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[bookmark: _Toc157441944]TRANSITION TO OR FROM A PROVIDER POLICY AND PROCEDURE

[bookmark: _Toc157441945]PURPOSE

Transitions of care are crucial for enhancing medication safety and reducing preventable harm. When moving between different healthcare settings, unclear communication about a participant’s health needs and treatments can elevate the risk of harm.

Clear communication and coordination among the participants, their caregivers, healthcare providers, and disability support services are essential to ensure safe transitions. Effective communication and coordination between these entities help ensure that important information regarding the person's health needs, potential risks, and ongoing treatments is accurately conveyed and preserved during transitions.

The purpose of this policy is to define the required assistance and support to assist the participant in transitioning to or from AmeCare services.

[bookmark: _Toc157441946]SCOPE

This policy applies to:
· All AmeCare staff, including permanent or casual employees, contractors, consultants, and people otherwise engaged by AmeCare (e.g., volunteers).
· All participants receiving NDIS services and support, including their families and support network.
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	Term
	Definition

	Transition
	Means the support provided to the participant transitioning from or to a provider. 

Transitions of care may include any of the following scenarios:
· Moving from home or supported accommodation to a hospital
· Returning home or to supported accommodation after leaving the hospital

	Exit
	Means the process undertaken when participants decide to leave or transition out of AmeCare services.

	Participant Service Exit Checklist
	A structured checklist used to ensure all necessary steps are completed when a participant exits AmeCare services. It includes tasks such as finalizing documentation, returning property, closing service agreements, and collecting feedback. The checklist helps maintain consistency and compliance during the exit process

	Brevity Profile 
	The participant’s digital profile within the Brevity system, which stores key documents, support plans, risk assessments, and records of service delivery. The Brevity Profile is used to track participant progress and maintain up-to-date information for care coordination and compliance.

	Support Plan
	A personalized document outlining the participant’s goals, needs, supports, and arrangements. The Support Plan is regularly updated to reflect changes in the participant’s circumstances and is used to guide service delivery and transition planning.

	Risk Assessment
	A formal process for identifying, evaluating, and documenting risks associated with a participant’s transition to or from services. The risk assessment addresses environmental, behavioral, and health risks, and is recorded using the Individual Risk Assessment Form and/or the Participant Support Plan.

	Consent
	The documented agreement by the participant or their guardian/carer to share information, participate in meetings, or undertake specific actions during transitions. Consent must be obtained and recorded before any information is shared with external providers or stakeholders.
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POLICY

AmeCare is committed to ensuring each participant experiences a planned and coordinated transition to or from the service.

To achieve this commitment, AmeCare will ensure the following:
· A planned transition to or from the service is facilitated in collaboration with each participant when possible, and this is documented, communicated and effectively managed.
· Risks associated with each transition to or from the service are identified, documented and responded to, including risks associated with temporary transitions from the provider to respond to a risk to the participant, such as a healthcare risk requiring hospitalisation.
· Processes for transitioning to or from the service (including temporary transitions) are developed, applied, reviewed and communicated.
· Exit and transition procedures are fair, non-discriminatory, transparent and well-planned, and will follow the procedures and uphold the participant’s rights. 

[bookmark: _Toc157441949]PROCEDURE

The following procedures are implemented to ensure that AmeCare meets its policy objective of ensuring a smooth transition to and from a provider for the participant.

PREPARATION FOR POTENTIAL TRANSITIONS

Effective preparation for potential transitions of care is critical to ensuring that NDIS participants experience smooth and coordinated care during periods of hospitalization or when moving between different care settings. The goal is to minimise disruptions, maintain continuity of care, and address the participant’s needs effectively. 

Support staff play a crucial role in ensuring smooth and effective transitions of care for NDIS participants. Their obligations include:
· Maintain Accurate Information: Ensure the participant’s health and medication information is current and accurate. Regularly update records to reflect any changes in their condition or treatment.
· Communicate with Services: Engage in proactive communication with other service providers involved in the participant’s care to facilitate a smooth transition.
· Support Understanding and Communication: Assist participants in understanding their health information and communicate effectively with care or hospital staff.

TRANSITION TO AND FROM SUPPORTED INDEPENDENT LIVING (SIL)
To ensure that transitions into and out of SIL settings are safe, person-centered, and compliant with all NDIS Practice Standards and AmeCare’s obligations.

This section applies to all AmeCare staff, participants entering or exiting SIL arrangements, their families, support networks, and relevant external providers.

