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Information for registered training organisations

The Service coordination principles: disability services 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’s 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:

· CHC30408 Certificate III in Disability

· CHC40308 Certificate IV in Disability

· CHC50108 Diploma of Disability.

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 the 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:

· disability support workers

· case workers

· outreach workers

· advocacy services

· support services

· any worker who provides support to a person with a disability.

Structure

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

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

· a PowerPoint presentation for the training component CHCCM503C: Develop, facilitate and monitor all aspects of case management.
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 throughout the guide to prompt thinking or for use in group discussion.

The preferred terms in disability services to describe people using disability services are: ‘people with a disability’; ‘person with a disability’; and ‘person’. In this document the term ‘consumer’ may also be used to maintain consistency with other service types.

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 elements present in units and additional comments

	CHC30408 Certificate III in Disability
	CHCCS411A Work effectively in the community sector

CHCICS302A Participate in the implementation of individualised plans
	· Ensure confidentiality in communicating personal information

· Apply workplace procedures in all communication to support accuracy and understanding of information provided and received

· Use person-centred or community-centred approaches in communication

· Develop knowledge and awareness of different sectors and roles in the community sector, and how interrelationships between these roles affect one’s own work

· Communicate with consumers during the development of plans

· Complete documentation according to organisational reporting requirements

· Understand organisational policies and procedures in relation to the individualised planning process.

	CHC40308 Certificate IV in Disability
	CHCCS411A Work effectively in the community sector

CHCICS402A Facilitate individualised plans
	· Ensure confidentiality in communicating personal information

· Apply workplace procedures in all communication to support accuracy and understanding of information provided and received

· Use person-centred or community-centred approaches in communication

· Develop knowledge and awareness of different sectors and roles in the community sector, and how interrelationships between these roles affect one’s own work

· Work with the person to determine the stakeholders to be included in the planning process

· Conduct assessments

· Develop plans, review plans

· Complete planning documentation according to organisational policies.


	CHC50108 Diploma of Disability
	CHCCM404A Undertake case management for consumers with complex needs
CHCCM501A Coordinate complex case requirements
CHCCM503C Develop, facilitate and monitor all aspects of case management

CHCCS503A Develop, implement and review services and programs to meet person needs
	· Work with the consumer to identify the range of issues that will require service input

· Identify the full range of appropriate service and support options for the consumer

· Work with the consumer to identify priorities for service requirements

· Identify possible service overlaps, determine the respective roles of the consumer, worker and relevant others in the referral process

· Work with other services to establish communication requirements

· Work with the consumer and other services to resolve any confusion, concerns and barriers

· Facilitate communication between services to identify duplication 

· Manage service duplication

· Work with the consumer and other services to identify barriers to obtaining outcomes

· Work with the consumer and other services to develop solutions to attaining outcomes in a coordinated manner

· Develop a care/case plan to reflect initial assessment of needs

· Develop action plans to reflect integration of expertise of relevant stakeholders and other service providers

· Use consumer information to target service provision and to enable quality service to be provided

· Investigate the needs of consumers and seek advice or services from other workers, agencies or primary health practitioners as required

· Put in place mechanisms to ensure that service information is recorded, maintained and applied to future consumer contact so service developments are well informed and appropriate

· Review services in consultation with consumers and other relevant people including primary health practitioners

· Maintain all relevant documentation relating to consumers and service delivery and communicate in accordance with organisational procedures

· Seek provision of services from other workers, agencies or primary health practitioners as required

· Make referrals to external services as appropriate.


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 that person’s 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 providers need to consider people in a broad holistic manner that acknowledges the social, cultural, and environmental and health needs of the person. Service coordination aims to identify and respond to those needs in a timely manner.

People with a disability have diverse and complex needs that go beyond their disability. As a worker in the disability sector you will need to be aware of all the services that may be playing a part in a person’s life such as medical, housing and family services. You need to be aware of the links between these services, and of the organisation or agency providing the initial support.

Service coordination governance structures, practice guidelines and tools have been developed to support organisations to communicate and work together through local partnership networks.

Your role may be to:

· work collaboratively with other professionals

· assess and identify the person’s needs

· attend meetings or appointments with other services

· advocate on behalf of the person

· communicate decisions to others

· keep the person informed.
Case study 1: Identifying underlying issues

Julie, who has cerebral palsy, is referred to a podiatrist by the diabetic educator as part of her diabetes management plan. Julie tells the podiatrist that she is not feeling well and reveals that she has not been taking all of her medications. Through a broader identification process the podiatrist identifies that Julie has financial concerns due to a problem with gambling and cannot afford her medications. Julie is referred to her general practitioner (GP) to assess her health, and she is offered support for her problem with gambling at a local community health centre.

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 people using services 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 they also need to see themselves as part of an integrated service system for 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 agencies’ own referral forms, people slip through the gaps when referrals are not acknowledged, and agencies lose trust when they do not receive feedback about their consumers after referral. 

Research completed by KPMG (2004) found that when successfully implemented, service coordination delivers benefits to agencies, practitioners and people who use services.

