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Recommended changes to Service Coordination Plan
	9.

Suggestions for care planning resource/guide

	Planning Tool – adjust layout so that “Goal” and “Who Responsible” can include multiple players/responsible parties

Tool p 2 aligns with Flinders tool-useful and simpler but would be better if laid out across the page
Change section requiring client signature (this can be distressing when clients with mental health issues or disability are asked to sign a document-other participants are not asked to sign)

Replace with box –consumer has agreed to participate in care planning

Replace “Issue/Problem” with “Current situation” (reason-strength based approach)

In the participants list, have consumer/client name as one of them

Avoid use of codes where the practitioner has to reference another document

	SCP tool not used due to lack of systems rather than fault with tool

Incorporate processes which are allow for cases where the client is not involved but may have a carer/other advocate


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

	People on CAPS waiting lists

Those identified by family and children’s services

People with Mental health issues not in receipt of clinical system support

Frequent hospital users not in HARP or other programs

Housing clients with complex needs

Dual diagnosis clients (D & A plus mental health+++)


	CAPS Providers

Doutta Galla

Metro West Housing

Melbourne City Mission

Odyssey House
	

	Barriers
	Enablers
	Next steps for NWMR

	The process of proper inter-agency care planning is time consuming-workload & time constraint/barriers

Clinicians focus on their specific role, not coordination 

Misunderstanding of Privacy legislation

Lack of role clarification-who will do care coordination in the absence of case managers?

Staff do not all have skills required for care coordination

Funding boundaries

Care plans are not shared consistently

Conflict between self management and medical management concepts/models

GP’s don’t always know that other services/plans are in place

General Practices don’t always have staff to develop and monitor care plans

Staff and agencies stuck in the “Fax” groove and reluctant to shift into eHealth.

IT barriers

Confusion and lack of leadership about the interfaces between Service Coordination, Health Smart and ereferral systems

Care planning is not “compulsory”

Not all complex clients want to be involved in care planning but they still need coordinated planning to address duty of care issues

Lack of leadership from DHS supporting housing/homelessness sector to participate in Service Coordination
	Shift the thinking about key worker role as “too difficult” to being a part of everyday professional practice

Systems which identify complexity and need for inter-agency care planning at referral or initial contact

Systems to prompt review of care plans 

Identification, funding and agency support for key worker roles

Training for key workers-case conferencing, communication, goal setting, service coordination, IT

Key workers selected on basis of client need and trust

When the GP has good knowledge and links with the agencies

Building internal care planning skills and practice first as a foundation for inter-agency care planning

Good care coordination occurs where there are effective relationships between agencies and practitioners in different agencies


	Change Management and strong leadership from DHS to support culture and system changes required

PCP’s to lead the work-those not in PCP’s can join to work on inter-agency care planning

Lobby for increased funding to implement service coordination where it is not yet embedded

Identify those who do it well and learn from them-Moonee Valley Council 

Connect with hospitals & discharge planning

Engage housing & homeless sector as PCP partners

Provide a clear direction for inter-agency care planning

Seek funding &/pool resources to address inter-agency care planning work

Develop more links with GP’s

Work with Divisions to identify ways to support GP’s in coordination/communication/participation in care planning

Build on the HACC Assessment Framework implementation 

Advocate for funding of key worker-care coordination roles

Revise tools for relevance in housing support services and engage/train housing agencies in service coordination

Develop a system to identify those falling through gaps-who needs an interagency care plan-e.g those on waiting lists for Aged care package, family/children. 

Review potential use of IT systems to support documentation and communication of inter-agency care plans-link with current systems

Inform development of IT systems which interface so that care plans can be transferred simply from one CMS to another

Establish agreed processes for developing inter-agency care plans, documenting and sharing them with participants

Agree on language and roles for Key workers
Assist agencies to embed KW, consistent process

Provide Training/development for key workers-case conferencing, goal setting, Flinders, coaching, how work together

etc. (see ISIS CHS)

Identify and key workers in each agency-give support and training

Build inter-agency care planning into agency level procedures so that it is not just dependent on individual relationships

Focus of inter-agency care planning work in North West-People sitting on CAPS wait lists,Family and Children’s Services, Mental Health Consumers not in receipt of service from public clinical system (eg: GP managed), people coming in and out of short-term hospitalisations (often fall through gaps), Housing clients!!!
Obtain consumer input into developing information about care planning for consumers

Obtain feedback on appropriate language in tools, from consumers and feed back to DHS

Incorporate processes which are allow for cases where the client is not involved but may have a carer/other advocate


