Better Connections-Better Care                            

Regional Care Planning Forum-Grampians 

	1. Examples of good practice inter-agency care planning –include name of agency and contact 


	2 & 3. Recommended changes to Service Coordination Plan

10. Resource/guide suggestions

	Breezeway-Homeless people with multi services and seeking support
Ballarat Health Services-HARP/ED/GP’s/mental health/diabetes service/D & A, housing, dietetics, welfare, allied health, CASA.-Nathan Brown
Centacare-homeless advocacy/mental health/pathways
-Frank Hall
Ararat/Stawell/St Arnaud-Inter-agency care planning meeting at discharge for complex clients
Indigo Multiple and Complex Needs Initiative
Linkages program

Family Innovations Project-Grampians, Ballarat, Stawell
EWHS-St Arnaud linked to PAC

EGHS-Ararat-multidisciplinary meetings


	Include a daily care plan template
Include “measurable” next to goal

More distinct review date and “by when”

Table format across page for goals/actions etc. (like Flinders Care Plan

Include contact schedule

Include space for significant other to be identified or sign

Identify process and documentation of consent to care planning
Person developing/key worker identified separately
Include reference to GP plans/TCA’s etc

Make it more consumer friendly-wording and readability
Resource Guide suggestions

· Include explanations of health and welfare models of care planning, including overlap areas & methods of engaging across sectors- e.g. “Best interest Framework” 

· Focus on wholistic care planning rather than on one element-look beyond the service/agency


	4.Target Client group
	5. Key agencies to be involved
	Strategies to support agency participation in inter-agency care planning

	Younger clients with mental health issues
Non HACC eligible clients with disabilities

Children requiring supported care

Middle aged, isolated men

Drug and alcohol clients
Chronic disease clients

Any clients with complex and multiple needs

People in insecure housing

	GP’s

Community Health

HARP

Acute Allied Health

CAPS-case managers 

Drug and Alcohol Services

Mental health services
Disability services

Nursing services

Subacute

PAC

Local council

HACC

ABI

Housing & homeless services

Neighborhood houses


	

	6. Barriers
	7. Enablers
	8. Next steps for Grampians

	Communication gaps-distance, trust
Lack of set standards/guidelines across programs

Lack of funding for care coordination/key workers/case managers

Inadequate software and electronic communication systems

Personalities

Culture of agency/worker “ownership” of clients

Gate keeping-assessment waiting time

Lack of knowledge and skills –self management, care planning and cross agency understanding, collaboration and communication
Admission and discharge processes in acute, not linked with community agencies

Lack of time/capacity to address inter-agency care planning

Conflict created by restrictive funding targets/guidelines

	Good communication

Funding for care coordination/key workers/case managers

Agreed protocols about privacy, consent and  sharing client information

Quality software and electronic communication systems

Client centred culture across agencies

Developing relationships between services

Effective change management strategies and change champions
Evaluation and reviewing of implemented systems

Good knowledge and skills –care planning and cross agency collaboration and communication

Committed “Champion” workers and empowered consumers
Recognition of time required to develop the systems/relationships/case conference and coordination of care

Formal networks and meetings
PCP platform and relationships between services/staff

Working within the quality framework

Commitment from Boards of Management/ Executives/Managers of each agency

DHS support and direction-allowing for flexibility regarding targets and guidelines and supporting partnerships
National recognition of the need to work in partnership
Assertive outreach to complex clients

Involving families and carers in plans


	PCP with commitment from members to lead initial group to develop shared procedures and embed in agency procedures/protocols-include process for identification of complex needs clients
Rejuvenate Service Coordination group, expand the membership to include Alcohol and Drug services, admission and discharge workers, intake workers, Division of GP and quality coordinators/managers

Embed care planning within all quality frameworks

IT development-quality, useability & compatibility in agencies- GICTA shared care planning environment
Support electronic remote access for care planning whilst in client’s home

Increase agency services awareness of each other and what they do

Connecting Care

· Update of websites by agencies

· Improve navigation and search capability

· Encourage non government agencies and private health providers to connect

· Embed standardised care plan 

Continue workforce education with self management principles, service coordination (see manuals), MBS items, care planning and use of electronic systems

Engage General practice including practice nurses
Promote HARP program in Wimmera

Advocate for increase resources to ACAS, case management and MACNI type services in region

Involve consumers in training/education and process development to ensure client focused

Work towards culture/system change to -clients driving their health care


