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1 Introduction
1.1 Background
Keeping the

Based on the Active Service Model Principles1 and underpinned by the Victorian Service

focus on

Coordination Practice Standards2 the overall aim of the project was to achieve functional

consumer

integration between services involved in the care coordination of HACC eligible consumers in the

goals,

South East through the development and implementation of an E-Care Coordination Protocol3 and

incorporating
Active Service
Model, Service
Coordination

use of the S2S e-care coordination module. It was expected that by developing agreed E-care
coordination protocols, pathways and systems, and putting them into practice, services would be
able to focus more efficiently on supporting consumers, in this case HACC eligible consumers with
multiservice involvement, to achieve their goals, resulting in enhanced well-being.

standards and a
secure web

The objectives of the project were to:

based system
•

Engage and empower consumers to be involved in care coordination plans and make
decisions about their care;

•

Provide a platform for strengthening partnerships between services;

•

Develop an agreement between project participants on the Active Service Model care
pathway and e-care coordination systems; and

•

Build staff knowledge, skills and confidence in care coordination and e-care coordination
systems.

Multilayered
qualitative and
quantitative

1.2 Evaluation Methodology
The evaluation framework (see Attachment 1) was designed
to identify whether the project objectives were achieved.

evaluation
using surveys,

Evaluation tools included:

feedback
workshops and

•

interviews

Project reporting and monitoring template for use by 		
participating agencies introduced at a workshop late
August

•

PDSA planning and progress templates submitted monthly

•

Evaluation workshop including participants in April 2012

•

Survey with participating staff at the commencement and
close of project to measure
knowledge, skill and confidence level

•

Interviews with project governance group members

•

Case studies.

Active Service Model Principles: http://www.health.vic.gov.au/hacc/
projects/asm_policy.htm#principles
2
Victorian Service Coordination Practice Manual 2009:
http://www.health.vic.gov.au/pcps/downloads/sc_pracmanual2.pdf
3
SEHCP E-Care Coordination Plan Protocol, See Attachment 5
1
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2 Outcomes
2.1 Reach
A total of 34

Participating services included: City of Casey, City of Greater Dandenong, Southern

clients were

Health-Cardinia Casey Community Health Service and Dandenong Community Health Service,

involved
in care

Kooweerup Regional Health Service, RDNS (Berwick and Springvale) and mecwacare. The target
group of clients identified for this project was defined as:

coordination
plans

•

Clients who were HACC eligible ( 65+ or under 65 with a disability) and

•

who had identified a goal that required involvement of two or more of the participating
services including the service initiating the Plan, and

•

needed interagency coordination and communication to support effective outcomes.

During the project period, a total of 34 clients were involved in the development of care coordination
plans, with 32 of these being recorded in the electronic care coordination system and two recorded
in paper versions.
A total of

The target group for staff to be involved in the project included the steering group, which was

54 staff

made up of one manager from each of the participating agencies (6), the working group made up

participated

of practitioners/team leaders/coordinators from each agency (6+) plus staff involved in potentially

in E-Care
Coordination
training.

supporting clients from the target group (HACC eligible, who would benefit from care coordination,
with two or more agencies involved). More than 60 individual staff members were involved in the
project overall, through project governance, leadership, participation in training and/or developing
E-Care Coordination plans.
Table 1: Number of staff engaged in project activities

Steering
Group

Working
Group

PDSA
Workshop

ECC
Training

Participating in
ECC Plans Oct
2011 -April 2012

City of Casey

1

2

2

5

3

City of Greater Dandenong

1

2

2

14

4

Kooweerup Regional Health Service

1

1

1

6

2

mecwacare

1

2

2

6

2

Royal District Nursing Service

1

2

0

6

1

Southern Health-CCCH & GDCH

1

1

4

15

2

Other agencies: SEHCP & LIME

1

1

2

2

0

Total staff engaged in project

7

11

13

54

14

Agency

2

The staff roles included in the target group and provided with training included:
Care

•

District nurses

•

Intake workers

Coordination

•

Assessment officers

•

Service coordinators

is shared

•

Operations managers

•

Social workers

shared across a

•

Case managers

•

Occupational therapists

variety of staff

•

Chronic disease coordinators

•

Physiotherapists

roles.

•

Team leaders

Although a significant number of staff have participated in training, the numbers of clients requiring
an E-Care Coordination plan, combined with access issues and level of confidence in the actual
practice of interagency care coordination has impacted on the outcome figures. RDNS were only able
to access the system from March 2012 and Southern Health experienced internet access problems.
Some of the participating agencies have continued to implement intra-agency care planning using the
E-Care Coordination module.
Figure 1: Post project survey results show level of practice in E-Care Plan creation

How many Electronic Care Coordination Plans
have you created since October 2011
16
Only 14 staff
have been
involved in the
development of
ECC plans and
most have only
completed one
so far.

14
12
10
8
6
4
2
0
Only practice plans
developed during
training...

Only within
my own agency

Inter-agency E-Care
Coordination Plans
with other services

Three
Two
One
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2.2 Outcomes for Consumers
Clients, carers

The original evaluation framework included consumer telephone interviews, however due to the

and service

degree of complexity of clients and their level of cognitive function or ability to be contacted by

providers
have more

phone, it was not appropriate to conduct interviews with the consumers who were involved in the
E-Care Coordination plans. It was reported by staff involved in these plans that consumers

understanding

benefited by having their support team communicate with each other, having information about

of who is

who was involved and knowing they were all working towards goals that were important to the

doing what.

consumer was reassuring and empowering. They also reported that consumers were not really
concerned about what systems were used between agencies, as long as the services were
coordinated, they weren’t being asked the same questions repeatedly and they received the
support they needed.

2.2.1 Case Example
Clients benefit
from having
their goals

The client, a 41 year old lady with chronic lower back pain who requested homecare services
was identified as being suitable for an ECC by the City of Casey assessment officer and the
Cardinia Casey Community Health Service Occupational Therapist who had been asked to assess

clearly outlined

her ability to complete home care tasks. The Occupational Therapist completed the E-care

in the plan and

coordination plan following a face to face assessment with the client and a face to face

consistent
across service
providers.

conversation with the assessment officer where goals and actions were negotiated. The client’s
main goal was to receive home care services as soon as possible. The Occupational Therapist
provided health information as well as advice on long handled cleaning aids and work postures to
assist the client to complete tasks with reduced pain. Home care services were negotiated with the
client including a one off heavy clean and ongoing assistance with tasks the client was unable to
do herself, such as cleaning the lower part of the shower. The outcomes for the City of Casey
were reduced service delivery time on an ongoing basis as the client was able to complete some
of the tasks herself. It took 20 minutes for the OT to complete the ECC as she was still learning.

4

2.2.2 Case Example 2
A total of 34

RDNS Springvale identified a client, with whom they had been involved, with complex needs,

clients were

including mental illness, isolation, difficulty managing medications and lacking sufficient support.

involved
in care
coordination
plans

A case meeting was held with the City of Greater Dandenong HACC team leader, RDNS and the
family to discuss the best approach to providing support which would be acceptable to the client.
The agreed goal was for the client to be well supported and the actions included building trust
between the client and the services involved, then establishing regular showering assistance and help
with shopping from the City of Greater Dandenong HACC service. Through this process the family
and the services involved developed a better understanding of each other, the client had better
information about who was involved and who could do what and the family were able to participate
in the planning process. Using the E-Care Coordination system has enabled the agencies involved to
continue with communications and updates as the clients situation changes.

2.3 Organisational capacity building
Key changes in terms of capacity building which can be directly attributed to the ECC project include:
•

The development of an agreed E-Care Coordination Protocol to guide the interagency care 		
coordination practice across six agencies in the South East Region

•

The establishment of access licenses to S2S E Care Coordination and e-referral for RDNS at the 		
Berwick and Springvale sites

•

The development of training resources, E-Care Coordination Plan examples and a manual for use
in future training

•

Increased staff knowledge, skills and confidence in care coordination and e-care coordination 		
systems as shown by the staff survey conducted at the beginning and end of the project period

•

Increased staff confidence in using the S2S system to send and receive e-referrals.
A staff survey was conducted in August 2011 and repeated in April 2012 (Appendix 6).

