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 Service Integration Initiative 

The Service Integration Initiative (SII) aims to improve collaboration and integration of housing, 
homelessness and broader service system responses for people experiencing or at risk of 
homelessness.  

The SII is part of the Coordinated Housing and Homelessness Response (CHHR). The CHHR is in 
operation across the State with a backbone of support available to all housing and homelessness 
networks. In nine locations (Cairns, Townsville, Mackay, Sunshine Coast, Moreton Bay, Brisbane, 
Redlands, Logan and Gold Coast) Place Based Response Teams and the SII are in operation.  

Coordinated Housing and Homelessness Response  

Place-Based Response Teams 

- Led by Regional Directors 

- Care Coordination Facilitators are 
members 

Service Integration Initiative 

- Backbone Support (State-wide) 

- Care Coordination Facilitators 

- Care Coordination Groups (some existing 
and some new) 

 

 Service Delivery Framework 

This Service Delivery Framework (the Framework) articulates the intent, approach, principles and 
pillars for good practice care coordination under the SII. 

It is a resource for Care Coordination Facilitators (CCFs) and local Care Coordination Groups 
(CCG) to support the governance, operation and approach to working with clients to provide 
integrated service responses at the local level.  

  Purpose of the Framework 

Acknowledging place-based differences and to support evaluation of SII, the Framework is intended 
to provide details on the minimum standards of process, practice, and reporting while encouraging 
locations to add value by expanding their contributions beyond that described in this Framework. 

Aligning with a Collective Impact (CI) approach and continuous quality improvements this framework 
will be regularly reviewed by Q Shelter and key stakeholders to incorporate the collective learnings 
from implementation of the SII and evidence-based research. 

 Backbone Support 

Q Shelter has the backbone role to provide support, advice and assistance to housing and 
homelessness networks and care coordination groups operating across Queensland, including 
capability building, development of standard inputs, enabling and facilitating a consistent data 
collection approach and the leading the evaluation of the SII.   
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  Care Coordination Groups  

Care Coordination Groups (CCG) have emerged as a response to the needs of people who are 
experiencing or at risk of homelessness. CCG bring together front-line staff from specialist 
homelessness services, community housing providers, Housing Service Centres and other support 
services to refer people with high and complex needs who require multi-agency care coordination.  

These groups have varying models and approaches to respond to local needs, with varying levels of 
formality, structure and mechanisms to measure and report outcomes.  

  Care Coordination Facilitators 

Each SII location has a funded placed-based Care Coordination Facilitator (CCF) position, with two 
funded positions in Brisbane.  

Auspice arrangements, by location 
 

Priority location Host Auspice Third party 
CCF 

commencement 

Cairns - Q Shelter - March 2020 

Townsville DHPW - - December 2019 

Mackay - Q Shelter - March 2020 

Sunshine Coast - IFYS - March 2020 

Moreton Bay - Encircle - April 2020 

Brisbane - Q Shelter - March 2020 

Redland - RCC - April 2020 

Logan - Q Shelter - March 2020 

Gold Coast^ - GCHN Queensland Council of Social Services (QCOSS) May 2020 

^ Interim DHPW hosted CC from December ’19 – April ’20.  

The CCF will support and strengthen new and existing care coordination groups and networks and 
strengthen local service systems responses in the following ways: 

 Develop and promote greater integration and collaboration across government and non-
government sectors to strengthen multi-disciplinary responses to meet the needs of homeless 
clients and/or those at risk of homelessness.  

 To develop systems and processes to underpin integrated services in the region, including the 
establishment of governance arrangements, terms of reference and mechanisms to support 
greater integration and collaboration.  

 Establish and maintain productive partnerships with and across government and nongovernment 
service sectors across the region to ensure effective communication, negotiation and information 
sharing to address the needs of homeless clients, and/or those that are at the risk of 
homelessness.  

 Ensure systems and processes enable the evaluation of outcomes and impacts of care 
coordination approaches and potential improvements/refinements made in the region. 

 Collaborate and constructively engage with the state-wide backbone support role to build and 
continuously improve the local care coordination approach.  

