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1. MODEL 
 

1.1  Introduction 
 

This is the combined work of the Upper Hume Primary Care 
Partnership (UHPCP) and Central Hume Primary Care Partnership 
(CHPCP).  This manual will outline the agreed common framework to 
the following local government areas: 

� � Alpine Shire 
� � Rural City of Wodonga 
� � Indigo Shire 
� � Towong Shire 
� � Rural City of Benalla 
� � Shire of Mansfield 
� � Rural City of Wangaratta 

 
The framework for the Service Coordination Model comprises of: 

� � Goals 
� � Objectives 
� � Fundamental principles 
� � Definitions of service coordination  
� � Agency/service provider checklists 

This model includes process maps and a checklist for agencies to work 
towards ensuring the model implementation is at an agreed minimum 
level, and consistency in the practices and processes between service 
providers.  
 

1.2 Statement of Intent 
This statement serves as an interim agreement to facilitate agency 
participation in the Central and Upper Hume Primary Care Partnerships 
in the implementation of the Service Coordination Tools - for the 
purpose of improving access to our services.  

 
1.3 Purpose 

This agreement strengthens the working arrangements necessary at 
this point in time, to improve service delivery to consumers.  It also 
maintains the focus on:  

Upper Hume PCP’s value of ‘Integrated and holistic planning and 
service delivery’ and the health and well-being outcomes of  

� � Healthy citizens 
� � Accessible services 
� � Effective organisations.   

(Upper Hume Healthy Communities Plan 2002-2005 pages 1&2) 

Central Hume Primary Care Partnership vision ‘…to establish a 
framework for promoting and delivering primary health care services 
that are: 

� � Community based 
� � Community endorsed 
� � Equitable and accessible 
� � Streamlines and efficient….’ 

 (taken from CHPCP Community Health Plan 2003-2004) 
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1.4 Agreed Actions 

1.4.1 To streamline the referral process, by implementing the Interim 
Protocols.  

1.4.2  To reduce duplication, by utilising the Service Coordination 
Tools.   

1.4.3 To adhere to the Information Privacy Act 2000 (IPA) covering all  
 non-health information (as per the legislation). 

 1.4.4 To adhere to the Health Records Act 2001 (HRA) covering 
health     information (as per the legislation). 

1.4.5 To acknowledge all referrals by responding with a completed 
Coversheet/Feedback Form  

 
1.5 Goals of the Service Coordination Model 

1.5.1 To ensure consumers have access to a responsive and 
cohesive service system that delivers needs based outcomes. 

1.5.2. To ensure that consumers have access to information, referral, 
initial needs identification, assessment and care planning in a 
timely and inclusive manner. 

1.5.3 To develop functionally integrated service coordination 
processes agreed to by Central Hume and Upper Hume Primary 
Care Partnerships.   

 
1.6 Objectives of the Service Coordination Model 

1.6.1 Consumer centred practices 
1.6.2 Improved initial needs identification for consumers 
1.6.3 Reduced assessment duplication 
1.6.4 Formal referral pathways 
1.6.5 More effective coordination of services 
1.6.6 Current and up-to-date information accessible to consumers and 

primary health and community support service providers 
 

1.7 Fundamental Principles 

1.7.1 Consumer focus is the central focus 

1.7.2 Collaboration and partnership  

1.7.3 The Social Model of health 

1.7.4 Commitment to competent staff 

1.7.5 Duty of care 

1.7.6 The protection of consumer information 

1.7.7 Engagement of other sectors 

1.7.8 Consistency in practice standards 
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1.8 Definitions of Service Coordination 

 
1.8.1 Initial Contact (IC) 

This is the first contact that a consumer has with the CHPCP or 
UHPCP Systems.  The contact can be made to a service point via 
outreach, drop-in centre, telephone call, fax, email, presenting at 
reception or by another person or agency. 
At this point the following commonly would occur: 
The provision of accurate service information 

� � The provision of other information such as health 
promotion literature 

� � With consumer agreement, only basic information 
recorded and signed (Consumer Information Form) 

� � Direct access to initial needs identification process 
� � The provision of the Privacy Brochure 

 
1.8.2 Initial Needs Identification (INI) 

This is where presenting issues as well as underlying issues are 
identified as much as possible.  This function needs to be conducted by 
a suitably experienced practitioner.  The practitioner may screen the 
social, psychological, medical and physical aspects of health and 
wellbeing and the presenting circumstances of the consumer to 
determine where to refer and what assessments may be required.  At 
this point what commonly occurs: 

� � With consumer agreement, the Consumer Information 
Form is completed and signed 

� � Comprehensive discussion with consumer is undertaken 
to determine requirements, priority of access and 
eligibility 

� � Determination and explanation of the process (how brief 
or intensive) 

� � May incorporate referrals to one or more services for 
Service Specific, Specialist, and/or Comprehensive 
Assessment 

� � Identify the level of risk for consumers 

� � Completion of a Summary and Referral Information 
Form 

 
1.8.3 Assessment 

The assessment process is designed to assist consumers and the 
assessing practitioners further define what decisions need to be made 
with regard to further intervention/care planning.  The assessment 
process builds on information already gathered via Initial Contact and 
Initial Needs Identification.  Assessment is a complex process of joint 
exploration, information sharing and problem solving.  The consumer 
needs will determine the assessment type, as identified through the 
Initial Needs Identification. 
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The three assessment types: 

� � Service Specific Assessment 
Is a face-to-face interaction, where consumers and 
practitioner are clear about the specific service needs.  This 
assessment is conducted by the provider delivering the 
service and occurs as part of service provision. 

� � Specialist Assessment 
This assessment type is for consumers with more complex 
issues that are identified around Specialist Service response 
eg. mental health, women’s health, sexual assault or drug 
treatment.  The assessment is conducted face-to-face with 
the consumer and has been identified at the INI stage of 
entry. 

� � Comprehensive Assessment 
This type of assessment is conducted where a consumer has 
complex needs and they are not easily identified.  It 
facilitates a more extensive process of enquiry that requires 
analysis and interpretation of the assessment information. 
 

1.8.4 Care Planning 
Care planning packages the assessment phase with the delivery of the 
services.  It may incorporate clinical plans, treatment plans, service 
plans, care coordination, case management, referral, review, re-
assessment and monitoring (see appendix 4.5  ’HACC Care Coordination, Care 
Planning and Case Management Project’). 
 
Care Planning is a collaborative process that involves the combination 
of views from the consumer and their significant other (family, carer or 
advocate) with regard to their needs and priorities and the practitioners’ 
professional judgement. 
 
Care planning involves the judgement/determination of relative need as 
well as competing needs, and assists consumers to make decisions 
that are appropriate to their needs, values and circumstances.  
There are many levels of Care Planning and the extent of care planning 
activities will depend on individual consumers’ circumstances, the 
degree of complexity of the situation and any concerns about risks. 
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1.9 Process Chart 

1.9.1 Process Model Flow Chart 
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1.9.2 Practice Model Flow Chart 
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1.10   Agency/Service Provider Checklist 
The following series of Performance Indicators are provided as a 
checklist for agencies/service providers to ensure minimum practice 
standards.  Each member agency participating in CHPCP and 
UHPCP is committed to: 
 

Service Coordination Tools 
 

1.10.1 Utilising the Service Coordination Tools (as appropriate to each of the Program 
areas) for the Initial Needs Identification process and for interagency referrals 

1.10.2 Ensuring that the ‘Consumer Information Form’ is completed at the Initial Contact, 
or as soon as practical and kept up-to-date as details change 

1.10.3 Incorporating practices and processes, including agreed referral options that enable 
early intervention and health promotion 

1.10.4 Facilitating streamlined access to INI at the point of initial contact (this indicator 
recognises that not all agencies will be able to perform INI and/or that within some 
agencies IC and INI will be undertaken by different workers) 

1.10.5 Providing consumers with health and lifestyle information for ensuring healthier 
lifestyles 

1.10.6 Ensuring that a consumer’s right to privacy is maintained at all times by all staff 
involved in the collating, sharing and transferring of consumer information 

1.10.7 Ensuring compliance with all relevant Commonwealth and Victorian information 
management legislation standards including a public privacy policy which includes the 
consumers right of access to information and how to make a complaint 

1.10.8 Ensuring that member agencies have a knowledge of each others services and 
responsibilities, including the services provided, eligibility, hours of operation and 
telephone contact details (utilising State-wide and/or local Service Directories) 

1.10.9 Providing a service that is focused on meeting the needs of the consumer in a gender 
sensitive, culturally and linguistically relevant manner 

1.10.10 Ensuring that staff are appropriately skilled, supervised and supported 

1.10.11 Ensuring that there are agency specific strategies in place for assisting distressed 
consumers/urgent responses/crisis situations 

1.10.12 Ensuring that the INI process is of a high quality and that all further assessments 
build on the initial needs identification process 

1.10.13 Ensuring equity of access for all potential consumers of services, based on each 
service provider’s documented eligibility and priority of access criteria 

1.10.14 Ensuring that consumers do not undergo unnecessary duplicate and/or intrusive 
IC/INI practices 

1.10.15 Ensuring consumers are fully informed and empowered to make decisions and give 
consent 

1.10.16 Ensuring an appropriate physical environment in which information can be collected 
and providing private interviewing facilities where practicable 
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Interagency Referral 

1.10.17 Initiating a Referral 

Providing consumers with accurate, timely and relevant information on: 

� � Referral options (including self-referral) and processes 

� � Referral pathways and assessment processes 

� � Rights and responsibilities in relation to referrals and 
privacy requirements 

1.10.18 Completing the relevant parts of the INI Tools and Supplementary 
Profiles (using professional judgement) in accordance with the 
Department of Human Services Service Coordination Tool Templates, 
Guidelines 1,2 & 3 for referrals 

1.10.19 Collecting and storing information in a manner and environment which 
protects consumer privacy 

1.10.20 Offering consumers with a copy of the Summary & Referral Form and the 
Consumer Consent Form 

1.10.21 Ensuring that referrals are made within five (5) working days of 
consent being obtained or immediately (same day) for consumers 
identified ‘at risk’ or ‘high priority’ 

1.10.22 Ensuring that acknowledgement of referral is documented on the agency 
consumer record 

1.10.23 Ensuring that the outcomes of referrals are documented on consumer 
record 

Interagency Feedback 

1.10.24 Ensuring that receipt of referral is acknowledged by completing the 
CHPCP and UHPCP Coversheet/Feedback Form within one (1) working 
day for urgent referrals and up to seven (7) working days for routine 
referrals, (or less, as defined by individual agency funding agreement) 

1.10.25 Ensuring that initiating agencies are notified if referrals do not proceed, 
and reasons, using CHPCP and UHPCP Coversheet/Feedback Form 

1.10.26 Ensuring that referral outcome information is transmitted using secure fax 
on Coversheet/feedback Form 

1.10.27 Ensuring that initiating agencies are notified, using Coversheet/Feedback 
Form, to provide information as to assessment recommendations, service 
provided and if the consumer has been placed on a waiting list and 
approximate waiting period 

1.10.28 Ensuring that if a consumer does not wish to proceed with the referral, or 
if the service is unavailable, service provider considers issues of  

� � Competence, risk and urgency 
� � Guardianship and power of attorney issues 
� � Any other possible factors 
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1.11 Consumer Focused Principles and Outcomes 

Consumer focused principles are the major component of the manual.  
CHPCP and UHPCP see consumer focus as the foundation of service 
delivery and future development. 
 

1.11.1 Access and Equity 
Access and equity that Primary Health and Community Support 
Services are available to consumers in a timely fashion and at 
convenient locations, irrespective of demographic and social factors.   
 
Within the context of an integrated primary care services system, 
access also means that the practices and processes between agencies 
are streamlined to enhance coordination and ease of entry for the 
consumer. 
 
Equity requires the factors affecting health and wellbeing to be 
identified and a focus on strategies designed to ensure those most 
affected receive the services they need within the limitations of the 
resources available. 

 
1.11.2 Empowerment 

Empowering consumers to be complete and equal partners in their own 
care and intervention improves health and care outcomes.  The 
benefits of empowerment can include:  more appropriate use of 
services; better access to services; and an enhanced sense of control 
over one’s health, which can extend to other areas of life. 
 

