[image: image4.jpg]A~

o e
WELLINGTON
PRIMARY CARE
PARTNERSHIP

“parinerhips for betfer healh



MINUTES
WELLINGTON CDM NETWORK MEETING
Tuesday 5 April 2011
2:30pm-4:30pm
CGHS – Conference Room, Community Health Building
Chair: Kate Bagnato (EGPHA)
Minutes: Emily Durbridge (WPCP)
	Attended
	Apology

	Sue Kewming (CGHS)
	Julie-Anne Walters (YDHS)

	Eleanor Hudson (CGHS)
	Rowena Lam (DH)

	Alison Austin (Dargo Bush Nursing)
	Carmel Riley (DH)

	Kate Bagnato (EGPHA)
	Ruth Churchill (CGHS)

	Jude Deedman (CGHS)
	Julia Churches (LCHS)

	Judy Hoffard (CGHS)
	

	Pat Lovelock (Reg SC Support Worker, presentation only)
	

	Jo Cockwill (WPCP)
	

	Emily Durbridge (WPCP)
	


AGENDA ITEMS:
	Item
	Description
	Who

	1.  
	Welcome, introductions and apologies
	Emily

	2. 
	Service Coordination
	All

	
	Initial Needs Identification/Initial Contact – regional project
Pat is the regional Service Coordination Support Worker across the four Gippsland PCPs. A project Pat was working on last year involved looking at Initial Contact/Initial Needs Identification process across agencies in Gippsland.

A range of people from different agencies were interviewed as part of the project. These agencies included a bush nursing centre, large agencies and small agencies from across Gippsland representing the different sectors.
Some of the key issues across the region were:

· Confusion around what service coordination is and how it relates to CDM

· Different intake models across the region
· Privacy – rights and responsibilities

· Barriers to care coordination

· Knowledge of who and where to refer to – including how and what tools are out there

· Vague statements in agencies around best practice
· Gaps, duplication

Each agency that participated has received a report detailing the results of their interviews.

Further work will occur as a result of the project and may include looking at gaps in training of intake staff and the development of an intake training package/module.

Please take the time to read the Project Summary Report (attached).


	Pat Lovelock
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	GP E - Connectivity Project

This project involves connecting GPs to community health. The project trialled sending encrypted GP referrals to community health via S2S using the Argus messaging system.
Each of the 3 Gippsland Divisions of General Practice are encouraging GP practices to take up a secure messaging service.

Argus is one of the tools that sends the encrypted referrals. Processes and protocols need to be in place to use the tool effectively.
The 3 Divisions of GP have action plans to further drive the project.

	Jo/Kate

	
	Service Coordination/ICDM Survey

The release of the results has been delayed. PCP will receive a Gippsland wide report and a Wellington wide report. Agencies will receive their results individually.

	Jo

	
	Care Planning update
1. Care Planning Working Group – meets bimonthly to improve care planning regionally and to ensure consistent polices and procedures are in place. Jo, Kate and Emily all attend these meetings.

2. Workforce Development Pilot Project – 17 people were trained across Gippsland. The feedback received from participants will be used by the Department of Health and Mayfield Education to make changes to the module before the statewide rollout of the training module later in 2011. There will be 200 places in the 2011 rollout.
3. E Care Planning Project – this project has been looking at the functionality of the S2S care planning tool and work has been occurring to improve it. 
A pilot of the tool has been occurring in the La trobe Shire looking at issues and barriers. The project is due to be completed by June with the final report due out in July/August of this year.

	Jo

	3. 
	Integrated Chronic Disease Management
	

	
	GPMPs and TCAs 

The differences between a GP Management Plan and a Team Care Arrangement are as follows:
GPMP – item 721 must

· Patient has a chronic medical condition

· Include an assessment to identify the patients health problems and conditions

· Agree management goals with the patient

· Identify actions to be taken bt the patient

· Identify and arrange treatment and services for the patient

· Must be a comprehensive written plan and specify a date for review

· Offer a copy to the patient

TCA – item 723 must

· Discuss with the patient the treatment required and the prosed treatment/service providers
· Obtain consent from the patient to share clinical information with proposed service providers

· Obtain agreement from the service providers to participate

· Collaborate with the service providers to discuss potential treatment/services to achieve management goals for the patient

· TCA must document treatment and service goals for the patient, treatment and services that collaborating providers have agreed to provide, actions to be taken by the patient and specify a date to review the TCA

· Offer a copy of the TCA to the patient

For a patient to be eligible for a Team Care Arrangement (TCA) they must have a chronic or terminal medical condition with complex care needs, requiring ongoing treatment from a multidisciplinary care team.
For copies of the handouts from the meeting, please contact Kate – Kate.Bagnato@egpha.com.au 
Useful websites

www.health.gov.au/mbsprimarycareitems 

www.medicareaustralia.gov.au 

www.health.gov.au/mbsonline 

www.medicareaustralia.gov.au/education 


	Kate

	
	EICD Reports – CGHS

Expressions of Interest for Intake Officer positions have been processed.  Identified staff will be undertaking training while remaining in their current role to ensure a smooth transition into the new roles.  Similarly, Letters of commitment have been sent to existing staff who currently fulfil similar type positions to the new Care Coordinators positions.  Again these staff will undertake training while remaining in the existing roles until such time Care Coordinator role expand across the organisation.
An architect has been looking at the former dental area within the Sale hospital. Blueprints are being drawn up for CGHS consideration

The care coordination pilot has been implemented in the medical ward and has since begun in the surgical ward.


	Jo (in Jude’s absence)

	
	EICD Reports – YDHS

Yarram has been undergoing a restructure as there have been critical staffing issues in the GP clinic.

	Apology

	4. 
	Other Business
	

	
	Terms of Reference – will be emailed out for discussion from the group, as not enough people were present at the meeting for a robust discussion.
Action: Please take the time to review the terms of reference and provide your feedback to Emily prior to May the 4th

	Emily
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	Next Meeting 

Tuesday 7 June from 2:30pm-4:30pm

Conference Room, CGHS Sale
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GIPPSLAND HEALTH SERVICES PARTNERSHIP


Service Coordination & Integrated Chronic Disease Management Task Group


Initial Contact/Initial Needs Identification Project 2010

Summary of Recommendations and Conclusions

Introduction


The overall objective of the Project was to ‘facilitate consistent and streamlined approaches to Initial Contact (IC) and Initial Needs Identification (INI) across health care providers in the Gippsland region’.  

A face-to-face questionnaire was developed which was designed to cover issues such as:

· Current models/systems being used for IC/INI (also known as ‘Service Access’ or ‘Intake’ models) and how the relevant staff positions were funded.

· Use of service coordination tools and resources (e.g. SCTT, S2S eReferral, HSD/ISS on-line service directories etc).

· Whether the Victorian Service Coordination Practice Manual – Continuous Improvement Framework 2009 (VSCPM CIF 2009) criteria for IC and INI were being met by agencies.


· The interviewees’ perceptions regarding how well their current IC/INI models were working, any barriers/issues impacting on effectiveness (positively or negatively) and suggestions for how those barriers might be remedied (or positive factors extended to other agencies).


The interviews took place between January and May 2010.  In all, eleven agencies participated in the Project, 17 interviews were undertaken and a total of 37 people interviewed.


Confidential individual reports were prepared for each agency which included a brief summary of major points from the interview responses, comments and/or observations by the Project Worker conducting the interviews and any areas of potential change or improvement identified.  All agencies were offered the opportunity to discuss their report with the Project Worker.  

During the Project, participating agencies were also consulted regarding the best way to measure consumer satisfaction with current IC/INI processes and obtain suggestions for improvements.  Few, if any, agencies had consumer consultation processes in place that could be utilised for this particular purpose.  For that reason, an existing tool that agencies could utilise was identified and adapted and is attached to the full version of the Final Report.


Recommendations

The IC/INI Project Questionnaire comprised 13 questions – all except Q.1 and Q.11-13 corresponding to specific IC and/or INI Criteria from the VSCPM CIF 2009.  The recommendations arising from the responses to these questions are dealt with below: 


Q.1  What model for IC and INI do you use at your agency?

Models utilised by agencies participating in the IC/INI Project varied between: 

· An almost ‘pure’ central intake (or ‘single access’) system with virtually all consumer enquiries going through a single discrete access point. 

· ‘Multiple access point’ systems with consumer enquiries going to the agency’s reception and individual services/programs/practitioners.  

· (In most agencies) some sort of hybrid ‘parallel access’ system i.e. discrete access point(s) for most services/programs, perhaps combined with additional program/specialist/service-specific access points and/or access via individual practitioners.  



Q.2   What information about services is a consumer given the first time they make contact with your agency/service i.e. at the point of ‘Initial Contact’? 



Q.3   Do you provide consumers with information about privacy, their rights and responsibilities as a consumer, complaint/grievance procedures?


Q.3   Do you provide consumers with information about privacy, their rights and responsibilities as a consumer, complaint/grievance procedures?




Q.4   What happens if the consumer is, or appears to be, from a CALD background, Aboriginal or Torres Strait Islander, to have special communication needs (e.g. speech/visual/hearing impaired) or different cognitive needs (e.g. disability/ ABI)?





Q.5   What service coordination tools are used at the Initial Contact stage of the process?



Q.6   What happens if the consumer requires something more than just information i.e. what other action(s) might be taken by the Initial Contact Worker as a result of the Initial Contact process and how are those actions documented?



Q.7   What happens during the Initial Needs Identification process itself?






Q.8   What service coordination tools are used at the Initial Needs Identification stage of the process i.e. how is the INI information documented and stored?




Q.9   What happens after the Initial Needs Identification process is complete i.e. what is the process from INI to intra agency assessment/service delivery or referral to an external agency for assessment/service delivery?



Q.10   What training do staff involved in Initial Contact and Initial Needs Identification receive, what qualifications (if any) are required and what processes are in place to ensure the competency of those staff?



Q.11   How effective do you think the model your agency uses for Initial Contact and Initial Needs Identification is i.e. what works, what doesn’t work?


Q.12
What barriers/issues impact on effectiveness (positively or negatively) i.e. why is the model working/not working e.g. what specific factors are preventing the model working effectively or helping it work?


Q.13
How can these barriers be remedied (or positive factors extended to other agencies)?




Major Conclusions

Conclusions from the Project can be divided into three major areas: 


1. Effectiveness of different Initial Contact/Initial Needs Identification Models


· Except in very small agencies, ‘multiple access point’ models (where consumer enquiries go to the agency’s reception and individual services/programs/ practitioners) are probably the least effective in terms of facilitating consistency and cohesion, ease of access and navigation of the system for consumers and good service/care coordination (both internally and across the region).  

· Central intake or ‘single access’ systems (where virtually all consumer enquiries are channelled through a single discrete access point) appear, on the face of it, to be efficient and straightforward for consumers, staff and practitioners from other agencies.  However, when looked at in more detail it becomes apparent that they are often negatively perceived by practitioners/clinicians from other agencies, have significant problems with recruitment and retention of intake staff and can still involve considerable inconsistency depending on the skills, knowledge, background and experience of individual intake workers.  Agencies that had attempted to introduce a central intake system staffed by practitioners/clinicians on a roster had experienced particular problems.  

· Hybrid ‘parallel access’ systems (i.e. discrete access point(s) for most services/programs, perhaps combined with additional program/specialist/service-specific access points and/or access via individual services/practitioners) were probably the most successful amongst the participating agencies.  This was especially the case where the number of access points was very limited (e.g. only 3 or 4 – each one covering a number of connected programs).  

2. Compliance with Victorian Service Coordination Practice Manual Continuous Improvement Framework 2009 IC and INI Criteria: 


· Overall, compliance with the VSCPM CIF 2009 Criteria could probably be best described as patchy and inconsistent.  Most participating agencies appeared to be complying well with some of the IC and INI Criteria but not with others and/or complying within some particular services/program areas but not others.  In many cases, it was difficult to ascertain with any certainty whether particular Criteria were being complied with or not.


· Since only two questions were asked about the eleven IC and fourteen INI Criteria in the most recent DH Service Coordination Survey (and because the DH Survey dealt in percentages rather than whether Criteria were fully, partly or not met), it proved impossible to make any meaningful comparisons between agencies’ self-reported compliance and that ascertained by way of the Project interviews. 


· The Project highlighted certain issues with the VSCPM CIF 2009 Criteria and the measurement of agencies’ performance against those Criteria by way of both the IC/INI Project Questionnaire and the annual DH Service Coordination Survey.  It appears that the VSCPM CIF 2009 Criteria are sometimes too inflexible or poorly worded and that this may impact on the results obtained from any surveys designed to gauge whether agencies are meeting the statewide standards. 

3. Whether consumers are receiving a comprehensive Initial Needs Identification

In summary, the major issues can be described as follows:

· Exactly what a ‘good’ INI should consist of has not been sufficiently clearly defined and different agencies have different approaches as result.  Existing ‘definitions’ are very much open to interpretation and INI at different agencies may be more or less broad, holistic and comprehensive as a result.  