Items covered by the survey included the following:
•

•

Level of staff knowledge about
•

consumer privacy and consent, protocols and practices

•

Interagency care planning and care coordination protocols and practices

•

SCTT 2009 Care Coordination Plan

•

S2S E-referral system

•

S2S E Care Coordination module

Staff confidence in client centred care planning
•

Developing goals with clients and carers

•

Developing actions to match

•

Documenting care plans

5

•

Interagency care planning or care coordination
•

Completing SCTT 2009 Care Coordination Plan

•

Arranging case conferences or care coordination meetings with people from other agencies

•

Participating in care coordination meetings with people from other agencies

•

Developing shared collaborative goals jointly with the client, people from other agencies

		and GPs
•
•

Sending information or feedback to GP’s about clients

Using the S2S system
•

Sending and receiving referrals using the S2S system

•

Using the S2S Care Coordination Module

The staff survey pre and post project used to measure change in knowledge and confidence in
practice related to interagency care planning and coordination indicated;
•

Increased knowledge of interagency care planning and care coordination protocols and practices,

•

Increased familiarity and use of the SCTT Care Coordination Plan,

•

Increased knowledge and proficiency in using the S2S E-referral and E Care Coordination system,

•

Increased confidence in documenting both interagency and intra-agency care plans/care
coordination plans.

There was no significant change in the level of confidence in developing goals with clients,
developing actions to match goals and documenting care plans as this rated quite high at project
commencement. This was expected given the amount of training and practice in this area which
had already occurred with ASM implementation leading up to the project period.
The results relating to confidence in E-Care Coordination 41% rated ‘still learning’ and 35%
‘starting to practice’ and 24% confident or very confident. The results of the surveys are shown
in the following charts.
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Percentage of

Figure 2: Staff knowledge prior to project

staff reporting
that they are
practicing or
proficient with
the SCTT Care

Please rate your familiarity and knowledge of the following:
30
25

Coordination
Plan changed

20

from 58% to
88% during the

15

project period.
10

Proficient
Practicing
Learning
Aware
None

5
0
Consumer privacy
and consent,
protocols and
practices

The percentage
of staff reporting

Interagency care
planning and
care coordination
protocols and
practices

SCTT Care
Coordination Plan

S2S E-referral
system

S2S E-Care
Coordination
module

that they are
practicing or
proficient with

Figure 3: Staff knowledge at the end of the project

the S2S E Care
Coordination
module,

Please rate your familiarity and knowledge of the following:
20

introduced
during the
project changed

15

from 0% to 50%
with 35% still
learning.

10
Proficient
Practicing
Learning
Aware
None

5

0
Consumer privacy
and consent,
protocols and
practices

Interagency care
planning and
care coordination
protocols and
practices

SCTT Care
Coordination Plan

S2S E-referral
system

S2S E-Care
Coordination
module
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Level of
knowledge rated
practicing or
proficient with

Figure 4: Staff confidence in client centred care planning prior to project

CLIENT CENTRED CARE PLANNING
Please rate your level of confidence in performing the following tasks.
30

E-Referral
increased from

25

42% to 76%
20
15
10

Very confident
Confident
Starting to practice

5

Still learning
No confidence

There was no

0

significant
change in the
level of

Developing goals
with clients and
carers as part of the
care planning...

Developing actions
to match goals with
clients and carers

Documenting care
plans

confidence in
developing
goals with
clients,
developing
actions to

Figure 5: Staff confidence in client centred care planning at the end of the project

CLIENT CENTRED CARE PLANNING
Please rate your level of confidence in performing the following tasks.
20

match goals and
documenting
care plans as

15

this rated
quite high
prior to
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project.
Very confident

5

Confident
Starting to practice
Still learning
No confidence

0
Developing goals
with clients and
carers as part of the
care planning...

Developing actions
to match goals
with clients and
carers

Documenting care
plans
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Level of

Figure 6: Staff confidence in interagency care planning prior to project

INTERAGENCY CARE PLANNING OR CARE COORDINATION
Please rate your level of confidence in performing the following tasks:

confidence in
completing
SCTT Care

30

Coordination
Plan increased

25

with 25% still
learning.

20
15
10

Very confident
Confident
Starting to practice

5

Still learning
No confidence

0
Completing
Arranging case
Participating in
Developing
Sending
the SCTT Care
conferences or
case conferences
shared,
information or
Coordination Plan care coordination
or care
collaborative goals feedback to GP’s
meetings with
coordination
jointly with the
about clients
people
meetings with...
client, people...

Confidence in
developing
shared,
collaborative
goals with the

Figure 7: Staff confidence in interagency care planning at the end of the project

INTERAGENCY CARE PLANNING OR CARE COORDINATION
Please rate your level of confidence in performing the following tasks:
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other agencies
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20

52% to 70%.
15
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Still learning
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Staff rating of

Figure 8: Staff confidence in using the S2S system prior to the project

their confidence

USING THE S2S SYSTEM
Please rate your level of confidence in performing the following tasks:

with sending
and receiving
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using the

20

S2S system
increased from
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15

10
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Confident

5

Starting to practice
Still learning
No confidence

Staff rating
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of their
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referrals using the S2S system

Using the S2S Care
Coordination module

confidence with
using the S2S

Figure 9: Staff confidence in using S2S system at the end of the project
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module
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A number of changes occurred within agencies during the project evaluation period, which
influenced the agency’s involvement in the project and a number of other factors such as the service
coordination survey, staffing restructures, ASM implementation activities and quality improvement
processes also impacted on the project outcomes.
These included:
•

Revision of position descriptions and processes to incorporate and articulate care
coordination roles and responsibilities

•

Building working relationships between council and community health staff through colocation,
case conferencing, conducting joint home assessment and care planning processes

•

Implementation of care planning audits and internal care planning training sessions.
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2.4 Partnership Outcomes
One of the key objectives of the project, to provide a platform for strengthening partnerships
between services, was achieved through shared problem solving, planning and training sessions
and working together on individual care coordination plans. This was measured through feedback
from participants at the training sessions, the PDSA workshop and the evaluation workshop as well
as the VicHealth partnership tool used with the working group members at the beginning in August
2011, and end of the project in April 2012. The feedback showed that although a great deal of
progress has been made, there is still a need for ongoing implementation and collaboration to
ensure that E-Care Coordination becomes a sustainable practice.
Figure 10: Average VicHealth Partnership Tool scores August 2011 and April 2012

Average scores using VicHealth Parntership Tool
2012

2011

1. Determining the need for the partnership
2. Choosing partners
3. Making sure parnerships work
4. Planning collaborative action
5. Implementing collaborative action
6. Minimising the barriers to partnerships
7. Reflecting on and continuing the partnership
0.0

2.0

4.0

6.0

8.0

10.0

12.0

14.0

16.0

18.0
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2.4.1 Partnership mapping results

Legend

Colocation

The figures below show the results of the

of staff had

VicHealth Partnership Tool mapping exercise

Nature of relationships between partners

a positive

completed by the working group at the

Networking

impact on

first meeting in August 2011 and the final

Coordinating

partnership

evaluation workshop in April 2012.

development

Cooperating
Collaborating

Figure 11: Partnership mapping exercise August 2011

mecwacare

Staff from
partner agencies
came together
at monthly
working group
meetings,
training sessions,
workshops

Kooweerup
Regional Health
Servivce

Cardinia Casey
Community Health
Service
Greater
Dandenong
Community Health
Service

City of Casey

RDNS Berwick

City of Greater
Dandenong

RDNS Springvale

and at care
coordination
planning
meetings.