1.11.3 Access to Information 
The provision of accurate and appropriate information is considered an 
essential pre-requisite to knowledge, to being able to make decisions 
and informed choices in relation to matters that affect one’s health and 
wellbeing.  The provision of information is a primary component of 
consumer engagement.  Good Service Coordination practice requires 
the provision of clear information.  Strategies are required to ensure 
information material reaches potential consumers and referrers in an 
appropriate, accessible form. 
 

1.11.4 Privacy and Confidentiality 
The maintenance of privacy and confidentiality is principally related to 
the service provider’s relationship with the consumer and other service 
providers in the collection, management and transfer of consumers’ 
health information, including sensitive information.  To be maintained 
accordance with legislative requirements (see DHS Privacy Kit 
www.dhs.vic.gov.au/phkb).  
 
Each individual agency will have local policies and practices to ensure 
that the agency is meeting their requirements.  
The protection of privacy and the principle of confidentiality are the 
crucial foundation stones for consumers development of mutual trust 
and confidence in service providers to handle their personal data in a 
fair, secure and appropriate manner.  
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1.11.5 Integration and Coordination 

A core goal for CHPCP and UHPCP Service Coordination is to provide 
a platform for functional integration in the primary health and 
community support services sector.  Functional integration means that 
agencies will retain their organisational autonomy, while agreeing to 
conduct particular functions (practices/processes) in a common and 
coordinated way. 
 
An improved coordinated and integrated response to consumer needs 
will benefit consumers and communities by facilitating early intervention 
to prevent ill health and by reducing preventable or premature 
admission to acute and residential care. 
 

1.11.6 Flexibility and Responsiveness 
The need for primary health and community support care services to be 
flexible and responsive in their ability to address the varied and 
changing needs of consumers is of paramount importance to a 
consumer focused service approach.  
 
In context of Service Coordination flexibility will require services to 
change existing practices/processes/systems to achieve functional 
integration and to continue to develop creative and flexible problem 
solving for individuals.  In relation to responsiveness consumers should 
be able to obtain appropriate services and programs irrespective of 
demographics and social factors (including income, geography, age, 
gender and cultural background). 

 
1.12   Role of PCP Service Coordination Project Officers & PCP    
          Implementation Working Groups                        

1.12.1 Developing Service Coordination manual 
1.12.2  Ensuring an ongoing understanding amongst 

agencies/service providers of the goals and objectives of 
the CHPCP and UHPCP Service Coordination Model 

1.12.3 Assisting agencies to continually reflect on current 
practice and identify the changes required to achieve the 
requirements of the model 

1.12.4 Ongoing provision of support to agencies to ensure 
agency/provider uptake of the State-wide Service 
Coordination tool Templates 

1.12.5 Actively engaging consumers/carers in the 
implementation and evaluation of the CHPCP and 
UHPCP 3PS for IC and INI 

1.12.6 Actively implementing the partnerships GP engagement 
strategy as it relates to Service Coordination 
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1.13 Role of Agencies/Service Providers 

The commitment of the member agencies to the Service Coordination 
Reform is critical for the implementation and ongoing sustainability of 
the CHPCP and UHPCP Service Coordination Model. 
Agencies and Service Providers are committed to the concepts of: 
 

1.13.1      Delivering Best Practice and Continuous Improvement 

1.13.2 A Consumer Focused Approach and Consumer 
Participation 

1.13.3 Implementation of the required changes to Practices, 
Processes Protocols and Systems 

1.13.4 Workforce Capacity Building 
 
1.14 Role of the Agency Nominated Service Coordination     

Representative 
 

1.14.1 Drive the change process internally and promote the 
Service coordination Reform Strategy 

1.14.2 Develop, implement and manage the transition strategy 
within the agency 

1.14.3 Ensure that the practitioners undertaking IC and INI are 
implementing the changes to practice according to the 
agreed standards and processes in the documented 
Protocols and that the change is progressing effectively 

(Noting the use of the Coversheet/Feedback Form) 

1.14.4 Develop an ongoing internal agency communication 
strategy with regard to Service Coordination 

1.14.5 Identify internal staff training requirements and feed this 
back to the PCP for continuous improvement and 
workforce development plans 

1.14.6 Manage the change process that has been identified, 
acknowledged and planned for 
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2. PRACTICES AND PROCESSES 

 
2.1 Initial Contact Practice 

Definition Initial Contact (IC) is the point of first contact that the consumer has with 
the service system.  It is an interaction between the consumer and the staff 
member of any agency they communicate with. It will most commonly 
include the provision of accurate service information, the provision of other 
information such as health promotion literature, and/or direct access to 
services via initial needs identification. 

Practice � � Collecting basic information about the consumer, through dialogue 
with the consumer or the referrer (depending on individual 
agency’s policy). 

� � Providing clear information about the services provided by the staff 
member’s own agency and other agencies. 

� � Providing other health related information. 

� � Facilitating the consumers’ access to service. 

� � Dialogue needed for Initial Contact will be face-to-face (in the 
agency or outreach) or via the telephone. 

� � Initial Contact will be implemented in a manner that is responsive 
to the different needs of consumers. 

Initial contact will usually (but not always) be followed by Initial Needs 
Identification, assessment, care planning and service delivery.   

Tools � � Consumer Information Form: for the collection of consumer 
details including the service requested. 

� � Consumer Consent: consent by the consumer to the disclosure of 
information for referral purposes eg. the Consumer Information is 
to be passed onto a practitioner in another program and/or agency 
to facilitate Initial Needs Identification. 

� � ‘Your Information - It’s Private:  Consumer privacy information 
brochure or agency equivalent that complies with the Privacy 
legislation  

Responsibility The Initial Contact process can be undertaken by skilled up reception staff, 
able to determine whether the Consumer Information Form needs to be 
passed onto a skilled assessment practitioner to continue the Initial Needs 
Identification. If this is not available, Initial Contact can be completed by 
skilled assessment/intake practitioner, who will proceed to  undertake the 
Initial Needs Identification. 

Consumer 
Outcomes 

� � Consumers are informed about services and options available in a 
prompt and responsive manner. 

� � Consumers can access information and/or enter the service 
system regardless of the whether the member agency provides the 
service the consumer requests. 

� � Consumers are informed about their rights for service provision 
and privacy about their personal and health information. 

� � Consumers are able to make informed decisions regarding 
referrals and access to services and given the appropriate support 
to do so. 

� � Following Initial Contact, consumers to have access to Initial 
Needs Identification if appropriate. 

 

Standards � � All member agencies will provide Initial Contact as a component of 
their intake function or equivalent 

� � Consumer inquiries will be responded to within 1 working day and 
Initial Contact occur at that time 

� � Staff providing the function of Initial Contact will be trained and 
competent   
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2.2 Initial Contact Process 

General � � Ascertain consumer’s request 
� � Ensure that communication is effective with the consumer (may 

need to access an interpreter, TTY, or communication aids) 
� � Identify whether the consumer is known to the service system. 
� � Identify whether the Service Coordination Forms have been 

completed.  If so, seek the consumer’s consent to accessing 
existing information and then ensure the information is up-to-
date. 

� � Identify which of the four types of Initial Contact processes are 
required 

Information 
Provision Only 

� � Use Service Directory /local directories to access information 
about the available services 

� � Offer a copy of the information sourced to the consumer 
� � Consumer confident to proceed without assistance  

Single Service 
Inquiry 
(uncomplicated) 
 
 
 
 
 
                         
 
 
 
 
 
 
 
 

� � Use Service Directory/local directories to access information 
about the available services 

� � Offer a copy of the information sourced to the consumer 
� � Consumer requires assistance to proceed  
� � Offer consumer option of Initial Contact and/or worker contact 

details for the required service, to make appointment and 
provide the consumer details  

OR 
� � Consumer can proceed to the appropriate service                        
� � Record the consumer’s details on Consumer Information Form 
� � Record consent (verbal/written) on the Consumer Consent  
� � Offer/mail : 
             -     ‘Your Information: It’s Private’ brochure 

- Copy of Consumer Consent  
- Consumer Information Form 

� � Make appointment with required service (if possible) and pass 
on Consumer Information and Consent Forms. 

� � If faxing information, use Coversheet/Feedback Form and 
complete your agency’s details, how many pages are being 
faxed and sign. 

� � If acknowledging receipt of referral, return the 
Coversheet/Feedback Form that arrived with the referral, 
complete your agency’s details, immediate response, number of 
pages received and sign. 

Service Inquiry 
(complex, unclear 
or multiple 
service) 
 
 
 
 
 
 
 
 

� � Record consumer details on Consumer Information Form 
� � Offer/mail: ‘Your Information: It’s Private’ brochure 
� � Forward details to the relevant practitioner within the agency to 

proceed with Initial Needs Identification.   
� � Relevant practitioner commence Initial Needs identification, 

immediately via telephone call or by appointment 
� � If this is not possible, discuss referral to a service that can 

undertake an Initial Needs Identification 
� � Record Consumer Consent (verbal/written) on the Consumer 

Consent Form, offer copies of information that will be forwarded 
on, to the consumer 

� � Forward Consumer Information & Consumer Consent Forms to 
the agency for the provision of the Initial Needs Identification  

Referral Recipient � � Referral into service with accompanying Service Coordination 
Forms already completed 

� � Acknowledge receipt of referral by faxing back 
Coversheet/Feedback Form 

� � Contact consumer and proceed to assessment in accordance 
with specific agency practice 
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� � The Consumer Information Form is collected and filled in for all 

consumers on Initial Contact or as soon as practical. Initial Contact 
information may be collected from the consumer at the front counter, 
over the telephone, or in the location or manner responsive to the 
consumer©s needs. The degree of detail and amount of information 
collected will vary from individual to individual. It is not expected that all 
items will be completed for every consumer. Information may not be 
collected at the first contact but may be built upon over time. 

� � The Service Directory/local directories are to be used to provide 
information about services to the consumer, including print outs of the 
information where appropriate. 

� � The Consumer Information Form is provided to the practitioner 
undertaking Initial Needs Identification (INI). Where this is through 
another agency, the Consumer Information Form is transmitted either 
by fax (using the Coversheet/Feedback Form) or by mail, after the 
consumer©s consent to the disclosure of information has been gained.  

� � The Consumer Consent Form is completed at or after Initial Contact 
(IC) but prior to consumer information being disclosed. The Consumer 
Consent Form is completed after the Privacy Brochure has been 
offered and/or explained to the consumer.  

� � Offer relevant information verbally and/or in hard copy to the consumer 
who is able and elects to proceed without the practitioner©s assistance. 

� � Agencies receiving referral information to provide feedback to the 
referring agency including confirmation of receipt of referral information 
and the outcome of this (see Referral Protocol). 

� � Copies of the Consumer Information Form and Consumer Consent 
Form are offered to the consumer at the point of contact or as soon 
after. 

� � In completing the Initial Contact process, practitioners should refer to 
the DHS Service Coordination Guideline 1: Completing Consumer 
Information. 
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2.3 Initial Needs Identification Practice 

 
Definition Initial Needs Identification (INI) is the initial investigation process and 

screening for service.  Underlying and presenting issues are 
discovered to a level that is possible, allowing for health promotion 
opportunities to be identified, where appropriate.  A determination of 
consumer’s risk and eligibility (if requiring service within the agency 
undertaking INI). 

Practice � � Building on the information gathered at Initial Contact (IC) 

� � Seeking further information on the consumer’s presenting 
needs 

� � Identifying the full range of consumer’s needs and underlying 
issues (as much as possible), this should include social, 
psychological, medical, physical needs and substance abuse 
issues 

� � Being sensitive to the consumer’s needs about the extent of 
inquiry 

� � Providing information to the consumer about the agency’s 
services and a range of services provided by other agencies.  
Information needs to be reliable, relevant and current. 

� � Forming a professional judgement with regard to risk 
management and priority for service 

� � Assisting consumer with decision making and access to 
assessment, service and further referrals, if required 

 

Tools � � Consumer Information Form: building on information 
collected on the same form at Initial Contact. 

� � Summary and Referral: an analysis of consumer’s request, 
building on information collected and in conclusion of the 
Initial Contact and Initial Needs Identification, it is a referral for 
assessment and/or service 

� � Consumer Consent: consent by the consumer to the 
disclosure of information for referral purposes eg. If Consumer 
Information is to be passed onto practitioner in another 
agency to facilitate Initial Needs Identification. 