· Even where agencies do consider that they undertake a fully comprehensive INI, in practice it often does not appear to include identification of opportunities for health promotion, early intervention and illness prevention.  This usually seems to be something people believe happens (or at least should happen) at the assessment stage.  Sometimes INI does not include discussion of the consumer’s goals/aspirations either.

· Lack of specific funding for intake workers is an issue for many agencies.  


· For agencies that do employ some form of intake worker(s):


· The depth and content of INI undertaken may vary significantly depending on the skills, knowledge, background and experience of individual staff.

· There are rarely enough intake workers to cope with the workload (even in agencies that theoretically employ enough intake workers recruitment and retention issues mean that intake is often understaffed).  Hence, the breadth of the INI undertaken may be influenced by lack of time and resources.

· There are significant issues in most agencies regarding appropriate training of intake workers, whether or not they should hold specific qualifications (and, if so, which ones) and assessment for competency in that specific role.  


· Few agencies appear to have clearly defined precisely what an INI should cover even within their own organisation and, as a consequence, there are often differing opinions and approaches internally amongst workers responsible for conducting INIs.  Hence, INI can be quite inconsistent from client to client and from service/program to service/ program as a result. 


· For agencies that do not employ designated intake worker(s):


· INI (if it happens at all) is often left to clinicians/practitioners at the consumer’s first appointment.

· Clinicians/practitioners often do not have sufficient time to carry out a full, comprehensive INI without it encroaching on the time available to provide their specific service to the consumer.


· Many practitioners/clinicians appear to be very focused on their specific discipline/ service and either do not really seem to grasp the importance of a broad, holistic INI or do understand that it’s important but do not believe that it is their role.  


· Even where clinicians/practitioners may be willing and able to carry out a comprehensive INI, the same issues detailed above apply regarding different views and potential confusion regarding what a full INI should consist of.


· In conclusion, without identification of the full range of the consumer’s needs at the earliest possible stage in their journey through the health system, good service/care coordination is seriously compromised.  Currently, it appears that most consumers are not receiving a genuinely broad-based, comprehensive INI covering all of the areas set out in the VSCPM 2009 and VSCPM CIF 2009.  Obviously, it would not be desirable to ‘over-define’ what should be discussed during INI in a manner that is too prescriptive or inflexible.  Every consumer is different and it is vital that each one is treated as an individual and that sufficient time can be allowed to build up trust and rapport with the worker.  The INI interview should always be allowed to proceed in a manner appropriate to the particular consumer with the worker using their skills, knowledge and experience to gauge how far it should go and what topics it might be appropriate to introduce at any given time.  However, a better framework for a ‘good’ INI clearly seems to be required to provide guidelines to ensure that everyone at least knows what areas should be covered and to promote consistency between individual staff, different services/programs within individual agencies and between agencies across the region.  

Pat Lovelock


Gippsland Service Coordination Support Worker


On behalf of the Initial Contact/Initial Needs Identification Working Group


A sub-group of the Gippsland Service Coordination and Integrated Chronic Disease Management Task Group


December 2010

Agencies employing IC/INI models that have developed historically on an ad hoc basis to consider reviewing those systems and implementing a more planned/ cohesive model where necessary.



Explore the possibility of lobbying or instituting discussions with funding bodies regarding the provision of specific funding for intake. 



















3.   Improve awareness of on-line service directories and facilitate further training for IC/INI staff in their use.



4.   DH to consider comments made during the Project regarding the ineffectiveness and difficulty of using the Human Services Directory.



5.   Encourage agencies to ensure that the service information made available to consumers at IC is comprehensive, consistent and can be provided within the timelines designated in the VSCPM CIF 2009.























6.   Encourage agencies to ensure that privacy information is provided in a consistent manner to all consumers at IC.  



7.   Encourage agencies to ensure that proper processes are in place to check that consumers understand the information provided to them at IC e.g.  develop specific processes/procedures and facilitate education for staff. 















8.   Encourage agencies to ensure that they have appropriate policies and procedures in place (and that all IC/INI staff are aware of them) regarding both consumers from CALD or Aboriginal or Torres Strait Islander backgrounds and those with other special communication/cognitive needs.  











11. Encourage agencies to ensure consistency in IC processes and documentation (incl. use of the core SCTT templates) between their different services/programs /departments. 



12. Further investigate issues around the use of electronic systems/databases in agencies.  In particular, appropriate electronic solutions for agencies currently not using computerised systems for recording consumer information at IC at all and for those that currently record consumer information on multiple databases. 















13.  Encourage agencies to ensure:



 Consistency in processes and documentation for consumers proceeding from IC to INI (incl. proper documentation where a consumer declines an INI).



 All consumers receive adequate information at IC about what to expect regarding the INI process. 



 Adequate follow up processes are in place to ascertain that actions arising from IC actually occur.



 INI can consistently be conducted within 7 working days of IC as required to meet the relevant VSCPM CIF 2009 standard.











14. Promote use of the DH Community Health Priority Tools where appropriate and/or greater clarity and consistency in agencies’ internal prioritisation processes where the DH tools will not be implemented.







16. Encourage agencies to ensure consistency and efficiency in their data collection and storage methods at the INI stage (including use of appropriate electronic systems and the relevant SCTT optional/supplementary templates).







17. Further work is clearly required around issues relating to consumer consent e.g.  recording consumer consent, what constitutes valid consent and the difference between consent to share information and consent to services. 



18. Further work is clearly required around referrals e.g.:



Inconsistent or inappropriate processes for internal and/or external referrals (incl. inconsistent or non-existent use of eReferral and the SCTT);



Referrals to other agencies/services not being made at all or consumers being encouraged to self-refer to avoid extra work for staff or because staff don’t believe making referrals is their role;



Poor availability of essential equipment (e.g. computers and scanners).    











19. Work is clearly required around issues relating to training, position descriptions/ skill sets/key competencies, qualifications and assessment for intake staff.  











Recommendations (not already covered under Q.1-Q.10)



20. Agencies employing dedicated intake workers where recruitment/retention is a problem to consider looking into issues such as:



Whether the intake workers’ workload could be reduced (and more time made available for them to conduct comprehensive INIs) by providing administrative support for some of their more routine tasks.



Whether job advertisements for intake workers are sufficiently realistic with regard to the nature of the work.



Whether steps need to be taken to address worker stress and feelings of being undervalued e.g. rotation of intake staff into other roles or through a variety of intake tasks, educating staff in other areas about the importance and demands of the intake role, ensuring staff are not expected to perform intake on top of their other role(s) without sufficient extra time allocated).



21. For agencies currently operating a ‘multiple access point’ intake system but considering implementing a ‘central intake/single access’ or ‘parallel access’ system:



Ensure that staff are given an opportunity to have their concerns aired and addressed – especially if they have had bad experiences with similar systems at other agencies and/or are very resistant to change.



Ensure that staff are educated regarding the potential benefits of the alternative intake system to the agency, the consumers, themselves – and to the region as a whole in terms of improved service/care coordination.



Think particularly carefully before introducing a model where intake is staffed by practitioners/clinicians on a roster (see ‘Major Conclusions’ section Part 1 on p.26 of the full IC/INI Project Final Report for details regarding issues with this model). 



  22.   Encourage agencies to ensure that staff know how to correctly complete the appropriate SCTT templates (and/or are aware of and have access to the DH SCTT 2009 User Guide) when making a referral and that all referrals are sufficiently clear, detailed, complete and contain only correct information. 











9.   Facilitate access to training for IC/INI staff regarding interpreters and promote awareness of problems associated with the use of family members/ friends to translate for consumers.



10. Encourage agencies with a significant number of consumers from non-English speaking backgrounds to make basic agency/service information available in the languages most common to their area. 











15. Work is clearly required to facilitate a consistent understanding of, and approach to, INI across the region i.e. to address issues such as:



Consumers in some agencies not receiving an INI at all; 



Consumers within the same agency receiving differing standards of INI;



INI being insufficiently broad based/holistic to meet the VSCPM CIF 2009 standards;



Long delays between IC and INI (especially where INI is not conducted until the assessment stage with a clinician/practitioner);  



Confusion in some agencies regarding whose role it actually is to perform INI;



Lack of clarity regarding what a ‘good’ or ‘proper’ INI should consist of.















FINAL 11 January 2011
Page 1
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GIPPSLAND HEALTH SERVICES PARTNERSHIP


Service Coordination & Integrated Chronic Disease Management Task Group


Initial Contact/Initial Needs Identification Project 2010

Final Report


Introduction


The Initial Contact/Initial Needs Identification Project (IC/INI Project) was an initiative of the Gippsland Service Coordination and Integrated Chronic Disease Management Task Group (SC&ICDM Task Group).  The SC&ICDM Task Group sits under the Gippsland Health Services Partnership and has the primary aim of building on previous work to implement a coordinated regional approach to service coordination and integrated chronic disease management.  


The IC/INI Project was identified as a priority by the SC&ICDM Task Group early in 2009.  The rationale for this was that it was time to move away from the previous focus on service coordination tools (e.g. the SCTT and S2S eReferral) and onto the actual ‘elements’ of service coordination.  That is, onto improving and streamlining the ways in which we go about Initial Contact, Initial Needs Identification, Assessment and Care Planning.  In this way it was hoped to continue with the innovative and proactive role that Gippsland agencies have taken to date in providing ‘Better Access to Services’ for consumers.

The IC/INI Project commenced in August 2009 and was scheduled to run until December 2010.  It was overseen by the IC/INI Working Group, a sub-group of the SC&ICDM Task Group.  The IC/INI Working Group was jointly led by the Executive Officer of East Gippsland Primary Care Partnership (PCP) and the Executive Manager Community Health Services at Gippsland Lakes Community Health.  The other Working Group members were nominated by agencies across the region and included representatives from West Gippsland Healthcare Group, Latrobe Community Health Service, Central Gippsland Health Service, Bairnsdale Regional Health Service and the Department of Health.  The majority of the day-to-day work was undertaken by the Gippsland Service Coordination Support Worker (GSCSW), whose position is jointly funded by the four Gippsland PCPs.

Project Objective and Strategies

The overall objective of the IC/INI project was to ‘facilitate consistent and streamlined approaches to Initial Contact and Initial Needs Identification across health care providers in the Gippsland region’.  The strategies agreed upon to achieve this objective were to:


· Assist targeted agencies/services to identify and address any issues impacting on the effectiveness of their current IC/INI processes. 


· Facilitate effective implementation of the IC/INI practice standards set out in the Victorian Service Coordination Practice Manual 2009 (VSCPM).


· Encourage and assist agencies to apply the VSCPM Continuous Improvement Framework 2009 (VSCPM CIF 2009) for IC/INI as part of their quality systems.


· Engage consumers in the development of effective IC/INI processes.


· Promote effective use of service coordination tools (e.g. the SCTT, S2S eReferral, Human Services Directory/Infoxchange Service Seeker on-line service directories etc.) during the IC/INI process.

Methodology

1. Engagement of target agencies

In the interests of efficiency and minimising the time commitment required from participating agencies, it was decided that certain aspects of the IC/INI Project should be undertaken in conjunction with a Home and Community Care (HACC) Assessment Project which had also been initiated by the SC&ICDM Task Group.  

Eighteen target agencies for the two Projects were initially identified on the basis that they received HACC and/or community health funding and would allow a broad participation by a variety of agencies across all four PCP catchments.  


Of these, fourteen were identified for potential participation in the IC/INI Project:


· Bairnsdale Regional Health Service


· Bass Coast Community Health Service


· Bass Coast Regional Health


· Buchan Bush Nursing Association


· Central Gippsland Health Service


· Gippsland Lakes Community Health

· Gippsland Southern Health Service


· Latrobe City Council


· Latrobe Community Health Service


· Orbost Regional Health


· South Gippsland Hospital


· South Gippsland Shire Council


· West Gippsland Healthcare Group


· Yarram and District Health Service


Invitations to participate in the Projects were sent by the Department of Health to all identified agencies in December 2009.  South Gippsland Shire Council declined at the outset due to severe understaffing issues which meant that they did not have anyone who could participate in the Project at that time.  Central Gippsland Health Service and Bass Coast Regional Health initially agreed to participate but later withdrew on the basis that they either had, or were about to, instigate internal projects to review/develop models for intake and/or care planning within their organisations.  Consequently, eleven agencies actually participated in the IC/INI Project.

2. Development of questionnaire and interview/data collection phase

A questionnaire was developed which was designed to cover issues such as:

· Current models/systems being used for IC/INI (also known as ‘Service Access’ or ‘Intake’ models).


· Use of service coordination tools and resources (e.g. SCTT, S2S eReferral, HSD/ISS on-line service directories etc).


· Staffing profiles and funding for IC/INI positions.

· Barriers and/or issues impacting (positively or negatively) on the effectiveness of current IC/INI models and processes.


In addition to general questions regarding the type of model being used for IC/INI and how successful that model was perceived to be, the questionnaire included questions which directly corresponded to all eleven IC and all fourteen INI criteria from the Victorian Service Coordination Practice Manual – Continuous Improvement Framework 2009 (VSCPM CIF 2009).  The idea behind this was to enable identification of the degree to which agencies were meeting those criteria and therefore the relevant statewide practice standards. 