Figure 12: Partnership mapping exercise April 2012

mecwacare

Kooweerup
Regional Health
Servivce

Cardinia Casey
Community Health
Service
Greater
Dandenong
Community Health
Service

City of Casey

RDNS Berwick

City of Greater
Dandenong

RDNS Springvale
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2.5 Critical Success Factors
The building
blocks must

There were a number of critical success factors to this project. It should be viewed as a project within
the continuum of work which the SEHCP has conducted over many years of building partnerships,

be in place as

developing interagency care coordination protocols, conducting pilots, incorporating feedback from

a foundation

staff and consumers and implementing the use of the S2S system of e-referral. The implementation of

before E-Care

ASM across HACC providers also paved the way for the person centred goal oriented care planning

Coordination

required as part of E-Care Coordination.

can be
successfully
implemented

The following critical success factors were noted by stakeholders:
•

building on previous ASM and service coordination work and learnings from the E-Care Plan Pilot
Project developments

•

resourcing of a dedicated Project Manager providing ongoing coordination, implementation 		
support and communications (provided by LIME Management Group and funded by Department
Health – HACC Active Service Model Grant)

•

agency management and practitioner commitment

•

use of PDSA process and tools to support implementation

•

quality IT capacity of participating agencies

•

adequate levels of training and putting the training into practice

Leadership by

•

E-Care Coordination module was easy to use and staff could see obvious benefits

management

•

change champions (working group members) in each agency, supported by managers

and working

•

allocation of care coordination role to specific staff or inclusion in position descriptions

group plus the

•

joint assessments and case conferencing across agencies involved with the client

facilitation

•

monitoring of care coordination planning practices in each agency e.g. audits

by a Project
Manager
were critical

Figure 13: The building blocks of E-Care Coordination

factors in the
success of

Management leadership, commitment and support

the project

Agreed Care
Coordination protocols

Staff training in goal setting and
E-Care Coordination

Partnerships, steering groups, working
groups
ASM resources &
implementation
Service coordination tools
& standards

Agency change teams

Connection to S2S
system
Privacy legislation

Electronic care
coordination module
EQUIP/QICSA/CCC
standards
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2.6 Sustainability
The following plans for continuing with E-Care Coordination for HACC eligible clients have been
developed in May 2012 by participating agencies.

Southern Health- Cardinia Casey Community Health E-Care Coordination Sustainability Plan
Objective

Strategy

Person/role responsible

Timing

To improve speed of S2S
system to enable efficient
use by staff.

Liase with IT services re: installing Firefox
on Southern Health computers.

Director Community Services

Ongoing

To ensure all staff have
access to S2S.

Obtain list of staff with S2S access from
infoxchange to ensure all staff have the
appropriate level of access.

Program Manager Aged and
Community Care/Team Leader
Aged and Community Care

Completed May 2012

Use of S2S for all
external referrals to be
mandated to improve staff
confidence with using
S2S system and ensure
staff are logging into
system to check messages
etc.

Staff to be informed through email and
discussion at team meeting.

Program Manager Aged and
Community Care/
Team Leader Aged and
Community Care

May-July 2012

All complex clients
receiving multiple
services (internal or
external) will have an
e-care coordination plan.

Additional care planning training will
be provided internally to all HACC staff
during team meetings. Use of e-care
coordination plans will be monitored
during file audits.

Team Leader Aged and
Community Care/OT change
champion

July 2012

Staff will have appropriate
knowledge and skills to
complete ecare
coordination plans.

Representatives from CCCHS will practice
participating in interagency care plans
during joint networking days.
Individual/ small group training and
support will be provided as required.

OT change champion

May/November 2012

OT change champion

Ongoing

Ongoing

City of Casey E-Care Coordination Sustainability Plan
Objective

Strategy

Person/role responsible

Timing

Continue partnership
development with the
Cardinia Casey
Community Health
Service

•

Coordinator Home Based
Services

Ongoing

•

Continue regular meetings to discuss
common goals and objectives to
streamline clients pathways in line
with the Active Service Model
Participate in joint World Café to
discuss development of protocols
and processes for streamlining clients
pathway through the service system

30/05/2012
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City of Greater Dandenong E-Care Coordination Sustainability Plan
Objective

Strategy

Person/role responsible

Timing

To ensure that all
complex clients who have
a range of community
agencies involved in their
care will be supported
through E- Care
Coordination and support
the principles of Care
Coordination.

Team Leaders/ Assessment staff & Case
Managers will refer clients through E- Care
Coordination platform, organise meeting
with other agencies and establish care
plan and main worker.

Coordinators Team Leaders/
Assessment staff Case Managers

Currently trialling
internally with Team
Leaders/ Assessment
staff and Case
Managers Currently
trialled care
coordination plan
with RDNS.

To ensure that all
new staff are trained
to use S2S E- Care
Coordination platform
for communication with
community agencies
involved in client care.

All new staff to be trained in S2S E-care
Coordination.

Coordinators
Team Leaders/ Assessment
staff Case Managers

Currently training
new staff who did not
have an opportunity
to participate in the
S2S training.

To strengthen partnerships
with community agencies
in Care Coordination.

Strengthen existing protocols to include
E-Care Coordination as a tool for clients
with complex needs.

Coordinator
Team Leaders/ Assessment
staff Case Managers

Currently working on
partnerships and use
e-care coordination
as platform to
strengthen future
relationships.

Kooweerup Regional Health Service E-Care Coordination Sustainability Plan
Objective

Strategy

Person/role responsible

Timing

DNS- Ensure that the
practice of E-Care
coordination continues
in line with the agreed
protocol.

Continual staff education until staff are
confident in e-care coordination. Use of
train the trainer model. All staff will be
responsible for their own training and
NUM to keep a list of which staff have
done training. (Possibility it could be
incorporated into performance reviews?).

DNS-NUM and other
‘champions’ within team

Commence end of
May

Allied Health- Ensure that
the practice of E-Care Coordination
continues in line with the
agreed protocol.

Social worker to continue to train
any new allied health staff on E-Care
Co-ordination to discuss with other Allied
Health Staff the merit in familiarising
their Allied Health Assistance staff (who
are working with mutual clients that are
receiving assistance with treatment/service
from Allied Health practitioners). This may
assist with the issue of ‘time constraints’
reported by Allied Health Staff and the
resulting ‘resistance’ in using the e-care
co-ordination system.

Social Worker change
champion and Allied Health
staff

Ongoing depending
on availability of
trainer.

Develop advanced skills
in goal directed care
amongst staff.

Three staff to complete ‘Implementing goal
directed care’ training unit.

Three key allied health staff
including Social Worker change
champion

By end of August
2012
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mecwacare E-Care Coordination Sustainability Plan
Objective

Strategy

Person/role responsible

Timing

To engage and empower
clients to be involved in
their care coordination
and make decisions
about their care.

Engage clients with complex care needs to
look at their care requirements and goals
during the HACC assessment, identifying
the need for care coordination.

Intake will identify the initial
need. Than assessment officer
will follow up further during
assessment.

Ongoing as needs
identified or requests
received from other
agencies.

To promote care
coordination and
improved client
outcomes.

Network with other agencies to further
build on partnerships developed during
the project and to continue to improve
implementation of E Care coordination
system.

Assessment team/Change
leader

RDNS-Springvale and Berwick E-Care Coordination Sustainability Plan
Objective

Strategy

Person/role responsible

Timing

Continue to use S2S E
Care Coordination system
to communicate with
other services.

Key staff at each site to check S2S system
daily.

Coordinator/Grade 4 at each
site

Ongoing with
practice review
Coordinator/Grade 4
in August 2012.

Continue to develop ECC
plans for complex clients.

Continue daily practice of identifying
complex HACC clients with multiple
service involvement and follow SEHCP
Protocol at both sites.

Coordinator/Grade 4 at each
site

Ongoing
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3 Project Processes
3.1 Project Governance and Establishment
Having each of the agencies represented at both the steering group and working group level was
critical to the strength of partnerships and establishment of ‘virtual teams’ across agencies.
One of the impediments was that the Southern Health representative, a practitioner from the Cardinia
Casey Community Health Service, did not have the authority or the ability to fully represent Greater
Dandenong Community Health Service nor to influence change within that service. This meant that
the development of the relationships between Springvale RDNS, City of Greater Dandenong and
Greater Dandenong Community Health Service (GDCHS) which were critical to the success of the
project relied on extra meetings outside of the working group. Having a representative from GDCHS
on the working group would have increased efficiency.

