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Administrative audit
Administrative audits of accepted referrals are performed by clerical or management staff and focus on verifying non-clinical details (such as if the patient has received the service elsewhere, their current contact details). Administrative audits can be conducted by text, phone or letter. 
Advance care directive
This is an instructional device that allows an adult to document their preferences for future medical treatment, should they lose decision-making capacity. A person can record general statements about their values and preferences to guide future medical treatment decisions, or record instructions consenting to or refusing specific types of treatment.
Auditing 
Auditing is a process to achieve a validated list. Audits can be administrative or clinical; this refers to the discipline of the staff performing the audit. They can also be programmed (such as every six months for each specialty) or continuous (such as whenever a patient exceeds 365 days waiting).
Carer 
Carers are people who provide unpaid care and support to family members and friends who are disabled or who live with mental illness, chronic conditions, terminal illness, an alcohol or other drug issue or who are frail aged. Commonly carers are responsible for the management of medications. Carers provide emotional, social or financial support. Carers may also be involved in helping the person they are caring for to be organised, reminding them to attend appointments and dealing with emergencies. 
Clinical audit
Clinical audits of accepted referrals are performed by clinical staff and focus on clinical aspects such as if the categorisation is correct and if the service is still required. Clinical audits are either direct (by contacting the patient or referrer) or indirect (review of clinical records). 
Clinical prioritisation
The process of assigning a referral to an access category (high-priority or routine) based on:
the patient’s clinical need and related psychosocial factors 
if the patient should receive priority access to services 
if the patient has been previously discharged from the same or related service for the same presenting problem and requires rapid access back to the service.
Sometimes a patient may need an urgent assessment to support rapid access to services.
Discharge 
Discharge refers to the formal exit of a patient from a program or service after a review. Also known as separation.
Disparities in access to care
Persons in groups that often encounter physical, psychosocial and structural barriers to accessing services include: 
Aboriginal and Torres Strait Islander people 
unpaid carers of people with chronic conditions 
children or young people in residential care 
homeless people 
older Australians 
people experiencing socioeconomic disadvantage 
people from culturally and linguistically diverse backgrounds 
people in out-of-home care, foster care or state care 
people living in remote, or rural and regional locations 
people who are, or have been, incarcerated, including youth justice clients in custodial care 
people with a disability 
people with experiences of family violence 
people with mental illness 
refugees and asylum seekers 
terminally ill people. 
Equal access
Equal access assumes all people start from the same point and have the same access to services, or they are given equal treatment.
Equitable access
Equitable access is when all people get fair and reasonable access to the same, or equal, treatment. This requires that barriers to fair and reasonable access are reduced or removed.
Health Independence Program
Health Independence Programs (HIP) aim to provide hospital substitution and diversion services by supporting people in the community, in ambulatory settings and in people’s homes. Services focus on improving and optimising people’s function and participation in activities of daily living. These allow people to maximise their independence and return to, or remain in, their usual place of residence. 
Health record
A formal record of the patient’s treatment notes and copies of any written and verbal notifications. This record may be kept either electronically or in hard copy and may be a combination of the patient’s medical record and information and management data from the Patient Administration System. 
Health Service Partnerships
The Health Service Partnership model aims to help move the Victorian health system from competition to collaboration by requiring health services to work together on a small number of strategic system priorities that can be enhanced by working together rather than in isolation or competition. They can also choose to also work on locally identified priorities. Health Service Partnerships replaced the health service ‘clusters’ that emerged during the COVID-19 pandemic along with the Regional Health Partnerships that preceded them.
Home 
In this document the term home is an accommodation type inclusive of a private residence, independent living units, residential aged care, supported accommodation, temporary accommodation and public housing as well as schools, workplaces and GP practices.
List of waiting patients
There is no single statewide waiting list for any medical service or any non-admitted service. Each health service maintains a list of patients waiting for new and review appointments. Data from a health service’s lists are combined into a ‘virtual’ waiting list for each medical speciality across the state. Statewide performance data are published quarterly by the Victorian Agency for Health Information on the Victorian Health Services Performance webpage. 
Multiple healthcare provider specialist clinics
Clinics where three or more healthcare providers deliver care, either individually or jointly, within a non-admitted patient service event.
Non-admitted care
Non-admitted care encompasses services provided to patients who do not undergo a formal admission process and do not occupy a hospital ‘bed’. For example, services provided by health services:
in outpatient or specialist clinics
in community-based clinics
in patients’ homes.
Not ready for care
Patients do not attend scheduled appointments for a variety of reasons. ‘Not ready for care’ patients are those who advise the health service that they cannot attend an appointment for any of the following reasons:
the patient’s health status (medical, cognitive or psychological) has temporarily declined to the extent that it is inadvisable to proceed with the appointment
they are waiting for a test or investigation that must be completed before the appointment. 
Patient information collection statement
A statement that explains to the patient the reasons why their health information and general practitioner’s contact details are being collected; that is, that the information will be disclosed to the health service and that the health service will notify the person’s general practitioner about the proposed procedure. 
Private patient
Patients who elect to be treated as a private patient. Private patients are treated by the specialist medical practitioner of their choice and may be responsible for hospital accommodation fees, medical and diagnostic services, prosthesis, dental fees and the costs of other related services. 
Public patient
Patients who are eligible for Medicare and who are admitted to a public health service for treatment free of charge. Public patients have their treatment provided by a specialist medical practitioner nominated by the health service, not a specialist medical practitioner of their choice. 
Medicare-ineligible asylum seekers are to be provided with health services in public health services in accordance with their clinical urgency. More information about refugee and asylum seeker health, and appropriate billing, is available from the department’s Refugee Health Program <https://www2.health.vic.gov.au/primary-and-community-health/community-health/population-groups/refugee-health-program>.
Referrals
Referrals are documented requests (usually in writing) from one health professional to another to provide:
a service to undertake a clinical assessment, establish a diagnosis or inform a treatment plan
specific tests or investigations
a treatment or intervention.
Specialist clinics
Specialist clinics provide planned, non-admitted services for people who need the focus of an acute setting to ensure the best outcomes. Specialist clinics provide an interface between primary care services and acute inpatient services, with 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 health service.
Treat in turn
Treat in turn is a key principle of managing lists of waiting patients. It ensures all patients have the shortest waiting time, provides greater certainty to patients and reduces the inappropriate use of more high-priority categories. 
Treat in turn may not be possible for clinical or logistical reasons including:
when a patient’s condition has deteriorated and their need for treatment has become more urgent 
if the health service has previously postponed the appointment 
if the patient needs to postpone a scheduled appointment 
the availability of specific resources (for example, staff or equipment) 
to optimise service efficiency by scheduling cases to fill clinic lists
the time the patient has been on another health service’s list for the same service and has been transferred 
teaching and training considerations.
Validation 
Validation ensures that the number of patients waiting is an accurate figure and is part of public accountability and transparency.
Verbal communication
Verbal communication involves any type of message that makes use of the spoken word in English, or any other language preferred by the listener. It includes telephone and face-to-face conversations.
Virtual care
Virtual care describes providing health services remotely using information and communications technologies (ICT) between consumers and clinicians or between clinicians when some of the participants are separated by distance, and information and communication technologies (ICTs) are used to overcome that distance. Virtual care or telehealth is not a clinical service, it is the use of ICT to deliver health care remotely.
Working days
Days that fall between Monday and Friday inclusively (excluding public holidays).
