Care Coordination

Supports access to

multidisciplinary team

approach for care

needs.

Forms:

- Service Coordination
Plan SCTT form

Action:

- Gain Consent

- Ensure Key Service
Worker Nominated

CARE COORDINATION PATHWAY I

3 or more ongoing services
are/or will be involved in a
consumers care

Are the consumer's care
needs chronic, complex,
and /or multiple?

YES

Gain consent to
exchange /feedback assessment
or care information with relevant

Does a multidisciplinary plan
already exist? (eg. a key
worker or discharge plan) services.

Continue service delivery
reviewing coordination needs with

other services

v

Explain the Care Coordination

process and benefits to the

consumer. Gain consent to
instigate care coordination. With
the consumer decide who needs to
be part of this shared care team

If relevant, gain consent to
enable you to contact the

key services for inclusion in
the coordination process

Organise the nomination of a key service worker,
and ask service providers and consumer/primary
carer to agree on:

- Who is the main support person/service provider
- Who will facilitate the process

The key person obtains the relevant information from all services prior to
developing the plan.

- Complete SCTT forms

- Collaborate with all key players re: goals & actions

- Agree on timeline

- Arrange review & exit time

- Disseminate all information to all key players

Implement Care Coordination processes

Review information as required and liaise with other service providers I






