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Ghinary Care Pagerst Service Access Pathway

A consumer contacts your service with an enquiry in -
person (face-to-face or via the phone). Exit system
Reception skills used to elicit if- f

= The consumer has service needs

* The consumer requires health information Provide Health Information

, (pamphlet or web site print out):
= Inperson
- L J y ) = Mail out

Service[s] needed Health Information only www.betterhealth.vic.qov.au

}

Re-direct to correct service:

Reception skills used to elicit - L p| = Assist the consumer if needed
Use a service directory to find
correct service details eg:
WWW.connectingcare.com
. http://pcpdirectory.health.vic.gov.au
Yes at the right place , i )
= Provide /print out essential
service information details:
o Service Name
o Address
The first contact person[s] at your agency is... o Phone number
o Title of contact person
¢ I ¢ = DON'T collect client details
Reception staff Staff_unqlertakmg the Needs Staff _u_nde_rtakmg the Needs
Identification or Intake process | | ldentification process
completes registration:
¢ = Duty /triage worker
_> . N
Reception is able to undertake the No - Consumers “oEEstonel nEmner
. . . —® are directed to undertaking the service
collection of consumer registration _ assessment
information. staff undertaking
the Needs Privacy regulations met.
¢ Identification or Provide privacy and
_ : : : Intake process complaints literature eg.
Yes — Reception start registration. s DHS Your Information It's
¢ Private sheet/brochure
- : Partiall Y Common tools may be used for
Privacy regulations met. comple¥e . the registration process eg
Common tools may support the registration: DHS Service Coordination
registration process eg DHS Service . Name Tool Templates:
Coordination Tool Templates: - DOB " Consumer Information form
= Consumer Information form 0 CaniEc *  DHS Your Information It's
*  DHS Your Information It's Private details Private sheet/broch.ure
Staff or consumer fill out form/s - || " Service ST @7 Gl il eu i
: . requested forms
partially/fully register the consumer. *
¢ Support consumer to enter the service system:

Fully completed registration ] = Explain any Needs identification options (if relevant)
= Assist if necessary eg phone / arrange appointment

= Provide service information & what to expect in system




mnny e OCFEENING and Needs Identification

Attend to crisis needs first:
A consumer has been directed to your service. Is it a crisis? o Assess and plan action
o Offer broad Needs

| Identification later, when
No Yes —p crisis resolved

I
Reception staff arrange for a needs Identification screening to be undertaken by either: ...
1. Duty /Triage / Intake worker - or - 2. The First Service Provider

2
Use engagement and enquiry skills to find out what | 3| YES — OTHER SERVICES.
other services and supports are currently being used. Gain consent to obtain relevant

up-to-date information

v

NO OTHER CURRENT SERVICES- Commence or - NO consent given

continue Needs Identification screening:

e Use engagement and inquiry skills to uncover a
broad range of needs
Document the needs that are uncovered
Identify what services are needed — find the service
information in directories if needed

e Find out what information needs to be gathered to
support or facilitate a quality referral

e Are any general screening tools available to
support the gathering of this information?

v

Can your service address or provide an intervention for the identified need/s?

Use tools that help identify

the need/s:

e DHS Service Coordination
Tool Template profiles

® Other screening or previous

assessment tools

v v

Yes Not able to provide a service No
Service Intake Screening: Need to make a referral
e Determine service entry using eligibility criteria and
capacity to respond ¢
e Prioritise the intake response using specific risk tools
* Collect the service’s Minimum Data Set after intake. Is the need identified an urgent
need or crisis situation?

v i

Enters into your service — waiting ¢ ¢
to proceed to an assessment
Yes No
Clear eligibility &
prlorltlsgt|on criteria in a ™ Make direct contact. Respond Written
service ‘s documentation immediately. Discuss referral options > Referral
will support the sent
screening process

v

Referral Service’s Intake Screening:
e Determines service entry (eligibility criteria and capacity to respond)

e Prioritises service’s intake response (specific risk tools)




@?rimary Care Partnership

A consumer has a new need[s] identified from either the initial needs identification or ongoing needs
identification screening process.