Written communication
Written communication involves any type of message that makes use of the written word in English, or any other language preferred by the reader. It includes letters, emails, text messages (including spoken messaging), faxes, websites and brochures.
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A high-integrity health system puts the interests of the patient above those of all other stakeholders and provides the services people need. The Victorian Government is responsible for health system design and management, which includes improving equity of access and supporting seamless access to the right care, in the right place and at the right time.
The Department of Health (the ‘department’) is seeking to deliver the ‘quadruple aim’ in optimising the Victorian health system’s management of referrals to non-admitted specialist care services of better outcomes for patients, improved patient experience of care, improved workforce experience and lower cost of health care <https://www.annfammed.org/content/12/6/573>.
The Victorian public hospital or health service system provides health care and professional expertise that is not otherwise available in the primary and community health area. This includes non-admitted specialist services which provide millions of appointments to Victorians each year.
The acuity and complexity of treatments provided through Victoria’s non-admitted specialist services continues to evolve. Demand for these services continues to grow, driven by an ageing population, the increasing burden of chronic and progressive conditions and rising community expectations about the health care they should receive.
The Victorian Government recognises that people need to receive early advice on their treatment options. Equitable, improved and timely access to non-admitted specialist services for people who need them is essential to meeting this responsibility.


[bookmark: _Toc121210035]1. Statement of purpose for non-admitted specialist services
The department funds an extensive range of non-admitted specialist services through public health services to achieve the following.
Support primary care through: 
providing services to undertake a clinical assessment, establish a diagnosis or inform a treatment plan
partnership care between the patient, their general practitioner (GP) and the health service for patients with chronic or progressive conditions which require ongoing specialist advice
providing specific tests or investigations that cannot be ordered, accessed or interpreted through the primary care system. 
Deliver care through: 
providing treatments or an intervention (if the patient must be admitted, the non-admitted specialist service acts as an interface between acute admitted care and primary care)
providing packages of care to high-risk or risk-rising patients to improve their health outcomes or to keep them out of hospital
services to improve and optimise a patient’s function and participation in activities of daily living to allow people to maximise their independence and return to, or remain in, their usual place of residence.
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This department policy authorises Victorian public health services to develop relevant local policies, protocols and procedures to manage referrals to the range of non-admitted specialist services described in the ‘statement of purpose’ and ‘scope’ of the policy. 
The policy has five objectives:
1. To state a patient-centred approach is required when decisions are made about what services are provided, when they are available, how they are accessed, and that care should be designed around the patient’s needs, not funding streams
2. Identifies the roles and responsibilities of the department, health services, referring clinicians and patients
3. Describes the department’s expectations about equity of access to non-admitted specialist services for Victorians as outlined in the ‘purpose’
4. Promotes equitable access to appropriate services so that patients are treated in turn, based on their clinical need, related psychosocial factors and any disparities in access to health care
5. Supports Victorian public health services to develop and implement local guidelines, protocols and procedures, including collaborative and shared service delivery models between health services and improved integration with primary care.


[bookmark: _Toc121210037]3. About the policy
The Managing referrals to non-admitted specialist services in Victorian public health services policy outlines the department’s expectations regarding access to non-admitted specialist services. The target audience is Victorian public health services, particularly the executive and management teams of these services.
This policy replaces the 2013 publication Specialist clinics in Victorian public hospitals: access policy.
The policy applies to the non-admitted specialist services provided through all Victorian public health services (see section 3.1 Scope). 
The term ‘Victorian public health service(s)’ refers to all public hospitals and denominational hospitals, public health services and multipurpose services established under the Health Services Act 1988 <https://www.legislation.vic.gov.au/in-force/acts/health-services-act-1988/175>. This includes when there are collaborative and shared service delivery models between these health services.
Due to their special legislative and policy requirements, clinical mental health services designated under the A new Mental Health and Wellbeing Act for Victoria <https://www.legislation.vic.gov.au/bills/mental-health-and-wellbeing-bill-2022> are not subject to the obligations outlined in this policy. However, clinical mental health services should adopt policies and procedures consistent with this policy for effective communication with patients, their family and carers and referring clinicians and to ensure clear and consistent processes for managing referrals.
This policy does not describe reporting or performance monitoring requirements. The Victorian Agency for Health Information (VAHI) relies on obtaining timely, accurate and high-quality data from public health services, and public health services must ensure accurate and timely submission of data in accordance with
Performance monitoring framework <https://www.health.vic.gov.au/funding-performance-accountability/performance-monitoring-framework>
the department’s annual publication Policy and funding guidelines for health services <https://www.health.vic.gov.au/policy-and-funding-guidelines-for-health-services> 
Victorian Integrated Non-Admitted Health (VINAH) dataset <https://www.health.vic.gov.au/data-reporting/victorian-integrated-non-admitted-health-vinah-dataset>. 
[bookmark: _Toc121210038]3.1 Scope
The policy applies to all Victorian public health services that provide any non-admitted specialist services covered by the department’s annual Policy and funding guidelines for health services <https://www.health.vic.gov.au/policy-and-funding-guidelines-for-health-services> and the General List of In-Scope Public Hospital Services Eligibility Policy published annually by the Independent Health and Aged Care Pricing Authority (IHACPA) <https://www.ihacpa.gov.au/resources/general-list-scope-public-hospital-services-eligibility-policy-version-70>.
These can be summarised as all specialist clinics and all Health Independence Program (HIP) services including complex care or hospital admission risk program (HARP), post-acute care (PAC) and subacute ambulatory care services:
rehabilitation – centre-based and home-based services
specialist clinics including:
· continence
· falls and mobility
· pain management
· cognitive dementia and memory services
· movement disorders
· wound management
· polio
· young adults with complex needs transitioning to adult services
· paediatric rehabilitation.
The policy applies to all referrals made for these services irrespective of:
the referring clinician
referral by an internal clinician
if the patient has self-referred to the service
the provider that delivers the service
referral to a Medicare Benefits Schedule (MBS) service, partially funded through Medicare 
the patient’s private health insurance status
the patient being a Medicare-ineligible asylum seeker.
[bookmark: _Toc121210039]3.2 Implementation
To implement this policy Victorian public health services should:
develop local policies, protocols and procedures aligned with the policy objectives
identify the health service staff who are responsible for undertaking the policy tasks
provide training and education programs for staff who manage access to non-admitted specialist services in keeping with the policy purpose and objectives
monitor and review the health service’s performance against the policy, particularly any updates to the policy.
[bookmark: _Toc121210040]3.3 Policy context
This policy aligns with the findings and recommendations of Targeting zero, the review of hospital safety and quality assurance in Victoria | health.vic.gov.au and progresses the Victorian Government’s commitment to zero avoidable harm as described in Better, safer care <https://www.health.vic.gov.au/publications/targeting-zero-the-review-of-hospital-safety-and-quality-assurance-in-victoria>.
The policy also reflects the key priority areas of the Statewide design, service and infrastructure plan for Victoria’s health system 2017–2037 <https://www.health.vic.gov.au/health-system-design-planning/statewide-design-service-and-infrastructure-plan> designed to ensure all Victorians receive the best possible health care – no matter who they are, what their condition or where they are treated. 
Health Service Partnerships may identify non-admitted services as a locally identified strategic priority. This policy applies when health services within a Health Service Partnership work together to develop efficient approaches to managing common operational needs, challenges and risks across its health services when delivering non-admitted services.
