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Aims and objectives of the CBD 
Homelessness Health Access 
Protocol

The Protocol aims to improve health service access for 
people experiencing homelessness in Melbourne’s CBD by 

assisting health and community services providers to:
 enhance referral relationships, increasing communication and 

coordination of services between the community and health 
sectors;

 enhance referral practice informed by good practice;
 implement transparent policies that prioritise homeless 

people’s access to health services;
 support reorientation and innovation within health services to 

respond to the needs of homeless people;
 through the implementation of the Travelling Well initiative 

identify possible increases in the number or type of primary 
health services to cater for the needs of homeless people 
within Melbourne’s CBD; 3 and

 strategically plan and advocate for service growth to funding 
bodies.

When should the CBD Homelessness
Health Access Protocol be used?

The Protocol sets out the agreed good 
practice for encouraging and supporting 
people experiencing homelessness to use 
primary health services when needed.

It encourages community service workers to 
engage with their clients and to undertake 
health service referrals.

It also provides workers with the necessary 
health service information and standard 
templates for written referral documentation 
if, and when, this is required.

Most importantly, the Protocol addresses 
the issue of obtaining “client consent” in a 
way that ensures that this policy itself is not 
a barrier to accessing health services.

For primary health agencies, the Protocol 
supplements the generic ‘Good Practice 
Guide 2012’ Guidelines for Workers for 
Initial Contact, Initial Needs Identifi cation 
and Referral included in the ‘Good Practice 
Guide for Practitioners’ - a resource of the 
‘Victorian Service Coordination Practice 
Manual’. 4

 

 

 

 

1.  Introduction

Article 25 of the Universal Declaration of Human Rights states 
that “Everyone has the right to a standard of living adequate 
for health and wellbeing… including (access to) food, clothing, 
housing and medical care.” 1

This Protocol has been developed by health and community 
service providers to ensure that people experiencing 
homelessness in Melbourne’s CBD receive the health services 
they need in accordance with this fundamental right.

Compared to the broader population, people experiencing 
homelessness experience poor physical and mental 
health, higher levels of drug and alcohol addiction, live with 
unacceptable levels of pain due to chronic or untreated 
conditions. They are also less likely to be included in health 
prevention strategies and less likely to access the health services 
they need without support. 2

Since 2000 a number of reports prepared with support of the City 
of Melbourne and the Moonee Valley-Melbourne Primary Care 
Partnership have detailed the need for improved service delivery 
and access, particularly for those who require a complex range of 
services and supports in order to meet their health needs. 

In 2010, the Inner North West Primary Care Partnership was 
formed from the previous Moonee Valley-Melbourne Primary 
Care Partnership. The Inner North West Primary Care Partnership  
covers the Local Government Areas of Melbourne, Moonee 
Valley, Moreland and Yarra. It has taken responsibility for the 
development of this work. 

The City of Melbourne has an active role in responding to the 
needs of people experiencing homelessness and those with 
complex needs, and is committed to strengthening information 
provision, coordination and service responses to homeless and 
vulnerable people in the City of Melbourne.
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These guidelines are the agreed standard across the State 
for how primary health, local government and other member 
agencies of Primary Care Partnerships work together to 
improve consumer care.

Community service agencies in the CBD may wish to 
familiarise themselves with the Victorian Service Coordination 
Practice Manual 5 and associated resources as it clearly sets 
out the practice expectations of primary health agencies and 
this knowledge is empowering for clients and their advocates.

If there is a confl ict between the generic practice guidelines 
referred to above and this Protocol, the latter shall have 
precedence.

 

The client:
Lives or spends their days in the CBD of Melbourne and is 
experiencing any of the following:
 Primary homelessness: people without conventional 

accommodation, for example living on the streets, 
sleeping in derelict buildings, or using cars for temporary 
shelter.

 Secondary homelessness: people who move from 
one form of temporary shelter to another, including 
homelessness services, rooming houses, and residing 
temporarily with friends.