Referral Pathway

Can the need[s] be met by your service?

v

NO. Cannot meet the need — A REFERRAL is required.
Identify what service[s] and referral information is needed

Undertake your service’s:

o Intake and Assessment

o0 Re-assessment

Develop or revise your service’s plan
Deliver the new or revised service

Details are on

www.connectingcare.com

The service needed is not currently assisting the consumer

v

If the service is a current
provider, feedback the
identified need[s] to the

service

Gain consent to instigate the referral[s]:

o A consent form is completed to record consent eg use
the DHS Consent form. A copy is given to the
consumer. The original kept in the consumer file.

If multiple referrals are required, can the same needs
identification information be shared with all or some of

the referral services?

No consent is given:

o Discuss other options with the
consumer eg self-request for service.

o If you need to exchange consumer
information, consult your agency’s
Policies and Procedures or relevant
Acts / Legislation relating to consent.

Consent is given for...

Consider Care Coordination if 3+ services and complex

v

V. /

A single referral per form:
o Use a new referral
form for each service.
The DHS Summary and
Referral form enables this.

Multiple referrals per form
o Multiple referrals can
be recorded on 1 form.
The DHS Summary and
Referral form enables this.

v v

Referral information is tailored to support the consumer’s

care needs at the receiving service. Send the following:
Checked and updated Consumer details — eg DHS
Consumer Information form.
Completed referrals eg Summary and Referral Form
Relevant updated screening information using relevant
forms eg DHS Profiles or other screening tools.
Additional relevant information eg risk assessment,
summary assessment or the service’s current plan.

v

Is the referral urgent?

v

—>

Consult the referral pro-forma

checklist. Remember to record:

e Updated current services

e Needs identified and the
referral action plan

e |D and Referrer details

Request relevant Feedback as
part of the referral action plan.
A Feedback Form may also be
sent with the referral to request
specific feedback details.

YES - & Phone urgent details to the service:
o Confirm their capacity for immediate intake
o Seek alternate options if no intake capacity
o Provide verbal details; send written referral ASAP

Send written referral[s] via the most

appropriate and / or secure method:
Email (digitally signed & encrypted)
Fax (receiving fax area meets Privacy
Legislation)
Post (non-urgent referrals)
Consumer takes to the designated
service.




B Care Bt Assessments

A consumer becomes a client via your agency intake process: determining intake eligibility and service priority.
The consumer is allocated to a Service Provider for an assessment when your service has capacity.

The (first) assessment is undertaken:
» Build on screening information
> Use in-depth investigation techniques to uncover the diagnosis /problem[s] /issue[s].

A diagnosis /problem[s] /issue[s] is found that your service can address.

v y Refer to a new service(s):
Yes No [ ™| o Update screening tools and the referral
form eg DHS Summary and Referral form
v 0 Attach relevant assessment information.
Plan service interventions based on the assessment
findings. Interventions include: ¢
> The provision of health information Feedback relevant assessment outcomes to
> Preyenﬂon plans . ) ) — ! relevant key services and supports:
» Maintenance plans eg direct service delivery > Use a form that will capture the outcome of
» Safety and Emergency plans the assessment.
Monitor the interventions. Review the plan as needed T
A re-assessment needs to be undertaken: OR Your service is unable to address needs —
» Use the previous assessment instrument or Y make a new referral:
methodology 0 Update screening tools and the referral
> Compare results with the previous assessment form eg DHS Summary and Referral form

. . . o0 Attach relevant assessment information.
Review the plan to ensure your goals and interventions

address the assessed issues /problems.

v

A new need[s] is identified? —» Yes »| Your service can address the new issue[s]:

> Plan for new assessed issues

v i

New goals or actions are needed to The new or changed goals or actions are
address pre-existing issue? » Yes > updated on the plan.

v
¢ Feedback key changes in the plan to relevant
No key services and supports. These include:
» New or changed goals and associated
new interventions.
> Interventions that may pose potential
contra-indications to other service’s care.

Update the previous feedback form. Attach
additional reports as needed.

A 4

Goals met? Exit Feedback your discharge or exit plan to
> ! relevant Service Providers and supports:

o Organise transfer of Key Worker position if

needed
n o Transfer any updated screening or
assessment information

o Transfer relevant maintenance plans,

Continue with plan. Review as needed. emergency plans, or prevention plans.