� � ‘Your Information - It’s Private:  Consumer privacy 
information brochure or agency equivalent that complies with 
the Privacy legislation 

� � Supplementary Profiles, if appropriate 

Responsibility The Initial Needs Identification is undertaken following Initial Contact. 
Initial Needs Identification is undertaken by skilled assessment/intake 
practitioner, this practice will normally be followed by an assessment, 
service coordination/care planning and service delivery.  

Consumer 
Outcomes 

� � Consumers have their needs identified in a holistic approach, 
as timely as possible, in their contact with the service system. 

� � Following Initial Needs Identification, consumer to have 
access to further assessment and referrals. 

� � Consumers to have control and be informed about decisions 
regarding further referrals made on their behalf and their 
access to service delivery. 

� � Consumers are aware of their rights, regarding services, 
personal and health information privacy. 
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2.4 Initial Needs Identification Process 

 
General � � Initial Needs Identification follows on from Initial Contact. 

� � Initial Needs Identification process needs to be undertaken by 
an assessment/intake practitioner. 

Complete 
Consumer 
Information Form 

� � Collect/complete core information on the Consumer 
Information Form  

� � Ensure effective communication with the consumer (access to 
an interpreter, TTY or communication aids as required)   

� � Confirm the consumer’s reasons for seeking service and their 
required outcome 

� � Broadly discuss service availability and eligibility criteria with 
the consumer, so as informed decision can be made 

� � Clarify the Initial Needs Identification process to the 
consumer, making it clear the reasons for asking questions 
about the consumer’s health and well being 

Further 
Information 
 
Profiles 

� � If agreed and appropriate, discuss with the consumer social, 
physical, psychological and medical aspects of their health 

� � Identify any needs and opportunity for health promotions 
� � Utilise profiles if appropriate 
� � Discuss consumer’s needs in light of expanded information, 

taking into account any risk factors and consumer’s priority 
� � Check Service Directories for service options 
� � Discuss service options & course of action with the consumer 

Summary & 
Referral Form 

� � Complete Summary and Referral Form, documenting all 
relevant information re: current services & services required   

Internal Referral � � Explain Privacy process to the consumer and that their 
information will be passed on to the appropriate practitioner 
within the agency that will address their request for service 

� � Offer a copy of the privacy brochure 
� � Complete the Consumer Consent Form and offer a copy (with 

copies of relevant forms) to the consumer 
� � Offer a copy of the agency’s brochure with relevant 

information about specific services 
� � Inform consumer what to expect next, eg. name of practitioner 

who will make contact with consumer, within X amount of 
days (in accordance with agency’s policies) to address their 
service request/assessment  

External Referral 
 
 
 
 
 
 
 
Consent 

� � Explain Privacy process 
� � Seek the consumer’s consent to disclose information for 

referrals to agencies noted in the Summary and Referral Form 
� � Confirm any non-disclosures or sensitive areas of information 

which require separate handling (eg. Separate Summary and 
Referral and Consent Form) 

� � Offer a copy of the privacy brochure 
� � Complete the Consumer Consent Form and offer a copy (with 

copies of relevant forms) to the consumer 
� � Inform consumer what to expect next eg. personnel from 

agency will make contact with consumer, within X amount of 
days (in accordance with agency’s policies) to address their 
service request/assessment  

Outcome � � Inform consumer what to expect next eg. further contact to 
commence assessment process 

� � Ensure consumer has copies of relevant forms  
� � Confirm with the consumer that they contact if there are any 

further queries and thank the consumer 
Dispatch of 
Referral 

� � Send/fax referral with the Coversheet/Feedback Form 
� � Include referring agency’s information on the Coversheet/ 
      Feedback Form (contact details, signature level of urgency,  
      no. of pages) 
� � Monitor receipt of Coversheet/Feedback Form 
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Initial Needs Identification occurs as soon as possible after Initial Contact. In 
some cases Initial Needs Identification occurs immediately and seamlessly 
following Initial Contact, in other cases there will be a time delay between 
these processes. Initial Needs Identification will be available to all consumers 
regardless of where they enter the service system. 

� � The process for the undertaking of Initial Needs Identification following 
Initial Contact may vary between agencies: 

-  In some agencies, the practitioner who provided Initial Contact 
may also undertake Initial Needs Identification 

-  In some agencies Initial Contact and Initial Needs Identification 
will be undertaken by two different workers as discreet 
processes 

-  In some circumstances Initial Contact will be undertaken by a 
worker at one agency and Initial Needs Identification undertaken 
by a practitioner from the agency referred  

-  In some agencies Initial Needs Identification may be included as 
part of the assessment process 

� � Initial Needs Identification may occur face-to-face, over the telephone, 
in the location or manner responsive to the consumer©s needs. The 
Initial Needs Identification process does not necessarily occur at a 
single point in time - it may be completed over time. Practitioners 
undertaking Initial Needs Identification will form professional 
judgements about the breadth and depth of Initial Needs Identification 
inquiry that will vary between individual consumers. This includes 
professional judgements about which (if any) of the supplementary 
profiles are applicable to the consumer’s presenting needs.  

� � At the conclusion of the Initial Needs Identification process, the 
Summary and Referral Information form will be used to record a 
summary of the consumer’s problems/issues and outline an initial plan 
of action (eg: referral for assessment, information provision). Notes 
regarding risk, urgency and priority of service, as appropriate, will be 
included on this form. Referrals may be made via fax or post. Agencies 
receiving referral information will provide feedback to the referring 
agency including confirmation of receipt of referral information and the 
outcome of this (see Referral Protocol).  This will be done on the 
Coversheet/Feedback Form. 

� � The Consumer Consent Form will be completed at or after Initial Needs 
Identification but prior to a referral being made whereby information is 
disclosed. A copy of the consumer privacy information brochure ÁYour 
Information - It's Private' (or agency equivalent) - is offered to the 
consumer (refer Consumer Consent Protocol).  

� � Copies of forms utilised are provided to the consumer at the point of 
contact or as soon after as practicable. 

� � In completing the Initial Needs Identification processes practitioners 
should refer to the DHS Service Coordination Guidelines 2: Completing 
Summary and Referral Information and Guideline 3: Completing the 
Supplementary Profiles.  
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2.5 Referral Practice 

Definition Referral is the practice of transmitting and receiving requests for 
action and personal and/or health information relating to an individual 
from one service provider(s) to another for the purpose of 
assessment, service delivery, care or treatment.  As a referral 
includes the transmission or disclosure of consumer information, the 
referral must be accompanied with a consumer consent. 

Practice � � Analysing the information gathered during the Initial Contact 
and Initial Needs Identification processes. 

� � Reaching decisions and professional judgements with 
consumer consultation and analysis of information as to 
services are required, risks and priority. 

� � Explaining and obtaining consent from the consumer to 
transmit personal information (see Consumer Consent 
Protocol). 

� � Making referrals to generate further action on behalf of the 
consumer, this will include assessment, further services, 
treatment or care. 

� � Monitoring the outcome of the referral, receipt of referral 
acknowledgement and then service response to the referral 
eg. Coversheet/Feedback Form  

� � When receiving referrals for action, acknowledge with the 
Coversheet/Feedback Form 

Tools � � Consumer Information Form: for the collection of consumer 
details including the service requested. 

� � Consumer Consent: consent by the consumer to the 
disclosure of information for referral purposes eg. If Consumer 
Information is to be passed onto practitioner in another 
agency to facilitate Initial Needs Identification. 

� � ‘Your Information - It’s Private:  Consumer privacy 
information brochure or agency equivalent that complies with 
the Privacy legislation  

� � Summary & Referral Information Form:  

� � Coversheet/Feedback Form: this indicates where the 
referral has originated from and enables agency receiving the 
referral to confirm the safe arrival of the referral.  

Responsibility The referral is to be completed by an assessment/intake practitioner 
and can occur at any point of the service continuum. 

Consumer 
Outcomes 

� � Consumers are informed about referral options 

� � Consumers provide consent prior to the disclosure of personal 
or health information  

� � Consumer to receive feedback on the outcome of the referral 

� � If the service (referred to) is not available, consumers 
supported to refer to alternatives. 

Standards � � All referrals will be made with the consumer’s consent 

� � Consumers will be offered copies of referral forms 

� � Referrals will be monitored to ensure that action and feedback 
has occurred 

� � Referrals received will be acted upon within timeframe set 
down with individual agencies’ policies and procedures 
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2.6 Referral Process 

 
 
General Referral is acting on the agreed course of action with the client, from 

information and discussions at Initial Contact and Initial Needs 
Identification 

Privacy & 
Consent 

� � Ensure that consumer consent has been gained to share 
personal and health information 

� � Ensure that the consumer has been offered copy of the ‘Your 
Information: It’s Private’ Brochure 

� � Confirm that the consumer understands what will happen as 
a result of the referral (eg. who will be contacting them next to 
do an assessment) 

Faxing Referral � � Confirm the correct fax and personnel details by phoning 
recipient agency    

� � Complete Coversheet/Feedback Form (all the details of 
personnel and agency faxing referral) 

� � Ensure that all the attachments and consent pages are 
included and accounted for on the Coversheet/feedback Form 

� � Fax referral  
� � Offer copies of referral forms to the consumer (eg. Summary 

& Referral, Consent) 
Monitor Referral � � Monitor the feedback from agencies referral was faxed to via 

the Coversheet/feedback Form 
� � If referral has been returned/declined, discussions with the 

consumer on other options for service and a further referral 
needs to be initiated 

Receiving Referral � � Complete Coversheet/Feedback Form that accompanied the 
referral and fax back to the referring agency acknowledging 
safe arrival of referral 

� � Contact consumer in accordance with agency’s procedures  
� � If referral is inappropriate, contact referring agency to inform 

Re: inappropriateness of referral 
� � Destroy inappropriate referral, refer to DHS Information 

Privacy Resource Pack, Section 9 ‘Retention & Disposal of 
Information’ 

      (website www.dhs.vic.gov.au/phkb) 
 
 

� � Referral occurs as part of, or immediately following, Initial Contact 
and/or Initial Needs Identification and/or assessment. In most cases 
referral will occur immediately and seamlessly as part of or following 
these processes, and will also occur at other stages of the cycle as 
consumers divulge more information or their circumstances change. 
Referral will be available to consumers regardless of where they enter 
the service system. 

� � Practitioners use the Consumer Information Form, Summary and 
Referral Information Form, Consumer Consent and the 
Coversheet/Feedback Form to make referrals to appropriate agencies 
identified from the Service Directory. 

� � The Summary and Referral Information Form may be used in duplicate 
fashion to cover multiple problems with different levels of confidentiality 
requirements (the practitioner can complete a separate copy for each 
issue, if consumer is concerned about personal information being given 
via Summary and Referral Information Form). 
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� � Consent is to be gained from the consumer for the sharing of 
information for referral purposes. 

� � Agencies receiving referral information provide feedback to the 
referring agency via the Coversheet/Feedback Form 

� � Offer hard copies of referral forms to consumers/carers.  

� � In undertaking referrals, practitioners should be familiar with the DHS 
Services Coordination Guideline 2: Completing the Summary and 
Referral Information. 
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2.7 Consumer Consent Practice 

Definition The voluntary agreement of the individual or the individual’s 
authorised representative to the use and disclosure of personal and 
health information.  The use and disclosure of personal and health 
information is in accordance with the Information Privacy Act (IPA) 
2000 and the Victorian Health Records Act (HRA) 2001. 

Information privacy applies to all forms of personal and health 
information, the consumer should, as much as practicable, control 
the use and disclosure of personal information. 

 

Please see DHS Privacy Kit at www.dhs.vic.gov.au/phkb. 

Practice � � Discussing the service and referral options with the 
consumer 

� � Provide the consumer with enough information, so they are 
fully aware of what will happen with their referral/service 
coordination information 

� � Ensure the consumer is fully aware what information is 
being disclosed or shared 

� � Ensure the consumer is fully aware of the list of services 
which the information is being disclosed to 

� � Ensure the consumer understands  what they are agreeing 
to when signing the consent 

� � Explain what is likely to happen as a result of the consent to 
disclose (eg. Contact by an assessment officer, stored 
securely) 

� � Obtain and record consent to disclose consumer 
information on the Service Coordination Consumer Consent 
Form or equivalent 

� � Renew consent when circumstances change and 
information needs to be disclosed to another service 

Tools � � Consumer Consent Form: consent by the consumer to the 
disclosure of information for referral purposes eg. If 
Consumer Information is to be passed onto practitioner in 
another agency to facilitate Initial Needs Identification. 