For a small investment of funds Service Coordination acts as a key catalyst for change. Service Coordination provides the means by which agencies can come together to develop localised systems and processes to improve response times, to provide a better targeted response to person 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 are covered in more detail in Section 2.

1. A central focus on consumers

2. Partnerships and collaboration

3. Engagement of other services

4. The social model of health

5. A duty of care

6. Protection of consumer 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 consumers

Service delivery should be driven by the needs of consumers 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 consumers’ 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 consumers, 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 consumers’ 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 consumers with a copy of their assessment outcomes and a care plan that clearly outlines goals and strategies to achieve them.

Practitioners must ensure that consumers:

· 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 of 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 person’s needs first, not just the ones that can be met by your service. For example, if a person 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 agencies to work together and take responsibility for the interests of consumers – not only within their own agency 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 people’s needs.

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 Medical Locals as core members. Many other types of agencies – 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.

Discussion point

What needs to be in place for agencies 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 people’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
2.3 Engagement of other services
Service coordination embraces the broadest range of partnerships across agency types (small, large, non-government, government and so on) and across all disciplines, including doctors.
Discussion point

Shirley is 54 years of age lives alone a two-storey home in Gippsland. After a fall she has sustained injuries that have resulted in a physical disability and the need for a wheelchair. Her confidence has been severely affected. Shirley is staying with her daughter in the city temporarily so she can access rehabilitation services. Shirley is anxious to return home and regain her independence.

What different services may be involved in supporting a woman with a disability, who lives alone, to remain in her home?
Trainer notes
Refer to Living at home, your choices at <www.health.vic.gov.au/agedcare/publications/livingathome/downloads/living_at_home.pdf>. It has information about getting services and support at home, to help people remain in their home.

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

· Disability services intake and response: provides information about supports and services available in the community and can also provide assistance with planning and short-term support for people with disabilities, their families and carers

· Victorian Aids and Equipment Program: provides subsidised aids and equipment, and home and vehicle modifications, to people who have a permanent or long-term disability

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

· 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

· Physiotherapy: ongoing rehabilitation

· 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 and support for carers

· transport assistance

· Personal and medical alarm systems: there are many different personal and medical alarm systems for different needs, including Personal Alert Victoria. Personal Alert Victoria is a 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 the consumer receives coordinated care. Agencies need to communicate with one another during a person’s journey through health and social services. Some examples of this principle are outlined below. 

· An agency should know what other services are available in their area. If a person requests a service that the agency does not offer, they should be supported to access the service they require. Current information on services that are 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, agencies should include services already involved in the person’s care and other services to which the person has been referred to reduce duplication.

· When agencies receive a referral, they should acknowledge that the referral was received and send the resulting actions to the referring agency. 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. Agencies need to provide feedback that the receiving agency 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 agency 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 agencies (and the consumer) and they are notified when the plan is changed; in some circumstances a case conference may be required

· to notify referring or other participating agencies 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 or discharge.

Local agreements based on defined care pathways can assist consumers 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.
Consider how it would feel to have to tell your life story over and again. Think about the importance of consistent information to someone with a disability and to other people in their lives.
Discussion point

Bill is a person with a disability, aged 33 years, who lives in a group home and attends a disability day service. He has been attending the same day service since he finished school and is complaining that he is bored with it. When he is at home Bill is spending all his time in his room. He cries often and refuses to mix with the other residents, participate in house activities, go out on excursions or attend medical appointments to manage his swallowing and digestion issues. Workers in the group home are only rostered in the morning to assist the residents to prepare for the day.

Bill has been supported by several services to access education and employment opportunities, manage his physical and emotional health and to attend social events of interest to him. 

When a person accesses multiple services, when do agencies 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

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

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

Referral
Agencies making a referral should include enough information to determine eligibility and priority. They should also include what services the person is receiving and what services they have been referred to (this will reduce duplication). Agencies 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 person 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 agencies 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 agency 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
Further reading and resources

Living at home, your choices www.health.vic.gov.au/agedcare/publications/livingathome/downloads/living_at_home.pdf
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
Workers in disability services need to be aware that they will be working with services and agencies that operate within a social model of health. This term is not one commonly used in disability services.

The service approach in disability services emphasises the promotion of social inclusion for people with a disability in the community, and of self-directed planning.

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 consumers 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 health care and treatments can help to restore health or make a condition manageable.

Discussion point

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 Adam is 24years old and lives with his mother. He has a mild intellectual disability and is on heart medication. He has several issues and a shared care/case plan is being developed. One of his goals is to be more independent and eventually have his own apartment. To support Adam to reach this goal the following issues should be considered.

· Adam’s level of understanding to manage his heart condition (requires an assessment of his health literacy and tailoring information to his level of understanding)

· Adam’s employment and education opportunities

· financial status to support his rental and living requirements

· existing family and social networks, so that he doesn’t feel socially isolated when he is living alone and can get help when he needs it

· the availability of secure and safe housing.

Workers should place more emphasis on the physical, social, cultural and environmental factors that affect the health and wellbeing of people with a cognitive impairment or intellectual disability. 