 Tertiary homelessness: people who live in boarding houses 
on a medium to long-term basis. 6

And/or has complex needs, defi ned as:

“A range of health conditions and behaviours - usually co-
existing – that seriously limit the individual’s ability to access 
services and/or to obtain and retain housing. These conditions 
include alcohol or drug dependence, mental illness, acquired 
brain injury, intellectual and other disability, age related frailty, 
and chronic health problems, with or without challenging 
behaviours.” 7 
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2.  The CBD Homelessness
Health Access Protocol in operation

Defi nitions
Advice Access Points (role defi ned through the Homelessness 
and Primary Health Service Coordination in the Melbourne CBD 
Project, hereafter referred to as “the Project”): health service 
providers who have agreed as part of this Protocol to act as a 
‘key’ for opening health service doors to individuals and/or their 
workers.

In addition to providing their own health services, these agencies 
will provide up to date information and a sounding board for 
community service workers to problem solve issues.

Key health areas: the health area(s) for which the designated 
Advice and Access Points has agreed to ‘front end’ in order to 
provide information and support to community service workers.

Initial needs identifi cation: “An initial assessment process 
where the underlying issues as well as the presenting issues are 
uncovered to the extent possible. It is not a diagnostic process 
but is a determination of the consumers risk, eligibility and 
priority for service and a balancing of the service capacity and 
the consumers needs.” 8

Community service providers: refers to the community services 
agencies engaged through the Project which are based in 
the Melbourne CBD and provide daily drop-in services to 
approximately 350 people who live a homeless lifestyle in the 
CBD.

These agencies include:
 Urban Seed, Café Credo
 The Salvation Army - Project 614
 Lazarus Centre
 Travellers Aid
 Ozanam Community Centre (North Melbourne)

Along with representatives from the health services, these 
agencies were involved in the development of this Protocol.

Health services: refers to acute and primary health services 
(unless otherwise specifi ed) which provide services in the 
Melbourne CBD.

(Other agencies, health, community service, or housing, are 
invited to become signatories to this Protocol and to contact 
the Executive Offi cer of the Inner North West Primary Care 
Partnership for further information).

Service Coordination Tool Templates (SCTT) 2012: “a suite of 
templates developed to support service coordination which is 
primarily facilitated by Primary Care Partnerships (PCPs).”9
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3. Guidelines for making referrals

Encourage the person who is experiencing home-
lessness to attend the health services they need by:
 identifying problems relating to attending appointments 

and working out ways to assist the person to attend;
 explaining the service and how it works or get someone 

who can do this for you;
 talking through any expectations which may or may not be 

achieved;
 providing material aid to reduce barriers for attendance;
 seeking consent to make the referral directly if the person 

cannot do this for themselves (see Section 4 obtaining 
client consent); and

 asking how it went and be open to discussing any follow 
up appointments.

In making a referral to an agency:
 ask about any protocol for priority of access;
 see if it is possible for the person to attend without an 

appointment;
 discuss needs, such as longer appointments and gender 

issues;
 seek out a support/contact person within the service to 

assist;
 defi ne your role with the service; and
 provide referral information to reduce duplicated 

questioning.

In supporting someone’s attendance to a health 
service:
 where appropriate, accompany or provide your contact 

details;
 follow up with service and/or person to ensure attendance;
 give feedback that will help the service to be more 

responsive to the needs of people experiencing 
homelessness; and

 attend /offer opportunities for workers to share practice.

To ensure that you can support people who 
experience homelessness to care about their health:
 care about everyone’s health and promote good health as 

a normal part of the work you do;
 if someone looks to be in pain or unwell ask the person if 

you can help them get some assistance;
 learn about health issues related to homelessness; and
 know the health services that welcome and support 

people experiencing homelessness in the CBD of 
Melbourne and/or know the services that can assist to fi nd 
the right service.
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4. Obtaining client consent

The Protocol requires improved communication between 
health and community service providers to share health 
information and coordinate service delivery in making 
referrals.

This requires the client to be informed about how their 
personal information will be used so they can consent to 
the sharing of this information. Both community service and 
health providers share this fundamental practice principle.