Click on the icon below to view a copy of the questionnaire:
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All agencies that had agreed to participate were then asked to nominate up to four managers and four staff to be interviewed for the Project.


The criteria suggested to agencies for selection were:


· Managers, team leaders or coordinators directly responsible for IC and/or INI functions and/or direct supervision of IC/INI staff within the agency (i.e. in most cases ‘middle managers’ rather than directors or executive managers). 


· Staff who actually perform IC and/or INI roles within the agency on a day to day basis (e.g. intake workers).


Where possible, two separate interviews were conducted at each agency - one with relevant managers and one with relevant staff.  The rationale for this was that staff might be reluctant to speak openly with their managers present and might have a different perspective on how IC and INI actually occurred within the agency in practice.  All interviews were conducted by the GSCSW face-to-face on site at the participating agency and lasted approximately 1½ -2 hours.


During the interviews, participants were also consulted regarding the best way to measure consumer satisfaction with existing IC/INI processes and to obtain their suggestions for improvements – either via the agency’s existing quality/accreditation processes or otherwise.


Notes from the interviews were either typed by the HACC Project Worker as the interviews progressed or were recorded (with the participants’ consent) and typed up later.

The interviews commenced in January 2010 and the last one was completed at the end of May 2010.  In all, 17 interviews were undertaken for the IC/INI Project with a total of 37 people interviewed.

3. Data collation, analysis and reporting phase


A data collation template was developed which formed the basis of the individual reports that were ultimately prepared for each participating agency.  

All the data obtained from the interviews and the information obtained from the participating agencies’ Department of Health 2009 Service Coordination Survey responses was then collated and analysed to identify the following:


· The model/system being used by each agency for IC and INI and how the relevant staff positions were funded. 


· Whether the VSCPM CIF 2009 criteria for IC and INI were being met according to the agency’s responses to the Department of Health’s 2009 Service Coordination Survey (although this was ultimately ineffective because only one IC criterion and one INI criterion was addressed in the 2009 Survey).


· Whether the VSCPM CIF 2009 criteria for IC and INI were being met by the agency according to the responses of the participants to the relevant questions in the interviews.

· The interviewees’ perceptions regarding how well their current IC/INI model was working, any barriers/issues impacting on its effectiveness (positively or negatively) and suggestions for how those barriers might be remedied (or positive factors extended to other agencies).

Individual reports were then prepared for each agency which also included a brief summary of major points from the interview responses, comments and/or observations by the GSCSW who conducted the interviews and any areas of potential change or improvement identified through the interviews.

The individual agency reports were distributed to the CEO and relevant directors/senior managers of each participating agency at the beginning of October 2010.  All agencies were offered the opportunity to discuss their report with the GSCSW either by way of an on-site meeting or via telephone or email.  At the time of writing this Report, however, only one agency had taken up the offer to discuss their individual agency report.

As agreed at the outset, these reports were confidential and, without the agency’s express consent, will not be made available to any other party - including other agencies (whether participating in the Project or not), members of the IC/INI Working Group and the Department of Health.   

Click on the icon below to view a copy of the individual agency report template:
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Results


The IC/INI Project Questionnaire comprised 13 questions – all except Q.1 and Q.11-13 corresponding to specific IC and/or INI Criteria from the VSCPM CIF 2009.  These questions are dealt with below in the order in which they were asked: 


Q.1  What model for Initial Contact and Initial Needs Identification do you use at your agency?

VSCPM CIF 2009 Criteria corresponding to Q.1:  None 

General themes/trends/issues identified:


The models for IC/INI adopted by the participating agencies were as many and varied as the agencies themselves.  This was consistent with the experience reported by Bronwyn Fleming, the Service Coordination Industry Consultant (Community Health) when she produced ‘Service Access Models: A Way Forward - Resource Guide for Community Health Services’ for the Department of Human Services (as it then was) in 2006.  As was stated in the Resource Guide: “The diversity of service access models that operate within CHSs reflects variables in structural design, function and resourcing, as well as the complexity and range of funding lines and program mix that the sector supports.”


Models utilised by agencies participating in the IC/INI Project ranged from an almost ‘pure’ central intake (or ‘single access’) system with virtually all consumer enquiries going through a single discrete access point, through to ‘multiple access point’ systems with consumer enquiries going to the agency’s reception and individual services/programs/practitioners.  However, most agencies employed some sort of hybrid ‘parallel access’ system i.e. discrete access point(s) for most services/programs, perhaps combined with additional program/specialist/service-specific access points and/or access via individual services/ practitioners.  Some agencies had trialled several different models.  Of the 11 participating agencies, 6 had a designated intake worker (or workers) for at least some departments/ programs/services - some of whom also had other roles within the agency.  However, quite literally, no two models were the same.

For this reason, it proved impossible to neatly categorise each participating agency’s IC/INI model and then report on how many agencies had adopted each and how successful (or otherwise) those models had proved.  In reality, the situation across the region proved far too complex for that sort of analysis.

How effective the participating agencies themselves perceived their models to be will be dealt with in Q.11, 12 and 13.  However, the point can be made here that although some agencies’ models appeared to be well thought out, efficient and appropriate to the nature of the organisation, in others the intake processes appeared to be quite ad hoc.  In some agencies the ‘model’ appeared to have evolved in a piecemeal way over time for largely historical reasons rather than to have come into being through long-term planning or considered design.  Consequently, on the face of it (and without actually having consulted with consumers to seek their views), some agencies’ intake systems appeared haphazard and potentially confusing/difficult to navigate for consumers.  In a number of cases, ease of access appeared to be largely dependent on chance (i.e. where, when, how or with whom the consumer happened to make initial contact with the agency) or on the knowledge/resourcefulness of the individual consumer (e.g. whether they already knew what service(s) they needed and where/how to access them or had the resources to find out). 

Most of the agencies that employed dedicated intake workers funded the position(s) out of the administration budget and/or by way of contributions from the budgets of the individual services/programs using the intake service.  In some cases intake positions were financed from general ‘block funding’.  With the exception of one agency that received funds from Commonwealth Carelink, participating agencies did not receive any specific funding for intake. The lack of specific funding for intake positions was an issue for many agencies since often the only alternative was to siphon funds away from (already underfunded) programs/services.



Q.2   What information about services is a consumer given the first time they make contact with your agency/service i.e. at the point of ‘Initial Contact’? 

VSCPM CIF 2009 Criteria corresponding to Q.2:  

IC 3.1:  Consumers have been provided with information about services available in response to their inquiry or as part of an outreach approach, such as: when and where the service is provided, eligibility or access criteria and how to make an appointment, within 1 working day of making contact.

IC 3.2: Consumers have been asked following their initial enquiry if there is any other information or assistance they require.

IC 3.3: Consumers have been provided with information about services provided by other organisations e.g. through use of the Human Services Directory or other service directories.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or            MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		IC 3.1

		7

		2

		2



		IC 3.2

		6

		1

		4



		IC 3.3

		4

		4

		3





Participating agencies’ responses in the DH 2009 Service Coordination Survey regarding compliance with IC Criterion 3.1: 


· 1 agency reported that the Criterion was met for less than 10% of consumers in half their programs and more than 90% of consumers in the other half.


· 1 agency reported that the Criterion was met for between 10% and 50% of consumers across all programs.


· 1 agency reported that the Criterion was met for between 10% and 50% of consumers in two thirds of their programs and between 50% and 90% of consumers in the other third.


· 2 agencies reported that the Criterion was met for between 50% and 90% of consumers across all programs.


· 1 agency reported that the Criterion was met for between 50% and 90% of consumers in one third of their programs and more than 90% of consumers in the other two thirds.


· 4 agencies reported that the Criterion was met for more than 90% of consumers across all programs.


· 1 agency did not participate in the DH 2009 Service Coordination Survey.

General themes/trends/issues identified:


· At a number of agencies there appeared to be inconsistencies in the extent, type and/or content of the information regarding services provided or available to consumers at IC e.g. this often seemed to vary depending on where/how the consumer had accessed the agency or which particular program they were accessing.   

· Agencies often appeared to be quite effective in relation to providing information about internal services but this was not always the case with regard to external services.


· On-line statewide service directories such as Infoxchange Service Seeker and the DH Human Services Directory (ISS/HSD) appear to be significantly underutilised – particularly the HSD which many of those interviewed had either never heard of or had found ineffective and difficult to use.  Lack of knowledge about and/or training in the use of these directories for IC/INI staff appeared to be an issue.

· In a number of cases, the relevant service information was not available to consumers at IC at all - not being provided until the INI stage.  In such cases, it often meant that service information was not provided within 1 working day of IC as required to meet the VSCPM CIF 2009 Criteria.




Q.3   Do you provide consumers with information about privacy, their rights and responsibilities as a consumer, complaint/grievance procedures?


VSCPM CIF 2009 Criteria corresponding to Q.3:

IC 3.7:  Consumers have been provided with privacy information, such as a brochure, and the service provider has ensured the consumer understands the information.


INI 4.14:  Consumers have been given information about complaints and grievance processes.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		IC 3.7

		4

		3

		4



		INI 4.14

		8

		2

		1





General themes/trends/issues identified:

· Although, in general, consumers do receive the relevant information this is not always at the IC stage i.e. it is often not provided until INI, their first appointment with the practitioner/clinician or the assessment stage. This can potentially result in a significant delay before the client has access to the information.

· In some cases, the relevant information is ‘available’ but not actually ‘provided’ or ‘given’ to clients e.g. there may be a laminated notice or brochures available at reception but consumers are not actually given the information in their hand.


· In at least one case, the issue was not that consumers weren’t receiving the information but rather that they were being given the same information multiple times as they accessed different services within the agency.

· In a number of agencies, there did not appear to be proper processes in place to check that consumers actually understood the information provided to them – particularly where the information was provided at the IC stage.




Q.4   What happens if the consumer is, or appears to be, from a CALD background, to be Aboriginal or Torres Strait Islander, to have special communication needs (e.g. speech/visual/hearing impaired) or to have different cognitive needs (e.g. disability/ABI)?


VSCPM CIF 2009 Criteria corresponding to Q.4:

IC 3.4:  Consumers have been provided with information in a manner appropriate to cultural,


communication and cognitive needs.

INI 4.3 (part):  The consumer has been provided with the opportunity to participate in a…... discussion …... in a manner appropriate to cultural, communication and cognitive needs.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		IC 3.4

		4

		7

		



		INI 4.3 (part)

		5

		6

		





General themes/trends/issues identified:

Although all participating agencies met the relevant VSCPM CIF 2009 criteria to at least some degree, there were a number of commonly occurring issues/problems:

· A lack of awareness and/or familiarity by IC/INI staff of relevant agency policies and procedures e.g. in some cases, there was a lack of clarity around whose responsibility it was within the agency to organise assistance for clients with special communication needs.

· Limited knowledge of IC/INI staff regarding access to and use of interpreter services.  Training and/or information for staff around interpreters was clearly insufficient in many agencies and sometimes non-existent.

· Most agencies reported small or very small numbers of CALD consumers.  However, the (at least occasional) use of family members/friends rather than accredited interpreters to translate for those that did present with limited English skills was almost universal across the participating agencies.  Even where there was an awareness that this is not normally appropriate, clearly it does occur in practice due to factors such as speed, convenience, availability and the wishes of the consumers and/or their families themselves. 


· Lack of availability of agency/service brochures and other basic information in languages other than English (this was often attributed to the very small numbers of CALD clients and the difficulty in identifying which specific languages would be appropriate). 

· An emphasis on having appropriate policies, procedures and staff training in place in relation to CALD and Aboriginal and Torres Strait Islander consumers rather than for those with other special communication and/or cognitive needs. 




Q.5   What service coordination tools are used at the Initial Contact stage of the process?

VSCPM CIF 2009 Criteria corresponding to Q.5:

IC 3.6:  Relevant SCTT have been completed in accordance with the SCTT 2009 User Guide.


INI 3.10 (part):  Practitioners undertaking Initial Contact …… know how to use statewide and local service directories.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		IC 3.6

		4

		1

		6



		INI 3.10 (part)

		5

		3

		3





General themes/trends/issues identified:

· IC processes (inc. documentation) were often inconsistent between the various services and/or areas/departments within individual agencies.  In some cases, highly inconsistent.  This raised issues such as duplication of paperwork and the consumer having to repeat their details/story at each service they accessed.

· In a number of agencies/services, the SCTT (i.e. the mandatory/core templates) were not being used at IC for the collection of basic consumer demographic data.


· In some agencies, electronic/computerised systems were not being used at all for recording consumer details at IC.  

· In other agencies, the issue is that consumer information must be recorded on multiple (up to seven) computer databases depending which program(s) the consumer is accessing.  These databases do not usually ‘talk to’ each other and few, if any, staff have access to all of them.  This means that consumer information may contain gaps and/or not be up-to-date on all databases and practitioners involved in the consumer’s care cannot see the ‘big picture’ about them.  This, in turn, clearly leads to problems with service/care coordination.