Physical factors include:

· brain disorder

· genetic risk

· epilepsy

· medical and sensory disorders

· medications.

Mental factors include:

· limited coping mechanisms due to impaired ability to make sense of, rationalise or talk through events

· limited functional communication, social understanding and participation

· low self-esteem resulting from stigma, failure or rejection.

Social factors include:

· family stress

· parental mental illness

· lack of social support

· impaired acquisition of social, recreational and interpersonal skills

· trauma and social exclusion from adverse life events such as repeated loss, separation, abuse or bereavement

· hostile environments

· limited access to education, social and health (including mental health) services.

Further reading

Victorian Public Health and Wellbeing Plan 2011–2015
http://docs.health.vic.gov.au/docs/doc/8532A3E8DAD73048CA2578FE000571F5/$FILE/vic-public-health-wellbeing-plan.pdf
Victorian population health survey of people with an intellectual disability 2009

www.health.vic.gov.au/healthstatus/survey/vphs-id.htm
2.5 Duty of care

Duty of care involves a responsibility to take reasonable care of a person. Service providers and workers who provide support to people with a disability have a duty of care to ensure a person’s needs are identified and met. 

Duty of care extends to service coordination in that staff should provide accurate and timely information and assist consumers with referrals and coordinated care.
Agencies 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.

Within disability services duty of care may be referred to as ‘reasonable action’. For workers engaged in supporting or providing services to people with a disability (paid and voluntary), reasonable action should be taken to minimise the risk of harm. Reasonable action is defined as implementing the organisation’s policies and procedures in line with the qualifications and requirements of the worker’s role, and with the person’s needs.
Reasonable action also includes balancing a person’s rights with the risks that are present for that person and for the organisation, based on current knowledge. A need – even a legal requirement – may exist that requires agencies and workers to manage a risk presented by a person that outweighs that person’s right to have their information kept private. For example, some health conditions such as rubella, HIV and sexually transmitted infections must be reported to the Commonwealth Office of Health Protection.
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 a consumer and a service provider

· not being informed of services that are available

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

Discussion point

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 consumers 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/case plan

· improving IT infrastructure.

Further Reading
Supporting decision making: a guide to supporting people with a disability to make their own decisions

www.dhs.vic.gov.au/__data/assets/word_doc/0003/690681/dsd_cis_supporting_decision_making_0212.doc
2.6 Protection of consumer information

Workers in health and community services have a legal and ethical obligation to support and maintain the rights and safety of consumers. One of these obligations is to maintain a consumer’s privacy and confidentiality, which relates to respecting information about the person 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 agencies protect a person’s information when referring them to another service?

Trainer notes

Discuss with the person what information is going to be shared with which service providers for what purposes (what, who, why). Document the person’s consent to share this information. The SCTT Consent to share information form is available in 53 different languages as well as in easy English and can be located at <www.health.vic.gov.au/pcps/publications/languages_privacy.htm>.

Provide the person with an information privacy brochure. The Your information: It’s private brochure is available in 53 different 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 person 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 coversheet clearly states that the fax contains confidential information

· Faxes are to be sent to secure destinations; that is, the recipient’s fax machine 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 consumers’ information is one of the most important principles of service coordination. Service coordination models and strategies should incorporate clear arrangements for maintaining confidentiality, for protecting the privacy of consumers’ personal information and for obtaining people’s 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).

Privacy is very important. Workers must ensure that they share a person’s information strictly on an ‘as needed’ basis and in the person’s best interests. The person with a disability has a right to be understood and should not have to tell their story every time they become involved with a new service. If sharing information assists a person with a disability to receive appropriate services, ensures consistency and reduces duplication, then sharing information is in a their best interests. For example, if a person with a disability agrees to a shared care/case plan, services need to share information to ensure the best possible support is provided. 
If a worker is unsure when to share information, they should ask their manager what to do and follow the organisation’s policy. Workers should seek the person’s permission to share information where possible. 
Where a person with a disability does not have the capacity to consent

Sometimes a person is unable to consent to their information being collected and shared. For example, some people, for reasons of age, injury, disease, senility, illness, disability, impairment or mental disorder, are not capable of:
· understanding what it means, or what the implications are, to give consent to share their information
· communicating their consent or desire to not consent.
If the person does not have the capacity to consent, consent must be sought from an authorised representative of the person under the terms set out in Health Principle 2.2 in Schedule 1 of Victoria’s Health Records Act.

If the person is not accessing disability services

If the person is not accessing disability services, and they do not have the capacity to consent, then consent must be sought from an authorised representative. See Appendix 1 for more information about who may constitute an authorised representative.
If it is not reasonably practical to obtain consent from an authorised representative, or the person with a disability 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.

If the person is accessing disability services

If the person is accessing disability services and they do not have the capacity to consent, it is the role of disability services staff to determine if another person such as a family member can provide consent on their behalf. Consent to share the person’s information does not need to be sought from an authorised representative if the disability service provider determines that not sharing the information would be to the person’s detriment – that is, where this will help the service provider to meet the needs of the person and ensure the person’s wellbeing.

