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How to use this manual
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1 Introduction and background

This document provides guidelines on how to use the screening and assessment tools that are
being used in the Mid North Coast Coordinated Care Trial. These tools draw heavily on those
initially developed for use in Primary Care Partnerships on Victoria® and then subsequently
modified for South Australia®. They have been modified and further developed for use in the Mid
North Coast Coordinated Care Trial.

These guidelines discuss how to complete the Ongoing Needs Identification (ONI) tools, how to
undertake an Ongoing Needs ldentification that may prompt referral and/or further assessment
and how to complete a Summary and Action Plan. Issues relating to assessment (specialist and
comprehensive) and care planning are not included.

The guidelines are divided into 15 sections:

Introduction and background

Overview of the ongoing needs identification tools and how to use them
How to complete the contact details

How to complete the service entry data set

How to complete the ONI summary and action plan

How to complete the supplementary living arrangements profile

How to complete the supplementary carer profile

How to complete the supplementary health conditions profile

© 00 N OO O b~ W DN P

How to complete the supplementary psychosocial profile

=
o

How to complete the supplementary functional profile

=
=

How to complete the supplementary health behaviours profile

(=Y
N

How to complete the supplementary environmental profile

(=Y
w

How to use the tools to investigate need and to develop a consumer care plan

[EY
SN

Frequently asked questions

=
(63}

Selected bibliography for screening in primary care

1 Details of the Victorian model can be found at: http://hnb.dhs.vic.gov.au/acmh/phkb.nsf
2 Details of the South Australian model can be found at www.eraproject.sa.gov.au

Mid North Coast CCT ONI Guidelines Page 1
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Why the trial is collecting information

There are 5 different reasons to collect standard information in the trial and they fall under 3
headings:

Purpose Frequency

TO MANAGE THE TRIAL

To assist the trial to plan, manage its budget and cash | Collect once (progressively over the 1% 3-6 months of the trial
flow and to profile the trial participants. for most people rather than at a formal interview).

Allocate consumers to either the ‘complex need group’ | Collect once (progressively over the 1% 3-6 months of the trial
or the ‘population need’ group. for most people rather than at a formal interview).

TO PLAN CARE FOR PEOPLE IN THE TRIAL

Plan care for the individuals in the complex need Collect as needs change throughout the course of the trial.
group.

The information will be helpful in referring a consumer | If information does not already exist, collect when making
to another agency for service referral

TO EVALUATE THE TRIAL

To evaluate the trial. Collect at least twice (in the 1% 3-6 months and in the last 6
months of the trial).

The purposes of assessment

1. The core purpose of assessment is to identify the person’s needs and to use this as the basis
of setting care goals and developing a care plan tailored to individual need.

2. As a by-product, it will provide the trial with a tool for managing its available community care
funds.

3. As a further by-product, it will allow the trial to measure consumer outcomes over time.

Criteria for entry into the trial

Figure 1 shows the overall process that has been developed through a series of workshops in the
planning phase of the trial.

The whole of the local Aboriginal or Torres Strait Islander (ATSI) population will be in the trial. The
‘eligibility screen’ is to identify this target population. Local service providers will conduct this
‘eligibility screen’ by identifying those people who meet the following criteria:

1. The person is an Aboriginal or Torres Strait Islander or is a family member of a person who is
ATSI.

2. The person lives in the trial catchment area.

To be eligible for the Complex Need Group of the trial, there are two extra eligibility criteria:

3. The person already has a participating GP or can be successfully encouraged/helped to find a
participating GP.

4. The person has an existing Medicare Number or can be successfully helped to get a Medicare
Number.

Having identified that the person meets these 1° two criteria, local service providers will need to
identify who meets the criteria for the Complex Need Group.

Page 2 Mid North Coast CCT ONI Guidelines
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At this stage, it is estimated that 5000+ people in the target group will be classified as having
‘population needs’. People in this group require access to general health services and population-
level interventions but not more intensive coordinated care. However, the trial proposes to
introduce early health assessment for people aged over 30 years in this group. For logistical
reasons, this ‘population needs’ group will not be invited to give informed consent to be in the trial.

About 1500-2000 people are expected to be identified during the course of the 3 year trial as

having complex need needs. ‘Complex care’ is required for people with multiple and interacting
conditions and needs.

The criteria for the ‘complex need group’

Either the person:

1) Already has a participating GP or can be successfully encouraged/helped to find a participating GP AND
2) Has an existing Medicare Number or can be successfully helped to get a Medicare Number AND
3) Has one or more health conditions (acute or chronic) AND
4) Has either Functional or Psychosocial problems AND
5) Cannot self-manage their health-related conditions AND
6) Will potentially benefit from having their care coordinated.
OR

The person is a resident carer of a person who meets all of the above criteria.

This ‘complex need’ group will be invited to give informed consent to be in the trial.

Having signed-up to be in the trial, they will move through the steps shown in Figure 1. If a person
does not give consent, they will be allocated to the population needs group.

The assessment process being used in the trial

Workshops with local service providers during the planning of the trial identified three broad areas
that require assessment:

Individual needs such as medical conditions, lifestyle and functional ability;

The individual’s social and cultural context, including their access to social support, family
functioning and carer availability; and

The individual’s interaction with the health and community care systems, particularly the level
of trust they have in the system and their level of compliance with treatment.

These areas were selected at the workshops as being those that are most influential in
determining an individual's need for community care and those that best predict both their costs
and their outcomes.

The trial's assessment tools, developed through the workshops, incorporate these dimensions. A
further requirement of the assessment tools is that they incorporate all necessary EPC Health
Assessment requirements.

Mid North Coast CCT ONI Guidelines Page 3
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Figure 1 Mid North Coast CCT Assessment protocol
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Allocation to the Complex Need Group

As already noted, there are 7 criteria that determine whether a person is eligible for allocation to
the Complex Need Group:

1. Already has a participating GP or can be successfully encouraged/helped to find a participating
GP AND

2. Has an existing Medicare Number or can be successfully helped to get a Medicare Number
AND

Has one or more health conditions (acute or chronic) AND
Has either Functional or Psychosocial problems AND

Cannot self-manage their health-related conditions AND

S

Will potentially benefit from having their care coordinated.
OR

7. The person is a resident carer of a person who meets all of the above criteria.

Individuals who meet the eligibility criteria for the trial (ie, the person is ATSI or is a member of an
ATSI family and lives in the trial catchment area) will initially fall into one of three groups:

» The person will definitely meet the criteria for Complex Need Group. In this case, they will be
invited to sign-up to join the Complex Need Group.

» The person will not meet criteria for Complex Need Group. In this case, they will be assigned
to the Population Health Group.

» The person will have health conditions or be at risk and might meet the criteria for the Complex
care Group, but further assessment will be required before this can be determined. In this
case, they will be screened using the ONI tool. The outcome of that will then determine
whether they will be invited to join the Complex care Group or assigned to the Population
Health Group.

Structure of the assessment instrument

The trial's core assessment instrument consists of;
= Initial Contact Information (ICl) collected on 2 pages and

= Ongoing Needs Identification (ONI) Summary & Action Plan (2 pages)
In addition, the ONI has 7 ‘Profiles’. These are:

» Living Arrangements Profile
= Carer Profile

= Profile of Health Conditions
= Psychosocial Profile

= Functional Profile

= Profile of Health Behaviours

=  Environmental Profile

Mid North Coast CCT ONI Guidelines Page 5



E illl'ih‘lhir} of Wollongong

Centre for Health Service Development

As shown in Table 1, all profiles are required except for trial participants who are under 30 years
old and are in the Population Health Group. However, not all questions in a profile will be relevant
for every person. In these cases, simply follow the instructions at the top of the page.

Table 1 Information required for different groups in the trial
Complex Need Possibly Population Population
Group Complex Health Group Health Group
Age>29 Years Age<30 Years
Initial Contact Information (ICl) Yes Yes Yes Yes
ONI Summary & Action Plan Yes Yes Yes Yes
Living Arrangements Profile Yes Yes Yes No
Carer Profile Yes Yes Yes No
Profile of Health Conditions Yes Yes Yes Yes
Psychosocial Profile Yes Yes Yes No
Functional Profile Yes Yes Yes No
Profile of Health Behaviours Yes Yes Yes Yes
Environmental Profile Yes Yes Yes No

The assessment timetable

While the information being collected is mostly the same, there are differences in the frequency of
collection. Table 2 below summarises when the required information for each group in the trial is
required. These should be regarded as the minimum requirements.

Table 2 Summary of when the information is required
Complex Need Unassigned - Population Health Population Health
Group Possibly Complex Group Age<30 Group Age>29
Years Years
At start of trial A completed ICl is Within 6 months of Within the 1% year Within the 1% year

required to join the
trial. The initial ONI
is required as soon
as practical after that

identifying the person
as a potential
participant in the
Complex Need
Group (and before
that if possible)

(and before that if
possible)

(and before that if
possible)

During the trial

Update as needs
change or once a
year, whichever
comes first

Within 6 months of
identifying the person
as a potential
participant in the
Complex Need
Group (and before
that if possible)

Update only if needs
change

Update as needs
change or once a
year, whichever
comes first

At end of trial

Complete final ONI
within 6 months of
trial end

Not applicable. New
consumers will not
be assigned to the
Complex Need
Group in the last
months of the trial

Update only if needs
change

Complete final ONI
within 6 months of
trial end

Page 6
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Assessment will not be a one-off or annual event. Instead, assessment will occur on an ongoing
basis throughout the trial. The tool has been designed to allow information to be updated as the

needs of the person changes.

The ONI allows service professionals to decide whether a more detailed or comprehensive
assessment is required, thereby conserving and better targeting resources. It facilitates
appropriate referral to other service providers and helps in the identification of consumers with

urgent needs. The ONI may result in the consumer being referred for a more in depth assessment

(if required). But it can also result in the development of an action plan without the need for

assessment.

This model makes a distinction between the depth and scope of different activities, and it is the

depth that defines the difference between screening and assessment. The ideas are summarised

in Table 3.
Table 3 The tiered screening and assessment model being employed in the trial
Activity Depth Scope Used for Covered in
referral these
purposes? guidelines?
Ongoing Needs Identification (ONI)
Consumer Information Shallow Narrow Yes Yes
Summary and Referral Information | Shallow Narrow Yes Yes
Supplementary (optional) Profiles Shallow Broad Yes Yes
Assessment:
Specialist (eg, mental health) Deep Narrow No No
Comprehensive (eg, ACAT) Deep Broad Yes, where No
relevant
Care Plan Deep Narrow No No
Service Coordination Plan Deep Broad Yes, where No
relevant

Mid North Coast CCT ONI Guidelines
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2 Overview of the Ongoing Needs Identification tools and how to use
them

These guidelines are written on the assumption that the ONI is being completed (at least initially)
on paper forms rather than electronically. However, the information is equally relevant to an
electronic environment.

The Ongoing Needs Identification tools contain items that are designed to collect demographic and
social details about individual consumers, plus there are items in the supplementary profiles to
allow further information to be collected on those areas relevant to the consumers’ circumstances
and presenting problems. Not all items will be relevant for every consumer and, in some cases,
the information will not be required. In these cases, simply follow the instructions at the top of the
form.

It is likely that many of the items on the Contact Details sheet will be collected during the initial
contact with the consumer or the person referring the consumer. Some items, however, may not
be collected until the first time a consumer is seen by a clinician. In some cases, the information
may not be collected until much later in the process. Remember that the tools are designed for
ongoing use and not for a one-off event.

The tools are designed so that the first 4 pages cover the core information that should be collected
on all trial participants and a summary of the action to be taken. The remaining seven profiles are
to cover domains that can be investigated at the discretion of the contact worker and depending on
the nature of the consumer’s problem.

