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Information for registered training organisations 
The Service coordination principles: housing and homelessness trainer guide will assist registered training organisations to deliver training that aligns with the Victorian Government’s service coordination strategy. Registered training organisations are permitted to use or reproduce all or parts of this document for training purposes.

The Victorian Government initiative to embed service coordination principles into service delivery across health and community services stems from the Better access to services – A policy & operational framework. This initiative recognises that training organisations that deliver health and community services qualifications are well placed to embed these principles into training delivery.

The content within this document is designed to be integrated into the delivery and assessment plans/strategy for the relevant units within the following qualifications:

· CHC409812 Certificate IV in Social Housing

· CHC50812 Diploma of Social Housing.

The units within these qualifications already apply a person-centred and holistic approach. As described in this resource, service coordination supports this person-centred approach, but focuses on the interface between the services required to support a person, ensuring a more coordinated, streamlined and holistic approach.

Aim of this training

The aim of this training is to:

· outline the underpinning frameworks of the service coordination strategy

· provide detail about the Service Coordination Tool Templates (SCTT)

· provide training participants an opportunity to apply the principles of service coordination.

Who might access this information?
The following are suggested target individuals or groups for this training:

· outreach workers

· advocacy services

· support services

· transitional housing managers

· housing service officers

· any worker providing support to a person who is homeless or at risk of homelessness.

Structure

This guide is part of a training resource pack that includes two parts:

· this guide, Service coordination principles: housing and homelessness trainer guide, which has the same information as the student resource and also includes guidance for discussion and assessment

· a PowerPoint presentation for the training component CHCCS504B: Provide services to clients with complex needs.

This trainer guide is suitable for flexible delivery and may be modified to suit the audience. It can be used for: 

· self-paced learning by individuals

· small groups or teams

· classroom-based learning.

There are case studies and discussion points located throughout the guide to prompt thinking or for use in group discussion.

Further reading

Service coordination 
www.health.vic.gov.au/pcps/coordination
CHC08 Community Services Training Package

	Name of qualification
	Existing training units that contain components of service coordination
	Service coordination components present in units and additional comments

	CHC40912 Certificate IV in Social Housing
	CHCCS504B:Provide services to clients with complex needs


	· Apply a demonstrated understanding of issues that the person may face

· Apply a demonstrated understanding of associated and impacting issues

· Identify needs in conjunction with the person

· Determine priorities in conjunction with the person

· Coordinate a plan in conjunction with the person to address identified needs

· Recognise circumstances in which a service and/or worker is no longer able to provide the level of service required

· Communicate with other organisations and share information in accordance with appropriate protocols and relevant legislation

· Determine all service providers’ understanding of the service delivery plan and their roles and responsibilities within that plan

· Seek advice and assistance from relevant professionals where appropriate when the person’s goals are not being reached.

	CHC50812 Diploma of Social Housing
	CHCCS604B Manage the delivery of quality services to clients

CHCNET501A Work effectively with other services and networks
	· Plan client service delivery

· Identify relevant people and organisations to provide support and expertise to maximise effectiveness of service delivery

· Routinely collect and analyse information on clients and delivery options to ensure services delivered reflect client needs and rights, current best practice, organisational and legislative guidelines, ethical practices and duty of care considerations

· Identify and maintain links with relevant services, identify and prioritise needs relating to organisational and professional networks

· Identify, gather, store and maintain information on appropriate services to meet client and organisational needs

· Identify, develop and maintain communication processes within and across services to establish and maintain inter- and intra-sector links

· Incorporate significant cultural practices, needs and traditions into liaison and networking with other services

	
	
	· Implement strategies to develop effective links with new services and networks in consultation with key people and in accordance with organisational objectives

· Provide information and resources to support other organisations and community networks as appropriate

· Work in collaboration with other organisations to enhance networks and service delivery

· Define the type and level of service or collaboration to be provided and negotiate with the relevant organisation

· Define the scope of the organisation’s participation in the network

· Maintain appropriate contact where client referrals have occurred

· Ensure provision of appropriate support to the network where applicable

· Provide information and services to clients and networks in line with relevant legislation and the organisation’s policies and procedures relating to confidentiality, consent and privacy

· Develop and negotiate longer term plans to assist services to operate self-sufficiently where appropriate

· Regularly evaluate effectiveness and relevance of services and networks against organisational goals and client needs in consultation with key people, and modify as necessary

· Ensure materials and resources provided are relevant and current

· Seek feedback on the materials and resources provided, and act appropriately to address feedback received and ensure ongoing quality and linkages to other services. 


Section 1: Introduction to service coordination

What is service coordination?
Service coordination identifies the range of a person’s social and health issues in a timely manner and supports them to access the services they need. It involves looking for issues beyond or underlying the presenting problem, then supporting the person to access appropriate services that are available both within and outside the organisation.

Services need to identify issues that are important to a person right now. For example, someone might not be interested in managing their diabetes if they are worried they won’t have a roof over their head next week.

For a person’s care to be streamlined and coordinated, organisations need to work together and agree on communication processes to share their information. This helps reduce duplication of assessments and ensures that people do not have to repeatedly tell their story. Organisations in subsectors such as alcohol and other drug, problem gambling or youth should promote their services within their locality to ensure that other services providing support to their target group can identify people’s needs and appropriately refer them.

Service coordination practice guidelines and tools have been developed to support organisations to communicate and work together through local partnership networks. In turn, organisations need to clarify the responsibilities, activities and decision-making capabilities of their employees through policies, procedures and position descriptions. Employees should be educated, competent and authorised to perform their roles to the full extent and within the limits set by their organisation.
Case study 1: Identifying underlying issues

Barry is behind in his rent and at risk of eviction. Through a broader screening process the housing worker identifies that Barry has financial concerns due to a problem with gambling. Barry is referred to a Gamblers Help service.

Once Barry has control over his gambling, with ongoing support he will be better able to manage his money and maintain his rental property.

Why was service coordination introduced?

Better access to services – A policy & operational framework identifies several issues that hinder people’s access to needed services. These include:

· a lack of reliable information for both practitioners and clients about what is available in the service system

· a partial approach taken to identifying the range of service needs as well as strengths of people seeking to use services, resulting in blocking of access to services 

· people left with the burden of navigating and coordinating a complex and extensive service system.