This policy should also be read in conjunction with: 
any statewide referral criteria published by the department <https://src.health.vic.gov.au> 
Health Independence Program guidelines <https://www.health.vic.gov.au/patient-care/health-independence-program-guidelines>
the department’s annual publication Policy and funding guidelines for health services <https://www.health.vic.gov.au/policy-and-funding-guidelines-for-health-services>
	MBS billing policy framework - Victorian public hospitals <https://www.health.vic.gov.au/funding-performance-accountability/mbs-billing-policy-framework-victorian-public-hospitals> 


Specialist clinics communication toolkit <https://www.health.vic.gov.au/patient-care/specialist-clinics-communication-toolkit>
Why treat in turn works <https://www.health.vic.gov.au/publications/why-treat-in-turn-works>
Addendum to National Health Reform Agreement 2020-2025 between the Australian Government and all state and territory governments <https://www.health.gov.au/initiatives-and-programs/2020-25-national-health-reform-agreement-nhra>
The NSQHS Standards | Australian Commission on Safety and Quality in Health Care <https://www.safetyandquality.gov.au/standards/nsqhs-standards>
Strategic planning guidelines for Victorian health services <https://www.health.vic.gov.au/publications/strategic-planning-guidelines-for-victorian-health-services>
Elective surgery access policy 2015 <https://www.health.vic.gov.au/publications/elective-surgery-access-policy-2015>
Performance monitoring framework <https://www.health.vic.gov.au/funding-performance-accountability/performance-monitoring-framework>
Victorian Integrated Non-Admitted Health (VINAH) dataset <https://www.health.vic.gov.au/data-reporting/victorian-integrated-non-admitted-health-vinah-dataset>.
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[bookmark: _Toc121210042]4.1 The department
The department is responsible for delivering government policy directions and priorities by Victorian public health services and supporting linkages between Victorian public health services and community-based services and providers.
Timely access to non-admitted specialist services can affect patient health outcomes and influence demands on other parts of the health system. As the system manager the department is responsible for non-admitted care services including:
strategic and system planning to anticipate and manage:
· demand for non-admitted specialist services
· the length of time that people wait for services
· gaps in service availability
· the approval of proposed new services and the discontinuation of services
· emerging and innovative treatments and technologies
supporting the services described in the policy ‘statement of purpose’ by investing in non-admitted specialist services, including allocating growth funding and reallocating funds
supporting high-quality, evidence-informed clinical services through quality and safety, pricing and funding frameworks that incentivise achieving the policy objectives
describing and implementing capability frameworks, performance monitoring frameworks, statewide workforce strategies and statewide referral criteria
describing the rights and responsibilities of health services, referring clinicians and patients
providing the authority for health services to develop local policies, protocols and procedures
describing a statement of priorities for each public health service that is consistent with strategic plans for Victorian public health services and aligned with government policy directions and priorities.
[bookmark: _Toc121210043]4.2 Health services
[bookmark: _Hlk4404667]Victorian public health services are responsible for:
a shared duty of care for each patient once a referral is accepted (while a patient is on a list of patients waiting for a new appointment this includes taking reasonable efforts to provide services within the agreed timeframes; communicating with the patient, referring clinician(s) and nominated GP; and responding to known changes in the patient’s condition)
providing the cultural safety (including for family violence), linguistic or disability support a patient requires, including liaison services to support Culturally and Linguistically Diverse (CALD) patients and Aboriginal liaison officers 
recognising and, where possible, minimising the ‘cost’ incurred by the patient their family and carer(s) attending non-admitted specialist services (for example, missed work, childcare, parking charges, travel times) and other factors that drive non-attendance (for example, appointment times, transport, parking availability)
offering services via virtual care preferably using telehealth video calling, to enable the transmission of voice, data, images and information (for example, electronic prescriptions or orders for investigations) between patients and other healthcare partners aligned with Victoria’s digital health roadmap <https://www.health.vic.gov.au/publications/victorias-digital-health-roadmap>
offering as many services as possible in:
· outreach locations
· the person’s home (where appropriate and agreed to by the patient)
· in culturally appropriate and safe spaces with appropriate cultural and linguistic support including partnerships with local Aboriginal community-controlled health organisations
· options outside of normal business hours
· multiple healthcare provider clinics
minimising the cancellation of appointments or clinics, particularly through managing planned staff absences and conflicting work schedules
offering services such as electronic or telephone advice lines to support referring clinicians to reduce inappropriate referrals and demand for non-admitted specialist services
accepting all referrals that meet statewide or, in their absence, local referral criteria
ensuring the health service has the capability and capacity to deliver services (this includes the availability of suitably credentialled and privileged staff and outlining their scope of practice) 
using collaborative and shared service delivery models between Victorian public health services and improving integration with primary care
ensuring appropriate, equitable access to services by treating each patient in turn based on their clinical need, related psychosocial factors and any disparities in access to health care
[bookmark: _Hlk22018295]identifying groups who encounter disparities in accessing health care to services in their local community and describing how the health service will address physical, psychological, social or structural barriers, particularly for intersectional groups and Aboriginal communities
working to improve patient and referring clinician communications, connection and coordination of non-admitted specialist services
ensuring no unilateral restrictions, unrelated to clinical need (for example where the patient lives, or a lack of appointments), are applied to access, to either initial or ongoing services
performing routine administrative and clinical audits of all patients waiting for a new or review of their appointment
understanding local demand, and planning with the department and other providers to meet demand and minimise gaps in service availability 
ensuring that information provided to patients, their family and carers about access to services is consistent with this policy and is accessible for each patient meeting their communication needs
ensuring appropriate discharge planning that is linked to the reason for referral given by the referring clinician 
monitoring the impact of services and rapidly responding to inadequate performance or changes in demand
advising the department of temporary or long-term reductions to capability or capacity that will affect availability or waiting times (this must include a proposed management plan to ensure all patients waiting for an appointment receive the required service; this may require a transfer to another health service)
meeting all requirements for claiming monies through Medicare (for example, required referrals, Medicare eligibility) if the health service chooses to offer MBS-billed services (private consultations in a public room) in addition to public consultations in a public room
performance monitoring and oversight, including complete and accurate referral management
ensuring compliance with the department’s annual publication Policy and funding guidelines for health services <https://www.health.vic.gov.au/policy-and-funding-guidelines-for-health-services>, the Performance monitoring framework <https://www.health.vic.gov.au/funding-performance-accountability/performance-monitoring-framework> and other Funding, performance and accountability policies <https://www.health.vic.gov.au/hospitals-and-health-services/funding-performance-and-accountability> and workforce strategies by:
· ensuring the accurate and timely submission of data and other information
· reporting any emerging risk of potential performance issues
· collaborating with other health services and health system partners to meet the health needs of your communities.
[bookmark: _Toc121210044]4.3 Referring clinicians
Referring clinicians (internal and external to the health service) are responsible for:
considering options available to the patient in the community setting and informing the patient of current treatment options so that the patient can participate in decision making about their future care and treatments <https://www.racgp.org.au/running-a-practice/practice-standards/standards-5th-edition/standards-for-general-practices-5th-ed>
ensuring referrals to health services for non-admitted specialist services are made with the patient’s agreement, recognises the content of any advance care directive and including that the patient has agreed that their personal and health information can be shared with the health service
complying with statewide or local referral criteria and providing complete and accurate information on the referral requests to streamline the referral process and patient access <https://www.ama.com.au/articles/10-minimum-standards-communication-between-health-services-and-general-practitioners-and>, noting the minimum referral information required is detailed in Appendix 1
providing their contact details and indicating their preferred method of communication for correspondence with the health service
continuing to monitor the patient’s condition and notifying the health service if there is a change in the patient’s condition that could affect the urgency of treatment, or the care required.
