
What services are provided? 
Eligible people will be offered a mix of 
services to meet their individual needs, 
which could include: 

• Case management (a health 
professional to coordinate care, 
establish community supports and 
services, and where required, identify 
residential care options) 

• Low intensity therapy services 
(physiotherapy, occupational therapy, 
dietetics, speech pathology, 
psychology, social work, Clinical 
Assistants) 

• Nursing care 

• Personal care 

• Support to access / liaise with medical 
services 

• Domestic services 
 
A health professional will assess if 
mobility or continence aids are needed on 
a temporary basis, and provide these if 
required.  If aids or equipment are 
required at the end of the program, we 
will help eligible people to access them 
via the Medical Aids Subsidy Scheme. 
 
The Transition Care Program can be 
delivered either in a home environment or 
in a residential setting which offers 
Transition Care services. 
 
Consumer dignity and choice 
We ensure each consumer is treated with 
dignity and respect, with their identity, 
culture and diversity valued. 

 
To best support our consumers who 
identify with one or more of the diverse 
groups, please advise your case manager 
of specific requests / needs and we will do 
everything possible to support these 
needs. 
 
Who is eligible to receive services? 
To be eligible a person must: 

• Be currently in hospital or a Hospital 
In The Home program (HITH) 

• Have capacity to benefit from a 
package of services that includes at 
least low intensity therapy and social 
work, nursing support or personal 
care to: 
- Complete their restorative 

process 
- Optimise their functional capacity 
- Assist in making long-term 

arrangements for their care 

• Be an older person (younger for 
Aboriginal and Torres Strait islander 
people) 

• Be in a hospital (private or public) or 
hospital in the home program or 
Geriatric Evaluation and Management 
In The Home program (GEMITH). 

• Have completed acute care and any 
necessary subacute care 

• Be medically stable and ready for 
discharge from hospital 

• Be assessed and approved for the 
Transition Care Program by an Aged 
Care Assessment Team (ACAT). 

 

 
What is the general practitioner’s role? 
Your general practitioner will be informed 
of your acceptance into the Transition 
Care Program and invited to participate in 
the planning and reviewing of your care 
during the program. 
 
Planning for services 
Transition care services are planned and 
coordinated in consultation with you, 
your carer and loved ones.  A Care plan / 
discharge summary will outline the plan 
of care you have agreed upon and will be 
provided for you to update / make 
adjustments, as services and goals are 
reviewed at regular intervals to ensure 
they continue to meet your needs.  The 
final copy will be provided to you and 
your GP (with your consent) at the end of 
your Transition Care Progam. 
 
Each person can enter into a formal 
agreement which sets out the rights and 
responsibilities and the obligations of the 
person and service providers. 
 
Will there be a fee for Transition Care 
services – Gold Coast? 
Transition Care Fees are 17.5% of the 
standard single aged care pension. These 
fees will be discussed with you at your 
assessment. 
 
Special consideration may be given to 
people who demonstrate financial 
hardship or contribute care recipient fee 



payments to other Commonwealth 
subsidised aged care programs.   
 
Privacy, dignity and confidentiality 
As a client of the Transition Care Program 
you will be given information about 
responsibilities of the service providers to 
maintain confidentiality of consumer 
information; potential use of personal 
information and how to access your 
personal health information when 
required. 
 
You will be asked to give your informed 
consent before services commence. 
 
Carer support and education 
The Transition Care service offers 
education and support for carers, 
including: 

• Education and self-management 

• Counselling services 

• Advocacy 

• Contact phone numbers for support, 
information and reassurance 

• Involvement in developing care plans. 
 
The Australian Government also offers 
services for carers, including: 

• Information and emergency respite 
through Carer Gateway 

• Planned respite services 

• Carer allowance and carer payments.  
 
For any information on Australian 
Government-funded services for carers, 

phone the Carer Gateway on 1800 422 
737.  There is no charge for these calls. 
 
Carer support organisations 
Organisations such as Carers Queensland 
including LGBTI Carers (07 3900 8100), 
Dementia Support Australia 24 hour help 
(1800 699 799), Gold Coast Health’s 
Indigenous Hospital Liaison Officers (0405 
143 187 or  07 5687 3049), CALD - Carers 
Queensland / Carer Advisory Service (1800 
242 636), provide information, 
counselling, training, advocacy and other 
services. 
Where can I get more information? 
You can ask your treating doctor and / or 
hospital staff for information about the 
Transition Care Program. 
 
Consumer feedback 
The Transition Care Program is committed 
to providing quality services and your 
feedback, comments and suggestions, 
including complaints, are welcome as 
they provide an opportunity to improve 
services.  Please advise us immediately if 
you have any concerns or complaints so 
we can have the opportunity to address 
them straight away. You will also be 
provided a Transition Care Program 
Consumer Survey during your time on the 
Transition Care Program, please complete 
this and give it to your case manager. 
 
Transition Care Program 
Level 6, Southport Health Precinct 
16-30 High Street 
Southport. Qld 4215     

 
 

Transition Care 
Program- Gold Coast 
Care when you need it 

                       Ph: 5687 9250 

 
What is Transition Care? 
Transition Care provides short-term care 
to optimise the functioning and 
independence of older people after a 
hospital stay.  Transition Care is goal-
orientated, time-limited and therapy-
focussed.  It provides older people with a 
package of services that includes low 
intensity therapy such as physiotherapy 
and occupational therapy, as well as social 
work, dietetics, psychology, pharmacy, 
speech therapy, nursing support and 
personal care.  It seeks to enable older 
people to return home earlier after a 
hospital stay and in some cases may 
prevent people entering residential care 
prematurely. 
 
This program is designed for older people 
who have completed their hospital 
episode, including acute and subacute 
care (e.g. rehabilitation, geriatric 
evaluation and management), and who 
need more time and support to make a 
decision on their long-term aged care 
options. 