 Contributing to accurate data collection and analysis, using any available tools and resources, 
and learning and development opportunities. 
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 SII Approach 

The SII draws on the Functional Zero and Collective Impact approaches. An overview of Functional 

Zero is available at the following links: 

 https://www.ahuri.edu.au/research/ahuri-briefs/What-does-Functional-Zero-mean-in-relation-to-

homelessness   

 https://community.solutions/functional-zero/  

Links to Collective Impact can be found at: 

 https://aifs.gov.au/cfca/publications/collective-impact-evidence-and-implications-practice/what-collective-

impact 

 https://socialoutcomes.com.au/toolkit/collective-impact/  

1.6.1 Principles 

The SII is guided by the following service delivery principles: 

Person-Centred 

 Informed and planned around the needs and preferences of the individual with 
consideration for the individual’s experiences, culture, and capability. 

 Individuals are supported in demonstrating their right to self-determination and 
considered a central, active member of the care coordination process.  

 Service systems are responsive to individual and cohorts. 

Place-Based 

 Integrated services approaches are designed and operated at the local level. 

 Local decision making about the needs, care and support of individuals.  

 Highly collaborative, bringing together and leveraging local expertise and resources 
across community, non-government, government and private sectors. 

 Service systems wide integration of local services around local needs. 

Outcomes-Focused 

 Captures and analyses meaningful client outcomes. 

 Driven by quality sustainable outcomes for clients, rather than client quantity. 

 Service system contributors working toward shared outcomes for the individual.  

 Recognising the complexity of measuring outcomes in human services and 
including qualitative data and collaborative approaches to understand data. 

Evidenced-Based 

 Informed by empirically supported assessments and responses in the day to day 
support of individuals. 

 Practice will be both informed by evidence-based approaches and contribute to the 
development of evidence-based approaches. 

 Approaches that consider professional ethics and practice, as well as the personal 
and cultural values and judgements of individuals that are being supported. 

Continuous improvement 

 A culture of continuous improvement, embedded in operations and governance. 

 Systems and processes will be reviewed regularly to ensure contemporary. 
evidence-based practice methodologies are in place. 

 Supports workforce capability building opportunities and the development of tools 
and resources to implement continuous improvement across Queensland.   

 Promotes collaboration between and within service systems to support continuous 
quality improvement and improve client outcomes. 

https://www.ahuri.edu.au/research/ahuri-briefs/What-does-Functional-Zero-mean-in-relation-to-homelessness
https://www.ahuri.edu.au/research/ahuri-briefs/What-does-Functional-Zero-mean-in-relation-to-homelessness
https://community.solutions/functional-zero/
https://aifs.gov.au/cfca/publications/collective-impact-evidence-and-implications-practice/what-collective-impact
https://aifs.gov.au/cfca/publications/collective-impact-evidence-and-implications-practice/what-collective-impact
https://socialoutcomes.com.au/toolkit/collective-impact/
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1.6.2 Service delivery pillars 

The SII service delivery framework is driven by the following pillars: 

Alliance at the local level 

 Each location brings together an alliance of committed community services, non-
government and local government agencies that, as a collective will provide       
multi-disciplinary responses for individuals with complex needs. 

 The alliance tailors service systems responses to individual and cohort needs and is 
focused on designing a system that delivers sustainable client outcomes. 

 The alliance uses a ‘no wrong door’ style approach during the referral process. 

 The alliance actively supports the co-design, implementation and continuous quality 
improvement of local integrated services approaches. 

Sustaining outcomes 

 Actively contributes to housing outcomes and broader socio-economic outcomes to 
support tenancy sustainment.  

 Short, medium and long-term client outcomes are measured and appropriate     
follow-up mechanisms are in place to ensure the sustainability of outcomes. 

 Led by a holistic view of the needs identified by the individual and with respect for 
the individual’s experiences, culture, and capability. 

 Reducing inflow of repeat service users and increase in sustainable, person-centred 
outcomes. 

 Addresses service system gaps and implements service system improvement to 
support tenancy sustainment for individuals and / or for cohort, where a cohort 
service system response is appropriate.   

Collaborative impact 

 Collaboration across the local service system and with other key stakeholders. 

 Working with and building on established local mechanisms and services.   

 Engaging with specific service domains to address issues at the local level.  

 Local promotion of care coordination groups to optimise engagement. 