[bookmark: _Toc121210045]4.4. Patients and consumers
Patients and consumers are responsible for:
participating as much as able or desired in decision making about their care 
participating as much as able or desired in the care plan developed, noting that unpaid carers and family are partners in the planning and delivery of care and support 
consenting to their personal and health information being shared between the health service, referring clinician, their nominated GP and other health service providers as required to facilitate their treatment or care
providing their contact details and indicating their preferred method of communication for correspondence with the health service between and during clinical consultations
responding to correspondence and requests from the health service in a timely manner
consenting where possible to offers to receive home-delivered services or services delivered via virtual care (telehealth)
preparing for appointments or services, for example accessing any required tests and investigations, and being available or attending at the arranged time
informing the health service about: 
· their reliance on a carer, family member or supporter
· the need for cultural safety, linguistic or disability support
· changes to their clinical condition(s)
· issues that may impact on the suitability of their home for the safe delivery of services 
· their reliance on transport and accommodation support
· their contact details, nominated GP and next of kin or medical treatment decision maker as described in the Medical Treatment Planning and Decisions Act 2016 <https://www.legislation.vic.gov.au/in-force/acts/medical-treatment-planning-and-decisions-act-2016/009> 
· their inability to be available or attend a scheduled appointment or service
· if they are ‘not ready for care’ or cannot be available or attend a scheduled appointment or service for any reason.


[bookmark: _Toc121210046]5. Managing and monitoring resources
[bookmark: _Toc121210047]5.1 Allocating resources
Improving the performance of non-admitted specialist services is key to achieving safe, effective care and maximising access for patients. To this end, Victorian public health services must prioritise the efficient and effective management of resources. 
To allocate resources effectively, health services must: 
evaluate historical data and forecast demand for non-admitted services 
plan services to meet performance targets for the services required and the number of waiting patients 
have comprehensive, formalised governance policies to guide decision making when allocating resources between specialities and between specific clinics or services.
Equitable allocation of resources includes ensuring that time and resources are dedicated to waiting lists for all services in accordance with transparent local policy. 
Eligible persons attending public health services are entitled to be treated as public patients for all non-admitted services. If a health service also provides the same services on a private basis, a patient may choose to be treated as a private patient in accordance with the MBS billing policy framework - Victorian public hospitals <https://www.health.vic.gov.au/funding-performance-accountability/mbs-billing-policy-framework-victorian-public-hospitals>.
Local policies and procedures must ensure patients referred to a Victorian public health service are treated in turn, regardless of insurance status, capacity to pay or differences in the source of funding for the service (in addition see section 7).
[bookmark: _Toc121210048]5.2 Capability and capacity
Victorian public health services must only accept referrals where they have the capability and capacity to provide safe and appropriate non-admitted specialist health care.
Health services must: 
ensure they have the necessary workforce, clinical support services, equipment, infrastructure and clinical governance to deliver safe and appropriate care considering the complexity and care needs of individual patients
advise the department of any changes to their capability and capacity, whether temporary or permanent, and provide the department with details of a proposed management plan to ensure patients waiting for non-admitted specialist services are appropriately managed or referred to another provider.
Victorian public health services should have processes in place to manage temporary and long-term changes to the capability and capacity of the health service. This should include information for patients and their family and carers, the community, GPs, referring clinicians and community-based providers as well as mechanisms for referring patients to health services with the capability and capacity to manage their care.
[bookmark: _Toc121210049]5.3 Public and private patients
All non-admitted specialist services must be available as a public consultation provided in public rooms. 
All follow-up, non-admitted specialist services, after a public admission to the health service must be provided as a public consultation provided in a public room.
Local policies must not prevent patients from accessing free public hospital non-admitted specialist services. 
A referral to a named medical specialist must not be used as a prerequisite for access to non-admitted specialist services. 
Victorian public health services may also offer private consultations in public rooms in accordance with MBS billing policy framework - Victorian public hospitals <https://www.health.vic.gov.au/funding-performance-accountability/mbs-billing-policy-framework-victorian-public-hospitals> (see section 7.1). Health services must not direct patients, or their medical treatment decision maker, towards a choice about being treated as a public or private patient.
Patients and consumers may choose to elect to become a public patient at any time. This change in patient status is effective from the date of the change onwards and should not be retrospectively backdated.
Medicare-eligible patients must elect to be treated as a private patient via the patient election form before, at the time of, or as soon as possible after the first consultation. Health services must ensure eligible patients who have elected to be treated as private patients have done so based on informed financial consent. 
Private referrals and any list of waiting patients must be maintained by the individual specialist medical practitioner as part of their private practice. Private lists maintained by specialist medical practitioners as part of their private practice must be kept separate from the list of patients waiting for a public consultation or a private consultation provided in public rooms.


[bookmark: _Toc121210050]6. Communications
[bookmark: _Toc121210051]6.1 Principles for communication
All verbal or written communications with patients referring clinician(s) and a patient’s nominated GP must be: 
timely
delivered using the patient’s preferred method of communication
compliant with relevant privacy and health record legislation, regulation and standards[footnoteRef:2] [2:  Health Records Act 2001 (Vic) (Austl.). Accessible at <https://www.legislation.vic.gov.au/in-force/acts/health-records-act-2001/047>
  Privacy and Data Protection Act 2014 (Vic) (Austl.). Accessible at <https://www.legislation.vic.gov.au/in-force/acts/privacy-and-data-protection-act-2014/028>
  Children, Youth and Families Act 2005 (Vic) (Austl.). Accessible at <https://www.legislation.vic.gov.au/in-force/acts/children-youth-and-families-act-2005/121>
  Family Violence Protection Act 2008 (Vic) (Austl.). Accessible at <https://www.legislation.vic.gov.au/in-force/acts/family-violence-protection-act-2008/053>
  Australian Commission on Safety and Quality in Health Care, National Safety and Quality Health Service Standards – Communicating for Safety Standard, ACSQHC 2022. Available at: Communicating for Safety Standard <https://www.safetyandquality.gov.au/standards/nsqhs-standards/communicating-safety-standard>] 

aligned with Victoria’s digital health roadmap <https://www.health.vic.gov.au/publications/victorias-digital-health-roadmap >
documented in the patient’s health record.
Victorian public health services should work towards verbal or written communications being in the patient’s preferred language as well as English. 
When communicating about referral management and appointments with patients and referring clinicians, Victorian public health services are strongly recommended to adopt Victoria’s communication templates and information sheets about specialist clinics which are available in 22 community languages <https://www.health.vic.gov.au/patient-care/specialist-clinics-communication-toolkit>.
[bookmark: _Toc121210052]6.2 Information about non-admitted specialist services
Victorian public health services must have publicly available information on their website about non-admitted specialist services including: 
a list of the non-admitted specialist services available at the health service 
estimated or real-time waiting or clearance times for newly referred patients (both high-priority and routine access) for these services
relevant referral criteria and advice to support clinical decision making about referring patients 
the single point of contact for the service.