� � ‘Your Information – It’s Private’: Consumer privacy 
information brochure or agency equivalent that complies 
with the Privacy legislation 

Responsibility Gaining consumer consent is undertaken during and/or following 
Initial Contact and/or Initial Needs Identification prior to referrals 
being made. 

Consumer 
Outcomes 

Consumers’ legislative rights in relation to privacy and consent are 
maintained. 

Standards � � All member agencies will gain consumer consent prior to 
the disclosure of personal and/or health information, in 
accordance with the IPA 2000 and the HRA 2001. 

� � Consumers will be offered a copy of the consent form and 
associated documentation. 
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2.8 Consumer Consent Process 
General Gaining consumer consent for the use and disclosure of personal 

and health information is an important component in the Initial 
Contact/Initial Needs Identification/Assessment/Service 
Coordination/Care Planning.  Consumer consent should be given at 
various stages of the service delivery cycle. 

Method � � Gaining consent needs to be in writing, utilising the Service 
Coordination Consumer Consent Form, if this is not 
practicable, verbal consent maybe gained via the telephone 
as an interim measure.  The written consent can be gained 
when the consumer comes in or is visited for the next 
appointment. 

� � The practitioner, using their professional judgement, will 
need to determine the consumer’s capacity to give informed 
consent.  In the event where the consumer does not have 
the capacity to consent the practitioner needs to determine 
if there is a nominated person who can give consent 
through a statutory orders, such as a Guardianship or 
Administration order 

� � In obtaining consumer consent, practitioners should refer to 
DHS Service Coordination Guideline 5: Completing 
Consumer Consent 

� � Further information on Information Privacy Act and the 
Health Records Act, please refer to DHS Privacy Kit at 
www.dhs.vic.gov.au/phkb. 

� � Consent to be recorded on the Consumer Consent form, 
with the specified information for disclosure. 

� � Where the consumer request for partial disclosure of 
information, practitioners will need to make duplicate copies 
of the consent form with only the information the consumer 
is happy to share. 

� � A copy/ies of the consent form and associated attachments 
are to be offered to the consumer as soon as practicable. 

 
2.9 Assessment 
General The assessment process is an important factor in improving access 

to service and health and care outcomes for consumers. 
Assessment includes a face-to-face interaction with a consumer and 
occurs where a service need is identified following Initial Needs 
Identification. 

Definition A decision-making methodology that collects, weighs and interprets  
relevant information in consultation with the consumer.  Assessment 
is not an end but part of a process of delivering care and treatment.  
It is an investigative process using professional and interpersonal 
skills to uncover relevant issues and to develop a care plan. 

Service Specific Service Specific assessments occur when the consumers have  
relatively straightforward, distinct need.  These assessments are  
undertaken by most agencies prior to service provision to clarify the  
consumer need and determine service provision. 

Specialist Specialist assessments are undertaken when the consumer  
presents with issues that clearly require response from a specialist  
service.  This assessment is fairly specific and may include a clinical  
assessment and treatment. 

Comprehensive Comprehensive assessments occur when the consumer has  
multiply, complex or unidentified needs.  This type of assessment  
requires a more concentrated level of inquiry with in depth history  
taking, examination, observation, measurement/testing about  
medical, physical, social cultural and psychological dimensions of  
need. 
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2.10 Care Planning Practice 
 
(yet to be developed, please refer to the HACC Care Coordination, Care 
Planning and Case Management Project Hume Region Summary Report, 
Appendix 4.5) 

 
 

2.11 Care Planning Process 
 
(yet to be developed, please refer to the HACC Care Coordination, Care 
Planning and Case Management Project Hume Region Summary Report, 
Appendix 4.5) 
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PROTOCOLS 
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3. PROTOCOLS 

 
3.1 Initial Contact Protocol 
 
Initial Contact is an important element in achieving better access to 
services and health and care outcomes for consumers.  
In accordance with the Central and Upper Hume Primary Care 
Partnerships Service Coordination Model, all member agencies have 
committed to provide Initial Contact as an entry point to the service 
system.  
 
Member agencies will undertake to adapt their current practices and 
procedures to reflect this umbrella protocol and ensure that their own 
agency protocols are consistent with and incorporate mechanisms, 
which give effect to the outcomes intended by these protocols. Within 
this context member agencies have agreed to revise as appropriate and 
retain their own agency-specific detailed policies, procedures and 
guidelines for staff. 
In providing Initial Contact, member agencies agreed to the following 
protocols: 
 
3.1.1 Use the Consumer Information Form to record basic demographic and 

consumer details and note the service requested. (It also collects 
information required for MDS reporting.) 

 
3.1.2 Use the Service Directory (currently using www.infoxchange.net.au/ , 

www.betterhealth.vic.gov.au or www.health.vic.gov.au/)to provide 
service information to inquirers and consumers/carers about relevant 
health and other community services.  

 
3.1.3 Ensure the mode of communication facilitates the consumer 

communicating with ease.  
 For example: 
 

3.1.3.1 The use of interpreter services with consumers from 
Culturally and Linguistically Diverse (CALD) backgrounds 
(need to input info) 

3.1.3.2 The use of TTY for consumers with hearing impairments 
(need to input info) 

3.1.3.3 Response to special communication needs 
3.1.3.4 Respect of anonymity where practical 
 

3.1.4 Facilitate the consumer©s access to Initial Needs Identification (where 
they require more than simply the provision of information).  

 
3.1.5 Confirm with consumer whether they have completed a Consumer 

Information Form with any other person/agency.  If consumer has a 
current Consumer Information Form, request permission from the 
consumer to obtain a copy.  Copy to be faxed to agency where 
consumer is presenting for services. 
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3.1.6 Make a referral to another agency to undertake Initial Needs 

Identification if the first contact agency does not have the skilled 
assessment/intake practitioners to undertake Initial Needs 
Identification. 

 
3.1.7 Use the Consumer Consent Form to obtain consumer consent to the 

sharing/disclosure of consumer information for referral purposes to 
other service provider/s (Refer Consumer Consent Protocol). This 
includes advising consumers of their rights and about what happens to 
their personal information, through the provision of a consumer privacy 
information brochure. 

 
3.1.8 Use the Coversheet/Feedback Form. 
 
3.1.9 Facilitate access in response to the consumer©s request for a service, 

directly to services as appropriate (eg: single service request) including 
direct telephone transfers. 

 
3.1.10 Collect client information as appropriate. 
 
3.1.11 If the consumer’s needs cannot be met by the agency conducting Initial 

Contact, a referral to the appropriate agency is to occur and feedback 
to the originator of the referral, noting inappropriateness of referral and 
how to rectify the situation in future.    
(For inappropriate referrals, referral information to be destroyed, refer 
to DHS Information Privacy Resource Pack, Section 9 ‘Retention & 
Disposal of Information’ www.dhs.vic.gov.au/phkb). 

 
3.1.12 A phone call to the Referral Recipient to determine appropriateness 

and precise destination of the referral, followed by the faxing of the 
referral, if appropriate. 

 
3.1.13 Ensure staff members undertaking Initial Contact meet critical factors in 

relation to skill, expertise and competency.  
 For example: 

3.1.13.1 Understanding of the Service Model and an in-depth 
knowledge of the service system 

3.1.13.2 The ability to use the Service Directory (currently using 
Infoxhange website: www.infoxchange.net.au/, Better 
Health Channel website: www.betterhealth.vic.gov.au 
or www.health.vic.gov.au/) 

3.1.13.3 Demonstrated knowledge of and practical application of 
the Protocol Manual 

3.1.13.4 Ability to establish rapport with consumers and maintain 
confidentiality 

3.1.13.5 Knowledge and compliance with Privacy legislation  
3.1.13.6 Access to professional decision support (eg: peer 

support, staff supervision) 
3.1.13.7 Other competency standards as applicable�

�
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3.2 Initial Needs Identification Protocol 
Initial Needs Identification is an important element in achieving improved 
health outcomes for consumers. In accordance with the Central and 
Upper Hume Primary Care Partnership Service Coordination Model, 
member agencies have agreed that all agencies will provide Initial 
Needs Identification, or facilitate access to it at another agency.  
 
Member agencies have undertaken to adapt their current practices and 
procedures to reflect this umbrella protocol and ensure that their own 
agency protocols are consistent with and incorporate mechanisms, 
which give effect to the outcomes intended by these protocols. Within 
this context member agencies have agreed to revise and retain their 
own agency-specific detailed policies, procedures and guidelines for 
staff. 
 
To provide Initial Needs Identification, member agencies have agreed to 
the following protocols: 
3.2.1 Staff will build upon (and complete as appropriate) consumer 

information collected at Initial Contact on the Consumer Information 
form.  

 
3.2.2 Staff will use their professional judgment and sensitivity regarding the 

consumer’s presenting circumstances to determine how brief or 
intensive the process of Initial Needs Identification is.  

 
3.2.3 Ensure the mode of communication facilitates the consumer 

communicating with ease. 
 
3.2.4 Staff will use the Summary and Referral Information Form to list and 

summarise needs, referral plan and make referrals between agencies. 
Notes regarding risk, urgency and priority of service, as appropriate, 
will be included on this form.  

 
3.2.5 Staff will use their professional judgment about which (if any) of the 

supplementary profiles are applicable to the consumer’s presenting 
needs. The use of the five optional profiles will be based on the 
professional judgment of the staff member in consultation with the 
consumer. It is preferable that the Living Arrangements profile is 
completed for referrals to HACC services. 

 
3.2.6 Staff may need to gather information from more than one source to 

complete Initial Needs Identification. 
 
3.2.7 Staff will use the Service Directory to ascertain appropriate services, 

communicate the range of options potentially available to the 
consumer, and assist the consumer in making decisions and informed 
choices. Facilitate access directly to services as appropriate (eg: single 
service request) including direct transfers. 

 
3.2.8 Staff will use the Consumer Consent Form to obtain consumer consent 

to the sharing/disclosure of consumer information for referral purposes 
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to other service provider/s. This includes advising consumers about 
their rights and about what happens to their personal information, 
through the provision of the consumer privacy information brochure 
‘Your Information: It’s Private’, and/or agency consumer charter. 

 
3.2.9 Staff will offer a hard copy of Consumer Information Consent Form and 

the ‘Your Information-It’s Private’ Brochure to the consumer. 
 
3.2.10 Staff will refer to DHS Guideline 2: Completing the Summary and 

Referral Step as part of Initial Needs Identification and DHS Guideline 
3: Completing the Supplementary Profiles as part of Initial Needs 
Identification. 
Using the Coversheet/Feedback Form Member agencies will fax an 
acknowledgment of receipt of referral.  Resultant outcomes of service 
will be provided (with the consumer©s consent) using the same 
Coversheet/ Feedback Form.  
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3.3 Referral and Summary Protocol 
 
Referral is an important function in achieving better access to services 
and health outcomes for consumers. Member agencies have 
undertaken to adapt their current practices and procedures to reflect this 
umbrella protocol, and/or ensure that their own agency protocols are 
consistent with and incorporate mechanisms, which give effect to the 
outcomes intended by these protocols. Within this context, member 
agencies have agreed to revise and retain their own agency-specific 
detailed policies, procedures and guidelines for staff. 
 
In providing referral, member agencies have agreed to the following 
protocols: 
 
3.3.1 Staff members will base referrals on consultation with the consumer 

and analysis of information gained through the Initial Contact and Initial 
Needs Identification processes to make referrals to appropriate 
agencies. 

 
3.3.2 Staff members will use the Summary and Referral Information Form to 

record a summary of the consumers’ problems/issues, outline an initial 
action plan and document referral information and action. (Staff 
members should refer to DHS Service Coordination Guideline 2: 
Completing the Summary and Referral Information). Where 
appropriate, additional information (eg: from assessment) shall be 
attached to the referral. 

 
3.3.3 Staff members will use the Consumer Consent Form to obtain 

consumer consent to the sharing/disclosure of consumer information 
for referral purposes to other service provider/s. The client may decline 
consent for some of the information to be sent provided there is 
adequate information to make the referral. Where the client declines 
consent to the disclosure of information to some agencies not others, 
the Summary and Referral Information Form will be used in duplicate 
fashion by the practitioner with a separate copy for each issue. 