Example 1
If a disability worker is supporting a person to access a health professional, the worker should share with the health professional the person’s health information, including their health plan, medication and any other relevant health documentation. Health professionals require health information in order to provide the best treatment. If you are not sure what health information to share with the health professional, follow your organisation’s policy.

Example 2
Employers of people with a disability require relevant information in order to provide them with appropriate and safe support, or a reassessment of work activities. It may be detrimental to the person with a disability if their employer is not made aware of a significant event or change in that person’s life, for example:
· a change in health that requires treatment

· a change in medication 

· a significant loss or trauma.

Please refer to s. 39(4) of Victoria’s Disability Act 2006 and Appendix 2 of this guide for more information.

Where a person with a disability does not wish to provide consent

If the person does not consent to share their information, a referral can still proceed. However, limiting information may impact on the ability of the agency receiving the referral to assess the resources required to address the person’s needs. The agency would need to obtain the information directly from the person.

Discussion point

A service provider refers a person with a disability to occupational therapy and wants to include further information identified in the initial needs identification. This information is not directly related to the primary reason for the referral, but may assist the occupational therapist to obtain a more comprehensive assessment. Refer to Victoria’s Health Records Act and the Service Coordination Tool Templates 2012 user guide and answer the questions for the following scenario.

The person 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 

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.

Discussion point

The person has the capacity to consent and chooses not to consent to share information. Can the referral proceed? 

Trainer notes 

If the person does not consent to share their information, a referral can still proceed. However, limiting information may impact on the ability of the agency receiving the referral to assess the resources required to address the person’s needs. The agency would need to obtain the information directly from the person.

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

· the consumer privacy information brochure Your information - It’s private
· the SCTT Consent to share information form.

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

Consumer 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 agencies collect information, they must provide consumers with information about their rights to privacy. The consumer information privacy brochure Your information - It’s private is designed to assist practitioners in their discussions with consumers 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 53 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 form 

Consumers 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, consumer information can only be used or disclosed for the purpose for which it is collected, or for purposes authorised by law. The person 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 form can be used to ensure consistency and compliance in consent practice across organisations and is available in 53 different languages as well as in easy English.
Case study 2: Protection of consumers’ 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.

Further reading and 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 53 different languages and in easy English at www.health.vic.gov.au/pcps/sctt.htm
Health Privacy—it’s my business: Use and Disclosure of Health www.health.vic.gov.au/hsc/infosheets/disclosure.pdf
Victoria’s Health Records Act

www.health.vic.gov.au/healthrecords
Victoria’s Information Privacy Act 

www.privacy.vic.gov.au/privacy/web2.nsf/pages/information-privacy-act
Victoria’s Disability Act

www.dhs.vic.gov.au/for-individuals/disability/your-rights/disability-act-2006
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 agencies 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 agencies 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 consumer information, identify a person’s needs, make multiple referrals, and provide feedback and shared care/case planning in a more consistent way that addresses a person’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 receive 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 person. 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 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 they 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 can use different terminology to describe a shared care/case plan, such as ‘inter-agency 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 agencies, 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 consumer 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, re-assessments are initiated and feedback is given to referring service providers. When determining the care/case coordinator, consider the person’s preference, their relationship and frequency of contact with the worker, and the level of engagement, 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 forms 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 agency’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 forms and the SCTT Shared support plan.

Trainer notes

Core templates

· The SCTT Consumer information form identifies the person’s GP so that information can be shared with their GP if appropriate. It also identifies if the person 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 service providers about what information they can share and with whom. For example, if a person 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 person may need when attending an appointment. For example, a person may require a longer appointment time due to communication difficulty and cognitive impairment, or they 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 agency 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.

Discussion point

Think of some of the needs of people with a disability and what SCTT optional forms would be relevant.

Trainer notes

Optional forms

· SCTT Single page screener of health and social needs: covers a broad range of issues and may facilitate conversations about 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 and resources
Victorian service coordination practice manual 2012
 www.health.vic.gov.au/pcps/coordination/ppps.htm
Service Coordination Tool Templates
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, self-paced service coordination training module is available for staff to orientate themselves to service coordination principles and practice.

Workers in disability services will participate to a varying degree in aspects of service coordination. This may involve supporting a person with a disability to access another service, providing information about a person’s needs, or advocating on behalf of someone to ensure that their needs are met. In order to do this effectively, the worker is required to have a sound knowledge of the person’s circumstances, needs and goals.

As well as undertaking professional development activities to develop their skills and knowledge, workers are expected to become familiar with the person they are supporting and the person’s plans. Their level of involvement will depend upon the person’s support needs and the role the worker has in the organisation.
Service coordination tasks that may be undertaken by disability workers

	Role
	Service coordination task

	Intake worker
	· Recommend support strategies and available services in the community, including referrals
· Negotiate and coordinate(directly or in conjunction with specialist professionals) access to other agencies and services to meet individual needs and requirements
· Build relationships with other service providers to facilitate referrals and establish clear pathways for people with disabilities in accessing a range of generic and specialist disability services
· Monitor the progress of people accessing services and the adequacy of services provided to ensure goals and needs are met
· Provide support to families requiring access to services, particularly in crisis situations.

