 (

) (
T
OOLS
) (
Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
 
P
r
ocedu
r
e
 
(Pag
e
 
1
 
o
f
 
3)
) (
Backg
r
ound
Th
e
 
transfe
r
 
o
f
 
ca
r
e
 
p
r
oces
s
 
play
s
 
a
n
 
importan
t
 
r
ol
e
 
in 
enhancin
g
 
healt
h
 
outcomes
,
 
r
educin
g
 
r
eadmissions
t
o
 
hospital
,
 
imp
r
ovin
g
 
e
f
ficienc
y
 
an
d
 
imp
r
ovin
g 
flow
th
r
oug
h
 
healt
h
 
an
d
 
age
d
 
services.
) (
Definitions
Th
e
 
ter
m
 
‘discha
r
ge
’
 
i
s
 
r
efer
r
e
d
 
t
o
 
a
s
 
‘transfe
r
 
o
f
 
ca
r
e’ th
r
oughou
t
 
thi
s
 
p
r
ocedu
r
e
.
 
Thi
s
 
i
s
 
becaus
e
 
a
 
person
’
s 
healt
h
 
ca
r
e
 
doe
s
 
no
t
 
en
d
 
whe
n
 
the
y
 
leav
e
 
a
 
facilit
y
.
‘
T
ransfe
r
 
o
f
 
ca
r
e
’
 
demonstrate
s
 
tha
t
 
a
 
person
’
s
 
ca
r
e 
continue
s
 
beyon
d
 
tha
t
 
facilit
y
 
a
s
 
the
y
 
r
eceiv
e
 
ca
r
e
 
f
r
om 
anothe
r 
service/facility/o
r
 
i
n
 
th
e
 
communit
y
 
e.g
.
 