Victorian public health services must also detail on their website information about: 
the referral processes, including electronic referrals
how referrals are assessed, accepted, directed and triaged at the health service
clinical prioritisation, including how patients recently discharged from a service can gain rapid access if they need to be re-referred to the same or related service for the same presenting problem
minimum referral information required for all referrals (see Appendix 1)
referral validity periods 
GP liaison services provided by the health service
local policies and procedures about access to overcome physical, psychosocial and structural barriers to accessing services
local policies and procedures about the availability of disability, cultural and linguistic support
cultural support available to Aboriginal people
transport and parking options
options to reduce the number of times patients must physically go to the health service or a particular location, for example, the use of multiple healthcare provider specialist clinics, outreach, virtual care, home-delivered services and services available outside of normal business hours
patients’ rights and responsibilities
compliance with privacy principles governing the collection, use and disclosure of health information, for example, a ‘patient information collection statement’ that explains to the patient the reasons why their health information and GP’s contact details are being collected
booking procedures, how to reschedule appointments and what patients should do if they are unable to attend or have missed a scheduled appointment.
In accordance with MBS billing policy framework - Victorian public hospitals <https://www.health.vic.gov.au/funding-performance-accountability/mbs-billing-policy-framework-victorian-public-hospitals> where the public hospital offers MBS-billed services the following information must be detailed on the health service’s website:
the specialty areas offering both public and private (MBS-billed) services
the names of medical specialists exercising rights of private practice in each speciality.
[bookmark: _Toc121210053]6.3 Communications with patients
The patients preferred method of communication for correspondence with the Victorian public health service and during clinical consultations should be recorded and all communications should use the patient’s preferred method(s) of written and verbal communication from the options available at the health service. For example telephone, letter, text or email.
Communication with patients, whatever the medium, must: 
be compliant with all relevant privacy and health records legislation and requirements
be in plain English, suitable for people with English literacy below level 1, as described by the Australian Bureau of Statistics <https://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4228.0Appendix202011-12>: “Only basic vocabulary knowledge is required, and the reader is not required to understand the structure of sentences or paragraphs or make use of other text features.”
be available in the consumer’s preferred community language in written or verbal communications with the assistance of a translator or an interpreter. The use of Victoria’s communication templates and information sheets about specialist clinics available in multiple languages <https://www.health.vic.gov.au/patient-care/specialist-clinics-communication-toolkit> is strongly recommended
have accessible options for patients with a visual or hearing impairment
have accessible options for autistic patients/patients with autism <https://bjgpopen.org/content/6/1/BJGPO.2021.0174>
consider the communication, language and cultural needs of groups that encounter disparities in access to care including Aboriginal people, refugees and asylum seekers.
6.3.1 Outcomes of referral request
Within eight working days of receiving a valid referral the Victorian public health service must inform the patient in writing, using their preferred method of correspondence available from the health service, if the referral has been:
not accepted, 
accepted and an appointment has been scheduled and if the service can be provided by virtual care or in the person’s home (if the service is required within 30 calendar days of the referral being received by the health service), or
accepted and that they have been placed on a list of waiting patients.
If the referral is accepted, but an appointment is not yet scheduled, the health service must inform the patient in writing about the expected waiting time, based on current wait or clearance times for the service, for an appointment. For example, an appointment will be available in a specified number of months. (Also see section 7.2.)
6.3.2 Postponement of a scheduled appointment by the health service
[bookmark: _Hlk6297104]If the Victorian public health service needs to postpone a scheduled appointment it must:
contact the patient as soon as possible
offer the patient a choice of appointment times and dates, considering the patient’s personal circumstances; for example, it may be difficult for a patient living outside the metropolitan area to physically attend the earliest appointment in the morning at a metropolitan health service
reschedule the appointment as soon as practicable
notify the patient of the new appointment date and time via written or verbal communication, or both, within five working days of the postponed appointment date.
If the health service needs to postpone a scheduled appointment on the day of the appointment and the patient has already travelled to, or arrived at, the health service, the health service must immediately offer the patient:
the opportunity to discuss with a clinical staff member any issues that might arise because of the postponement
assistance and, if appropriate, reimbursement for transport, accommodation and parking costs claimed by the patient
contact details for the non-admitted specialist service unit should the patient need further information
the process and assistance as needed for making a complaint.
[bookmark: _Toc121210054]6.4 Communications with referring clinicians
The transfer of patient information must comply with the privacy principles defined in the Privacy and Data Protection Act 2014 <https://www.legislation.vic.gov.au/in-force/acts/privacy-and-data-protection-act-2014/028>, the Health Records Act 2001 <https://www.legislation.vic.gov.au/in-force/acts/health-records-act-2001/047> and any other applicable legislation (see section 6.1). 
Victorian public health services must communicate with referring clinicians using their preferred methods of written and verbal communication from the options available at the health service.
6.4.1 Incomplete referrals
Referrals that are incomplete or do not have the required information to assess the referral, must not be accepted.
The Victorian public health service must notify the referring clinician in writing of this decision within eight working days of the health service receiving the referral request. 
Where a referral is incomplete but likely to be categorised as ‘high priority’, the referring clinician should be contacted verbally for the remaining information so the referral can be assessed immediately.
6.4.2 Complete referrals
[bookmark: _Hlk534640257]Within eight working days of receiving a valid referral the Victorian public health service must inform the referring clinician in writing:
if the non-admitted specialist service is not available through the health service and the referral cannot be accepted
if the referral has not been accepted because the referral does not meet the statewide referral criteria or for any other reason
if the referral has been accepted and an appointment has been scheduled with the appropriate service
[bookmark: _Hlk85032065]if the referral has been accepted and that an appointment will be provided and the expected waiting time for an appointment based on current waiting times or clearance times for the service (for example, an appointment will be available in a specified number of months).
[bookmark: _Toc121210055]6.5 Clinical communications
A clinical handover is the transfer of professional responsibility and accountability for some or all aspects of care for a patient, or group of patients, to another person or professional group on a temporary or permanent basis. 
Well-timed, efficient, effective and safe clinical handover is a requirement of the National Safety and Quality Health Service under the Communicating for Safety Standard – Communication at clinical handover <https://www.safetyandquality.gov.au/standards/nsqhs-standards/communicating-safety-standard/communication-clinical-handover>. 
Victorian public health services are encouraged to use the ‘letter to the patient’ style <https://www.aomrc.org.uk/reports-guidance/please-write-to-me-writing-outpatient-clinic-letters-to-patients-guidance/> and send the written communication using the referring clinician’s nominated secure written communication method.
Referring clinicians, as part of the clinical handover, should indicate one of the following as the reason for the referral request:
non-admitted specialist service is to establish a diagnosis, provide clinical assessment or inform a treatment plan 
partnership care between the patient, GP and the health service (for example, patients with chronic or progressive conditions who require ongoing specialist advice or services to improve and optimise people’s function and participation in activities of daily living)
specific tests or investigations that cannot be ordered, accessed or interpreted through the primary care system
a treatment or an intervention.
When a patient requires more than one appointment the health service must provide information on the proposed management or treatment plan to the referring clinician and patient. This must include the planned response to clinical deterioration or a change in the clinical care needs of the patient.
When the reason for the request has been delivered and the patient is discharged, a written clinical handover must be supplied to the referring clinician and copied to the patient. Health services are encouraged to use the ‘letter to the patient’ style <https://www.aomrc.org.uk/reports-guidance/please-write-to-me-writing-outpatient-clinic-letters-to-patients-guidance/> and send the written communication using the referring clinician’s and patient’s nominated written communication method.
This communication should include information on how to request rapid access back to the same service should the patient require follow-up, reassessment or further specialist treatment for the same presenting problem.
If for any reason the Victorian public health service is removing the patient from the appointment list the health service must inform the referring clinician and patient in writing by their nominated methods for written communications.
