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Glossary

Clinical prioritisation  The process of assigning specialist clinic referrals to a priority 
category based on the patient’s clinical need and related 
psychosocial factors. Clinical prioritisation is a key component  
of the triage process.

Episode of care The period during which a patient receives services from the 
specialist clinic for a clinical condition, beginning from the time  
the clinic first accepts a referral for the patient. 

External referral A referral to a specialist clinic from a healthcare provider working 
outside the health service receiving the referral. Patients may  
self-refer for some clinics, such as some allied health and  
maternity services.

Internal referral  A referral to a specialist clinic from a healthcare professional working 
within the same health service. Clinicians in emergency departments, 
inpatient units, other specialist clinics and other areas of the hospital 
may generate internal referrals. 

New appointment purpose  Appointments where a specialist is seeing a patient for initial 
assessment (including combined initial assessment and treatment).

Referrer A healthcare provider who refers a patient to a specialist clinic. 
Patients may also self-refer for some other clinics, such as some 
allied health and maternity services.

Review appointment purpose Appointments where the primary purpose is to review the patient 
following a previous specialist clinic appointment or following 
treatment as an inpatient or day surgery patient.

Specialist clinics Planned, acute hospital services provided to non-admitted patients 
by medical, nursing, midwifery and allied health professionals.  
The term ‘specialist clinic’ is sometimes used interchangeably  
with ‘outpatients’, although the latter encompasses a broader  
range of non-admitted services.

Triage  In the context of specialist clinics, triage is a process in which a 
clinician reviews all referrals to make an initial assessment of patients’ 
needs, including their clinical priority and the best service response 
for the patient.

VINAH Victorian Integrated Non-Admitted Health data collection.
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1. Introduction

Public hospital specialist clinics are a major part of the healthcare system, providing more than two 
million appointments to Victorians each year.

Demand for specialist clinics is growing, driven by an ageing population, the increasing burden of 
chronic disease and rising community expectations. Changing hospital practices have led to shorter 
inpatient stays for many medical and surgical conditions and a focus on managing patients on a 
non-admitted basis where possible. Therefore, as well as experiencing growth in overall demand, 
specialist clinics now need to manage higher acuity patients and more complex clinical interventions.

Access to specialist clinics can affect patient outcomes and influence demands on other parts of the 
healthcare system. The Victorian Government recognises that improved access to these services is 
needed to ensure timely medical or surgical intervention, where appropriate, and to enable patients 
with less severe conditions to receive early advice on their treatment options.

The government is committed to reducing waiting times for specialist clinic appointments and 
improving the management of patients’ care pathways. As outlined in the Victorian Health Priorities 
Framework 2012–2022: Metropolitan Health Plan, the government will fund additional services in  
key areas, and will work with health services to implement new approaches to care coordination  
and systems for prioritising and managing patients. The Metropolitan Health Plan also foreshadows 
the development of clear business rules for the operation and management of public hospital 
specialist clinics.

As part of its focus on data transparency, the government will release information about specialist 
clinic waiting lists and the time patients wait to get an appointment. For the first time there will be 
centralised monitoring of access to specialist clinics and other aspects of service performance. This 
will be enabled by a new patient level minimum data set (MDS) collection for specialist clinic patients. 
Implementation of the MDS as part of the Victorian integrated non-admitted health (VINAH) data 
collection commenced in July 2011. 

In September 2011, the Minister for Health established an expert panel to examine and report on the 
management of public hospital elective surgery and specialist clinic waiting lists. The expert panel 
supported the development of a specialist clinics access policy.  The broader findings of the panel 
will be taken into account in the reporting of specialist clinics’ performance information and ongoing 
work to improve data quality. 
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About the policy
This document, Specialist clinics in Victorian public hospitals: Access policy, outlines the 
government’s expectations of service delivery, including indicative timeframes for the completion  
of key processes relating to specialist clinics (see summaries in Table 1 and Appendix 1). Over time, 
performance indicators and targets will be established in relation to key aspects of the policy.

As well as outlining government requirements, the document contains information about 
implementing the policies, under the ‘implementation guidelines’ headings in each of sections  
5 to 12; these are suggestions rather than mandatory requirements.

The policy is targeted to Victorian public health services, particularly the managers, clerical and 
clinical staff of specialist clinics. It will also be made available to general practitioners (GPs) through 
General Practice Victoria and Medicare Locals. 

Implementation and monitoring

Health services are responsible for ensuring compliance with the access policy, including:

•	 developing local policies and procedures that comply with the access policy

•	 identifying health service staff responsible for performing the tasks required by the policy

•	 providing training and education programs for staff who manage and deliver specialist  
clinic services

•	 monitoring performance against the policy requirements

•	 validating the accuracy and integrity of reported data.

Implementation of the policy by health services may require changes to existing business processes 
and supporting resources. In recognition of this, an extended timeframe has been set for full 
implementation of the policy. It is expected that all health services will be compliant with the policy  
by 1 July 2015.

The Department of Health (the department) will develop performance indicators and associated 
benchmarks to monitor health services’ progress in meeting the key requirements of the policy. 
These will be developed in 2013–14 and tested during 2014-15 prior to the proposed compliance 
date of 1 July 2015.

The department’s monitoring of health services’ implementation of the policy, and their performance 
against relevant benchmarks, will apply to the clinics identified in scope in section 4 of the policy.

The department will publish a service improvement guide to support the implementation of the 
policy. The service improvement guide will contain practical resources to assist in the management 
of specialist clinics, service redesign techniques and examples, and advice on the development  
of information for referrers.

A range of resources and information relating to specialist clinics is available on the Department  
of Health website at <www.health.vic.gov.au/outpatients>.
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Relationship with other government policies

This document, Specialist clinics in Victorian public hospitals: Access policy replaces the 2009 
publication Victorian public hospital specialist clinics: Access guidelines.

This policy should be read in conjunction with the Department of Health’s annual Victorian health 
policy and funding guidelines and with the VINAH user manual1, which provides data items, 
definitions and codes relevant to the specialist clinics’ MDS.

In the case of surgical clinics, this policy should be read in conjunction with the Elective surgery 
access policy.2

Consultation 

A draft version of the access policy was released for consultation in December 2011, and some 
amendments were made based on the feedback received. A list of key differences between the  
draft and final versions is available at <www.health.vic.gov.au/outpatients>. 

Stakeholders consulted in the development of the policy include: health services; professional bodies 
representing medical and surgical specialists, nurses, midwives and allied health clinicians; GP 
representatives; and a range of Department of Health programs and business support areas.

Two sector advisory groups to the Department of Health, the Specialist Clinics Advisory Committee 
and the Specialist Clinics Nurse Unit Managers Benchmarking Group, provided significant input to 
the access policy. 

About specialist clinic services
Specialist clinics provide planned non-admitted services that require the focus of an acute setting to 
ensure the best outcome for a patient. These services are an important interface in the health system 
between acute inpatient and primary care services. They provide access to:

•	 medical, nursing, midwifery and allied health professionals for assessment, diagnosis  
and treatment

•	 ongoing specialist management of chronic and complex conditions in collaboration with 
community providers

•	 pre- and post-hospital care

•	 maternity care

•	 related diagnostic services, such as pathology and imaging.

Patients are referred to specialist clinics by GPs, specialists and other community-based healthcare 
providers, as well as clinicians in emergency departments, inpatient units and other areas of the hospital. 
Patients may also self-refer for some clinics, such as some allied health and maternity services.

1 See http://www.health.vic.gov.au/hdss/vinah
2 See http://www.health.vic.gov.au/surgery/policies.htm
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Table 1: Summary of key processes and timeframes 

Process Section Timeframe

Referral screening (identification of referrals 
that are in the wrong place or missing 
required information, and contact with 
referrers if necessary)

6.1
Within three working days  
of referral receipt

Closure of referrals pending further 
information and reconsideration

6.3  
and 6.4

Within 30 days of requesting 
additional referral information, where 
the referrer has not responded

Referral acceptance/rejection
6.6  
and 6.7

Within five working days of 
receiving a referral containing 
necessary referral information

Referral acknowledgement

The referral acknowledgment conveys 
information to the referrer about the referral 
outcome (for example, acceptance or 
rejection) or requests additional information

6.8
Within eight working days  
of referral receipt

Clinical prioritisation 7.3
Within five working days  
of receipt of referral containing 
necessary referral information

Addition to waiting list/offer to book 
appointment/or scheduling of urgent 
appointment

8.1
Within three working days  
of referral acceptance and  
clinical prioritisation

First appointment for urgent patients 7.1 Within 30 days of referral receipt

Patient notification of new appointment  
date where health service has cancelled 
scheduled appointment

9.6
Within five working days  
of cancellation

Communication with referrer about the 
findings of initial assessment/treatment*

10.3
Within five working days  
of completed initial  
assessment/ treatment

Discharge summary sent to referrer  
and/or other provider*

10.3  
and 11.2

Within five working days  
of discharge from the clinic

* The policy outlines circumstances in which the health service may apply discretion to this requirement
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2. Policy objectives

The policy outlines the Victorian Government’s expectations of health services in the delivery  
of specialist clinic services. Specific objectives are to:

•	 identify the rights and responsibilities of health services, referring medical practitioners  
and patients

•	 promote consistent and equitable management of specialist clinic patients, including patients 
waiting for appointments

•	 promote good practice in the management of specialist clinic resources and improved 
transparency of the processes that determine access

•	 improve communication between health services, referring medical practitioners and patients

•	 reinforce existing government policies relating to the appropriate use of hospital services  
and linkages to community-based services

•	 provide authority for the development of local policies, protocols and procedures.
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3. Principles

The following principles underpin the policy:

•	 Health services work to improve access, and equality of access, to specialist clinic services.