general 
practitione
r
 
(GP)
,
 
communit
y
 
healt
h
 
p
r
oviders
,
 
ot
her
 
o
r
ganisatio
n
 
o
r
 
th
e
 
perso
n
 
and/o
r
 
t
hei
r
 
ca
r
ers
.
) (
A
 
person-
cent
r
e
d
 
ca
r
e
 
app
r
oac
h 
r
espect
s
 
th
e
 
needs,
p
r
efe
r
ence
s
 
an
d
 
value
s
 
o
f
 
th
e
 
person
,
 
supportin
g
 
t
hem t
o
 
mak
e
 
informe
d
 
decisions
,
 
an
d
 
p
r
omote
s
 
th
e
 
active participatio
n
 
b
y
 
peopl
e
 
i
n
 
thei
r
 
ow
n
 
healt
h
 
ca
r
e.
) (
Thi
s
 
p
r
ocedu
r
e
 
align
s
 
wit
h
 
th
e
 
principle
s
 
i
n
 
th
e
 
T
ransfer
o
f
 
Ca
r
e
 
Polic
y
,
 
an
d
 
shoul
d
 b
e
 
conside
r
e
d
 
i
n
 
lin
e
 
wit
h
 
t
he
Guideline
s
 
fo
r
 
Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
) (
Scope
Al
l
 
sta
f
f
 
involve
d 
i
n
 
a
 
person
’
s
 
ca
r
e
 
durin
g
 
thei
r
 
admission t
o
 
<facilit
y
 
/
 
servic
e
 
name
>
 
hav
e
 
a
 
r
esponsibilit
y
 
to 
contribut
e
 
towa
r
d
s
 
th
e
 
transfe
r
-of-ca
r
e
 
plan.
) (
Aims
T
ransfe
r
 
planning
) (
Th
e
 
nurs
e
 
r
esponsibl
e
 
fo
r
 
th
e
 
perso
n
 
o
n
 
th
e
 
person
’
s
las
t
 
da
y
 
o
f
 
ca
r
e
 
da
y
 
a
t
 
<facilit
y
 
/
 
servic
e
 
name
>
 
ha
s
 
final
r
esponsibilit
y
 
t
o
 
ensu
r
e
 
t
he:
) (
Al
l
 
peopl
e
 
experienc
e
 
a
 
well-coo
r
d
inated
,
 
saf
e
 
and
timel
y
 
transfe
r
 
ou
t
 
o
f
 
<facilit
y
 
/
 
servic
e
 
name
>
 
wit
h
 
an ag
r
eed
,
 
well-communicate
d
 
an
d
 
smoot
h
 
transfe
r
 
t
o
 
t
he 
r
efer
r
e
d
 
o
r
ganisatio
n
 
o
r
 
t
o
 
thei
r
 
own
,
 
o
r
 
famil
y
,
 
ca
r
e.
) (
[
) (
person
 
has
 
a
 
copy
 
of
 
their
 
transfer
 
plan
 
and
can
 
verbalise
 
understanding
 
of
 
arranged t
r
eatment/services
 
and 
appointments
) (
Al
l
 
peopl
e
 
an
d
 
thei
r
 
ca
r
ers
/famil
y
 
a
r
e
 
involve
d 
i
n
 
t
he
transfe
r
 
planning
,
 
wit
h
 
a
 
supporte
d
 
sha
r
e
d
 
decision 
p
r
oces
s
 
acknowledgin
g
 
thei
r
 
t
r
eatmen
t
 
goals.
) (
service
 
p
r
oviders
 
have
 
cor
r
ect
 
informat
ion,
including
 
contact
 
information,
 
r
equi
r
ed
 
to 
accept
 
accountability
 
for
 
the
 
transfer
 
of
 
ca
r
e
) (
[
) (
Eac
h 
perso
n
 
i
s
 
encourage
d
 
an
d
 
supporte
d
 
t
o
 
take
a
n
 
activ
e
 
r
ol
e
 
i
n
 
th
e
 
managemen
t
 
o
f
 
thei
r
 
health
,
 
and 
i
s
 
supporte
d
 
t
o
 
achiev
e
 
th
e
 
highes
t
 
possibl
e
 
leve
l
 
of 
independence.
) (
[
) (
transfer
 
plan
 
documentation
 
is
 
sha
r
ed
amongst
 
app
r
opriate
 
p
r
oviders, including
 
t
he person
’
s
 
general
 
pract
it
ione
r
.
) (
The
r
e
 
i
s
 
e
f
fectiv
e 
an
d
 
timel
y
 
communicatio
n
 
(writte
n
 
and/
o
r
 
verbal
) 
o
f
 
r
elevan
t
 
informatio
n
 
t
o
 
healthca
r
e
 
p
r
oviders.
) (
P
r
ocedu
r
e
Th
e
 
T
ransfe
r
 
o
f
 
Ca
r
e
 
P
r
ocedu
r
e
 
align
s
 
wit
h
 
th
e
 
S
h
a
r
e
d
T
ransfer
 
of
 
Ca
r
e
 
Met
hod.
) (
Th
e
 
perso
n
 
an
d
 
thei
r
 
family/
ca
r
er
s
 
a
r
e
 
p
r
ovide
d
 
wit
h
a
 
transfe
r
 
plan
,
 
wit
h
 
al
l
 
app
r
opriat
e
 
information
,
 
and 
follow-u
p
 
contac
t
 
numbers
.
 
Thi
s
 
need
s
 
t
o
 
b
e
 
i
n
 
a
 
format 
tha
t
 
take
s
 
int
o
 
consideratio
n
 
th
e
 
patient
’
s
 
abilit
y
 
to 
understan
d
 
an
d
 
absor
b
 
informatio
n
 
(i.e
.
 
