
User Guide:  Guidance Framework for Home Care Package Level

This user guide provides a general indication on how to use the Guidance Framework for Home Care Package Level (Guidance Framework). The Guidance Framework has been developed for and with clinical aged care needs assessors to provide further clarity in determining package levels. The Guidance Framework does not replace clinical judgement, rather assists in achieving consistent assessments that will support equitable distribution of packages via the National Priority System to support older people, regardless of their location.
The Guidance Framework is not intended to be an additional assessment tool. It is a reference or resource that a clinical assessor can use when populating the support plan and providing a recommendation to the Delegate. Alternatively, some clinical assessors may choose to use it as a reference to confirm their recommendation for a particular Home Care Package level. 
The Guidance Framework is published on the Department of Health and Aged Care website and can be accessed through the following link: Guidance Framework for Home Care Package Level.
About the Guidance Framework
The Guidance Framework reflects information about a client’s needs, as indicated by the frequency, intensity and complexity of services required, and the extent to which these needs are being met. This information is collected as part of the comprehensive assessment. 
The Guidance Framework is split into two stages:
· Stage 1 – Identification of the client’s needs
· Stage 2 – Understanding the extent to which the client’s current needs are being met.
The Guidance Framework may be more helpful for less experienced clinicians. However, it could be a valuable review mechanism for all clinicians in reviewing or considering an assessment using their clinical expertise.


Stage 1: Identification of Client Needs
Structure of Stage 1
Stage 1 of the Guidance Framework is a matrix style document including levels, domains, categories and descriptors. Stage 1 is aligned to the Integrated Assessment Tool (IAT) and is used by clinical assessors when conducting a comprehensive assessment, to assist in identifying the client’s current needs.
The matrix includes three Commonwealth subsidised aged care programs: Commonwealth Home Support Programme (CHSP); Home Care Package (HCP) Level 1, 2, 3, 4; and Residential Care. 
[image: ]CATEGORIES
DESCRIPTORS
LEVELS

Levels
The HCP section of the matrix is divided into the four HCP levels: 1, 2, 3 and 4. These represent packages of aged care services for people with:
Level 1: basic care needs
Level 2: low-level care needs
Level 3: intermediate care needs
Level 4: high-level care needs
Domains
The matrix is divided into five domains, aligning with the IAT:
· Medical 
· Social
· Physical
· Psychological, and
· Complexity / Vulnerability.
Categories
Within each of these domains are several categories. These categories do not include all those addressed in the IAT, as it is not intended to be a repeat assessment. Instead, it includes those categories that the clinical assessor stakeholder group felt were the most important factors to consider when determining the appropriate level for a Home Care Package.
For example, the key categories under the physical domain are:
· Function – Activities of daily living (ADLs) and instrumental activities of daily living (IADLs) - includes activities such as eating, taking a bath or shower, toileting, going shopping, preparing meals and undertaking housework.
· Physical health and frailty, and
· Personal health.
These categories align to questions from the IAT. For example, the ‘physical health’ category under the ‘Physical’ domain aligns to several questions, including:
· Sensory concerns 
· Swallowing difficulties
· Slips, trips and falls
Other categories may align predominantly to one question in the IAT, for example the ‘family and other support networks’ category, under the “Social” domain aligns to the questions in the Duke Social Support Index (DSSI).
Descriptors
Under each domain is a list of associated categories and corresponding descriptors for each package level: 1, 2, 3 and 4. 
Broadly, across each of the levels, the frequency or level of ability described in the Guidance Framework is consistent:
· Level 1: no or minimal (infrequent) assistance or management, intermittent intervention, no complexity or risk of vulnerability. 
· Level 2: moderate (regular – it happens at predictable intervals such as once a week) assistance or management, minimal (infrequent) intervention, low level complexity and/or some vulnerability concerns. 
· Level 3: high level (frequent – it happens often) assistance or management, moderate (regular) intervention, moderate complexity and/or very vulnerable. 
· Level 4: comprehensive (full) assistance or management is required, frequent intervention, high level complexity and/or very vulnerable. 
A client’s level of ability is likely to vary across the different domains and activities.
Completing Stage 1 of the Guidance Framework
You may wish to complete Stage 1 by ticking each of the categories with the appropriate descriptor within each level, which best describes the client’s individual needs and circumstances.  
For example, if when completing the medical domain, the client needs high level (frequent) management to manage their health condition/s, high level (frequent) medication management, and some assistance/monitoring of their allergies, then each of the corresponding descriptors would be ticked as below:
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	MEDICAL DOMAIN 
· The medical domain explores the client’s healthcare connections and health conditions (including mental health and disabilities), and whether these impact on the client’s need for assistance with activities of daily living and social participation.
· The ‘Health Conditions’ category relates to the health conditions the client experiences, which have an impact on their activities of daily living and social participation. It seeks information on the health condition(s); their diagnosis status; the impact of health conditions and the support the client is receiving to manage them. This can be found in the ‘Medical and Medication’ and ‘Frailty’ sections of the IAT.
· The ‘Medication Management’ category relates to the ‘Medical and Medication’ and ‘Function’ sections in the IAT and relates to whether the client is taking any medications to manage their health conditions.
· The ‘Allergies and/or Sensitivities’ category relates to whether the client has and/or had allergies and/or sensitivities such as to food, medication and environmental allergens. This can be found in the ‘Advanced Medical Assessment’ section of the IAT.
· Recommended considerations are the:
· Client’s health conditions, the cause and length of time the client has had the health condition, the specific impact it has on the client, and any treatment or medical specialist oversight of the condition.
· Client’s pre-existing conditions such as arthritis, hypertension (high blood pressure), recent diagnosis of dementia or another physical, neurological or mental health condition/disability.
· Types and amount of medication the client takes including creams/lotions, eye drops, natural therapies and injections.
· Client’s allergies and/or sensitivities such as food, medication and environmental allergies and/or sensitivities.  
· Reactions the client may have if they come in contact with the allergens and/or sensitivities and whether they have a severe reaction or one that they manage themselves.