•	 The specialist clinic environment, and the care delivered in clinics, optimises patients’ experiences 
and outcomes.

•	 Health services work in partnership with local primary and community providers to facilitate 
effective coordination of care.

•	 There is collaboration between specialist clinics and other areas of the health service to ensure 
coordination of hospital services.

•	 There is timely and effective communication with patients and referrers at key stages of the 
specialist clinic pathway. 

•	 Health services demonstrate effective and efficient use of staff and other resources to support 
timely service access and patient flow through specialist clinics.

•	 Referrals are managed effectively and efficiently.

•	 The waiting list for specialist clinic appointments is actively managed to ensure patients are treated 
equitably within clinically appropriate timeframes and with priority given to patients with an urgent 
clinical need. 

•	 Specialist clinics provide efficient scheduling and booking systems that are managed to optimise 
patient flow and respond to variation in demand and capacity. 

•	 Patients are discharged to community-based settings when clinically appropriate, or where there 
is capacity for a primary or community service to provide appropriate care.

•	 There is valid and reliable monitoring and reporting of access to specialist clinics. 
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4. Scope

The scope of the current specialist clinics access policy is defined below. 

Health services in scope
The policy applies to all Victorian public health services that are in-scope to report specialist clinics 
data through the VINAH minimum data set. 

Clinics in scope
For the purpose of this document, ‘specialist clinics’ are acute non-admitted medical, surgical and 
obstetric consultation clinics or allied health, nursing and midwifery clinics, regardless of the actual 
funding source. 

A list of specific 2013–14 Tier 2 categories considered in scope for the access policy is provided 
in Appendix 2.  Tier 2 is the interim classification used for administration of national activity-based 
funding (ABF) for non-admitted services.3  

As it is a new and evolving classification, the list of classes within Tier 2 is subject to change from 
year to year. Health services should refer to the current annual version of the Tier 2 classifications.

MBS clinics are in scope when patients’ clinical documentation is recorded in the health service’s 
patient record.

Referrals/patients in scope
Health services are encouraged to adopt consistent processes for managing all referrals and waiting 
lists, regardless of the source of the referral. 

Health services must record all referrals in scope for the VINAH data collection, regardless of the 
source of the referral (refer to section 6.2).  However, health services may apply discretion to  
meeting other referral and waiting list management requirements (sections 5–8) in the case of:

•	 internal requests for review, follow-up or further consultation as part of an ongoing care pathway 
at the health service 

•	 referrals made for administrative purposes to allow continuation of an existing episode of care  
(for example, to enable continued MBS billing).  

Where the policy would lead to unnecessary processes or communications relating to internal 
referrals, health services are encouraged to adapt the policy in ways that meet its general intent 
rather than the specific requirement. For example, communication with internal referrers could be 
via a central database or clinical information system that is accessible to both the referrer and the 
recipient clinic.

Sections 9–12 of the policy relate to all specialist clinic patients, except where indicated in the text.

3 See http://www.ihpa.gov.au/internet/ihpa/publishing.nsf/Content/non-admitted-care 
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5. Pre-referral communication

Principles

•	 Health services work to improve access, and equality of access, to specialist clinic services.

•	 Health services work in partnership with local primary and community providers to facilitate 
effective coordination of care.

•	 There is timely and effective communication with patients and referrers at key stages of the 
specialist clinic pathway. 

•	 Health services demonstrate effective and efficient use of staff and other resources to support 
timely service access and patient flow through specialist clinics.

Policy 
5.1 Information and support for referrers

Each hospital or health service should have a clear point of contact for enquiries about specialist 
clinic services and referrals, with designated staff available to respond to information requests from 
GPs and other referrers.

User-friendly and up-to-date information about public hospital specialist clinics, including the scope 
of services offered and referral requirements, should be accessible from the home page of the health 
service’s website. 

5.2 Guidelines for referrers

Health services should have written information about referral processes, the basic referral  
content required for all referrals, and any specific requirements relating to particular specialties  
or clinical conditions.

Implementation guidelines
Some patients are referred to specialist clinics unnecessarily, prematurely or without adequate 
information. Effective management of specialist clinic resources includes supporting GPs and  
other referral providers to know when and where to refer, and the information required to support  
the referral.

Guidelines and support for referrers

The availability of written guidelines and verbal advice for referrers for individual specialties may help 
reduce the number of inadequate or inappropriate referrals. Guidelines can also facilitate follow-up 
with referrers when inadequate information is provided or inappropriate referrals are made. 

Regardless of the referral source, referrals to specialist clinics should contain clinical and other 
information necessary to appropriately prioritise the referral and manage the patient’s wait for 
services and their care at the first appointment.  

Health services are encouraged to develop guidelines for major referral types within each clinical 
specialty. Guidelines provide an opportunity for the health service to:

•	 outline the minimum information, including investigations, required in referrals for particular clinical 
conditions (see ‘referral content’ below)

•	 highlight any relevant thresholds for intervention or conditions not seen in specialist clinics
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•	 highlight any circumstances in which patients should be referred to the emergency department 
rather than specialist clinics.

Research conducted for the Department of Health in 2011 showed that current guidelines for 
referrers vary considerably in style, length, content and availability across hospitals, specialties  
and clinics. Individual GPs may deal with many different hospitals and clinics, and have limited  
time to read long or complex guidelines.

The department’s planned service improvement guide (see page 2) will provide further advice to 
facilitate greater consistency in guidelines for referrers. The department may also facilitate the 
development of standardised guidelines for specific clinical areas where specialists have agreed that 
greater consistency and/or identification of thresholds for specialist referral would be advantageous. 

In addition to providing written guidelines, health services are encouraged to explore ways of 
improving referrers’ access to pre-referral clinical advice.

Referral content

Details that health services may require in referrals to specialist clinics include:

Patient demographic information

•	 Full name

•	 Name of a parent, guardian or carer, where applicable

•	 Address

•	 Telephone numbers

•	 Alternative contact details

•	 Date of birth

•	 Gender

•	 Medicare number

•	 National healthcare identifier (when established)

•	 Indigenous status (note where applicable)

•	 Interpreter needs, including preferred language where applicable

Clinical information

•	 Reason for referral:

– presenting problem and duration of symptoms

– impact on patient

– GP diagnosis or provisional diagnosis, if known

– referral purpose (for example, diagnosis, second opinion, review of treatment or care plan, 
specialist treatment/management, shared management with GP, diagnostic procedure)

•	 Physical examination results

•	 Management to date and response to treatment

•	 Investigation results

•	 Relevant medical history 

•	 Relevant social history or special needs

•	 Allergies or warnings

•	 Current medications
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Referrer details

•	 Referrer’s name, address and contact information

•	 Name of GP, if different from referrer

•	 Referrer’s provider number

•	 Referrer’s signature

Referral details

•	 Date of referral

•	 Name of specialist clinic, if known

•	 Name of specialist to whom the patient is being referred (for MBS-billed clinics)4

Referral templates and electronic referral

The General Practice Referral Template (GPRT, formerly known as the Victorian Statewide Referral 
Form) is a standardised template used by primary care providers to ensure provision of complete 
and high quality referrals to specialist clinics. The GPRT can be accessed at <http://www.health.vic.
gov.au/pcps/coordination/sctt.htm>. 

The National e-Health Transition Authority (NEHTA) is responsible for developing the capacity for 
e-referral (the electronic exchange of patient information between referring and receiving providers) 
in the Australian healthcare sector.5 The NEHTA Electronic Referral Program is developing the key 
specifications required for software vendors, GPs and specialists to establish a national environment 
for standardised electronic referral exchange. This will enable referrals to be sent securely and 
reliably to identified recipients, viewed by healthcare providers, and integrated into recipient clinical 
information systems.

Health services’ website content

Health services’ websites are used by patients and referrers to access information about specialist 
clinics. Information for referrers may include:

•	 clinics/services available

•	 details, including contact numbers, about how referrers can access information and advice to 
support clinical decision-making about referral

•	 links to information about commonly referred conditions and their management, where available

•	 general information about how to make a referral

•	 specialty-specific guidelines for referrers, where applicable

•	 details on how to re-refer a patient who has been recently discharged from clinics

•	 key information on relevant policies (for example, ‘Failure to Attend’) and booking procedures

•	 a link to the GRPT or alternative template for recording patient information

•	 a link to the GP Liaison Office website and brief explanation of the role 

•	 a link to the Victorian Government health services performance website.