18

3.2 Project Implementation
‘We are

The project was implemented according to plan, with some impediments caused by lack of access in

hoping it will

the early stages to the E-Care Coordination module for RDNS and general IT problems for Southern

improve both

Health staff. Key processes in implementing, operating and maintaining the initiative included

our care
coordination

fortnightly working group meetings during the establishment stage to develop the partnership, establish
an agreed draft protocol and plan the implementation of E-Care Coordination.

with district
nurses and

A Plan Do Study Act workshop was held during which each agency completed an E-Care

allied health

Coordination readiness checklist and developed their first PDSA plan. Each agency established an

internally as

internal implementation or change management group. Six E-Care Coordination training sessions were

well as with

held, three at the City of Greater Dandenong training room with computer access for each participant

mecwacare, and

and three at agency sites with staff using their own computers. Once the draft protocol was developed

eventually
ACAS if they

and signed off by the steering group and a sufficient number of staff had attended training in how to
use the E-Care Coordination module, the implementation stage began.

get on board’.
Following this point, working group members met monthly, reporting on progress, discussing issues,
solving problems together and planning for the next PDSA cycle. Some found they did not have time
to complete the PDSA templates and preferred to report verbally at the meetings and others found that
they were a useful tool for planning and recording progress. In April 2012 an evaluation workshop was
held to collect feedback for the evaluation, agree on the final protocol and plan for ongoing practice
of E-Care Coordination. The final version of the protocol will be presented to the steering group for
approval.

3.3 Stakeholder engagement
‘E-Health is
the way of the
future’

The level of stakeholder engagement in the project remained reasonably consistent. The ability of
agency staff to be available for meetings, attend training and allocate time to implementation activities
was affected by illness, staffing restructure and workload demands; however, general commitment
remained high from most agencies. The distribution of meeting minutes, emails and project bulletins
facilitated ongoing communication and engagement.
Table 2: Participation in working group meetings
Number of meetings
attended

Percentage of meetings
attended

City of Casey

9

64%

City of Greater Dandenong

11

79%

Kooweerup Regional Health Service

11

79%

mecwacare

11

79%

Royal District Nursing Service

9

64%

Southern Health-CCCH & GDCH

13

93%

Agency
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3.4 E-Care Coordination module
‘There will be
opportunity
for greater
internal ecare
coordination
within this

Working group members reported that once a practitioner has learned to use the E-Care
Coordination module it takes 15-20 minutes to complete one plan. It should be noted that
because the plan is shared across agencies, this means that 2-3 other practitioners do not
have to work on a separate plan. If the initial referral to another agency, following an
assessment, includes the suggestion that an interagency care plan be developed, the system
can improve efficiencies in communication and reduce duplication of effort for all involved,

service in the

as well as providing a list of staff and agencies involved. ‘It’s easy to use and flows well.

future, which

It supports consumer goals as the focus. It’s good to have feedback and see the outcomes

I would fully

when they have been achieved. It stops repetitiveness of assessments. Good to see target

support’’

dates and review dates.’ Ensuring that the client and GP are provided with a copy is an
important part of the protocol.

3.5 Project Barriers
Where agencies did not have the building blocks of service coordination/care planning/e-referral
in place this limited or slowed progress towards achieving outcomes. Initially in some agencies there
was reluctance to take on the Care Coordination role, which was resolved in some cases by updating
position descriptions or engaging managers in clarifying expectations.
Lack of confidence or experience in using electronic systems in general was a barrier for some.
There were a few staff members who attended multiple training sessions but continued to lack the
confidence or motivation to actually develop an E-Care Coordination plan. Some practitioners held
the perception that creating an E-Care Coordination plan would take too long, compared with their 		
usual method involving filling out a SCTT Care Coordination Plan and faxing the copy to the
other agencies who would then have to scan it into their records.
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‘I think it is
great for staff
who work part

Barriers to implementation
and practice reported by participants
are listed below:

time (very good
for allied health

Agency barriers

staff) to ensure

•

agencies have differing perspectives on what a care plan should entail

continuity

•

limited access to computers or internet capacity in some agencies

of care for

•

participants in some agencies unable to access the S2S E-Care Coordination module

clients.’

•

restructure occurring during the project implementation phase

•

agencies still heavily reliant on paper based client information systems

•

reluctance to document care plans ‘We do all our interagency care planning at the moment by 		
phone or in person. This is working well and staff benefit from the personal contact’

Individual staff barriers
•

lack of practice, as for some it is not part of their day to day role

•

perception that developing an interagency care coordination plan is duplicating work already
done within the agency

•

staff reluctance to use technology ‘It was difficult getting others to become involved who may
not be so happy with IT based work.’ ‘The workforce is not willing to change from a paper based
format or telephone communication’

•

reluctance to ‘take ownership’ of the coordinating role. ‘It was difficult nominating a key
worker - in my department we see different clients all the time and no one wants to be tied to the
most difficult and challenging of clients all the time’.

Consumer barriers
•

difficulty articulating goals or used to having others develop goals for them

•

not knowing which other agencies are involved and therefore who to invite to participate in the 		
care plan as some clients are not aware of all the agencies they are involved with.

•

Clients do not have access to S2S which limits client involvement: ‘The client doesn’t ‘own’ the 		
care plan or even have access to update it. This prevents the many clients who have complex care
needs but are capable of being their own key worker taking on that role and is inconsistent with 		
ASM principles.’
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Project implementation barriers
•

Where there was no specific worker to include in plan “we only know the agency we are referring
to not the worker they will be picked up by” Where there was an intake service involved it was 		
difficult to identify which staff to invite to participate in the care coordination plan as S2S referrals
were not assigned to staff by the intake office

•

reduced ability of partnership members to collaborate fully due to time, resource or staffing 		
limitations

•

multiple demands on practitioner time reduced the amount of time available for implementing
change

•

other agencies not being on the S2S system or being familiar with e-care co-ordination

•

key agencies involved with HACC clients such as ACAS, Post Acute Care, Transition Care Program,
Rehabilitation in the Home and Community Rehabilitation services were not engaged in the 		
project, nor did they have the building blocks in place.

E-Care Coordination system barriers
•

extra time taken to add client’s onto the S2S system

3.6 Project Facilitators
Where agencies had the building blocks in place and staff were used to using electronic systems,
including the S2S e-referral system, the internal agency implementation was easier, however, as
the project required interagency participation, they could only progress as far as partner agencies
limitations allowed. Some of these agencies went ahead to implement the use of the E-Care
Coordination system internally, within the agency, whilst waiting for partner agencies to be ready.
The range of facilitators of implementation and practice reported by participants are listed below:

Agency facilitators
‘It assists with

•

having management support

accountability

•

having the right Technology - S2S access for all agencies involved

and

•

when the speed of access to the system was better

transparency

•

having up-to-date technology that allows for use of the system

so each staff

•

having clear role definitions for care coordination e.g. Case managers at GGD

member
involved with

Individual staff facilitators

a client’s care,

•

when staff saw that this saved time and also helped with documentation

knows what

•

understanding that E- health is the future

is expected of

•

recognising the benefits such as I think it is great for staff who work part time (very good for allied

them.’

health staff) to ensure continuity of care for clients
•

staff who put the training into practice were more likely to become proficient and efficient
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Consumer facilitators
‘It’s a great

•

tool and easy

consumers who are happy to have their information shared across agencies in order to access 		
better care

to use’

Project implementation facilitators
‘E-Care

•

having steering group support and oversight

Coordination

•

building on collaboration around coordinated care which was already occurring through ASM

module can

•

having supportive people like the project manager who was good at keeping the process moving
and being willing to visit agencies

be used as an
alternative to

•

interagency care planning could be progressed

SCTT 2009
care plan in

meeting regularly with the other agencies to learn more about how they work and how