	Stage 1 Guidance Framework categories and descriptors
	Explanation

	Health Conditions
1 No or minimal (infrequent) management needed
2 Moderate (regular) management needed 
3 High level (frequent) management needed
4 Complex management needed
	· This category refers to whether the client has any health conditions that impact on their daily activities, identifying the client’s primary health condition, and recording the diagnosis status of the health condition.
· As people age, they are more likely to experience multiple, and more complex health conditions that impact on how they complete day-to-day activities.
· The descriptors relate to the amount of management the client requires for their health conditions. Consideration should be given to the type and frequency of assistance the client needs to manage the condition, and the extent to which the client’s health conditions impact on their need for assistance with activities of daily living and social participation.

	Medication Management
1 No or minimal (infrequent) medication management needed
2 Moderate (regular) medication management needed
3 High level (frequent) medication management needed
4 Complex medication management needed
	· This category refers to whether the client is taking any prescribed medication to manage their health conditions and whether they can take their own medication or need assistance.
· Medications may have been recommended by the client’s doctor, specialist or pharmacist. In some instances, they can also be self-prescribed.
· Factors to consider are whether the client:
· needs to measure the medication prior to taking it, 
· is able to take the right doses of medication at the right time,
· needs some assistance, for example if someone prepares their medication or prompts with a reminder, or
· is completely unable to organise, dispense or take their own medication and/or has compliance issues with their medication regime.
· The descriptors relate to the amount of management the client needs to manage their medications.

	Allergies and/or Sensitivities
1 No or minimal assistance/monitoring
2 Needs some assistance/monitoring
3 Needs frequent assistance/monitoring
4 Unable to manage – full assistance needed
	· This category refers to whether the client has any allergies or sensitivities. 
· The descriptors relate to the amount of assistance the client requires to manage their allergies and/or sensitivities.



	PHYSICAL DOMAIN
· The physical domain explores aspects of the client’s function, physical health, personal health and frailty. 
· The ‘Function’ category relates to the client’s ability to complete activities of daily living and seeks information on how the client undertakes these activities and whether the client needs assistance with these activities.
· The ‘Physical Health and Frailty’ category relates to aspects of the client’s physical health. It seeks information on sensory concerns; communication difficulties; slips, trips and falls; any illnesses and ability to walk unaided.  
· The ‘Personal Health’ category relates to aspects of the client’s personal health. It seeks information on oral health; swallowing; skin conditions; pain; sleep; physical activity; alcohol use; and tobacco use.
· Recommended considerations are:
· Clients’ ability to complete activities of daily living without help, with some help or completely unable.
· Client reporting low vision or blindness, hearing concerns or speech concerns, and whether they use aids.
· Number and cause of any falls the client has had in the past 4 weeks and in the past 12 months.
· Client concerns or problems with oral health, swallowing (dysphagia), appetite, weight loss and/or fluid intake, skin conditions, pain, sleep, physical activity, alcohol consumption or tobacco use.

