dé cap dén diéu gi?

Day la cach phan loai vé cac
phwong phap va muc tiéu cham
s6c khac nhau cua ching téi.
Phwong phap Khéi phuc dwgc ap
dung nham tim cach phuc hdi va
l4y lai chirc ndng cho ngudi bénh.
Phwong phap Duy tri dwgc ap dung
khi nhan thay viéc 3y lai chrc nang
la khéng thé, béi vay qua trinh
cham séc & giai doan nay nham
muc dich duy tri va ngan ngtra sy
giam sut strc khde va cac chirc
néng cla co thé.

Tuy nhién, c6 thé dén mét thoi diém
nao dé muc dich chinh lai la Cham
s6c Giam nhe bang cach diéu tri
céc triéu chirng dé xoa diu nhirng
con dau. Khi strc khée xudng déc
nhiéu hon trong giai doan nay, sw
chuyén bién cudi ddi xay ra. O day,
cai chét c6 thé sé dén nén qua trinh
cham soc thwdng chu trong vao sw
thw gian thoadi mai va thé hién tinh
nhan ban.

C6 phai ban do chuyén doi nay
chi mo6 ta ngwoi cao nién trong
cw xa theo hwéng mot chiéu?

Khoéng. Ban dd chuyén ddi khong
phai dwoc thiét k& dé han ché sw
cham séc. Thay vao dod, chung dwoc
thiét ké dé t6i wu hoa viéc cham soc
bang cach tap trung vao nhiing lya
chon tét nhat. Ching con mé ra co
héi cho nhirng cudc ddi thoai cé y
nghia, lién quan dén strc khde cla
ngudi cao nién va nhu ciu cham séc
strc khée clia ho.

Ai c6 thé thao luan vé Tapestry
va Ban db chuyén déi véi t6i?

Nguw&i quan ly thiee hanh 1am sang
hoac ngwoi quan ly cong viéc
cham so6c sé xem xét va cap nhat
Tapestry va Ban d6 chuyén dbi
clia ngwdi cao nién trong cw xa vai
thang mét 1an.

Ngwei than cua téi cling dwoc bao
gom trong chwong trinh méi nay.
Toi phai lam gi véi thong tin nay?

Quy vi khéng can phai lam gi ca.
Théng tin nay gitp quy vi hiéu ré
hon vé phwong phap chdm séc
tong thé cho nhirng ngudi than
yéu cla quy vi, cling nhw hanh
trinh phia trwéc tiép theo clia ho.
Néu mudn, quy vi c6 thé ban bac
diéu nay véi nguwdi quén ly cham
séc.

D& biét nhirng thong tin co ban vé
chuwong trinh nay, quy vi hay lién
hé vé&i diéu phdi vién dy an (Tién
si <Coordinator name>) qua dién
thoai sb: <phone> hoac bang dia
chi email: <email address>.

| 20f2 |



ol
AN
NN

(/‘\/)

Tapestry of Care

Step-by-Step
Implementation Booklet

‘®-NARl ;. &
* RESEARCH
‘ INSTITUTE ¥ Royal

Bringing research to life FreemaSOl‘lS