The first two sections (called ICI pages 1 to 2 and ONI pages 1 to 2 on the paper version) cover:
» contact details (of the consumer, other agents or agencies and their GP);

» atrial data set with codes for categories to cover demographic details, benefits and
entitlements, and trial eligibility criteria;

» asummary and initial action plan — to be completed at the end and with prompts for
investigating other domains using the relevant supplementary profiles.

The set of additional domains covered by the supplementary profiles have been chosen by
combining evidence from the literature review®, a review of the range of tools currently in use,
consultations with the field on different draft versions of data collection tools, and the analysis of
data from field tests**>® They can be used to further investigate the scope of the consumer’s
needs at the initial contact point. The domains and their associated profiles cover living
arrangements, carer profile, health conditions, psychosocial profile, functional profile, health
behaviours and environmental profile.

The ONI Summary and Action Plan brings together all the different information that is useful for
planning care for those consumers that require more complex interventions. It covers a
description of the consumer’s problems/issues, and a list of current services used in the last three
months. The second page contains a series of prompts for the collation or collection of evidence of
consumer need(s), an initial action plan and a box for comments on risk or urgency.

3 Owen A, Poulos R and Eagar K (2001) Using the evidence to develop best practice models for identifying initial primary and
community care needs. Centre for Health Service Development, University of Wollongong. www.uow.edu.au/commerce/chsd

4 Eagar K, Owen A, Green J, Cromwell D, Poulos R, Gordon R, Quinsey K, Adamson L and Fildes D (2001) A National Measure of
Functional Dependency for Home and Community Care Services in Australia: Stage 2 report of the HACC dependency data items
project. Centre for Health Service Development, University of Wollongong www.uow.edu.au/commerce/chsd

5 Swerissen H, Macmillan J and Weeks A (2002) PCP Initial Needs Identification & Care Planning Tools Template Development
Evaluation Report. Australian Institute for Primary Care, La Trobe University Melbourne. http://www.latrobe.edu.au/aipc

6 Appleyard M (2002) ERA Project: Report on the trial of the Initial Needs Identification Tool Template. www.eraproject.sa.gov.au

Page 8 Mid North Coast CCT ONI Guidelines
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Each page has the same space for an identifier at the top to allow the information to be shared
and the bottom of each page has a space for identifying the person and agency completing the
form. Signing and dating every form is an accreditation requirement by most standards agencies.
There is also a box for identifying if the information has been updated. This allows the superseded
information to be kept as a historical record in the file.

The design of the tools assumes that they can be used for any consumer. However, for children
and adolescents most of the supplementary information will not be relevant. A separate tool for
this group is not included because it is assumed they will be referred directly for an assessment to
an experienced agency or professional.

The content of the different tools is summarised below:

TOOL CONTENT Pages

Each form has an agency identifier and an “Office Use Only” section to record how the information was obtained and whether
this page has been updated. When a new form is created the old information becomes part of the consumer’s record.

CONTACT DETAILS Demographic and social details of the consumer, IClp.10of2
contact person/s, GP details and comment box.

TRIAL ENTRY DATA SET Codes to record source of referral, other demographic ICIp.2 of 2
information and benefits, entitlements and insurance
status, trial eligibility criteria, tick box to confirm
consumer consent.

ONI SUMMARY AND ACTION PLAN, p 1 | Summary of presenting problems and consumer ONIp.1of2
permission to proceed, current services used in last
three months.

ONI SUMMARY AND ACTION PLAN, p 2 | Describes consumer issues and prompts for ONIp.10f2

supplementary profiles. Initial action plan with codes for
referral(s) and further investigation(s). Prompts for risks
or urgency factors and alerts.

Completed at the end using info from other tools

LIVING ARRANGEMENTS Codes and comments for living arrangements, LAP p.10of1
employment, financial and legal profile and comment
boxes.

CARER PROFILE Codes and comments on carer issues, prompts for CPp.1ofl
supplementary profiles on carers and comment boxes.

HEALTH CONDITIONS, p 1 Overall health, pain, vision hearing and falls, basic HCP p.10f2
health status measures, comment box

HEALTH CONDITIONS, p 2 List of self-reported conditions, medical diagnosesand | HCP p.2 of 2
medications. Prompt for home medication review and
comment box.

PSYCHOSOCIAL PROFILE Covers mental health, and well being (K10 scale), PPp.l1ofl

personal and social support, family and personal
relationships and disability criteria. Comment box.

FUNCTIONAL PROFILE, p 1 Functional screening questions for activities of daily FPp.1of2
living and self-care.

FUNCTIONAL PROFILE, p 2 Questions on cognitive and behavioural problems, with FPp.2of 2
prompts for further functional assessments and aids
and equipment currently used. Comment box.

HEALTH BEHAVIOURS Asks about regular checks, screen for risk factors, HBp.lofl
nutrition and physical activity, with prompts for further
investigation
ENVIRONMENTAL PROFILE Home Safety Screen. Comment box. EPp1OF2
ENVIRONMENTAL PROFILE Environmental health screen. Comment box. EPp20OF2
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The ONI Summary and Action Plan (the third and fourth pages of the core information tool) are
informed by any relevant detail from the supplementary profiles. As a result this page will usually
be completed at the end and is used as a basis for putting together the action plan.

The use of the supplementary profiles depends on the particular consumer’s presenting problems
or the areas usually investigated by a particular agency or clinician, or as a result of any issues
arising during the initial contact. The supplementary tools are completed after the core information
has been collected. The core information is recorded on the Contact Details, Service Entry Data
Set, ONI Summary and Action Plan. The assumption is that the next steps of referral and/or
care planning are a continuation of that process, and that the core consumer information will be
available to share if the consumer consents to this.

There are 7 Profiles. Complete only those profiles that are relevant for the consumer but
remember that different profiles are required for different groups (see Table 1).

The tools are not a structured interview. Do not ask consumers about issues in the order that they
are listed if they are inappropriate in the context. Rather, use the tools to guide a conversation
with the consumer. The tools are designed to be completed based on all sources of information
available to the person completing them (observation, answers to questions, information contained
in a referral letter, client notes or information provided to you by a carer or referring agency). They
are also designed so that different providers can add to the profiles over time.

There are instructions on each page about how to note any issues that you have not canvassed or
that are inappropriate for the consumer. Most accreditation agencies have standards that do not
allow for items on a form to be left blank. Accordingly, the general instruction is to record 99 or
NA, depending on the case. The design of the set of tools assumes that children and adolescents
will be directly referred for a relevant assessment to be completed and so it is expected that
supplementary profiles will only rarely be completed with children and adolescents.

The profiles are not designed as a diagnostic tool, nor are they considered to be an assessment
(while they are wide in scope, they are shallow in depth). They are tools to help determine the
consumer’s risks, eligibility, priority for service and health promotion opportunities. The profiles
standardise the way this information is collected as early in the consumer’s contact with the
service system as possible.

As you complete the profiles, consider whether the consumer requires particular types of
assessments and/or urgent services that cannot wait for a formal assessment process to be
complete. Consumers should be informed about the range of service options that are available to
meet their needs. This is not limited to the services provided by your own agency. Consider the
wider range of services supports and resources such as for-profit services, information services,
financial entittements or other alternative services.

Pages 1 and 2 of the ONI (Summary and Action Plan) may be used in a duplicate fashion to
cover multiple problems with differing levels of confidentiality requirements. It can be used this way
if the information is sensitive and not to be shared, in which case the interviewer can complete a
separate copy of the ONI for each issue. For example there may be 2 issues — seeing the
podiatrist and getting referred to a sexual assault service — and it would be inappropriate to share
all information for both referrals.

The Alert Box on ONI page 2 of 2 has space for comments that can be used for recording
information on risk and urgency, and for prompting the use of your current procedures for
notification of Alerts if appropriate. An alert sheet (with guidelines) is separately available from
the Centre for Health Service Development at the University of Wollongong for agencies without
an existing system.

Think about risk and urgency of consumer issues under four main headings:
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Situations in which the consumer is at risk for any reason.

2. Situations in which the consumer presents a physical or emotional risk to other people,
including family, friends and neighbours. This excludes risks to health professionals, which
should be separately identified.

3. Situations in which the consumer represents a risk to a health professional, either intentional or
unintentional and whether or not this is the consequence of the consumer's presenting
problems.

4. Situations in which there is an occupational health risk to a health professional for any other
reason.

For the Record - Information Updated

Each page on the paper version of the ONI has a box on the bottom to record if new information
has been added. If new issues or problems are identified after a page has been completed, the
new issues should be recorded on a new page. The new page is used to record any changes or
additions, not to repeat issues recorded on the previous ONI. Indicate on the existing ONI that the
information on the page has now been updated. This will indicate to other health professionals
that a new page has been created. Do not change the original record as the original record forms
part of the client history and should be stored on the client record.

A point of clarification — INlI and ONI

The Mid North Coast CCT Ongoing Needs Identification (ONI) tool draws heavily on a suite of
tools initially developed for use in Victoria. The Victorian tools are called Primary Care
Partnerships Initial Needs Identification (INI) tools. The term ‘INI’ caused some confusion because
it was interpreted as implying that all of the information would need to be collected at the point of
referral or first contact. This was never meant to be the case. The ONI begins at referral or first
contact, but does not end there.

The contact information collected at referral or first contact is still called the Initial Contact
Information (ICI). Likewise, ‘Initial Action Plan’ has been retained. In both cases, this is because it
is expected that both will be completed early in the process. After Initial Contact Information has
been collected and an Initial Action Plan has been developed, consumers with ongoing care needs
will move into an assessment phase and subsequently have a ‘Care Plan’.

Identifying a person’s needs, and their opportunities for health promotion, is an ongoing process
that begins at referral. But needs and opportunities change over time (hence the ‘information
updated’ section discussed above) and will be identified at different times.

The ONI is a live process that involves all of the contacts a person has with the service system
and that continues beyond initial contact.

It makes sense to capture as much information as possible as early as possible. And, with the
consumer’s consent, it makes sense to share that information between all of the providers involved
in the person’s care. Consumers do not want to tell their story multiple times and providers do not
have the time or the resources to capture information that is already on record elsewhere.

So, the tool is called the ONI to reinforce the idea that, while needs identification initially begins at
referral, it is an ongoing process to better identify, and hopefully meet, consumer needs.

Mid North Coast CCT ONI Guidelines Page 11



E illl'ih'lhir} of Wollongong

Centre for Health Service Development

3 How to complete the Contact Details

The contact details are designed for collection at the point of first contact with the consumer or
when a referral to the trial is made. This first page of information can be completed by a staff
member or by the consumer. When the ONI is in widespread use, this first page would be
completed by the referral agency and either faxed or electronically transferred to the agency
receiving the referral. The referral agency would also fax or transfer all other sections of the ONI.

The logical order for completion is to work down each column. The data items in the Contact

Details sheet (ICI p.1 of 2) are shown in the following table.

name and signature.

ITEM Datatype Codeset
CLIENT IDENTIFIER

Unique Client Identifier Alphanumeric No
CONSUMER DETAILS

Title Alphanumeric Circle one
Surname or Family Name Alphanumeric No
Given Names Alphanumeric No
Preferred Names Alphanumeric No

Date of birth Date No

Sex Alphanumeric Circle one
Usual Address (for correspondence, home visits) Alphanumeric No
Contact Address (if different from usual address) Alphanumeric No
Contact Phone Numbers (tick preferred) Numeric No
Comments Box No
WHO THE AGENCY CAN CONTACT IF NECESSARY

Case manager, next of kin, carer, guardian emergency contact Alphanumeric No
Person(s), contacts, relationship to consumer Alphanumeric No

GP CONTACT DETAILS

GP name and contact details Alphanumeric No
OFFICE USE ONLY

Name of person completing the form, agency, signature, date and contact Alphanumeric No
number

Box to indicate that the information on the form has now been updated, date, Alphanumeric No

The remainder of this section provides a description of each item in the Contact Details sheet (ICI

p.1 of 2).