However rigid written consent policies were identifi ed as 
being a potential barrier to access for this vulnerable target 
group.

The CBD Project Working Group responsible for the 
development of the Protocol recommended that providers be 
encouraged to use the Service Coordination Tool Template: 
Consent to Share Information. This form can be downloaded 
from www.health.vic.gov.au/pcps/sctt.htm and can be sent 
electronically via email, using a secure messaging service 
such as ConnectingCare (www.connectingcare.com.au). 5

This recommendation was based on the following:
 The Consent to Share Information form is used by a large 

number of agencies and workers.
 The procedure for good practice in obtaining consent is 

embedded in the documentation.
 The requirement for written consent is not mandatory and 

does not prevent referrals.
 Both agency ‘risk’ and ‘accountability’ are managed in the 

documentation.

It may be that agencies have their own Client Consent forms 
and procedures. It is recommended they are reviewed to 
incorporate the essential elements of the Consent to Share 
Information form.

This will ensure the practice for protecting client’s rights to 
decision making do not provide a barrier for inter-agency 
referral.

Whether referrals are written or verbal, a documented 
process to substantiate how client consent was obtained is 
required. The Consent to Share Information form serves this 
purpose for referring agencies. To assist clients who do not 
speak English, this form is available in 53 languages on the 
Department of Health website at www.health.vic.gov.au/pcps/
sctt.htm. 10

5. Information to assist workers making 
health referrals

A list of health services provided by the agencies who 
participated in the development of this Protocol was prepared 
through the Project.11 Agencies are also referred to the City of 
Melbourne’s, Helping Out Booklet. This can be downloaded 
from www.melbourne.vic.gov.au.

This information sets out location of health services, session 
times and any special arrangements for the target group, as 
a resource for community service workers making referrals to 
the listed health agencies.

To provide workers with health information relevant to people 
who live a marginalised and homeless lifestyle the Melbourne 
General Practice Network produced The Homeless 
Handbook: A Medical Guide. This guide can no longer be 
downloaded, however, it can be loaned  from several libraries 
including the University of Melbourne Library, Monash 
University Library and National Library of Australia.

This comprehensive handbook was written by general 
practitioners with the support of organisations from the health 
and homeless sectors. It provides care workers with the 
necessary information to “identify situations where referral 
to appropriate health care professionals is advisable or 
necessary.”11

6. Making a referral to a general 
practitioner a priority

We all need to visit a general practitioner (GP) on a regular 
basis to ensure optimum good health and wellbeing. People 
who live a homeless lifestyle often have complex health 
issues and are exposed to signifi cant health risks.

Therefore the best fi rst step in health referral is to support 
individual members of the target group to engage with a GP 
so they can undertake a comprehensive health assessment 
and refer to specialists if required.

GP’s in both the public and private health systems can 
provide the necessary access to the tertiary and primary 
health care sectors. The Health Service Information Guide 
lists the session times and location of a number of GP’s who 
work from agencies.

These GP’s will be welcoming and responsive to the needs 
of the target group. North Western Melbourne Primary Health 
Network is committed to increasing GP access to this target 
group and will lead further planning and advocacy work.
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Table 1: Guide to use of SCTT 2012 referral forms

7. Choosing the method of referral

The Protocol values the judgment and relationship of the referring 
worker to the client. To support a referral to a health service, 
workers will either:
 provide information about services to individuals so they can 

themselves attend a service;
 make a referral on behalf of the person experiencing 

homelessness and/or attend with the person needing the 
service;

 include in this referral information a summary of the clients’ 
presenting issues identifi ed through initial needs identifi cation 
(INI) - as defi ned in Section 2 - so health services can better 
engage with the client; or

 contact an Advice or Access Point (see Section 8 of this 
document) to undertake the referral process and/or the initial 
needs identifi cation.

All four referral methods can be completed verbally; however 
agencies are encouraged to provide a written referral where 
possible. This is particularly the case where referring workers 
have an established relationship with the client and are better 
able to engage the client in identifying their health needs.