4 Medicare Benefits Schedule (MBS) billed specialist clinics require referrals to be made to a named medical specialist.
5 http://www.nehta.gov.au/

http://www.health.vic.gov.au/pcps/coordination/sctt.htm
http://www.health.vic.gov.au/pcps/coordination/sctt.htm
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Information for patients may include:

•	 clinics/services available

•	 details on what the patient can expect, including an explanation that, in general, public hospitals 
do not enable a choice of individual specialist

•	 details about how patients can reschedule or cancel their appointment

•	 hospital-specific clinic information, including way-finding information

•	 relevant policies (for example, ‘Patient Rights and Responsibilities’, ‘Failure to Attend’)

•	 details, including contact numbers, about how patients can access information and advice

•	 details on access to services for culturally and linguistically diverse patients, indigenous patients, 
and those with a disability

•	 specialist clinics ‘Frequently Asked Questions’ or equivalent information

•	 a link to the Victorian Government health services performance website.

Victorian Government hospital performance website

The Victorian Government has established a dedicated hospital performance website to make 
performance data for hospitals publicly available. It is planned that this website will include data 
relating to specialist clinics’ waiting times, broken down for each medical and surgical specialty  
at each health service. 

The government is developing waiting list and waiting time key performance indicators for quarterly 
public reporting. Once this information is available it will be accessible on the health service’s 
website, either directly or as a link to the government’s website.6

6 See http://performance.health.vic.gov.au 
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6. Receiving and managing referrals

Principles

•	 Health services work to improve access, and equality of access, to specialist clinic services.

•	 Health services work in partnership with local primary and community providers to facilitate 
effective coordination of care.

•	 There is timely and effective communication with patients and referrers at key stages of the 
specialist clinic pathway. 

•	 Health services demonstrate effective and efficient use of staff and other resources to support 
timely service access and patient flow through specialist clinics.

•	 Referrals are managed effectively and efficiently.

Policy
6.1 Referral screening

Referrals should be screened within three working days of receipt to ensure prompt redirection, 
return or other management of:

•	 misdirected referrals (that is, received by the specialist clinic in error)

•	 referrals requesting services not provided by specialist clinics at the receiving health service 

•	 referrals that are incomplete; that is:

– unclear or unintelligible

– missing necessary demographic or other required information.

6.2 Referral records

The number of referrals received is an indication of demand for specialist services and therefore 
an important piece of information for planning by health services and government. Health services 
must keep a record of all referrals received by the clinic, regardless of whether or not the referral is 
accepted. The only exception to this is referrals that have been received by the clinic in error.

The following minimum information should be recorded for all referrals, regardless of whether they 
are ultimately accepted or rejected and regardless of the referral source (including both internal and 
external referrals):

•	 the date the referral is first received by the specialist clinic (this date should not be changed, even 
if the referrer is asked to provide additional information) (see section 6.3)

•	 the type of service provider making the referral

•	 the specialty to which the patient has been referred

•	 the date on which the health service contacts the referrer to acknowledge receipt of the referral 
(see section 6.8)

•	 the referral outcome (whether the referral was accepted or, if not, the reasons for non-acceptance).
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6.3 Referrals requiring further information or reconsideration

The health service should contact the referrer within three working days of receiving the referral  
if the referral screening identifies that:

•	 the referral is unintelligible

•	 the referral is missing necessary demographic or other required information

•	 it is not clear whether or not the specialist clinic is an appropriate service for the patient.

Where a referral is incomplete but urgent, the referrer should be contacted by telephone for the 
remaining information. In this situation, the health service should consider allocating an appointment 
while the information is pending.

Referrers may be contacted by telephone or in writing in relation to non-urgent referrals that require 
additional information. 

The health service should inform the referrer if it has not yet accepted the referral because it is 
awaiting further information.

In addition to requesting more information, specialist clinics may ask referrers to consider alternative 
options that may provide more convenient or timely services to the patient. The implementation 
guidelines provide more information about this policy.

Referrals that are awaiting further information or reconsideration should be coded as ‘processing in 
progress’ in the referral outcome data element of the VINAH MDS. However, referrals should not be 
left open indefinitely: if the referrer has not responded within 30 days of the health service’s request 
for additional information or reconsideration, the referral outcome should be coded as ‘withdrawn  
by referrer’. The referrer should be advised accordingly.

6.4 Requesting referral redirection to a closer service

If a referral is received for a service that could be provided at a facility closer to the patient’s home, 
specialist clinic staff may contact the referrer and ask them to redirect the referral. 

However, there are no defined catchment areas for specialist clinics. Provided there are valid reasons 
why the patient should be seen at the original hospital, the referral should not be refused on the 
basis of the patient’s location. The implementation guidelines provide more information about  
this policy.

6.5 Transfer of referrals to other services

Health services may transfer referrals to other health services or services where they have an 
agreement regarding the transfer of particular types of referrals.

The health service to which the referral was originally sent must advise the referrer of the transfer.

Privacy legislation requires that referrals cannot be directly transferred from one health service to  
a different health service or other service without the consent of the patient. 

6.6 Referral acceptance

Referral acceptance occurs when the health service has determined that the referral information is 
adequate and the referral is appropriate. This may occur at the point of referral screening or when 
referrals are being clinically prioritised (see section 7.3).
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Health services are required to accept a referral not more than five working days after receipt of an 
appropriate referral that contains the necessary referral information. 

The date of referral acceptance corresponds to the episode start date recorded in the VINAH MDS.

Patients should be advised when the health service has accepted a referral about them. This advice 
should be in the context of notifying the patient of their appointment details or addition to the waiting 
list. The initial communication should include information about patients’ rights and responsibilities, 
as outlined in section 8.2.

6.7 Rejected referrals

Health services may decline to accept a specialist clinic referral when the patient:

•	 does not require specialist clinic services

•	 does not meet established service criteria

•	 requires services that are not provided by specialist clinics at the receiving health service.

If referrals are rejected, the referring clinician should be advised of the circumstances under which the 
patient may be re-referred (for example, if the patient’s clinical condition changes). Where possible,  
the health service should provide information about alternative services or management approaches.

As outlined in section 6.2, health services are required to collect certain minimum information about 
rejected referrals.

6.8 Acknowledgment to referrers

Health services are required to write to the referrer (or the patient in the case of a self-referral)  
to acknowledge the receipt of the referral within eight working days of receiving a referral. 

To avoid unnecessary repeat communication with referrers, the referral acknowledgment would 
normally occur in the context of providing information about the health service’s response to the 
referral. As part of the acknowledgement the referrer may be advised that:

•	 the referral has been accepted (and the patient given an appointment or put on a waiting list)

•	 the referral has been rejected or transferred to another service

•	 more information or reconsideration is required.

6.9 Patient registration

Patients with an accepted referral should be formally registered on the health service’s patient 
administration system (PAS) and given a unit record (UR) number. Although a record must be kept  
of all referrals (see section 6.2 and implementation guidelines below), there is no policy requirement 
to generate a UR number or medical record for patients until their referral has been accepted.
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Implementation guidelines
Referral screening is an important administrative process to ensure that referrals requiring additional 
information, clarification or immediate action are not unnecessarily delayed. Staff undertaking referral 
screening should be adequately supported by training, protocols and access to clinical advice.

Health services should have written protocols in place regarding the management of referrals  
and provide training for staff in the use of the protocols. 

Health services are encouraged to provide information about processes for managing referrals on 
their websites and/or as part of the service’s written information for referrers.

Referrals requiring more information, reconsideration, rejection or transfer

Where a referral is incomplete but urgent, it may be appropriate for the health service to arrange  
the necessary diagnostic investigations prior to the patient’s first appointment. 

Referral acceptance should not be unreasonably refused or delayed due to the absence of minor 
details not required for referral processing.

Where referrals are returned to referrers because they have been rejected or require additional 
information, sufficient information about the referral and reasons for its return should be kept to  
allow the health service to answer follow-up questions. More detailed documentation may be 
required if the decision to reject the referral is not straightforward. 

Where health services plan to transfer some referrals to another health service (as part of an agreed 
arrangement), the patient consent to transfer may be obtained by the transferring health service or 
by the GP or other health practitioner who initiated the referral.  

The policy allows health services to ask referrers to reconsider referrals in situations where other 
services may be able to provide a timelier, geographically closer or more appropriate service for the 
patient. This requirement is intended to ensure that referrers are informed of situations where the 
patient may experience a long wait for an appointment, giving the referrer the opportunity to make 
alternative plans if possible. However, provided the referral is otherwise acceptable, health services 
cannot refuse referrals in situations in which the referrer perceives no alternatives or has valid 
reasons for wanting the patient seen at the original hospital. Circumstances in which referrals  
may be refused are outlined in section 6.7.
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7. Clinical prioritisation

Principles

•	 Health services work to improve access, and equality of access, to specialist clinic services.

•	 Referrals are managed effectively and efficiently.

•	 The waiting list for specialist clinic appointments is actively managed to ensure patients are 
treated equitably within clinically appropriate timeframes and with priority given to patients with  
an urgent clinical need. 