Unique Client Record Number

A unique identification number issued by the trial. Any interchange of client identifier numbers must be performed

in accordance with the trial guidelines.

Title

The title the person commonly uses.

Page 12

Mid North Coast CCT ONI Guidelines




Centre for Health Service Development o N
University of Wallongong

Family Name

The consumer’s family name or surname.

Given Names

The consumer’s given name(s) or name by which they are commonly known.

Preferred Name/s

The name commonly used by the person. This can also be used to record any other names or aliases that the
consumer commonly uses or by which they are commonly known.

Date of Birth

Record the consumer’s date of birth as accurately as possible in dd/mm/yyyy format. Where the exact date of
birth is not known, a close approximation should be recorded.

Sex

The sex of the consumer. Where this is not apparent, record the sex as identified by the consumer.

Usual Address
The address where the consumer usually lives, which is usually (but not always) the consumer’s contact address

for contact and case management purposes. Usual address is made up of the following elements:

» Street number and street name;
» Suburb/town/city;
> Postcode.

State is not required as it can be derived from the postcode.

If the person is homeless, the usual address should be used to record any way to contact the consumer. This may
be nil or might be a particular venue where contact can be made. Some consumers may not wish to have a
contact address disclosed. Remember that, if the person is homeless, you should do all you can to develop an
initial action plan on the spot. Maintaining contact with a homeless person is difficult, as is organising services for
them. Take the opportunity while you have it.

If the usual address is different from the contact address, record the contact address in the comments box,
Contact Address
Record if different from Usual Address. Collect same elements as Usual Address. Otherwise, leave blank.

Contact Phone Number/s (tick preferred)

The consumer’s contact telephone number to be captured for contact and case management purposes. Record
work numbers if different from usual telephone. Otherwise, leave blank. The consumer’s mobile number (if one is
available) for contact and case management purposes.

Who the agency can contact if necessary

Record the contact person/s and their relationship to the consumer. This might be the case manager, next of kin,
carer, guardian, friend, or an emergency contact.
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General Practitioner

The name and contact details of the consumer’s usual General Practitioner. If none, leave blank. Note, however,
that a consumer must have a GP to be eligible for the Complex Need Sub-Group (see page 4). If the consumer
sees more than one GP, record the one identified by the consumer as their usual or preferred. If they see a GP in
more than one place, record the most common place.

Comment box

Note any relevant directions or contact issues. Use this box also to record any particular requirements eg, ‘Mrs
Brown does not answer phone. Contact daughter only’.

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
centres or agencies, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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4  How to complete the Trial Entry Data Set

The contact details are designed for collection early in the process. This page of information
should be completed by a staff member, rather than by the consumer. When the ONI is in
widespread use, this page would be completed by the referral agency and either faxed or
electronically transferred to the agency receiving the referral, along with all other relevant sections
of the ONI.

The logical order for completion is to work down each column. The data items in the Trial Entry
Data Set (ICl p.2 of 2) are shown in the following table. The data items include a number of items
that have attached code sets that can be part of an electronic information system.

ITEM Datatype Codeset
CLIENT IDENTIFIER
Unigue Client Identifier Alphanumeric No
Government Pensioner/Benefit Status Numeric Yes
Government Pensioner/Benefit Card Number Numeric No
Medicare Number Numeric No
Health Care Card Number Numeric No
National Diabetes Supply Scheme Card Number Numeric No
DVA Card Status Numeric Yes
DVA Number Numeric No
Insurance Status Numeric Yes
Health Insurer Name and Card Number Alphanumeric No
Comments Box No
Literacy and numeracy

Problems with reading Numeric Y/N Yes

Problems with writing Numeric Y/N Yes

Problems with numeracy Numeric Y/N Yes
Trial Eligibility Checklist Numeric Yes
Trial Sub-Group Numeric Yes
Consumer consent

Consent to be in trial Numeric Y/N Yes

Trial has singed consent form Numeric Y/N Yes
OFFICE USE ONLY
Name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

The remainder of this section provides a description of each item in the Service Entry Data Set.

Unique Client Record Number

A unique identification number issued by the trial. Any interchange of client identifier numbers must be performed
in accordance with the trial guidelines.

Government Pensioner/Benefit Status

Record whether the consumer receives a pension or other benefit from the Commonwealth government by
selecting the code for the pension or benefit type. Record any relevant card number in the box. Likewise, record
Medicare and (if relevant) Health Care Card and National Diabetes Supply Scheme numbers in the boxes.
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DVA Card Status

Record the consumer’s Department of Veterans’ Affairs (DVA) Card Status by using the codeset. Record any
relevant card number in the box.

Insurance Status

Record the current insurance status of the consumer including the level of private health insurance (if any) and/or
whether the consumer is eligible for services paid by a third party payer such as motor vehicle accident insurance,
Workers Compensation or Ambulance Fund. The primary purpose of this item is to allow a health professional to

know whether the consumer can access privately funded services such as private dental and allied health
services. Where relevant, record the appropriate card number in the box provided.

Literacy and numeracy

There are three items to indicate whether the person has problems with literacy and numeracy. They cover
problems with reading, writing and numbers. If a person has difficulty in any of these areas, take it into
account when considering their initial action and care plans. Literacy and numeracy is of particular
relevance in considering whether a person can access and use written information and can manage their
daily tasks of living such as managing their money and managing their own medicine. Problems with
literacy should also be taken into account when asking a person to sign a consent form.

Trial Eligibility Checklist

See page 2.

Trial Sub-Group

Participants in the trial need to be allocated to either the Complex Need Group or the Population Health
Group (see page 3 and Figure 1). However, it may be possible to immediately determine which group. This
will be the case when the person has health conditions or might be at risk but further assessment is required
before this can be determined. In this case, screen with the ONI tool. The outcome of that will then
determine whether you invite them to join the Complex care Group or assign them to the Population Health

Group.

The criteria for the Complex Need Group have been embedded in the ONI as summarised in Table 4. Use the
information in this table to assign the person to a trial sub-group.

Table 4
Need Group

Evidence in the ONI that the consumer meets the criteria for the Complex

Criterion

Evidence in the ONI

Already has a GP or can be successfully
encouraged/helped to find a GP

ICI page 2, specific question

Has an existing Medicare Number or can be successfully
helped to get a Medicare Number

ICI page 2, specific question

Has one or more health conditions (acute or chronic)

Health Conditions Profile, page 2

Has either Functional or

Functional Profile — needs help with, or unable to do, at
least one item. The 3 functional assessments will provide
a more detailed assessment of functional needs

Psychosocial problems

Psychosocial Profile — K-10 score >10 or problems
identified on any other item in the profile

Cannot self-manage their health-related conditions AND

Mismatch between problems and issues identified (ONI
page 1) and current services used (ONI page 1)

Will potentially benefit from having their care coordinated

Judgement of worker completing ONI, taking into account
all available information

The person is a resident ageing carer of a person who
meets all of the above criteria

Carer Profile
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Consent checklist

There are two questions to indicate on the form whether or not the person has given consent to be in the
trial and whether or not a signed consent form has been provided to the trial. Note that this is not the
consumer consent form (there is a different form for consent), simply a checklist so that providers involved in
the person’s care know whether consent has been given.

Other comments

Use this comment box to record any other relevant information.

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
centres or agencies, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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5 How to complete the ONI Summary and Action Plan

The items on ONI p.1 of 2 cover a summary of the identified needs and current services. Most
information on this page will be able to be completed at the end of the process. When the ONI is
in widespread use, this page would be completed by the referral agency and either faxed or
electronically transferred to the agency receiving the referral, along with all other relevant sections
of the ONIL.

Use this page to record presenting problem/s and issues of relevance for the consumer. The top
heading asks for one or more short statements of why the consumer is seeking services then the
box is used to note the action required. A code set is provided to record the action required.

Any other issues (which may be unrelated to the reason for seeking services) that arise in your
conversation with the consumer should also be recorded here. This other information might be
based on discussion with the consumer, observing the consumer, information contained in a
referral letter, client notes or information provided by a third party, such as a friend, relative, carer
or referring agency. This will include any issues arising from the supplementary profiles. Codes
are used for the action required and all other information is alphanumeric.

In both cases, list the issues in priority order. The first issue listed is the one that is of most
importance to the consumer. Complete remaining issues in the priority order of the consumer. If
more than 10 issues, start another page.

ITEM Datatype Codeset
CLIENT IDENTIFIER

Unigue Client Identifier Alphanumeric No
CONSUMER PROBLEMS AND ISSUES

Description of problem orissue Alphanumeric No
Action required Numeric Yes
Other issues Alphanumeric No
Action required Numeric Yes
Current services Alphanumeric No
OFFICE USE ONLY

Name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Note that, while this is the first section of the ONI summary and action plan, it may not be
completed until you have completed the next steps in the ONI process. The ONI is designed in
this way because it makes best sense to professionals receiving any subsequent referrals.

Unique Client Record Number

A unique identification number issued by the trial. Any interchange of client identifier numbers must be performed
in accordance with the trial guidelines.

Consumer problems and issues

The first set of boxes are for a description of the problem or issue as identified by the consumer or the referring
agency, and the second set is other issues identified by the consumer or through the needs identification process.
It is completed based on all sources of information available to the person completing them (observation, answers
to questions, information contained in a referral letter, client notes or information provided to you by a carer or
referring agency). To elicit this information directly from a consumer or carer, the sorts of questions you can ask
might be: 'Can | ask you about some other issues that often impact on peoples health?' or 'Are there any other
issues you'd like to discuss or concerns you have?' The list of problems and issues can be updated over time.
Use the ‘information updated’ section to indicate that the situation has changed.
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Action required
Codes are used for ten types of possible action associated with the problems or issues. They fall into 3 categories:

Services are required that do not need, or cannot wait, an assessment
Code (1) Service provision — see Initial Action Plan

An assessment is required
Code (2) Specialist assessment (eg, mental health assessment)
(3) Comprehensive assessment (eg, aged care assessment)

No further action is planned

The purpose of this item is, in part, to capture unmet demand. This item also captures situations where the issue is
addressed at first contact. There may be two or more reasons for no further action. If so, enter both codes. For
example, a consumer may refer elsewhere because the requested service was not available. In this case, enter 5

and 9.

Code:

(4) Nil: Consumer ineligible for service.

(5) Nil: Referred elsewhere.

(6) Nil: Advise/information provided. No further action required.
(7) Nil: Consumer declines further referral or service.

(8) Nil: Consumer issue resolved. No further action required.
(9) Nil: Requested service not available.

(10) Nil: Requested service not accessible (eg, due to long waiting time, inaccessible location).

Current services

The prompts for services are listed alphabetically, including self-help. Use this box to record details of services
used by the consumer in the last three months. The purpose of listing services used is twofold. First, the
information will often suggest consumer problems and issues that have not been identified to this point. If so,
consider whether any supplementary profiles need to be completed. This additional probing will need to be age—
appropriate. Second, current service utilisation will need to be taken into account in formulating an initial action

plan and, if necessary, in developing a care plan.

Ask the consumer whether they have used any other servicesin the last 3 months. If the consumer reports that
they have used other services, ascertain what they are and whether the consumer is still in contact with the

service.

Page 2 (ONI p.2 of 2) prompts for additional screening profiles to be used and summarises the

initial action required.