 Open and consistent communication. 

 Action orientated learning: Build – Measure – Learn. 
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 Service Delivery Models 

  Backbone support 

The backbone support role is auspiced by Q Shelter and is based in Brisbane.  

2.1.1 Provision of regional support 

The backbone support role provides support to each CCF in the following formats: 

 Remote support (telephone and email) 

 Audio/visual support (Zoom, Skype, Teams) 

 Place-based support 

In supporting each CCF, the backbone support role provides the opportunity for: 

 Weekly CCF check-in 

 Weekly state-wide link-in 

 Monthly work/milestone reflection and planning session 

 Monthly auspice meeting 

 Bi-monthly Community of Practice 

 Specific supports related to framework, tool or resource development 

 Learning and development 

2.1.2 Initiative framework development 

The backbone support will facilitate drafting, implementation and availability of the following: 

 Governance framework 

 Service delivery framework 

 Action research framework 

 Communication and engagement plan 

 Workforce development plan 

These documents will be shared with all SII locations and the broader service landscape as 

requested to inform delivery at the local level.  

Local context is important in delivering place-based care coordination.  These frameworks have 

been established to ensure that the initiative principles and commitments are embedded into each 

location practice, process and reporting methodologies.  

2.1.3 Action Research framework 

In testing the effectiveness and impact of the SII, the backbone role will lead the development and 

implementation of an Action Research framework.  

The design phase will include auspice organisations and DHPW. As an outcome, the following will 

exist: 

 Initiative program logic 

 Initiative action research framework 

 Reporting guidelines 

 Reporting map 

The development and implementation of the action research framework will be supported by ISSR.   
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2.1.4  Communication and engagement plan 

The backbone role will develop a communication plan in collaboration with auspice organisations 

and DHPW and utilise dedicated-location pages on The Deck. 

2.1.5 Workforce development plan 

The backbone role will identify and capture capability building opportunities through engagement 

with CCF, care coordination group stakeholders and the broader service sector. 

Opportunities will be provided through a range of means, such as: 

 Q Shelter hosted training and development workshops 

 Q Shelter hosted forums 

 Q Shelter facilitated training and developmental workshops 

 Learning and development opportunities identified aligned to SII and sector need 

2.1.6 Tools and resources 

Acknowledging that each location has a differing level of coordination sophistication, the backbone 

role will provide support to review and develop tools and resources, as needed, including: 

 Consent and referral templates 

 Agenda and summary notes templates 

 Process evaluation tool 

 Stakeholder commitment statement 

 Case study template 

 Survey templates 

 Care coordination document inventory 

 Reporting  

 CMS implementation plan template 

 Service delivery framework template 

 Governance framework and ToR template 

Development of tools and resources will follow a co-design process, ensuring that place-based 
mechanisms are acknowledged, refined or developed capturing local context.  

2.1.7  Auspice organisation and DHPW engagement 

The backbone role will engage with auspice organisations and the DHPW team through an agreed 

schedule and support the auspice organisations to engage at the local level, furthering the 

awareness of the SII.  

2.1.8 Sector engagement 

Beyond the SII, the backbone role will engage and provide support to broader service sector, 

networks, government agencies, peak bodies and other stakeholders during the course of the 

initiative.  

Through Q Shelter’s existing network mechanisms, the backbone role will increase awareness of 

the SII; it’s intent, progress, achievements and outcomes. 

 Remote support (telephone and email) 

 Audio/visual support (Zoom, Skype, Teams) 

 Place-based support 

 Regional representative’s forum (twice yearly) 

 Senior Leaders and CEO forum (twice yearly) 

 The Deck 

 Training events as per Workforce Development plan 
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 Care Coordination Group Operations 

In facilitating care coordination groups, CCF will ensure that the service sector is aware of and has 

the necessary information and resources to access the care coordination process. 

2.2.1  Care coordination stakeholder groups 

Care coordination groups will comprise of an alliance of multi-disciplinary services and agencies that 

are able to consider and respond to referrals as they are presented.  