Services such as aged care, disability, mental health, alcohol and other drug, justice, housing and general practice function independently, but also need to see themselves as part of the same service system in relation to people who use multiple services. When systems, policies and practice guidelines are not aligned, coordinating services becomes challenging. For example, referrals may be rejected because they are not on organisations’ own referral forms, people slip through the gaps when referrals are not acknowledged, and organisations lose trust when they do not receive feedback after referral. 

Research completed by KPMG (2004) found that when successfully implemented, service coordination delivers benefits to organisations, practitioners and clients.

For a small investment of funds Service Coordination acts as a key catalyst for change. Service Coordination provides the means by which organisations can come together to develop localised systems and processes to improve response times, to provide a better targeted response to client needs, to streamline the means by which services are provided and to generally improve operational efficiency.

Analysis of the Impacts of Service Coordination on Service Capacity in the Primary Health Care Sector

Service coordination principles 
Service coordination is built on the following principles, each of which is covered in more detail in Section 2.

1. A central focus on clients

2. Partnerships and collaboration

3. Engagement of other services

4. The social model of health

5. A duty of care

6. Protection of client information

7. Consistency in practice standards

8. Competent staff.

Service Coordination Tool Templates

The SCTT is a suite of templates developed to support service coordination. The SCTT support standardised collection, recording and sharing of information during initial contact, initial needs identification, referral, consent to share information and coordinated care planning. 

Further reading

Better access to services – A policy & operational framework 

www.health.vic.gov.au/pcps/downloads/publications/BATS_Policy&op-frmewrk_July01.pdf
Section 2: The principles of service coordination explained

2.1 A central focus on clients Service coordination principles 
Service delivery should be driven by the needs of clients and the community, rather than the needs of the system or those who practise in it. Community services should follow the principles and practices of a person-centred approach and should:

· be sensitive to people’s age, religion, gender, culture and language

· take into account people’s expectations and their personal capacity to make informed choices about their health and wellbeing

· encourage self-management

· respect people’s diversity and recognise the individual needs of all clients, including those who are marginalised, vulnerable and have special or urgent needs

· allow for the different needs of women, men, young and older people

· recognise the contribution and expertise of carers and take into account their needs and approach to providing care

· emphasise the importance of health promotion and capacity building

· make assessments available to meet people’s particular circumstances, either on site or in an accessible and appropriate location that is known to the person

· support access to interpreters, signers or other aids

· avoid unnecessary, duplicative or intrusive practices

· recognise that people’s needs change over time and extensive engagement may be required before the full extent of a person’s circumstances and requirements become clear

· actively engage people in the planning and delivery of their care

· supply clients with a copy of their assessment outcomes and a care plan that clearly outlines goals and strategies to achieve them.

Practitioners must ensure that clients:

· are informed of their rights, including their right to a third-party review of any assessment

· have access to a dispute resolution process managed by a third party

· are informed about the outcomes of an assessment and the eligibility requirements of publicly subsidised services

· receive information about review and grievance procedures in culturally appropriate forms.

Discussion point

How can we ensure that support is determined by the needs of the person, rather than what a service can provide?

Trainer notes

· Identify all of the client’s needs first, not just the ones that can be met by your service. For example, if a client is accessing a mental health service they should also be screened for other issues, including financial problems, gambling, alcohol and other drugs, risk of homelessness and so on.

· There are processes and tools available for workers to screen for social and health issues that may not be within their own program expertise. For example, roles, responsibilities and timing related to screening are clearly set out, and screening templates are available to support workers to ask sensitive questions.

· Processes and supports are in place for workers to identify and refer to other services within a local area, for example: electronic service directories; networks or forums where different services can come together and learn about what services they provide; and common referral tools that everyone can use.

2.2 Partnerships and collaboration

Effective implementation of service coordination principles is achieved through committed and collaborative partnerships. Local partnerships support organisations to work together and take responsibility for the interests of clients – not only within their own organisation, but across the service system as a whole. This starts with fostering relationships and building trust. Achieving shared commitment, mutual respect and trust is no small accomplishment, and it requires organisations to reach consensus on the nature of the problems and the outcomes they are seeking. Once achieved, these agreements also require ongoing maintenance.

The commitment might involve a formal agreement such as a memorandum of understanding, terms of reference or partnering agreement. It implies that the parties will share decision-making, risks, power, benefits and burdens to meet the needs of clients.

The Victorian Government funds local partnership networks – Primary Care Partnerships (PCP) for example ​– to provide administrative support and facilitate organisations within a geographic area to come together and agree on how they will coordinate their services and put service coordination principles into practice so that people experience services that work together.

There are 30 local PCPs comprising 940 Victorian member organisations. All PCPs include hospitals, community health, local government and Medicare Locals as core members. Many other types of organisations – for example, area mental health services, Aboriginal community-controlled health organisations, alcohol and other drug services, homelessness services and disability services – are also PCP members. Some partners participate to address specific local issues and needs, for example the police, schools and community groups.

Housing and homelessness

Social housing (includes public and community housing) 

The Department of Human Services has an integrated homelessness and housing system that is designed as a progressive pathway out of homelessness. The Department of Human Services provides crisis, transitional and public housing for low-income Victorians, targeted to those most in need. It also works directly in partnership with not-for-profit registered housing organisations that develop, own and manage rental community housing for people on low incomes. These include:

· housing associations, which manage and expand new housing and manage rental housing portfolios

· housing providers, which primarily manage existing rental housing portfolios.

The integrated housing system includes a range of support services to assist people who are homeless or at risk of homelessness. 
Opening Doors Framework
Opening Doors is an area-based service coordination framework that provides a practice and systems approach to provide timely and effective access to homelessness and social housing services to people seeking assistance. 
The principles underpinning Opening Doors are:
· a client-focused and strengths-based approach

· equity of access to the resources of the homelessness service system

· support for skilled workers with training, supervision and efficient tools

· collaboration and partnerships between organisations and the Department of Human Services

· reasonable care to address the risks faced by each homeless person

· maximising the use of available homelessness resources.