ITEM Datatype Codeset
CLIENT IDENTIFIER

Unique Client Identifier Alphanumeric No
OTHER CONSUMER ISSUES

Consideration of further exploration of issues Tick boxes Yes
INITIAL ACTION PLAN

Agency/health professional Alphanumeric No
Purpose of referral Alphanumeric No
Consumer consent to proceed Numeric Yes
Referral method Numeric Y/N Yes
Transport method Numeric Yes
Feedback required Numeric Yes
Date Alphanumeric No
Review date Alphanumeric No
Comment box for risk, urgency etc Alphanumeric No
OFFICE USE ONLY

Name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.
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Only after completing the relevant supplementary profiles should you finalise page 2 of the ONI.

Other consumer issues

The relevance of other consumer issues can begin to be noted at this point and the tick boxes may prompt one or
more profiles to be completed. Take into account the consumer’s presenting problems and issues as well as all
other information available to you. This other information might be your judgement based on interviewing or
observing the consumer, information contained in a referral letter, client notes or information provided by a third
party, such as a friend, relative, carer or referring agency. If there is any suggestion that the issue is relevant for
the consumer, complete any relevant domains in the supplementary profiles. Also take into account the trial’'s
requirements as set out in Table 1 and Table 2. Consider:

» Living Arrangements, including issues about informed consent if the consumer’s decision-making
capacity is in doubt.

» |If carer issues are relevant, complete the Carer Profile and consider whether completing a separate ONI
on the carer might be useful.

Health Conditions.
Psychosocial issues, including mental health and well being and disability.
Functional dependency, including the domestic, self care, cognition and behaviour domains of function.

Health Behaviours, risk factors and opportunities for health promotion.

vV V V VYV V

Environmental issues, including home safety, access, home maintenance, pets.

Initial Action Plan

The Initial Action Plan can describe a referral pathway for consumers who need further
assessment or those with complex problems and help keep track of how progress is going and
whether any variation needs to be made to the initial plan of care. The columns capture more
detail on what information the consumer has consented to share, and has codes for how the
referral is being made, what transport is to be used, and what feedback is required.

This section of the ONI draws together all of the other key information collected in the ONI process
and uses it to outline an initial action plan. It should be completed only after completing any
relevant supplementary profiles. This plan has 8 components:

Agency/health professional: Complete in legible text. If you will be continuing to see the consumer, include
yourself in the list of agencies/professionals for referral

For: Record purpose of referral in legible text.

If there is some reason for urgency, write ‘urgent’ in this column (eg, urgent assessment) and, if
appropriate, use the Alert box to draw attention to the reason for the urgent response (eg, carer admitted
to hospital today).

Consumer Consent; Record:

(1) Yes, consumer consents to referral and to sharing of information as specified on consumer consent form
(2) Yes, consumer consents to referral but not to sharing of information

(3) No, consumer has not consented to this referral.

Referral method: Record:

(1) This form faxed to agency

(2) Letter (copy on file)

(3) Electronic

(4) Verbal request — face to face or phone call

(5) Other (includes referral to self).
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Transport Method: Use this column to record how the consumer and the service will actually get together. Record:

(1) Staff travel — service is delivered in home (eg, domestic assistance)
(2) Staff travel - client too unwell to travel

(3) Staff travel — client has no transport

(4) Client travel — own car

(5) Client travel — family/friends

(6) Client travel — public transport or taxi

(7) Client travel — walk

(8) Community transport

(9) Ambulance

(10) Hitchhike

(11) None (eg, telephone service to be provided).

Feedback required: Record:

(1) toinitial referral agency

(2) oGP

(3) to agency completing ONI

(4) to carer/guardian

(5) other (if other, record details in comment box)

Note that, if feedback is required, contact details will be required on page 2 of the ICI.
Date: Record date referral actually made. If no referral actually made, leave blank

Review Date: Record date when proposed action should be reviewed. If no review is required, leave blank.

Both pages 1 and 2 of the ONI (Summary and Action Plan) may be used in a duplicate fashion to
cover multiple problems with differing levels of confidentiality requirements. It can be used this way
if the information is sensitive and not to be shared, in which case the interviewer can complete a
separate copy of ONI page 1 of 2 for each issue. For example there may be 2 issues — seeing the
podiatrist and getting referred to a sexual assault service — and it would be inappropriate to share
all information for both referrals.

Alert Box - Using the ONI to record risks and urgency

Page 2 of the Summary and Action Plan has an Alert box that can be used to make a note of risks
and questions of urgency. Summarise any issues here according to how you judge the possibility

of danger, loss of social participation or reduction in health status. Consider whether to trigger your
own agencies alert procedures and whether this should be indicated in the box.

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes
identifiable centres or agencies, GP practices and hospitals. Use the last box to sign and date any
change to a new form, at which point the superseded form becomes part of the client’s record.
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6 How to complete the Living Arrangements profile

Use this profile if you have any reason to believe that there are issues in relation to the person’s
housing and living arrangements, their employment status and any relevant financial or legal
issues, including decision-making capacity.

The data items in the Living Arrangements profile are amenable to electronic recording and
reporting for associated minimum data sets. The data items in the Living Arrangements profile
(LAP p.1 of 1) are shown in the following table.

ITEM Datatype Codeset
CLIENT IDENTIFIER
Unique Client Identifier Alphanumeric No
Living Arrangements Numeric & box Yes
Accommodation Numeric & box Yes
Employment Status Numeric & box Yes
Financial and Legal Profile
Legal orders and decision-making responsibility Numeric & circle Yes
Past experience with legal system Numeric & circle Yes
Financial decisions and cost of living decisions Numeric & circle Yes
Comments Box No
OFFICE USE ONLY
Screener’s name, agency, sighature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Living arrangements

Find out what living arrangements the person has — whether they live alone, with family or with others — by asking
guestions like ‘Who lives in the house with you?’ ‘Do people frequently move in and out of your house? The
person’s living arrangements need to be taken into account in formulating an initial action plan and, if necessary,
developing a care plan. They will often flag risks and urgency. Make any comments or summary notes on living
arrangements and family situation in the box provided. Note that there is a separate carer profile that might also be
relevant.

Evidence / source — HACC MDS

Accommodation

Codes are provided to record the consumer’s accommodation type. There are 16 different possibilities listed and
these are compatible with the codes in the HACC MDS. Record any relevant comments on accommodation
difficulties or issues in the comment box. Accommodation status is important if home modifications are required to
make the home safer.

Evidence / source — HACC MDS

Employment status

Ask about the person’s current employment status and occupation, record status using the codes and record any
relevant comments or notes. Note that the financial and legal profile on this form includes a question about cost of
living decisions that is relevant to financial hardship arising from unemployment.

Evidence / source — modified from the NMDS for Medical Rehabilitation
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Financial and legal profile

Legal issues might include any relevant court orders or mental health or guardianship orders, depending on the
person’s circumstances and presenting problems. Under decision-making responsibility consider whether the
person is capable of making their own decisions.

If, in your opinion, the answer to the question about decision-making capacity is ‘not sure’ or ‘no’, consider the need
for assistance, the need for a cognitive assessment and the implications for consent.

Financial issues might include whether a person is capable of making their own decisions about financial matters
or whether there is some financial risk in their immediate circumstances. The person’s financial situation may need
to be taken into account in assessing risks and urgency and in formulating an initial action plan and, if necessary,
developing a care plan.

Evidence / source — based on review of current practice in Victoria

Cost of living decisions. It is useful to inquire as to whether there are any trade-offs the person makes because
of financial difficulties, by asking: ‘Because of limited income, has the consumer during the last month made any
trade-offs among purchasing any of the following: prescribed medications, necessary medical care, adequate food,
home care, necessary transport?’ If yes, discuss issues with the consumer and consider the need for counselling
(eg financial, gambling) and need for material support. This question can generate important information to allow
you to assess both risk and urgency.

Evidence / source — This question has been modified from the MDS-HC, an instrument developed in the USA for a minimum data set for home
care. The validity and reliability of this item for Australian populations is unknown, however it would appear to have content validity.

Comments

Consider all the issues such as the need for material assistance and decision-making and use the box at the
bottom of this section for any relevant comments and to summarise the required action.

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
centres or agencies, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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7 How to complete the Carer profile

Use this profile if the person has a carer. The data items in the Carer profile are amenable to
electronic recording and reporting for associated minimum data sets. The data items in the Carer

profile (CP p.1 of 1) are shown in the following table.

ITEM Datatype Codeset
CLIENT IDENTIFIER
Initial Contact Agency Unique Client Identifier Alphanumeric No
Carer Profile
Availability Numeric Yes
Residency status Numeric Yes
Relationship Numeric Yes
Carer Support
Someone to help Numeric & circle Yes
Carer Payment Numeric & circle Yes
ATSI Carer Support Kit Numeric & circle Yes
Carer training Numeric & circle Yes
Carer Sustainability
Current threats Numeric Yes
Sustainability of arrangements Numeric Yes
Other carer issues
Consideration of further exploration of issues Tick boxes Yes
Comments Box No
OFFICE USE ONLY
Name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Carer Profile

The Carer Profile has codes for recording availability, residency and the relationship of the carer to the care

recipient.

Evidence / source — HACC MDS

There is also a section on supports available for the carer and on current threats to carer arrangements and

whether the carer arrangements are sustainable.

Carer Support

This set of items covers carer support and is recorded as 'Yes', 'No' or 'Not sure'. There are four dimensions of
care support covering whether the carer has someone to help them, whether they receive a payment or allowance,
whether they have been given information about support services such as respite, and whether they need any

practical training in tasks such as lifting or administering medicines.

Evidence / source — These items are modified from the lllawarra Carer Survey, DADHC 2002.

Current threats to carer arrangements

Current threats to carer arrangements are described by a series of six self-explanatory codes and the item asks

the screener to tick all that apply:

(1) Carer — emotional stress and strain (if so, consider completing a Psychosocial Profile on the carer)

(2) Carer — acute physical exhaustion/illness (if so, consider completing the Health Conditions and Psychosocial

Profiles on the carer)
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(3) Carer — slow physical health deterioration (if so, consider completing the Health Conditions and Psychosocial
Profiles on the carer)

(4) Carer — factors unrelated to care situation (eg, carer moving away or taking on a new job)
(5) Consumer — increasing needs (including physical health deterioration)
(6) Consumer — other factors

These codes can be used as prompts to guide your conversation with the carer or referral agency. Based on
your conversation, determine whether current carer arrangements are sustainable without additional services
or support and record one of the following 5 codes:

(1) No, have already broken down (the situation is an immediate crisis)

(2) Yes, but only weeks (without additional services or support the arrangements will break down within a matter
of weeks)

(3) Yes, months (without additional services or support the arrangements will break down within a year)

(4) Yes, years (without additional services or support the arrangements could eventually break down, but not likely
within the next year or two)

(5) Don't know (in which case, consider the need for referral and assessment).

As with other items on the form, simply record a code of 99 if carer issues are not relevant.

Evidence / source — HACC MDS with additional items modified from the lllawarra Carer Survey

If there are significant carer issues, complete a separate ONI on the carer, and/or make the appropriate
referral to a carer support agency or information service.

The Carer Availability option has a code (4) Not Applicable — the consumer is the Carer. This option is selected
when a separate ONI is completed on the carer.

Comments

Consider all the issues such as the need for material assistance and decision-making and use the box at the
bottom of this section for any relevant comments and to summarise the required action.

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
centres or agencies, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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8 How to complete the Health Conditions profile

This profile is for health issues including self-rated health, bodily pain, interference with normal
activities, vision, hearing and falls. Issues listed in the Health Conditions section are based on
self-report by the consumer, and as such should not be considered to be diagnoses. A separate
section on Medical Diagnoses allows for the screener to identify medical diagnoses made by a
medical practitioner.

If there are problems reported, consideration should be given to medical referral and further
inquiries about activities of daily living and screening for further assessment by completing the
Functional Profile. The data items in the Health Conditions profile (HC p.1 of 2) are shown in the

following table.