· As also indicated in relation to Q.2, IC/INI staff in many agencies had either never heard of, or had heard of but did not know how to use, the statewide on-line service directories such as Infoxchange Service Seeker (ISS) and the DH Human Services Directory (HSD).  When staff did know about them, these service directories were generally significantly under-utilised.  Although the ISS directory was generally well thought of by the majority of those who had used it, numerous negative comments were made about the HSD – mostly around it being difficult to use and/or the information being out of date.  Staff appeared to be much more familiar with, and willing to use, local service directories - both hard-copy (usually created internally within the agency) and electronic (e.g. on an agency’s intranet).



Q.6   What happens if the consumer requires something more than just information i.e. what other action(s) might be taken by the Initial Contact Worker as a result of the Initial Contact process and how are those actions documented?

VSCPM CIF 2009 Criteria corresponding to Q.6:

IC 3.5:  The Initial Contact process has resulted in a decision about proceeding to Initial Needs


Identification or referral.


IC 3.8:  Action taken as a result of the Initial Contact process has occurred and been documented.


IC 3.9:  Action has been taken to resolve immediate issues for the consumer experiencing a crisis or emergency.


INI 4.1:  An explanation of the Initial Needs Identification process has been provided to consumers, including the reason for the process and what will be covered.

INI 4.2:  The service provider has conducted Initial Needs Identification within 7 working days of Initial Contact.

INI 4.4:  Consumer records indicate where consumers did not wish to participate in a broad‑based discussion regarding their health and wellbeing, and reasons for this have been documented.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		IC 3.5

		10

		1

		



		IC 3.8

		7

		3

		1



		IC 3.9

		10

		1

		



		INI 4.1

		6

		3

		2



		INI 4.2

		4

		6

		1



		INI 4.4

		5

		5

		1





Participating agencies’ responses in the DH 2009 Service Coordination Survey regarding compliance with INI Criterion 4.2: 


· 1 agency reported that the Criterion was met for less than 10% of consumers in half their programs and for between 50% and 90% of consumers in the other half.


· 1 agency reported that the Criterion was met for less than 10% of consumers in one third of their programs and for between 50% and 90% of consumers in the other two thirds.


· 1 agency reported that the Criterion was met for between 50% and 90% of consumers in two thirds of their programs and more than 90% of consumers in the other third.


· 4 agencies reported that the Criterion was met for between 50% and 90% of consumers across all programs.


· 3 agencies reported that the Criterion was met for more than 90% of consumers across all programs.


· 1 agency did not participate in the DH 2009 Service Coordination Survey.

General themes/trends/issues identified:

· Any issues with crisis/emergency response procedures were minimal across the participating agencies.  Such situations appeared to be dealt with promptly and very appropriately in the vast majority of cases.

· In some agencies, all consumers received an INI.  However, in others consumers appeared to be proceeding straight from IC to service specific assessment/service delivery without a proper INI at all.

· Processes and documentation for clients proceeding from IC to INI were inconsistent between services and not always very efficient at some agencies.


· Consumers were not always provided with adequate information about the INI process at IC.


· Inadequate or non-existent follow up to ensure that actions resulting from IC had occurred was an issue for some agencies (e.g. to ascertain that the consumer had actually attended their INI appointment).


· Timelines between IC and INI were not consistently met in many agencies.  Especially agencies where INI was conducted by clinicians/practitioners from specific disciplines at the consumer’s first appointment and there was a waiting list for that service.


· Inadequate or non-existent documentation processes where a consumer had declined an INI was an issue for some agencies (although this was reported to occur only rarely – especially if the reasons for INI and the process involved was properly explained to the consumer at IC). 



Q.7   What happens during the Initial Needs Identification process itself?

VSCPM CIF 2009 Criteria corresponding to Q.7:

INI 4.3 (part):  The consumer has been provided with the opportunity to participate in a broad-based discussion regarding their health and wellbeing …….

INI 4.5 (part):  …..issues, needs and aspirations of consumers have been documented through the Initial Needs Identification process.


INI 4.6:  The Initial Needs Identification process has resulted in opportunities for health promotion, early intervention or illness prevention.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		INI 4.3 (part)

		4

		4

		3



		INI 4.5 (part)

		2

		4

		5



		INI 4.6

		2

		4

		5





Q.7 also included a question regarding the agency’s use of the Department of Health’s Community Health Priority Tools (released in October 2009):

		Tools in use (or in process of implementation) across all relevant programs

		Tools in use for some but not all relevant programs

		Tools not in use at all



		4 agencies

		1 agency

		6 agencies





General themes/trends/issues identified:

· Few agencies were using (or intending to implement) the DH Community Health Priority Tools.  Most agencies were at least aware of them but either intended to continue with their own internal prioritisation tools/processes or didn’t consider that the DH Tools applied to them (e.g. because they didn’t have wait lists for the relevant services and therefore didn’t need to prioritise consumers). Some interviewees expressed concerns that if their agency implemented the DH Tools all consumers would become a high priority or that consumers had ’worked out’ the Tools and knew what to say to be seen more quickly.  However, agencies’ internal prioritisation processes often appeared to be confusing and to have the potential to lead to inconsistencies in prioritisation of consumers.

· In many agencies, there appeared to be significant inconsistencies in the content and extent of the INI between different services/individual practitioners or between INIs conducted by some form of intake worker and those undertaken by clinicians/practitioners in specific services. In general, INIs conducted by designated intake workers tended to be more comprehensive and holistic whilst those undertaken by clinicians often appeared to be very focused on their own individual discipline – sometimes to the exclusion of any broader ‘health and wellbeing’ considerations.  However, there also seemed to be significant variations between INIs conducted by individual intake workers in an agency.  Few agencies appear to have standardised the INI process and individual workers may take very different approaches depending on their own skills, knowledge and experience.

· Where a broad based discussion around health and wellbeing (i.e. a ‘proper’ or ‘full’ INI) was reported to take place with clinicians/practitioners in individual services, often this did not occur until the assessment stage – and sometimes there was a considerable delay between IC and assessment due to waiting lists for those services.


· Even where the INI discussion was described as being ‘broad based’ or ‘holistic’, it didn’t always include discussion of the consumer’s goals and aspirations or the identification of opportunities for health promotion, early intervention and illness prevention opportunities.  This was frequently described as being a job for clinicians at the assessment stage rather than for intake workers.  However, the concern is that those discussions may not occur at all if the clinician performing the assessment is very discipline-focused.

· In some cases, there was a lack of clarity regarding the role of intake workers and the type/extent of the questions that they should be asking consumers. This created the potential for duplication of questions when the consumer was subsequently interviewed by a practitioner/clinician or, alternatively, for certain issues not to be raised with the consumer at all. 


· It is difficult to escape the conclusion that in a number of agencies a comprehensive INI meeting all the relevant VSCPM CIF Criteria is not being carried out at all.  In other agencies, a ‘proper’ INI is only undertaken in some cases but not others depending on the service the consumer happens to access or the individual intake worker/practitioner /clinician they speak to.  Where there are dedicated intake workers, the main reasons for this appear to be deficiencies in training, confusion regarding the extent of the role and the questions they should be asking, a lack of standardisation of the INI process and the skills, knowledge, background and experience of individual staff.  Where INI is ostensibly the role of practitioners/clinicians in individual services, the major issues appear to be a lack of time, being too discipline-focused and feeling that INI is really not a part of their role at all.




Q.8   What service coordination tools are used at the Initial Needs Identification stage of the process i.e. how is the INI information documented and stored?

VSCPM CIF 2009 Criteria corresponding to Q.8:

IC 4.5 (part):  Consumer records indicate that issues, needs and aspirations of consumers have been documented through the Initial Needs Identification process.


INI 4.7:  Relevant SCTT have been completed in accordance with the SCTT 2009 User Guide.


Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		INI 4.5 (part)

		4

		5

		2



		INI 4.7

		5

		5

		1





General themes/trends/issues identified:

· There was considerable inconsistency in data collection and storage methods across the participating agencies (and for different services within some individual agencies).

· As with Q.5, many agencies had issues with data being stored in a number of different electronic databases which didn’t ‘talk to’ each other.  Consequently, similar problems emerged re practitioners involved in the consumer’s care not having access to the ‘whole picture’ and the resulting negative impacts on service/care coordination.

· None of the participating agencies had moved to a fully electronic system for recording/ storing consumer information – all still kept some form of hard-copy files for consumers.

· Few agencies were utilising all of the relevant SCTT templates for the collection of data at the INI stage (i.e. core/mandatory and optional/supplementary).


· Some agencies were not using the SCTT at all and had created their own data collection forms which they were using at INI instead of the generic SCTT forms (some of which appeared to be based on the SCTT and some not).




Q.9   What happens after the Initial Needs Identification process is complete i.e. what is the process from INI to intra agency assessment/service delivery or referral to an external agency for assessment/service delivery?

VSCPM CIF 2009 Criteria corresponding to Q.9:

INI 4.8:  The Initial Needs Identification process has resulted in decisions about referrals and assessments required and information has been provided to consumers about these options.

INI 4.9:  Where appropriate, action arising from the Initial Needs Identification process has occurred and been documented.

INI 4.10:  Consumer consent to share personal information has been gained for referrals arising from the Initial Needs Identification process.

INI 4.11:  SCTT have been used for referrals arising from Initial Needs Identification, in accordance with established policy (including DHS or organisation policy) and the SCTT 2009 User Guide.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		INI 4.8 

		7

		4

		



		INI 4.9

		5

		6

		



		INI 4.10

		7

		4

		



		INI 4.11

		7

		3

		1





General themes/trends/issues identified:

· In some agencies, there was inconsistent use of the SCTT for referrals.

· The SCTT ‘Consumer Consent to Share Information’ form was not always used to record consumer consent to referrals – especially where consent was given verbally (i.e. over the telephone).


· In agencies where INI was supposed to be undertaken by clinicians/practitioners in individual services but those staff were very discipline-focused, short of time or did not perceive INI to be their role, referrals to other services might not be made at all – unless there was a direct correlation between the presenting issue and the other service (e.g. referral from counselling to A&D). 


· Many agencies had inconsistent processes for both internal and external referrals e.g. referrals from the same service being made by phone, fax, email (not always secure/encrypted), via corridor/tea room conversations, information placed in pigeon holes/in-trays or via the S2S eReferral System on an apparently ad hoc basis.


· Use of the S2S eReferral System was inconsistent - even though all of the participating agencies had the system available e.g. not using S2S for internal referrals even though it was used (where available at the receiving agency) for external referrals, some practitioners in a service using S2S but not others or not using the S2S system to send referrals at all even though the agency/service regularly received referrals via S2S.  Although use of electronic referral is not one of the VSCPM CIF 2009 Criteria, it provides major benefits in terms of speed, efficiency, security and service/care coordination – both internally and across the region as a whole.  It also provides an excellent means of documenting, monitoring and following up on referrals arising from the INI process – and hence would assist in compliance with the INI 4.9 Criterion.

· In some agencies, staff were encouraged to use S2S for referrals but essential equipment was not available e.g. ready access to a computer or to a scanner so that hard-copy documents (e.g. doctors’ letters) could be attached and sent electronically along with the rest of the referral. 


· There were indications that in some agencies consumers are being encouraged to self-refer to other agencies/services because that means less work for staff (particularly where the S2S system is being used) or because staff do not believe that referrals should be a part of their role.


· In general, there appeared to be a considerable amount of uncertainty around the issue of consumer consent e.g. what constitutes genuinely informed (and therefore valid) consent, whether consent was to receive services or only to share information (i.e. when making a referral) and the use of ‘blanket consent’ terms on consent forms such as ‘all relevant services’ and ‘any relevant information’. 


· Documentation and follow up regarding action arising from INI was often patchy.




Q.10   What training do staff involved in Initial Contact and Initial Needs Identification receive, what qualifications (if any) are required and what processes are in place to ensure the competency of those staff?

VSCPM CIF 2009 Criteria corresponding to Q.10:

IC 3.10:  Practitioners undertaking Initial Contact have completed the self-paced training module ‘Service Coordination: What? Why? How?’ or attended Service Coordination training, and know how to use statewide and local service directories.

IC 3.11:  Service providers have a process to ensure that practitioners undertaking Initial Contact are competent and have the ability to communicate effectively about internal and external services.

INI 4.12:  Practitioners undertaking Initial Contact have completed the self-paced training module ‘Service Coordination: What? Why? How?’ or attended Service Coordination training.

INI 4.13:  Service providers have a process to ensure that practitioners undertaking Initial Needs Identification are qualified and have advanced communication skills.