The key features of the Opening Doors model include:
· homelessness services formed into local area service networks are responsible for local application of the Opening Doors framework

· visible entry points are staffed by initial assessment teams backed up by formally agreed protocols and procedures

· consistent, high-quality practice that reduces multiple assessments and unsuccessful referrals

· interim response – a strategy for service continuity to eliminate ‘run-around’

· tools to support service coordination and practice.
The Social Housing Advocacy Support Program

The Social Housing Advocacy and Support Program (SHASP) is a Victorian Government initiative to achieve improved housing outcomes for social housing tenants and public housing applicants, forming part of the government’s ongoing commitment to sustainable tenancies.

Under the Establishing Successful Tenancies activity funded community service organisations will:

· assist to establish successful public housing tenancies with a period of tenancy support 

· provide referral to financial counsellors where required and referral to expert services to address family breakdown, mental health and disability issues 

· provide assistance to tenants to overcome literacy and language difficulties that prevent them from understanding and responding to contact from the Department of Human Services

· involve tenants in the service, planning and management of SHASP services.

Under the Intervention At-Risk Tenancies activity funded community service organisations will:

· intervene when public tenancies are at risk by providing individual support to stabilise the tenancy

· provide referral to financial counsellors where required and referral to expert services to address family breakdown, mental health and disability issues 

· provide assistance to tenants to overcome literacy and language difficulties that prevent them from understanding and responding to contact from the Department of Human Services

· involve tenants in the service planning and management of SHASP services.

Under the Early Housing Applications activity the funded community service organisations will:

· provide assistance to applicants for public housing who are not homeless or eligible for support from another program, in establishing eligibility and linking them to other relevant assistance when this requires advocacy and support

· provide referral to financial counsellors where required and referral to expert services to address family breakdown, mental health and disability issues 

· provide assistance to tenants to overcome literacy and language difficulties that prevent them from understanding and responding to contact from the Department of Human Services

· involve tenants in the service planning and management of SHASP services.

Under the Advocacy activity funded community service organisations will:
· provide advocacy for those social housing tenants who require assistance with complaints, appeals, rent arrears, at the Victorian Civil and Administrative Tribunal, neighbourhood disputes or in the resolution of complex issues or accessing assistance to sustain their tenancy 

· provide referral to financial counsellors where required and referral to expert services to address family breakdown, mental health and disability issues 

· provide assistance to tenants to overcome literacy and language difficulties that prevent them from understanding and responding to contact from the Department of Human Services

· involve tenants in the service planning and management of SHASP services.
Discussion point

What needs to be in place for organisations to work together for people who use multiple services?

Trainer notes

Partnerships (refer to Principle 2 in this section)

Infrastructure and networks are required for services within a locality to come together to identify gaps and agree on how to provide better services for people who use multiple services.

Common practice standards (refer to Principle 7 in this section)

Common practice standards provide a common language, expectations and understanding for services to work together so people receive seamless and coordinated care. Common practice standards may include screening for person’s needs, referral, care/case planning and communication between services of information such as assessment and exit or discharge. 

Common information standards

If all Victorian services used common templates for screening, referral, care/case planning, information sharing and feedback, services providers would:

· know what forms they needed to make a referral no matter what organisation they work in

· consistently record information generated by service delivery processes such as screening, assessment and care/case planning

· be familiar with common data items and format, making completing and reading the information quicker and more efficient

· improve electronic sharing of information by facilitating a standard information data structure. 

System alignment

Systems need to align to aid communication between services. This may include:

· using secure electronic referral systems that can ‘talk to’ systems used by common referral partners

· a system to monitor the status of a person’s journey through the service system and the identification and documentation of other services involved in their care

· building IT skills and capacity for service providers to share information

· putting systems in place to regularly review communication practices and make improvements. 
Further reading
Victorian service coordination practice manual 2012

www.health.vic.gov.au/pcps/coordination/ppps.htm
Department of Human Services housing and accommodation services

www.dhs.vic.gov.au/for-individuals/housing-and-accommodation
2.3 Engagement of other services

Service coordination embraces the broadest range of partnerships across organisation types (small, large, non-government, government and so on) and across all disciplines, including doctors.

Discussion point

Aysha, aged 66, lives alone in a two-bedroom rental unit in Melbourne. After the death of her husband, Aysha has very few social contacts, and both her sons live interstate. Aysha is diagnosed with a generalised anxiety disorder and rheumatoid arthritis by her general practitioner (GP). Her rheumatoid arthritis symptoms are getting worse and she is having some difficulty with day-to-day activities. She is increasingly drinking to deal with her anxiety and loneliness. Aysha is struggling financially and is behind in her rent. 

What different services may be involved in supporting Aysha to remain in her home? 

Trainer notes

Listed below are some services that may be involved; however, there may be many other government and private services available.

· GP: to assess, monitor and manage ongoing health issues 

· Psychologist: to assess, monitor and manage anxiety disorder (as part of the GP mental health treatment plan)

· Alcohol and other drug services: self-management and recovery training group to assist Aysha to recover from her addiction to alcohol

· SHASP: a coordination service to support Aysha to sustain her tenancy (applicable if in public rental)

· Financial counselling

· Occupational therapy: home assessments are performed to support people to live at home safely and to improve mobility and access around the home

· Home Renovation Service: helps older Victorians to live in their home safely with free home inspections to identify required modifications and costs; has interest-free loans to eligible Victorians for renovations (applicable if in private rental)​

· Physiotherapy: ongoing management of rheumatoid arthritis

· Local council: most councils have aged care services under the Home and Community Care program; services may be different from council to council but are likely to provide

· home-delivered meals and group or centre meals

· home care like shopping, banking and house cleaning

· personal care like help with showering, grooming, eating and drinking

· property maintenance like minor repairs, putting in mobility aids or security chains and aids to help with lifting

· social support and recreation for frail older people such as exercise, outings, cooking and guest speakers, and respite to support carers

· transport assistance. 

· Personal and medical alarm systems: there are many different personal and medical alarms for different needs, including Personal Alert Victoria. Personal Alert Victoria is a personal monitoring service that answers calls for help 24 hours a day and is funded by the Victorian Government through the Department of Health.