Policy
7.1 Statewide clinical priority categories 

A statewide clinical priority categorisation has been developed for data collection and reporting 
purposes. This is based on two categories: urgent and routine. 

Urgent

Referrals should be categorised as urgent if the patient has a condition that has the potential to 
deteriorate quickly, with significant consequences for health and quality of life, if not managed 
promptly. These patients should be seen within 30 days of referral receipt.

Routine

Referrals should be categorised as routine if the patient’s condition is unlikely to deteriorate quickly  
or have significant consequences for the person’s health and quality of life if specialist assessment  
is delayed beyond one month. 

Once baseline patient level data is available, the Department of Health may set a timeframe within 
which routine patients are expected to be seen by specialist clinics.

7.2 Clinical prioritisation in individual specialties

All patients referred to specialist clinics should be assigned to a priority category based on their 
clinical need and related psychosocial factors. 

In some specialties, it may be necessary to further categorise patients within the ‘urgent’ or ‘routine’ 
categories to ensure appropriate management of clinical risks. However, where further clinical 
prioritisation is necessary, using the fewest possible number of categories will reduce the possibility 
of excessively long waits for those with lower priority (see implementation guidelines below).

7.3 Timeframe for clinical prioritisation

Timely clinical prioritisation is essential to managing risk for referred patients and for the efficient 
management of referrals and waiting patients. 

Health services should organise specialist clinic resources to ensure referrals are prioritised within 
a clinically appropriate timeframe. Prioritisation should occur no later than five working days of 
receiving a referral that contains all information necessary for this function to be undertaken. 

Where referrers have requested an urgent appointment, earlier prioritisation and appointment 
scheduling may be required.
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7.4 Re-prioritisation

Re-prioritisation may occur after clinical review of a waiting patient’s referral by a specialist or 
delegate. The clinical review may occur in response to new information provided by the referrer  
or the patient and/or as part of a validation of waiting patients (see section 8.3).

Health services should identify a contact point for referrers to communicate a change in their 
patient’s condition. 

A change in a patient’s priority category should be authorised by the treating specialist, head of unit 
or delegate.

Where reassessment of the original prioritisation decision is required, the reasons for this should be 
documented and the new category recorded on the patient’s record. 

Implementation guidelines
Clinical prioritisation is a key part of the triage process in specialist clinics, in which a clinician reviews 
all referrals to make an initial assessment of the patient’s needs and the best service response for  
the patient.

Clinical prioritisation aims to ensure that patients are treated equitably within clinically appropriate 
timeframes and that priority is given to patients with an urgent clinical need. In other words, 
prioritisation systems are important to ensure that no harm comes to patients who have to wait  
for treatment.

In theory, the best and most equitable form of prioritisation is one that has the fewest possible 
categories and where patients within each category are treated strictly in the order that they are 
referred.7 This is because as soon as one patient is prioritised to receive treatment ahead of another, 
patients at the back of the queue have to wait longer. The more levels of prioritisation used, the 
longer those at the back of the queue will wait. Where clinics do not have the capacity to meet the 
demand for services, patients with a very low clinical priority may never be seen.

However, while no or minimal prioritisation and treatment in turn will ensure equity and the shortest 
average waiting times for specialist care, it may have clinical risks for some patients – and therefore a 
greater level of clinical prioritisation may be required. The degree of prioritisation needed will depend 
in part on the overall waiting times for appointments at the clinic; where there are long waiting times, 
a greater level clinical judgement will be needed in prioritising patients. 

Whatever categorisation approach is used, health services should develop protocols, processes 
and staffing models to ensure that clinical prioritisation occurs in a timely manner and with minimal 
variation in practice between clinicians. 

Improving consistency and quality of clinical prioritisation

The key to good prioritisation is consistency in the use of priority categories (from patient to patient 
and across the different staff responsible for clinical prioritisation). 

Health services are encouraged to develop clinical prioritisation guidelines for all major specialties. 

Triage staffing models should ensure that available clinical skills are used in the best possible way  
to support timely and high quality clinical prioritisation.

7 National Leadership Agency for Healthcare (2005), A Guide to Good Practice: Elective Services, Wales, United Kingdom. 
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The use of nursing, midwifery and allied health staff for the clinical prioritisation function has been 
shown to be highly safe and effective in many specialties, provided there are clear prioritisation 
guidelines and access to specialists’ advice in cases where the patient’s urgency is difficult to 
determine. However, the most appropriate staffing model for triage will depend on the nature of  
the clinic and the patient group, and some clinics may be better suited to consultant-led triaging.

Where clinical prioritisation is undertaken by less senior staff, there should be clear processes in 
place for escalation to a more senior clinician in the case of difficult decisions and/or where new 
information becomes available that challenges the original prioritisation decision. 

Other mechanisms for facilitating quality and consistency in clinical prioritisation include:

•	 ensuring referrals contain all necessary information (see sections 5 and 6)

•	 facilitating discussion between the referrer and specialist where appropriate

•	 clearly agreed and documented staff responsibilities for clinical prioritisation and transparent 
arrangements to cover staff leave 

•	 staff training

•	 regular review of protocols and adherence to documented requirements. 

Communication with referrers

It is good practice to inform referrers about how the specialist clinic has prioritised their referrals  
and the length of time patients with this categorisation can expect to wait to see a specialist.

Timely completion of the clinical prioritisation process will mean that the referrer can be advised of 
how the clinic has assessed the patient’s urgency when the referral is acknowledged (section 6.8).

It is important that the referrer is informed if the specialist clinic has prioritised the referral differently 
from the level of urgency indicated in the referral; for example, if the specialist clinic does not agree 
with the referrer’s assessment that the patient requires an urgent appointment.

Referrers and/or the patient’s usual GP should be informed if there is a change in the patient’s clinical 
prioritisation after the original assessment of urgency was made. 

As part of the screening function, the health service should contact the referrer within three working 
days of receiving a referral if the referral is missing necessary information (section 6.3). However 
it is recognised that a need for additional information may also be identified during the clinical 
prioritisation process. Ensuring that referral screening staff are well supported by training, protocols 
and clinical advice, as noted in section 6, will minimise the need for multiple requests for information 
from referrers.
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8. Managing waiting patients 

Principles

•	 Health services work to improve access, and equality of access, to specialist clinic services.

•	 Health services work in partnership with local primary and community providers to facilitate 
effective coordination of care.

•	 There is collaboration between specialist clinics and other areas of the health service to ensure 
coordination of hospital services.

•	 There is timely and effective communication with patients and referrers at key stages of the 
specialist clinic pathway. 

•	 Health services demonstrate effective and efficient use of staff and other resources to support 
timely service access and patient flow through specialist clinics.

•	 The waiting list for specialist clinic appointments is actively managed to ensure patients are 
treated equitably within clinically appropriate timeframes and with priority given to patients with  
an urgent clinical need. 

Policy
8.1 Adding waiting patients to lists and schedules

Health services are required to book an appointment or add the patient to a waiting list not more 
than three working days after accepting a referral and determining its clinical priority. 

Urgent patients should be booked directly into an appointment and should not be placed on  
waiting lists. 

Patients should be placed on a waiting list only if:

•	 there is a clinical indication that the proposed assessment or treatment is required and will be 
beneficial. The waiting list should not be used as a holding device while the patient’s condition 
progresses to a stage where treatment is necessary. 

•	 services are available within the hospital to provide the planned assessment or treatment. If it is 
known that patients will not be seen in a particular specialist clinic (at the projected clinic demand 
and capacity) or not seen within a reasonable period of time, the referrer should be advised of this 
and given the opportunity to implement an alternative management strategy.

The health service is not obliged to book an appointment or add a patient to its waiting list if 
additional necessary referral information is pending; however, patient circumstances should  
be considered.

Waiting list information should include:

•	 patient identification and contact details

•	 referrer details

•	 date referral received

•	 priority category

•	 clinical unit (and specialist’s name if applicable/known).
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8.2 Information for waiting patients

Patients placed on a waiting list should be informed of their rights and responsibilities, including:

•	 the specialist or clinical unit responsible for their care

•	 a contact person in the specialist clinic for further information

•	 their responsibility to notify the service if there is any change to their contact details, if the 
appointment is no longer required or if they are unable to attend a scheduled appointment

•	 what to do and who to contact if their clinical condition changes.

8.3 Waiting list record keeping and validation

Health services should keep accurate information about waiting patients, including records of any 
hospital-initiated postponements, failure to attend appointments and changes to the patient’s  
priority category.

Waiting lists should be regularly validated, using a standard process, so that they reflect the  
true picture of the number of patients waiting and correct information about those patients  
(see implementation guidelines below). 

Documentary evidence of the waiting list validation process should be retained by health services 
and should include:

•	 patients contacted

•	 patients not contactable

•	 whether or not the patient still requires the appointment and, if not, the reasons for this

•	 follow up actions and/or advice given to patients, if any

•	 names of staff conducting the validation process.

