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Inter-agency care planning

What is it?

• Consumer has complex or multiple needs
• More than one agency
• Needs of consumer 
• Carer, practitioners and GP
• Options worked through to an agreed strategy 

Victorian Service Coordination Practice Manual 2007, p22
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On the journey



Why?

• Growing demand
• Together we do better
• Better health outcomes
• Improved quality of care
• Efficient use of limited resources
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The Vision

Consumers are supported to achieve their goals

Everyone with chronic and complex care needs has a care plan



Processes & practices required

• Agreed protocols 
• Trust between agencies
• Feedback & communication 
• “Key worker” with appropriate skills 
• Business practices and systems 
• Support the consumers
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Inter-agency Care Planning

Outcome – one plan or linked plans 

• Engagement and empowerment of the consumer 
• Social, emotional and health needs
• Synthesis of multiple goals 
• Based on assessment 
• Coordinated scheduling of services
• Documentation, monitoring and communication
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Principles of Self-Management
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How is it going?

The systems
The tools
The people

The direction
The supports
The relationships



Care Planning Progress-
Southern Metro

• Kingston Centre-Southern Health-
patient centred care, goal setting and 
introduction of Key Liaison role. 

• Alfred social work-care planning for HIV 
positive, complex clients 

• Motivational interviewing and self 
management training



Care Planning Progress-
Southern Metro

• South East HCP-interagency care 
planning protocol pilot.

• Inner South Community Health Service-
staged care planning for hard to engage 
clients/introduction of Healthsmart

• GP’s increasing use of TCA’s & other 
MBS items e.g. ISEPICH project

• Improved communication of care plans 
using e-referral systems



Care Planning Progress-
Southern Metro

• Better Living Better Health Care 
coordinators and-Introduction of HMS-
Client management system for clients 
with chronic conditions

• Victorian Service Coordination Practice 
Manual

• Frankston Community Health-key 
worker role and shared GP Liaison role



Frankston Community Health Service
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Aim to integrate care planning and key worker roles:



S2S system Care Planning 
Module-Health worker view





Referral ID: 16476 From: Ph: (03) 9418 7417    Health Service, 

Client: Mrs Marge Simpson    02/07/1930    Female
Address: 23 Grove prd, Oakleigh, 2135

To: District Nursing, Burremah Place Respite Services

Date/Time: 21/08/2007 20:16

Referral Notes: 

Please let me know if you are willing to assist me in the care planning for my client Marge Simpson. 

1.Set up Service Coordination Plan to access appropriate services 

2.Link client with community services. 

3.Provide chronic illness self management strategies. I have set up a case for this client and have given all of you access. 

Please complete the care plans for your roles in the system     Thank you Dr AR 

Key Worker view









Connecting-care system

Care plans can be developed 
from agency software 
following case conference or 
meeting and sent as secure 
attachments to participants









Successful strategies for 
health outcomes

• Relationships between service providers

• Arrangements for coordinating service provision 

• Use of systems to support coordination



Successful strategies for 
client satisfaction

• Relationships between service providers

• Support for clinicians/workers 

• Communication between service providers

• Support for consumers/patients



Strengthening relationships between 
service providers

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

• Developing stronger networks of service 
providers



Strengthening relationships between 
service providers
• Strengthening general practice 

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

• Co-locating general practice and other 
services

• Investing in systems to support co-ordination 
of care between co-located systems



Supporting coordination of 
service provision

• 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

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

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



Systems to support 
coordination of care

• 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
• Care planning advisory group
• Consultations
• Via the internet
https://www.health.vic.gov.au/pcps/coordination/sctt_survey.htm



Seven steps to effective 
inter-agency care planning…

• Relationships between service providers
• Systems to support coordinated care planning
• Tools to support coordinated care planning
• Support for consumers/clients and carers

• Support for workers



Seven steps to effective 
inter-agency care planning…

• Discuss questions together in groups
• Share your knowledge
• Record the results 
• Present results



Next steps for Southern Metro Region-
build relationships

• Improve the interface with acute-discharge 
plans-share care plans with ED and 
preadmission

• Host forums for GP’s and practice nurses

• Allocate time to develop relationships 
between leaders/agencies/staff/consumers

• Establish MOU’s between agencies
• Build trust…



Next steps for Southern Metro Region 
-tools and systems

• Develop/build on shared Principles Protocols 
Practices and Systems

• Push for interoperability-eref interface 
between CC and S2S

• Auto-population of tools to and from client 
management systems 

• Engage more agencies in e-referral
• Common standards and clinical indicators
• Educate re use of tools and templates



Next steps for Southern Metro 
Region -processes

• Advocate to DHS program areas for 
leadership guidelines, funding and 
policies to reflect need for inter-agency 
care planning

• Develop Southern Region service 
coordination for Palliative care group to 
work on care planning and coordination 
for palliative care clients



Next steps for Southern Metro Region 
-support for staff
• Develop and information kit about care 

planning-use forum Q’s in meetings to get 
staff thinking about inter-agency care 
planning

• Include service coordination and care 
planning in orientation for all staff

• Develop a plan for implementation education 
and support of inter-agency care planning 
across sectors

• Establish clinical governance structure which 
supports inter-agency care planning

• Education re privacy for staff and consumers



Next steps for Southern Metro Region 
-support for staff

• Identify champions service coordination and 
care planning in each agency

• Provide cross sector training in inter agency 
care planning

• Recognition and reward for “key workers”
• Start small/focus on key agencies or client 

groups
• More forums like Better Connections Better 

Care



Next steps for Southern Metro 
Region -support for consumers

• Identification of key barriers to care 
planning from consumer perspective

• Advocate for more accommodation for 
homeless people in the area



Department of Human Services

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
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