Health and social services need to communicate with one another so that important information is shared, assessments are not duplicated and people receive coordinated care. Organisations need to communicate with one another during a person’s journey through health and social services, for example:

· An organisation should know what other services are available in their area. If a person requests a service that one organisation does not offer, they should be supported to access the service they require. Current information on services available in each local area can be accessed from the Human Services Directory website at <humanservicesdirectory.vic.gov.au>, or in other relevant service directories.

· When making a referral, organisations should include services already involved in the person’s care and other services to which the person has been referred to reduce duplication. 
· When organisations receive a referral, they should acknowledge that the referral was received and send the resulting actions to the referring organisation. This ensures that the referral is not lost in the system and the person does not slip through the gaps.

· Feedback is a critical component of the service coordination process. Organisations need to provide feedback that the receiving organisation might need to act on, or be aware of, when they next see the person. Feedback should be concise and contain information relevant to that service. This may occur:

· if the person declines the service or does not attend the appointment

· to inform the referring organisation of the assessment outcome

· if the person’s condition or circumstances change

· if the person requires a shared care/case plan, in which case a copy of the shared care/case plan is provided to all participating organisations (and the client), and they are notified when the plan is reviewed, if the person’s goals change or are met. In some circumstances a case conference may be required

· to notify referring or other participating organisations when discontinuing services or when the person is referred to an additional service.

· To assist with communication, local agreements may be developed within and across service providers, including general practice. Agreements can include arrangements for:

· communication

· sharing information

· joint assessment and reassessment

· care pathways

· shared care/case planning

· referral

· feedback

· exiting/discharge.

Local agreements based on defined care pathways can assist people to access the best mix of services regardless of where they enter the service system or whether the service is funded through the state, the Commonwealth, or is locally funded.

Discussion point

When a person accesses multiple services, when do organisations need to communicate with one another to ensure that the person can access the services they need and that their care is coordinated?

Trainer notes

Organisations need to communicate at the following points in the service pathway.

Initial contact 

When a client makes contact with a service provider, the organisation may not provide all the services that are required, or the client may not be eligible for the service. The service provider needs to identify the required services within their local area and the client’s eligibility. This may be done through an electronic service directory, for example the Human Services Directory. 

Referral
Organisations making a referral should include enough information to determine eligibility and priority. They should also include what services the client is receiving and what services they have been referred to (this will reduce duplication). Organisations receiving a referral should acknowledge that the referral has been received and advise how it has been actioned ​– for example, if the referral has been accepted and the client is on a waiting list, or the referral has not been accepted because more information is required to determine eligibility.

Shared care/case plan

Communication with organisations involved in a person’s care is required when developing and reviewing a shared care/case plan as scheduled or when there are changes to the shared care/case plan. 

Assessment

Summary feedback of the assessment and any interventions should be sent to the referring organisation or to the care/case coordinator.

Handover

Communication is required when handing over or transitioning care from one service provider to another.

Exit or discharge

Services involved in a person’s care should be notified when a person is discharged or is exiting a service for example a Home and Community Care service should be notified when the consumer is discharged from hospital or rehabilitation back to their home.

Further reading and resources
Human Services Directory

www.humanservicesdirectory.vic.gov.au
Department of Human Services Home Renovation Service

www.dhs.vic.gov.au/for-individuals/housing-and-accommodation/home-owner-support/home-modification
2.4 The social model of health

The social model of health is a distinct conceptual framework for thinking about health and wellbeing. In addition to biological and medical factors, the model addresses the social, cultural and environmental determinants of health and wellbeing such as education, housing, spiritual life and family connections. Service providers should consider clients in this broader context and ensure that they deal holistically with people who seek their services. The framework also ensures that service models trigger considerations beyond those associated with the immediate circumstances or conditions a person may present with, whether social, environmental, biological or medical (see Better access to services – A policy & operational framework).
Discussion point

What are the social and environmental determinants of health and wellbeing?

Trainer notes

The World Health Organization (1946) defines health as a state of complete physical, mental and social wellbeing and not merely the absence of disease or infirmity. Implicit in this definition is that people can feel healthy and enjoy wellbeing even with a health condition or disability.

Our health and wellbeing is determined (or influenced by) a wide range of factors, including individual, social, cultural, economic and environmental factors (Commission of Social Determinants of Health 2008). 

Individual factors include: genetic make-up; early life experiences; age; gender; ethnicity; and the cumulative effect of health-related behaviours over the life course (Bacon et al. 2010). 

The Victorian Public Health and Wellbeing Plan 2011–2015 identifies the following social and environmental determinants of health and wellbeing: employment and housing; schools and education; social connections; conditions of work and leisure; and the state of housing, neighbourhoods and the environment. Further, exposure to environmental hazards and infectious agents also play a direct role. Access to quality healthcare and treatments can help to restore health or make a condition manageable.
How may the social and environmental determinants of health and wellbeing be included in a shared care/case plan?

Trainer notes

A shared care/case plan should include goals identified by the person (what is important to them). Consider how the determinants of health and wellbeing influence these goals. For example, Gary, 34 years old, is depressed and drinking too much after the breakdown of his marriage. He is in financial difficulty after losing his job and money through gambling. He has several issues, and a shared care/case plan is being developed. One of his goals is to gain shared custody of his two children. To help Gary reach this goal the following needs should be considered:

· Gary’s mental health status and coping strategies (requires linking with a counselling/mental health service)

· Gary’s drinking habits (requires linking with alcohol and other drug services)

· employment and education opportunities (requires linking with Centrelink)

· financial status to support his rental and living requirements (requires linking with financial counselling and/or problem gambling services)

· family and social networks to support Gary and support him to care for his children

· the availability of secure and safe housing for him and his children, when they visit

· legal advice for shared custody of his children.
Further reading

Victorian Public Health and Wellbeing Plan 2011–2015
docs.health.vic.gov.au/docs/doc/8532A3E8DAD73048CA2578FE000571F5/$FILE/vic-public-health-wellbeing-plan.pdf

2.5 Duty of care 

Duty of care involves a responsibility to take reasonable care of a person. Duty of care extends to service coordination in that staff should provide accurate and timely information and assist clients with referrals and coordinated care.

Organisations and workers need to ensure that they provide the best outcome for people using their professional skill and judgement in all cases. Service coordination practice ensures communication among participating services and practitioners to correct deficiencies. It minimises or eliminates unnecessary repetition of information.