8.4 Removal of patients from the waiting list

Patients are considered to be waiting until such time they are seen for their first appointment or 
removed from the waiting list for one of the reasons listed below. Patients may be removed from  
the waiting list when they:

•	 no longer require the appointment because they have been seen, or will be seen, elsewhere or  
the condition has resolved

•	 have declined treatment

•	 have failed to attend an agreed appointment on two consecutive occasions without adequate 
explanation (see section 9.7)

•	 have not responded within a reasonable period to three attempts to contact them, including at 
least one telephone call, and alternative contact details cannot be obtained from the referrer or 
other source. 

The health service should exercise discretion to avoid disadvantaging patients in the case of 
hardship, misunderstanding and other extenuating circumstances. 

The health service should advise the referrer and/or the patient’s usual GP when patients are removed 
from the waiting list. Patients, where contactable, should also be advised. This communication should 
outline the circumstances in which the patient will be reinstated to the waiting list. 

The medical records department of the hospital should be notified of any patient deaths so the 
record can be stored appropriately. 
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8.5 Pooling or redistribution of waiting lists

Public patients are patients of the health service, not of a particular doctor, and their treatment can 
be provided by a hospital appointed doctor. Unless there are clinical reasons why a public patient 
should see a particular doctor, waiting lists for new patients should be pooled on a combined list  
for the relevant specialty or sub-specialty.

Patients attending for review appointments may need to see a particular clinician to support 
continuity of care and, therefore, pooling is not required for these patients.

Health services may offer patients an opportunity to transfer from one specialist to another within the 
same health service where a shorter waiting time is available.

Patients referred to a nominated specialist working in a MBS-billed clinic may elect to receive their 
treatment as a private patient. MBS rebates may be claimed where patients are seen by a specialist 
other than the one they were referred to, under certain conditions. Health services should refer to the 
Department of Health’s MBS resource kit for specialist clinics for further details.8

Where patients are transferred to another specialist, the referral receipt date and waiting list history 
should be maintained as per the original referral.

Implementation guidelines
Designated staff should be responsible for ensuring that specialist clinic waiting lists are compiled 
and managed in accordance with the policy outlined above. Staff orientation and training should 
incorporate the key principles and practices for managing waiting lists.  

A consistent approach should be applied to the management of waiting lists and waiting times 
across all hospital services, notwithstanding the specific requirements of individual specialties. 

Waiting list validation

The first opportunity to ensure the accuracy of waiting list information occurs as part of the 
communication with patients when their referral is accepted. Health service letters to patients  
(see section 8.2) should ask them to advise if their contact details change or they no longer  
need their appointment. 

Regular validation is part of good practice in managing specialist clinic waiting lists. Where health 
services have validated their specialist clinic waiting lists, they have found that a considerable 
proportion of patients on the lists no longer require an appointment. This may be related to long 
waiting times for non-urgent appointments or because referrers sometimes place the same patient 
on waiting lists at a number of different health services.

Health services are encouraged to contact patients on the waiting list at a predetermined time after 
listing (for example, six months) to confirm their details and continued need for an appointment. 
Patients should be informed of their estimated waiting time to first appointment as part of the 
validation process.

8 See http://docs.health.vic.gov.au/docs/doc/Specialist-clinics-in-Victorian-public-hospitals-:-A-resource-kit-for-MBS-billed-
services, page 11
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Patients should remain on the waiting list if they confirm their need for an appointment. Any patient 
who advises that his or her condition has worsened significantly since the original referral should be 
reviewed and/or re-prioritised by the clinic and, as appropriate, advised to return to the referrer or 
seek alternative treatment.

The process of validating waiting lists also provides an opportunity to identify records that are 
incorrect; for example, duplicate records, patients seen but not removed.

Communication with patients and referrers

Where patients are placed on waiting lists, it is good practice to advise them and their referrer about 
the expected wait time for an appointment. It may also be appropriate to provide advice about how 
the patient’s condition can be managed while waiting for the appointment.

In the case of patients who may have urgent or high-level clinical needs, health services should 
contact the referrer and/or the patient’s usual GP if the patient declines, repeatedly reschedules  
or fails to attend their appointment. 

It is good practice to inform the referrer if it is planned that the patient will be seen by a different 
specialist to whom the referral was made.
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9. Appointment scheduling and booking

Principles

•	 Health services work to improve access, and equality of access, to specialist clinic services.

•	 There is timely and effective communication with patients and referrers at key stages of the 
specialist clinic pathway. 

•	 Health services demonstrate effective and efficient use of staff and other resources to support 
timely service access and patient flow through specialist clinics.

•	 The waiting list for specialist clinic appointments is actively managed to ensure patients are 
treated equitably within clinically appropriate timeframes and with priority given to patients with  
an urgent clinical need. 

•	 Specialist clinics provide efficient scheduling and booking systems that are managed to optimise 
patient flow and respond to variation in demand and capacity. 

Policy
9.1 Selection of patients for appointments (treat in turn)

Appointments for urgent patients and patients who need review appointments at a time determined 
by their treating doctor should be made as required.

Other patients should be selected for appointments according to the date their referral was received; 
in the absence of good clinical or other reasons, as outlined below, the longest waiting patients 
within a priority category should get the next appointment.

When selecting patients to be booked into appointments, health services should consider:

•	 the patient’s clinical needs (including pregnancy stage for maternity patients)

•	 resource availability (for example, consultant presence, procedural rooms or equipment)

•	 patient comorbidities and related appointments

•	 patient availability

•	 whether the health service has previously postponed the patient’s appointment.

Factors such as staff training, professional interests and research activities should not be taken into 
account when selecting patients for appointments.

9.2 Booking appointments

Patients should be booked into individual appointment times; that is, there should be no block bookings.

Appointments for urgent patients should be made as required. 

For routine patients, health services are expected to discuss the appointment time with the patient 
before booking an appointment and to offer patients a choice of appointment time and date within 
the constraints of the clinic schedule. 

Patients who need treatment (for example, chemotherapy and radiotherapy) at pre-determined 
intervals or who are unlikely to contact the service to discuss the appointment time (for example, 
involuntary and statutory clients) may be exempted from this policy requirement. 
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The following additional requirements apply to appointment booking:

•	 A minimum of one week’s notice of the appointment is desirable. The exception is if the patient’s 
referral is urgent or in the circumstance of a hospital postponement, when rebooking should be  
to the next available appointment.

•	 Appointment bookings should take into account the patient’s needs; for example, it may be 
difficult for a patient living outside the metropolitan area to get to the earliest appointment in the 
morning at a metropolitan hospital. Scheduling should also consider that patients may have to 
navigate different areas of the hospital to attend multiple appointments; for example, they may 
need medical imaging before their appointment with a specialist. 

•	 Health services should confirm the scheduled time and date with the patient in writing, unless the 
agreed appointment date is three days or less from the booking date, in which case the patient 
should be contacted by telephone. 

•	 To optimise continuity of care, patients should be seen by the same clinician or specialist at each 
appointment, wherever possible.

9.3 Information for booked patients

Patients booked into their first specialist clinic appointment should receive written information about 
specialist clinics, their rights and responsibilities as patients and any information needed to prepare 
for the appointment (see implementation guidelines below).

Health services should provide a telephone service to respond to patient enquiries about specialist 
clinic appointments.

9.4 Clinic schedules

Templates for scheduling clinic appointments should:

•	 apply to a finite period

•	 be regularly reviewed to ensure they are optimally matched to clinic demand and capacity

•	 allow no or minimal overbookings

•	 reflect the actual start and attendance times of specialists and other staff

•	 provide capacity for booking of patients with urgent clinical needs

•	 allow for an appropriate number of new and review appointments (see below)

•	 allow for appointments of different lengths to accommodate patients with simple or complex 
needs, where needed.

9.5 New and review appointments

Health services are required to record the purpose of each appointment. There are two main 
appointment purposes:

•	 New patient assessment/treatment appointments: these are appointments where a specialist 
is seeing a patient for initial assessment (including combined initial assessment and treatment). 

•	 Review appointments: these appointments have the primary purpose of reviewing the patient 
following a previous specialist clinic appointment or following treatment as an inpatient or day 
surgery patient. 



25

9.6 Health service initiated postponements

Health services should maintain records of hospital-initiated postponements. In the event that 
postponement of a patient’s appointment is required: 

•	 the patient should be given as much notice as possible 

•	 the patient should be rescheduled as soon as an appointment can be made available within  
a clinically appropriate timeframe

•	 the patient should be booked ahead of patients whose appointments have not been postponed

•	 the patient should be notified of a new appointment date within five working days of the 
postponement.

In addition to the above, patients who have arrived for a significantly delayed or postponed 
appointment and who cannot wait should be offered:

•	 health service assistance and, if appropriate, reimbursement for transport home

•	 the opportunity to discuss, with a clinical staff member, issues that might arise as a result  
of the postponement

•	 the name and contact details of a health service staff member, should they require further information

•	 access to a complaints service.

Urgent patients should not be postponed without authorisation of the treating specialist or delegate; 
for example, registrar. Where urgent patients are postponed, the patient and their GP should be 
advised if significant health issues may arise as a consequence of the postponement.

9.7 Failure to attend appointments

Health services should inform and educate patients about the effects and consequences of failure  
to attend appointments.

