

Who is eligible?
-
75 years + in the general community

· 55 years + in Aboriginal and Torres Strait Islander communities

How Often?

-
Repeated Annually

How long does

It take?

-
Approximately 60-90 minutes

Where is it done?
-
At patients home or at the surgery or a 






combination of both.

Who can assist?
-
Information may be gathered by an appropriate 





professional (eg: practice nurse, occupational 





therapist or pharmacist) or other assistant to 





collect some of the information or undertake the 





home assessment, provided they are trained to do 





so under the GP’s supervision.

Before beginning

A health assessment.
Check eligibility ie age and that patient is not an inpatient of a hospital or day hospital facility or a 
patient receiving nursing home level care in a residential facility.

Ensure patient is aware of benefits of a health assessment and that the assessment will help in the management of their total health, especially in regard to preventative care.
Advise patient that the information is confidential and is not passed on to any other parties without their consent.
Obtain and record a record of consent from patient. This may be orally or in writing and must be recorded in patients notes.

Prepare for health assessment appointment


- identify the place of consultation (ie home, surgery or combination)


- Make appointment for patient; ensure adequate time


- Arrange trained interpreter, if necessary

Complete a comprehensive biophysical assessment of the patient.
What should NOT be done

in a health assessment?

· Diagnostic imaging 

· Pathology
What documentation
MUST I keep with

Patients record?


· A detailed record of the assessment, signed by the patient, including recommendations 

· Evidence that outcomes and recommendations have been communicated to the patient and carer

What should I do

Next?


· Register patient on recall/reminder schedule

· Consider need for care planning 

· Finalise Medicare Benefits Schedule claim after all steps have been completed. 

How do I identify who is eligible for a Health Assessment in my practice?

Most computer programmes will be able to generate a report of patients attending your practice who are over 75 years of age and who are of Torres Straight or Aboriginal decent over the age of 55 years.  Once you have this report, carefully check through your list and make sure that all the patient’s details are correct ie: there are no Nursing Home/Hostel patients or deceased patients included on the list.  Then ask the Doctors at the practice to check through the list and approve or remove any names from the list.  

How do I inform patients about Health Assessments?
1. Appoint a staff member as your Health Assessment Co-ordinator. Set up a Template letter on your computer programme (example attached) to send out to your patients. Sending out a large quantity of letters initially can create a long waiting list. Therefore it is best to send out only 10-20 letters at a time so that patients are not waiting great lengths of time for an appointment.

2. Include a brief outline of Health Assessments, eligibility and benefits to the patient in your Practice Information Brochure.

3. Put up a poster or two in your surgery explaining Health Assessments.

How do I organise an appointment system?
1. Educate your reception staff on what Health Assessments are. The time required for each appointment. The importance of denoting if the appointment is to be held at the surgery or in the patients home (if it is to be held at the patients home make sure that they confirm the address & telephone details).  If the appointment is at the surgery make sure that there is a dedicated private room for the assessment.    

2. Set up an appointment sheet for Health Assessments.  Days and times will depend on each surgery’s needs and staffing. 

How do I design a Health Assessment Form? 
1. Some computer programmes have a Health Assessment template.  Look at the template and alter to suit your surgeries needs.  Have a practice meeting and discuss/design your assessment form. Make sure that it contains all essential criteria and includes any additional areas such as alcohol, exercise, weight, home safety etc or factors pertinent to your location and practice.

2. Review regularly the practicality and ease of use of your form. 

What Item Number do I charge?

Item 700
In consulting room 75 years +


Item 702
In home or equivalent 75 years +


Item 704
In consulting room ATSI, 55 years +


Item 706
In home or equivalent ASI, 55 years +

Upon completion of the first part of the assessment a billing form (example attached) can be placed on assessment form denoting Item number to be charged, Doctor and date.  An account or bulk bill form can then be raised and held until patient returns to surgery for their consult with doctor to finalise the assessment.  Their signature or payment can be obtained on that date.

How do I recall a patient for their Annual Health Assessment?
Add to your surgeries recall system a Health Assessment Recall. At completion of the Health Assessment ie Medicare is billed the appropriate item number (as above).  Add the patient to the recall list for that date the following year. Your appointed Health Assessment Co-ordinator can then monitor on a monthly basis these recalls and send out a recall letter (example attached) for their next annual assessment.  



Before beginning a health assessment…..
1. Check for and review existing health assessment

2. Check eligibility ie birth date

3. Identify and discuss benefits of a health assessment with patient 

(mail out/telephone call etc)

4. Obtain and record consent from patient

5. Prepare for health assessment appointment

· place of consultation (home or surgery)

· who will conduct assessment

· make appointment and allow adequate time 

(1hour assessment and travel time if at a patients home)

· include carer or partner at appointment, if appropriate

· arrange trained interpreter, if necessary
· Check supplies for Health Assessment “Kit”



It is especially important that the health professional carrying out the assessment should have a well equipped Health Assessment “Kit” available to them.  This “kit” should include:

· Sphygmomanometer (digital or analogue)

· Stethoscope

· Scales (slim line digital for ease of carrying)

· Glucometer (complete with test strips/cotton balls/alco wipes and lancets)

· Sharps disposal

· Urinalysis Reagent Strips

· Sterile Urine Containers

· Bio Bags

· Health Assessment Forms

· Pen and writing material
· Local Street Directory

· Identification

· Mobile Phone (if possible/practical)
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1. 
Activities of daily living

2. 
Blood pressure

3. 
Carer responsibilities

4. 
Cognition

5. 
Continence

6. 
Falls in last 3 months

7. 
Medication review

8. 
Mood

9. 
Pulse rate and rhythm

10. 
Social Function

11. 
Vaccinations – Influenza/Pneumococcus/ADT


1. 
Alcohol intake

2. 
Exercise

3. 
Fitness to drive

4. 
Foot care

5. 
Hearing

6. 
Home safety

7. 
Mobility

8. 
Nutritional status

9. 
Postural hypertension

10. 
Oral health

11. 
Sleep

12. 
Smoking

13. 
Vision

14. 
Weight, height, body mass index
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