ITEM Datatype Code set
CLIENT IDENTIFIER
Unigue Client Identifier Alphanumeric No
Overall health Scale tick box Yes
Bodily pain Scale tick box Yes
Interference with normal activities (past 4 weeks) Scale tick box Yes
Vision
Reading Scale tick box Yes
Distance Scale tick box Yes
Hearing Scale tick box Yes
Falls (inside/outside past 6 months) Alphanumeric No (list)
Height and weight Numeric No
Blood pressure/pulse Numeric No
Oral health Box No
Feet Tick box Yes
Feet—comment Box No
Vaccinations Tick box Yes
Vaccinations — date Alphanumeric No
Fit to drive Tick box Yes
Fit to drive —comment Box No
Continence
Leaking urine Tick box Yes
Reason Tick box Yes
Faecal incontinence Tick box Yes
Continence —comment Box No
Comments Alphanumeric No (list)
OFFICE USE ONLY
Screener’s name, agency, sighature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Overall health

This question is selected from the SF-36. This question has been widely used and is in current use in the DVA
D677 and the D673. Self reported health agrees well with objective measures of health. It has been found to be a
good predictor of subsequent illness and premature death.

In asking the consumer about their overall health inquire about how they are going and whether they have
experienced any recent changes in their health. If the consumer reports that they have had significant changes,
ascertain whether the consumer is already under the care of a medical practitioner and whether they have told
their medical practitioner about the changes.
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If the consumer reports poor health, consider completing the Functional Profile and the Psychosocial Profile.

Evidence / source — SF-36

Bodily pain

Consider whether the consumer may be experiencing bodily pain. If so, ask questions such as 'How much bodily
pain have you had during the past 4 weeks?' If the consumer reports that they have had significant bodily pain,
ascertain whether the consumer is already under the care of a medical practitioner and whether they have told
their medical practitioner about their pain. If not, refer the consumer back to their GP. Consider whether pain is
impacting on their ability to manage activities of daily living (see Functional Profile) or on their personal or social
relationships (see Psychosocial Profile). If so, complete the relevant profile.

Evidence / source — SF-36

Interference with normal activities

Use the question ‘How much did your health interfere with your normal activities (outside and/or inside the home)
during the past 4 weeks? to score the consumer (or have them score themself) on the scale. Score from ‘not at all
to quite a bit' and identify and record any issues that may require action. If problems are identified, complete the
Functional Profile to screen for assessment on activities of daily living.

Evidence / source — DVA-673

Vision, hearing and falls

Tick the box to indicate the description that best matches the consumers situation. If the question is irrelevant or
the information is not known, record NA. If problems are identified, complete the Functional Profile.

Evidence / source — these questions have been selected from the 1999 Older Peoples Health Survey and the falls item has been
selected from the DVA D677 form on the basis of its common usage

Height and weight
Record actual height and weight and use these to calculate the Body Mass Index (BMI).

BMI = (weight in kg/(height)2 in m)

Evidence / source —EPC assessment item.

Blood pressure/pulse
Record actual readings.

Evidence / source —EPC assessment item.

Oral health

Use the diagram to indicate missing teeth, untreated caries or other oral health problems such as gum disease.
Use the comment box to note significant oral health issues and to identify whether the person is eligible for any free
or subsidised oral health services.

Oral health is a significant health issue for many people but, with rare exceptions, cannot be funded by the trial.
Services for people under 18 years are free (but difficult to obtain) through the public health system. If a person
has health insurance or is covered by DVA or is able to pay for their own dental care, refer to a private dentist. If
not, refer young people to a public sector dental therapist. If a person’s oral health problems are significant to the
point that they are impacting on their overall health and well-being, contact the trial to discuss whether any
assistance can be provided.

Feet
Use the tick boxes to record whether the person has any foot problems and the comment box to record the details.

Evidence / source —EPC assessment item.
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Vaccinations

Tick any vaccinations that the person has had and record the date for each. If the actual year or date is not
known, record an approximation.

Evidence / source —EPC assessment item.

Fit to drive

Use the tick boxes to indicate whether or not the person is fit to drive and the comment box to note any
issues. Refer to the AustRoads Guidelines for further information.

Evidence / source —EPC assessment item.

Continence

There are 3 questions relating to continence, 2 relating to urinary continence and 1 to faecal soiling or
change of bowel habit. Tick the appropriate boxes and record details in the comment box. If there are any
problems, refer to consumer back to their GP. If continence is an issue, and continence aids are required,
refer the consumer to the National Continence Scheme and/or PADP.

| Evidence / source —EPC assessment item.

The data items in the Health Conditions profile (HC p.2 of 2) are shown in the following table.

ITEM Datatype Code set
CLIENT IDENTIFIER

Unigue Client Identifier Alphanumeric No
Health conditions Alphanumeric No
Medical diagnoses Alphanumeric No
Current medications Alphanumeric No (list)
Cooperation with treatment — takes own medicine Numeric Yes
Cooperation with treatment — willingness to take own medicine Numeric Yes
Cooperation with treatment — cooperate with health professionals Numeric Yes
Use of webster pack or similar Numeric Y/N Yes
Prompt for home medication review Numeric Y/N Yes
Comments Alphanumeric No (list)
OFFICE USE ONLY

Name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Health conditions

In considering health conditions, check whether the consumer may have had any relevant problems in the past
that might be related to their present problem. This may include overall health, hospital stays, medical
interventions or other conditions or disabilities. If the consumer has any allergies or other medical conditions that
should be known by a health professional treating the consumer, record them in this box.

Also inquire about any current conditions the consumer may have that have been long-standing, persistent or
recurrent. Use questions such as ‘Do you have any health conditions that interfere with your normal activities that
are long-standing or recurring?' to identify and record any conditions that may require action. Age appropriate
guestions may also be useful. For example, for older people consider questions such as ‘People in your age group
sometimes have problems leaking urine. Does this sometimes happen to you?' If the consumer reports that they
have a chronic condition, ascertain whether the consumer is already under the care of a medical practitioner and
whether any plan of long term management, coordinated care or self-help is already in place.

If the consumer is pregnant, record the details and make sure that they are receiving antenatal care. If not, make
the necessary arrangements.
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Medical diagnoses

If the Health Conditions profile is being completed by a medical practitioner, use this section to record the
diagnoses. If it is completed by other disciplines, a medical diagnosis should only be recorded if there is written
evidence that a medical practitioner has confirmed the diagnosis. If not, record the condition under ‘Health
Conditions’ (see above) and complete it based on what the consumer tells them. There are different medico-legal
implications depending on who completes the profile, so non-medical staff should be clear about not recording their
own versions of diagnoses.

Current medicines

The medication section relates to all medicines, including over the counter, bush medicine and alternative
treatments. Identify the number of medicines the consumer is currently using. Use questions like: “Please tell me
the names of your prescription medicines and how often you take them?” “Do you take them the way your doctor
wants you to take them? (if no: why not?)” “Is there someone who helps you take the medicines the way your
doctor wants you to, or do you handle this your self?” “Please tell me the names of your medicines for which you
do not need a prescription (ie over-the-counter)?”

Note that in some cases consumers may be taking another person's medicines or they may be sharing
medications with a partner or spouse. If appropriate to the conversation you are having, or if there is some
suggestion that circumstances such as this might apply, explore whether any problems exist from issues such as
sharing of medicines.

Poly-pharmacy may suggest that a medication review is required. If so, seek the appropriate referral pathway.
Home medication reviews can be carried out by the GP and pharmacist with the client's consent.

The inability to manage your own medicine (the right medicine, in the right dose, at the right times) is an indicator of
problems in managing activities of daily living. If Problems are identified, complete the Functional Profile. In some
cases, it may also indicate cognitive impairment’. If there are no physical reasons why the consumer cannot
manage their own medicine, consider the need for a cognitive assessment.

Cooperation with treatment

There are 3 questions about cooperation with treatment, 2 of which relate to medicine. The first asks whether the
person currently takes their own medicine while the second asks about whether they are willing to do so. Note that
a person may not manage their own medicine even though they are willing to do so (eg, if the person has memory
problems, they might just forget). The 3¢ asks about general cooperation with health professionals.

Take these factors into account when formulating your initial action plan.

Evidence / source — Modified from the Life Skills Profile (Rosen et al. 1989).

Webster Pack or similar

This question asks whether the person uses pre-packaged medicines. If the person’s compliance with
medicine would be improved by having access to it pre-packaged, make the necessary arrangements.

Home Medicine Review (HMR)

The use of multiple medicines (poly-pharmacy) or the use of single medicines over a long time may suggest that a
Home Medicine Review (HMR) is required. If so, refer the consumer back to their GP.

Comment box

Use this box to summatrise information on health conditions on this form or to capture any new information arising
from questions such as ‘Can you think of any other issues that interfere with your normal activities (outside and/or
inside the home)?

The profile does not contain a list of all the possible health risks and problem conditions that might need further
investigation. For example chronic or degenerative diseases, diabetes, cardiovascular disease, lung function, falls
and so on might be present, and can be noted in the comment box.

7 Cromwell D, Eagar K and Poulos R (2002) The performance of an instrumental activities of daily living scale in screening for
cognitive impairment in elderly community residents. In press
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Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
centres and agencies, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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9 How to complete the Psychosocial Profile

The psychosocial profile is used to screen for psychosocial issues including emotional and well
being, personal and social support, family and personal relationships and eligibility for disability
services.

The psychosocial profile is not a diagnostic tool, nor is it a mental illness profile. The focus of this
profile is on emotional well being, not mental iliness, and on prevention and early identification
rather than diagnosis and treatment. It captures some common risk factors associated with mental
health problems (such as lack of social supports) and so identifies opportunities for prevention. It
also includes a screen (K-10) that can be used for the early identification of individuals who may
have, or be at risk of developing, high prevalence psychological problems such as anxiety and
depression. It does not screen for low prevalence mental ilinesses or disorders such as
psychosis.

ITEM Datatype Code set
CLIENT IDENTIFIER
Unique Client Identifier Alphanumeric No
Emotional wellbeing (the K-10 scale) Scale scores Yes

Total scale score as indicator for referrals Total score Yes
Sleeping trouble Tick box Yes
Sleeping trouble Comment box No
Personal and social support Scale tick box Yes
Family and personal relationships

Friendships Numeric Yes

Household friction Numeric Yes

Family and personal relationships Comment box No
Stolen generation —relevance Tick box Yes
Stolen generation —impact Tick box Yes
Stolen generation Comment box No
Relationships with service providers Numeric Y/N/DK Yes
Relationships with service providers Comment box No
Disability

Eligibility Numeric Y/N/DK Yes
Criteria Tick box Yes

Comment box Alphanumeric No
OFFICE USE ONLY
Screener’'s name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Emotional wellbeing

Use the K10 scale to probe for signs of emotional wellbeing such as depression, anxiety and coping ability.
Record the total score. This is a scale of psychological distress developed for use in population surveys.

Rather than being used as a guide to conversation, the K10 is often best undertaken as a series of structured
questions, as detailed in the profile. Preface the questions with a comment such as “I'd like to ask you some
guestions about how you've been coping over the last month. We routinely ask these questions of
everyone...(‘caring for another person’, ‘who has had a recent illness’, ‘who is seeking counselling services’ or
whatever is appropriate in the circumstances). This approach is non-judgemental. It probes these issues without
any implication that this specific consumer is not coping. Ask "in the past four weeks about how often did you
feel..."
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K10 scale AII_of the Mos_t of the Som_e of | A Iittl_e of Nong of the

time time the time the time time
5 4 3 2 1

1 tired out for no good reason?

2 nervous?

3 so nervous that nothing could calm you down?