Discussion point

List some examples of possible deficiencies that occur in an uncoordinated service system (this may be from personal or family experience).

Trainer notes

This may include: 

· a lack of communication between services 

· a miscommunication between client and service provider

· not being informed of services that are available

· people slipping through the gap (an appointment not made or a referral not received).

Discuss possible solutions.

Trainer notes

Most issues occur when communication breaks down and affects continuity of care. Solutions may include:

· using language that is easily and mutually understood 

· providing clients with appropriate written information

· having processes in place for services to communicate with one another

· having processes in place for referral, including acknowledgement

· having all services working from a common shared care/support plan

· improving IT infrastructure.

2.6 Protection of client information
Workers in health and community services have a legal and ethical obligation to support and maintain the rights and safety of clients. One of these obligations is to maintain clients’ privacy and confidentiality, which relates to respecting information about the client and its source. Such information should only be disclosed to those who require it and only after agreement with the people concerned. This is referred to as ‘consent’.

Discussion point

How can service providers protect client information when referring the person to another service?

Trainer notes

Discuss with the client so that they understand what information is going to be shared with which service providers for what purposes (what, who, why). Document the client’s consent to share this information. The SCTT Consent to share information template is available in 63 languages, as well as in easy English and can be located at <www.health.vic.gov.au/pcps/publications/languages_privacy.htm>.

Provide the client with an information privacy brochure. The Your information: It’s private brochure is available in 63 languages, as well as in easy English, and can be located at <www.health.vic.gov.au/pcps/publications/languages_privacy.htm>. Ensure that the client has the capacity to give consent (see discussion below).

Ensure the secure electronic transfer of information. Ideally a secure e-referral system or encrypted email should be used. 

The following steps may be taken to ensure that a fax transmission is secure. 

· All fax machines are to be placed in a secure area that is not generally accessible 

· Only authorised personnel are to have access, and security measures should be taken to ensure that this occurs 

· Destination numbers are verified before transmission 

· Recipients are notified that they have been sent a fax

· The cover sheet clearly states that the fax contains confidential information 

· Faxes are to be sent to secure destinations; that is, the fax machine of the recipient must be in a secure location and accessible only by those authorised to receive the information 

· The fax transmission confirmation sheet, which includes important data such as the time of transmission and the recipient’s fax number, should be retained 

· Successful delivery of the fax is confirmed by phoning the recipient

· Received faxes are to be stored in a secure location. 

The following features will secure the physical environment where personal information is stored.

· Access control measures for file storage areas and offices

· Locked filing cabinets and other information storage facilities

· A file tracking system to monitor case file movements

· Adherence to a clean desk policy

· Password-protected computers

· Positioning of computer monitors so that information cannot be seen or accessed by unauthorised staff

· Provision of security alarm systems.

The protection of clients’ information is one of the most important principles of service coordination. Service coordination models and strategies should incorporate clear arrangements for maintaining client confidentiality, for protecting the privacy of clients’ personal information and for obtaining their consent to their information being collected and used for specified purposes, including being shared with another provider as part of a referral (refer to Victoria’s Health Records Act 2001 and Information Privacy Act 2000, and the Commonwealth’s Privacy Act 1988).

Broad screening of a person’s needs may identify multiple, interrelated issues. This information gives service providers a more comprehensive picture of the client’s circumstances and wellbeing. However, some of the information may not be directly related to the primary reason for a referral, so consent must be obtained to share this additional information.

Case study 2: Protection of clients’ information

Jack presents at Centrelink with financial issues and it is identified that he has a gambling problem. He is referred to a problem gambling service, where he talks about the stressors in his life, including being HIV positive and having relationship difficulties with his wife and children. Jack’s HIV is being medically managed and he has links with an HIV support group. Jack agrees to see a family counsellor to address his family relationship issues.

Consent is not required to refer Jack to a family counsellor, but it is required to share information regarding his gambling problem and his HIV status.

If Jack does not consent to his HIV status and gambling problem being included in the referral to the family counsellor, the referral can still proceed, and Jack can disclose these issues to the counsellor when he feels comfortable.

If the client refuses consent to share their information, a referral can still proceed. However, limiting information may impact on the ability of the organisation receiving the referral to assess the resources required to address the client’s needs. The organisation would need to obtain the information directly from the client.

If the client does not have the capacity to consent – for example, when they do not understand the nature of what they are consenting to or the consequences of consenting – consent must be sought from someone who is their authorised representative under the terms set out in Health Principle 2.2 in Schedule 1 of the Victoria’s Health Records Act.
Discussion point

A non-health service provider, for example a housing service officer, refers a client to a mental health service and wishes to include information identified in the initial needs identification that is not related to the person’s mental illness, for example, living circumstances. This information is not directly related to the primary reason for the referral, but it may assist the mental health counsellor to obtain a more comprehensive assessment. Refer to Victoria’s Information Privacy Act and answer the questions for the following scenario.

The client does not have the capacity to consent (that is, they do not understand the nature of what they are consenting to, or the consequences of their consent), and it is not practical to obtain consent from an authorised representative. Can the information be shared without consent? 
Trainer notes
Health information: If it is not reasonably practical to obtain consent from an authorised representative, or the person does not have an authorised representative, health information can still be shared in the circumstances set out in Health Principle 2.2 in Schedule 1 of Victoria’s Health Records Act. This includes where the sharing of information is by a health service provider and is reasonably necessary for the provision of a health service or where there is a statutory requirement. 

Private information: If it is not reasonably practical to obtain consent from an authorised representative, or the person does not have an authorised representative, information can still be shared in the circumstances set out in the Information Privacy Principles in section 14 of the Commonwealth’s Privacy Act. This includes if the worker believes on reasonable grounds that use of the information for that other purpose is necessary to prevent or lessen a serious and imminent threat to the life or health of the individual concerned or of another person. 
Discussion point
The client has the capacity to consent and refuses consent to share information. Can the referral proceed?

Trainer notes
If the client refuses consent to share information, a referral can still proceed. However, limited information may impact on the ability of the organisation receiving the referral to assess the resources required to address the client’s needs. The organisation will need to obtain the information directly from the client.