	Stage 1 Guidance Framework categories and descriptors
	Explanation

	Function – ADLs and IADLs
1 Minimal assistance needed
2 Moderate (regular) assistance needed
3 High level (frequent) assistance needed
4 Comprehensive assistance needed 
	· This category relates to if/how the client:
· gets to places out of walking distance, including whether they drive a motor vehicle,
· undertakes housework and the intensity of this housework (eg. light, moderate or heavy),
· goes shopping 
· prepares meals
· takes medicine
· handles money
· uses the telephone
· uses other communication devices
· uses online services
· operates their wheelchair (if applicable)
· climbs stairs
· bathes or showers
· dresses themselves
· grooms themselves
· eats
· transfers, and 
· toilet use, including incontinence considerations (if applicable).
· The descriptors relate to the amount of assistance the client requires when performing these activities. 

	Physical Health and Frailty
1 Minimal management needed
2 Moderate (regular) management needed
3 High level (frequent) management
needed
4 Specialised management needed
	· This category refers to whether the client:
· has any sensory concerns or difficulties with their vision, hearing or speech,
· unintentional weight loss,
· has the ability to walk unaided,
· Has had any slips, trips or falls in the past 12 months, and/or
· has a one of the following illnesses: hypertension, chronic lung disease, angina,  kidney disease, diabetes, heart attack, asthma, cancer, congestive heart failure, arthritis. 
· The descriptors relate to the amount of assistance the client needs to manage any of these aspects of their physical health.

	Personal Health
1 Minimal management needed
2 Moderate (regular) management needed
3 High level (frequent) management
needed
4 Specialised management needed

	· This category refers to whether a client:
· Has oral health concerns such as problems with teeth, mouth or dentures
· Has problems swallowing (dysphagia)
· Has any foot problems that affect their ability to walk or move around
· Has any major skin conditions
· Experienced any pain or discomfort during the past four weeks, whether this pain has impacted their day-to-day activities and the strategies the client uses to manage the pain (if applicable).
· Experiences any difficulties sleeping
· Drinks alcohol, and
· Currently smokes daily or frequently.
· The descriptors relate to the degree of management assistance needed by the client, to manage particular aspects of their personal health.




	SOCIAL DOMAIN 
· The social domain explores aspects of the client’s family, community engagement and support and current care arrangements (if any).
· The ‘Social and Community Participation’ and ‘Family and other Support Networks’ categories are from the questions in the Duke Social Support Index or Good Spirit Good Life Tool of the IAT and relate to the relationships and activities that are important to the client, and how they are maintained.
· The ‘Sustainability of Caring Relationships’ category is from the ‘Carer Profile’ and ‘Respite and Emergency Care’ sections of the IAT, and relates to the sustainability of the caring relationship (the informal support being provided to the client, and the informal support being provided by the client); whether the client has accessed respite and whether the client has an emergency care plan in place.
· Recommended considerations are:
· Client involvement in community-based activities, special interest groups and/or interests or hobbies
· Assistance or supervision client is receiving in order to participate in community-based or recreational, cultural or religious activities; attending day centres, managing finances and writing letters.
· Family situation and relationship with close family (partners, children) and extended family
· Engagement with social/community groups, clubs etc.
· Recent changes in the client’s family, cultural and social situation
· Client experiencing loneliness and/or social isolation
· Sustainability of carer arrangements without additional services or supports (this refers to the sustainability of both the carer in their caring role and the client in their caring role)
· Client currently in or has been in receipt of respite in the past 12 months.  

	Stage 1 Guidance Framework categories and descriptors
	Explanation

	Social and Community Participation
1 Minimal assistance needed
2 Moderate (regular) assistance needed
3 High level (frequent) assistance needed
4 Unable to engage without full assistance
	· This category relates to the types of activities the client undertakes, and the assistance they receive in order to complete these activities. Examples of activities include shopping, banking, participating in recreational, cultural or religious activities, attending day centres, managing finances and writing letters.

	Family and other Support Networks
1 Connects with minimal assistance
2 Connects with moderate (regular) assistance
3 Social isolation – minimal contacts
4 Social isolation – no contacts
	· This category refers to whether the client has existing personal and family support networks.
· Having meaningful relationships and social connections is important for clients to achieve and maintain quality of life and prevent social isolation.  It is important to understand relationships that are important to a client and how they are maintained.