Health services also advise that written referral information 
reduces the amount of information which may be repeatedly 
asked of clients, thereby addressing a common concern of the 
target group.

Table 1 provides information on the referral forms proposed to 
make referrals including:
 A basic referral to an agency with minimum information; or
 A referral which includes minimum information
 A summary of the clients’ presenting issues.

For detailed description and guide on the use of the templates 
please refer to Service Coordination Tool Templates user guide 
(Department of Health 2012) at www.health.vic.gov.au/pcps/sctt.
htm.

Method of 
referral 

Consent to Share 
Information Form

Confi dential Referral 
Cover Sheet and 
Acknowledgment Form

Consumer Information 
Form

Summary and Referral 
Information Form (with INI)

Verbal referral 

Important to have this 
document on referring 
agencies records.  

Health services require 
consent to liaise with 
other services.

Written referral 
to a single 
service

 

Indicate referral is part of 
the CBD Homeless Health 
Service Access Protocol 
in “Other Notes”.

Written referral 
to multiple 
services and/or 
for a complex 
client 

  

Do not leave information 
“blank” on consumer 
information form – rather 
write ‘not known’.



This additional information 
assists with determining 
priority for services and 
better quality of initial care.

Agencies may seek a 
“key health provider” to 
undertake the Initial Needs 
Identifi cation.

Referring 
agency 
receiving 
feedback



Referral acknowledgement 
included on form and is 
used as a tool to feedback 
information to referring 
agencies.



Agency relationships 
mapping is essential for 
co-ordinated care.
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Service Coordination Tool Templates (SCTT), 
2012: “a suite of templates developed to 
support service coordination which is primarily 
facilitated by Primary Care Partnerships (PCPs)
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8. Documenting referrals

Most community service providers consulted through the Project 
indicated they did not use standard referral forms for a health 
service referral.

The CBD Project Working Group considered the Service 
Coordination Tool Templates (SCTT), 2012 and the Victorian 
Service Coordination Practice Manual to identify which referral 
documentation would best meet the needs of community service 
providers making a potential health referral.

The SCTTs considered relevant by the working group are those 
listed in the box below. These are the core Service Coordination 
Tool templates. 12

Copies can be downloaded from www.health.vic.gov.au/pcps/
sctt.htm. 

Referral forms for improved health access
1. Referral Cover Sheet & Acknowledgement Form
2. Consent to Share Information Form
3. Consumer Information Form
4. Summary and Referral Information Form

9. Undertaking Initial Needs Identifi cation

The two page Summary and Referral Information Form provides 
the template for community service workers to engage with the 
client to undertake an Initial Needs Identifi cation (INI) process.

This identifi es a client’s:
 Initial health needs;
 Health and wellbeing risks; and
 Network of agencies involved in support.

Health services who participated in the development of the 
Protocol encourage community service workers to undertake an 
initial health needs identifi cation process with the client. Health 
services acknowledge community service workers generally have 
the necessary skills to undertake this role.

Community service workers also have highly developed 
engagement skills. These skills may enable a more thorough 
identifi cation of health needs and issues, particularly within a 
social model of health paradigm.

The provision of thorough health information assists with 
determining priority for service, managing client risks and better 
tailoring of services to individual needs.

The referring worker may however choose to engage another 
service better placed to undertake the initial needs identifi cation 
to provide a summary of the client’s presenting issues (see 
Section 10).

Alternatively, the referring worker may decide that they are best 
placed to engage the client in this process but do not believe it 
appropriate to complete all sections of the Summary and Referral 
Information Form.

Where this is the case, they are advised to write ‘not known’ in 
the relevant section of the document rather than leave it blank. 
This will ensure further follow up of this information by the health 
service at a later date.

10. Referring to advice and access Points

Many people who have lived a homeless lifestyle have chronic 
and complex health issues which require a range of health 
services to be provided.13

For many workers (and the client) complex questions arise, for 
example:
 Where do I start in making the fi rst referral?
 Is my concern about the health of one of my clients justifi ed?
 Do I have the expertise to make the right referral?
 Can I manage the complexity of this person’s health issues 

once I start?
 Is there another agency that can better provide case 

management or coordination of services?