Health services should implement appointment reminder processes to minimise the occurrence  
of missed appointments and short-notice postponements.

Subject to the requirements outlined in section 8.4, patients who have not yet had their first appointment 
at the clinic may be removed from the waiting list if they fail to attend a booked appointment on two 
consecutive occasions without adequate reason or notifying the hospital beforehand. 

Patients who fail to attend two consecutive review appointments may be discharged from the  
clinic with the approval of their treating specialist. 

The health service should exercise discretion to avoid disadvantaging patients in the case of 
hardship, misunderstanding and other extenuating circumstances. 

The health service should advise the referrer and/or the patient’s usual GP when patients are 
removed from the waiting list or discharged from the clinic after failing to attend appointments. 
Patients, where contactable, should also be advised. 
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Implementation guidelines
Treat in turn

Health services should have appropriate local policies and procedures to actively support the ‘treat in 
turn’ policy outlined in section 9.1, and should ensure that any variations are for appropriate reasons.

Patient-focused booking

Health services are encouraged to implement patient-focused booking (PFB) systems which offer 
patients choice of a suitable appointment time. The use of PFB for non-urgent appointments has 
been shown to maximise clinic capacity, control patient flow and decrease failure to attend rates. 
Less administrative time is spent cancelling and re-arranging appointments. 

Key elements of PFB are as follows:

•	 Acknowledgement of referral: when the specialist clinic accepts a referral, patients are sent a 
referral acknowledgement letter which confirms they are on the waiting list and explains they will 
be contacted, nearer to the time they are due to attend, to arrange their appointment. If a patient 
is to be seen within six weeks they are asked to contact the health service straightaway to make 
their appointment.

•	 Generating the clinic list: each week, clerical staff look at the clinic scheduled four weeks ahead. 
For each clinic they calculate how many patients will be needed to fill the clinic to its capacity. 
Patients are then selected from the waiting list, firstly in order of clinical priority, then by date of 
referral receipt.

•	 Invitation for appointment letter: a letter is then sent to the selected patients inviting them to 
telephone the specialist clinic to arrange their appointment. Appointment times are negotiated 
between the patient and specialist clinic within the constraints of the clinic schedule. 

•	 Managing variation in responses: PFB is self-balancing. If too few patients respond to the 
invitation for appointment in any one week, extra letters can be generated the following week. 
Conversely, if too many patients respond, bookings can be made into week five and fewer 
patients invited for appointments that week. 

•	 Patients who do not respond to the appointment letter: a reminder letter is generated for 
those patients who do not respond to the invitation for appointment letter within a set time. If 
the patient fails to respond to a subsequent reminder letter, and is unable to be contacted by 
telephone, a further letter is sent to the patient and their GP explaining that they have been 
removed from the waiting list. 

•	 Adherence to a leave notification policy: successful introduction of PFB relies on strict policies 
about notification of leave for any staff whose absence will affect a specialist clinic. Medical  
staff should provide notification of planned leave six weeks in advance. This allows the clinic 
template to be adjusted to match the predicted clinic capacity prior to patients being booked.  
Any necessary cancellations due to unplanned leave, such as staff illness, can be rescheduled 
into an empty clinic in five weeks’ time. 



27

Information for booked patients

The government’s specialist clinics website includes frequently asked questions, which contain 
comprehensive information about these services.9 Health services should also provide patients  
with necessary specific local information, such as:

•	 way-finding information in the form of a map or written instructions10 

•	 patient responsibilities (such as notifying the service of change of address or contact details, 
inability to attend an appointment or appointments that are no longer required) 

•	 patient rights, including patient advocacy and the process for addressing complaints 

•	 information about how to access interpreting services and transport assistance (if eligible)

•	 health service policy regarding missed appointments (see section 9.7)

•	 instructions about what to bring or how to prepare for the appointment

•	 a health service contact.

Communication between patients and specialist clinics may be facilitated by:

•	 a dedicated and responsive telephone line for patients to arrange, reschedule or cancel their 
appointment

•	 a website, email address or other e-messaging arrangement for patients to reschedule or cancel 
their appointment

•	 an appointment reminder service.

In the case of specialist clinic patients who have declined, repeatedly rescheduled or failed to attend 
their appointments, it may be necessary to inform the patient, where contactable, of any risks to their 
health of not receiving treatment considered necessary by the treating specialist. 

Managing clinic schedules

Health services are encouraged to implement standardised template development and appointment 
scheduling processes across clinics.

There should be clear lines of responsibility for clinic schedules. It is suggested that responsibility for 
developing and revising scheduling templates should be shared between the head of clinic and the 
relevant administrative/business manager of clinic, in consultation with individual clinicians.

9 See http://docs.health.vic.gov.au/docs/doc/About-specialist-clinics-in-public-hospitals--Information-for-patients-
brochure---English---June-2010

10 See http://docs.health.vic.gov.au/docs/doc/Specialist-Clinics-Wayfinding-Guidelines---The-Outpatient-Journey---
August-2008 
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10. Patient flow and care coordination

Principles

•	 Health services work to improve access, and equality of access, to specialist clinic services.

•	 The specialist clinic environment, and the care delivered in clinics, optimises patients’ experiences 
and outcomes.

•	 Health services work in partnership with local primary and community providers to facilitate 
effective coordination of care.

•	 There is collaboration between specialist clinics and other areas of the health service to ensure 
coordination of hospital services.

•	 There is timely and effective communication with patients and referrers at key stages of the 
specialist clinic pathway. 

•	 Health services demonstrate effective and efficient use of staff and other resources to support 
timely service access and patient flow through specialist clinics.

•	 Patients are discharged to community-based settings when clinically appropriate or where there  
is capacity for a primary or community service to provide appropriate care.

Policy 
10.1 Understanding demand and capacity

Health services should have processes in place to monitor service capacity, activity levels  
and demand for specialist clinic services. 

10.2 Information for patients about treatment and care

Patients and, where applicable, their carers, should receive information about their specialist clinic 
treatment and care at their first appointment. This should highlight:

•	 the role of the specialist clinic in relation to the patient’s GP and any other services involved  
in the patient’s care

•	 the expected nature and outcome of the patient’s involvement with the specialist clinic.

Patients should receive easy-to-understand information about their condition and how health 
outcomes can be optimised. 

Patients undergoing procedures or treatments in specialist clinics should be informed about:

•	 what is involved

•	 risks associated with the procedure/treatment

•	 risks of not receiving necessary procedures/treatments

•	 other options for managing the condition.

There should be mechanisms in place to enable patients to provide feedback about the care they 
receive in specialist clinics.
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10.3 Coordination with general practitioners and other community providers

Communication with the referrer, usual GP and/or any other relevant healthcare providers should 
occur at key points in the specialist clinic pathway, and should include information about the 
outcomes of the patient’s assessment and treatment and the plan of care. Minimum points of 
communication are outlined below:

•	 Specialist clinics should send a summary of assessment findings and any recommendations 
within five working days of the completed initial assessment.11

•	 Discharge communication should be sent within five working days of the patient being 
discharged from the specialist clinic (see section 11.2).

The following qualifications apply to these policy requirements:

•	 The assessment and discharge communications may be combined in the case of a brief episode 
of care; where completion of the assessment and discharge occur in the same appointment; and 
in cases where the outcome of the assessment can be assumed by the referrer (for example,  
in the event of a routine pregnancy).

•	 In the case of maternity patients, a summary of the birthing episode may be sent on discharge 
from hospital rather than by the specialist clinic.

•	 Where appropriate, communications may be with the patient’s usual GP and/or other healthcare 
provider rather than the referrer.

There should be mechanisms in place to ensure early identification of patients who are concurrently 
managed by other services (for example, sub-acute ambulatory care services, Hospital Admission 
Risk Program, community health services) and proactive communication with these services to 
coordinate discharge planning and care. 

10.4 Coordination within the health service

There should be processes in place to support the efficient transfer of patient information within the 
health service, including between different staff within the specialist clinic; between different specialist 
clinics; and between specialist clinics and other areas of the hospital.

Placement of specialist clinic patients on the waiting list for elective surgery must be done in 
accordance with the Elective surgery access policy.12

10.5 Patient consent to information transfer

The transfer of patient information must comply with the privacy principles defined in the Information 
Privacy Act 2000 and the Health Records Act 2001.13 The following points should be noted:

•	 The referrer is responsible for obtaining patients’ consent for their personal and health information 
to be shared with specialist clinics. 

•	 Patients seen by specialist clinics should be advised that any new information the specialist 
obtains about them may be shared with the referrer and/or other relevant service providers.

11 This is not necessarily the first appointment, as more than one appointment may be required to complete the 
assessment

12 See http://www.health.vic.gov.au/surgery/policies.htm
13 See http://www.health.vic.gov.au/healthrecords/
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•	 Unless a patient refuses consent, information about the care received in specialist clinics should 
be routinely shared with the referrer, the patient’s nominated GP (where different from the referrer) 
and other relevant service providers involved in the patient’s care.

•	 There should be documented procedures for the management of patient records where patients 
do not consent to the sharing of their information.