(@\rimaryCare Partnership Feed baCk Pathway

Forward the referral to a new service:

o Send on the referral form / details.

o Request that the new service provide
feedback to the original referrer and (if

¢ relevant) other key services eg GP

A new referral has been received

Is the consumer eligible to receive
your service?

OR Feedback the referral outcome to the
referring service requesting that they re-
send the referral to an appropriate service:

Will go on a waiting list?

(o]

(o]

Use a Referral Acknowledgement /
Referral Outcomes Feedback Form

If Urgent @& through details, send written
copy ASAP.

The consumer accepts the service
or attends the first appointment?

v

Yes

v

An assessment is undertaken:

o0 Issues identified

o Goal(s) and planned action agreed upon.

A plan is developed. Interventions meet the
consumer’s assessed problems.

Provide referral outcome details to the
referring service, and if relevant key

S
o

(o]

ervices eg GP:
Use a Referral Acknowledgement /
Referral Outcomes Feedback Form.
If Urgent @ through details, send written
copy ASAP

Feedback the assessment details to
referral service (if a current service) and if
relevant to key services eg GP:

(o]

(o]

Use a form that can capture the
outcome of an assessment or send
the plan attached to a cover sheet.

If Urgent @ through details, send written
copy ASAP

A re-assessment is undertaken

v

New needs identified NO - continue plan

l Referral required

New goals and actions
are required

L

v

A revised plan is developed. The revised goals and
interventions meet the consumer’s assessed problems.

A

Quality Feedback criteria:

o Timely feedback

o Information tailored to meet
the receiving service’s needs

0 Legibly written or typed
details
Understandable, jargon or
acronym free information
Succinct information
Phone through details if
feedback is urgent. Send
written feedback ASAP




Care Coordination Pathway

Note: page 2 of the DHS Summary
and Referral Form lists current
services and planned referrals.

3 or more ongoing services are / or will be involved in a
consumer’s care.

v

Are the Consumer’s care needs:
» Complex and Multiple?
» Chronic and complex?

» Gain consent to exchange /
feedback assessment or care
information with relevant services

> Continue service delivery,

* reviewing coordination needs with

other services

No

Yes

v

Does a multidisciplinary plan already exist eg a discharge care plan, or is there a Key Service / worker?

A

i
v v
No

v

Explain Care Coordination process and benefits to consumer:
» Availability of one comprehensive plan with common service goals
» Reduces contra-indicated or conflicting treatments between services
» Reduces duplication or gaps in service delivery
» Improves communication between service providers

v

Consent is given to instigate Care Coordination

v

With the consumer, decide who needs to be part of this shared care team (care coordination process).

Provide support if the carer /
consumer chooses to be key person

Organise the nomination of a Key Service / Person. Ask Service

Yes — then if relevant gain consent to enable you to contact the Key
Service / Worker for inclusion in the care coordination process.

Feedback relevant
care information to
the Key Worker as
new issues arise

or goals change.

No consent gained

Providers and Consumer / Primary Carer to agree on:
> Is there a main Service Provider / main support person?
» Who has the capacity to facilitate the process?
> Is there a need for an Interim Key Service / Worker?

v

Z

If an Interim Key Worker:
» Review before next plan
» Organise new Key

Worker at end of plan

Decide method for developing a Multi-disciplinary Care Plan eg:
» Face-to-face Conference
» Telephone Conference
» Written exchange of information
» Or combinations of the above to cater for all the team
Nominate a date to develop the Multi-disciplinary Care Plan

> Drafts possible goals (use the Goal Checklist to aid process)
> Disseminates draft plan (at a conference or via mail)

Collaborate with all the team
participants re goals and actions.

Agree on and finalise the plan —
consumer signs completed plan.

Use the DHS Service Coordination
Plan form to record the plan.

The Key P_erson obtailns. re_leyant information from all services prior [~ Arrange review / exit date,
to developing the Multi-disciplinary Care Plan eg assessment or . . o
planned care is fed back to the Key Person. Disseminate the multidisciplinary
. . plan to all the team participants.
Together with the consumer / primary carer, the Key Person:
» Collates and synthesises the feedback information |
» Lists and prioritises issues 4— Review the plan when issues or

goals change. Team members
inform the Key Person of change.