The Project identifi ed a number of key health areas and linked 
each of these areas with an Advice and Access Point (See Table 
2). Essentially these agencies not only provide health services 
themselves, but they can also act as keys for opening health 
service doors to individuals and/or their workers.

These providers will provide up to date information and a 
sounding board for community service workers for problem 
solving issues. Some of these key services can also coordinate 
an episode of health care or provide short term case 
management as part of their service delivery model.

By identifying and promoting access to different health service 
systems it is expected that members of the target group will have 
improved access to services and better coordination of services.

The services offered by Advice and Access Points to referring 
agencies are outlined in the box below. Some key information 
and access points will be able to undertake all these services 
listed. In other instances services will need to be negotiated on 
an individual basis.

Functions of advice and access points:

1.  The health service required (or referral to another agency).
2.  Health information and health care service information.
3.  A sounding board for discussing health issues and assisting 

the referring worker to identify whether referrals are required.
4.  Capacity to undertake a written initial assessment and 

referral on behalf of the welfare worker and the person who is 
experiencing homelessness.

5.  Needs based outreach to community based services to follow 
up on individuals.

6.  Routine outreach to community based services to undertake 
primary health prevention and education initiatives.

7.  Case management, referral and coordination for complex or 
specialist health needs.

8.  Information on longer term service options to better support 
individuals and improve health and wellbeing outcomes 
overall.
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Table 2: Advice and access points
This table lists health service providers who have agreed as part of this Protocol to act as a Key for opening health service doors, 
providing a sounding board for community service workers to problem solve issues in addition to providing direct ac- cess to services 
or referral to other services.

Area Issues Advice and Access Point Contact

MENTAL HEALTH
CLINICAL

• Crisis/Acute assessment - CAT Access ROYAL MELBOURNE HOSPITAL
North Western Mental Health
Centralised Triage – 24 hours

Phone: 1300 874 243

MENTAL HEALTH
NON CLINICAL

• accessing short/long-term case mgt
• advice with referral into residential 
 services
• daily living skills

COHEALTH Referrals via NEAMI central intake
Phone: 1300 379 462

DENTAL
General
Emergency
Dentures
Children

• dental services
• health and health care service
• information
• discussing health issues
• initial written assessments and referrals

COHEALTH
6 Gower St Kensington

Phone: (03) 8378 1670

INDEPENDENT
LIVING SUPPORT
(Aged & Disability)

• aged care packages
• meals programs
• day programs/social support
• allied health
• daily living support

CITY OF MELBOURNE
(Aged Care Services)
Level 3, Council House,
200 Little Collins Street, 
Melbourne

Phone: (03) 9658 9542
Ask for: Assessment and Intake Worker

WOMEN’S
HEALTH (sexual
and reproductive
health)

• sexual and reproductive health
• cervical screening
• antenatal care

THE WOMEN’S HOSPITAL
Women’s Health Information Centre,
Corner Grattan Street 
& Flemington Road, Parkville

Phone: (03) 8345 3045
Email: 
askeanursemidwife@thewomens.org.au
Women can drop in
Ask for: Referral options and health 
information

EMERGENCY &
HOSPITAL CARE

• support in emergency/acute care
• post-care follow up
• health prevention

ST VINCENT’S HOSPITAL
Emergency Department 
24 hours
Victoria Parade, Fitzroy

Phone: (03) 9288 2211
Ask for: Triage

INJECTING
DRUG USE
AND ALCOHOL
TREATMENT

• GP health services
• pharmacotherapy prescribing
• multidisciplinary team
• biopsychosocial support

THE LIVING ROOM
7-9 Hosier Lane, Melbourne

Phone: (03) 9945 2100
Ask for: Team Leader

• GP specialist support
• self-care
• treatment programs
• prescriptions and dispensing