 
3.3.4 Staff members will verbally advise consumers of their rights and about 

what happens to their personal information and offer the consumer 
privacy information brochure to the consumer. 

 
3.3.5 Hard copies of referral information will be offered to consumers.  
 
3.3.6 Staff members will use the Coversheet/Feedback Form to provide 

information back to the originator of the referral, within 1 working day 
for urgent referrals or up to 7 working days for routine referrals, this is 
to confirm receipt of referral. 
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3.3.7 Staff members will use the Coversheet/Feedback Form to provide 

information as to assessment recommendations and service provided 
to the originator of the referral. The timeframe will vary from consumer 
to consumer, but timely outcome information is to be provided.  
Staff will (if the client refuses consent to the disclosure of 
information but requires the referral to proceed), make the referral 
without providing information beyond that which is necessary to 
make the referral (ie name, contact details and service 
requested). Staff will explain to the consumer that the next 
agency will ask them to repeat personal and health information. 
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3.4 Consumer Consent Protocol 
In accordance with the Central and Upper Hume Primary Care 
Partnerships Service Coordination Model and relevant legislation, all 
member agencies have committed to implement this protocol. This 
includes compliance with advice, information sheets and guidelines 
regarding this matter as provided by the Department of Human Services 
and/or the agencies own legal advisers. 
 
Member agencies have undertaken to adapt their current practices and 
procedures to reflect this umbrella protocol and ensure that their own 
agency protocols are consistent with and incorporate mechanisms, 
which give effect to the outcomes intended by these protocols1.   

 
In obtaining consumer consent, member agencies have agreed to the 
following protocols: 
3.4.1 Staff members will request and record consumer consent to the use 

and disclosure of their personal and/or health information on the 
consent form. Written consent will be gained wherever possible. Verbal 
consent will be gained only where it is not reasonably practicable to 
obtain written consent.2 

 
3.4.2 Staff members will note if an interpreter was used to explain the 

consent to the consumer. 
 
3.4.3 Staff members will utilise professional judgment as to the consumer©s 

capacity to provide consent.  
 

3.4.3.1 Where the professional judges that the consumer does not have 
the capacity to provide consent, they will consult an authorised 
representative3 to make decisions on behalf of the consumer  

3.4.3.2 Where the professional judges that the consumer does not have 
the capacity to provide consent and there is no authorised 
representative, the practitioner will make a judgment about who 
can act in the best interests of the consumer (eg: family 
member, carer or friend but not a practitioner involved in the 
care or treatment of the consumer). In doing so, the practitioner 
will document the grounds for this judgment. Where no suitable 
person is available, advice will be sought from the Office of the 
Public Advocate. 

3.4.3.3 In emergency situations where there is a serious imminent threat 
to the person©s life and no access to an authorised 
representative (if any exists) the practitioner may act without 
consent to lessen or prevent the threat. 
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3.4.3.4 In relation to children and adolescents under 18 years of age, 

request consent from the child where they demonstrate their 
capacity through their intelligence and maturity to understand 
the nature and effect of the proposed decision and consent. If 
the child does not have the capacity to give consent, consent 
can be given by their parent or authorised representative. 
(refer to the DHS Information Privacy Resource Pack 
www.dhs.vic.gov.au/phkb) 
 

3.4.4 Staff members will offer the consumer with copies of: 
 
3.4.4.1 ÁYour Information: It’s Private© consumer information 

brochure  
3.4.4.2 Agency consumer charter or equivalent 
3.4.4.3 The consent form and attachments (ie the information the 

consumer has consented to disclose such as the 
Consumer Information Form and/or Summary and 
Referral Information Form) 

 
3.4.5 Staff members will respect a consumer©s right to refuse to consent to 

the disclosure or sharing of information. Where consent to the 
disclosure and sharing of information is not gained, consumer 
information will not be disclosed. The consumer can request a referral 
to proceed and the practitioner can offer to make/facilitate an 
appointment and advise the referring agency that consent to the 
disclosure of information has not been received. 

 
3.4.6 For more detailed information refer to the: 

 
3.4.6.1 DHS Service Coordination Guideline 5: Completing Consumer 

Consent 
3.4.6.2 DHS Privacy Information Resource Pack August 2002  
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3.5 Referral Protocol 

Referral is an important function in achieving better access to services 
and health outcomes for consumers. Member agencies have 
undertaken to adapt their current practices and procedures to reflect this 
umbrella protocol, and/or ensure that their own agency protocols are 
consistent with and incorporate mechanisms, which give effect to the 
outcomes intended by these protocols. Within this context, member 
agencies have agreed to revise and retain their own agency-specific 
detailed policies, procedures and guidelines for staff. 
 
In providing referral, member agencies have agreed to the following 
protocols: 
3.5.1 Staff members will base referrals on consumer consultation and 

analysis of information gained through the Initial Contact and Initial 
Needs Identification processes to make referrals to appropriate 
agencies identified from the Service Directory/local directories. 

 
3.5.2 Staff members will use the Summary and Referral Information form to 

record a summary of the consumers problems/issues, outline an initial 
action plan and document referral information and action. (Staff 
members should refer to DHS Service Coordination Guideline 2: 
Completing the Summary and Referral Information). Where 
appropriate, additional information (eg: from assessment) shall be 
attached to the referral. 

 
3.5.3 Staff members will use the Consumer Consent Form to obtain 

consumer consent to the sharing/disclosure of consumer information 
for referral purposes to other service provider/s. The client may decline 
consent for some of the information to be sent provided there is 
adequate information to make the referral. Where the client declines 
consent to the disclosure of information to some agencies not others, 
the Summary and Referral Information Form will be used in duplicate 
fashion by the practitioner with a separate copy for each issue. 

 
3.5.4 Staff members will advise consumers of their rights and about what 

happens to their personal information, through the provision of the 
consumer privacy information brochure to the consumer. 

 
3.5.5 Hard copies of referral forms will be offered to consumers.  
 
3.5.6 Staff members will use the Coversheet/Feedback Form. This includes 

indicating the priority of the consumer in relation to the consumers 
needs.  

3.5.6.1 An urgent priority referral indicates that there is an imminent risk 
to the consumers health and wellbeing. The urgency relates to 
the level of risk to the consumer. Normally a small number of 
referrals made by any one agency/staff member would be 
considered urgent and agencies will need to monitor this (the 
exception to this is crisis/emergency services). 

3.5.6.2 A routine priority referral indicates that the receiving agency 
should treat the referral according to the protocols 
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3.5.7 Staff members will use the Coversheet/Feedback Form to provide 
information back to the originator of the referral, within 1 working day 
for urgent referrals or 7 working days for routine referrals. 

 
3.5.8 Where a client is referred and placed on a waiting list, staff members 

will use the Coversheet/Feedback Form to provide information as to 
assessment recommendations and service provided to the originator of 
the referral. The timeframe will vary from consumer to consumer, but 
timely outcome information is to be provided.  

 
3.5.9 Staff will, if the client refuses consent to the disclosure of information 

but wishes the referral to proceed, make the referral without providing 
information beyond that which is necessary to make the referral (ie 
name, contact details and service requested). Staff will explain to the 
consumer that the next agency will ask them to repeat personal and 
health information. 
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3.6  Care Planning Protocol 

 
 
Yet to be developed, please refer Appendix 4.5 the  
 
HACC Care Coordination, Care Planning and Case Management Project 
Hume Region Summary Report 
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4.   APPENDICES 
 
4.1 List of Member Agencies  
 
Health & Community Service Providers participating in the Upper Hume PCP 
 
The parties to the Memorandum of Understanding of the Upper Hume Primary Care 
Partnership are the UHPCP members comprising: 
 

·  Alpine Health  

·  Border Division of General Practice 

·  Central Hume Support Services 

·  Chiltern Bush Nursing Hospital  

·  City of Wodonga 

·  Cooinda Family Support Inc 

·  Disability Access and Information Service (DAIS 

·  Glenview Community Care  

·  Indigo Shire Council 

·  Mungabareena Aboriginal Corporation 

·  North East Vic Division of General Practice 

·  Ovens & King Community Health Service 

·  Richmond Fellowship Victoria 

·  Tallangatta Health Service 

·  The Beechworth Hospital 

·  Towong Shire Council 

·  Uniting Care Wangaratta 

·  Upper Hume Community Health Service 

·  Upper Murray CASA 

·  Upper Murray Health & Community Services 

·  Walwa Bush Nursing Hospital 

·  Wodonga Regional Health Service 

·  Women’s Health Goulburn North East 

·  Upper Murray Family Care 

 
 
 
 
Membership as at August 2002 
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Health & Community Service Providers participating in the Central Hume PCP 
 

Provider – CH-PCP Service Description 

Aged Psychiatric 
Services 

Aged Psychiatry services, residential facility support program, 
HACC, mental health promotion for older persons.  

Alpine Health  Acute inpatient services, Accident & Emergency services and 
residential.  Midwife and Early Parenting Support Service, 
Diabetes Education, District Nursing Service (including Hospital in 
the Home, Post Acute Care), Planned Activity Group, Palliative 
Care Volunteer Service, Adolescent Mental Health, Community 
Aged Care Packages, Health Promotion, Allied Health Services 
(Occupational Therapist, Physiotherapist, Dietician), Independent 
Living Units. 

Alpine Shire Council Immunizations, HACC: Assessment & care coordination, home 
care, personal care, planned activity groups, service system 
resourcing, respite care, delivered meals coordination, senior 
citizens, home maintenance, volunteer coordination 

Benalla & District 
Memorial Hospital 

Acute specialist inpatient services, Accident & Emergency 
services, nursing home, day activities program, palliative care, 
district nursing, allied health services, 

Benalla & District 
Support Group for 
Children with Special 
Needs 

Self help parent managed group providing mutual support for 
families, advocacy, liaison/access to services, community 
education and social events 

Benalla Rural City 
Council 

Home care, personal care, respite care, home maintenance, 
meals on wheels, planned activities, volunteer driving, 
assessment & care coordination, maternal & child health & 
enhanced home visiting program, financial counselling, family 
counselling, family support program, family day & in home care, 
youth development.  

Central Access (Benalla) Disability service providers, day, holiday & residential programs, 
employment support, accommodation, respite, registered training 
organisation, commercial manufacturing of vanity units & 
community farm (early developmental stages) 

CoNECT Support Aged/Disability Care Case Management and brokerage (child and 
adult), Community Care Packages and Linkages 

Delatite Community 
Health Service 

Youth, community health, health promotion, drug & alcohol, 
counselling services, transport, friendly visiting, maternal & child 
health  

Dept of Human Services  Public health & capacity building, aged, disability, primary & 
mental health, acute health, corporate services, Housing & 
community care (child protection, juvenile justice, SAAP, school 
nursing, specialist children’s services, maternal & child health, 
early childhood intervention) 

Dept of Veteran Affairs Information for veterans on pensions and entitlements, community 
development with ex-service organisations & service providers. 

Disability Advocacy & 
Information Service Inc 

Support and advocacy 

Mansfield District 
Hospital 

Acute specialist inpatient services, Accident & Emergency 
services, nursing home, day activities program, palliative care, 
district nursing, rural allied health services, hospital in the home, 
outreach community health, dialysis, hostel care 
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Provider Service Description 
Mansfield Shire 
Council  

Home care, home maintenance, food services, planned activities, 
volunteer driving program, assessment & case planning, maternal & child 
health, financial counselling, family day & in home care, youth 
development/services – E Café, family services – family & individual 
counselling, family support, personal care, respite care, rural access 
project, immunization, environmental health   

Northeast 
Health 

Acute specialist medical and surgical inpatient services, Accident & 
Emergency services, nursing home, rehabilitation (inpatient and 
community), palliative care, district nursing, hospital in home, post acute 
care, allied health services (inpatient and community), mental health 
services (acute, aged, community and primary), diagnostic services, public 
dental services 

NE Victorian 
Division of  GP  

Support for the NE GP practice network 

NE Support and 
Action for Youth  

Issues around adolescence, accommodation support, adolescent foster 
care, family reconciliation, mediation,  & therapeutic art programs for ‘at 
risk’ young people 

Odyssey 
Victoria 

Drug & alcohol services and residential programs 

 

Ovens and King 
Community 
Health Service  

Youth, community health, health promotion, drug & alcohol programs, 
services.  HACC funded allied health services, transport, friendly visiting, 
maternal & child health, victims assistance program, ADASS, community 
inclusion program, ACAS, sexual health  

Rural City of 
Wangaratta 

Home care, home maintenance, food services, planned activities, 
volunteer home visiting program, assessment & care coordination, 
maternal & child health, family day & in home care, youth development.  