•

having good partnerships with local agencies and joint inter-agency workshops to plan how to 		
work together

client files
therefore

•

knowing the other agencies involved with clients and which agencies have access to S2S

eliminating

•

educating all staff to become familiar with the E-Care Coordination module and interagency care
planning and providing ongoing coaching

duplication.’
•

resources and case examples developed for use in training

E-Care Coordination system facilitators
‘It will

•

improve

it assists with accountability and transparency so each staff member involved with a client’s care,
knows what is expected of them

efficiencies

•

having a tool or module which is easy to use and perceived as improving efficiency

and

•

E-Care Coordination module can be used as an alternative to SCTT 2009 care plan in client files

communication
for staff and

therefore eliminating duplication
•

having access to the S2S helpdesk, manuals and support from Infoxchange

clients’
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4 Appropriateness
This project has been highly relevant both in building on the implementation of the Active
Service Model and furthering the use of electronic formats for interagency care coordination and
communication. There remains a need to continue the use of both the protocol and the E-care
coordination module.
The Victorian Health Priorities Framework 2012-2022,4 includes both a focus on person centred care
and the use of technology to increase efficiencies and accountability. ‘E-health and communications
technologies need to be common to and shared across the continuum of care, to ensure timely and
appropriate access to essential health information for providers, patients and the community.
Access to relevant information, when it is needed and in an understandable and usable form,
will have a range of benefits for metropolitan health services, for individuals, for clinicians and
for communities. Improved knowledge management will also foster accountability and greater
transparency of knowledge and information and will directly contribute to increased efficiency and
effectiveness of health service provision.’
Given that one of the state wide PCP Service Coordination objectives and tasks is to develop and
implement shared or multi-agency care planning protocols, this project has been highly beneficial
and will provide a model for the SEHCP to apply E-Care Coordination more broadly across services
and client target groups.
The project was also closely aligned with the requirements for person centred coordinated care
outlined in quality standards relevant to each of the participating agencies including EQUIP 5, QICSA,
Common Community Care Standards and Service Coordination standards.
In terms of acceptability to stakeholders:
•

consumers were open to the process

•

staff generally found the system easy to use and could see the benefits of efficiency, maintaining 		
privacy, timely interagency communication, reduced duplication, better focus on client goals, and
more consistent care plan reviews. Some staff however, preferred to use paper formats, being more
comfortable writing information rather than using technology.

•

one agency was reluctant to use the E-Care Coordination module as it would mean duplicating 		
data which was on their internal agency client information system, however they were happy to 		
participate in plans developed by other agencies.

The project methodology, the protocol and the S2S electronic system have potential benefits which
are transferable for enhancing care coordination for a range of target groups, issues and program areas.
Although this project focused on the HACC eligible, complex needs target group, a similar process
could be applied to benefit consumers and agencies in the areas of mental health, consumers with
complex needs/chronic disease, problem gambling, refugee health, disability, youth, child and family.
4

Department of Health, Victorian Health Priorities Framework 2012-2022:
Metropolitan Health Plan, May 2011
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5 Conclusion
The E-Care Coordination project was successful in achieving all of the original objectives.
This was due to multiple factors as described in this report. Key to the success of the project was
the commitment of agencies to work in partnership, the leadership and governance, the project
implementation process, the investment in training and support and the quality of the S2S E-Care
Coordination system. The continued practice of E-Care Coordination is still in it’s infancy and will
require ongoing commitment from all of the agencies involved. Further progress in interagency care
coordination for HACC eligible clients will be impacted by the level of engagement of other services
involved with the target group such as acute services (discharging planning for complex clients),
ACAS, RITH, TCP, Continuing Care and PAC.

25

Attachment 1: Project Plan
Key project stages and activities
Stage 1: Planning: July-August 2011
•
•
•
•

Development of steering group and working group;
development of detailed project workplan and communication strategy;
scheduling of meetings, training and workshops; and
development of evaluation framework and tools.

Stage 2: Develop agreed pathways and protocols: August-September 2011
•
•

Working groups met regularly to build partnerships, understanding of care;
coordination issues and agree on pathways and protocols; and
each participating agency reviewed their internal roles and systems in relation to the building 		
blocks for inter agency E-care-coordination.

Stage 3: Implementation: October 2011-April 2012
•
•
•
•
•
•
•

Plan Do Study Act workshop resulting in implementation plans for each agency;
change teams established in each agency;
PDSA templates and tracking template used for monthly working group progress reports and 		
planning;
S2S E-Care Coordination training provided to care coordinators, allied health professionals, 		
assessment officers and key workers from participating agencies;
training resources, presentations and case studies developed to support implementation;
agency visits by project manager to support implementation; and
advocacy to RDNS management to arrange local access to E-Care Coordination module at
Berwick and Springvale sites.

Stage 4: Evaluation and monitoring: October 2011-May 2012
•
•
•
•

Monthly meetings, telephone support, issues identification/troubleshooting and data collection;
pre and post project staff survey to measure changes in knowledge and skill;
telephone survey with sample of consumers.
synthesis and analysis of data for evaluation report; and

•

workshop including other key stakeholders to discuss key themes, validate findings, revise E-care
coordination pathway and develop sustainability strategies.

Stage 5: Draft and final report: May 2012
•
•
•
•
•
•

Revision of E-Care Coordination pathway and procedure;
document agreed sustainability plan;
develop draft evaluation report, including case studies;
presentation of draft report to Working group meeting for feedback;
presentation of draft report to SEHCP for feedback; and
develop final evaluation report.
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Attachment 2: Evaluation Framework
OVERARCHING GOAL: To achieve functional integration between services involved in care coordination and care planning with
consumers using the Active Service Model through the implementation of an E-careplanning protocol, pathway and system.

OUTCOME
Ultimate goal - changes
in participation of the
population, or program
participant
•

•

•

Consumers are
engaged in their
care planning.
Care Coordination
is improved by use
of E-care planning.
Partnerships, trust
and teamwork
are strengthened
between
participating
agencies.

OBJECTIVES
Changes in attitudes and
behaviours of service users,
program participants and
populations that affect
participation
•

•

•

•
•

Engage and empower
consumers in care
planning.
Provide a platform
for strengthening
partnerships.
Develop agreed
interagency Care
planning pathway.
Implement use of E-care
planning system.
Build staff knowledge and
skills in care coordination
& careplanning/
e-careplanning.

IMPACT/OUTCOME EVALUATION
Shows progress made towards the program achieving
what it set out to achieve (outcome and objective).
•
•

•

•

•
•
•
•

Individual components
Reach of initiative and components including
proportion of target group participating in care
planning
Outcomes for consumers including understanding of
care planning, empowerment, level of participation
in care planning discussions
Outcomes for participating staff including
understanding of care planning/e-careplanning,
knowledge, confidence and level of participation in
care planning discussions
Impact on participating agencies including
workforce, systems and resources
Which elements had positive outcomes – which less
effective
Barriers and facilitators, critical success factors
Sustainability - positive enhancements in the
capacity of agencies to continue e-careplanning

STRATEGIES
Long-term plans of action
designed to achieve a particular
objective or set of objectives

ACTIVITIES
Specific actions and operational
activities undertaken as part of
the strategy

1.

•

2.

3.

4.

To reinforce ASM principles
and Service Coordination
Principles throughout the
project.
To identify the benefits of
interagency care planning
for consumers and service
providers.
To increase capacity of
the SEHCP workforce
by building skills and
confidence in the use of
the e-careplanning system.
To build trust and
teamwork between
agencies resulting in better
care coordination.

•
•

•

•

Establish a governance
structure including
Managers on the project
steering group and
practitioners on the
working group.
Document existing
practices and pathways.
Develop draft E-care
coordination pathway and
procedure and agreement
for endorsement.
Implement E-care planning
trial and evaluation
framework including
workforce development.
Monitoring and support.

PROCESS EVALUATION
Shows progress made towards a program being delivered as intended
and in accordance with best practice (strategies and activities).
•
•
•
•
•
•
•

•
•
•
•
•

Factors influencing strength of partnerships and establishment of
‘virtual teams’ across agencies
Extent to which stage of the project was implemented as planned
Extent to which project engaged key stakeholders
Key processes in implementing, operating and maintaining the
initiative
Barriers and facilitators to implementation of care
coordination/e-care planning
Number of participants in each activity
Quality of partnerships
DATA SOURCE/TOOLS
Project reporting and monitoring template for use by participating
agencies introduced at a workshop late August
Evaluation workshop in April 2012 including participants in
governance groups, consumers and staff
Survey with participating staff at the commencement and close of
project to measure knowledge, skill and confidence level
Interviews with project governance group members
Case studies
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Evaluation Methodology
Phase 1: Evaluation
Design & Planning

•
•

•
•

Project briefing meeting with SEHCP EO
Identify Department of Health evaluation reporting requirements, available documentation and
information sources
Design evaluation methodology and framework, confirm information to be collected and
determine key evaluation indicators and questions
Develop detailed project management plan
Develop detailed evaluation tools –stakeholder lists, survey/interview questions, monitoring
template
Assess available data and develop action plan for collection of additional data potential case study
focus areas
Meet with Project Steering Group to confirm methodology plans etc
Preliminary progress report including any need for revision of project plan

Phase 2: Implement
evaluation

•
•
•
•
•
•

Workshop to introduce evaluation (may be part of session introducing the pathway)
Provide monitoring template and reporting timetable to agency representatives
Provide telephone support to ensure data/information is being collected
Online survey of participating staff to be completed in August 2011 and April 2012
Telephone survey with a sample of consumer participants
Plan for evaluation workshop to be held in April 2012

Phase 3: Synthesis
and analysis

Collate data

•
•
•
•

•
•
•

Meeting with working group to discuss data findings and key themes
Conduct partnership survey with working group and steering group members
Case study development

Future Directions Workshop
•

Phase 4: Final Report

Workshop with Project Steering Group, and other key stakeholders to validate findings, revise
care coordination pathway and develop sustainability strategies.