The alliance should mirror contemporary place-based need and typically be constructed to cover the 

following service domains where required: 

 Homelessness Service - Specialist Homelessness Service  
 Homelessness Service – DFV Specialist Homelessness Service  

 Homelessness Service - Non-SHS  

 Homelessness Service - Reintegration Services – Correctional  

 Housing Service – Public Housing Product 

 Housing Service – Private Market Products  

 Housing Service - Community Housing Provider  

 Health Service – Mental Health  

 Health Service – Drug and Alcohol  

 Health Service – Indigenous  

 Health Service - General  

 Health Service - Aged Care Service  

 Family Service - Child Safety  

 Family Service – IFCC / FACC  

 Youth Service – Youth Justice  

 Youth Service – Exiting Care  

 Youth Service – General  

 Other Support Service - Financial and Budgeting Support  

 Other Support Service - Legal Service  

 Other Support Service - Education, Training and/or Employment Service  

 Other Support Service - Disability support (NDIS assessment) Service  

 Other Support Service - Disability Service   

 Other Support Service - Centrelink  

 Community Service - Domestic and Family Violence Service (Not SHS)  

 Community Service - Aboriginal and Torres Strait Islander Services – General  

 Community Service - CALD Service   

 Community Service – Self Care and Living Skills  

 Community Service – Basic Needs (food etc.)  

 Community Service – Social Relationships and Isolation  

 Community Service – Drug and Alcohol  

 Community Service – General 

 Community Service – Migrant Support  

 Community Service - Advocacy Service 
 

Stakeholder groups should be reviewed and refined according to local need and availability.  
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2.2.2 Care coordination group governance 

Regional care coordination groups are governed and driven at the local level. Each care 

coordination group will be supported by a place-based governance or steering group to promote 

transparency and accountability related to practice and processes. During the course of their duties, 

the collection, management and sharing of personal information must conform to Commonwealth 

and State laws and regulations. Care Coordination governance groups are highly committed and 

bound by: 

 Local Terms of Reference (ToR) 

 Group membership commitment 
 

Each location will design and adopt a place-based framework that will capture local knowledge, 
expertise and service landscape, that will in turn feed into the broader SII governance 
arrangements.   

2.2.3 Care coordination meetings 

Care coordination meetings are structured occasions when front-line staff come together to build 
integrated housing and support (care) plans for people experiencing or at risk of homelessness.  

Care coordination meetings further provide the opportunity for local service system contributors to 
build on the learnings from working with individuals and families with complex needs to identify and 
address service system improvements for these clients. 

CCG meetings work best when there is a mix of agencies involved who bring either direct, relevant 
assistance to the client or a broader base of support to consider all options in building an effective 
plan.  

While CCG membership emphasis is on front-line staff, it can be helpful and encouraging for senior 
staff to also attend providing ideas and to also better understand the barriers to success for people 
at the front-line. 

These meetings have a number of key elements that contribute to their success: 

Deliberate facilitation Facilitated discussion, planning and decision making. 

Active participation From agencies directly involved in assisting the client, specialist experts, broader 
experience, ideas and suggestions from all participants to augment the emerging 
plan. 

Collegial input and 
professional advice 

Eliciting collegial support and professional advice to address barriers and progress 
client outcomes. Planned referrals of clients identified as having complex needs 
and/or who require a multi-agency response.  Referrals can also be intended to 
seek collegial input for a situation that remains complex or where progress is 
difficult. 

Clear and concise 
information 

Presenting relevant information to engage other agencies. 

Documentation in 
clients 

Progress for clients and of outcomes is documented. 

Active follow-up and 
implementation in-
between meetings 

Agencies involved in assisting clients remain highly autonomous in-between care 
coordination meetings ensuring appropriate follow up and connections are made 
in progressing actions within the agreed care plan. 

Ability for off-line case 
conferences 

Where a situation requires a focussed discussion on just one person or household 
usually involving only the agencies directly involved and a supportive facilitator. 
 

Review and feedback Client progress is reviewed at subsequent meetings. Case reviews to understand 
element of success and what impacted situations where success was not 
achieved. Intentional celebration and reporting of success 
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Intentional escalation Intentional escalation to leaders and managers of situations that remain 
seemingly intractable or where a systemic barrier prevents a solution 

Capacity building The care coordination group develops skills, practice, confidence and shared 
understandings that support implementation. Front-line people are more 
supported and confident in their contribution to solutions and that these insights 
and skills are transferrable to other situations. 