1. Entry into SIL
1.1 Service Agreements
· A signed service agreement must be in place before a participant transitions into SIL. This agreement will outline:
· The scope of supports provided
· Roles and responsibilities of all parties
· Financial arrangements, including rent, board, and service fees
· Dispute resolution processes
· The agreement must be reviewed with the participant and their support network to ensure understanding and consent.
1.2 Resident Visits and Meetings
· Prospective residents and their families/support networks will be offered the opportunity to visit the SIL residence prior to transition.
· Meetings will be arranged between the incoming participant, current residents, and staff to support social integration and address any concerns.

1.3 Money and Property Register
· Upon entry, a money and property register will be completed for each participant, documenting all personal belongings, funds, and valuables.
· The register will be reviewed and updated as needed, with a copy provided to the participant and/or their guardian/carer.

1.4 Orientation and Support Planning
· An orientation will be provided to new residents, covering house rules, emergency procedures, and daily routines.
· The Participant Support Plan will be updated to reflect SIL-specific needs, goals, and arrangements.

2. Transition out of SIL
2.1 Exit Planning and Handover
· Exit planning will commence as early as possible, involving the participant, their support network, and relevant external providers.
· With participant consent, AmeCare will share relevant information with the new provider to support a seamless transition.
· An exit meeting will be offered to review the outcomes of support, discuss the transition plan, and address any outstanding matters.

2.2 Money and Property Register
· The money and property register will be reviewed and updated at exit, ensuring all personal property is accounted for and returned to the participant.

2.3 Service Agreement Closure
· The service agreement will be reviewed and formally closed, with all obligations met and final statements provided to the participant.

3. NDIS Compliance and Best Practice
3.1 Consent and Information Sharing
· Participant (or guardian/carer) consent must be obtained and documented for all information sharing during transitions.

3.2 Risk Assessment
· A risk assessment specific to SIL transitions will be conducted and documented, addressing environmental, behavioural, and health risks.

3.3 Communication
· Ongoing communication will be maintained with all stakeholders, including the participant, family/support network, NDIS plan manager, and other providers.

3.4 Documentation
· All transition activities, meetings, and decisions will be documented in the Participant Support Plan and relevant forms (e.g., Individual Risk Assessment, Money and Property Register, Participant Exit Form).

TRANSITIONING FROM ROOMING HOUSES OR SRS TO SIL
Rooming houses and SRS offer varying levels of support, but may not provide the individualized, NDIS-funded supports available in SIL. Key steps for transitioning include:
· Eligibility and Funding: If moving from SRS, ensure the participant is NDIS-eligible and has SIL funding in their plan. This may require gathering evidence from health professionals and completing an NDIS Access Request.
· Assessment of Needs: Determine if SIL is the best fit, especially for those with higher support needs.
· Transition Planning: Work with a support coordinator to develop a detailed plan, including timelines, support needs, and preferred living arrangements.
· Provider Selection: Choose a SIL provider that matches the participant’s goals, preferences, and support requirements.
· Orientation and Onboarding: Arrange visits, meet staff and housemates, and review house rules and routines.
· Documentation: Ensure all agreements, support plans, and property registers are updated and transferred as needed.

TRANSITIONING FROM OTHER ACCOMMODATION (E.G., FAMILY HOME, STA, MTA)
· Early Planning: Start discussions early with the participant, family, and support team.
· Goal Setting: Clarify the participant’s housing and support goals in their NDIS plan.
· Skill Development: Use short-term or medium-term accommodation (STA/MTA) as a stepping stone to build daily living skills and confidence.
· Support Coordination: Engage a support coordinator to help navigate the process, gather documentation, and liaise with providers.
· Trial and Adjustment: Consider trial stays or gradual transitions to ensure the new environment is suitable.

TRANSITIONING PARTICIPANTS TO ANOTHER PROVIDER
When a participant exits AmeCare services, they will be provided with advice and support throughout the process. With the participant’s consent, they will be referred to other providers and/or relevant information will be provided by AmeCare to the new service provided to support the participant’s seamless transition. Meetings may be arranged between AmeCare staff and the staff of the new service provider to facilitate a smooth transition for the participant.

AmeCare will ensure that transitions from Support Coordination, Specialist Support Coordination, Outreach/Community Supports, and Assistance with Daily Living Supports to another provider are safe, person-centered, and compliant with all NDIS Practice Standards and organizational obligations.