The Centre Adult education, health promotion, youth support 

Trinity 
Community 
Support 
Association Inc 

Psychiatric disability rehabilitation & support service, home-based 
outreach, Psychosocial rehabilitation day program. 

Upper Murray 
Centre Against 
Sexual Assault 

Sexual Assault Support Services, Child Protection Services, Suicide 
Prevention (incorporates counselling, casework and health promotion 
activities) 

Upper Murray 
Family Care 

Child and family support. 

Uniting Care 
Goulburn North 
East 

Dementia specific respite, host respite care 

 

Women’s Health 
Goulburn NE 

Health promotion, research, Women’s Health Library, Information & 
Referral, Community Development, Education & Training, Evaluation, 
Family Violence Prevention, Project Work  

Villa Maria 
Centre 

Community Aged Care Packages - Case management & brokerage 
Service, HACC Response Service – Hume region  
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4.2 Information Matrix – additional information required by agencies.  
 

AGENCIES TOOLS 
(FORMS) UNITING 

CARE 
(Goulburn North East) 

CRIS (Carer 
Respite Information 
Service) 

POST 
ACUTE 
CARE 

ACAS 
(Aged Care Assessment 
Service) 

AGED PSYCH OVENS & KING 
CHS  
Allied Health 

Consumer 
Information 

  

DOB of the 
carer next to 
their name 

  

DOB of the 
carer next to 
their name 

    

Summary & Referral      

Type of 
accommodation 

Level of 
independence 

Current meds 

Medical history 

 

Medical history 

Current meds 

 

 

Current meds 

Medical history 

 

 

Consumer Consent       

Coversheet/Feedback       
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4.3 Laminated Checklist-Service Entry 
 

LAMINATED CHECKLIST-SERVICE ENTRY 
 
 

1.  All referrals entering the service system are initiated by utilising the key 
Service Coordination Tools:  

·  Consumer Information Form 
·  Summary and Referral Form 
·  Consumer Consent Form 
 

2.  Referrals will be faxed or sent by surface mail. 
 
(Referring agency can use the Coversheet/Feedback Form as fax cover sheet, by 
completing the relevant details) 

3. The Coversheet/Feedback Form is to be used to confirm that the referral 
has arrived safely. 
 
(Agency receiving the referral, can use the Coversheet/Feedback Form used by the 
referring agency)  
 

 
 
4. 
 
 
 
 
5. 
 
 
6. 
 
 
7. 
 
 
8. 
 
 
9. 
 
 
10. 

The agency receiving the referral will be responsible for:  
 

� � Advising referring agency, if referral is inappropriate, using the 
Coversheet/feedback Form.  

(Destroying inappropriate referral in accordance with Privacy Legislation - refer to 
DHS Privacy Kit at www.dhs.vic.gov.au/phkb) 

 
 

� � Acknowledging receipt of referral via Coversheet/Feedback Form 
 

 
� � Contacting the consumer, as per individual agency practice 
 

 
� � Commencing appropriate screening 
 

 
� � Commencing follow-up assessment, if appropriate 
 

 
� � Providing appropriate service 
 

 
� � Advising referrer of action taken, using the Coversheet/Feedback 

Form 
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4.4  Coversheet/Feedback Form 
Fax in no:       Fax out no: 
Central Hume & Upper Hume PCP  

FAX COVERSHEET/FEEDBACK FORM 
REFERRAL PRIORITY: URGENT  ROUTINE   (please circle) 
 

ITEM  INFORMATION 
Consumer 
Identifier 

 
 
Agency 
Agency ID Number(optional) 
Contact person 
Title 
Contact No 
Fax No 
Date 

   
   

   
F

R
O

M
 

  

Referring 
Agency 
 
 
 
 
Number 
of pages  
sent Signature  

Please acknowledge that you have received this referral by completing the section below, signing 
and returning by facsimile/mail.  

Agency 
Contact person 
Title 
Contact No 
Fax No 
Date 

   
   

   
 T

O
 

Referral 
Recipient 
 
 
Number 
of pages  
sent 

Signature 
ITEM  INFORMATION CONFIRM  

Consumer Information X 2  
Consumer Consent  
Summary & Referral X 2  

Forms Received 
 
 
(Please state) 

Other 
 

 

ITEM  INFORMATION CONFIRM  
& DATE 

Inappropriate Referral  
(contact referring agency to discuss) 

 Immediate Response 

To contact Consumer as per protocol  

Action Taken 

 
 
 
 

 
 

Comments 

 
 
 
 
 
 

Agency Confidentiality Clause 
This fax is intended solely for the named addressee. This fax may contain confidential and legally privileged information.  If you are 
not the intended recipient and have received this message in error, please phone, referring agency on the phone number supplied. 

Individual agency 
logo can be 
placed here 
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4.5  HACC Care Coordination, Care Planning and Case Management 
Project 
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Copies of the complete HACC Care Co-ordination, Care Planning and Case 
Management Project Report are available electronically from members of the 
Steering Committee and Jill Nicholson.  E-mail addresses for contact are 
shown below. 
 
 
Member E-mail Address 
Sheryl Follett, Chairperson sfollett@umfc.com.au 
Neil Duggan neil.duggan@dhs.vic.gov.au 
Gary Foley gary.foley@gvh.humehealth.org.au 
Sharon Laver sharon.laver@wrhs.org.au 
Sally McCarron agedservices@mitchellchs.org.au 
Simon Rose  simon.rose@shepparton.vic.gov.au 
Bobbie Titcher btitcher@conectsupport.org 
Jill Nicholson jill.nicholson@benalla.net.au 
 
 
The report will also be on the Department of Human Services website in the 
next few months. 
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Executive Summary 
This project set out to explore the use and understanding of the terms care 
co-ordination, care planning and case management, to determine the level of 
understanding of the terms and then work to develop consistent definitions. 
 
The processes used primarily focussed on engaging workers in the field 
[mostly but not all Home and Community Care (HACC) funded], encouraging 
discussion and debate in relation to the terms.  Initially a survey of key 
stakeholders and a literature search of the terms and their use in other States 
and countries informed the project. The forums across the Hume Region 
expanded on this with participants coming together to hear each other’s views 
and develop a consistent definition and flow chart for each term.  These were 
well attended with lively debate. 
 
In some parts of the Hume Region this project and its activities occurred 
alongside the development by Primary Care Partnerships (PCPs) of Service 
Co-ordination tools.  This provided some consistent language and 
understanding in the field, for example, Initial Needs Identification. 
  
It was apparent that the usage of the term case management was fairly 
consistent and the tasks considered to be part of this role were similarly 
described by all groups.   
 
There was some divergence in the view of care planning, in particular in 
relation to whether the plan was for one service, or across a range of 
programs that were all providing services to one client.   Most participants 
acknowledged that plans being developed and reviewed by services working 
together reflected best practice but stated that this was not achievable in 
reality due to inadequate resources. 
 
The issue was similar in relation to care co-ordination, where agencies 
recognised the advantages of having a lead agency, as a central contact and 
information feedback point.  Agencies stated that this could become a defacto 
case management role. 
  
Common understandings were drafted for the terms.  Subsequently flow 
charts describing some of the activities involved, alongside principles that 
would apply in all situations were developed.  The Steering Committee 
reviewed the input of each of the forums and developed a draft regional set of 
common understandings and flow charts.  These were then presented back to 
the field at follow up forums which gave the Steering Committee feedback in 
relation to the draft terms and flow charts.  The terms and charts that appear 
in the body of this report represent input from across the Hume Region, pulled 
together by the Steering Committee. 
 
The project identified current practice in the Hume Region.  The flow charts 
and principles underpin best practice in relation to the practical application of 
the terms in this project. 
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As continuous improvement is an element of all practice, to further the work of 
this project it will be essential that the necessary protocols are developed 
regionally and between individual agencies.   These protocols would clarify 
the primary points of overlap and the roles and responsibilities of service 
provision.  It was recognised at project inception that protocols would be the 
next step and that the Primary Care Partnerships were the most likely vehicles 
for developing these.  
 
The project has achieved its goals, involved the field and has opened the 
terms care co-ordination, care planning and case management for debate and 
ongoing development.  The recommendations inform the field of what is 
needed to work towards Best Practice in relation to the terms. 
 
A secondary process has been to link the practice development to the DHS 
Better Access to Services strategy as currently all primary care agencies are 
working on this through their respective Primary Care Partnerships. 
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Recommendations 
The list of recommendations below was developed by the Steering Committee 
following the completion and collation of all forum material.  Members of the 
Steering Committee had attended forums in their areas and received 
feedback from all other forums. 
 
In the drive to continuously improve practice in order to best serve clients and 
their needs, the Steering Committee wished to draw the following 
recommendations to the attention of the HACC Best Practice Groups, the 
Department of Human Services, all agencies in the Hume Region and any 
others who are interested in developing quality practices.   The 
recommendations are based on the practice issues raised in the forums 
attended by workers in the field.  
 
Recommendations fell into several categories for implementation.  Some were 
considered the responsibility of the HACC Best Practice Groups in the 
Region, others the responsibility of the Primary Care Partnerships and others 
the responsibility of the Department of Human Services.  
 
Recommendation 1: That the Steering Committee, through this project and in 
conjunction with Telos Consolidated, arrange a forum to focus on the issue of lead 
agency, developing the role, responsibilities, expectations,  principles behind 
nominating the lead agency and the relationships of other services with this agency. 

Recommendation 2: That the Hume Strategic Advisory and Promotion Group 
reform, with 3 representatives from each of the sub-regional HACC Best Practice 
Groups. 

Recommendation 3: That the Hume Strategic Advisory and Promotion Group 
facilitate the development of protocols in relation to: 

¨  Lead agency 

¨  Facilitating client transition from care co-ordination to case management and 
case management to care co-ordination. 

Recommendation 4: That the Primary Care Partnerships, with input from the four 
Hume sub-regional  HACC Best Practice Groups, facilitate the development of 
protocols in relation to: 

¨  Feedback of information 

¨  Sharing information, for example in relation to care plans 

¨  Service Co-ordination Plans. 
 

Recommendation 5: That the Department of Human Services Regional Office, 
through the Home and Community Care training program, provide workshops in 
relation to protocols, processes and practices pertaining to information sharing. 

Recommendation 6: That the Department of Human Services Regional Office 
provide opportunities for Privacy Act training with a focus on its application in actual 
practice. 
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Recommendation 7: That the Department of Human Services Regional Office, in 
conjunction with the Hume Strategic Advisory and Promotion Group, work with the 
field to develop consistent practices in relation to waiting lists, including the 
consequential implied risk management. 

Recommendation 8: That the Department of Human Services Regional Office 
develop strategies to address the issue of potential defacto case management. 

Recommendation 9: That the Department of Human Services Regional Office 
facilitate a workshop enabling HACC and other relevant service providers to clarify 
the roles of all agencies involved in monitoring the well-being of the client.  
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Project Outcomes 
Principles 
During the many discussions in relation to case practice and the use of the 
terms in this project, participants in the forums identified some key principles 
that are recorded below.  This list is not exhaustive and could well be added 
to.   
 
The principles reflected below apply to all case practice situations and it is 
assumed that these principles will underpin the practice of anyone who 
embraces and implements the common understandings developed in this 
project and the processes depicted in the flow charts. 
 
 

It is a principle in any of the definitions and charts in this document that the 
client/carer is involved in all stages of the service delivery and flow charts, 
with a choice to exit at any point in time.  Work undertaken with clients will 
keep their needs foremost as well as those of their carer/family. 

When the word ‘client’ is used, it means ‘the person who was referred for 
service and their carer and family’. 

Client consent will always be obtained for any referrals, consultations or work 
undertaken that involves inter-agency co-operation.  Agencies will adhere to 
the legislation that is relevant to their practice.  The goal is to achieve service 
co-ordination for the client and to share necessary information in order to 
achieve this, whilst keeping private information that does not improve service 
co-ordination.  

The agencies and their staff involved in service delivery will promote client 
autonomy and independence. Client’s have a right to services and advocacy 
for services. 