Workforce 
development 

Workforce is supported to extend practice and develop broader ways of thinking 
about and doing the work. This can be helped by a considered framework of 
questions that both help understand the situation as it is and generate possibilities 
for the future that have not yet been defined. Just as in client interventions, the 
framework of questions is designed to achieve appreciation for the strengths and 
capabilities of practitioners while also inviting them to expand their horizons about 
what might be possible. 

A repertoire of questions will include: 

 Situation clarifying questions including questions that invite additional 
perspectives on what is happening and why (focussed on the past and 
present) 

 Questions that clarify possible initiatives or interventions (future focussed) 

 Questions that build on possible initiatives and create new possibilities, ideas 
and opportunities (future focussed). 

 

2.2.4  Data management and reporting 

Central to the care coordination process, each CCF has dedicated access to the Customer 

Management System (CMS) in which to collect, monitor and report on data related to the provision 

of coordinated support for people referred to care coordination.  

Each CCF will be trained in the use of the CMS, including the collation of periodic reports aligned to 

the care coordination responses, local level requirements as per place-based governance 

arrangements, and as specified through the SII action research framework.  

The CMS has specific access requirements, and is password protected. In demonstrating the 

purpose of the CMS, the following documents will be in place: 

 Place-based governance framework  

 Initiative action research framework 

 CMS reporting guidelines 

 CMS reporting map 

 Case study template 

Data will be reported to indicate care coordination activity, progress and outcomes, as well as 

according to specific evaluation criteria. Typical data that will be collected is as follows: 

 Client in-flow data 

 Demographic details 

 Vulnerability, needs and complexity 

 Service participation and integration levels 

 Service outcomes 

 Person-centred outcomes 
 

Care coordination sessions will be listed on the CVent platform, enabling care coordination 

stakeholders to register and confirm attendance. The CVent platform will also be used to distribute 

and receive surveys that aim to measure experience and quality of care coordination. 

Support and training opportunities will be provided to CCF through the backbone support, to 
enhance their coordination facilitation capability and use of CVent. 
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 Clients and Pathways 

The SII has been developed to support people who are experiencing homelessness, or at risk of 
homelessness.  

Under the definitions used by the Australian Bureau of Statistics, the Australian Institute for Health 
and Welfare and Canadian National Occupancy Standard guide, a person is considered to be 
homeless or at risk of homelessness if they are living in: 

 improvised dwellings or 'sleeping rough' 

 short-term or emergency accommodation 

 temporary arrangements without security of tenure, for example staying with friends or 
relatives, in boarding houses or motels 

 unsafe or inadequate accommodation, for example where domestic/family violence or abuse 
threatens the person’s safety or there is severe overcrowding 

 housing but struggling to maintain a tenancy, including because unable to pay rent. 

Further details about target groups and service users in the content of the Queensland Government 
Homelessness Program can be found in the DHPW Homelessness Program Guidelines, 
Specifications and Requirements (p.13, 2018) 
https://www.hpw.qld.gov.au/__data/assets/pdf_file/0018/3780/homelessness-program-
guidelines.pdf  

Care coordination groups will provide inclusive, place-based supports to: 

 Individuals, groups and families experiencing, or at imminent risk of homelessness due to 
inappropriate or unstable housing with complex, multiple needs such as situational vulnerability, 
enduring or chronic health conditions or reduced capability that requires a multi-agency 
response. 

 Individuals, groups or families experiencing chronic, enduring homelessness with complex, 
multiple needs such as situational vulnerability, enduring or chronic health conditions or reduced 
capability that requires a multi-agency response. 

2.3.1  Referral process 

Referrals of clients with complex needs may come from a range of agencies and organisations, 

however the main referral pathway is through care coordination group members.  

Referring services should make every attempt to ensure that individuals, groups or families have 

undergone a full assessment prior to referral by using an evidenced based vulnerability, service 

prioritisation or needs assessment tool.  

For SHS, a case management plan should have been developed with the client identifying their 

goals.  

To support the referral process, services will be provided access to the following form: 

 Care Coordination Referral Form 

Referral forms will be completed and submitted by the referring service to the CCF at a reasonable 
time before each care coordination session in order to be presented. 