thei
r
 
heal
t
h 
literacy).
) (
Relate
d
 
document
s
 
and
usefu
l
 
r
esou
r
ces
) (
[
) (
T
ransfer
 
of
 
Ca
r
e
 
Risk
 
Assessment
) (
Th
e
 
focu
s
 
o
f
 
thi
s
 
p
r
ocedu
r
e
 
a
s
 
underpinne
d
 
b
y
 
t
he
Guideline
s
 
fo
r
 
Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
,
 
i
s
 
t
o
 
pu
t
 
t
he
 
perso
n
 
a
t
 
th
e
 
cent
r
e
 
o
f
 
thei
r
 
ow
n
 
ca
r
e
,
 
an
d
 
whe
r
e 
possibl
e
 
th
e
 
traditiona
l
 
wo
r
d
 
‘patient
’
 
o
r
 
‘client
’
 
ha
s 
been 
r
eplace
d
 
wit
h
 
‘person’.
) (
[
) (
Sha
r
ed 
T
ransfer
 
of
 
Ca
r
e
 
Policy
) (
[
) (
Sha
r
ed 
T
ransfer
 
of
 
Ca
r
e
 
Met
hod
) (
ww
w
.primaryhea
lt
htas.com.au
) (
Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
)

 (

) (
T
OOLS
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Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
 
P
r
ocedu
r
e
 
(Pag
e
 
2
 
o
f
 
3)
) (
ww
w
.primaryhea
lt
htas.com.au
) (
Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
) (
PRE
P
ARE
) (
Planning
 
is
 
to
 
commence
 
as
 
soon 
 
as
 
possible
 
after
 
admission
 
to
 
<
facility/service
 
name>
 
or
 
for
 
elective
 
planned
 
admissions
 
th
r
ough
 
a
 
p
r
e-admission
 
p
r
ocess
 
(either attendance at
 
a
 
clinic,
 
phone
 
call
 
or
 
completion
 
and
 
r
eview
 
of
 
patient
 
admission
 
questionnai
r
es).
) (
Consult
) (
Once
 
r
eferral
 
or
 
admission
 
pack
 
has
 
been
 
r
eceived
 
–
 
if
 
app
r
opriate
 
contact
 
r
efer
r
er 
 
or
 
person
 
to
 
clarify
 
informat
ion
) (
Gat
her
) (
Gather
 
as
 
much
 
information
 
as
 
possible
 
including:
[
 
If
 
other
 
p
r
oviders
 
have
 
been
 
involved
[
 
If
 
p
r
evious
 
assessments 
have
 
been
 
completed
[
 
Obtain
 
any
 
r
elevant
 
written
 
letters
 
or
 
test
 
r
esults
) (
O
r
ganise
) (
[
 
Make
 
sense 
of
 
the
 
informat
ion
[
 
Discover
 
the
 
story
) (
ENGAGE
) (
Involve
 
the
 
<person/patient>
 
th
r
oughout
 
their
 
stay
 
at
 
<facil
ity/
o
r
ganisation
>
) (
Connect
) (
[
 
Connect
 
with
 
the
 
<person/pat
ient>
[
 
Discover
 
the
 
person
’
s
 
story
[
 
Identify
 
the
 
important
 
r
elationships
 
–
 
who
 
do
 
they
 
want
 
involved
 
in
 
their
 
transfer 
plan?
 