The Victorian Government has developed resources regarding privacy and consent to support service coordination. These include:

· the client privacy information brochure Your information: It’s private
· the SCTT Consent to share information template.

The References section at the end of this guide lists web addresses for all publications mentioned.

Client privacy information brochure
Health and social information is often particularly sensitive, and people need to be confident that their information will be handled appropriately and confidentially. When organisations collect information, they must provide people with information about their rights to privacy. The client information privacy brochure Your information: It’s private is designed to assist practitioners in their discussions with clients regarding how their information will be used. The materials were developed in line with Commonwealth and state privacy legislation, including Victoria’s Health Records Act and Information Privacy Act, and the Commonwealth’s Privacy Act.
The Your information: It’s private brochure is available in 63 different languages as well as in easy English. The easy English format presents information in a simple way and uses a large font size and images to support the text. Easy English is currently used extensively for people with a disability. However, it is also becoming more widely used for people with low literacy levels or where English is a second language.

SCTT Consent to share information 

People must be confident that they have made an informed decision regarding the sharing and release of their information. Victoria’s Health Records Act limits when and how an organisation can share information. Essentially, client information can only be used or disclosed for the purpose for which it is collected, or for purposes authorised by law. The client needs to understand what they are consenting to and for what purpose. They need to know that they can refuse to share information without their refusal affecting the referral.

The SCTT Consent to share information template can be used to ensure consistency and compliance in consent practice across organisations and is available in 63 languages as well as in easy English.

Discussion points

In the case of family violence, how can a service provider ensure that a person’s information is not shared inappropriately or inadvertently with the offender?

Trainer notes

The following are points to consider when speaking with a person who that may be a victim of family violence. Do not:

· interview or provide service to the client when their partner, carer or other family member is in the room
· use a partner, carer or other family member as a sole or unquestioned source of information
· use a partner, carer or other family member as a translator.
In the case of family violence when can information be shared without consent?

Trainer notes

A service provider can share relevant information where there is serious and imminent threat to the life, health, safety or welfare of the client or members of the public. A service provider should report or refer if they believe the client is in danger due to family violence or if they believe their client poses a serious imminent threat to another person. Additional reporting is acceptable if there is suspicion of unlawful activity (for example, if criminal forms of family violence are occurring or will occur).

Case study 3: Consent to share information

Ruth, aged 46, has a history of high blood pressure and obesity. She has just been diagnosed with diabetes by her GP and referred to a diabetic educator to help her manage her diabetes. While discussing eating habits with the diabetic educator, Ruth becomes emotional and reveals that she overeats when she feels stressed. She confides that she has a problem with drinking, which she feels stems from sexual abuse that she suffered several years ago.

The diabetic educator offers to refer Ruth to professionals who can help her to manage her diabetes (for example to a dietician, podiatrist and ophthalmologist). The diabetic educator also discusses with Ruth whether she would like to be referred to a service to support her with her drinking problem and to a sexual assault service (for example, a centre against sexual assault).

Prior to the referral, the diabetic educator explains what happens to Ruth’s private information and how it is protected and gives Ruth a copy of the brochure Your information: It's private. The SCTT Consent to share information form is completed, including what information will be shared with which service provider. Ruth consents for all of her information to be shared with the sexual assault service, but indicates that she does not want her sexual abuse experience shared with the other service providers.

Ruth’s requests are documented on the SCTT Consent to share information form. A copy is given to Ruth and a copy is filed in her case file.

Further resources

Office of the Health Services Commissioner privacy and consent training

www.health.vic.gov.au/hsc/training.htm
Office of the Victorian Privacy Commissioner privacy training www.privacy.vic.gov.au/privacy/web2.nsf/pages/training
The SCTT Consent to share information form and the consumer information privacy brochure Your information: It’s private are available in 63 different languages as well as in easy English at www.health.vic.gov.au/pcps/sctt.htm
Health Privacy—it’s my business: Use and Disclosure of Health Information www.health.vic.gov.au/hsc/infosheets/disclosure.pdf
Victoria’s Health Records Act 

www.health.vic.gov.au/healthrecords/www.health.vic.gov.au/healthrecords
Victoria’s Information Privacy Act www.legislation.vic.gov.au/domino/Web_notes/LDMS/PubLawToday.nsf/95c43dd4eac71a68ca256dde00056e7b/cd652e34a04da6c2ca257505007ce686!OpenDocument
The Commonwealth’s Privacy Act

www.austlii.edu.au/au/legis/cth/consol_act/pa1988108/ 
Department of Human Services family violence services

www.dhs.vic.gov.au/for-service-providers/children,-youth-and-families/family-violence
2.7 Consistency in practice standards
Service coordination enables organisations to remain independent of one another, while working in a cohesive and coordinated way to deliver a seamless and integrated service response. Practice standards for how organisations should work together are documented in the Victorian service coordination practice manual 2012.

Using standard and agreed statewide practice outlined in the practice manual, services can document client information, identify client needs, make multiple referrals, and provide feedback and shared care/case planning in a more consistent way that addresses people’s needs.

Practice standards: service coordination

All elements of service delivery are addressed by the process of service coordination. Defining these elements provides a common language and understanding for services to work together so people have a seamless and coordinated care. 

Figure 1: Service coordination operational elements and processes
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Elements of coordinated care

	Element
	Definition

	Initial contact
	The first contact a person, or their support person, has with the service system. Initial contact may involve a person phoning or visiting a service. It may also occur as part of an outreach program for hard-to-reach groups, for example people who are homeless.

	Initial needs identification 
	An initial screening process where underlying issues, as well as presenting issues, are identified. For example, does the person feel safe where they are sleeping? What assistance do they require with daily living? Are there lifestyle risk factors? Initial needs identification is not a diagnostic process, but a determination of the services required and of eligibility and priority for service.

	Assessment
	A decision-making methodology that collects, weighs and interprets relevant information about the service user. Assessment is not an end in itself, but part of an ongoing process of delivering care and treatment. Assessment is an investigative process using professional and interpersonal skills to uncover relevant health and wellbeing issues to develop a care/case plan.