Draft Final Evaluation Report
Evaluation Report
•
•

Draft Final Evaluation Report inclusive of case studies and sustainability plans
Present draft to for feedback and comment

28

Attachment 3: Readiness Checklist
The checklist below highlights processes and documentation that agencies require to support
implementation of the E-Care Coordination protocol.

Key Element

Yes / No
Partially

Step 1: Eligibility Screening
There are clear and documented processes that ensures the agency identifies clients who are HACC eligible.
Key changes needed

Step 2: Identify the need for Care Coordination Plan
People who are eligible for Care Coordination Plan are identified during INI/or Assessment
The existence of other care plans, treatment plans, team care arrangements, are noted
Key changes needed

Step 3: Activate Care Coordination Plan process
The agency has clearly identified who is responsible for and how to organise a case conference (face to
face, by telephone or written exchange of information)
The agency is able to utilise the agreed on a template to develop the Care Coordination Plan
These is an agreed process for how agency individual treatment plans will articulate with the Care
Coordination Plan
Staff are able to agree to a Care Plan Coordinator role if nominated at the case conference
Key changes needed

Step 4: Provide feedback
There is a position description and a recognised time allocation to undertake the Care Plan Coordinator role
Processes and guidelines are in place to ensure
• the Care Coordination Plan is documented and distributed to all participants
• staff monitor their particular agreed goals and actions as specified in the Care Coordination Plan
• notify the Care Plan Coordinator if they become aware of any relevant changes in the consumer’s
situation, or changes in their own contact details
• Care Plan Coordinator notifies all other parties if they become aware of any relevant changes in the
consumer’s situation, or changes in participant details that require modifications to the plan
Key changes needed

Step 5: Review Plan
Processes and guidelines are in place to ensure the Care Coordinator organises a review of the plan
Key changes needed
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Attachment 4: PDSA Templates
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Attachment 5: Electronic
Care Coordination Plan Protocol
South East Healthy Communities Partnership
Version Number:		

6 Draft for Approval by Steering Committee

Date: 			

3 May 2012

Review Date: 		

May 2015

1. BACKGROUND
In 2007 as part of the continuous improvement of Service Coordination, South East Healthy
Communities Partnership (SEHCP) identified the need to develop a Care Coordination Planning
Protocol. A project was funded to work with key stakeholders to build on careplanning protocols
developed elsewhere and review them to meet the needs of clients and the local service system.
Consequently SEHCP’s initial Care Coordination Plan Protocol was developed.
In June 2010 a consortium of Primary Care Partnerships, including Inner East PCP, Outer East PCP
(Lead PCP), East Gippsland PCP, Wellington PCP, Central West Gippsland PCP, South Coast PCP,
North East PCP, Inner South East Partnership in Community and Health, and South East Healthy
Communities Partnership submitted a proposal to the Department Health to conduct an Electronic
Care Coordination Plan Project.
This Electronic Care Coordination Plan Protocol builds on the work of the SEHCP’s local Electronic
Care Coordination Planning Pilot 2010-2011. It is based on trust, professionalism and the good will
of participating agencies and provides a generic framework for Care Coordination Planning for HACC
eligible clients who identify a goal that requires involvement of two or more of the participating
services, and there is a need for interagency communication to support effective client outcomes.

2. AIM OF PROTOCOL
To develop an agreed Electronic Care Coordination Plan process, for service providers in the South
East Region involved in supporting client centred coordinated care for HACC clients with complex
needs or multiple agency involvement and to maximize client outcomes, goal attainment,
communication and service coordination between agencies.

3. PRINCIPLES OF CARE COORDINATION
This Protocol is underpinned by the principles of Service Coordination. Service Coordination is a
statewide approach used to align practices, processes, protocols and systems through functional
integration. Service Coordination places clients at the centre of service delivery, to ensure that they
have access to the services they need, opportunities for early intervention, health promotion and
improved health and care outcomes.5

5

Better Access to Services: A Policy and Operational Framework, p. 1, DHS June 2001.
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Service Coordination is underpinned by the following principles:6
Principle

Description

A central focus on
clients

service delivery needs to be driven by the needs of clients and the community rather than the needs of
the system, or those who practice in it

Partnerships and
collaboration

service providers work together and take responsibility for the interests of clients, not only within their
own service provider but across the service system as a whole

The social model of
health

a distinct conceptual framework for thinking about health. This framework is concerned with
addressing the social and environmental determinants of health and wellbeing, as well as biological
and medical factors. This includes the spiritual and family connections that contribute to wellbeing

Competent staff

the six elements of Service Coordination must be undertaken by staff who are appropriately skilled,
qualified, experienced, supervised and supported

A duty of care

a duty to take reasonable care of a person. The duty of care extends to Service Coordination, where
staff have a duty of care to provide accurate and timely information, and assist clients with referrals

Protection of client
information

improved information management practice is critically linked to Better Access to Services. In addition,
the brochure Your Information – it’s Private and the Client Consent Form are designed to improve
information flows and outcomes for clients while improving practice

Engagement of other
sectors

Service Coordination embraces the broadest range of partnerships across service provider types (small,
large, non-government, government etc) and across disciplines, including doctors. A key role for
Primary Care Partnerships includes: developing strategic links with acute care, residential aged care,
children’s and family services and disability services

Consistency in practice
standards

Service Coordination enables services to remain independent of each other as entities but work in a
cohesive and coordinated way to ensure that clients experience a seamless and integrated response

3.1 Guiding principles for enabling person-centred practice7
•

•
•

•
•
•
•
•
•
•
•
•

support a partnership approach to care, where clients and service providers join together to
respect and share each other’s knowledge, values, experience, and information, and collaborate
to develop goals and plan actions
take a holistic approach to practice
foster open, clear communication, which respects a client’s values, culture and beliefs, based
on practice that is sensitive to cultural, communication and cognitive needs of the client
(for example, use of interpreters, translated material, easy-English)
respect for privacy
consider and value the role of family and carers
support clients to identify needs from their own perspective
assist clients to envision what might be possible, and to develop their own goals
encourage clients to choose outcomes that they define as meaningful
actively encourage clients to participate in decision-making partnerships in treatment, program 		
planning and policy formation
base practice on client values, background and choice, as much as possible
support clients to examine risks and consequences
encourage clients to use their own strengths and natural supports
Better Access to Services: A Policy and Operational Framework, p. 9-13, DHS June 2001.
7
Reference: Statewide Service Coordination Manual 2009

6
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•
•
•
•
•
•

provide information to enable clients to participate in decision-making choices and streamline 		
access to services
respect client’s own styles of coping or bringing about change
consider and value the role of family and carers
support autonomy and choice
encourage clients and participants to take responsibility for their part in the plan
be flexible and responsive in planning care within the parameters of safety and service guidelines

4. DEFINITIONS
4.1 Active Service Model
This refers to a specific way of thinking about and providing services to the HACC target group with
a set of underlying principles including that people have the potential to improve their capacity. The
shorthand version of this is “Doing with, not for.”8 Each client will have at least one identified goal
and the Plan will be developed based on ASM principles.

4.2 Care Coordination
Describes activities undertaken following assessment and care planning for clients with high and
complex needs – includes clients receiving services from multiple agencies who are not receiving
case management. Care coordination may include a range of tasks such as Care Coordination
Planning due to multiple agency involvement in service delivery, monitoring and review of the overall
care plan, or assistance with accessing services from a range of program areas. Care coordination
and case management are distinct activities on the same continuum. Client care coordination can be
regarded as a less intensive form of case management.
Ref: Framework for assessment in the Victorian HACC program.