The flow charts that were developed are a guide to the processes involved 
and are not intended to be prescriptive of practice.  The order of activities 
drawn is the usual practice as described by the workers present; however this 
may vary from client to client.  Some activities will not be relevant or 
necessary for some clients and others may require activities that are not 
listed. 

Common Understandings 
The purpose of this project was to develop common definitions and 
understandings of the terms care co-ordination, care planning and case 
management.  It was also decided to develop flow charts of the activities 
involved in undertaking these tasks.   
(refer to next section) 
 
The forums developed definitions and flow charts for each of the terms.  There 
were five (5) forums, therefore we had 5 definitions of each of the terms and 
corresponding flow charts, although most groups decided to place care co-
ordination and care planning on the one flow chart. 
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This initial process, of developing definitions, was followed by the Steering 
Committee developing a picture of what was common in the definitions and 
flow charts.  This was developed into a document called ‘Draft Common 
Understandings and Flow Charts’ that was circulated to participants for their 
feedback at the follow up forums.   
 
This section of the report outlines the feedback given to the Steering 
Committee by the participants at each of the four (4) Follow Up Forums.  The 
comments below demonstrated to the Steering Committee that there was a 
gap between current practice and the best practice that workers strive for.  
The comments are included in this report as they indicate why there is a 
variance between acknowledged best practice and the reality in which 
workers deliver services to clients. 
 

Care Planning 
Care Planning: Common Understanding  

The wording that follows incorporates the feedback from the four (4) follow up 
forums held in the Hume Region, specifically the general comments listed 
above.  The current practice, relating to each term will be noted first, followed 
by the Best Practice. 
   

Care Planning: Current Practice 
Care Planning is a dynamic, consultative process that includes the client, the 
family and appropriate service providers in the identification and assessment 
of client needs, from which a care plan is developed, that includes goals and 
actions aimed at achieving desired/optimal outcomes.   
 
Key tasks include: 
 

·  Assessment of short term and long term client needs 
·  Prioritising of client needs and goal setting to meet such needs 
·  Exploring the most appropriate and cost effective way of meeting client needs 
·  Developing a Care Plan specific to the services of the agency, noting other 

agencies involved.  The circulation of this Plan will depend on current 
individual agency practices 

·  Implementing the Care Plan 
·  Ongoing assessment and review of client needs and appropriate revision of the 

Care Plan. 
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Care Planning: Best Practice 
The best practice tasks include all those listed above, as well as the following: 
 

·  Developing a Service Co-ordination Plan to co-ordinate the client’s care across 
all involved services, i.e. a Service Co-ordination Plan as described in the 
Service Co-ordination Tools 

·  Documenting and circulating the Service Co-ordination Plan, which may 
identify a lead agency and who is responsible for what components of the Plan 

·  Formalizing the Service Co-ordination Plan through actions such as: 
appointment of a lead agency4, documenting the list of agencies involved, 
allocation of responsibilities, setting a review date, providing the client with a 
copy of the Service Co-ordination Plan, distributing a copy of the Service Co-
ordination Plan to participating agencies as per confidentiality and privacy 
guidelines.  

 
Care Co-ordination 

Care Co-ordination: Common Understanding 
As with care planning, the wording below incorporates the feedback from the 
four (4) follow up forums held in the Hume Region. 

Care Co-ordination: Current Practice 
Care Co-ordination is a process that implements the care plan to ensure that 
the specific service(s) in the plan are implemented in a client focused, flexible 
and timely manner.  It is acknowledged that some clients will choose to co-
ordinate their own care.  The care plan is dynamic in response to the client’s 
needs and may alter during the work with the client. 
  
Care Co-ordination includes: 
 

·  Implementation of the Agency’s Care Plan, particularly through each agency 
involved co-ordinating their own service(s)/program(s)  

·  Agencies ensuring that the care is meeting client needs through effective 
monitoring and review of the Care Plan 

·  Liaising and communicating with other service providers and client/carer 
·  Planned exit to other services/systems, eg. ACAS, case management or 

residential services. 
Care Co-ordination: Best Practice 

The best practice tasks include all those listed above, as well as the following: 
 

·  Formalizing a Service Co-ordination plan with all involved services 
·  Ensuring that a lead agency is nominated 
·  If a lead agency is appointed, they are the communication link for the 

client/family, they receive feedback from other agencies, and, they lead the 
review of care and ensuing adaptations to the Service Co-ordination Plan. 

Case Management 
Case Management: Common Understanding 

As with care planning and care co-ordination, this wording incorporates the 
feedback from the four (4) follow up forums held in the Hume Region. 

                                                
4 The tasks and duties of the lead agency need to be listed and clarified (refer to section on protocols and practice 
issues).  Participants wanted clarification that this was not a case management role.  Some described the role as a 
pivotal point for communication.  
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Case Management: Current Practice 
Case management encompasses the tasks and roles of Care Planning and 
Care Co-ordination and as such is based on a comprehensive assessment of 
the client’s complex needs. The Case Manager, as a central point of contact 
and identified key worker, liaises with the client and services to provide holistic 
care, problem solving and advocacy on behalf of the client. This process will 
proactively respond to and plan for client needs, activate appropriate 
resources in consultation with the client, carers and other service providers, 
and, ensure that the client is aware of all options and is able to make informed 
choices.  
 

Key tasks include: 
·  Being the lead agency 
·  Assessing client and carer/family needs using the social model of health 

framework 
·  Developing/updating the Care Plan and developing future goals 
·  Problem solving, trouble shooting, responding to crises 
·  Negotiating and facilitating service provision 
·  Liaising with service providers 
·  Monitoring the client’s well-being, needs, care and the effectiveness of 

services  
·  Advocacy and mediation 
·  Planning of care within available resources, sourcing additional funds 
·  Empowering clients and/or their families to make informed choices 
·  Referrals to other agencies 
·  Identify the need for specialised training that may arise due to a client’s 

specific needs 
·  Develop a Client Exit Plan.  

Case Management: Best Practice 
The best practice tasks include all those listed above, as well as the following: 
 

·  Hear and give feedback from / to other agencies 
·  Identify the need for and co-ordinate case conference(s) 5 
·  Clarify which agency will undertake what level of monitoring. 

 
Flow Charts 
The feedback given at the follow up forums in relation to the draft flow charts 
has been incorporated in the final flow charts (see below).  Feedback given 
was that the flow charts represented ideal/best practice, which was not 
necessarily the current practice at all times and in all agencies.   
 
One group commented that the Care Planning and Co-ordination Flow Chart 
does not reflect the acute-sub acute flow and their previous involvement.  
 
In the Case Management Flow Chart the services commented that they do not 
regularly call meetings with the client and other service providers to develop 
or review the Service Co-ordination Plan.   

                                                
5 It was acknowledged that both the feedback and the case conferences are sometimes activities undertaken by case 
managers. They are listed with the ‘Best Practice’ as many workers felt these tasks were not routinely undertaken by 
case managers, just as appointing a lead agency is not routinely undertaken in care co-ordination. 
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In the flow charts on the next two pages the documents referred to are those 
that are part of the Service Co-ordination Tools.   
 
The principles outlined earlier in the report apply to the flow charts below, 
therefore for example, where ‘referral’ or any communication with other 
agencies is shown, it is understood that this is with the consent of the 
client/carer.   
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Care Planning and Co-ordination Flow Chart: Towards Best Practice 
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Cas e Man ag em ent  Fl ow  Char t :  Tow ard s  B es t  Pr ac t i c e 
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4.6 Glossary of Terms and Acronyms 
 
ACAS   Aged Care Assessment Service 
 
Access   The right of, opportunity and means for entry 
 
Assessment A decision-making methodology that collects, weighs and interprets 

relevant information about the client.  Assessment is not an end in 
itself but of a part of a process of delivering care and treatment.  It is 
an investigative process using professional and interpersonal skills to 
uncover relevant issues and to develop a care plan. 

 
BATS  Better Access to Services.   

The policy and operational framework that will assist Primary Care 
Partnerships (their organisations and the organisations’ practitioners) 
to achieve functional integration.  Functional integration will be 
facilitated] through a systemic and consistent approach to 
assessment and service delivery. 

 
BATS Model  See Service Coordination model 
 
BATS Operational  See Operational Framework 
Framework 
 
BATS Strategy The agreed proposal for the ongoing planning, implementation and 

management of the Better Access to Services Operational 
Framework as part of each Primary Care Partnership’s Service 
Coordination model.  The Better Access to Services Strategy is part 
of the service coordination element of each Primary Care Partnership 
Community Health Plan, and is based on shared agreement about 
the PCP’s Service Coordination model. 

 
Best Practice A concept of organisational change and improvement that has been 

adopted from the industrial sector where it is seen as the pursuit of 
‘world class’ performance.  Best practice is considered to be a 
comprehensive integrated and cooperative approach to the 
continuous improvement of all facets of an organisation’s operations. 

 
Bio-psychosocial An assessment that considers the physical, mental and social 

aspects of a consumer’s life. 
 
Care Assistance or support given to a person to improve their health and 

wellbeing and to help them achieve maximum quality of life. 
 
Care Coordination The range of services required by the consumer are coordinated so 

that they are delivered in the most efficient and effective way to meet 
individual consumer’s needs.  Care coordination enables continuity of 
care, avoids duplication of services and ensures that meeting 
consumer needs is paramount over the needs of individual service 
providers and is not hampered unnecessarily by program boundaries 
(see Care Planning and HACC Care Coordination, Care Planning 
and Case Management Project Hume Region Summary Report, 
Appendix 4.4) 

 
Care Coordinator A nominated worker who has the responsibility of ensuring that the 

care plan is implemented, and that reviews and re-assessments are 
undertaken at the appropriate times by the relevant service providers. 
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Care Plan The outcome of the assessment and care planning process that 
documents the services to be provided.  It specifies service type, 
levels and frequency of service provision.  

  
Care Planning A process of deliberation that incorporates a range of existing 

activities such as care coordination, case management, referral, 
feedback, review, re-assessment and monitoring.  Care planning 
involves the judgement/determination of relative need as well as 
competing needs, and assists consumers to come to decisions that 
are appropriate to their needs, wishes, values and circumstances. 

 
Carer Anyone who provides unpaid assistance to a person with support 

needs based upon a previously existing relationship.  Usually a 
partner or a family member but can also be a friend, neighbour, work 
colleague or other acquaintance.  The informal carer can provide a 
little or a lot of assistance in terms of tasks undertaken or time spent 
providing care. 

 
CASA Centre Against Sexual Assault 
 
Case Conference    An inclusive process for making decisions about the care of a 

consumer.  Assessment findings and options for ongoing care and 
support are presented to other practitioners/clinicians, who can be 
from the same or different organisations.  The presentation includes 
conclusions of the assessment that are supported by a range of 
information sources.  Case conferences are often multi disciplinary 
and incorporate the views and preferences of the consumer and their 
carers. 

 
Case Coordinator (see Care Coordinator) 
 
Case Management The activities undertaken by one central person who assumes overall 

responsibility for the care plan, in order to streamline the interface 
between the service system and the consumer and carer (see Care 
Planning).  Activities may include some or all of: 

  Assessment 
  Care plan development 
  Referral and/or feedback  

 Implementation of the care plan, including liaison with service 
providers 

 Monitoring 
Review 
Reassessment 
Management of brokerage funds 

(refer to HACC Care Coordination, Care Planning and Case 
Management Project Hume Region Summary Report, Appendix 
4.4) 

 
Case Manager  (see Care Coordinator). 
 
CCT Coordinated Care Trial.  The Coordinated Care Trials are a 

Commonwealth Government initiative as part of the Enhanced 
Primary Care Package, established to test models of service 
provision which may achieve better delivery of care within existing 
resources to people with complex care needs. 

 
CHC Community Health Centre. 
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CIARR Client Information and Referral Record – A record developed by the 
Commonwealth for use in the Home and Community Care program. 

 
Clinician See Practitioner. 
 
Common Data Set An information model that defines describes a common set of data 

items for application across new and existing data collections.  
Examples of common datasets associated with Service Coordination 
include:  the Service Directory Dataset; Core Consumer 
Information; and the Department of Human Services Common Data 
Set. 

 
Commonwealth The Commonwealth Department of Health and Aged Care and or 

Department of Veterans’ Affairs. 
 
Community Health  Plans developed by Primary Care Partnerships that identify the 
Plan priority health and wellbeing needs of the community and describe 

how the Primary Care Partnership will work to respond to these 
needs.  Community Health Plan consist of three elements: 

 Partnerships, Service Coordination and Integrated Service 
Planning. 