1. Transition Planning
· Begin transition planning as early as possible, involving the participant, their support network, and relevant providers.
· Review the current service agreement for notice periods, exit clauses, and obligations.
· With participant consent, share relevant information with the new provider to support a seamless transition.

2. Communication and Consent
· Obtain and document participant (or guardian/carer) consent for all information sharing during transitions.
· Maintain ongoing communication with all stakeholders, including the participant, family/support network, NDIS plan manager, and other providers.

3. Documentation and Handover
· Prepare a handover report outlining progress, barriers, risks, and future support needs.
· Ensure all relevant documentation—support plans, medical records, equipment lists, incident reports, and medication charts—is transferred to the new provider.
· Record all transition activities, meetings, and decisions in the Participant Support Plan and relevant forms (e.g., Individual Risk Assessment, Participant Exit Form).

4. Risk Assessment
· Conduct and document a risk assessment specific to the transition, addressing environmental, behavioural, and health risks.

5. Service Booking and Agreement Closure
· End the service booking in the NDIS portal so the participant can create a new agreement and booking with the incoming provider.
· Review and formally close the service agreement, ensuring all obligations are met and final statements provided to the participant.

6. Review and Feedback
· Offer an exit meeting to review support outcomes and discuss the transition plan.
· Collect feedback from the participant and support network to inform future support and improve transition processes.
· Actively seek feedback from participants and their support networks regarding their experience of the transition process.
· Use surveys, interviews, or feedback forms to gather insights on what worked well and what could be improved.
· Document all feedback and ensure it is reviewed by management and relevant teams.
· Incorporate participant suggestions into future transition planning and policy updates to promote continuous improvement.
· Ensure participants feel heard and valued, and communicate any resulting changes or improvements back to them.


TRANSITION TO/FROM HOSPITALS

Preparing for a Planned Hospital Admission

To support participants effectively during a planned hospital admission, support staff must take the following steps:

1. Arrange a Pre-Admission Meeting
· Schedule a pre-admission meeting involving the participant, hospital staff, disability support staff, and, if possible, the participant’s support network (e.g., family or friends). This meeting will help coordinate the transition of care and ensure everyone is aligned.
· During the meeting, provide hospital staff with detailed information about the participant’s needs, including communication requirements, mobility and physical support needs, nutrition and mealtime management, and any behaviour support strategies.

2. Provide Essential Information to Hospital Staff:
· Ensure that the following documents and information are available to hospital staff upon the participant's admission if the participant, guardians or carers have provided their consent to share information:
· Support Plan tailored to the participant’s specific needs
· List of current medications
· Webster packs and other required medications
· Health Care Card
· Medicare Card
· Behaviour Support Plan

Support During Participant Discharge from the Hospital

1. Planning for Discharge:
· Staff must begin planning for the participant’s discharge from the hospital as early as possible in consultation with health professionals. Key elements to address include:
· Estimated date of discharge
· Destination and arrangements for transfer
· Transportation logistics
· Referral services for follow-up care
· Home assessments for necessary equipment and modifications
· Re-assessment of support risks, such as wound management or tube feeding

2. Understanding Ongoing Support Needs
· Support staff must collaborate with hospital staff to determine the participant’s ongoing needs post-discharge and assess our capacity to meet them. 
· Support staff must obtain and review the following information:
· Transfer of Care Summary: Overview of medical care provided during the hospital stay
· Care Plan: Details on follow-up appointments with medical specialists, care recommendations for the participant’s regular healthcare providers (e.g., GP), and any additional health or social requirements
· Medications Summary: Comprehensive list of current medications, including details on any new or altered medications
· Support staff must evaluate whether AmeCare can meet any new care requirements resulting from changes during the hospital stay (e.g., need for specialised staff or equipment). If you are unable to meet these needs, support staff must promptly inform hospital staff.

3. Communication and Information Sharing
· Support staff must maintain early and ongoing communication with hospital staff, the participant, their support network (e.g., carers), and, if applicable, the participant’s NDIS plan manager. This helps prevent discharge delays and reduces risks following discharge.
· Support staff must provide the participant with clear information about their follow-up care upon leaving the hospital. Ensure that this information is available in Easy English if necessary.


TRANSITION PROCESS

A transition plan will be developed for each participant transitioning from or to a provider. The transition plan will be recorded in the Participant Support Plan and include the following:
· Details of the provider transitioning to/from a provider.
· Information provided by/to the provider.
· Reasons for the transition.
· Feedback from the participant and their family/support network.
· Details of the transition process and estimated timeframes. 
· Communication plan and details of communications with the other provider.
· Identification of risks to the participant and risk management measures.
· Notes regarding the exit process and interviews.