	Case manager
	· Develop a knowledge base about, and build relationships with, relevant services and programs to facilitate referrals and establish clear pathways for people with a disability in accessing a range of community and specialist support
· Provide case management support for people with a disability who have complex support needs, including conducting assessment of needs and negotiating with a range of service providers to access appropriate community and specialist supports
· Negotiate access to services and monitor the effectiveness of service provision on behalf of people with a disability
· Build the capacity of people with a disability and their families to develop self-management skills.

	Direct support worker
	· Provide support to people with disabilities using the person-centred active support approach in areas such as health and wellbeing, implementation of support plans and accessing the community
· Advocate for people with disabilities
· Support access to tailored and flexible support services to meet individual needs as identified in the person’s support plan
· Establish effective links and liaise with relevant agencies and community resources.

	Facilitator
	· Help people with a disability who have an individual support package to identify and access supports to assist them to achieve their goals and pursue their own lifestyle

· May be carried out by a full-time individual support package facilitator or by other workers in addition to their other duties such as case management or planning. 


Further resources

Service coordination online learning module

www.health.vic.gov.au/pcps/workforce/index.htm
Section 3: Suggested cumulative assessment item

Case study 3

Anne is a 64 year-old woman with multiple sclerosis. Anne lives with her husband, John, who is her primary carer. Anne’s health has declined over the past 12 months, and she has had three admissions to hospital in the past two months. After her latest discharge from hospital, John takes Anne to her local GP (initial contact) and explains that he needs help to keep Anne at home. He is concerned that Anne is not her usual self, and quite often bursts into tears or slaps his hand if he tries to help her with a task. Anne now has to use a wheelchair or walking frame, but the layout of the family home restricts Anne’s ability to move around unassisted.

The GP refers Anne to Melbourne Home Care Services (MHCS), a local service that provides home care and case-managed support to older people and people with disabilities. Joan, the intake worker from MHCS, identifies several of Anne’s potential needs (initial needs identification). She telephones Anne and arranges for a MHCS case manager to visit Anne and John the following day.

Sarah, the case manager, meets with Anne and John and discusses options for support and services. Sarah collects the information using the SCTT Consumer information form and the relevant SCTT optional forms.

Sarah’s assessment indicates that because of her complex needs, Anne would benefit from support from a range of services. Sarah explains to Anne and John what information will be in the referrals, what agencies the information will be sent to and for what purpose. Sarah provides Anne with the brochure Your information: It’s private. When Sarah is confident that Anne understands all of this information, Anne signs the SCTT Consent to share information form. 

Sarah completes the SCTT Summary and referral information form, which includes a list of all the services Anne is being referred to. She arranges referrals for:

· a home assessment and review of mobility equipment by the local community health centre occupational therapist

· a physiotherapy assessment for a hospital bed, improved hoist equipment and a pressure mattress

· a psychological assessment to address Anne’s changed behaviour

· an assessment for a Linkages package, aids and equipment

· an assessment for weekly in-home respite and regular overnight respite.

Sarah identifies that Anne would benefit from a shared care/case plan. Together Sarah, Anne and John develop a SCTT Shared support plan, which includes Anne’s and John’s goals, proposed actions, and a list of the participants in Anne’s care along with their contact details. Anne and John keep a copy for their reference and to use with their other service providers.

With Anne’s consent (recorded on the SCTT Consent to share information form) the SCTT Shared support plan is attached to all the referrals so that each service can discuss the plan with Anne and John at their next appointment and the plan can be added to as appropriate and redistributed to all the agencies involved in Anne’s care. 

Sarah sends a summary of her assessment and a copy of the SCTT Shared support plan to Anne’s GP to keep him informed and involved.

As Anne’s carer, John is kept informed about the progress of the referrals and actions, and Sarah assists him to access carer payments, organise taxi transport and arrange delivery of the equipment.

After three months Sarah schedules a case conference with all the participants in the SCTT Shared support plan, including Anne and John. At the case conference, goals, roles and responsibilities, and monitoring and communication processes are decided and the SCTT Shared support plan is updated.

The effective coordination of services has enabled Anne to remain at home. She has no further falls or admissions to hospital. There are some modifications to the family home and some new aids that help Anne to remain independent. Anne gets help to develop some strategies to manage her frustration about taking things more slowly and accepting support. Currently Anne is medically stable and her husband John is managing better.

Activity

In small groups and using the case study answer the following questions. 

1. Identify how consent is obtained using service coordination procedures.

Trainer notes

· Sarah provides Anne with the brochure Your information: It’s private, and explains the reason for collecting information and how it will be used to assess Anne’s needs

· Sarah explains to Anne and John what information will be shared in the referral, what services the referral will be sent to and for what purpose

· Sarah confirms that Anne understands this information and has given her informed consent.

