Better Connections-Better Care                            

Regional Care Planning Forum-Loddon Mallee Region
	Examples of good practice inter-agency care planning  


	Recommended changes to Service Coordination Plan



	Central Victorian Health Alliance-

   Care Coordination Pathway

Loddon Mallee Service Coordination Protocols-At a glance

Bendigo Health Care Group-HARP CDM

Macedon Ranges Aged Care and Disability

	Include a schedule
A more visual version of services involved in plan

Signature at end of plan

Blurb about plan being the result of team working through complex issues
Summary of outcomes or exit outcome
Resource Guide suggestions

· Include links to other tools such as Flinders

· Supporting documentation to guide identification of complex issues

· Include need for cultural awareness/issues




	Barriers
	Enablers
	Next steps for Loddon Mallee Region

	Communication difficulties

Lack of knowledge about other services in the region

Lack of workforce capacity
Rigidity of roles and boundaries

Funding criteria and restrictions

Lack of clarity around who key worker might be

Concern around duplication with TCA’s

Unclear processes that support care planning

How it fits with other care planning systems/models e.g. Flinders

Lack of accessible electronic environment

Lack of documentation following care coordination/case planning meetings

Lack of MBS item use
	Good communication and relationships between agencies

Case conferencing
Use of Medicare item numbers

Skilled practice Nurses taking on care coordination role

Effective relationships between services including good communication

Effective use of IT and SCTT available electronically

	Develop understanding, communication and networking across broad range of services with a focus on complex client support
Work together across agencies to develop protocols and pathways for inter-agency care planning

Agencies to clarify key worker roles within their own and other services.

Education across agencies including leaders and key staff about; service coordination principles and practices, MBS items, use of tools and e-referral system and inter-agency care planning and key worker role
Establish consistent methods of identifying complex needs clients

Improve software systems and connectivity

Get encryption and e-referral for all agencies in the region and build on for care planning communication

Engagement with GP’s and acute services
Get together to identify resources in the area for care planning and allied health, identify gaps-then develop a proposal for increased funding for care coordination

Provide feedback to DHS about how to support the inter-agency care planning work
Focus more on client centred care
Educate consumers about “Key Worker” and care plans