4 hopeless?

5 restless or fidgety?

6 so restless you could not sit still?

7 depressed?

8 that everything was an effort?

9 so sad that nothing could cheer you up?

10 worthless?

This 10 item scale has five response categories and the score is the sum of those responses. The score range is
from 10 to 50. People who score 0-15 have one quarter the population risk of meeting criteria for an anxiety or
depressive disorder as identified by the Composite International Diagnostic Interview (CIDI), and a remote chance
of reporting a suicidal attempt in their lifetime. People who score 16-30 have a one in four chance (three times the
population risk) of having a current anxiety or depressive disorder and 1% chance (three times the population risk)
of ever having made a suicide attempt. People who score 30-50 have a three out of four chance (ten times the
population risk) of meeting criteria for an anxiety or depressive disorder and 6% chance (20 times the population
risk) of ever having made a suicide attempt.

The recommended action is to refer for a primary care (GP) mental health assessment if the total score is 16-29
and for a specialist mental health assessment if the score is 30 or more.

Evidence / source — Kessler R, School of Public Health, Harvard University, Boston (unpublished manuscript).
Andrews G and Slade T (2001) Interpreting scores on the Kessler Psychological Distress Scale (K10). Australian Journal of Public
Health 25, 6: 494-497.

Sleeping difficulty

Use this question as another opportunity to identify emotional issues and worries. If sleep is a problem, explore
whether this is a long or short-term issue. Consider a GP referral or a referral to a stress management program if
sleeping is a problem.

Evidence / source —EPC assessment item.

Personal and social support

Use this question if you feel that it is appropriate to the consumer’s presenting problems: “During the past 4
weeks...Was someone available to help you if you needed and wanted help? For example if you...
» felt very nervous, lonely or blue

got sick and had to stay in bed
needed someone to talk to

needed help with daily chores

vV V V V

needed help just taking care of yourself’

If the consumer has little support consider referral and the possibility of completing a Functional Profile. The
person’s social support situation may need to be taken into account in formulating an initial action plan and, if
necessary, developing a care plan. It is also a known indicator of both risk and urgency.

Evidence / source — Dartmouth COOP Charts. It has a convergent correlation of 0.61 with the Medical Outcome Study for social
support (Nelson et al. 1998).
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Family and personal relationships

Ask about the person’s current personal and family relationships — whether they experiencing any particular
difficulties and record the response in the comment box.

Ask the consumer whether they have any other relevant family or personal problems that might be related to their
presenting issue or to their mental well being or social relationships. Identify and record any issues that may
require action.

Evidence / source — Life Skills Profile (Rosen et al. 1989).

Stolen generation

There are 2 questions on stolen generation issues. The first simply asks whether the consumer, or members of
their family, are from the stolen generation. The second asks whether stolen generation issues are currently
having an impact on the consumer. The emphasis is on how the consumer feels now and the impact on life and
relationships. There is a comment box to note important issues.

Evidence / source — Designed for trial

Relationships with service providers

This question seeks to identify whether the consumer mistrusts health and community service providers
because of what they see as bad experiences with providers and government agencies in the past. This
might include legal services (policy, custody disputes in court, divorce), health services (hospitals, doctors),
schools, community services (health, welfare) or social security (pensions, benefits or other entitlements).

Evidence / source — Designed for trial

Disability

Check if the person is eligible for disability support services and whether an assessment is required. The tick box
format for the criteria can be used to summarise the information. If so, consider referral to a specialist disability
agency.

Evidence / source — DHS, Victoria

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
centres or agencies, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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10 How to complete the Functional Profile

The information collected on the Functional Profile is used to screen for any difficulties the
consumer may have in activities of self care and daily living, things that we all need to do as part of
our daily lives. The questions refer to how the consumer is managing at present and should be
used to formulate an initial action plan and, if necessary, to develop a care plan.

Other information obtained in the process of completing this profile may also be used to
recommend referrals for further assessment in the domains of self care, domestic, behavioural and
cognitive functioning. Specific trigger points for these referrals have been developed on the basis
of research to develop national measures of functional dependency for HACC and aged care
programs®. They are also explained on page 2 the form.

The items on pages FP p.1 of 2 and FP p.2 of 2 are shown in the following table:

ITEM Datatype Code set
CLIENT IDENTIFIER
Unique Client Identifier Alphanumeric No
Functional screen Scale scores Yes
Housework Scale score Yes
Walking out and about Scale score Yes
Shopping Scale score Yes
Medicines Scale score Yes
Money Scale score Yes
Walking Scale score Yes
Bathing Scale score Yes
Cognition (asked of third party) Scale score Yes
Behaviour (asked of third party) Scale score Yes
Comment box Alphanumeric No
Aids and equipment currently used Tick boxes Yes
OFFICE USE ONLY
Screener’s name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Evidence / source — National HACC Functional Dependency Study (Eagar et al. 2001).

Activities of daily living (functional screen)

Using this profile, you can screen for the consumer’s needs over the four functional domains
measured through scores on 9 questions. The screen does not attempt to capture all aspects of
function. Rather, the 9 items in the screen have been selected because they are good predictors
of how well a person is functioning in other aspects of their life.

Housework, travelling and shopping are domestic tasks that are generally lost early. A consumer
who is independent in these tasks does not usually require a more detailed assessment of
domestic or self-care tasks.

8 Eagar K, Owen A, Green J, Cromwell D, Poulos R, Gordon R, Quinsey K, Adamson L and Fildes D (2001) A National Measure of
Functional Dependency for Home and Community Care Services in Australia: Stage 2 report of the HACC dependency data items
project. Centre for Health Service Development, University of Wollongong
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Mobility and bathing are self-care tasks that are generally lost later than domestic abilities but
earlier than self-care tasks such as feeding or toilet use. A consumer who is independent in
mobility and bathing does not generally require more detailed assessment of self-care tasks.

The screen includes 2 items (managing your own medicine and managing your money) that not
everyone is comfortable in asking or answering. However, their usefulness justifies their inclusion.
Their power as screening questions is that they not only act as screens for domestic functioning.
They are also reasonable predictors of cognitive and/or behavioural problems’. These are very
difficult domains to screen for (you can hardly ask the consumer at 1*' contact if they have difficult
or challenging behaviour or get confused!) but they are important indicators of a person’s needs.
For this reason, screening often has to be more indirect (and therefore isn’t quite as accurate).

But, unless there are other indicators (for example, information supplied by a carer), a consumer
who is independent in medication and money management usually does not require more detailed
assessment of cognition/behaviour. Other indicators of challenging behaviour and cognitive
functioning comprise the last two items in the screen.

The 7 items on page 1 are hierarchical so, if the consumer does not need help in doing housework
and getting about, there is no need to ask about mobility and bathing. On page 2 items 8 and 9 are
about cognition and behaviour and are asked of third party informants, not the consumers
themselves.

Scoring instructions and an explanation of the way to use the scores to trigger the recommended
functional assessments, are included on the form itself, as is a space for comments or other issues
raised by the Functional Profile.

How to undertake a functional screen

The screen is designed for telephone administration or may be administered face-to-face.

It is suitable for administration to a consumer or to a carer, friend or other person (eg, service
provider) who may be contacting the care coordinator or service provider on behalf of a consumer.

Part One of the screen is to be asked of the client, or the carer, friend, or other person. Where a
carer, friend or other person is being questioned, the questions refer to the functional abilities of
the client.

The interviewer should inform the respondent that a brief screen is to be undertaken.

After reading the introduction, the interviewer should carefully and clearly read each item (one item
at a time), along with the options, to the respondent. The questions should be asked exactly as
they are written. The questions ask '‘Can you...?' rather than 'Do you...? ' since some clients may
not, for example, do the housework because their spouse or carer does it for them, yet be quite
capable of undertaking it themselves.

We call this difference ‘Can Do:Do Do’ The task is to rate what a person ‘can do’ rather than what
they ‘do do’.

There are three main points to emphasise about how to complete the screen:

1. Rate what the person is capable of doing rather than what they do. Take into account the help
that is required and the amount of prompting — if someone can do something but has chosen
to have someone else do it (like dressing), rate as independent. If help or prompting is
involved, rate as 1. If unable to do the task, rate as a O.

9 Cromwell D, Eagar K and Poulos R (2002) Screening for cognitive impairment using instrumental activities of daily living in elderly
community residents: a cross-sectional study. Submitted for publication
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2. Where an item is not relevant (eg, client does not use medicine), rate what the person would
be capable of doing if the item were relevant to their situation.

3. Make sure the ratings, especially of items regarding standards of cleanliness, are based on the
person’s own social or cultural context, not your own.

Answers are limited to specific categories but the structure for the 7 questions in part 1 is the
same. If the respondent does not answer with an option, or qualifies the option, the options should
be repeated and the respondent asked to select the option which best describes the situation.

The interviewer scores each item according to the answer given by the respondent. If a
respondent will not, or cannot answer a question, the score box should be marked with a cross (x),
to indicate it was not answered. If the answer box is left blank, it will be assumed that the question
was not asked.

Part Two of the screen is not suitable for you to ask the client. You complete it based on all
information available to you — your judgement based on interviewing or observing the client,
information contained in a referral letter, client notes or information provided by a proxy
respondent, such as a friend, relative, carer or referring agency.

Further information on the functional screen can be found by going to the CHSD website and
downloading the HACC Functional Screening and Assessment Manual™®.

Part One: Questions to ask the client (or the person who represents the client)

Unique client ID
Use your own agency identifier.

ltems 1to 7:

These are self-explanatory. The questions should be read exactly as they appear. The respondent is to select only
from the options provided.

Ratings:

2 = without help

1 = with some help

0 = completely unable to do

Notes on ratings

X' to be used where the client will not or is unable to answer the question.

A code of 9 indicates that the interviewer did not ask the question.

A cognitively impaired person or a person with an intellectually disability who is able to do tasks with verbal
prompting should be rated as scoring a 1.

Part Two: Questions for you to complete

Ratings (Items 8 and 9)

0 = yes (presence of reported cognitive or behavioural problem)

2 =no (no evidence of any cognitive or behavioural problem)

Notes

The purpose is simply to rate yes or no, rather than ‘why’ or ‘how much’. ‘Why’ and ‘How much’ needs to be
determined through a more thorough assessment.

10 Eagar K and Owen A (2002) Functional Screening and Assessment: How and Why. Centre for Health Service Development,
University of Wollongong. The CHSD website address is: www.uow.edu.au/commerce/chsd
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What to do with the screening information once you’ve collected it

» Use the guidelines on the form to guide your decision about whether the consumer needs a
more comprehensive assessment. They are guidelines only and you should use your own

judgement. These guidelines will inevitably be refined over time as screening becomes routine

and as expertise develops. Practical issues such as the availability of comprehensive
assessment services and the urgency of the person’s needs should also guide your decision.

> If the person has low or moderate functional needs and does not need further assessment, use

the information to decide whether the consumer needs services and, if so, what it is they need.
The functional screening results alone will not be sufficient for this as you will need a range of

other information (eg, information about carers and social supports, financial resources). This
information is collected in other profiles. Use all of the information you have to develop an
initial action plan or care plan.

Aids and equipment currently used

The last section of the functional profile (FP p.2 of 2) has tick boxes for any aids and equipment that the consumer

currently uses. The definitions of the codes used in this section are contained in the following table. These codes
come from the HACC MDS but they are being used in the ONI in a different way. In the ONI, the item captures
what aids and equipment the person currently has. In the HACC MDS, it captures what the HACC service

provided.

Code Label

Code Label Definition

Self-Care Aids

These aids assist the client in their day-to-day routines of cooking/eating and personal
hygiene. Examples of such aids are special crockery/cutlery, bath rails/shower rails,
buttonhooks, bowel and urinary appliances etc.