Number of agencies that met the relevant VSCPM CIF 2009 Criteria according to the participants’ interview responses:


		VSCPM CIF 2009 Criteria

		MET

		PARTLY MET, UNCLEAR IF MET or          MAY NOT BE MET ACROSS ALL PROGRAMS

		NOT MET



		IC 3.10 

		2

		1

		8



		IC 3.11

		4

		5

		2



		INI 4.12

		2

		1

		8



		INI 4.13

		5

		5

		1





General themes/trends/issues identified:

· Very few staff involved in IC or INI had received specific training around service coordination or completed the DH service coordination Self-Paced Training Module (with the exception of one agency where all staff are required to complete a version of the SPTM).  


· A number of staff who used the S2S eReferral system had also received training in the use of the Infoxchange Service Seeker on-line statewide directory as part of their S2S training (although many did not seem to remember much about it).  No-one reported having received training around the use of the DH Human Services Directory and this was very rarely utilised (and disliked by those who had tried).  Most intake staff seemed reasonably comfortable and familiar with local service directories (where available). 

· A number of intake staff did not have clear position descriptions for their roles.


· With the exception of S2S training in those agencies that used the system, few intake staff had received much specific training for their role.  Some intake staff reported that their only training had been on-the-job by other staff and that this could be inconsistent and inadequate.  However, the need for training in areas such as service coordination generally, communication and interviewing skills, managing difficult consumers, available internal and external services, use of service directories, referral processes (inc. use of the SCTT and S2S), privacy and consent was frequently raised.  


· There was unanimous agreement that intake, when done properly, is a very skilled job.  For this reason, most managers interviewed seemed to be of the opinion that it would be desirable if they could employ intake workers with formal tertiary qualifications.  In practice, however, this generally proved impossible because the positions were unfunded and the agency could not afford to pay the necessary rates.  For the most part, the intake workers themselves did not consider it necessary to hold a formal tertiary qualification to do the job e.g. in nursing or an allied health discipline.  Many considered that experience and general life skills were more important - and preferably good admin skills and some sort of health background.  The view was frequently expressed that tertiary qualified intake staff tended to become quickly bored and frustrated with the administrative/data entry side of the role and tended to use the intake position as a stepping stone to other roles within the agency – moving on to ‘better things’ after a short period of time. These issues, and the often very stressful nature of the job, have led to obvious problems for many agencies in the recruitment and retention of intake staff.


· Despite the universal acknowledgement of the highly skilled nature of the intake role, it was generally agreed that there was a broad perception in most agencies that intake was a low status job.  For this reason, and because of the current lack of targeted training, almost all interviewees supported the idea of a training package specifically for intake workers (e.g. a TAFE Cert IV in Intake and Referral or some similar accredited training) and/or development of a specific skill set/key competencies for the role.  


· Succession planning was an issue for a number of agencies i.e. intake workers may have been recruited from within existing staff because they already possessed certain skills, knowledge and experience required for the role.  However, the vast majority of this knowledge was ‘in their heads’ and it would be problematic to replace them if they left.  Or, in very small agencies, there might only be one staff member who understood all the systems and processes and there would be similar problems if they left.


· None of the designated intake staff interviewed were specifically assessed for competency in that role - but they were generally subject to their agency’s normal performance management processes. 




Q.11   How effective do you think the model your agency uses for Initial Contact and Initial Needs Identification is i.e. what works, what doesn’t work?


Q.12
What barriers/issues impact on effectiveness (positively or negatively) i.e. why is the model working/not working e.g. what specific factors are preventing the model working effectively or helping it work?


Q.13
How can these barriers be remedied (or positive factors extended to other agencies)?

VSCPM CIF 2009 Criteria corresponding to Q.11, Q.12 and Q.13:  None 

General themes/trends/issues identified:

NOTES: Q.11, Q.12 and Q.13 were originally intended to be three separate questions.  However, in practice, they were combined into a single question during the interviews.  Hence, the responses/results have also been presented together below.  


  See p.5, paragraph 2 for definitions of the various IC/INI models.


Many of the points raised by the participants in relation to these questions were specific to their individual agency and were dealt with in detail in their confidential individual agency reports.  However, there were a number of common themes:

Issues for agencies currently using a central intake/’single access’ system or hybrid ‘parallel access’ system:


· In agencies where some form of central intake/’single access’ system or hybrid ‘parallel access’ system has been adopted, the sheer volume of the intake work has often come as a surprise to agencies.  Agencies implementing such systems have often found quite quickly that the intake workers are swamped and there is a need for more of them and/or to provide the existing ones with some administrative support for the more routine tasks (e.g. file creation and maintenance).

· Problems with recruitment and retention of intake workers e.g.:

· Agencies often cannot afford to pay people with tertiary qualifications at a sufficiently high rate to attract them to the position. 


· When tertiary qualified staff are employed, they often become quickly bored and frustrated with the routine administrative tasks required.  For this reason, a number of intake workers indicated that agencies should be more realistic with applicants about what the job actually entails.   

· All intake staff potentially suffer from the pressure and stress of the role and being the ‘brunt of frustration‘ for consumers and other staff (both internal and external).


· Many intake staff seem to feel undervalued within their agency.  Often they don’t experience much job satisfaction and feel that other staff (and some managers) don’t understand the importance and demands of their role.   

· Rotation of intake staff through a variety of intake tasks (e.g. on the phones, at reception, doing admin tasks, dealing with electronic referrals etc.) or rotating intake staff into other roles within the agency (e.g. part-time intake worker, part-time allied health assistant) seems to be effective in some agencies in alleviating the above problems.  This was often suggested by intake workers themselves as a solution – with the proviso that agencies should not simply expect a staff member to do the intake on top of their normal job role with too little (or no) extra time specifically allocated to it.

· Succession planning regarding intake workers and/or not having intake covered if a particular staff member is on leave was an issue for a number of agencies (especially smaller ones which might only have one or two intake workers). 

· Funding of intake positions is an issue since it often necessitates siphoning funds from other services/programs.


· A problem for some agencies is consumers bypassing intake and going directly to individual services/practitioners (and practitioners not always cooperating fully in redirecting these enquiries through intake).


Issues for agencies currently using a ‘multiple access point’ system:

· In larger agencies that were still operating a ‘multiple access point’ system, there was generally a perception that intake wasn’t working as well as it could but also significant resistance from some interviewees to the concept of introducing a ‘single access’ central intake system instead.  This resistance was mainly due to issues such as:


· Clinicians being concerned about losing the ability to build a rapport with consumers through the basic information gathering process. 


· Difficulties finding intake staff with the necessary knowledge, skills and experience - including a sufficiently good understanding of all the agency’s programs.  There was a perception amongst some that intake workers would need to be clinicians and that it wasn’t appropriate for non-clinicians to be assessing urgency or deciding who a consumer should see. 


· Bad experiences with the central intake systems of other agencies (including intake staff becoming ‘gatekeepers’ i.e. a ‘barrier’ for consumers in accessing services and/or for staff from other agencies wanting to contact specific practitioners).

· Clinicians/practitioners being very attached to the systems they are currently using (and have used for a long period of time) and not wanting to change.


· Where positives about the concept of introducing a central intake/single access system into a ‘multiple access’ agency were raised, these were mainly around potential time savings for clinicians e.g. if someone else made the appointments, completed any mandatory Priority Tools and collected the basic demographic data before the clinicians saw the consumer.  Clinicians/practitioners often reported feeling overwhelmed by their workload and the amount of basic paperwork/data collection they were required to do on top of providing their service was a major contributing factor to this. 

· The idea of introducing some form of ‘parallel access’ system (especially when combined with a ‘no wrong door’ policy if a consumer made IC with the agency at an inappropriate point) was generally better received than a ‘single access’ central intake system. 


Issues with coordination, cohesion and consistency in documentation and systems (all agencies): 


· Numerous agencies reported problems arising from the need to record, and keep updated, consumer information on multiple computer systems and databases across the organisation - as well as in hard-copy files.


· Some agencies are still not utilising electronic systems for data collection and/or referral.  Others are utilising those systems inconsistently i.e. for some services but not others and/or by some practitioners but not others.


· For a number of agencies, a lack of cohesion and consistency around the forms/ documentation used at intake across their different services/programs/departments was a major issue.


· The multiplicity of systems in many agencies has resulted in issues such as duplication of data entry for staff, incorrect or incomplete data held in a number of different locations (i.e. a lack of centralised files), consumers needing to tell their story and provide their details repeatedly and practitioners involved in the consumer’s care being unable to access all the relevant information or see the ‘big picture’ regarding the consumer.  


· There were a number of comments about finding the SCTT and/or S2S ‘frustrating’ and ‘time consuming’.  However, it appeared that many interviewees confused the two e.g. really meant that they find it takes a long time to complete the SCTT rather than to actually create and send the referral via S2S. 


· There were numerous reports of referrals received by intake workers being vague, lacking in detail and/or containing incorrect information - even if received on the SCTT (many instances were cited of SCTTs being badly or only partially completed).   Poor discharge planning from acute (especially Melbourne hospitals) appears to be a significant problem for many.

· In some agencies, more clarity/consistency is required regarding the type and extent of the information that should be collected from consumers by intake workers e.g. to avoid duplication of questions when the consumer subsequently sees the clinician/practitioner.

Training, qualifications and skills for intake workers:


· Training for intake staff is a major issue for many agencies (see Q.10 for full details).


· Finding intake workers with the necessary skills, knowledge, background and experience is an ongoing problem for most agencies. 


· There are differing opinions regarding formal qualifications for intake workers.  In general, the majority appear to consider that tertiary qualifications (such as a degree in nursing or an allied health discipline) are not necessarily required but that some sort of formal qualification (e.g. a TAFE Cert IV) is desirable.  However, all agree that it is a very skilled job requiring a high level of skills, knowledge and experience.


Initial Needs Identification:


· In many (or perhaps even most) agencies not all clients get a full, comprehensive, holistic INI - and in some they do not get such a ‘proper’ INI at all.  

· Different staff (whether they be intake workers or clinicians/practitioners) and disciplines have different perspectives, understanding and approaches to INI and problems with consistency were almost universal across the participating agencies.

· If clinicians/practitioners do attempt to undertake a comprehensive (i.e. as opposed to service/discipline-specific) INI at the consumer’s first appointment, this often takes up most of the allotted time meaning that the consumer misses out on the actual service they presented needing.   For obvious reasons, clinicians/practitioners want to concentrate on providing their specific service and so often do not see performing a broad INI as their role.



Engagement of Consumers in the Development of Effective Initial Contact/ Initial Needs Identification Processes

When the parameters of the Project were initially discussed, one of the strategies agreed upon to achieve the Project objectives was to ‘engage consumers in the development of effective IC/INI processes’.  Consequently, the Activities/Key Tasks in the original Project Work Plan included measurement of consumer satisfaction with agencies’ current IC/INI processes and obtaining their suggestions for improvements. 

All participating agencies were consulted regarding this issue during the interview/data collection phase of the Project.  In particular, participants were asked whether the agency had any existing quality/accreditation processes that could be utilised for this purpose.  If there were none, the original intention was to develop or access and then implement a valid methodology (e.g. a consumer questionnaire) for achieving this strategy.  Once a baseline had been identified, performance indicators were to be developed to reliably measure any improvements in the consumer’s experience of the IC/INI process after agencies had implemented any changes to their systems.


As the Project progressed, however, it became apparent that few, if any, agencies had existing consumer consultation processes in place that could be utilised for this particular purpose.  Consequently, it became clear that developing a suitable tool, carrying out the consumer consultations at each agency and collating/analysing all the information obtained would be a very sizeable task.  For this reason, and since the Project timelines had already required adjustment due to the longer than anticipated time it took to carry out the interview/data collection phase of the Project, it was decided not to proceed with this activity.  Instead, a decision was made to research the availability of existing consumer consultation tools that agencies could utilise themselves.

A small number of tools were found and a ‘Consumer Experiences – Service Coordination Study’ survey developed in 2007 by Christopher Foley-Jones for Inner East Primary Care Partnership was selected as the most suitable for IC/INI Project purposes.  The survey was based very closely on the service coordination standards laid down in the original 2007 version of the Victorian Service Coordination Practice Manual and Continuous Improvement Framework.  Consequently, it has been altered slightly to reflect the introduction of the latest version of the VSCPM and CIF in 2009.  In addition, only the questions relating specifically to IC, INI and Referral have been retained, although the original survey also included questions about Assessment and Care Planning.

A copy of the amended survey can be viewed by clicking on the link below:



[image: image3.emf]CONSUMER IC-INI  SURVEY - Jan11.doc




Please note that the survey is designed to be administered in one-on-one interviews.


Thanks are due to Christoph and Inner East PCP for kindly giving the IC/INI Working Group permission to use (and alter) the survey tool they developed.  


Major Conclusions

Conclusions from the Project can be divided into three major areas: 


1. Effectiveness of different Initial Contact/Initial Needs Identification Models


There was never an intention to identify through the IC/INI Project a single intake model that should be recommended to all agencies and which could ensure that all relevant practice standards would be met.  Indeed, had it been the original intention to decide on a ‘one size fits all’ model it would clearly not have proved possible due to the sheer diversity of agencies across the region.  Different models are appropriate for different agencies and it is doubtful that identical models would ever suit two different Gippsland agencies.


