s, h ’_‘ ! - . - ._ 4 ; I i’
3 j‘ e ({4 .'I ﬁ - !
- Al f " it
e N L 'g-.‘-"-' /4

Supporting improved inter-agency care planning
Barwon South West Region
Linda Pandita

Care Planning Project Manager
Primary Health Integration

Department of Human Services




Inter-agency care planning

What is 1t?

 Consumer has complex or multiple needs
 More than one agency

 Needs of consumer

o Carer, practitioners and GP

e Options worked through to an agreed strategy

Victorian Service Coordination Practice Manual 2007, p22
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On the journey




e Growing demand

e Together we do better

e Better health outcomes

e Improved quality of care

e Efficient use of limited resources



Primary
Prevention

Levels of chronic and complex care management




The Vision

Consumers are supported to achieve their goals

Everyone with chronic and complex care needs has a care plan



Processes & practices required

e Agreed protocols

e Trust between agencies

e Feedback & communication

e “Key worker” with appropriate skills
e Business practices and systems

e Support the consumers



Building on assessment and goals

Multiple Multiple
- issues, services or
realltment single staff,
pian service or single
worker agency

Service specific care plan Intra-agency Inter-agency care plan



Inter-agency Care Planning

Outcome — one plan or linked plans

e Engagement and empowerment of the consumer
e Social, emotional and health needs

e Synthesis of multiple goals

e Based on assessment

e Coordinated scheduling of services

e Documentation, monitoring and communication



Process for inter-agency care planning
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Principles of Self-Management

Knowledge

Involvement

Care Plan

Monitor & Review
Impact Centre
Lifestyle

Connected support team



How iIs it going?

The systems
The tools
The people

The direction
The supports
The relationships



MBS Project

e Focus on CDM prevention and
management MBS item numbers

e Phase 1 (published) — Resources to enhance
understanding of new MBS item numbers

e Phase 2 (coming) — Examples of service models,

& business case for change in CH to assist change
management




MBS Project

Hint: you can find the pages by googling “MBS Project”



MBS Project




MBS Project




Care Planning Progress-

Barwon South West

e Use of TCM-Client management system
e Between Barwon Health and Pathway

e S2S ereferral as a platform

e Chronic Disease management
collaboration and relationship building

e Self management training



Care Planning Progress-

Barwon South West

e CGG and Diversitat-good inter agency
care planning due to relationship
building

e Corangamite Shire/Wannon
PAC/Timboon Health-good practice

e Greater Geelong-care planning
meetings

e GP’s increasing use of TCA’s & other
MBS items



Care Planning Progress-

Barwon South West

e Developing plans for people with
disabilities-Disability Home First-1PP

e \Wisconsin-Donna McDowell
e Bellarine Community Health
e Baptcare case managers

e Child First

e ACAS Assessment officers

e HARP Care coordinators



Successful strategies for

health outcomes

e Relationships between service providers

e Arrangements for coordinating service provision

e Use of systems to support coordination



Successful strategies for

client satisfaction

e Relationships between service providers

e Support for clinicians/workers

e Communication between service providers

e Support for consumers/patients



Strengthening relationships between

service providers

e Strengthening the link between patient
and primary health care providers,
particularly for those with complex care
needs

e Developing stronger networks of service
providers



Strengthening relationships between

service providers

e Strengthening general practice
multidisciplinary teams including the role of
practice nurses in chronic disease
management

e Co-locating general practice and other
services

e Investing In systems to support co-ordination
of care between co-located systems



Supporting coordination of

service provision

e Developing service networks and
arrangements for improved access to
allied health and other community
based services for early intervention



Systems to support

coordination of care

e Develop systems for communicating or
sharing information between primary
health care and other service providers

e Create structures, particularly at a
regional level, which are able to develop
systems to support coordination of care



Systems to support

coordination of care

e Further developing tools (e.g. common
assessments, care plans, decision
supports) that can be used by a range
of providers across both national and
state funded services and integrated In
the care provided by different services.



Service Coordination Plan

A tool for inter-agency care planning built into
software applications which forms part of the
SCTT and is available for use by all.

Time for revision

e Care planning advisory group
e Consultations

e Via the internet



Seven steps to effective

Inter-agency care planning...

e Relationships between service providers

e Systems to support coordinated care planning
e Tools to support coordinated care planning

e Support for consumers/clients and carers

e Support for workers




Seven steps to effective

Inter-agency care planning...

e Discuss guestions together in groups
e Share your knowledge

e Record the results

e Present results




Next steps for Barwon South

West-build relationships

e More forums (see recommended topics)

e Develop more collaboration between GP’s and
other services both health and
welfare/support

e Develop better communication and sharing of
client information between acute and

community



Next steps for Barwon South

West-tools and systems

e Lobby for Fed/State lead In e-
connectivity

e Common service directory, easy access,
regional, up to date, with eligibility
criteria listed

e Hand held records in absence of IT eg
like maternal &child health booklet



Next steps for Barwon South

West-tools and systems

e SCTT Interface/transferable between IT
systems

e Improve integration of IT systems
e Consistency In software

e Use consistent format/content of care
planning tools



Next steps for Barwon South

West-processes

e Mandated SCTT or commitment from
agencies to use it

e Implement simplified reporting systems

e Establish consistent, agreed processes
to share care plans across multiple
agencies and sectors, including
GP’s/acute/disability/welfare services



Next steps for Barwon South

West-support for staff

e Cross agency-education/training

e Build on PJB/S2S-train more staff, use
leaders & champions to encourage
others

e Regional e-newsletter to share inter-
agency care planning and other
work/SC practice

e Funding —key workers, provide capacity



Next steps for Barwon South

West-support for staff

e Provide training and support to practice
nurses In PJB,S2S, MBS, agency/service
Information

e Training for all in SC, building
relationships, use of tools and IT
systems



Next steps for Barwon South

West-support for consumers

e Establish shared consumer/client
training and education (self
management, HP)

e Build on Client Centred care model



Better Connections Better Care

Thankyou for participating-Lets keep working together

Care Planning website
http://www.health.vic.gov.au/pcps/coordination/care_planning.htm

Department of Human Services
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