Implementation guidelines
Managing demand and improving patient flow

Where demand for specialist clinic services exceeds the health service’s capacity to provide 
appointments within appropriate timeframes, health services should explore options to manage 
demand and improve the flow of patients through clinics. Relevant strategies are noted below.

Service redesign and innovation

Evidence suggests that systematic application of service redesign concepts and tools, together with 
clinical leadership and engagement of other clinical teams, improves patient flow.14 

In Victoria, funding has been provided under the Specialist Clinics Improvement and Innovation 
Strategy and the Redesigning Hospital Care Program to help health services examine and redesign 
specialist clinic pathways and processes. The department is working closely with health services 
involved in these projects to ensure that learning is shared across all health services.15

Care pathways

In 2008, the Department of Health funded a project to map a generic specialist clinic care pathway 
and identify key decision points from when patients are first referred to specialist clinics through  
to discharge.16

The generic care pathway provides a basis for the development of care pathways specific  
to particular clinical conditions. Adherence to pre-determined, standardised care pathways:

•	 facilitates the development of a clear management plan that can be communicated to the patient 
and GP at the first assessment

•	 facilitates up front allocation of resources

•	 reduces unnecessary review appointments by highlighting points of potential discharge from the clinic

•	 promotes consistency of practice between specialists.

Where standardised care pathways are in place, they should be flexible and responsive to any clinical 
deterioration or change in the individual needs of the patient.

Patient streaming

As well as pathways that are specific to particular clinical conditions, generic pathways have been 
proposed that stream all patients according to the length and nature of their likely involvement with 
specialist clinics and/or the clinical and administrative processes needed to manage their condition.

14 National Health Services Institute for Innovation and Improvement, 2008, 10 High Impact Changes for Service Improvement 
and Delivery.

15 See http://docs.health.vic.gov.au/docs/doc/Specialist-Clinics-improvement-and-innovation-strategy-report-on-funded-
projects-in-2009-(revised-2011)

16 SANO, 2008, Development and pilot of a generic outpatient generic care pathway template: prepared by SANO consultancy 
for the Department of Human Services, Melbourne available at <www.health.vic.gov.au/outpatients/index.htm>. 

http://docs.health.vic.gov.au/docs/doc/Specialist-Clinics-improvement-and-innovation-strategy-report-on-funded-projects-in-2009-(revised-2011)
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Although individuals may have different conditions or circumstances, the processes required for their 
management may be similar. Services can often achieve efficiencies through management of ‘like’ 
patients as part of the same service stream. For example, patients could be streamed according 
to their level of complexity. There could be one pathway for patients with complex problems and 
co-morbidities, requiring multiple appointments and investigations, and another pathway for patients 
with a single condition who require fewer investigations, fewer appointments and a relatively simple 
process. In some clinical areas, it could make sense to delineate the processes required for newly 
referred patients versus those being seen for review appointments.

Workforce innovation

Health services are encouraged to consider how allied health, nursing and midwifery staff could be 
used to support delivery of specialist clinics services. 

For example, where patients have conditions that are amenable to early intervention or in which  
a large proportion of referred patients do not require treatment by a medical or surgical specialist, 
there may be benefits in having patients seen in the first instance by a nurse, midwife or allied health 
practitioner, with input from the specialist as required. Early assessment by a nurse, midwife or allied 
health practitioner can identify patients who do not need to see the specialist, those who may require 
additional diagnostic tests prior to seeing the specialist, and those who may benefit from particular 
management approaches while they wait to see a specialist.

A number of health services are also implementing new roles for allied health, nursing and midwifery 
staff in providing routine post-surgical review and follow-up care.

By limiting the number of unnecessary consultations with surgeons, such approaches can lead to 
more timely appointments for patients who do require assessment and/or treatment by a specialist. 

Health services are also encouraged to consider and develop innovative models that assist people  
to access community-based health and support services. 

Care coordination

Specialist clinics are increasingly managing patients with complex health conditions. For these patients 
in particular, the specialist clinic journey will often involve direct or indirect contact with many different 
clinics, other areas of the hospital and dozens of hospital staff. Navigating the system can be a difficult 
task if there is lack of coordination and management of care doesn’t reflect the perspective of patients. 

Health services are expected to develop and implement local policies, procedures and systems  
to facilitate communication when care is transferred between health professionals within the  
health service.

Some services have successfully implemented care coordinator roles to assist specialist clinic 
patients with complex needs to navigate their way through the hospital and broader health system.

In 2011–12, the Victorian Government committed additional funding to ten health services for nurse 
coordinator roles in specialist clinics. Health services are using this funding to augment existing nurse 
coordination functions or to introduce new roles designed to ensure that the patient journey through 
clinics occurs in a safe and efficient manner.  

Regardless of whether they have implemented formal care coordinator roles, health services are 
encouraged to identify key specialist clinic staff who can assist patients to navigate the health  
system and access local GPs and other healthcare providers.
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Patient-centred care
It is important that patients have the opportunity to participate in decision making about their  
own treatment and care, as there is evidence that this improves treatment compliance and  
health outcomes. 

Information should be provided in a way that is appropriate to patients’ level of health literacy.

As well as providing general information and supporting participation in decision making, it is 
good practice, where appropriate, to copy patients into written correspondence between health 
professionals about their care.

The department has developed a resource kit, Communicating with consumers: good practice  
guide to providing information,17 to help health services assess the quality of information provided  
to patients.

A training tool, Making decisions about tests and treatments: principles for better communication, 
has been developed by the National Health and Medical Research Council to improve interaction 
and collaborative decision making between patients and health professionals.

Working with people who have special needs
People may experience difficulties in accessing services because of disability, communication 
problems, lack of proficiency in English or beliefs that are not well understood by service providers.

Health services are advised to document specialist clinics’ provisions for patients with special needs, 
provide cultural awareness training for staff and consider how a patient’s disability, language, culture 
or religion may affect their care at all stages of the specialist clinic pathway.

The department’s language services policy outlines requirements for providing access to professional 
interpreting and translating services.18 The specialist clinics Frequently Asked Questions are available 
in 17 community languages.

The department also provides information on improving accessibility for people with a disability.19

Collaboration with general practitioners and other primary care providers
Health services are encouraged to utilise the skills and knowledge of their General Practice Liaison 
Officer, where available, and engage with their local division/s of general practice/Medicare Locals  
to strengthen communication about specialist clinic referrals and patient care.

The Department of Health has published a resource guide, Working with general practice, which 
provides useful tools and examples of how to work effectively with general practice.20 

The involvement of many hospitals in Victoria’s Primary Care Partnerships (PCPs) and the use 
of PCP service coordination tools21 by some health services have improved communication with 
primary health and other community-based services. 

The Human Services Directory (HSD)22 provides accurate and up-to-date information about health, 
social and disability services in Victoria.

17 See http://www.health.vic.gov.au/consumer/downloads/dhs972.pdf
18 See http://www.dhs.vic.gov.au/__data/assets/pdf_file/0008/594926/language_service_policy.pdf
19 See http://www.dhs.vic.gov.au/
 See http://www.hreoc.gov.au/disability_rights/buildings/guidelines.htm
20 See http://www.health.vic.gov.au/pch/downloads/gpc_dhs_positionstatement_jan08.pdf
21 See http://www.health.vic.gov.au/pcps/
22  See http://humanservicesdirectory.vic.gov.au/
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11. Discharge

Principles

Health services work to improve access, and equality of access, to specialist clinic services.

•	 The specialist clinic environment, and the care delivered in clinics, optimises patients’ experiences 
and outcomes.

•	 Health services work in partnership with local primary and community providers to facilitate 
effective coordination of care.

•	 There is collaboration between specialist clinics and other areas of the health service to ensure 
coordination of hospital services.

•	 There is timely and effective communication with patients and referrers at key stages of the 
specialist clinic pathway. 

•	 Health services demonstrate effective and efficient use of staff and other resources to support 
timely service access and patient flow through specialist clinics.

•	 Patients are discharged to community-based settings when clinically appropriate or where there  
is capacity for a primary or community service to provide appropriate care.

•	 There is valid and reliable monitoring and reporting of access to specialist clinics. 

Policy
11.1 Discharge planning

Discharge planning should commence early in the patient’s episode of care, ideally at the patient’s 
first specialist appointment.

A discharge plan should be completed for all patients who do not require further specialist intervention 
or who can be treated on a shared care basis with primary/community providers. The discharge plan 
should include a summary of interventions provided at the specialist clinic, outcomes, any relevant 
risks and shared management protocols, if applicable. 

11.2 Discharge documentation

Subject to the qualifications noted in section 10.3, discharge communication and other relevant 
information should be prepared and sent to GPs and/or other relevant healthcare providers within  
five working days of the patient being discharged from the specialist clinic.

The discharge communication should advise the healthcare provider about how to gain re-entry to  
the specialist clinic if the patient requires reassessment and/or further specialist treatment.

A copy of the discharge plan should be documented on the patient’s medical record and an episode 
end date recorded in the VINAH MDS.