4.3 Care Coordination Plan
A client accessing services from more than one organisation or receiving services from a number
of programs within one organisation may require a Care Coordination Plan, in order to coordinate
service delivery. In this scenario, the client will have several service-specific care plans but also an
overarching Care Coordination Plan that brings together information from the separate services in
a coordinated way. The various practitioners involved may discuss such cases in a review or case
conference process.
An interagency Care Coordination Plan is usually developed to:
• Enable a proactive rather than reactive approach to care for people with multiple support needs
• coordinate service provision
• facilitate communication of agreed strategies and service interventions between the practitioners
in different agencies
• articulate shared goals and outcomes
• outline the roles and responsibilities of each practitioner
• identify the practitioner responsible for care coordination and/or case management
• review the service schedule (recall)
• plan for discharge/exit/transition from the service.
Reference: Statewide Service Coordination Manual 2009
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4.4 Case Management
Includes the roles and tasks described above for care coordination as well as arranging additional
services needed by the client by means of brokerage, purchase of services or maintenance of effort
agreements between agencies: organising case conferences and actively monitoring care plan for
changes in client or carer circumstances.
Ref: Framework for assessment in the Victorian HACC program.

4.5 Care coordinator/key worker
•
•
•

If client has a Care Coordinator/Case Manager they will be the care coordinator/key worker
If client does not have any of the above discuss with the client who they would prefer to be their
care coordinator/key worker.
Which agency is best suited to provide the care coordinator/key worker:
•
Is there a main service provider/support person
•
Funded to provide care coordination
•
Capacity to facilitate process
•
Area of specialisation and knowledge meets client needs.

4.4.1 Role of Care Coordinator/Key Worker
The Care Coordinator/key worker role in care planning should be undertaken by a trained service
provider with the skills and competence to undertake care coordination. Each program area and local
service system will have different guidelines, which determine availability of staff to perform the key
worker role.
A range of staff may be involved as participants in care planning and will be responsible for
communicating outcomes and progress to the key worker. Some examples of people who may
perform key worker functions within the scope of their role include: the client and carer, family
support Care Coordinators, aged care Care Coordinators, disability support workers, integrated cancer
services professionals, mental health Care Coordinators, housing support workers, nurses, discharge
planners, social workers, care coordinators, GPs, HACC Aboriginal liaison staff, or assessment staff
(from the time of assessment until the role is transferred). When determining the key worker, consider
client preference, relationship to client, level of engagement, frequency of contact, level of skill and
capacity of the worker. The key worker may change over time.
The role of a key worker is likely to involve:
• engaging and empowering the client and acting as an advocate, if required
• drawing together existing information, such as assessments and care plans
• having a good knowledge of available services and management options
• developing and documenting agreed goals and actions in collaboration with the client, ensuring
they are specific, measurable, achievable, realistic and time-specific
• facilitating the creation, documentation and communication of the initial care plan
• monitoring and review of the care plan, including arrangement of re-assessments as required,
and updating of the care plan
Ref: Good Practice Guide for Practitioners
– A resource of the Victorian Service Coordination Practice Manual 2009
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•
•
•
•
•
•
•

liaising and communicating with all participants, including the client, carer and GP
organising and facilitating case conferences
working in a virtual team, multidisciplinary and interdisciplinary
ensuring the care plan remains current
discussing exit options and procedures
providing feedback to referrers, GPs and support workers
ensuring documentation and processes meet the requirements of the Health Records Act and other
privacy legislation.
Ref: Good Practice Guide for Practitioners – A resource of the Victorian Service Coordination Practice Manual 2009

4.4.2 The Care Coordination role for this project will:
•
•
•
•
•
•
•
•
•

Organise the interagency case conference or meeting including setting the agenda.
Ensure client information and care coordination plan details are entered into E Care Coordination
system, and updated where relevant to the care coordination process.
Act as the point of contact for the client/carer/family and the other services
Advocate for the client/carer/family and their agreed goals.
Only be the coordinator as long as coordination is required or until the role is handed over e.g. to
a case manager.
Organise the review of the care coordination plan.
Make further referrals when need is identified.
Maintain communications and inform other services of changes including sending a copy of the 		
care coordination plan to the GP.
Identify opportunities for reducing duplication and improving coordination.

5. CRITERIA
Eligible clients for Active Service Model Electronic Care Coordination are:
•
•
•

Clients who are HACC eligible ( 65+ or under 65 with a disability); and
who have identified a goal that requires involvement of two or more of the participating services
including the service initiating the Plan; and
need interagency coordination and communication to support effective outcomes.

*Participating services:
RDNS, Cardinia Casey Community Health Service, City of Casey, City of Greater Dandenong,
Dandenong Community Health Service, Kooweerup Regional Health Service and mecwacare.

6. PROCEDURE
Step 1: Eligibility Screening
The nominated person/people in the agency identify clients who meet the criteria for a Care
Coordination Plan.

Step 2: Identify the need for Care Coordination Plan
2.1 The nominated person/people in the agency identifies clients who need a Care Coordination Plan
according to the criteria above during Initial Needs Identification and/or Assessment. The Worker
		
who identifies the need with the client does not automatically become the care coordinator.
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2.2 Worker from agency checks if a Care Coordination Plan exists. If yes, the client is asked if they
consent to the Worker contacting the services involved in their care. If no, the client is asked if they
agree to a Care Coordination Plan being developed. (SCTT consent form is used for the sharing of
information. Consent is also noted in the e-care coordination system and recruitment agency’s client
information management system).

Step 3: Activate Care Coordination Plan process
3.1 The Worker with the client identifies the service providers/GP Care Coordination Plan participants
and asks the client if they have a preference for care coordinator. If the client has an existing Case
Manager/Care Coordinator they would usually take on this role.
3.2 The Worker who has identified need for the Care Coordination Plan invites service providers
(via the electronic e-care planning system or by phone) to participate and arranges time for case
conference/teleconference. Where relevant, the GP will also be invited/consulted. Client is invited to
participate in the case conference.
Note: If client does not participate, the nominated Care Coordinator will discuss the plan with the client to
ensure that it meets their needs.
Note: If the GP is not involved in the Case conference then the Care Coordinator will contact the client’s GP via
telephone (with client’s consent) to request if Team Care Arrangement information (if one exists) is able to be
provided to be included in the Care Coordination Plan.

3.3 The Care Coordinator is agreed upon and appointed as part of the case conference.
3.4 The Content of Plan is agreed upon and plan developed.
3.5 The Care Coordination Plan information is entered into the electronic system by Care
Coordinator.
3.6 The Care Coordination Plan review date is agreed upon.
Note: The Care Coordination Plan may require review prior to the agreed date if the client’s 				
circumstances change.

Step 4: Provide feedback
4.1
4.2
4.3

The Care Coordinator activates plan (including referrals and feedback to GP).
The Care Coordinator monitors progress and coordination of Care Coordination Plan.
Other services enter progress information into the E Care Coordination system

Step 5:

Review Plan

5.1 Care Coordinator organises review of the plan against Goals with Care Coordination Plan
participants and client/carer.
5.2 Joint decision around next step.
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7. FLOWCHART
Step 1

New clients receiving HACC Assessment or on waiting lists for packages
Tools: SCTT Initial Needs Identification and HACC eligibility criteria
(65+ or under 65 with a disability)

Eligibility
screening

•

Identify Need
for Care
coordination
plan and gain
client consent

Step 3

Worker from Agency ……

Step 2

Activate Care

•

Identify need for care coordination plan-clients that:
Have identified a goal that requires involvement of two or more of the
participating services, and
There is a need for interagency coordination and communication to support
effective client outcomes.

Check with client if a Care Coordination Plan exists

If yes:
Gain client consent to contact services
and complete SCTT consent form/
document consent in S2S

If no:
Seek agreement to commence the
process and complete the SCTT
consent form /document consent in S2S

Identify Service Provider/GP Care Coordination Plan participants and ask client
if they have a preference for who will take on the Care Coordination role.
(If client has case manager they would generally take on this role)

Coordination
Plan process

Invite identified service providers via e-care planning system to participate in or
contribute to Care Coordination Plan and/or case conference/teleconference.