[bookmark: _Toc121210056]6.6 Communication with a GP, when not the referring clinician
If the referring clinician is not the patient’s nominated GP, a copy of all communications about treatment and ongoing care should go to the patient’s nominated GP if the patient consents to sharing this information <https://www.ama.com.au/articles/10-minimum-standards-communication-between-health-services-and-general-practitioners-and>. 
The transfer of patient information must comply with the privacy principles defined in the Privacy and Data Protection Act 2014 <https://www.legislation.vic.gov.au/in-force/acts/privacy-and-data-protection-act-2014/028>, the Health Records Act 2001 <https://www.legislation.vic.gov.au/in-force/acts/health-records-act-2001/047> and any other applicable legislation (see section 6.1).


[bookmark: _Toc121210057]7. Access management
Access management impacts the Victorian public health service’s ability to manage non-admitted specialist services. It begins when a referral is received and should be performed by people with the required skill set and authority. 
Victorian public health services are strongly recommended to support electronic referral within the health service, between health services and from external clinicians.
After a referral has been accepted additional/initial clinical assessments may be required to identify the patient’s current or ongoing needs, or to identify an individualised care plan, or both.
While a referral may be addressed to a specific non-admitted specialist service there may be instances when another service is more appropriate to meet the patient’s needs. To streamline care, health services should direct referrals internally to the most appropriate non-admitted specialist service available. For example, a referral to a medical clinic may be directed to a multidisciplinary service, or a referral to a specific campus may be directed to a service at another campus. 
All services must be available as a public consultation provided in public rooms and referral to a named medical specialist must not be used as a prerequisite for access to non-admitted specialist services. Referrals should be addressed to the clinical service rather than individual clinicians at the health service.
[bookmark: _Toc121210058]7.1 Referral content
Appendix 1 lists the mandatory information required for a referral request to be accepted, directed to the most appropriate service and clinically prioritised. Where referrals are made verbally and require immediate action, they may not include all mandatory referral components (for example, as described in the statewide referral criteria). In these situations, the information available at the time should be recorded.
Internal referrals, referrals from non-medical clinicians and self-referrals should be treated the same as referrals from a GP or other medical clinician.
Referral validity periods begin from the date the first non-admitted specialist service is provided. Guidelines on validity periods for Referring and requesting Medicare services <https://www.servicesaustralia.gov.au/referring-and-requesting-medicare-services?context=20> also apply to all other referrals to Victorian public health services. 
Indefinite referrals are appropriate for partnership care between the patient, their GP and the health service (for example, patients with chronic or progressive conditions requiring ongoing specialist advice or services to improve and optimise a person’s function and participation in their daily living) and associated care referrals.
[bookmark: _Toc121210059]7.2 Referral acceptance and clinical prioritisation
An initial needs screening of referrals must:
identify the best service for the patient
assign a clinical prioritisation category to the referral
minimise the risk of harm to the patient while they wait for treatment
ensure each patient is treated in turn.
Statewide referral criteria describe when a patient can be referred to a Victorian public health service and conditions that are out of scope for public health services. In the absence of statewide referral criteria, local referral criteria describe when a patient should be referred to a specific health service and conditions that are out of scope for that health service. 
[bookmark: _Hlk18394661][bookmark: _Hlk18395655]If the requested service is available, health services must accept referrals that meet statewide referral criteria or, in their absence, local clinical criteria. The head of the unit or clinical lead for the service should be accountable for ensuring referrals are accepted in line with statewide and local referral criteria. 
Asylum seekers may not be able to access diagnostic tests before referral to or attending a non-admitted service. Health services should consider such referrals within the context of the patient’s health or social circumstances.
All referrals for HIP services must also meet the criteria listed in the Health Independence Program guidelines <https://www.health.vic.gov.au/patient-care/health-independence-program-guidelines>.
The following must not be used as reasons for not accepting referrals that meet statewide referral criteria or local clinical criteria:
where the patient lives
to whom the referral is addressed
a long list of patients waiting for appointments
a lack of appointments for public consultations.
Victoria has two clinical priority categories for non-admitted acute services: high-priority access and routine access. The department does not support health services creating additional priority categories.
High-priority access
If accepted, an appointment must be scheduled within 30 calendar days of the referral being received. This includes where immediate access to the service is required – for example, post-acute care.
Routine priority access
If accepted, an appointment must be made for within 365 calendar days of the referral being received.
Sometimes a patient may need an urgent assessment to support rapid access to services.
New information from the referring clinician may support a review of the clinical prioritisation category. Any change in a patient’s clinical prioritisation category must be authorised by a head of unit, or their delegate.
If a health service anticipates that an appointment will not be possible within a reasonable period, the referral must be accepted, and the referring clinician advised in writing of the anticipated delay. This correspondence should advise the referring clinician of alternative services that may provide a more convenient or timely service to the patient. This will give the patient and referring clinician the opportunity to identify and implement an alternative management strategy.
7.2.1 Equitable access, clinical prioritisation and treating in turn
Local policies and procedures must ensure each patient referred to the Victorian public health service is treated in turn - based on their clinical need, related psychosocial factors and disparities in access to care. 
The head of the unit or clinical lead for the service should be accountable for ensuring each person is treated in turn for the services they oversee.
Treating in turn recognises that a strict ‘in-turn queue’ does not ensure patients are treated equitably or within clinically appropriate timeframes <https://www.health.vic.gov.au/publications/why-treat-in-turn-works>. The treating in turn construct allows exemptions for when earlier access is required including:
a patient’s urgency is reassessed
the health service has previously postponed the service
there is limited resource availability (for example, patients must attend a specific campus or service due to their clinical condition)
a patient previously discharged requires further treatment or care from the same or related service for the same presenting problem
a patient’s physical, psychological or social situation impedes their equitable access to care.
The following do not constitute a valid reason for departing from treating in turn:
referral by an internal clinician
referral by a specific clinician
a request by a clinician to give precedence to a person
the service is provided as a private consultation in a public room
a patient’s private health insurance status or Medicare eligibility
demand for non-admitted specialist services.
7.2.2 High-priority access
Patients who require high-priority access must have an appointment arranged within eight working days of accepting the referral and the appointment must be scheduled within 30 calendar days of receiving the referral.
Referrals are categorised as ‘high priority’ 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. 
7.2.3 Routine access
Referrals are categorised as requiring routine access if the person’s condition is unlikely to deteriorate quickly or have significant consequences to their health and quality of life if the service is delayed beyond 30 calendar days. If a referral is accepted, an appointment must be made within 365 calendar days of the referral being received.
Within eight working days of the referral being received health services must notify the patient and referring clinician in writing that a referral has been accepted and assessed as requiring routine access.
7.2.4 Internal and associated care referrals
Internal referrals are from a health professional working within the same Victorian public health service. This includes clinicians in emergency departments, inpatient units and other non-admitted specialist services.
Health services can only accept referrals from internal referring clinicians for non-admitted specialist services for:
patients that require high-priority access to services
associated care referrals
referrals for clinical review following an inpatient episode of care
referrals generated by the health service solely to meet MBS claiming requirements. 
Referrals for HIP services may be accepted from internal referring clinicians and as noted in the Health Independence Program guidelines <https://www.health.vic.gov.au/patient-care/health-independence-program-guidelines>.
Associated care referrals are referrals made by a health professional working within the same health service. These include:
referrals to another specialist for preoperative review or clearance before surgery
any requests for assessment, investigations, or diagnostic tests where the outcome is required to inform or progress treatment planning for the same reason for referral.