 
Competencies The ability to perform the activities within an occupation or function to 

the standard expected in employment. 
 
Comprehensive A face-to-face interaction with a consumer, involving an intense level 
Assessment of inquiry, and an advanced dimension of history taking, examination, 

observation and measurement/testing.  It facilitates a more extensive 
process of inquiry that requires analysis and interpretation of the 
assessment information and a clinical judgement, diagnosis and 
differential diagnosis. 

 
Confidentiality The restriction of access to information, and the control of the use 

and release of information about a person, in order to protect the 
individual’s privacy. 

 
Consent The voluntary agreement of the individual or the individual’s 

authorised representative about a proposed action.  It can be either 
express or implied.  Express consent is provided explicitly, either 
orally or in writing.  It is unequivocal and does not require any 
inference on the part of the organisation seeking consent.  Implied 
consent arises where consent may be reasonably inferred from the 
action or in\action of the individual.  Consent must be meaningful, 
that is, an individual must understand what has been consented to 
and the implications of this.  Consent must be obtained without 
coercion or undue influence. 

 
Consumer Those members of the community who currently use services, are 

seeking to use services or who are potential service users. 
 
Core Consumer The agreed set of consumer information that is common to providers  
Information within the Partnership.  Will include such data items as name, date of 

birth 
 
DHAC Department of Health and Aged Care (Commonwealth Government) 
 
DHS Department of Human Services 
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Duty of Care A duty to take reasonable care of a person.  A duty of care is 
breached if a person with a duty of care in relation to another 
behaves unreasonably in relation to that other person.  Failure to act 
can be unreasonable in a particular situation.  A duty of care can be 
breached either by action or inaction.  The reasonableness of what a 
person has done or not done, is assessed by considering how a 
hypothetical reasonable person would have behaved in the same 
situation.  What is considered reasonable will depend on the 
circumstances. 

DVA Department of Veterans’ Affairs (Commonwealth Government) 
 
EPC Enhanced Primary Care (see EPCP). 
 
EPC MBS Enhanced Primary Care Medicare Benefits Schedule items.  These 

items enable general practitioners to undertake or participate in 
health assessments, case conferencing and care planning activities. 

 
Framework A general description of the six elements of Better Access to 

Services in which functional integration will be achieved.  The six 
elements are: initial contact, initial needs identification, service 
specific assessment, specialist assessment, comprehensive 
assessment, and care planning. 

Function Assessment An assessment of an individual’s ability to perform one or more 
activities of daily living. 

 
Function Integration A form of integration in which organisations and service providers 

continue to operate as independent entities but agree to undertake 
particular functions (for example: initial contact, initial needs 
identification) in a common, integrated manner.  Under functional 
integration, service providers continue to operate within their existing 
organisational and structural arrangements and simultaneously work 
within the virtual organisation of Primary Care Partnership.  

 
Gatekeeping A process of information gathering and judgement which approves 

access to individual services to ensure that services are provided to 
people most in need and that criteria for targeting are consistently 
applied. 

 
GP General Practitioner. 
 
HACC Home and Community Care 
 
Health Information Health Information includes personal information that is information 

or an opinion about an individual’s physical, mental or psychological 
health; a disability of an individual; an individual’s expressed wishes 
about the future provision of health services to him or her; a health 
service provided to the individual.  It also includes information that is 
collected to provide a health service, collected in connection with the 
donation of body parts and/or genetic information in a form that is, or 
could be, predictive of the health of an individual or any descendants.  
Health information refers to a person’s health information in any form 
(written, verbal, electronic, on video etc).  The collection of health 
information is covered by the Victorian Health Records Act (HRA) 
2001.  For more information DHS Privacy Kit at 
www.dhs.vic.gov.au/phkb 

 
 Health Promotion The process of enabling people to increase control over, and to 

improve their health.  To reach a state of complete physical, mental 
and social well-being, an individual or group must be able to identify 
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and realise aspirations, to satisfy needs, and to change or cope with 
the environment.  Therefore, health promotion is not just the 
responsibility of the health sector, but goes beyond healthy lifestyles 
to well-being. (see also Health). 

 
12MIT2 See IIMITT 
 
ICT Information and Communications Technology – often used instead of 

information technology to acknowledge the systemic links that exist 
between information technology and telecommunications systems. 

 
IIMITT Information, Information Management, Information Technology, 

Telecommunications 
 
IM Information Management 
 
IM Strategy The agreed proposal for the ongoing planning, implementation and 

management of the information management aspects of the Service 
Coordination model within each Primary Care Partnership.  The 
Information Management strategy is part of the Primary Care 
Partnership Community Health Plan, and is based on shared 
agreement about the Service Coordination model.  This strategy will 
provide a detailed overview of the short term (next financial year) and 
long term (3 year) strategic management of Information, Information 
Management, Information Technology and Telecommunications and 
reflects how these support the Service Coordination model. 

 
Information  The practices, protocols, roles, responsibilities and business  
Management processes that support the management of information (personal 

information, health information, services information, financial and 
administrative information, planning and performance monitoring 
information) whether in electronic or other form. 

 
Initial Contact Initial Contact is the point of first contact with the service system and 

will most commonly include the provision of accurate service 
information such as health promotion literature, and/or direct access 
to services via an initial needs identification. 

 
Initial Needs  Initial needs Identification is an initial assessment process where the  
Identification underlying issues as well as presenting issues are uncovered to the 

extent possible.  It is not a diagnostic process but is a determination 
of the consumer’s risk, eligibility and priority for service and a balance 
of the service capacity and the consumer needs. 

 
Integrated Service One element of a Community Health Plan, Integrated Service  
Planning Planning involves identifying the priority health and wellbeing needs 

of the community and developing collaborative strategies to address 
these needs, such as integrated health promotion and disease 
management. 

 
IPPs Information Privacy Principles 
 
IT Information Technology 
 
Key Worker See Care Coordinator 
 
LGA Local Government Area-the geographic area which is administered 

by a particular local government and which covers the area within 
which the particular local government delivers services. 
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MBS Medicare Benefits Schedule. 
 
MDS Minimum Data Set-a specified set of data for particular services or 

client groups that contains data on the number and characteristics of 
consumers (for example, the Home and Community Care Minimum 
Data Set). 

 
Medical Assessment Involves history taking, examination and investigation that generally 

leads to a disease based diagnosis. 
 
MOU Memorandum of Understanding 
 
MPS Multi Purpose Service 
 
Multi-disciplinary  Multidisciplinary assessment/care-planning allows for inter- 
Assessment professional dialogue and collaboration and a process of deliberation 

that maximises the care of the client and provides a mechanism for 
direct involvement and communication between at least two other 
service providers.  It allows for different professionals to bring 
different perspectives and conclusions, and provides mechanisms to 
identify, record and reduce these differences. 

 
Multidisciplinary See Multidisciplinary Assessment 
Care Planning 
 
Operational  A general description of the six elements of Better Access to  
Framework Services in which functional integration will be achieved.  The six 

elements are: initial contact, initial needs identification, service 
specific assessment, specialist assessment, comprehensive 
assessment, and care planning. 

 
PCP Primary Care Partnership.  A group of primary care providers that 

have formed voluntary alliances to work together to improve health 
and wellbeing in their local communities.  There are 32 Primary Care 
Partnerships in Victoria. 

 
PCP Strategy Primary Care Partnership Strategy.  A strategy which aims to enable 

primary care services to achieve positive outcomes for consumers 
and deliver improved health and well being for the community.  This 
strategy provides a framework for improving the planning and 
delivery of primary care services and for ensuring they work 
effectively together. 

 
Personal Information Information or an opinion recorded in any form, whether true or not, 

about an individual whose identity is apparent, or can reasonably be 
ascertained, from the information or opinion.  The collection of 
personal information is covered under the Information Privacy Act 
(IPA).  For more information DHS Privacy Kit at 
www.dhs.vic.gov.au/phkb 

 
Practitioner A service provider who has direct contact with and provides direct 

service to consumers. 
 
Primary Care Primary Health Care is essential health care based on practical, 

scientific and socially acceptable methods and technology.  It is 
made universally accessible to individuals and families in the 
community through their full participation and at an affordable cost to 
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the community and country.  Primary Health Care is the central 
function and main focus of the country’s health system.  It is first 
contact of the individual, the family and the community with the 
national health system, bringing health care as close as possible to 
where people live and work. 

 
Privacy The protection of the interests of the individual, and the individual’s 

right to control how their personal or health information is used, and 
for what purposes. 

 
Providers Organisations publicly funded to provide services to consumers. 
 
RDNS Royal District Nursing Service. 
 
Referral The transmission (physically or by other means) of personal and/or 

health information relating to an individual from one service 
provider(s) to another service provider(s) with the individual’s 
consent and for the purpose of care or treatment. 

 
Risk Assessment  A structured way of identifying clients who are at risk of developing a 
Tool specific condition. 
 
Risk Assessment A systematic process that quantifies the level of the client’s risk. 
 
Screening A process that involves the systematic use of a test or investigatory 

tool to detect individuals at risk of developing a specific disease that 
is amenable to prevention or treatment.  It is a population-based 
health strategy to identify specific conditions in targeted groups prior 
to any systems appearing. 

 
Security Any measures used to protect information and prevent the 

unauthorised use of data.  It includes efforts to maintain the 
confidentiality of personal and health information, including restricted 
physical access to the information and protective measures for 
electronic information such as passwords and encryption. 

 
Service Coordination  The service coordination element of Community Health Plans 

provides a framework whereby local models, systems and processes 
for assessment and information management, facilitate functional 
integration across the range of services.  This means that whilst 
services remain independent of each other in a structural sense, they 
work in a cohesive and coordinated way so that the consumer 
experiences a seamless and integrated response.  Within the service 
coordination component of community health plans, there are three 
initiatives that provide the infrastructure.  These initiatives are Better 
Access to Services, Information Management and Local Services 
Information and are interdependent.  The purpose of service of 
service coordination is to improve people’s access to services by 
making the service system function transparently to its local 
community. 

 
Service Coordination  Participating agencies within each Primary Care Partnership will  
Model reach agreement about and develop a description of how each of the 

Better Access to Services elements (Initial Contact, Initial Needs 
Identification, Service Specific Assessment, Specialist Assessment, 
Comprehensive Assessment and Care Planning) are to be 
undertaken and by whom.  These local models will also demonstrate 
how the six elements will be support by practices, protocols, roles, 
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responsibilities and systems which support the management of 
information (personal information, health information, services 
information, financial and administrative information, planning and 
performance monitoring information) whether in electronic or other 
form.  The models developed must ensure the elements in a 
functionally integrated way.  Local models will take into account local 
community circumstances and preferences to ensure their access to 
services is maximised. 

 
Service Directory A comprehensive information source on the range and scope of 

health and community based services available to consumers within 
PCP catchments to be used to inform consumers and providers. 

 
Service Director A Common Data Set which contains defined information (data  
Dataset  elements) relating to services and service delivery, such as: service 

type; location; access arrangements;  and cultural, linguistic or 
demographic specialisation.  This will ensure easy transmission of 
information across PCP boundaries. 

  
Service Specific  Service Specific Assessment is a face-to-face interaction undertaken  
Assessment where consumers have a relatively straightforward, obvious and 

distinct need for a specific service.  It is conducted by the provider 
responsible for delivering the service and occurs as part of the 
delivery of service. 

 
Social Model of  A conceptual framework within which improvements in health and 
Health well-being are achieved by directing effort towards addressing the 

social and environmental determinants of health, in tandem with 
biological and medical factors. 

 
Specialist  Specialist Assessment is a face-to-face interaction undertaken where 
Assessment the presenting issue clearly requires a specialist service response.  It 

occurs where a specialist need is identified following Initial Needs 
Identification. 

 
Virtual Organisation Virtual organisation arrangements consist of networks of workers and 

organisational units, linked by information and communication 
technologies, which flexibly coordinate their activities, and combine 
their skills and resources in order to achieve common goals but 
without traditional hierarchical modes of central direction or 
supervision.  In the case of Primary Care Partnership Strategy, a 
virtual organisation is a partnership model whereby independent 
organisations work collaboratively and cohesively on a common, 
agreed basis.  In this sense it refers to an organisational entity 
characterised by functional integration rather than organisational or 
administrative integration.  

 