· Anne signs the SCTT Consent to share information form

· The purpose for Anne’s consent, which is documented on the SCTT Consent to share information form, is for referral and shared care/case planning.

2. Why is consent necessary?

Trainer notes

· Service providers have a duty of care and legal responsibility to protect the privacy of consumers’ information

· Consumers will lose trust in their service providers if their private information is shared without their knowledge and this lack of trust may become a barrier to disclosing further information

· Consumers are empowered when they are kept informed and have control, including having control over what happens to their private information.
3. How are the organisations involved in Anne’s care communicating and working together to provide an integrated service to Anne and John?

Trainer notes

· Sarah identifies issues beyond the services that MHCS provides

· Sarah identifies the need for involvement of external services and makes the appropriate referrals, which include a list of the other services that Anne has been referred to; this reduces duplication and identifies the agencies that need to work together and communicate

· Developing a SCTT Shared care/case plan requires the participation of all the services involved in a person’s care

· Sarah sent an assessment summary and a copy of the SCTT Shared support plan to Anne’s GP, keeping him informed and providing him with an opportunity to be involved in the planning process

· Case conferencing brings all the participating services together face to face, by telephone or by video link. Case conferences can be used to:

· identify or clarify issues regarding a person’s circumstances, needs and goals

· review activities including progress and barriers towards goals

· map roles and responsibilities

· resolve conflicts or establish strategies

· clarify communication and monitoring processes

· adjust the current plan.

4. Identify the SCTT that may be used to assist in this process.

Trainer notes

All of the core templates must be completed. However, what SCTT optional forms are used depends upon the needs of the person, and only the relevant items in the forms need to be completed. The SCTT and guidelines for using them are located at <www.health.vic.gov.au/pcps/coordination/sctt.htm>. A quick overview of the SCTT is located in Section 2 of this guide under 7 Consistency in practice standards.

5. Detail the appropriate procedures used for conducting a referral.

Trainer notes

Refer to the Victorian service coordination practice manual 2012 at <www.health.vic.gov.au/pcps/coordination/ppps.htm>.
6. How has the service coordination process improved service provision to Anne?

Trainer notes

· All of Anne’s needs are identified early in her contact with the service system

· Anne is linked to the services she needs to help her manage her health and remain in her own home, and to support her carer John

· Through the consent process, Anne maintains control over who gets access to her private information

· Anne and John are involved in the development, implementation, monitoring and review of their shared care/case plan; they feel empowered and motivated to be active in reaching their goals

· Through information sharing between services: 

· Anne and John do not have to keep retelling their story

· There is less duplication of assessments and services

· Anne and John have confidence in the service system; for example, when Anne goes back to her GP he will know the outcome of his referral to MHCS and what services Anne has been linked into

· Anne is able to remain at home; she has no further falls and no admissions to hospital

· Anne can manage her frustration better and is medically stable

· John is more supported and is managing better.

Case study 4
Joel is 25 years old and has a mild intellectual disability. Joel lived in the family home with his mother up until two months ago. When his mother needed to move into aged care, Joel moved into a group home. Joel receives support provided by a community services organisation. Joel works in a supported business, on a conveyor line packaging small items for commercial sale. Recently Joel has been making inappropriate comments and loud vocalisations. He has broken some of the components in the workplace, which is disrupting co-workers and preventing the completion of tasks. His co-workers have complained to the manager Shari who has asked him to stop. Joel is at risk of losing his job. The group home where he lives has been notified.

Joel has also been displaying inappropriate social behaviour at home, which is causing concern to co-residents and support staff. The support staff have made three incident reports at the house about Joel breaking communal items. Every Friday evening Joel goes to the local pub. While there have been no incidents there, due to his recent behaviour the staff who support Joel are concerned about him attending.

The group home contacts Joel’s Department of Human Services case manager, Peter. Peter works with Joel and his mother to document Joel’s goals and determine what is important to him. One of Joel’s goals is to do more things independently outside of the group home, including going to the pub on his own.

Peter organises a case conference to discuss Joel’s behaviour and some strategies to meet Joel’s goals. Joel is invited to the case conference along with his mother, his workplace manager Shari, the group home supervisor and a key support worker. At the case conference Joel’s goals are confirmed, actions are determined, roles and responsibilities (including Joel’s responsibilities) are mapped out, and monitoring and communication processes are agreed to. This is all documented in the SCTT Shared support plan.
Some new actions recorded in the SCTT Shared support plan include the involvement of a psychologist to determine new behaviour support strategies, and to help Joel increase his interpersonal skills and awareness of appropriate social behaviour. Peter helps Joel and his mother to apply for extra support to help Joel to work on these strategies and build his skills to engage independently in the community, including visiting his mother.

Peter finds an appropriate psychologist using the Human Services Directory. Peter completes the SCTT Summary and referral information form and the relevant SCTT optional forms to send to the psychologist. He explains to Joel where he is sending Joel’s information, what information he is sending, and for what purpose, in a way that Joel understands. He obtains consent from Joel using the easy English version of the SCTT Consent to share information. 