However, of the models employed by the participating agencies the following generalisations can be made based on the Project findings:


· Except in very small agencies, ‘multiple access point’ models (where consumer enquiries go to the agency’s reception and individual services/programs/ practitioners) are probably the least effective in terms of facilitating consistency and cohesion, ease of access and navigation of the system for consumers and good service/care coordination (both internally and across the region).  

· Central intake or ‘single access’ systems (where virtually all consumer enquiries are channelled through a single discrete access point) appear, on the face of it, to be efficient and straightforward for consumers, staff and practitioners from other agencies.  However, when looked at in more detail it becomes apparent that they are often negatively perceived by practitioners/clinicians from other agencies, have significant problems with recruitment and retention of intake staff and can still involve considerable inconsistency depending on the skills, knowledge, background and experience of individual intake workers.

Agencies that had attempted to introduce a central intake system staffed by practitioners/ clinicians on a roster had experienced particular problems.  This model seems like a good idea in theory since it eliminates the need to employ separate intake staff, ‘shares the load’ between all of the agency’s services/programs and gives (sometimes very discipline-focused) individual practitioners/clinicians an overview of the agency and more insight into the services provided by others (and possible links between them).  However, in practice clinicians/practitioners involved were reported to have been exceptionally negative about this arrangement.  Most apparently felt that intake simply wasn’t their role and deeply resented the time taken from delivery of their particular services to consumers.  They felt unqualified and ill-equipped to deal with consumers seeking other services about which they often knew very little and some had difficulty dealing with consumers who sometimes presented in a distressed or angry state.  Difficulties were also reported due to the clinicians/practitioners being reluctant to use electronic systems – especially for referrals.  Consequently, this system had been abandoned fairly quickly by both the agencies that reported having trialled it. 

· Hybrid ‘parallel access’ systems (i.e. discrete access point(s) for most services/programs, perhaps combined with additional program/specialist/ service-specific access points and/or access via individual services/ practitioners) were probably the most successful amongst the participating agencies.  This was especially the case where the number of access points was very limited (e.g. only 3 or 4 – each one covering a number of connected programs/ services).  This model seemed to eliminate or reduce many of the problems associated with a central intake/single access system whilst making it easier to promote consistency, ease of access/navigation and good service/care coordination than with a ‘multiple access point’ system.  Importantly, intake staff working within this model generally seemed more content when they could feel a strong connection to the services they worked with and the number of those services was limited so that they could build up an extensive knowledge of them and more easily keep abreast of any changes.  They generally appeared to feel more valued and to have better communication with the clinicians/practitioners in ‘their’ services – an important advantage since it was emphasised repeatedly during the Project how important good communication was between intake staff and clinicians/practitioners. 

NOTE:  For agencies considering reviewing their intake system, the Department of Health’s 2006 publication: ‘Service Access Models: A Way Forward – Resource Guide for Community Health Services’ (and accompanying Toolkit) is an invaluable resource.  The Resource Guide was developed after extensive consultation specifically to assist community health service managers to review, select, implement and evaluate service access models.  

A link to the Resource Guide can be found below:


http://www.health.vic.gov.au/communityhealth/publications/chs_guide.htm

2. Compliance with Victorian Service Coordination Practice Manual Continuous Improvement Framework 2009 IC and INI Criteria: 


Agencies’ levels of compliance with the various IC and INI Criteria set out in the VSCPM CIF 2009 are dealt with in detail in the ‘Results’ section.  However, a number of general points can be made:

· Overall, compliance with the VSCPM CIF 2009 Criteria could probably be best described as patchy and inconsistent.  Most participating agencies appeared to be complying well with some of the IC and INI Criteria but not with others and/or complying within some particular services/program areas but not others.  In many cases, it was difficult to ascertain with any certainty whether particular Criteria were being complied with or not.


· Since only two questions were asked about the eleven IC and fourteen INI Criteria in the most recent DH Service Coordination Survey (and because the DH Survey dealt in percentages rather than whether Criteria were fully, partly or not met), it proved impossible to make any meaningful comparisons between agencies’ self-reported compliance and that ascertained by way of the Project interviews. 


· The Project highlighted certain issues with the VSCPM CIF 2009 Criteria and the measurement of agencies’ performance against those Criteria by way of both the IC/INI Project Questionnaire and the annual DH Service Coordination Survey:  


· In quite a number of cases agencies were not technically meeting Criteria and so, for the purposes of the Project, could only be recorded as having ‘not met’ or ‘partially met’ them.  In practice, however, the agency probably was actually meeting the required standards - just in a slightly different way.  For example, an agency may not provide consumers with information about privacy or about services provided by other organisations at the IC stage as required under IC Criteria 3.3 and 3.7 - but instead provide that information at the INI stage.  Technically, the agency has not met the IC Criteria but in practice this may not be an issue if, at that particular agency, INI happens very quickly after IC.  


· There are also issues around the wording of certain Criteria.  For example, INI Criterion 4.5 requires that ‘consumer records indicate that issues, needs and aspirations of consumers have been documented through the INI process’.  At some agencies, staff did report discussing the required areas with consumers at the INI interview but this was not documented in the consumer’s file.  Since the Criterion in question focuses on documentation, those agencies were not technically meeting it even though the discussions with consumers were actually taking place. 


· For the above reasons, it appears that the VSCPM CIF 2009 Criteria are sometimes too inflexible or poorly worded and that this may impact on the results obtained from any surveys designed to gauge whether agencies are meeting the statewide standards. 

Bearing in mind the issues raised above, below is a summary of the results obtained regarding the degree to which participating agencies were meeting the IC and INI Criteria: 

· There was no Criterion which all participating agencies either fully met or completely failed to meet.


· Compliance was greatest in the following areas (i.e. less than 3 agencies failed to either fully or partly meet the relevant Criteria): 


· Q.2:  IC 3.1 – providing consumers with information about services available ...within 1 working day of IC.


· Q.3:  IC 3.7 – giving consumers information about complaints and grievance processes. 


· Q.4:  IC 3.4 and INI 4.3 (part) - providing consumers with information, and the opportunity to participate in a discussion, in a manner appropriate to cultural, communication and cognitive needs.


· Q.6:  IC 3.5, 3.8 and 3.9 and INI 4.1, 4.2 and 4.4 - actions occurring as a result of the IC process and documentation of those actions (including conducting INI within 7 working days of IC).


· Q.8:  IC 4.5 (part) and INI 4.7 - use of service coordination tools (including the SCTT) at the INI stage of the process.

· Q.9:  INI 4.8, 4.9, 4.10 and 4.11 - the process from INI to intra agency assessment /service delivery or referral to an external agency for assessment/service delivery.


· Q.10:  IC 3.11 and INI 4.13 – process in place to ensure staff undertaking IC and INI are competent/qualified and have appropriate communication skills.

· Compliance was lowest in the following area (i.e. 8 or more agencies failed to either fully or partly meet the relevant Criteria):


· Q.10:  IC 3.10 and INI 4.12 - completion of some form of service coordination training by staff engaged in IC and/or INI.

3. Whether consumers are receiving a comprehensive Initial Needs Identification

Problems with INI are highlighted throughout the Results section of this Report.  However, in summary the major issues can be described as follows:

· Exactly what a ‘good’ INI should consist of has not been sufficiently clearly defined and different agencies have different approaches as result.  The VSCPM CIF 2009 Criteria for INI refer to it being “a broad-based discussion regarding health and wellbeing” covering the consumer’s “issues, needs and aspirations” and that it should result in “opportunities for health promotion, early intervention and illness prevention”.  The VSCPM 2009 itself goes into a little more detail but the description of INI is still very general (see VSCPM 2009 pp. 16-17).  Obviously these ‘definitions’ are very much open to interpretation and INI at different agencies may be more or less broad, holistic and comprehensive as a result.  

· Even where agencies do consider that they undertake a fully comprehensive INI, in practice it often does not appear to include identification of opportunities for health promotion, early intervention and illness prevention.  This usually seems to be something people believe happens (or at least should happen) at the assessment stage.  Sometimes INI does not include discussion of the consumer’s goals/aspirations either.

· Lack of specific funding for intake workers is an issue for many agencies.  


· For agencies that do employ some form of intake worker(s):


· The depth and content of INI undertaken may vary significantly depending on the skills, knowledge, background and experience of individual staff.

· There are rarely enough intake workers to cope with the workload (even in agencies that theoretically employ enough intake workers recruitment and retention issues mean that intake is often understaffed).  Hence, the breadth of the INI undertaken may be influenced by lack of time and resources.

· There are significant issues in most agencies regarding appropriate training of intake workers, whether or not they should hold specific qualifications (and, if so, which ones) and assessment for competency in that specific role.  


· Few agencies appear to have clearly defined precisely what an INI should cover even within their own organisation and, as a consequence, there are often differing opinions and approaches internally amongst workers responsible for conducting INIs.  Hence, INI can be quite inconsistent from client to client and from service/program to service/ program as a result. 


· For agencies that do not employ designated intake worker(s):


· INI (if it happens at all) is often left to clinicians/practitioners at the consumer’s first appointment.

· Clinicians/practitioners often do not have sufficient time to carry out a full, comprehensive INI without it encroaching on the time available to provide their specific service to the consumer.


· Many practitioners/clinicians appear to be very focused on their specific discipline/ service and either do not really seem to grasp the importance of a broad, holistic INI or do understand that it’s important but do not believe that it is their role.  


· Even where clinicians/practitioners may be willing and able to carry out a comprehensive INI, the same issues detailed above apply regarding different views and potential confusion regarding what a full INI should consist of.


· In conclusion, without identification of the full range of the consumer’s needs at the earliest possible stage in their journey through the health system, good service/care coordination is seriously compromised.  Currently, it appears that most consumers are not receiving a genuinely broad-based, comprehensive INI covering all of the areas set out in the VSCPM 2009 and VSCPM CIF 2009.  Obviously, it would not be desirable to ‘over-define’ what should be discussed during INI in a manner that is too prescriptive or inflexible.  Every consumer is different and it is vital that each one is treated as an individual and that sufficient time can be allowed to build up trust and rapport with the worker.  The INI interview should always be allowed to proceed in a manner appropriate to the particular consumer with the worker using their skills, knowledge and experience to gauge how far it should go and what topics it might be appropriate to introduce at any given time.  However, a better framework for a ‘good’ INI clearly seems to be required to provide guidelines to ensure that everyone at least knows what areas should be covered and to promote consistency between individual staff, different services/programs within individual agencies and between agencies across the region.  

Pat Lovelock


Gippsland Service Coordination Support Worker


On behalf of the Initial Contact/Initial Needs Identification Working Group


A sub-group of the Gippsland Service Coordination and Integrated Chronic Disease Management Task Group


December 2010

Q.1  Recommendations 



Agencies employing IC/INI models that have developed historically on an ad hoc basis to consider reviewing those systems and implementing a more planned/ cohesive model where necessary.



Explore the possibility of lobbying or instituting discussions with funding bodies regarding the provision of specific funding for intake. 



















Q.2  Recommendations



3.   Improve awareness of on-line service directories and facilitate further training for IC/INI staff in their use.



4.   DH to consider comments made during the Project regarding the ineffectiveness and difficulty of using the Human Services Directory.



5.   Encourage agencies to ensure that the service information made available to consumers at IC is comprehensive, consistent and can be provided within the timelines designated in the VSCPM CIF 2009.























Q.3  Recommendations



6.   Encourage agencies to ensure that privacy information is provided in a consistent manner to all consumers at IC.  



7.   Encourage agencies to ensure that proper processes are in place to check that consumers understand the information provided to them at IC e.g.  develop specific processes/procedures and facilitate education for staff. 















Q.4  Recommendations



8.   Encourage agencies to ensure that they have appropriate policies and procedures in place (and that all IC/INI staff are aware of them) regarding both consumers from CALD or Aboriginal or Torres Strait Islander backgrounds and those with other special communication/cognitive needs.  



9.   Facilitate access to training for IC/INI staff regarding interpreters and promote awareness of problems associated with the use of family members/ friends to translate for consumers.



10. Encourage agencies with a significant number of consumers from non-English speaking backgrounds to make basic agency/service information available in the languages most common to their area. 











Q.5  Recommendations



11. Encourage agencies to ensure consistency in IC processes and documentation (incl. use of the core SCTT templates) between their different services/programs /departments. 



12. Further investigate issues around the use of electronic systems/databases in agencies.  In particular, appropriate electronic solutions for agencies currently not using computerised systems for recording consumer information at IC at all and for those that currently record consumer information on multiple databases. 















Q.6  Recommendations



13.  Encourage agencies to ensure:



 Consistency in processes and documentation for consumers proceeding from IC to INI (incl. proper documentation where a consumer declines an INI).



 All consumers receive adequate information at IC about what to expect regarding the INI process. 



 Adequate follow up processes are in place to ascertain that actions arising from IC actually occur.



 INI can consistently be conducted within 7 working days of IC as required to meet the relevant VSCPM CIF 2009 standard.