Implementation guidelines
There is a cohort of patients who, because of the complex nature of their conditions, will not be 
suitable for discharge from specialist clinic care. However, failure to discharge patients when it is 
clinically appropriate and where there is capacity for a GP or other community provider to meet the 
patient’s needs means that specialists are less available to treat more complex patients.
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Health services are encouraged to set targets reflecting an appropriate ratio of new and review 
appointments in each clinical specialty. The establishment of new and review targets and feedback 
to specialists about their performance against the targets has been shown to be effective in 
increasing rates of discharge from specialist clinics.23

Discharge rates may also be improved by the development of formal discharge protocols for major 
patient groups, highlighting discharge criteria and points in the care pathway for timely and clinically 
appropriate discharge from specialist clinics. Discharge protocols usually incorporate processes 
for regular consultant review of specialist clinic patients to determine their suitability for discharge. 
Alternatively, criteria-led discharge by allied health, nursing and midwifery staff in enhanced practice 
roles may reduce the demand for consultant review where appropriate. 

Currently, the perceived difficulty of obtaining timely service re-entry creates a disincentive to 
discharge from the perspective of the patient, specialist and GP. Therefore, health services are 
encouraged to implement procedures to ensure that recently discharged patients can obtain 
prioritised re-entry to the specialist clinic if their condition changes unexpectedly. This requires the 
health services’ patient administration system to be able to clearly identify patients who have been 
discharged and the reason for discharge.

The Victorian public hospital specialist clinics: discharge guidelines (2010) contain further advice  
on improving specialist clinic discharge practices and rates of discharge. The guidelines  
recommend that:

•	 Patients are brought back for specialist review only when clinically necessary and should be 
discharged to other service providers, such as GPs, as soon as clinically appropriate. Where 
ongoing specialist intervention or review is required, opportunities for shared care with primary 
and community providers are explored.

•	 Patients and referrers are made aware from their first contact with specialist clinics that the service 
will be limited to the time that specialist involvement is required.

•	 Discharge planning – consideration of the patient’s ongoing care needs is undertaken in 
consultation with the patient and their carers (where appropriate) and relevant service providers. 

•	 Discharge-related processes and templates (for example, discharge letters) are standardised in 
order to streamline discharge and reduce duplication of effort. 

•	 Health services engage clinical leaders in creating systems and cultures that encourage and 
support staff to discharge patients appropriately from specialist clinics.

•	 Health services explore opportunities to improve discharge rates and practices through workforce 
role redesign, enhanced practice of allied health, nursing and midwifery staff, and support for 
junior medical staff to initiate discharge for less complex patients.

23 Aspex Consulting, 2011, Improving referrals to public hospital specialist clinics, final report: prepared by Aspex 
Consulting for the Department of Health, Melbourne (unpublished).
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12. Performance monitoring

Principle

•	 There is valid and reliable monitoring and reporting of access to specialist clinics.

Policy
12.1 Reporting to the Victorian Government

Health services in scope to collect the specialist clinics’ MDS through VINAH are required to  
report this data to the department in accordance with the specifications listed on the Health  
Data Standards and Systems website at <www.health.vic.gov.au/hdss/index.htm>.

All health services funded to provide specialist clinics are required to collect and report monthly 
aggregate data in accordance with the relevant Agency Information Management System (AIMS,  
see <www.health.vic.gov.au/aims>) form until instructed otherwise by the department.

Details of reporting requirements are available in the Victorian health policy and funding guidelines.24

Implementation guidelines
The VINAH data collection is being implemented in specialist clinics, initially in 26 health services. 
VINAH is a patient-level reporting system suitable for reporting a wide range of non-admitted activity. 
The collection of a MDS for specialist clinics will be used to provide clinical, demographic and 
resource utilisation information necessary for service planning and coordination, and will enable the 
department to meet its state and national accountability obligations. 

While the VINAH data collection will replace AIMS over time, AIMS reporting for specialist clinics will 
continue until the department sends a letter to the health service chief executive officer advising of 
the discontinuation of AIMS. 

The government plans to report publicly on specialist clinic waiting lists and waiting times. 

The department plans to develop key performance indicators and benchmarks for specialist clinic 
performance. These will be used to monitor health services’ progress in implementing this policy  
(see page 2). The department will process a range of information from the VINAH MDS and provide 
health services with information relating to their own performance and comparisons with other  
health services.

Health services are also encouraged to monitor their specialist clinic performance through collection 
and analysis of data against a range of internal KPIs and to examine barriers to service efficiency 
or other management issues. The planned service improvement guide will suggest a number of 
measures for health services to use internally to measure the effectiveness of their redesign and 
service improvement work. 

Providing specialists and other clinicians with regular performance information relating to their 
specialty has been shown to improve the performance of specialist clinics, particularly in relation  
to discharge rates and the balance of new to review patients. 

24  http://www.health.vic.gov.au/pfg/
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Appendix 1: Specialist clinic pathway and timeframes

This document, Specialist clinics in Victorian public hospitals: Access policy, outlines the government’s expectations  
of service delivery, including indicative timeframes for the completion of key processes relating to specialist clinics.

The table below is a summary of those key processes and timeframes and can be printed separately as an  
A3 document available at: <www.health.vic.gov.au/outpatients>.
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•	 patient info-line
•	 GP priority line
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by health 
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contain all the necessary 

information?
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Referral receipt, acceptance and triage Appointment scheduling, wait listing and outcome
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Accept referral

Is the referral urgent?

Can the patient be 
offered an appointment 

within six weeks?

Send referral 
acknowledgement 

and offer an 
appointment 
as per patient 

focused booking 
protocol

Add patient to the 
waiting list

Send referral 
acknowledgement 
and an indication 
of waiting time

Offer patient an  
appointment
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and copy of the 
appointment 
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information been 
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Reject referral if 
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Yes
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Yes
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Appendix 2: List of in-scope ‘Tier 2’  
clinic categories25

25 This information was current at 25 February 2013 and is subject to change. Tier 2 is an interim classification system that may 
change in future years.

Tier 2 categories in scope for Victorian Specialist Clinics Access Policy

Medical consultation clinics

20.01 Transplants 20.28 Metabolic Bone

20.02 Anaesthetics 20.29 Orthopaedics

20.03 Pain Management 20.30 Rheumatology

20.04 Developmental Disabilities 20.31 Spinal

20.05 General Medicine 20.32 Breast

20.07 General Surgery 20.33 Dermatology

20.08 Genetics 20.34 Endocrinology

20.09 Geriatric Medicine 20.35 Nephrology

20.10 Haematology 20.36 Urology

20.11 Paediatric Medicine 20.37 Assisted Reproductive Technology

20.12 Paediatric Surgery 20.38 Gynaecology

20.13 Palliative Care 20.39 Gynaecology Oncology

20.14 Epilepsy 20.40 Obstetrics

20.15 Neurology 20.41 Immunology

20.16 Neurosurgery 20.42 Medical Oncology (Consultation)

20.17 Ophthalmology 20.43 Radiation Oncology (Consultation)

20.18 Ear, Nose and Throat (ENT) 20.44 Infectious Diseases

20.19 Respiratory 20.45 Psychiatry*

20.20 Respiratory – Cystic Fibrosis 20.46 Plastic and Reconstructive Surgery

20.21 Anti‑coagulant Screening and Management 20.48 Multidisciplinary Burns Clinic

20.22 Cardiology 20.51 Sleep Disorders

20.23 Cardiothoracic 20.45 Psychiatry

20.24 Vascular Surgery 20.46 Plastic and Reconstructive Surgery

20.25 Gastroenterology 20.48 Multidisciplinary Burns Clinic

20.26 Hepatobiliary 20.51 Sleep Disorders

20.27 Craniofacial

These clinics are in‑scope for the change to policy where they would have been classifiable to the  
former Victorian Ambulatory Classification and Funding System (VACS). The change to policy is  
not intended to apply to specialist mental health or drug/alcohol services, sub‑acute services,  
or services funded by the Dental Health Program.

* Inclusion at discretion of health services.
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Allied health and/or clinical nurse specialist clinics

40.04 Clinical Pharmacy 40.31 Burns

40.05 Hydrotherapy 40.32 Continence

40.06 Occupational Therapy 40.33 General Counselling

40.07 Pre-Admission and Pre-Anaesthesia 40.38 Infectious Diseases

40.09 Physiotherapy 40.39 Neurology

40.10 Sexual Health 40.40 Respiratory

40.11 Social Work 40.41 Gastroenterology

40.13 Wound Management 40.42 Circulatory

40.14 Neuropsychology 40.43 Hepatobiliary

40.15 Optometry 40.44 Orthopaedics

40.16 Orthoptics 40.45 Dermatology

40.17 Audiology 40.46 Endocrinology

40.18 Speech Pathology 40.47 Nephrology

40.21 Cardiac Rehabilitation 40.48 Haematology and Immunology

40.22 Stomal Therapy 40.49 Gynaecology

40.23 Nutrition/Dietetics 40.50 Urology

40.24 Orthotics 40.51 Breast

40.25 Podiatry 40.52 Oncology

40.27 Family Planning 40.53 General Medicine

40.28 Midwifery and Maternity 40.54 General Surgery

40.29 Psychology 40.55 Paediatrics
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