Peter faxes the referral to the psychologist using the SCTT Referral cover sheet and acknowledgement form. The psychologist reuses the form to acknowledge that he has received and accepted Peter’s referral. The referral information will assist the psychologist to understand Joel’s needs and current issues. It will be stored in Joel’s file, to be used again should further referrals be required.

Activity

In small groups, locate evidence of the following aspects of service coordination in the case study. 

1. How is a person-centred, self-directed approach to service coordination demonstrated?

Trainer notes

· Joel is supported to define his own goals and to express what is important to him

· Joel and his mother are actively involved in the development of the SCTT Shared support plan and are active participants in the case conference; strategies are put in place to meet Joel’s goals

· Joel’s role and responsibilities in achieving his goals are included in the SCTT Shared support plan. 

2. How was consent obtained using service coordination procedures?

Trainer notes

· Because Joel has a mild intellectual disability Peter needs to explain to Joel who he is sending his information to, what information he is sending, and for what purpose, in a way that Joel can understand

· Peter obtains Joel’s consent to share his information using the easy English version of the SCTT Consent to share information form. 

· Note: Consent is required because there is information in the referral that provides a complete, comprehensive picture of Joel’s issues and status but may not be directly related to the primary reason for the referral. 
3. What service coordination tools and resources were used to assist in this process?
Trainer notes

· The Human Service Directory
· All of the core SCTT must be completed; however, what SCTT optional forms are used depends upon the needs of the person, and only the relevant items in the forms need to be completed. 

· Peter might use the following SCTT optional forms:


· SCTT Single page screener of health and social needs: covers a broad range of issues and may facilitate conversations about sensitive issues 

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

· 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



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

· The SCTT and guidelines for using them are located at <www.health.vic.gov.au/pcps/coordination/sctt.htm>

· A quick overview of the SCTT is located in Section 2 of this guide under 7: Consistency in practice standards.
4. Identify the appropriate procedures used for conducting a referral.

Trainer notes

Refer to the Victorian service coordination practice manual 2012 at<www.health.vic.gov.au/pcps/coordination/ppps.htm>.

5. Identify the role of disability support workers in the service coordination process.

Trainer notes

· Providing information for the SCTT Shared support plan
· Liaising with health professionals

· Monitoring the implementation of the SCTT Shared support plan
· Documenting and reporting changes and achievement of desired outcomes.


Appendix 1: Consent and authorised representatives

This section
discusses the implications of s. 64 of Victoria’s Information Privacy Act and s.85 of Victoria’s Health Records Act, which deal with an individual’s capacity to consent to the collection, use and disclosure of their information under privacy legislation. 

The guidance provided does not deal with the separate issue of when government departments’ and their agents’ legal authority to collect, use or disclose information overrides the requirements of the privacy legislation.

Privacy legislation specifies some circumstances in which organisations must seek the consent of individuals when collecting, using or disclosing information about them. Consent is required when collecting sensitive personal information or health information, except in defined circumstances. Consent is one way that an organisation can use or disclose personal or health information for a purpose that is not the primary purpose for which the information was collected. 
There are special provisions dealing with instances where an individual does not have the capacity to give consent and where consent can be given on their behalf. The person who can give consent on their behalf is described as an ‘authorised person’.

For these provisions to operate, the individual must be incapable of understanding the general nature and effect of giving consent, or be incapable of communicating consent or of refusing consent. This is a separate issue from whether the person is legally presumed to be capable or incapable of managing their affairs. For example, children under the legal age of consent or responsibility may still be capable of forming and expressing a view, which should be respected. Similarly, a person with a disability affecting their general capacity to make decisions may have the ability to appreciate the privacy implications of their information being handled in a particular way as long as this is properly explained to them. Their capacity to understand the issues may vary over time. As far as practicable, consumers with limited capacity should be recognised as having the same rights as any other person.

The term ‘authorised representative’ is used to record a person’s primary carer or a person capable of representing them for a variety of purposes. Even though a person has anauthorised representative they may not always lack the capacity to give privacy consent. Staff who are trained to make these assessments should determine whether consent should be sought from the individual or from their authorised representative.

Under privacy legislation, an authorised person can be:
· a guardian

· an attorney under an enduring power of attorney

· an agent appointed by the individual before they became incompetent to consent to medical treatment under the terms of Victoria’s Medical Treatment Act 1988
· an administrator or ‘person responsible’ under Victoria’s Guardianship and Administration Act 1986
· a parent, if the individual is a child

· a person otherwise empowered under law to perform functions or duties or exercisepowers as an agent, or in the best interests, of the individual.

The reference to a ‘person responsible’ under Victoria’s Guardianship and Administration Act (amended 28 October 2010) expands the classes of people who can perform the function of an authorised representative. As well as the people listed above, the first person reasonably available and willing to make a decision can be selected from the following list:
· a person appointed by the Guardianship Tribunal to make decisions about medical treatment

· an enduring guardian appointed by the individual under Victoria’s Guardianship and Administration Act prior to their incapacity

· a person appointed in writing by the individual before they became incapable to make decisions in relation to medical or dental treatment

· the individual’s spouse or domestic partner

· the individual’s primary carer

· the individual’s nearest relative.