RISK ASSESSMENT

AmeCare will assess risks to the participant associated with transitioning to or from the service, including the level and nature of support the participant needs and will have available after transitioning.

The risk assessment will be documented using the following forms:
· Individual Risk Assessment Form if the participant is transitioning from another provider. This form will be used during the intake assessment process.
· Participant Support Plan if the participant is transitioning to or from the service. This form will be used during the support planning process.

Risks will be appropriately managed by staff, supporting the participant and their family/support network to manage identified risks, where possible.

RESPONSIBILITIES

To ensure smooth transitions of care for NDIS participants, support staff are responsible for the following:
· Ensuring that the participant’s health and medication records are up-to-date and accurate. Regularly review and update these records to reflect any changes.
· Proactively engaging with other service providers involved in the participant’s care to facilitate a seamless transition.
· Assisting participants in understanding their health information and facilitating effective communication with hospital or care staff.
· Coordinating a pre-admission meeting with hospital staff and the participant’s support network to prepare for hospital admissions effectively.
· Planning for hospital discharge early, based on medical advice, to account for any changes in care needs and collaborating with hospital staff and the participant’s support network to ensure that any additional health-related support required after discharge can be provided.
· Assessing whether AmeCare can meet new care requirements if participants transition from another provider.
· Collaborating with the participant and their family/support network to ensure a smooth transition to or from AmeCare services.
· Maintaining ongoing communication with care or hospital staff, the participant, their support network, and, if applicable, the participant’s NDIS plan manager.
· Documenting risks associated with the transition in the Individual Risk Assessment Form and/or the Participant  Support Plan.
· Informing the participant and their support network of any risks and manage the impact of change to meet the participant’s goals and needs.
· If a participant is exiting or transitioning from AmeCare services, offering them the opportunity to complete a Participant Exit Form and participate in an exit interview.
· During the exit interview, reviewing the outcomes of the service provided and discuss the transition plan and arrangements with the participant and their support network.
· Complete the “Participant Service Exit Checklist” and upload to the participant’s Brevity Proflie

EXIT PROCESS INTERVIEW

All participants have the right to terminate or exit AmeCare services at any time, and their decision will not prejudice future access to our services.

If the participant is exiting or transitioning from AmeCare services to other providers, they will be invited to complete a Participant Exit Form and will be offered the opportunity to have an exit interview with a staff member.

Staff will conduct an exit interview with the participant and their family/support network as part of the exit or transition plan. During the exit interview, the outcomes of the service and support provided will be reviewed, and the transition plan and arrangements will be discussed.

ADDITIONAL NOTES
· SRS to SIL transitions can take time, especially if the participant is not yet NDIS-funded. Early application and thorough documentation are crucial.
· Rooming house/SRS residents may need extra support to adjust to the routines and expectations of SIL.
· Family home to SIL transitions often involve emotional adjustment and skill-building for greater independence.
STAFF TRAINING REQUIREMENTS
· All staff involved in participant transitions must complete training on NDIS Practice Standards, organizational transition procedures, and person-centered planning.
· Training must cover:
· Consent and information sharing requirements
· Risk assessment and documentation processes
· Communication strategies for working with participants, families, and external providers
· Cultural competency and trauma-informed practice
· Feedback collection and continuous improvement
· Staff must participate in regular refresher training and updates as policies, procedures, or NDIS requirements change.
· Training records must be maintained and reviewed to ensure compliance and identify further development needs.
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· Participant Support Plan (on Brevity)
· Individual Risk Assessment 
· Participant Portal
· Participant Service Exit Checklist
· Participant Exit Form (interview questions) and Interview Record (if applicable)
· Money and Property Register
· Service Agreement 
· Feedback Forms and Surveys
· Transition/Handover Reports (where applicable)
· Accommodation Manual 
· CSM- Brevity
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· National Disability Insurance Scheme Act 2013 (Cth)
· NDIS Practice Standards and Quality Indicators – November 2021
· Practice alert - Transitions of care between disability services and hospitals
· NDIS Price Guide (for financial arrangements in SIL agreements)
· AmeCare Internal Policies and Procedures (e.g. Privacy Policy, Incident Management Policy)
· NDIS Code of Conduct
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