COHEALTH
HEALTH - DRUG SAFETY SERVICES 
- INNERSPACE
4-6 Johnson Street, Collingwood

Phone: (03) 9417 1299
Ask for: Team Leader – Harm Reduction 
Services or Team Leader Primary Health

YOUTH HEALTH • youth health assessment, treatment 
and follow up

• specialist referrals
• health prevention and promotion

FRONT YARD YOUTH SERVICES
19 King Street, Melbourne

Phone: (03) 9611 2411
Ask for: Youth Health Nurse

HEALTH
GENERAL

• general health assessment
• assistance with medication
• outreach assessments
• wound treatment and after care

RDNS HOMELESSNESS
OUTREACH HEALTH NURSE
located at THE LIVING ROOM
7-9 Hosier Lane, Melbourne

Phone: (03) 9945 2100 ask for 
RDNS HPP nurse in CBD

• general medical & nursing
• allied health
• social/welfare services
• outreach services
• Aboriginal health worker

COHEALTH
75 Brunswick Street, Fitzroy

Phone: (03) 9411 3555

COHEALTH
53 Victoria Street, Melbourne

Phone: (03) 9677 0800

OUTREACH & 
ABORIGINAL
EYECARE 
SERVICES

• eye examination
• eye health
• visual aids
• subsidised glasses

OUTREACH SERVICES
ABORIGINAL SERVICES
AUSTRALIAN COLLEGE OF 
OPTOMETRY

Phone: (03) 9349 7472
Ask for: Outreach Services, Aboriginal 
Services
Email: outreach@aco.org.au
Email: aboriginalservices@aco.org.au

LEGAL • Legal advice and casework to people 
experiencing disadvantage who live, 
work or study in North Melbourne, 
West Melbourne, CBD, Docklands, 
Carlton & Parkville

INNER MELBOURNE 
COMMUNITY LEGAL 
2/508 Queensberry Street, North 
Melbourne 
9am – 5pm

Phone: (03) 9328 1885



1616

11. Good practice guidelines for health 
services in receiving referrals
 People experiencing homelessness are a priority target group 

and all staff in the service understand the procedures to fast 
track their service access.

 Reception/front end staff are welcoming, accepting and 
understand the reality of the experience of homelessness.

 Respect, acknowledge and where possible, cater for gender and 
cultural preferences in the provision of services by professionals.

 See beyond any diffi cult behaviour and work out sensitive 
ways to contain diffi cult behaviour.

 Engage with the person, not the health issue and if 
possible designate someone within the service to build this 
relationship.

 Provide a service which is of value at the time of fi rst 
attendance.

 Gauge whether the person is comfortable answering questions 
and change or stagger assessment practices accordingly.

 Having received permission from the client, communicate 
openly and work collaboratively with the support people that 
are available to the person experiencing homelessness.

 Make sure time is spent working out the practical details of 
care and strategies for self care.

 Provide medicine and treatment materials, and follow up to 
ensure they are used appropriately.

 Provide access to material aid to support service access.
 Decide who will be responsible for: assertive outreach, service 

follow up and communication with referring agencies.
 Be pleased to see them again.

12. Organisational list for implementing the 
Protocol
Signatories to the Protocol, have a responsibility to undertake a 
review of their current practice and identify key areas for further 
development. Work will need to occur at three different levels:
 reviewing and identifying practice changes within the agency 

with all levels of staff;
 reviewing and identifying key relationships that the agency 

needs to develop or foster; and
 contributing to and participating in partnership wide coordinated 

events led by the agreed structures for overseeing the Protocol.

The starting point for all agencies is to ensure that staff members 
are aware of the Protocol and that they are encouraged to work 
within the Protocol when relating to other agencies. 

Workers who have been involved in the Protocol development are 
important change-agents within agencies and the partnerships. 
They are encouraged to take a leadership role to support other 
workers develop the necessary understanding required to 
implement identifi ed practice.

The following organisational list has been prepared to support 
agencies to implement the Protocol and in doing so, build 
effective relationships between the community service and health 
sectors in the CBD of Melbourne on behalf of their clients.