Where a person does not have a spouse or domestic partner, their nearest relative is the first person available from the following list, provided they are over 18:

· son or daughter

· father or mother

· brother or sister

· grandfather or grandmother

· grandson or granddaughter

· uncle or aunt

· nephew or niece.

If there is more than one person at each degree or relationship, the oldest takes priority. An authorised representative generally has no authority to consent if they believe that the consent they are being asked to give would be contrary to a wish expressed by the individual prior to their loss of capacity and not subsequently withdrawn. However, this does not apply if the authorised representative exercises powers under Victoria’s Guardianship and Administration Act, which involve the collection, use or disclosure of information; for example, managing the estate of the individual or arranging for their medical treatment.

The provisions discussed do not directly affect the requirement under privacy legislation, as far as reasonably practicable, to collect information from the individual to whom it relates and to ensure that they are made aware of certain matters when their information is collected. The test in this instance is one of reasonableness and practicability. Capacity will be relevant to what is reasonable or practicable in the circumstances.

Even for a person of limited capacity, being aware of how their information is being collected and used may assist them to exercise other rights under privacy legislation. They should have the opportunity to express views about how their information should be handled. Consulting them may be an important means of ensuring their information is accurate, complete and up to date, and that they appreciate the implications of people in the organisation knowing certain details about them. On the other hand, it may clearly be unreasonable or impractical to provide complex information to some individuals because of their age or degree of incapacity.

Appendix 2: Disability support

Access to disability services 

People with a disability may be considered for access to disability support where it is determined they have a disability as defined by Victoria’s Disability Act. The Disability Services Access Policy is available on the Department of Human Services website at <www.dhs.vic.gov.au/about-the-department/documents-and-resources/policies,-guidelines-and-legislation/access-policy-disability-services>.
Planning for individuals

Planning assists a family or individual to set goals for now and the future, and explore the best ways to be supported to achieve them. Planning must occur prior to submitting a disability support application. The Disability Services Planning Policy is available on the Department of Human Services website at <www.dhs.vic.gov.au/about-the-department/documents-and-resources/policies,-guidelines-and-legislation/disability-services-planning-policy-2009>.

Access to short-term supports

The Department of Human Services funds a range of specialist disability supports that are available to people with a disability and their families, to help the person with a disability actively participate in the community and reach their full potential. 

The department’s disability intake and response service can assist you to get the short-term supports you need. These supports may be provided directly by the Department of Human Services or by community service organisations funded by the department. More information on short-term supports is located on the Department of Human Services website at <www.dhs.vic.gov.au/for-individuals/disability/start-here/access-to-disability-supports>.

Access to ongoing supports

The Disability Services Register is a database of all people who are requesting ongoing disability supports such as individual support packages and shared supported accommodation. The Disability Services Register enables the department to allocate supports in a fair and efficient manner when resources (funding or vacancies) become available. 

For more information on how to register for ongoing supports refer to the disability services section of the Department of Human Services website at<www.dhs.vic.gov.au/disability/dsr> or contact your regional Department of Human Services office.

Abbreviations

	GP 
	general practitioner

	HIV
	human immunodeficiency virus

	MHCS
	Melbourne Home Care Services

	PCP 
	Primary Care Partnership

	SCTT 
	Service Coordination Tool Templates 


Glossary

	Assistance with planning
	Refers to broad inspiration-based planning that helps a person with a disability build a vision for the type of life they would like to lead. Assistance with planning can help a person identify the blend of formal and informal community-based and disability-specific supports they may require to help them meet their goals.

	Authorised representative
	Used to record a person’s primary carer or a person capable of representing them for a variety of purposes. Even though a person is recorded as having an authorised representative, the person may not always lack the capacity to give consent to share their information. 

	Community service organisation
	A non-government organisation or agency that provides support to people in the community.

	Disability Act
	The legislation in Victoria that provides the legal framework for the delivery of services to people with a disability.

	Disability service
	A service specifically for the support of persons with a disability, which is provided by a disability service provider.

	Disability supports
	Supports that specifically meet the needs and goals of a person with a disability.

	Facilitator

	A worker employed either by the Department of Human Services or by a community service organisation who works with a person with a disability after that person has accepted an offer of an individual support package.A facilitator assists to plan for a person’s disability supports andwith the initial implementation of their funding plan.

	Individual support package 
	Funding that the Department of Human Services allocates to a person with a disability to purchase a range of support services as set out in the approved funding plan.

	Disability services intake and response
	A Department of Human Services disability service that provides information and community supports and services to people with a disability, their families and their carers.
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�Adapted from CRISSP – the Person Relationship Information System for Service Providers: Coordinated Services and Information Privacy Fact Sheet 3, Department of Human Services. The information was prepared in relation to issues of consent and capacity that may arise in using CRIS or CRISSP, although it is not specific to them.





Department of Health

Page 2


Page 7