	Sustainability of Caring Relationships
1 Carer needs occasional support
2 Carer needs moderate support at regular intervals
3 Signs of carer stress – high level (frequent) support needed
4 Unsustainable caring arrangements – comprehensive support needed
	· This category relates to both the Carer and Client as a Carer sections of the IAT. It seeks information on the sustainability of the caring relationship (the informal support being provided to the client, and the informal support being provided by the client); whether the client has accessed respite and whether the client has an emergency care plan in place.
· Carers can be a physical and social enabler that is integral to ensuring the quality of life and independence of the older person. In recognition of the vital role that carers play in supporting older people to remain living at home and in the community, a number of carer specific programmes are funded by federal and state and territory governments (such as planned respite services delivered through the Commonwealth Home Support Program). These programmes provide carers with assistance and support to maintain their caring role.





	PSYCHOLOGICAL DOMAIN 
· The psychological domain explores the client’s cognition, changes in behaviour and psychosocial wellbeing.
· The ‘Cognition’ category relates to changes the client has experienced in relation to their cognition. It seeks information on changes in memory and thinking; changes in personality; changes in behaviour; and assistance with decision making. This can be found in the ‘Cognition’ section of the IAT and includes assessment tools such as the GPCog, and KICA-Cog for Aboriginal and/or Torres Strait Islander clients.
· The ‘Behavioural Management Issues’ category relates to management of behavioural issues such as aggression, wandering, agitation, resistive behaviour hallucinations/delusions and sleep disturbances. This can be found in the ‘Behaviour’ and ‘Personal Health’ sections of the IAT.
· The ‘Psychosocial’ category relates to the client’s mental health and social wellbeing. It seeks information on feelings of nervousness or depression; and feelings of loneliness or social isolation. This can be found in the ‘Psychological’ and ‘Social’ sections of the IAT.
· Recommended considerations are:
· Changes in memory and thinking the client may have experienced or any concerns reported by a carer or family.
· Client presenting as agitated, aggressive, suspicious, repetitive or inappropriate.
· Indications that a client’s behaviour has changed. Changes can include aggression, wandering, inappropriate exposure, hoarding, agitation, hallucinations and delusions. 
· The feelings experienced by the client and the frequency of the feelings (a little of the time, some of the time, all of the time).

	Stage 1 Guidance Framework categories and descriptors
	Explanation

	Cognition
1 No or minimal impairment evident
2 Mild cognitive decline
3 Moderate cognitive decline
4 Severe cognitive decline
	· This category refers to whether the client has had any changes in their memory, judgement and thinking.
· Cognitive decline can have a major impact on a client’s functional abilities and can lead to a loss of autonomy and capacity to function independently.
· The descriptors used reflect the degree of cognitive decline (if any) as it relates to the outcome of the GPCOG and KICA-Cog tools, as well as how cognitive impairment impacts the client’s ADLs and IADLs, how they sequence tasks, communication and memory. For example, a client with mild cognitive decline may have problems with driving, finances or shopping, loses track or goes off topic when talking. A client with moderate decline may need assistance sequencing dressing and grooming, use vague terms or fragmented sentences. A client with severe decline may have problems with eating and walking, speech disturbances and memory deficits. These are general guidelines and there will be individual variability.  
· The scores of the GPCog Step 1 are as follows:
Score = 9 no cognitive impairment, interview not necessary 
Score = 5–8 proceed to informant interview (GPCog Step 2) 
Score = 0–4 cognitive impairment, interview not necessary.
· The score of the GPCog Step 2 are as follows:
Score = 4–6 no cognitive impairment 
Score = 0–3 cognitive impairment detected

· The KICA-Cog Regional Urban Cognitive Assessment will yield a score out of 39. A score of 33/39 and below indicates possible dementia.   
· The KICA- Carer yields a score our of 16. A score equal to or greater than 3/16 requires further investigation. 


	Behavioural Management Issues
1 No issues or issues well managed with intermittent intervention
2 Issues require minimal (infrequent) intervention
3 Issues require moderate (regular) intervention
4 Issues require frequent intervention
	· This category refers to the management of behavioural issues.
· Problem behaviours include those that are difficult to manage and may have a significant impact on the carer as well as the client’s ability to live in the community. 
· For example, being demanding, uncooperative, agitated, prone to wandering, aggressive behaviours. Also included are harmful behaviours directed at self (self-neglect and/or self-harm), or others (verbal and physical abuse), sleep disturbance and mood swings.
· The descriptors relate to the amount of intervention required for any behavioural issues.