Support and Mobility Aids

Aids mentioned here provide the client with ease of mobility as well as supportive
mechanisms while at rest. Support aids include callipers, splints, special beds,
cushions/pillows etc. while mobility aids include belts, braces, crutches, wheelchairs
(manual and motorised) etc.

Communication Aids

These aids help the client with their inter-personal interaction and are inclusive of
telephone attachments, writing aids, speaking aids (electrolarynx), intercom etc.

Aids for Reading

These are reading specific aids provided to clients and comprise of items like
magnifying/reading glasses, Braille books, reading frames etc.

Medical Care Aids

Aids described in this category serve to provide assistance to clients with specific
medical conditions. They include breathing pumps, pacemakers, Ostomy/Stoma
appliances etc.

Car Modifications

These aids allow clients access to safe and comfortable transportation, either as the
driver or passenger of the vehicle. They are inclusive of accelerator/brake/mirror and
other driver related controls as well as other modifications like automatic transmission
and room for wheelchair etc.

Other Goods/Equipment

This category of aids includes all items which lie outside the range of the above
mentioned codes.

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
centres or agencies, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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11 How to complete the Health Behaviours profile

Use this form to record information about the person’s lifestyle and to identify any opportunities
that may be available to improve their health and well being. The questions are in the form of tick
boxes, except for the nutrition screen, which gives a total score that can be used to indicate risk.
The items are listed in the table below:

ITEM Datatype Code set
CLIENT IDENTIFIER
Unique Client Identifier Alphanumeric No
Regular health checks (date) Y/N Yes
Smoking Scale scores Yes
Alcohol Scale tick box Yes
Frequency Scale tick box Yes
Quantity Scale tick box Yes
Nutrition (total score as risk indicator) Scale scores Yes
Bush tucker/traditional food
What food Alphanumeric No
Frequency Scale Yes
Physical activity Y/N Yes
Physical fithess Tick box Yes
Comment box Alphanumeric No
OFFICE USE ONLY
Screener’s name, agency, signature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

Regular health checks

Use your judgement to ask about likely issues: Have you had any health checks recently (eg a mammogram/pap
smear or prostate check)? The question on health checks might cover breast screening for women 50 years and
older within the recommended time frame (last 2 years) and, for the pap smear question, women of all ages. This
should apply to teenagers and not just adults.

Risk factors

The opportunities for health promotion in the community are almost limitless. The results of the Australian Burden
of Disease Study1l offer some guidance as to which risk factors could most profitably be targeted by the ONI.
These results and other relevant studies are discussed in the associated literature review undertaken to determine
the most useful items™%.

Risk factors such as smoking, alcohol consumption, physical inactivity, hypertension, high blood cholesterol,
obesity and inadequate fruit and vegetable consumption are responsible for large proportions of the overall burden
of disease in Australia. The chief risk factor, responsible for 10% of total burden, is tobacco smoking, followed by
physical inactivity (7%), high blood pressure (5%), and obesity (4%). Alcohol harm from hazardous drinking (4%) is
offset by the benefits from alcohol in terms of cardiovascular disease, giving a net harm of around 2%. 'Fewer than
five servings of fruit and vegetables’ causes an estimated 3% of burden, as does high cholesterol. lllicit drugs,
occupation and unsafe sex each account for less than 2% of the overall burden of disease™.

These results indicate that targeting smoking, hazardous drinking, physical inactivity and obesity in consumers
may be most worthwhile. The Health Behaviours form therefore prompts for inquiring about and recording these

11 Mathers, C. D., Vos, E. T., Stevenson, C. E., and Begg, S. J. (2000). The Australian Burden of Disease Study: measuring the loss of health from disease,
injuries and risk factors. Medical Journal of Australia, 172, 592-596.

. Owen A, Poulos R and Eagar K (2001) Using the evidence to develop best practice models for identifying initial primary and community care needs. Centre
for Health Service Development, University of Wollongong www.wrhs.sa.gov.au

13 Mathers et al. (2000) ibid
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risks and opportunities for intervention, as well as nutrition, weight physical activity and fithess. Items have been
selected from the DVA D677 form, and Enhanced Primary Care Assessment Form (Vic).

Smoking and drinking

The next questions are about smoking and alcohol use. Consider opportunities for health promotion and the need
for a referral if either is an issue.

Evidence / source -DVA D677, and EPC forms.

Nutrition

These questions comprise the Australian Nutrition Screen and are selected from the Nutrition Checklist used in the
D677 and the EPC Assessment Tools. Because their use as single items is unvalidated, the whole checklist
should be used. This then allows total item scores to be used as a trigger for GP referral if the consumer scores in
the ‘high risk’ range. Note that some items in the checklist have different scoring weights.

Depending on the consumer’s presenting problems, ask questions such as: ‘Do you have an iliness or condition
that made you change the kind and/or amount of food you eat?’ or work through the checklist.

Evidence / source — the Nutrition Checklist in the D677 and the EPC Assessment Forms.

Bush tucker/traditional food

Use this section to record if the consumer includes bush tucker and/or traditional foods in their diet and, if so, how
often. A person’s nutritional status needs to be assessed by taking into account both western and traditional food.

Evidence / source — designed for trial.

Physical activity and fithess

A summary report called 'Getting Australia Active' contains a full description of the importance and relevance of
physical activity and explains many of the concepts involved in reliably measuring both activity and fitness. For
screening purposes, keep in mind the domains of physical activity include leisure, gardening and yard work,
household chores, active transport and occupational physical activity.14

"Physical activity is any bodily movement produced by skeletal muscles that results in energy expenditure"lS.

Important health benefits can be obtained through activity of moderate intensity - such as walking. It is considered
appropriate to accumulate this type of energy expenditure through bouts as short as 10 minutes, towards the
recommended total of 30 minutes on most days .

Physical activity can be gauged by the question: ‘Would you do at least 30 minutes of moderate physical activity
(such as walking or yard work or any other type of exercise) on most days of the week?

Physical fitness

Fitness is a different but related concept. The specific wording of this question has not been validated, but it
appears to have content validity, given the current understandings of how best to capture this aspect of health
behaviour. It should be noted that ‘physical activity’ has been used instead of ‘exercise’. Exercise is a “planned,
structured and repetitive bodily movement which is done to maintain one or more components of physical fithess”
making it a subset of physical activityl7.

‘During the past 4 weeks...what was the hardest physical activity you could do for at least 2 minutes?’

14 See Bauman (2002) page 179-182 and the associated website is at www.nphp.gov.au/sigpah
15 NSW Health (1996). Physical activity and health. A special communication from the Chief Health Officer, State Health Publication.

16 NSW Health, Public Health Division. (2000). New South Wales Older Peoples Health Survey 1999, NSW Health Department, Sydney.

Pate R, Pratt, M., Blair, S., Haskell, W., Macera, C., Bouchard, C., and al, e. (1995). Physical activity and public health: A recommendation form the Centers for
Disease Control and Prevention and the American College of Sports Medicine. Journal of the American Medical Association, 273(5), 402-407.

17 NSW Health (1996) op cit
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If the hardest activity was less than moderate, consider the need for a referral. The following should be used as a
guide:

Very heavy - run, fast pace; carry a heavy load upstairs or uphill (25 Ibs, 10 kg)

Heavy - jog, slow pace; climb stairs or a hill at moderate pace

Moderate - walk, medium pace; carry a heavy load level ground (25 Ibs, 10 kg)

Light - walk, medium pace; carry a light load on level ground (10 Ibs, 5 kg)

Very light - walk, slow pace; wash dishes.

Consider both Activities of Daily Living and need for referral if the consumer’s response can be judged as ‘light’ or
‘very light'.

Evidence / source — Dartmouth COOP Charts. This question has a convergent correlation with the MOS Scale for Physical Function of
0.59 (Nelson et al. 1998).

Comment box including other issues

Use your own judgement to probe for sensitive issues such as substance abuse (legal or illegal) and safe sex
habits. The comment box should be used as a place to summarise the information gained or to record any other
relevant issues about health behaviours and risks. These should then inform the issues and initial action plan
summarised on ONI page 2 of 2 and, if necessary, to develop a care plan.

Office Use Only

Record who has completed the form, and the designation or agency. Note that ‘agency’ includes identifiable
agencies and centres, GP practices and hospitals. Use the last box to sign and date any change to a new form, at
which point the superseded form becomes part of the client’s record.
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12 How to complete the Environmental profile

This profile screens for home safety problems and environmental health hazards. It is designed
for completion on-site by someone familiar with the house. It is not designed for completion
through a formal interview with the consumer. Depending on the circumstances, it can be
completed by the consumer, a family member or friend or a health or community care worker. It

will rarely be completed in one go.

If an item is irrelevant (eg, there are no steps), simply put a line through the item to indicate that it

is irrelevant to this particular consumer.

The home safety data items in the Environmental profile (EP p.1 of 2) are shown in the following

table.
ITEM Datatype Code set
CLIENT IDENTIFIER
Unigue Client Identifier Alphanumeric No
Floors 6 items, Y/N Yes
Lighting 5items, Y/N Yes
Stairs, steps and ladders 7 items, Y/N Yes
Bathroom and toilet 5items, Y/N Yes
Kitchen 4 items, Y/N Yes
Lounge room 3items, Y/N Yes
Bedroom 4 items, Y/N Yes
Clothing and footwear 4 items, Y/N Yes
Outside the house 8items, Y/N Yes
Comments Alphanumeric No
OFFICE USE ONLY
Screener’'s name, agency, sighature, date and contact number Alphanumeric No
Box to indicate that the information on the form has now been updated, date, Alphanumeric No
name and signature.

| Evidence / source — NSW Home Safety Checklist

An environmental health checklist forms the Environmental profile (EP p.2 of 2) and are

summarised in the following table.

ITEM Datatype Code set
CLIENT IDENTIFIER

Unigue Client Identifier Alphanumeric No
Environmental checklist 35items, Y/N Yes
Comments Alphanumeric No
OFFICE USE ONLY

Screener’'s name, agency, signature, date and contact number Alphanumeric No

Box to indicate that the information on the form has now been updated, date, Alphanumeric No

name and signature.

If potential hazards are identified, record possible solutions in the comment box. Issues recorded
in the Living Arrangements profile (such as who owns the house) will be relevant for this.

| Evidence / source — designed for trial by Environmental Health, Population Health & Planning, MNCAHS
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13 How to use the tools to investigate need and to develop a
consumer care plan

Using the Summary and Action Plan as prompts for referral and further
assessments

The second part of the core information (ONI pages 1 and 2) provides prompts and ways to seek
further information on specific domains that are relevant to the consumer’s problems or issues that
have arisen in the initial contact. The interviewer is expected to take into account the consumer’s
presenting problems and issues, the services that the consumer is currently using as well as all
other information available to them. This other information might be based on their discussion with
the consumer, observing the consumer, information contained in a referral letter, client notes or
information provided by a third party, such as a friend, relative, carer or referring agency.

If there is any suggestion that the issue is relevant for the consumer, tick the relevant box and
complete the suggested domains in the supplementary tools.

The supplementary tools also contain prompts for further assessment, referral or more action on
behalf of the screener.

» The Living Arrangements profile raises issues about informed consent if the consumer’s
decision-making capacity is in doubt. This profile also includes indicators of both risks and
urgency (living arrangements, housing and so on).

» The Carer profile raises issues about the availability of a carer and the needs of that Carer. It
suggests that, if carer issues are significant, they should be linked into carer support services
and that completing a set of profiles on the carer might be useful. This profile also includes
indicators of both risks and urgency (fragility of carer arrangements and so on).

» The Health Conditions form has prompts for investigating activities of daily living (the
Functional Profile), and for medical referral, or medication review.