	Shared care/case planning
	Shared care/case plan

Used when a person has complex or multiple needs - for example, people with a chronic disease or high support needs and require services from more than one organisation. A shared care/case plan (for example, the SCTT Shared support plan) is used when people will experience a better outcome if the care and services they receive are coordinated among organisations and over time. It enables a proactive approach to care for people with multiple support needs.

Different organisations use different terminology to describe a shared care/case plan, such as ‘inter-organisation care plan’, ‘case management plan’, ‘team care arrangement’, ‘mental health plan’ or ‘disability support plan’. Avoid duplication and decide if there is a need to add to an existing plan or develop a shared care/case plan. The plan should not repeat the content of other plans, but focus on priority goals that require a coordinated approach. A copy of the plan should be sent to other participating organisations, including the person’s GP if applicable.

	
	Care/case coordinator

Nomination of a single care/case coordinator (key worker) or contact person will promote effective communication between the service user and service providers. The nominated worker is responsible, within the scope of their role, for ensuring that the shared care/case plan is delivered and monitored, review dates are set, reassessments are initiated and feedback is given to referring service providers. When determining the care/case coordinator, consider the service user’s preference, the relationship of the worker to the service user, the level of engagement, frequency of contact and the skills and capacity of the worker. The care/case coordinator may change over time.


Information standards: Service Coordination Tool Templates

The SCTT is a suite of templates developed to support service coordination. The SCTT support standardised collection, recording and sharing of information during initial contact, initial needs identification, consent to share information, referral and coordinated care planning. 

Using the SCTT for communication among all service providers in Victoria will assist them to:

· know what templates they need for a referral no matter what organisation they work in

· record, in a consistent manner, information generated by service coordination processes such as initial contact, initial needs identification, assessment and shared care/case planning

· be familiar with the data items and formatting, to make completing and reading the templates quicker and more efficient

· consider information across a broad range of health and social domains in accordance with the social model of health 

· share information electronically. 

The templates replace over 300 different tools, are used by more than 600 services across the state and are currently integrated into over 30 different client information management systems. Over 500 services make referrals using the SCTT through secure electronic systems.

Progressively information will be shared by exchanging data in the form of HL7 messages. This means that information sent in a referral can populate directly into the receiving organisation’s client information management system. This can only happen if there are common information and data standards.
Discussion point

Identify communication links with other services within the SCTT core referral templates and the SCTT Shared support plan.

Trainer notes

· The SCTT Consumer information form identifies the client’s GP so that information can be shared with their GP if appropriate. It also identifies if the client needs an interpreter for their appointment.

· The SCTT Summary and referral information form records all current services and services that the person has been referred to. This will reduce duplication and inform services providers about what information they can share and with whom. For example, if a client needs to go into hospital, the district nurse who visits them in their home twice a week for wound management can be notified. This form also identifies what extra support the client may need when attending an appointment. For example, a client may require a longer appointment time due to communication difficulty and cognitive impairment, or may have difficulty waiting for long periods and display inappropriate behaviour in this situation.

· The SCTT Consent to share information form records what information can be shared with each service provider.

· The SCTT Referral cover sheet and acknowledgement form is used to send a referral. The organisation receiving the referral can reuse it to acknowledge the referral, supporting continuity of care. 

· The SCTT Shared support plan records the service providers that are involved in the plan so they can be contacted when there is a change in the plan or when there is a scheduled revision of the plan.
Think of some of the needs of people who are at risk of homelessness and which optional SCTT forms would be relevant to complete and send with a referral.

Trainer notes

· SCTT Single page screener of health and social needs: covers a broad range of issues and may facilitate conversation around sensitive issues such as gambling and family violence

· SCTT Accommodation and safety arrangements: use if there are concerns about unstable housing, homelessness or family violence

· SCTT Care relationship, family and social network: use to identify family and social supports or issues 

· SCTT Alcohol, smoking and substance involvement screening: use to screen for all levels of problem or risky substance use in adults

· SCTT Social and emotional wellbeing: use if there are concerns about depression or anxiety

· SCTT Health and chronic conditions: use if there are health concerns

· SCTT Need for assistance with activities of daily living: use if there are concerns that a person cannot cope and needs assistance to live at home alone.

Further reading

Victorian service coordination practice manual 2012

www.health.vic.gov.au/pcps/coordination/ppps.htm
Service coordination tool templates and Service coordination tool templates 2012 user guide
www.health.vic.gov.au/pcps/sctt.htm
Service coordination online learning module

www.health.vic.gov.au/pcps/workforce/index.htm

2.8 Competent staff

The elements of service coordination must be undertaken by staff who are appropriately skilled, qualified, experienced, supervised and supported.

A web-based service coordination self-paced training module is available for staff to orientate themselves to the service coordination principles and practice guidelines. 
Further resources

Service coordination

www.health.vic.gov.au/pcps/coordination/index.htm
Service Coordination Online Learning Module

www.health.vic.gov.au/pcps/workforce/index.htm
Office of the Health Services Commissioner privacy and consent training

www.health.vic.gov.au/hsc/training.htm
Office of the Victorian Privacy Commissioner privacy training www.privacy.vic.gov.au/privacy/web2.nsf/pages/training
Section 3: Suggested cumulative assessment item

Case study 4: Coordinated assessment and planning

Joe is a 47 year-old man with schizophrenia. He lives in a supported residential service (SRS), where he feels a lack of privacy. He does not get along with his housemates because of his unpredictable behaviour from his mental illness and excessive drinking. Lisa, an outreach worker from the local community health service, visits Joe (initial contact). 

Lisa undertakes the standard initial needs identification procedures of her organisation. This includes health and social screening; for example, whether Joe feels safe and secure in his accommodation, health concerns or lifestyle risk factors. Lisa explains the reason for collecting the information and how it will be used to assess his needs and support him to access the services he requires. 

Among his other problems, Lisa determines that Joe has recently been experiencing abdominal pain, which may be related to alcohol abuse. He also needs to find more secure long-term accommodation. Lisa discusses options for support and services available and broaches the possibility of accessing an alcohol and other drugs service. Lisa collects the information using the SCTT  referral tool, which includes what services Joe is currently accessing and the services to which he has been referred. 