Organisational

1. Vision
 Staff at all levels within the organisation are aware that their 

organisation is a signatory to the Protocol and what this 
means for their practice.

 Staff are aware of the shared goal of improving health service 

access to people experiencing homelessness in the CBD of 
Melbourne

 Staff have a working understanding of the practice changes 
required in their area of work.

 The relationships developed through the Project are kept 
alive to leverage off new initiatives and support each 
agency to achieve their own strategic directions.

2. Leadership
 The agency has assigned someone to be responsible 

for sponsoring or authorising the implementation of the 
Protocol within their organisation.

 The agency has identifi ed a change agent who is 
responsible for processes for solving problems, 
identifying changes in practice and systems and selling 
the protocol internally to staff.

 Staff are clear on who they can go to get advice and direction 
about issues arising from the protocol implementation.

 Success in implementation is acknowledged and promoted.
 Leaders participate in the development of interagency 

workshops, training, launches, or information sessions.
3. Attitudes
 Staff are aware of their own and other’s potential attitudes 

to people with behavioural diffi culties and how this might 
impact on their behaviour.

 Staff include the capacity to engage people who have 
diffi culty engaging with services as a requirement of their 
professional practice.

 Staff value building relationships across the health and 
community service sectors.

4. Knowledge
 Staff know about potential health issues relevant to people 

who live a homeless lifestyle.
 Staff know the services in the CBD who work with 

homeless people.
 Staff know how to use the Protocol and who to go to for advice.

5. Skills
 Humour, creativity and problem solving is employed on a 

regular basis.
 Staff have received training in understanding and engaging 

marginalised people during assessment and service delivery.
 Staff have the capacity to tailor the way they deliver their 

services to meet individual needs.
 Where relevant, assertive outreach is encouraged and the 

skills associated with assertive outreach are developed.
6. Partnership
 Staff have an induction which includes visiting agencies 

who are signatories to the protocol.
 Staff use agencies in the protocol to provide specialist 

training in their relevant fi eld, for example training on 
understanding best practice for homeless people or 
understanding health issues for youth who are homeless.

 Staff are encouraged to develop and/or attend interagency 
workshops and other key events associated with 
implementing the protocol.

 Relationship building systems are implemented, for 
example health/community service buddy systems, creative 
use of volunteers, assertive outreach.

7. Evaluation and ongoing development
 Sponsors monitor the implementation of the protocol and share 

information about the implementation across the organisation.
 Sponsors participate in ongoing steering committee work 

designed to monitor and evaluate.
 Learned information is shared and implemented at a 

broader level.
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3 The Travelling Well Project proposes to provide Zone One Metcards to community service providers who are signatories to this Protocol to assist people access health 

services. The data collected through this Project will provide evidence of health services accessed and their locality.

4 Victorian Primary Care Partnerships, Good Practice Guide 2012: a resource of the Victorian Service Coordination Practice Manual

5 Victorian Primary Care Partnerships Victorian Service Coordination Practice Manual 2012

6 Chamberlain, C and MacKenzie,D. 2004 Counting the Homeless 2001, Victoria

7 Howlett K, Better Health Care for People with Complex Needs in the CBD, Moonee Valley Melbourne Primary Care Partnership, 2003

8 Victorian Primary Care Partnerships, Victorian Service Coordination Practice Manual 2012

9 Department of Health, Service Coordination Tool Templates 2012 user guide, DH Primary Care Branch, Melbourne, 2009.

10 Department of Health , Service Coordination Tool Templates 2012 user guide, DH Primary Care Branch, Melbourne 2009

11 Melbourne Division of General Practice, The Homeless Handbook: A Medical Guide, 1996, P IV.

12 Department of Health, Service Coordination Tool Templates 2012 User Guide, DH Primary Health Branch

13 South East Health, “Homelessness and Human Services – A Health Service Response” March 2000



CBD HOMELESSNESS HEALTH ACCESS PROTOCOL    |    19



Feedback via the INW PCP website
www.inwpcp.org.au