Provide
Feedback

Step 5
Review Plan

Care Coordinator/Key Worker

Step 4

Appoint an agreed Care Coordinator/Key Worker
as part of Case conference/teleconference.
Develop plan & enter information into Care Coordination Module on S2S.
NB: if client is not able to be at case conference the Care Coordinator/Key Worker
will discuss the plan with the client to ensure it meets their needs. If GP is not able
to/decides not to be part of the case conference request that the GP’s team care
arrangement information (if one exists) for the client is included. Provide GP with
copy of Care Coord. Plan. Care Coordination

Care Coordinator activates Care Coord. plan (referrals & feedback incl. to GP)

Care Coordinator monitors progress & coordination of Care Coordination Plan
Other participants provide feedback
Care Coordinator organises review of plan against Goals with
Care Coordination Plan participants and client/carer

Joint decision about next steps

38

8. ROLES AND RESPONSIBILITIES
8.1 General Practice
The importance of maintaining communication and feedback to GP’s is recognized by participating
agencies. For the Active Service Model E-Care Coordination, GPs are not expected to use the E-Care
Coordination system but will be identified during the initial contact phase and provided with copies
of care coordination plans developed, with client consent.

8.2 Agency Roles
Agency/Program/ Service Unit and agreed role of each service in each step and the title of the postion
involved (ie Team Leader, Caseworker, Key Worker, GP)
City of Greater Dandenong Aged and Disability Services
Step 1: Clients screened for HACC eligibility and need for Care Coordination Plan at Assessment or review (Team Leaders/
Assessment Officers)
Step 2: If client has 2 or more services providing support, consent to be gained for involvement of other service in care planning/
care coordination (Team Leaders/ Assessment Officers)
Step 3: Identify with client their preference for who will take on the care coordination role. If they already have a case manager,
they will be the person taking on the care coordination role. (Team Leaders/ Assessment Officers, and Case Manager)
Step 4: Care Coordinator activates care plan – organise case conference- care plan to GP if GP is not able to attend case
conference. (Key Worker, or Case Manager if one already exists for client , other service providers involved in client care, client and
carer if one exists)
Step 5: Care Coordinator activates care plan and monitors progress and coordination of Care Coordination Plan (Key Worker as
nominated by client or Case Manager if one already exists for client.)
Step 6: Care Coordinator organises review of plan against goals with Care Coordination Plan participants and client/ carer (Key
Worker or Case Manager, GP, other service providers involved in client care, client and carer (if one exists)

City of Casey
Step 1: Clients screened for HACC eligibility and need for Care Coordination Plan at Assessment or review (HACC Assessment
Officers)
Step 2: If client has 2 or more services providing support, consent to be gained for involvement of other service in care planning/
care coordination (Assessment Officers)
Step 3: Identify Care Coordinator role- if clients already has a case manager, they will be the person taking the care coordination
role. Liaise with agencies involved to identify lead agency. If no case manager and no identified lead agency- ask client for
preference (Assessment officers)
Step 4: Identified Care Coordinator activates care plan-distributes relevant information to relevant parties via S2S or fax/email.
Care Coordinator organises care conference if required via meetings, teleconference, phone conference call or other avail methods
(Assessment Officers)
Step 5: Care Coordinator monitors progress using E-Care Coordination plan (Identified Key worker)
Step 6: Review of care plan conducted by the identified Care Coordinator, including review against identified client’s goals. Care
Coordinator involves participants of the plan in the review wherever
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Agency/Program/ Service Unit and agreed role of each service in each step and the title of the postion
involved (ie Team Leader, Caseworker, Key Worker, GP)
relevant and appropriate (Identified Care Coordinator, relevant agencies and organisations as identified in the care coordination
plan, client’s family /carer (if appropriate)

Royal District Nursing Service-Springvale and Berwick
Step 1: Screen clients for HACC eligibility and the need for Care Coordination Plan (Operations Manager and Primary Nurse)
Step 2: If client has 2 or more services providing support, consent to be gained for involvement of other services in care planning /
care coordination (Operations Manager and Primary Nurse)
Step 3: Identify the appropriate participants for the Care Coordination Plan and discuss with client their preference for who will
take on the care coordination role. If they already have a case manager, they will be the person taking on the care coordination
role. Care Coordinator organisers care conference via meeting or teleconference and content of plan is agreed upon and the plan is
developed. (Identified Care Coordinator, Operations Manager and Primary Nurse)
Step 4: Identified Care Coordinator activates care plan-distributes relevant information to relevant parties via S2S or fax. (Identified
Care Coordinator)
Step 5: Care Coordinator monitors progress using E-Care Coordination plan and any progress information to be entered. (Identified
Care Coordinator, Operations Manager and Primary Nurse)
Step 6: Review of care plan conducted by the identified Care Coordinator, including review against identified client’s goals. Care
Coordinator involves participants of the plan in the review wherever relevant and appropriate (Identified Care Coordinator, relevant
agencies and organisations as identified in the care coordination plan, client’s family /carer)

Kooweerup Regional Health Service
Step 1: Clients screened for HACC eligibility and need for Care Coordination Plan at Assessment or review (District Nurses/Allied
Health Staff)
Step 2: If client has 2 or more services providing support, consent to be gained for involvement of other service in care planning/
care coordination (District Nurses/Allied Health staff)
Step 3: Identify with client their preference for who will take on the care coordination role. If they already have a case manager,
they will be the person taking on the care coordination role. (District Nurses/Allied Health Staff/Existing Case Manager)
Step 4: Care Co-ordinator’ activates care coordination plan after consultation with others (including client & carers). Care coordinator responsible to arrange case conference (where applicable) and forward care plan to G.P and relevant others. Care
co-ordinator to monitor progress & co-ordination of care plan (Key worker/Case Manger (if already determined), other service
providers, client and significant others/carers (if applicable).
Step 5: Care Coordinator activates care plan and monitors progress and coordination of Care Coordination Plan (Key Worker as
nominated by client or Case Manager if one already exists for client.)
Step 6: Care Coordinator organises review of plan against goals with Care Coordination Plan participants and client/ carer (Key
Worker or Case Manager, GP, other service providers involved in client care, client and carer (if one exists). Outcomes are recorded
in the plan.
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Agency/Program/ Service Unit and agreed role of each service in each step and the title of the postion
involved (ie Team Leader, Caseworker, Key Worker, GP)
Southern Health-Cardinia Casey Community Health & Greater Dandenong Community Health
Step 1: Screen clients for HACC eligibility and need for Care Coordination Plan at Assessment or review (All clinicians)
Step 2: Obtain client consent to participate in care coordination process and check for an existing care coordination plan on S2S
system.
Step 3: Invite other service agencies and GP to participate in care coordination plan.
Step 4: Hand over care coordination responsibilities to agreed key worker.
Step 5: Continue to update client’s care coordination plan as required including recording outcomes when closing case.

Mecwacare
Step 1: Clients screened for HACC eligibility and need for Care Coordination Plan at Intake, Assessment or review (Intake and
Assessment staff)
Step 2: Assessment Officer discusses need for care coordination with client, checks for existing care plan/s, other services involved
and obtains consent for process.
Step 3: Identify with client their preference for who will take on the care coordination role and clarify client goals.
Step 4: Assessment Officer invites identified service providers to participate in plan via electronic care coordination system.
Step 5: Assessment Officer hands over responsibility for monitoring and review to Care Coordinator.
Step 6: Assessment Officer enters progress information related to mecwacare services into care coordination plan.

10. SERVICE COORDINATION AND HACC RESOURCES
Good Practice Guide 2009, Victorian Service Coordination Practice Manual (See pages 12-18)
http://www.health.vic.gov.au/pcps/downloads/good_practice.pdf
SCTT Care Coordination Plan
http://www.health.vic.gov.au/pcps/downloads/coordination/sctt2009/care_coordination_plan_lo_3c.dot
Continuous Improvement Framework 2009 (See pages 1-4 and 14-15)
http://www.health.vic.gov.au/pcps/downloads/continuous.pdf
Strengthening Assessment and Care Planning: A guide for HACC Assessment Services in Victoria, 2011
(See pages 145-171)
http://www.health.vic.gov.au/hacc/downloads/pdf/assess_guide.pdf.
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Attachment 6: Post Project Staff Survey
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