7.2.5 MBS billed services
If the Victorian public health service provides the service through an MBS-billed clinic, as a private consultation in public rooms, the health service is responsible for gaining consent from the patient to be treated as a private patient and all requirements for claiming monies through Medicare.
‘Named referrals’, are a requirement for MBS-billed services provided by public health services. A patient may choose to assign Medicare benefits at subsequent appointments and be referred by a public hospital health professional, who has referral rights for the non-admitted specialist service, to a ‘named practitioner’ when clinically appropriate. The health service must have appropriate policies and protocols to govern this process and ensure the correct name is recorded to meet MBS-billing requirements for new referrals; when there is a change in the treating doctor; or when a further referral is required to continue or complete the episode of care.
The specialist clinicians providing the service must meet eligibility criteria to be able to provide professional services that will attract Medicare benefits. This includes recognition as a specialist or consultant physician as specified under the Health Insurance Act 1973 <https://www.legislation.gov.au/Details/C2017C00255>. 
7.2.6 Transfers
A Victorian public health service can only transfer a referral to another health service, before or after the referral is accepted, if the patient provides their consent. 
The health service that received the referral is responsible for arranging a transfer to another health service, requests for action should not be made to the referring clinician. The health service that received the referral request should inform the referring clinician of the transfer once the patient has agreed to the transfer. 
Note, Victorian public health services should not seek to transfer referrals which meet statewide referral criteria for services available at that health service.
[bookmark: _Toc121210060][bookmark: _Hlk85034338]7.3 Communications with patients with an accepted referral
When a referral has been accepted, directed and triaged, the health service must provide written information to the patient (and any authorised medical treatment decision maker or a child’s parent, guardian or another person with parental responsibility) including:
an acknowledgement of the referral, the non-admitted specialist service unit or team who will be delivering the service requested and any tests or investigations that must be completed before the appointment
contact details for the non-admitted specialist service unit
how to indicate their preferred method of communication from those available at the health service for notification and communication about their appointment (for example, via text messages or email)
[bookmark: _Hlk85034365]how their appointment will or can be scheduled, including the expected waiting time, based on current waiting times or clearance times for the service, and available patient-focused booking systems
all available options for the delivery of care (for example, outreach, virtual care, home-delivered services and services available outside of normal business hours) and how to indicate their preferred method of receiving care at their appointment
information about how to access the health service’s Aboriginal cultural and language support services, other cultural and linguistic diversity supports, disability support and transport and accommodation assistance (where eligible)
the expectation that they agree that their personal and health information will be shared between staff at the health service and with the referring clinician, their nominated GP or other health service providers as required to facilitate their treatment or care, as indicated in the referral  
a ‘collection statement’ regarding their rights, including patient advocacy and the process for addressing complaints
their responsibilities including the need to notify the health service about changes to their clinical condition, contact details, nominated GP or next of kin, if they are unable to attend a scheduled appointment, if they are ‘not ready for care’ or if the appointment is no longer required for any other reason
the implications of not responding to communication from the health service or declining, repeatedly rescheduling or failing to attend a scheduled appointment.
When an appointment is scheduled, the health service must provide written information about the appointment including:
the date and time of the appointment(s)
instructions on what to bring and how to prepare for the appointment (for example, tests or investigations that must be completed before the appointment)
information on the physical location of the service, including a map or written instructions or if virtual care is a service delivery option, including information for accessing the service using virtual care
the patient’s responsibilities including how to notify the health service about changes to their clinical condition, changes in their contact details, if they are ‘not ready for care’ or unable to attend a scheduled appointment for any other reason, or if the appointment is no longer required.
When a referral is not accepted the health service must:
inform the referring clinician and the patient, providing the reason for the decision
refer the patient back to the referring clinician or GP to arrange an alternative treatment plan.
[bookmark: _Toc121210061]7.4 Arranging appointments
All health services should be planning for a patient-focused booking system as outlined below to give patients choice and minimise patient-initiated postponements.
7.4.1 High-priority access
An appointment should be immediately scheduled and confirmed with the patient if they require high-priority access.
7.4.2 Routine access or review appointments
Patients requiring routine access or a review appointment, should be able to choose an appointment time irrespective of whether the appointment is for a public or private appointment in a public room. They should also be able to indicate a preference for a virtual care service, a home-delivered service or an appointment outside normal business hours when these options are available and clinically appropriate.
7.4.3 Patient focus
Patients must be offered individual appointment times which accommodate the following: 
the availability of a clinician who is familiar with the patient
the patient’s reliance on a carer, on cultural, linguistic or disability support; or on transport or accommodation assistance
ensuring cultural safety and the privacy principles are met surrounding the appointment and during the appointment
the patient’s preferred appointment times that improve accessibility and engagement (for example for autistic patients) <https://bjgpopen.org/content/6/1/BJGPO.2021.0174>
if the patient is ‘not ready for care’ or cannot attend a scheduled appointment and the service needs to be delayed
if the patient requires appointments at predetermined intervals or in response to parameters documented in their treatment plan
if the patient needs to travel a considerable distance to attend the appointment or if virtual care is a service delivery option
if the patient has been re-referred to the same or related service for the same presenting problem
if the patient has complex or multiple health conditions
the need for multiple appointments on the same day or the need for sequential appointments (for example, medical imaging before an appointment).
[bookmark: _Toc121210062]7.5 Not accepting referrals
Victorian public health services must not accept referrals:
that are incomplete and unable to be assessed (for example, incomplete demographic or clinical information)
which do not meet statewide referral or, in their absence, local clinical criteria 
where the patient requires services not provided by the health service receiving the referral
when the referral information indicates the patient can be more effectively managed in the primary care setting.
Within eight working days of the referral being received the health service should advise the patient and referring clinician:
why the referral has not been accepted
the circumstances under which the patient may be re-referred (for example, if the patient’s clinical condition changes)
alternative services that may be appropriate.
Victorian public health services must not accept referrals from internal referring clinicians for specialist clinic services except for:
patients that require high-priority access to services
associated care referrals
referrals for clinical review following an inpatient episode of care
referrals generated by the health service solely to meet MBS claiming requirements 
(see section 7.2.4).


[bookmark: _Toc121210063]8. Managing appointments and waiting patients
[bookmark: _Toc121210064]8.1 Managing waiting patients
The expected waiting time for an appointment should be included in the initial written communication with the patient.
The health service must keep complete and accurate records of all communications with the patient, referring clinician(s) and each patient’s nominated GP including:
initial and updated demographic and contact information
the referral’s acceptance
health service-initiated and patient-initiated postponements
changes to the patient’s condition communicated by the referring clinician or the patient
any other communication about the referral.
[bookmark: _Toc121210065]8.2 Short notice or standby lists
Identifying patients who are willing to accept the offer of a consultation on short notice is a strategy that supports the full utilisation of available clinic time.
Victorian public health services must confirm and document that the patient:
agrees to be on a short notice list
agrees to the minimum notice they will be given and if they are able to attend the service in person or via virtual care options with the agreed level of notice 
can easily be contacted and their preferred method of communication for a short notice appointment.
Short notice patients should still be treated in turn. 
If the patient declines a short notice appointment, it must not be considered a postponement of their appointment and must not affect the timeliness of their access to the service.
[bookmark: _Toc121210066]8.3 Validation of patients waiting for appointments
Victorian public health services must perform regular administrative and clinical audits of all patients waiting for new and review appointments to validate the list of waiting patients.
