Better Connections-Better Care                            

Regional Care Planning Forum-Southern Metro Region 

	Examples of good practice inter-agency care planning  
	Recommended changes to Service Coordination Plan

	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 across community, acute, respite, outpatients, GP’s
GP’s increasing use of TCA’s & other MBS items
Inner South East Community Health service-motivational interviewing and self management training and care planning for complex needs clients with mental health fellowship
South East HCP-interagency care planning protocol pilot
Better Living Better Health(HARP) Care coordinators and-Introduction of HMS-Client management system for clients with chronic conditions
HARP-Bayside Health
Frankston Community Health-key worker role and shared GP Liaison role
MECWA-Cardinia Council-Care Respite and GP’s-joint assessments and shared care plans

Kingston ACAS- case conferencing and development of inter-agency care plans which are transferred to case managers or others

Careline
GP’s/South East Advocacy and Support/Connections

Child protection services

Disability services

WTS

SECASA

Connect ED-Bayside Health

Brotherhood of St. Lawrence

Good Shepherd Youth and Family Services

Peninsula Community Health/mental health/HACC/HARP/Peninsula Access/Housing support
RDNS/PCHS/Palliative Care

	 “Goal” should be followed by (measurable) as a prompt for SMART goal setting
Replace goal with Clinical goal, patient goal or agreed goal
Those using the form during the pilot found it very useful as it is (four services)
Spread goal/action/who’s responsible/dates in table across a page in landscape format
Include prompt to check for or add GPMP/TCA or other GP related plan
Include prompt to add or note existence of Advanced care plan or end of life plan

Resource/guide suggestions
Clarification regarding definitions and scope
Focus care planning on client’s issues and needs
Include information about copies to consumers and need to address language/literacy barriers


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

	Refugees and newly arrived
Indigenous with complex needs
People on CAPS Linkages waiting lists

Aged-complex/dementia/isolated
Children with multiple needs/or in unstable families-possibly need a family care plan
Disabled with other health issues

Older adults with dementia or behaviours of concern

Complex palliative clients
Mental health/dual diagnosis clients without case managers

Centrelink consumers with multiple chronic ailments

High risk adolescents

Homeless/insecure housing and other issues

Families where there is domestic violence and other issues
CALD clients with multiple issues

Motor Neurone Disease clients

Drug and Alcohol clients

	GP’s

Acute and subacute services -Social workers, care coordinators, PAC, ED, HITH-at discharge
Centrelink

Schools/education 

Mental Health services

Child protection

Housing services

Employment services

Youth Services

RDNS

Domestic Violence services

Sexual assault services

Health services

Aboriginal health services

Migrant resource services 

Private health providers

Specific support services and self help groups such as MND association, MS society, Arthritis Victoria, Alzheimers Assoc, Parkinsons Assoc, Positive Living Centre
	

	Barriers
	Enablers
	Next steps for 

Southern Metro Region

	Insufficient resources-staff, time, IT support
Workforce-shortage, changeover, part time, insufficient training, role restrictions, management support to progress inter agency care planning
Workplace culture
Lack of commitment to care planning

Confusion re key worker/key agency designation

Working across different regions, PCP, division and system agency  boundaries
Consumer consent issues (technical, privacy, consumers using system to increase access)
Concern re double dipping to secure funds to support clients
Consumers ability to own care plan
Multiple care planning tools-each agency uses own

Slow uptake of S2S

Team contacts reliant on relationships rather than systems/processes
Multiple funding streams with different tools and measures

Personality issues resulting in relationship breakdown

Lack of knowledge about other services


	Positive relationships, trust, communication, established networks
Growing acceptance of the need to work together

Client centred care
Forums to facilitate working together-e.g. E-referral forum 
Standard process across the state

Incentives and resources
Shared understanding and education-about tools, processes, systems already available
Specific workers have responsibility for care planning with client involvement

Established, agreed processes

Template available to help agencies plan

Informing stakeholders and consumers of potential benefits of care planning
	Advocate to DHS program areas for leadership guidelines, funding and policies to reflect need for inter-agency care planning

Develop a clear implementation plan for region with PCP’s and commitment from all member agencies

Develop more cross agency “buy in” and MOU’s agreeing to use the Service Coordination Plan/Care Planning Tool and protocols
Develop Southern Region- Service Coordination for Palliative Care group to work on care planning and coordination for palliative care clients

Improve the interface with acute-discharge plans-share care plans with ED’s and preadmission services
Host specific forums for GP’s and practice nurses

Conduct more forums like Better Connections Better Care

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

Develop/build on shared Principles Protocols Practices and Systems

Develop the capacity for fields to be populated from one client management system to another
Develop systems for maintaining up to date information on care plans with access by multiple participants

Develop interoperability between S2S, Connecting Care and Argus

Engage more agencies in e-referral
Build on E-referral pathways for care planning

Develop common standards and clinical indicators
Develop a plan and seek funding for education and support of inter-agency care planning and use of tools and templates across sectors
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
Establish clinical governance structure which within agencies which supports inter-agency care planning
Education re privacy for staff and consumers
Identify champions service coordination and care planning in each agency
Establish a method of recognition and reward for “key workers”
Start small-focus on key agencies or client groups
Identification of key barriers to care planning from consumer perspective