Clarify
 
the
 
information
 
r
eceived
[
 
Build
 
upon
 
the
 
assessment 
(if
 
r
equi
r
ed)
[
 
Complete
 
a
 
T
ransfer
 
of
 
Ca
r
e
 
Risk
 
Assessment
) (
Goals
) (
[
 
Listen
 
to
 
the
 
<person
’
s/patient
’
s> 
 
goals
 
and concerns
[
 
Identify
 
the
 
person
’
s
 
st
r
engths
 
and the
 
st
r
engths
 
of
 
people
 
a
r
ound
 
t
hem
[
 
What
 
goals 
 
a
r
e
 
achievable
 
for
 
the
 
person,
 
with
 
the
 
support
 
a
r
ound
 
t
hem?
) (
Ag
r
eement
) (
[
 
W
ith
 
all
 
the
 
gathe
r
ed
 
information,
 
p
r
ovide
 
the
 
person
 
with
 
t
r
eatment/ca
r
e 
opt
ions
[
 
Use
 
a
 
sha
r
ed
 
decision-making
 
p
r
ocess
 
to
 
c
r
eate
 
an
 
ag
r
eed
 
plan
[
 
Commence
 
the
 
Sha
r
ed 
T
ransfer
 
of
 
Ca
r
e
 
Checklist
[
 
Allow
 
time
 
for
 
the
 
person
 
to
 
consider
 
the
 
plan,
 
discuss 
with
 
their
 
family/
ca
r
er
 
and 
ask
 
further
 
quest
ions
[
 
Using
 
a
 
T
each-Back
 
technique,
 
ensu
r
e
 
the
 
person
 
understands
 
the
 
plan
)

 (

) (
T
OOLS
) (
Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
 
P
r
ocedu
r
e
 
(Pag
e
 
3
 
o
f
 
3)
) (
ww
w
.primaryhea
lt
htas.com.au
) (
Sha
r
e
d
 
T
ransfe
r
 
o
f
 
Ca
r
e
) (
TRANSFER
) (
Collaborative
 
sha
r
ed
 
transfer
 
p
r
ocess
 
supported
 
by
 
app
r
opriate
 
info
r
mation
 
sha
r
ed between
 
health
 
p
r
oviders
 
and
 
the
 
person
 
t
hemselves
) (
Plan
) (
[
 
Generate
 
the
 
plan
 
–
 
gather
 
r
elevant
 
information
 
and
 
complete
 
app
r
opriate
r
eferrals
[
 
Document
 
the
 
plan
 
–
 
should 
 
include 
 
contact
 
details
 
of
 
all
 
service
 
p
r
oviders 
involved
 
in
 
person
’
s
 
ca
r
e
 
Check
 
the
 
plan
 
with
 
the
 
person
 
–
 
to
 
ensu
r
e
 
it
 
meets 
their
 
ag
r
eed
 
goals
 
and 
add
r
esses
 
their
 
concerns
[
 
Revisit
 
the
 
plan
 
and adapt
 
as
 
a
 
person
’
s
 
needs
 
or
 
goals
 
change
) (
Sha
r
e
 
/
 
Consul
t
) (
[
 
Email
/fax
 
r
eferral
 
to
 
app
r
opriate
 
p
r
ovider
 
of
 
platform
 
(i.e.
 
General
 
Pract
it
ioner 
and
 
My
 
Aged 
 
Ca
r
e
 
Gateway)
[
 
Follow
 
up
 
r
eferral
 
with
 
phone
 
call
 
to
 
clarify
 
any
 
quest
ions
[
 
Give
 
a
 
copy
 
of
 
the
 
written
 
plan
 
to
 
the
 
person,
 
and
 
use
 
a
 
T
each-Back 
 
technique
 
to
 
ensu
r
e
 
they
 
understand
[
 
P
r
ovide
  a
 
copy
 
to
 
the
 
person
’
s
 
nominated
 
General
 
Pract
it
ioner
[
 
Complete
 
T
ransfer
 
of
 
Ca
r
e
 
checklist
 
to
 
ensu
r
e
 
app
r
opriate
 
sharing
 
of 
communication
 
has
 
occur
r
ed
) (
Follow
 
up
) (
[
 
Ensu
r
e
 
the
 
plan
 
contains
 
contact
 
details
 
for
 
the
 
person
 
and p
r
oviders
 
to
 
call
 
back if
 
issues
 
arise
[
 
Contact
 
p
r
ovider
 
to
 
check
 
on
 
p
r
og
r
ess
[
 
Contact
 
person 
within
 
48
 
hours
 
to
 
check
 
p
r
og
r
ess
 
(see
 
post 
 
transfer 
 
check)
)