Q.7  Recommendations



14. Promote use of the DH Community Health Priority Tools where appropriate and/or greater clarity and consistency in agencies’ internal prioritisation processes where the DH tools will not be implemented.



15. Work is clearly required to facilitate a consistent understanding of, and approach to, INI across the region i.e. to address issues such as:



Consumers in some agencies not receiving an INI at all; 



Consumers within the same agency receiving differing standards of INI;



INI being insufficiently broad based/holistic to meet the VSCPM CIF 2009 standards;



Long delays between IC and INI (especially where INI is not conducted until the assessment stage with a clinician/practitioner);  



Confusion in some agencies regarding whose role it actually is to perform INI;



Lack of clarity regarding what a ‘good’ or ‘proper’ INI should consist of.











Q.8  Recommendations



16. Encourage agencies to ensure consistency and efficiency in their data collection and storage methods at the INI stage (including use of appropriate electronic systems and the relevant SCTT optional/supplementary templates).







Q.9  Recommendations



17. Further work is clearly required around issues relating to consumer consent e.g.  recording consumer consent, what constitutes valid consent and the difference between consent to share information and consent to services. 



18. Further work is clearly required around referrals e.g.:



Inconsistent or inappropriate processes for internal and/or external referrals (incl. inconsistent or non-existent use of eReferral and the SCTT);



Referrals to other agencies/services not being made at all or consumers being encouraged to self-refer to avoid extra work for staff or because staff don’t believe making referrals is their role;



Poor availability of essential equipment (e.g. computers and scanners).    











Q.10  Recommendations



19. Work is clearly required around issues relating to training, position descriptions/ skill sets/key competencies, qualifications and assessment for intake staff.  











Q.11, Q.12 & Q.13  Recommendations (not already covered under Q.1-Q.10)



20. Agencies employing dedicated intake workers where recruitment/retention is a problem to consider looking into issues such as:



Whether the intake workers’ workload could be reduced (and more time made available for them to conduct comprehensive INIs) by providing administrative support for some of their more routine tasks.



Whether job advertisements for intake workers are sufficiently realistic with regard to the nature of the work.



Whether steps need to be taken to address worker stress and feelings of being undervalued e.g. rotation of intake staff into other roles or through a variety of intake tasks, educating staff in other areas about the importance and demands of the intake role, ensuring staff are not expected to perform intake on top of their other role(s) without sufficient extra time allocated).



21. For agencies currently operating a ‘multiple access point’ intake system but considering implementing a ‘central intake/single access’ or ‘parallel access’ system:



Ensure that staff are given an opportunity to have their concerns aired and addressed – especially if they have had bad experiences with similar systems at other agencies and/or are very resistant to change.



Ensure that staff are educated regarding the potential benefits of the alternative intake system to the agency, the consumers, themselves – and to the region as a whole in terms of improved service/care coordination.



Think particularly carefully before introducing a model where intake is staffed by practitioners/clinicians on a roster (see ‘Major Conclusions’ section Part 1 on p.26 for details regarding issues with this model). 



  22.   Encourage agencies to ensure that staff know how to correctly complete the appropriate SCTT templates (and/or are aware of and have access to the DH SCTT 2009 User Guide) when making a referral and that all referrals are sufficiently clear, detailed, complete and contain only correct information. 



















�  Service Access Models: A Way Forward. Resource Guide for Community Health Services, Primary Health Branch, Victorian Government Department of Human Services, Melbourne, Victoria, December 2006 p.10
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Initial Contact and Initial Needs Identification Project



CONFIDENTIAL Agency Report – (name of agency)


· This report is the result of interviews conducted with agency personnel based on a questionnaire developed by the Initial Contact/Initial Needs Identification (IC/INI) Project Working Group.   The questionnaire was designed to identify participating agencies’ current IC/INI processes, the degree to which agencies are meeting the IC and INI standards set out in the Victorian Service Coordination Practice Manual 2009, perceptions regarding what is/isn’t working in relation to IC and INI within the agency and areas of potential change or improvement to current processes. 



· Each interview was conducted face-to-face, on-site at the participating agency and lasted approximately 1½ -2 hours.  Where possible, 2 separate interviews were conducted at each agency – one with managers, team leaders or coordinators directly responsible for IC and/or INI functions and/or direct supervision of IC/INI staff within the agency, and one with staff actually performing IC and/or INI roles within the agency on a day-to-day basis.



· This report is CONFIDENTIAL.  It has been viewed only by the IC/INI Project Worker (Pat Lovelock) who conducted the interviews and wrote the report and either the HACC Project Worker (Fiona York) or the Central West Gippsland PCP Administrative Officer (Danielle Daley) who typed the notes.  Without the agency’s express consent, the report will not be distributed or made available to any other party, including other agencies (whether participating in the Project or not), members of the IC/INI Project Working Group and the Department of Health.



· There is no obligation on any participating agency to implement any of the changes or suggestions made in their report, although obviously it is hoped that agencies will at least give them serious consideration.



· This report should be read in conjunction with Criterion 3: Initial Contact and Criterion 4: Initial Needs identification of the Victorian Service Coordination Practice Manual - Continuous Improvement Framework 2009 (VSCPM CIF)  (copy attached to covering email). 



· Interpretation of report:



· Column 1 indicates the interview questions from the questionnaire.



· Column 2 indicates the VSCPM CIF Criteria (if any) that correspond to each interview question.



· Column 3 indicates whether the relevant VSCPM CIF criteria were met according to (a) the agency’s responses to the Department of Health’s 2009 Statewide Service Coordination Survey (please note that only 2 questions relating to the 11 Initial Contact and 14 Initial Needs Identification Criteria were asked in the 2009 Survey) and (b) responses to the relevant interview questions. 



· Column 4 indicates:


· In black font:  a brief summary of the responses from the interviewees.



· In blue font:  comments and/or observations made by the Project Worker who carried out the interviews.



· In red font:  suggestions regarding areas of potential improvement or change identified. 


· N/A = ‘not applicable’ i.e. the interview question did not correspond to any of the VSCPM CIF 2009 Criteria for IC or INI.                                                  NAQ = ‘no applicable question’ i.e. no question relating to that IC or INI Criterion was asked in the 2009 DH Service Coordination Survey. 



			Initial Contact and Initial Needs Identification Project
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			Interview Question


			Corresponding VSCPM CIF 2009 Criteria


			Whether VSCPM CIF 2009 Criteria met according to:


			Summary of Interviewee Response(s) 



Project Worker Comments / Observations



Areas of potential improvement/change identified during interview









			


			


			DH 2009 Statewide SC Survey  responses


			Interview responses


			





			1.  What model for IC and INI do you use at your agency ?


-  inc. funding.


			No applicable VSCPM CIF Criteria


			N/A


			N/A


			





			2.  What information about services is a consumer given the first time they make contact with your agency/ service i.e. at the point of ‘Initial Contact’? 






			IC 3.1  Info re services available e.g. when/ where, eligibility/access, how to make appt  



(1 working day of IC).



IC 3.2  Any other info/ assistance.



IC 3.3  Info re services provided by other organisations e.g. via HSD/ISS.


			


			


			





			3.  Do you provide consumers with information about:  



· Privacy.



· Their rights and responsibilities as a consumer.



· Complaint/grievance procedures?


			IC 3.7 Consumer provided with privacy info. (e.g. brochure) and ensure consumer understands.


INI 4.14 Consumers given info re complaints and grievance processes.


			NAQ


NAQ






			


			





			4.  What happens if the consumer is or appears to:



· Be from a CALD background (e.g. NESB)



· ATSI



· Have special communication needs (e.g. speech/visual/ hearing impaired)



· Have different cognitive needs (e.g. disability/ABI)?






			IC 3.4  Info provided in manner appropriate to cultural, communication & cognitive needs.


INI 4.3  Consumer had opportunity to participate in… discussion… in manner appropriate to cultural, communication & cognitive needs.


			NAQ


NAQ


			


			





			5.  What SC tools are used at the IC stage of the process i.e.:



· How do staff access information about services provided by your agency/by other agencies?



· How is the consumer information collected at IC documented and stored?


			IC 3.6  Relevant SCTT have been completed in accordance with SCTT 2009 User Guide



IC 3.10 (part)   …IC practitioners know how to use statewide and local service directories.


			NAQ


NAQ


			


			





			6.  What happens if the consumer requires something more than just information i.e. what other action(s) might be taken by the IC Worker as a result of the IC process and how are those actions documented:






			IC 3.9  Action taken to resolve immediate issues for consumer in crisis/emergency.



IC 3.5  IC process resulted in decision about proceeding to INI.



IC 3.8  Action taken as result of IC has occurred and been documented. 



INI 4.1 Explanation of INI process provided.



INI 4.2 INI conducted within 7 days of IC.



INI 4.4 Records indicate (with reasons) if consumer declined to participate.  


			NAQ


NAQ



NAQ



NAQ






			


			





			7.  What happens during the INI process itself?



-  inc. use of new DH Community Health Priority Tools





			No applicable VSCPM CIF Criteria re use of DH CH Priority Tools


INI 4.3  Consumer had opportunity to participate in broad-based discussion re health & wellbeing…


INI 4.5 Consumer’s issues, needs and aspirations identified.



INI 4.6 INI resulted in opportunities for HP, early intervention or illness prevention.


			N/A



NAQ


NAQ



NAQ






			


			





			8.  What SC tools are used at the INI stage of the process i.e. how is the INI information documented and stored?






			INI 4.5   Consumer records indicate consumer issues, needs,  aspirations documented.


INI 4.7 Relevant SCTT have been completed in accordance with SCTT 2009 User Guide.


			NAQ


NAQ


			


			





			9.  What happens after the INI process is complete i.e. what is the process from INI to intra agency assessment/service delivery or referral to an external agency for assessment/service delivery? 






			INI 4.8  INI resulted in decisions re referrals and assessments required and info re options provided to consumers.



INI 4.10 Consumer consent to share info obtained for referrals.



INI 4.11 SCTT used for referrals in accordance with established policy (inc DHS organisational policy) and SCTT 2009 User Guide.



INI 4.9 Action arising from INI has occurred and been documented.


			NAQ


NAQ



NAQ



NAQ






			


			





			10.  What training do staff involved in IC and INI receive, what qualifications (if any) are required and what processes do you have in place to ensure the competency of those staff?






			IC 3.10   IC staff have completed SC SPTM or attended SC training & can use statewide & local service directories.



IC 3.11  Process in place to ensure IC staff are competent and can communicate effectively re internal & external services.


INI 4.12   INI staff have completed SC SPTM or attended SC training.


INI 4.13  Process in place to ensure INI staff are qualified and have advanced communication skills.


			NAQ


NAQ



NAQ



NAQ






			


			





			11.   How effective do you think the model your agency uses for IC and INI is i.e. what works, what doesn’t work?



12.  What barriers/issues impact on effectiveness (positively or negatively) i.e. why is the model working/not working e.g. what specific factors are preventing the model working effectively or helping it work?



13.  How can these barriers be remedied (or positive factors extended to other agencies)?  What are some concrete examples/strategies?


			No applicable VSCPM CIF Criteria






			N/A






			N/A
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Consumer Experiences of Initial Contact/Initial Needs Identification Processes - Survey 2011



Introduction



“We would like to learn about your experiences in using our health services. 



Your responses will be completely confidential and you may decline to answer questions or discontinue this survey at any time.  However, your opinion and experiences are very useful to us so we can improve future service standards.  Is that okay by you?  Can we ask you some questions about your experiences when you first made contact with our agency?”


Name:       

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     
                                  Tel.:      

 FORMTEXT 
      (for follow-up only)



Information relates to:     Self  FORMCHECKBOX 
                  Other  FORMCHECKBOX 
 …………………………………………….



Initial Contact (when you first rang the agency or visited the agency in person)



(Information in brackets serves only to prompt the interviewer)


			Code


			Question


			Comments





			1 A  Rang / Visited 


			Did you ring up or visit the agency in person?


			





			1 B 



F/W =      H =       S =       NI =


1     2     3     4     5 


			When you first contacted the agency, how did you feel that you were treated by the staff member(s) you initially spoke to (i.e. friendly/ welcoming, helpful, sensitive, non-intrusive)?


			





			1 C                      



A/S =                     



1       2      3     4       5           NA


Interpreter/Advocate



Y               N                NA


			If you have any special needs e.g. cultural requirements, language issues, special communication needs (e.g. deafness, vision, understanding) how appropriately/sensitively were these handled?



Did you receive any extra assistance you required (e.g. interpreter/advocate?)


			





			1 D



Y          N         DK          NA



Verbal          Written



Within 1 working day of IC



 Y          N         DK          NA






			When you first contacted the agency, were you given information about the services available from this and/or other organisations? (e.g. when & where provided, eligibility/access criteria, how to make an appt). 


In what format (i.e. verbal/written)?


How soon after you first contacted the agency did you receive the information.


			





			1 E



Informed choice/decision



Y         N        DK           NA



What would happen next



Y         N        DK           NA






			Do you think the information you were given was enough for you to make an informed decision about which services you wanted/needed to access and to be clear about what would happen next?