	Psychosocial
1 No issues or issues well managed with intermittent intervention
2 Issues require minimal (infrequent) intervention
3 Issues require moderate (regular) intervention
4 Issues require frequent intervention
	· This category refers to whether the client experiences feelings of nervousness or depression, and whether intervention is required to assist the client in managing these issues.
· Feelings of nervousness can be expressed as feeling anxious, worried, edgy, jumpy, panicky or uneasy.
· Feelings of being depressed can be expressed as feeling unhappy, ‘blue’, down, miserable, dejected, low, disheartened or sad. 
· The descriptors relate to the amount of intervention required for any psychosocial issues.
· The scoring of the Geriatric Depression Scale is as follows:
· 0-4 normal; 5-8 mild depression; 9-11 moderate depression; 12-15 severe depression.




	COMPLEXITY/VULNERABILTY DOMAIN
Complexity and vulnerability forms part of the ‘Support Considerations’, ‘Financial or Legal’ and ‘Home and Personal Safety’ sections of the IAT. The questions in this section assist to identify the complexity of a client, and their risk of vulnerability, indicating a potential need for linking support. Clinical assessor judgement also plays a significant role, as the presence of the same risk in different people may signify varying degrees of vulnerability.

	Stage 1 Guidance Framework categories and descriptors
	Explanation

	Complexity and/or Risk of Vulnerability
1 No complexity or vulnerability concerns
2 Low level complexity and/or some vulnerability concerns
3 Moderate complexity and/or very vulnerable
4 High level complexity and/or extremely vulnerable
	· This category refers to the complexity of a client and their risk of vulnerability.
· The Financial and Legal section has been added with the introduction of the IAT. It includes questions about any financial or legal issues the client has (if applicable) including decision making capacity, whether they have a Power of Attorney, who assists them to make health and financial decisions, whether they have an Advanced Care Plan or are subject to a Mental Health Act order. 
· The complexity indicators include:
· Client living in inadequate housing or with insecure tenure or is already homeless which compromises their health, wellbeing and ability to remain living in the community
· Risk of suspected abuse or there is confirmed abuse
· Client has emotional or mental health issues that significantly limits self-care capacity, requires intensive supervision and/or frequent changes to support
· Client is experiencing financial disadvantage or other barriers that threaten their access to services essential to their support
· Client has experienced adverse effects of institutionalisation and/or systems abuse (e.g. spending time in institutions, prisons, foster care, residential care or out of home care) and is refusing assistance or services when they are clearly needed to maintain safety and wellbeing
· Client is exposed to risks due to drug and/or alcohol related issues and likely to cause harm to themselves or others
· Client is exposed to risks or is self-neglecting of personal care and/or safety and likely to cause harm to themselves and others
· Client has a memory problem or confusion that significantly limits self-care capacity, requires intensive supervision and/or frequent changes to support
· Risk of vulnerability includes:
· Client belongs to a population cohort who is at risk of vulnerability:
· Aboriginal or Torres Strait Islander
· Veteran
· Change in family/carer support arrangements
· Refugees, asylum seekers or recent migrants without support
· Lesbian, Gay, Bisexual, Transgender, Intersex or other gender diverse individuals
· Culturally and linguistically or ethnically diverse individual
· Socially isolated individual
· Client has one or more areas of complexity that impact on their ability to live independently in the community
· Risk or issues need to be immediately addressed in order to prevent further deterioration
· Client’s level of complexity is impacting on their ability to access aged care services.
· The descriptors relate to the level of complexity and/or vulnerability of the client.