 

https://www.hpw.qld.gov.au/__data/assets/pdf_file/0018/3780/homelessness-program-guidelines.pdf
https://www.hpw.qld.gov.au/__data/assets/pdf_file/0018/3780/homelessness-program-guidelines.pdf
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2.3.2  Client informed consent 

Conforming with Commonwealth and State laws and regulations related to the collection, 

management and sharing of personal information, referring services should make every attempt to 

ensure that people being referred into care coordination are fully aware of the following: 

 What is care coordination 

 What information is required and why 

 How the information will be used 

 Services that the information will be shared with and why 

 How the information will be collected, managed and stored 

 How long consent will last 

 How consent can be withdrawn 

 Options for support in considering consenting process 

To support the consenting process, services will be provided access to the following form: 

 Care Coordination Consent Form 

The consent form, if not part of the referral form and must be completed and submitted to the CCF 
at a reasonable time before each care coordination group meeting in order to be presented.  

A referral will only be presented at care coordination if the consenting process has been completed.  

2.3.3 Care planning, monitoring and reviewing 

Care coordination groups provide care planning, monitoring and review. The CCF have secure 

access and use of CMS and will capture the following care coordination events: 

 Referral/entry into care coordination 

 Care plan development 

 Care plan reviews 

 Transition plan development 

 Planned or unplanned exit points 

 Outcomes achieved 

The facilitated development, implementation, monitoring and reviewing of care plans is vital in 

tracking the journey of a client(s) within the care coordination process. Agencies will remain 

engaged throughout the process in demonstrating active participation, offer professional input and 

advice, provide clear and concise information and actively follow up and report on progress and/or 

emerging issues. 

2.3.4 Transition planning 

During coordination reviews the care coordination group, facilitated by the CCF will develop a 
transition plan. A transition plan acknowledges significant progress beyond the initial care plan, 
requiring different or reduced supports focused on sustainment.  

In reverting to transition planning, the following conditions should be met: 

 Housing stability has been achieved. 

 Initial supports have achieved agreed goals. 

 The individual, group or family is in full agreement in developing a transition plan. 
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2.3.5  Duration of need 

A duration of need approach means providing support for as long as the client requires to maintain 

sustainable housing. It is based on a person’s assessed need rather than an arbitrary time limit.  

It focuses on addressing clients’ needs in the context of case management and doing ‘whatever it 
takes’ to support them to sustain stable housing. It requires regular and ongoing assessment of 
need and ensuring that clients have the community, social and agency support needed to sustain 
them in independent housing. 

2.3.6  Sustainment assessment 

Engaging directly with the client(s), this assessment will be conducted by a care coordination 

stakeholder engaged in ongoing direct transitional/sustainment support and provided back to the 

CCF in order to capture in the CMS. Assessment of sustainable outcomes should be conducted 

every 3 months from the period of transition until no longer required. 

To support the sustainment assessment process, services should use and/or can be provided 
access to the following: 

 An outcomes-focused psycho-social assessment tool 

 A sustainability assessment survey 
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 Appendices 

 Acronyms and abbreviations 

 

 

 

 

 ACAT  Aged Care Assessment Team 

 AHURI  Australian Housing and Urban Research Institute Limited  

 AIHW  Australian Institute of Health and Welfare 

 CCF   Care Coordination Facilitators 

 CMS   Client Management System 

 DFV   Domestic and family violence 

 DHPW  Department Housing and Public Works 

 GCHN  Gold Coast Homelessness Network Inc. 

 HHOT  Homeless Health Outreach Team 

 HSC   Housing Service Centre 

 IFYS   Integrated Youth and Family Services Ltd.  

 ISSR   Institute for Social Science Research, University of Queensland 

 MA   Mission Australia 

 MJA   Medical Journal of Australia 

 NDIS   National Disability Insurance Scheme 

 NOWHHG  National Older Women’s Housing and Homelessness Working Group 

 PBRT  Place Based Response Team 

 QCOSS  Queensland Council of Social Services   

 Q Shelter  Queensland Shelter Inc. 

 RCC   Redland Community Centre Inc. 

 SHS   Specialist Homelessness Services 

 SII    Service Integration Initiative 

 ToR   Terms of Reference 

   

 