			





			1 F



Y          N         DK          NA



Verbal          Written






			Were you given any information about privacy/ confidentiality and/or your rights as a client of the agency?



In what format (i.e. verbal/written)?


			





			1 G


Y         N          DK           NA



TEL          BRO           REF      


			When you first contacted the agency, were you helped to access INI, Assessment, other services (if relevant). 


How? e.g. given phone numbers, brochures, formal assisted referral.


			








Initial Needs Identification (your first interview by the agency after you initially made contact)



			Code


			Question


			Comments





			2 A



TEL     DSK     INT     HOM     OTH


REC    IW   PRA   OTH    DK     NA


			Did the first interview to discuss your problem/issue/ needs take place over the phone, at the agency front desk, in an agency interview room, at your home or somewhere else? 


Who did you talk to? (e.g. reception staff, intake worker, clinician/practitioner, someone else).


			





			2 B



Y        N          DK           NA



WHY? …………………………..


			Was the reason for the interview and what would be covered explained to you?  (e.g. assessment for your presenting issue, to screen you for any other health/wellbeing needs, to give you information?) 



(Record reason for interview given to client).


			





			2 C



A =     Y         N       DK        NA



B =     Y         N       DK        NA


			Was it explained to you A) why the specific information you were asked for was being collected and B) how it would be used?


			





			2 D


Within 7 working days of IC



 Y          N         DK          NA






			How long after you first contacted the agency did this interview take place?


			





			2 E 



Y          N         DK          NA






			Did you feel that the interview provided you with an opportunity to participate in a broad based discussion regarding all of your health and wellbeing needs/goals?  Or only about the issue/problem you initially contacted the agency about?


			





			2 F                      



A/S =                     



1      2       3       4       5         NA             



Interpreter/Advocate



Y               N                NA


			If you have any special needs e.g. cultural requirements, language issues, special communication needs (e.g. deafness, vision, understanding) how appropriately/ sensitively were these handled?



Did you receive any extra assistance you required (e.g. interpreter/advocate?)


			





			2 G


Y         N           DK            NA



ORIG     OTH       DK         NA


Y         N           DK            NA


			Were you offered the option of being referred to services within this agency or to other outside agencies for assessment, treatment or support for your health issues? 



Only in relation to the health issue(s) you originally contacted the agency about or also for other issues identified during the interview?



Did you feel that you received enough information to make an informed decision about these referral options?


			





			2 H


Y         N           DK           NA



Y         N           DK           NA


			If there was a need to refer you on to someone else, were you asked for your consent to share the information you provided with other practitioners/services/agencies? 



If yes, did you sign a consent form?


			





			2 I 



Y          N          DK           NA






			Did you feel that you could have refused to participate in the interview, answer any of the questions and/or have refused any of the suggested referrals/services. 


			





			2 J



Y         N           DK           NA


			Were your given any information about the agency’s complaints and grievance procedures?


			








Additional question



			3.


			On a scale of 1-5, how well did the IC/INI process meet your needs (with 1 being the lowest ranking and 5 being the highest)?


			Ranking


			Comment





			


			


			   1          2           3           4            5            NA


			








4.
Do you have any other recommendations or suggestions for improving the way this agency does IC/INI?



     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     

 FORMTEXT 
     


5.
Record Service Coordination phases experienced by consumer:



IC  FORMCHECKBOX 

                IC/INI (combined)  FORMCHECKBOX 
                    Referral  FORMCHECKBOX 
                   NOT CLEAR  FORMCHECKBOX 



� This survey is based on the standards in the Victorian Service Coordination Practice Manual, Good Practice Guide and Continuous Improvement Framework 2009.
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			Initial Contact and Initial Needs Identification Project



Questionnaire for Managers and Staff





			AGENCY:






			DATE: 





			INTERVIEWEE/S: 


			ROLE/S: 





			INTERVIEWERS: 


			START:                                                  FINISH:


DURATION:








			Interview Question


			Response





			1.   What model for IC and INI do you use at your agency  e.g.:



Prompts (if required):



· ‘Single Access’: Central Intake for whole agency - all services/programs.



· ‘Parallel Access’ (hybrid): Central Intake for most services/programs combined with additional program/service-specific access points.



· ‘Multiple Access’: separate intake for individual services/programs/practitioners.



· Other (what?)



· Do IC and INI happen together at same interview?


· OR is INI is a separate process to IC.



· OR Other (what?)



· Who does INI - same staff as for IC or different staff? 



· What IC/INI staffing option has been adopted: 



· ‘Dedicated’ - specific IC/INI staff (practitioner or non-practitioner) for whole agency. 



· ‘Rostered’ – practitioner staff from other disciplines/services on a roster.



·  ‘Allocated Activity’ – practitioner or non-practitioner (e.g. AH Assistant) staff from a specific discipline/service for whole team as a permanent part of their role. 



· ‘Individual Role Activity’ – individual practitioner staff for their role only as a permanent part of their role. 



· Other? 


· How are the IC/INI positions funded?






			





			2. What information about services is a consumer given the first time they make contact with your agency/service i.e. at the point of ‘Initial Contact’? 



Prompts (if required):



· Services provided by your agency (inc. eligibility).



· Services provided by other agencies.



· Other info/assistance.



· Timelines (how quickly is the info provided, is there a min. standard?)


			





			3. Do you provide consumers with information about:



· Privacy.



· Their rights and responsibilities as a consumer.



· Complaint/grievance procedures?



Prompts (if required):



· When?



· To all consumers or only on request (or only if they appear to be unhappy about something).



· How, what format.



· Do staff check that the consumer understands – if so, how.


			





			4. What happens if the consumer is or appears to:



· Be from a CALD background (e.g. NESB)



· Be ATSI



· Have special communication needs (e.g. speech/visual/hearing impaired)



· Have different cognitive needs (e.g. disability/ABI)?



Prompts (if required):



· Are there written agency policy/policies. 



· Are staff trained (to both notice and deal with these consumers’ needs).



· Do staff know about interpreter/telephone translator services/cultural issues etc. 



· Is written info avail. in plain English, other languages, large print etc.



· Do staff use them?  How often?  How do you know?



· How do staff check consumer understands the info they’ve been given.



· Are interpreters, communication aids etc. arranged for the INI interview if consumer is proceeding to INI (if yes, arranged by whom?)





			





			5. What SC tools are used at the IC stage of the process i.e.:



· How do staff access information about services provided by your agency/by other agencies?


· How is the consumer information collected at IC documented and stored?


Prompts (if required):



· Are staff aware of the online service directories (i.e. local, HSD/ISS).



· Do they use them (which?)



· Do they use the SCTT.



· Which templates.



· Hard or soft copy.



· Are staff aware of and do they use the SCTT 2009 User Guide.



· If not the SCTT then what (and why)?



· How/where is the info stored (e.g. on a CMS, hard copy files, both).


			





			6. What happens if the consumer requires something more than just information i.e. what other action(s) might be taken by the IC Worker as a result of the IC process and how are those actions documented:



Prompts (if required): 



· What happens if the consumer is in crisis/emergency.



· Are appts/referrals for assessment/services ever made for consumers without an INI process?  If so, in what circumstances?


· How are decisions made about the consumer proceeding from IC to INI (i.e. what triggers those decisions).



If INI is separate from IC, what is the process of moving from IC to INI:



· Who makes the appointment for the INI (the IC Worker, the consumer, someone else).



· What sort of explanation of the INI process is provided to the consumer.



· What happens if the consumer declines to participate in an INI (& how is it documented).



· How long does the consumer have to wait for an INI.



· Is there any follow up to make sure the consumer attended the INI interview (and, if so, by whom).



· How do you document actions to be taken post-IC and how do you know those actions have actually taken place.


			





			7. What happens during the INI process itself?



Prompts (if required): 


· Do you use the new (Oct 2009) DH Community Health Priority Tools.



· Which templates i.e. generic, counselling, dietetics, OT (adult/paediatric), physio (adult), podiatry, speech pathology, dental)



· If you don’t use the Tools, why not?



· If you don’t use the Tools, how do you prioritise clients for service (high, med, low) and/or manage your waiting lists.



· What issues are discussed (just health or also broader ‘wellbeing’ areas?).



· How are the consumer’s issues, needs and aspirations identified.



· How are Health Promotion, Illness Prevention and Early Intervention opportunities identified.



· What level of participation does the consumer have.


			





			8.  What SC tools are used at the INI stage of the process i.e. how is the INI information documented and stored?



Prompts (if required):



· Do you use the SCTT.



· Which templates (for INI info collection).



· Are INI staff aware of and do they use the SCTT 2009 User Guide.



· If not the SCTT then what (and why)?



· How/where is the INI information stored.





			





			9.  What happens after the INI process is complete i.e. what is the process from INI to intra agency assessment/service delivery or referral to an external agency for assessment/service delivery? 



Prompts (if required):



· What happens if the consumer needs an intra-agency assessment/service.



· What happens if the consumer needs a referral to an external agency.



· What info is the consumer given to enable them to make informed choices about assessments/services/referrals.



· How/where are decisions documented (SCTT, other, if not SCTT why?)



· What documentation is sent with the referral (e.g. is the SCTT used, which templates, what else?)



· How are referrals sent internally and externally (i.e. S2S, fax, other).



· How do they go about obtaining and recording consumer consent.





			





			10.   What training do staff involved in IC and INI receive, what qualifications (if any) are required and what processes do you have in place to ensure the competency of those staff?



Prompts (if required):



· SC training (inc. awareness of VSCPM standards).



· Other training e.g. communication skills, interviewing, SCTT, S2S, HSD/ISS.



· Qualifications.



· Assessment for competency (inc. consumer feedback).



· Are the requirements different for IC and INI staff (if they’re not the same people).





			





			11.   How effective do you think the model your agency uses for IC and INI is i.e. what works, what doesn’t work?





			





			12.  What barriers/issues impact on effectiveness (positively or negatively) i.e. why is the model working/not working e.g. what specific factors are preventing the model working effectively or helping it work?


			





			13.  How can these barriers be remedied (or positive factors extended to other agencies)?  


What are some concrete examples/strategies?
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CHRONIC DISEASE NETWORK

TERMS OF REFERENCE

March 2011

Preamble


The Chronic Disease Network is one of a number of committees involved in implementing the Strategic Plan of the Wellington Primary Care Partnership (WPCP).  Other committees cover the areas of Integrated Health Promotion, Service Coordination and Partnership arrangements between members of the PCP.


Goal


To provide an opportunity for WPCP Member Agencies to work collaboratively on early intervention and chronic disease management to achieve the WPCP Strategic Plan. 

Objectives


· Provide input into the overall implementation of the Strategic Plan 

· Exchange relevant information and resources in a timely manner


· Provide a mechanism for problem solving, either within meetings or by formation of small project-specific working parties

· Identify general training and workforce development needs within the sector


· Provide important links between health professionals in the catchment and region

· Provide examples of best practice and create opportunities for robust discussion around CDM work/direction  in Wellington


PCP Role in Chronic Disease

The Wagner Chronic Care model provides the framework for ICDM with the Better Health Care in Gippsland CDM kit supporting this work. PCP supports organisations to change systems so that they shift their focus from reactive to proactive.

The Wellington PCP approach to integrated chronic disease management is underpinned by:


· Commitment to and understanding of The Chronic Care Model

· Client centred care


· Collaborative practice


· Promotion of models and strategies with a strong evidence base 

To achieve this, the WPCP will provide a convenor for the Chronic Disease Network.  Other PCP roles may include:


· Performing a minimal administrative support role through undertaking research and data collection


· Assisting with project proposals and submission writing


· Developing discussion and briefing papers


· Building capacity amongst member agencies


Membership


All primary care and community services agencies which provide services in the WPCP catchment are eligible to become members of the PCP.  

Membership of the network is open to all agency staff involved in or with an interest in ICDM and Improving the coordination of care.


Members of the Chronic Disease Network are encouraged to


· Actively participate in planning and reporting processes


· Take a leadership role in the group where it is an area of expertise, core business or passion


· Actively support the overall vision and core values of the WPCP


· Openly share data, skills and resources that would benefit the group

Meetings


Meetings will be held bimonthly, and will generally be of 2 hours duration. 

The position of chair will be held by a member of the PCP Executive in line with PCP protocols, The agenda will be developed by the WPCP, or a nominated agency where required, and circulated at least a week prior to the meeting.  

Minutes will be recorded by the WPCP CDM worker and circulated as soon as possible after meetings and will include clear decisions and items for action.

Additional workshops and planning sessions will be convened as required.


Reporting Mechanisms


All Chronic Disease Network meetings will be minuted in accordance with WPCP protocols.


The Chronic Disease Network is accountable to the WPCP Steering Committee.

Decision Making


WPCP is committed to open and transparent decision making processes which will occur by consensus as far as possible.  Where a decision cannot be reached a majority vote will determine the course of action.  

Review of Terms of Reference


The Terms of Reference will be reviewed on an annual basis in March.