» The Psychosocial Profile has a scoring system for emotional health and well being that
recommends generalist or specialist mental health referral depending on the score, prompts
for investigating activities of daily living and assessment for disability services. The profile
screens for risks such as suicide and for high prevalence disorders such as anxiety and
depression,

» The Functional Profile has prompts for the assessment of domestic, self care, cognition and
behaviour domains of functional dependency. It also has a place to list the aids and equipment
a consumer is currently using.

» The Health Behaviours form has prompts for referral for screening, and checks on risk factors
such as smoking, drinking, nutrition advice, weight and physical inactivity. If fithess may be an
issue, then consideration can be given to investigating activities of daily living (using the
Functional Profile). Its importance is in identifying opportunities for early intervention and
health promotion.

» The Environmental Profile checks for home and environmental hazards that may pose a risk
for the consumer and others in their household. Home modifications, repairs and maintenance
that will make the home safer are suggested by this profile.

When all the relevant information has been collected, then the action plan and appropriate
referrals should be considered. This might not all be done at the point of initial contact, but at a
later time when sufficient information is available.
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Using the ONI to record risks and urgency

Page 2 of the ONI Summary and Action Plan section has a an Alert Box at the bottom that can be
used to make a note of any issues of concern, including risks and record any questions of
urgency, and the contact details in your agency for further information. This is used to record any
concerns identified in relation to the possibility of danger, loss of social participation or reduction in
health status. This is where a brief note can be made as to the circumstances involved, and
attention can be drawn to more detail being available. If you trigger your own agencies alert
procedures, consider indicating this in the box.

Briefly, the description of risks and the urgency of consumer issues can be considered under four
main headings.

» Situations in which the consumer is at risk for any reason.

» Situations in which the consumer presents a physical or emotional risk to other people,
including family, friends and neighbours. It excludes risks to health professionals.

» Situations in which the consumer represents a possible risk to a health professional, whether
intentional or unintentional.

» Situations in which there is an occupational health risk to a health professional for any other
reason.

Even if an alert system is not being used for this particular consumer, it is sometimes useful to
consider if any low-level risks of the types described above are worth mentioning in this box.

Examples of this might be something like: 'note that consumer reports poor relationship with
second daughter' or 'bathroom is on list for home modification - shower hose and bath board are
temporary arrangement'.

Using the Initial Action Plan for referrals

The Initial Action Plan can describe a referral pathway for consumers who need further
assessment or those with complex problems and help keep track of how progress is going and
whether any variation needs to made to the plan of care. The columns capture more detail on
what information the consumer has consented to share, and has codes for how the referral is
being made, what transport is to be used, and what feedback is required.

The 'Feedback required’ column is intended to prompt the timely sharing of information between
important participants in the consumer's care. The feedback column is of most relevance when
this form is received by another agency and they can determine if the original referring agency, the
agency completing the form, or the person’s care-givers or GP require feedback.

By recording the actual date that the referral is made, the agency making the referral can keep
track of waiting times and this may help determine whether additional follow-up action is required.
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14 Frequently Asked Questions

Q. | already waste too much time filling out paper work. When all’s said and done, isn’t
this just a bunch of new forms?

If all you do is flick through the paper version of the tool, it's easy to come to your conclusion. But
there’s more too it than a bunch of extra forms to fill out:

» The ONI is designed to replace most of what you collect, not add to it. If all you do is add the
ONI to your existing processes and systems, it will undoubtably add to your workload. But that
isn’'t the purpose of the ONI. If it adds to your workload, you probably need to go back and
review what you do now.

» The design of the ONI assumes that you, and the agency you work for, are part of a bigger
primary care service system (the Mid North Coast Coordinated Care Trial) that includes GPs,
community health and HACC-funded services. The ONI is necessarily broad (but shallow)
because it assumes that you are part of this bigger system. The idea is simple but of
fundamental importance. You screen for all the consumers needs (including those you can'’t
meet but someone else can) and other agencies screen for you.

» The goal is to get to a point where a consumer can access the system at any point they
choose and just have to tell their story only once. The advantages for consumers are obvious —
not only having to tell their story only once but the ability to access the system at any point and
the opportunity to receive care from providers who actually know what the system as a whole
is doing.

Whether the ONI is just another bunch of forms or a better (more efficient and effective) system of
screening for needs across agencies and professionals depends on how you use it.

Q. What do the total numbers on the various screening tools actually mean? Should |
add them all up?

Except where it is stated in the profile (eg, the K10 in the Psychosocial Profile), the various
screening scores don't mean much as 'scores’, because the scales don’t have equal weighting for
all the items. So adding them up doesn’t help and they weren’t designed to really work that way.
We don’t expect the profiles to provide the answer to life, the universe and everything, nor for the
answer to be ‘42’!

In practice, the scores are used as prompts for referral or further assessment where necessary.
The key point is setting the thresholds for these prompts right such that you don't get either too
many that get assessed or referred unnecessarily or too many that need something that miss out.
We looked at the sensitivity and specificity of the screening tools to determine the best mix of
these two attributes.

Q. What work will be done over the longer term with GPs to encourage their adoption of
these tools?

GPs are well placed to adopt the use of the tools. The Enhanced Primary Care (EPC) Medical
Benefits Schedule (MBS) items especially concerning health assessments and case conferencing
and care planning promote the involvement of GPs in shared assessment and multidisciplinary
care planning. Funding and change management initiatives initiated by the Commonwealth
through Divisions of General Practice promotes the involvement of GPs in these activities. The
profiles have been designed so that they comply with the requirements for EPC claims.
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Q. What level of training and competencies will staff implementing the ONI require and
how will this be addressed?

Staff undertaking initial needs identification should have a broad understanding of the service
system and advanced interviewing skills that provide a capacity to maintain and develop rapport
throughout intensive inquiry and an ability to retrieve sufficient information through that inquiry.

Training and skills development strategies that build the capacity of workers, organisations and the
service system in this area are a key component of the trial.

Q. Will there be an adapted version of the screening tools that can be used with
children?

The screen is not designed for children in particular and most of the items in the profiles haven't
been validated for use with children. But the core information will be able to be collected on
children and we assume that a referral for more detailed assessment will be an appropriate next
step if needs are identified.

Our general impression from the testing and the training done to date is that kids can have their
problems scored reliably on these tools as long as people take notice of the scoring instructions
and use a bit of common sense.

Q. For some consumers the difficulties of getting through the screening seem too
daunting. For example the consumer’s disability or physical circumstances made it
difficult to answer many of the questions.

Consumers with high levels of disability and no communication, consumers who were confined to
bed, consumers who were very young and some consumers with brain injury and psychiatric
illness, could clearly not perform any of the tasks and, in many cases, were unable to respond on
their own behalf. For some consumers, the use of an interpreter for a consumer with a non-
English speaking background might be found to be very time consuming and inappropriate. The
screener should use their own judgement about the best way to get the relevant information, or
refer the consumer to the appropriate assessment agency.

Q. Another problem is the question of the reliability of the answers from some
consumers with cognitive disabilities.

Some consumers may have poor memory or be suffering from dementia but with a lack of insight
into their condition and resistive behaviour towards care. It might be that a consumer has
profound deafness that may prevent his or her understanding the questions. The screener should
use their own judgement about the best way to get the relevant information, and/or refer the
consumer to the appropriate assessment agency.

For consumers with cognitive problems (lack of insight, delusional) all the questions might seem to
be inappropriate. Similarly, most items might be inappropriate for a very disabled, bedridden
consumer and for a young child with no speech or independent mobility.

For some younger consumers, the questions might highlight the progressive decline in their
functional ability, so it could be quite distressing for the consumer to go into all that. Some young,
able consumers might also find the questions invasive, offensive, inappropriate or just a joke.

The screener should use their own judgement about the best way to get the relevant information,
either by inquiring of a carer or the referring agency, or refer the consumer to the appropriate
assessment agency.
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Q. What about all the missing bits?

There are a number of general areas that covered by only a general question. Use the comments
boxes to note important issues that have to be taken into account.

Questions specifically about the Functional Profile (FP p.1&2)

Q: Mobility items - inside and outside -ie the consumer can mobilise independently
in a familiar environment, but has trouble outside. They can do a bit a bit of
housework, but not their lawns and gardens, and the back steps need a rail. How
does this score?

The profile does not capture most of the important environmental information, however a box at
the end asks about aids and equipment currently used. Also, a self-care or domestic assessment
may be triggered by the various items on the screen. After the screen, then the assessment of the
domains of self care (generally inside) and domestic (a mixture of inside/outside and getting
around) should be triggered.

In the above example, a self-care assessment may not actually be suggested by the screen, but a
follow-up on domestic function might be. We assume that assessment staff will use both tools in
the next level of the assessment process after the screen.

On the FP form the need for a rail outside could be picked up under self-care (in Q9 on stairs).
Having an internal stair rail in place means independent inside but its absence outside implies the
person needs help (score 1). The consumer's score on the self-care items might then trigger (in
routine practice, but not on our form because it is beyond the scope of functional dependency
screening as defined in this project) an environmental assessment or OT visit to assess hazards.

Q: Getting around and out and about - transport, shopping and mobility are pretty
much all getting at the one thing, so why measure them all?

These items were selected because people tend to loose their ability to do them at different times
(and in a consistent order). The ability to shop is generally lost first, followed by transport and then
indoor mobility. Knowing where a person sits on this continuum is important. Remember the
domestic function items are more for ‘out and about’ and ask for a rating on shopping
independently of transportation, which is covered under item 6. Meanwhile, the self-care items are
more about getting around in a familiar environment.

The screen is designed to give reliable indicators for both mobility and basic self-care tasks and
some pointers to cognition. Remember that Part Two of the screen isn’t used directly with the
consumer. It specifically asks an informant about the consumer’s thinking and behaviour.

Q: Finances and Medication - not necessarily a cognitive link. The screen is desighed
to use money and medications as pointers to cognitive function, but this may
confuse the situation where someone is cognitively capable of handling their
money and pills, but physically incapable (because of blindness or arthritis for
example). What should be done here?

In this case the screen score on items 4 & 5 would be: 1 = with some help; or 0 = completely
unable. As noted on the form, this would not trigger a cognitive assessment unless you have
determined that the consumer has no physical disabilities or problems with English literacy that
may account for the consumer not being independent on these items. It is likely the person might
also score 1 or 0 on mobility or shopping items, which would trigger the self-care and/or domestic
assessment.
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Q: Disability without incapacity - what about someone who is partially blind with
practical aids in place, like informal financial arrangements or a Webster pack?

They should score 2 on items 4 & 5 on the screen = without help, because they have the
functional capability, and the screen tool would treat them in the same way as someone with a
lesser level of disability who uses glasses and large digit phones and clocks.

Q; What about someone who is legally blind but uses a magnifying glass and is not
neglectful? They may be able to use a Webster pack, and that is an obvious
preventive intervention to suggest as part of a care plan. How do they score?

This person would score 2 = without help, on the screening item 4. This is because we want to
score the consumer’s present function, not a future likelihood or a “what if” scenario, nor even a
direct service need. Although they are closely linked in routine practice, we are not scoring the
person's need for an intervention, only their level of functional dependency (with their current aids
and appliances).

It might be that on a re-screening in six months time the score would be 1 = with some help, or it
might be that a domestic assessment now would indicate trouble in other areas like getting around
or difficulties in the consumer conducting their business unaided when out and about.

Q; My client varies a lot in his functional ability. Some days he can do a task, but the
next day he can’t. | have another client who can do domestic tasks but the next day
sheis in such pain that she can’t get out of bed. How do | rate them?

In both cases, rate the client at their worst in the last month. If a person cannot do a task without it
resulting in significant pain and fatigue such as you describe, rate as a 0 (cannot do).
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