Stage 2: Identifying package levels 
Stage 2 of the Guidance Framework is a diagram defining each level of care, demonstrating that as complexity, vulnerability, risk and frequency increases, so does the package level and corresponding package value. Stage 2 is used to assist in understanding the extent to which the client’s needs (as identified in Stage 1) are being met, and as a result, inform recommendations for the most appropriate package level to meet the client’s current need.
Structure of Stage 2
[image: ]
Care type
The diagram includes three Commonwealth subsidised aged care programs; Commonwealth Home Support Programme (CHSP), Home Care Packages (Level 1, Level 2, Level 3, Level 4) and Residential Care.
Descriptions are provided for each care program, and for each HCP level. Within each of the HCP levels, the domains are ‘bold’ to demonstrate the predominant areas of need that may be met, and examples of the services that may be included, through each package of aged care services. For example:
· Level 1 provides assistance with activities predominantly from the Social and Physical domains.
· Level 2 provides assistance with activities predominantly from the Social, Physical and Medical domains. 
· Level 3 provides assistance with activities predominantly from the Social, Physical and Medical domains and may also need intervention for needs identified in the Psychological domain. 
· Level 4 provides assistance with activities from the Social, Physical and Medical domains, and needs are identified in the Psychological domain with a high level of complexity/vulnerability.  
Considerations
Considerations have been included to assist clinical assessors in determining the ‘tipping point’ between one level of care and another.
Interpreting the Guidance Framework
Together, Stage 1 and 2 of the Guidance Framework should provide a sense of the client’s range of care needs and the extent to which they are currently being met. This will assist in determining the most appropriate package level recommendation, based on the client’s current needs.
The point of reference for completing the framework is not derived from responses to specific questions but rather an overall clinical judgement, taking into account all information collected at the time of assessment.  
For example, if on balance the client’s results are mostly level 2s and the client’s needs are not being met through current formal/informal support arrangements – this will likely indicate that the appropriate Home Care Package is also a level 2. However, there may be some factors, such as function (ADLs and IADLs) or continence that could substantially impact on the package level required. So, for example, if a client scores mostly 2s but scores as a 4 in one or both of these categories, and the client’s needs are not being met through current formal/informal support arrangements, the Home Care Package level required could be higher due to requiring more frequent services or needs not currently being met.
In the previous example (in the ‘Completing Stage 1 of the Guidance Framework’ section), the client had mostly 3s in the medical domain with one 2. If, looking holistically at the remainder of the Guidance Framework the client also had mostly 3s, and the client’s needs were being partially met through current formal/informal support arrangements, then depending on your clinical judgement and assessment, it may be that the client is recommended for a Home Care Package level 2. 
As another example, a client who is generally managing well (i.e. mostly level 1s) but has a few level 2s, may be recommended for a level 1 overall, depending on the types of areas where the client requires assistance, and the current formal/informal support arrangements.
If you would like to provide feedback and suggestions about the Guidance Framework, you can email MyAgedCare.Assessment@health.gov.au
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LCECEReICl  Assessor Guidance Framework for Home Care Package Level - Stage 2

This guide has been developed for and with clinical needs assessors to inform and support their decision making when recommending a specific Home Care Package level.
This diagram forms Stage 2 of the guide, and is used to assist in understanding if the client's current needs (as identified in Stage 1) are being met.

Key:
o
faerleni
G
i
CARE TYPE ESIDENTIAL CARE Rl i
e Wity
i e b e b o bk
e Ve o e
e ] e . o
et v ol o o T o oo Gl e
e et gl o e s Prncples 3034
e = hecin ety b kot GO Senes a2 P vl Lt 5 CONSIDERATIONS

etemined that I 5o anger sfefo the lent o remoln g ncepercenty.

I

e 4
Complex rursing car for
asistance with acttes

precominantly from the soca,

Level 4
$59,500

Level 3 Physcal and Medicaldomain.
Needs dentfedinthe
$39,000 ntermedite Level o Home Ce b
Coortinted rondsoncarefor /7 prsent wit a high el o
reauen: ssistance wih compiectyMinerbiey.
Level 2 s ey 91 7 e s monsgemertof
$18,000 LowLevel of Home Care T iteead 7, sema pan i,
Coordinationofserviesto /) tevention or needSIentied /. i e nees ssitanee
provde reger asstance weh ~ Inthe payehcloical doman i e
Level 1 U predomeaniy 00 77 qepien s s ightene ybiidn
e Social Physealnd e
$10,000 Phekds 777 monagement fox neantinenc,
2 [ —
Basclewlofbome Gre 7/ servicsssuch s nfreusnt coordneted mansgemertol
Some coodnatonrequtecto 7/, personl care, medication Lenavioura or saety sues.
<$10,000 ‘deliver senvces to assist with ‘management and social
aciities predominatly from sppor Aol moderte
e e Sodalond Pyl domais. ssistancewih ctivies uc
T etz s
R (such s grden maneerance, Sericessuth a led heslth,
T minko house deaningor meals on socialsuppors o ransport could Eis Fore iy
P “wheet) whichconbe 7. o ncluced, o well s mivnal