Lisa provides Joe with the Your information: It’s private brochure and explains the reason for collecting the information and how it will be used to support him. Joe provides his consent for all the information collected to be included in the referral to all the services and signs the SCTT Consent to share information form. Lisa then:
· refers Joe for urgent medical and allied health assessments provided by the community health service, including general practice, mental health and alcohol and drug services

· supports Joe to find secure long-term accommodation if he leaves the SRS, through a referral to a homelessness entry point funded by the Department of Human Services. 

Lisa identifies Joe as having chronic and complex needs and assumes the role of his care/case coordinator until the doctors and allied health workers at the community health service can assess him. In this role, Lisa provides secondary consultation to the other workers involved. Lisa also supports Joe to attend his appointments at the community health service and ensures that the services are received in a timely and appropriate manner.

Joe is later linked to a caseworker, Paula, a trained social worker who works at the community health service. Paula undertakes a comprehensive assessment, drawing on both Lisa’s initial needs identification and the medical and specialist assessments performed by the mental health workers at the community health centre. The assessment provides a picture of Joe’s ongoing social, functional, emotional, lifestyle and health needs. Each expert has gathered specific assessment information relevant to their own area, and Paula has added to this information to develop a shared care/case plan using the SCTT Shared support plan. In consultation with Lisa and Joe, it is agreed that Paula is in a better position at this time to take over the role of care/case coordinator.

The plan is underpinned by a person-centred, coordinated approach. Joe has been actively involved in the development of the plan, and Paula has documented his needs, wishes and individual circumstances, as well as opportunities for health education. Paula has communicated with the other participants in Joe’s care as she developed the plan, which includes actions that ensure continuity of care such as regular review processes, indicators for further collaboration and communication processes. 

Outcomes 

The service coordination provided initially by Lisa and on an ongoing basis by Paula transformed Joe’s life. Joe could have slipped through the gaps in the service system and never been approached by an outreach worker. According to Joe: ‘They brought stability back into my life. I have my own place. I am more assertive than I used to be and can stand up for myself. I have a support worker to talk to about my problems, who helps me work out solutions. It’s easier to cope with life’.

Joe’s caseworker knows that if it were not for service coordination approach, Joe might have ended up in a boarding house with no opportunity to live independently in a safe, secure environment.

Activity

In small groups, discuss the scenario and respond to the following questions.

1. What are some other expected outcomes for Joe?

Trainer notes

Process outputs:

· Joe’s needs are identified

· Joe is linked to support services

· Joe’s goals are identified

· a shared care/case plan is developed, monitored and reviewed. 

Joe’s outcomes:

· a reduction in harm associated with alcohol use

· improved physical health

· improved psychological health

· improved social adjustment and functioning

· stable and safe housing.

2. Which actions and approaches outlined in the case study represent activities or principles of service coordination?

	Trainer notes

	A central focus on clients
	· Initiating contact has been tailored to the needs of the client, that is, an outreach approach

· Joe’s needs are screened beyond the presenting issue or the practitioner’s immediate expertise. This is a person-focused approach rather than a service-centred approach

· Joe is actively involved in the development of his shared care/case plan

· Joe has control over what private information is shared with which services through the consent process.

	Partnerships and collaboration
	· Partnership and collaboration is required between the SRS and the community health service in order for Lisa to make contact with the SRS residents

· Lisa, Paula and Joe collaborate to agree on who is best placed to take on the care/case coordinator role

· Partnership and collaboration are required for services to come together to develop and review Joe’s shared care/case plan.

	Engagement of other services
	· Because Lisa identifies all of Joe’s needs she is able to link him to the services he requires

· Paula engages the other participants in Joe’s care in developing and reviewing the shared care/case plan.

	The social model of health
	· Social, environmental and health factors are considered in screening, assessment and shared care/case planning processes.

	A duty of care
	· Joe’s needs are identified, and the appropriate referrals are made to specialist services 

· Joe’s situation is monitored through the shared support plan 

· Roles and responsibilities are identified (for example, the role of the care/case coordinator) and documented on the SCTT Shared support plan.

	Protection of client information
	· Lisa provides Joe with the Your information: It’s private brochure

· Lisa explains the reason for collecting information and how it will be used to support him

· Joe’s consent is documented on the SCTT Consent to share information form.

	Consistency in practice standards
	· A common statewide template is used for referral and shared care/case planning

· Practices and processes around the shared support plan are agreed to, including regular review processes, indicators for further collaboration and communication processes. 

	Competent staff
	· Although it is not stated in the case study, the service providers should be skilled in service coordination practice and processes and in their areas of expertise.


3. What efforts are made to protect Joe’s privacy and gain his consent to share information?

Trainer notes

· Lisa provides Joe with the Your information: It’s private brochure

· Lisa explains the reason for collecting the information and how it would be used to support him 

· Joe’s consent is documented on the SCTT Consent to share information form.

4. How do Lisa and Paula make the process of information exchange more effective for the other services?
Trainer notes
· Lisa screens Joe’s needs beyond the presenting issue and identifies issues that require specialist services and includes this information in her referral to Paula – this means that Paula does not need to duplicate the screening process and can expand on the identified issues as applicable within her scope of practice

· Using common referral and care/case planning tools – the SCTT for example – means that information can be transferred more easily electronically and it is easier and quicker to read forms that are familiar

· The SCTT referral templates include a listing of the services that Joe is already receiving and the services that Lisa has referred him to – this means that the service providers involved in Joe’s care do not duplicate referrals and assessments, and they know who to contact if there are any overlapping issues

· Paula facilitates discussions with Joe’s other service providers through the care/case planning process to agree on communication processes.

5.  How do Lisa and Paula use a proactive approach?

Trainer notes

· Lisa does not wait for Joe to ask for help but reaches out to him at the SRS

· Lisa identifies the issues underlying Joe’s behaviour and makes appropriate referrals

· Lisa identifies that Joe has complex and chronic conditions and needs someone to support him to access services and coordinate his care

· Paula identifies that Joe would benefit from a shared care/case plan and actively involves Joe and his other service providers in the process.

Abbreviations

	GP 
	general practitioner

	HIV
	human immunodeficiency virus

	PCP 
	Primary Care Partnership

	SCTT 
	Service Coordination Tool Templates 

	SHASP
	Social Housing Advocacy and Support Program

	SRS
	Supported residential service
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