Administrative audits involve contacting patients waiting for a new or review appointment to confirm:
the service is still required (for example, the patient has not already received the service elsewhere)
the patient’s ability to attend when an appointment becomes available 
the patient’s current contact details and preferred method of communication.
Clinical audits involve a clinician contacting the patient, or the patient’s referring clinician, or both, to undertake a review of patients waiting for a new or review appointment to determine:
the service is still required (for example, the patient is not declining treatment)
if there is any change in the patient’s clinical condition or if there should be a change to the patient’s clinical prioritisation
if there is any reason why the patient should be removed from the list of waiting patients.
As a minimum, health services must perform:
a weekly clinical audit of all high-priority access new referrals for patients who have waited more than 30 calendar days from the referral being received
a six-monthly administrative audit and clinical audit of all routine referrals for patients who have waited more than 365 days from the referral being received
a six-monthly administrative audit and clinical audit of all patients who have waited more than 365 days for a review appointment.
[bookmark: _Toc121210067]8.4 Patients no longer requiring an appointment
Victorian public health services must remove the request for the service where the patient informs the health service:
they no longer require the service because they have, or plan to, receive the service elsewhere
their presenting problem has resolved
they are declining treatment.
Health services should remove the request for a service if the patient has:
not responded to two separate invitations made through their preferred method of communication to arrange an appointment
not accessed the tests or investigations that must be completed before the appointment, on two consecutive occasions
failed to attend an arranged initial appointment on two consecutive occasions (except for correctional patients who have no control over their attendance to the appointment). 
If the patient fails to respond to invitations to arrange an appointment or has not completed the required tests or investigations required before an appointment, the Victorian public health service must contact the referring clinician to identify alternative contact details before removing the request for a service.
Health services need to exercise discretion to avoid disadvantaging patients in cases of genuine hardship, misunderstandings and unavoidable circumstances.
The Victorian public health service must advise the referring clinician when the request for a service is removed.


[bookmark: _Toc121210068]9. Discharge management
Discharge planning should start at the beginning of the patient’s non-admitted episode of care. An episode of care includes the treatment contacts and service events delivered within a defined period, or delivered over time, related to the reason for referral (for example, to deliver specified outcome or ongoing management of chronic or progressive disease).
Discharge planning should be linked to the reason for referral given by the referring clinician or self-referring patient. 
Victorian public health services should develop agreed protocols to reduce the variation in practice between clinicians who provide services to similar cohorts of patients (for example, agreeing the number of postoperative reviews, using criteria-led discharge). Criteria-led discharge facilitates effective discharge planning and where should be incorporated into local policies and procedures.
All patients attending specialist clinics provided by a medical practitioner or medical specialist should be discharged after an initial appointment plus a maximum of two review appointments related to the referral unless a medical consultant has approved and documented the approval of further appointments. This may be documented during or at the beginning of the non-admitted episode of care (for example, maternity patients, treatment of cancers, progressive conditions, HIP services).
Patients receiving services through procedural specialist clinics and HIP should be discharged when they have achieved the goals documented in their care or treatment plan and no more goals are identified, or if the patient indicates that they no longer want to participate <https://www.health.vic.gov.au/patient-care/health-independence-program-guidelines>. 
There should be regular communication between the health service, referring clinician and the patient for those patients with chronic or progressive conditions who require ongoing specialist advice or treatment. 
Within five working days from the date the patient is discharged from the non-admitted specialist service the health service must provide a written clinical handover to the referring clinician, the patient and the patient’s nominated GP (unless the patient indicates they do not want to receive this information) <https://www.ama.com.au/articles/10-minimum-standards-communication-between-health-services-and-general-practitioners-and>  <https://www.racgp.org.au/running-a-practice/practice-standards/standards-5th-edition/standards-for-general-practices-5th-ed>). This should include how a request for rapid access back to the service can be made if the patient requires further treatment or care from the same or related service for the same presenting problem.
Health services should provide heads of units or clinical leads for the service with reports on:
discharge rates
the mix of new and review services for specialist clinics
current wait times for services (at least every six months)
the proportion of specialist clinic services delivered through virtual care.


[bookmark: _Toc121210069]Appendix 1: Minimum referral information
Breakdowns in the referral process can lead to delays in diagnosis and treatment. It is estimated that half of referrals in the United States are incomplete <https://www.racgp.org.au/running-a-practice/practice-standards/standards-5th-edition/standards-for-general-practices-5th-ed>.  Anecdotally up to 40 per cent of referrals received by Victorian public health services are incomplete or do not have the information required for the referral request to be accepted and clinically prioritised.
Except for self-referrals, referral requests should include:
patient demographic information
referrer demographic information
the reason for referral
the presenting problem
the service(s) requested
required referral information specified by statewide or local referral criteria
current patient management
the impact of the problem on the patient.
[bookmark: _Toc121210070]Patient demographic information
full name
date of birth
name of parent or carer (if applicable)
address
telephone number(s)
email address
alternative contact details
preferred method of communication
Medicare number (if eligible)
if a person identifies as being of Aboriginal or Torres Strait Islander origin
any requirements to ensure cultural safety (including family violence safety) 
language other than English (if applicable), reliance on a carer, reliance on cultural, linguistic or disability support (for example, need for an interpreter), reliance on transport or accommodation support
medical treatment decision-maker, support person or carer (if any)
contact details for usual GP (if the GP is not the referring clinician)
[bookmark: _Toc121210071]Referrer demographic information
full name
address
telephone number(s) and if appropriate fax number
email address
preferred method of communication
Medicare provider number
[bookmark: _Toc121210072]Required referral information
Required referral information:
date of referral
indication if the patient has agreed to the referral and the sharing of their personal and health information with the health service[footnoteRef:3] [3:  Health information may be disclosed if the disclosure is permitted by an Act other than the Health Records Act 2001 (Vic). Available at <https://www.legislation.vic.gov.au/in-force/acts/health-records-act-2001/047> or may also be disclosed if disclosure is permitted by Health Privacy Principles 2.1, 2.2(a), (f), (g), (h) or (k) or 2.5 under the Health Records Act 2001 (Vic).] 

referring clinician’s assessment of clinical urgency
required clinical information listed in any referral criteria for the presenting problem
[bookmark: _Toc121210073]Reason for referral
If the main purpose of the referral is:
requesting services to establish a diagnosis, provide clinical assessment or inform a treatment plan 
requesting partnership care between the patient, GP and the health service (such as patients with chronic or progressive conditions who require ongoing specialist advice or services to improve and optimise people’s function and participation in activities of daily living)
requesting specific tests or investigations that cannot be ordered, accessed or interpreted through the primary care system
requesting treatments or an intervention.
[bookmark: _Toc121210074]Presenting problem
Indicate the presenting problem or working diagnosis and if the patient has received earlier services for the same presenting problem.
[bookmark: _Toc121210075]Service requested
Indicate the non-admitted specialist clinic or service requested.
[bookmark: _Toc121210076]Current patient management
Summary of current patient management including:
current treatment
previous treatment and response to this treatment
complete and current medication list
allergies and previous adverse events
relevant medical history including any functional or cognitive impairment
relevant family history
relevant physical, psychosocial and structural barriers the person experiences which may impact on their access to services
existing community supports (if any)
existing advance care directive (if any).
[bookmark: _Toc121210077]Impact of the problem on the patient
List any functional impairments, impact on work, study or school, impact on caring responsibilities, social impact, impact on comorbidities and any other impact on the person’s quality of life.
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