

Who is eligible?

· Patient of any age who has a chronic medical condition or terminal illness AND requires multidisciplinary care from at least two other key providers

· Patient may be at home (community care plan), in hospital or day hospital (discharge, care plan) but not receiving nursing home level care in a residential facility.
How Often?



· A community care plan should be prepared annually unless patient’s condition has markedly changed, in which case a new one can be prepared after 6 months.

· A community care plan may be reviewed after 3 months

· A discharge care plan may be prepared once, prior to discharge from a private hospital admission under your care (you may only contribute to public hospital discharge plans).
How long does it take?

· Approximately 30-60 minutes to prepare a care plan or discharge care plan.
What must I do before beginning a care plan?

· Check for existing care plans (do not duplicate if one already exists)

· Check eligibility

· Identify and discuss benefits of a care plan with patient

· Inform patient of any costs they will incur for preparation of plan.

· Inform patient of need to share information with other providers; allow patient to specify any information they do not want shared 

· Obtain and record patients consent

· Prepare for care plan appointment
How do I develop the care plan?
· Develop patient diagnosis/problem list

· Complete a biopsychosocial assessment and identify patient needs

· Establish goals, agreed with the patient , in relation to problems/needs

· Develop a management plan to meet identified goals

· Identify providers who can best meet patient’s specific needs and goals

· Contact providers to discuss care plan; obtain/record their agreement to provide services

What must I do to finalise the care plan?
· Prepare a written care plan and summary and keep with the patient’s record

· Advise patient and /or carer of outcomes and recommendations in care plan

· Give patient a copy of the plan

· Give each provider a copy of the care plan identifying patient goals and their tasks

· Schedule date for review to assess achievement of stated goals

You may NOT

· Conduct a case conference and a care plan on the same day for any one patient

When contributing to a care plan or discharge care plan what MUST I do?

· Ensure patient has consented to the care plan and is aware of any costs involved

· Communicate with the professional preparing the care plan and alter any arrangements needed to achieve the management goals

· Discuss the outcomes of the review of the plan with the patient and/or carer

· Distribute copies of revised plan as for a new care plan

What documentation MUST I keep with patient’s record?
· Evidence of patient consent and agreement by other care providers involved

· Detailed written summary of the care plan and evidence that the summary of the care plan (or review of care plan) was given to the patient and each of the health care providers
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