Celivered incpenderty

‘assstance with undertaking

wihout 3 requirement for housework or preprng meals
cocrdination or case Consider clentecs (2 derfed Urough assessmer), and th extent 1o hich ey are bengret hrough currert formalfcrmal support
management. arangerments when deermining fecommendaton o HCPeve 14.
Shouid focus on weliness and/ Considrsion shoukd 5o b ghven 8o sustainably of caer arangements nthe enmeciae e, when recommendin  higher o lower levelHCP.
orreatiement tahelp older

peaple stay independent and
satein e ow e,

coordinatedshre and warstion o
g coonated care delnernc
g P Lave 1

Complexity/Vulnerability/Risk/Frequency  =—————————y




image6.png
myagedcare Guidance Frameworkfor Home Care Package

i g hs besn developed fo and withclial e ssstor 0 for and Tt their Gecisan aking whencammending  spcifc Home Care Packags (HCP) lvel.Thimat forms Sage 1 of the g, ad A 12 st enting th lents curent nesds. Formare nformatin see the
iy 253 Cor Asessrart anua!

Client Full Name:. Aged Care ID: Date of Birth:

Assessor Full Name:, Outlet Name: Assessor Signature:, Date:

MepicaL f psveoLosica e VOINERRBINY
CEAMONEALTH OV SUPP T PROGANMMAE G112 & e e i e ot e g o S e e Pt et s e e 287 i A
e e & coton
Noor minima infrequent) management | () Function ~ADLs and ADLs «Q Social and Community Partiipation No or minimal impairment O Compleity anc/or Riskof Vanerabiy
O fecced Minimal assstance needed Mkl assstance nisded] ‘No compiexity or vlnerabilty concerns.
S
T O Phwsial st ard iy @ Familyand other Support Networks Nofssues or sues wellmanaged with
Level1 O Noor minima frequent) medicaton Minimal management needed Connects with miniml assistance. intermittentntervention
empra ey
o= O Peronaiesn () sustinabiltyof Caring Relatonships O Pohosacil
O ppegessmior s e oty R
K Coenition and/or Risk of Vulnerat
P O pomerson e T VITD U - O Gty ke Wity
H = Mogerate regularassistance needed Moderate assistance needed nersbIiy meneetra
H e — @
3 evelz O sedicsionsaseans Pt iy O Family and other Support Networks Issues require minime (nfrequent)
H et SRy e || © R ==
2 Pecsonalestth O sustainabily of Carng Relationships el
s O Allergies and/or Sensitivities. o] ps s mode i o
K B R e e St | RO 2 et gt
< oo B L
H
S s o —
& R || O sotmacommmtyparisten | ORI Compestyanfe sk vy
£ D [l I Ol
H Physical Health and Frailty o) Behavioural Management Issues. Vuinersole
3 s Ot i | O ambyadthersupor etrs e e
5[ Level3 ® e needed. LI interventon
H = o sttt
- personalealth e ol Paychosocil
H ® Cromerr O it e e S s gyt O
o Needs frequent assistance/monitoring. needed {frequent) support needed Intervention
e T v
O PReT— @ B || g Q Sty ket Vel
Comprehensive assstance needed Severe cognitive decine Al
. 0 ety st
Level4 O Comples mcication management © P Hestsna iy Soclslstion- noconacs ) Bl Managemnt sues
e e s
e
O Allergies and/or sensitivities ( Personal Health Unsustainable caring arrangements — O Povehosocial
e S —— e e e ——
=

RESIDENTIAL CARE - Faicenlcr bl o clant it  conion o fraty r sy raqirn coninong perons s, who 50 sl o i 1 5 Sommany whout sor
gty i datrmines g an ssasint o re cants i, ey, nchaegcl and sl <rcustanes e dancs o racics ord o ssere o s o physa los: sbierc s ool areorings sbsence o o of s upctnng of
éanc st th pasrs o o b s e ¢ ST . parion 44T e S e A o  YOLe prio, ot U (ere 3 1 3 AP cre s o seces 1 et the S s

Version 4.0




image7.png
myagedcare

Assessor Guidance Framework for Home Care Package Level - Stage 2
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This guide has been developed for and with clinical needs assessors to inform and support their decision making when recommending a specific Home Care Package level.
This diagram forms Stage 2 of the guide, and is used to assist in understanding if the client's current needs (as identified in Stage 1) are being met.
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