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Telephone contact with FSUs within 48 hours of discharge from ED or referral to program from Ambulance, | Endorsed
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Care Coordinator develops an integrated self- management plan in partnership with the patient and carer, | In planning
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multidisciplinary.
We meet, that’s it!”
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, Ambulance, health service staff, GP, patients and carers agree to participate in collaborative meetings/ In planning
e / discussions to manage and coordinate care. GHS staff will go to where is most convenient for the patient stage
and GP and utilise Telehealth facilities where possible.
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Objectives

The percentage of the total number of FSUs presenting to 1 or more participating agencies

in 2019, who will be formally identified, will increase from 0% to 30% by 31 December 2019. : Key members of the Implementation Team have The framework for Integrating Care is not supported

The percentage of representations within 1 week to GHS ED by FSUs will reduce from 42% FSUs not accessing relevant FSUs not followed up or referred undertaken Change Agent Assessments and are by the current ways of working. Health services in
services Inconsistent point of entry/ access for services confusing Y Y 8-

to 20% by 1 June 2020. training in Accelerating Implementation Goulburn are not integrated and therefore unable to

: - : : : C . Lack of integration in current Siloed teams with limited support to replace outdated models of care V]
ethodology. : : :
Increase the number of identified FSUs in Goulburn with evidence of care coordination from odel of care Existing MDT forums not working and poor awareness of their existence gy deliver this care to those with complex needs.

0 to 75% by 1 June 2020. Many FSUs not eligible for existing complex care or MDT programs. The project Steering Committee continues to meet3 | The number of FSUs in Goulburn provides a cohort
. . [ . 0 [ [ [ [ [ M M M ° ° .
FSUs receiving care coordination report 50% increased satisfaction with access to services Poor continuity of Care between | FSUs not followed up or referred monthly , maintaining sponsors from Ambulance, small enough to pilot interagency, collaborative care

they require by 31 December 2020. ED / Ambulance to community Key agencies not involved in continuum of care / poor communication GHS (acute and community), the PHN, General coordination with a number of ED presentations
Patients +/- carers and GPs not involved in MDTs Practice and 2 community representatives. significant enough to provide opportunity to effect

Methods Patient stories will b? gathered from time of changes on health costs and inefficiencies.
Contacts program enrolment in order to evaluate and share Diagnostics reveals that many FSUs are young

v Diagnostics > July - Nov 2018 ETHICS APPROVAL PROCESS for patient interviews 19 June — 29 Oct> Anne Brewster 4827 3256 Annemarie.Brewster@health.nsw.gov.au stories and sharing successes with the GP network neligible and oferlooked ffgor xisting miltidisciplinary

GP Interviews Patient file audits Literature Review of similar Patient Kelly Broughton 4827 3913 Kelly.Broughton@health.nsw.gov.au A as a promotional strategy for integration. programs. There is an opportunity to improve the
(n=4) (n=19) Review projects (n=6) Interviews (n=3) * ' (& Staff providing care coordination will model the experience and health outcomes for these individuals
Key Informant 2017 ED Data Staff interviews | Ambulance Paramedic | Ambulance Frequent Karla Calleja 0436 647 669 Karla.Calleja@health.nsw.gov.au A0 process and assist other staff to provide this across
Interviews (n=8) Analysis (n=30) focus group (n=6) User Data Analysis

KEY ISSUES ROOT CAUSES Sustaining Change Conclusion

Lack of care coordination for FSUs | No system for identification of FSUs.

as they transition from acute care to the community.

the health service. Successes can be promoted to influence a paradigm
Acknowledgements Care coordinator will visit ED daily and Ambulance shift in the way we perceive and treat FSUs in the
Judith Hallam Manager, Redesign & Innovation | SNSWLHD weekly to promote identification and enrolment. future.

Activity Stakeholders Netty Swinburne Mepham  Manager Integrated Care | SNSWLHD

Workshop 1 - Blitz Primary Health Network (n=2), GPs (n=1), Community Health staff (n=13) Next Steps
INSW Health Strategic Framework for Integrating Care (2018): Health and Social Policy

v Solutions > Nov-Dec 2018

Workshop 2 - Power of 3 & Acute Hospital staff (n=1), Community Health staff, Ambulatory (n=1)

Workshop 3 — Brainstorming Paramedics (n=7), Paramedic Students (n=2) 4 Pa rtnering with The Implementation and Project Team continue to meet fortnightly. This agenda includes a business component
using the PDSA cycle to modify the implementation plan as required and also a patient based discussion of
COORDINARE ;- current FSUs who may benefit from the program. Identification is being achieved through retrospective FSU data
Acute Care staff interviews ED CMO (n=2), A/ DON (n=1), ED NUM (n=1), ED Nurse Educator (n=1) hn analysis to allow recruitment and piloting of solutions. Once evaluation measures have been completed and
SO

Literature Review Project team (n=3), Steering Committee (n=1) Clinical library (n=1)

Clinton Medical Centre

successful outcomes achieved for at least 5 FSUs, the program will aim to recruit FSUs prospectively as they

v' Implementation Planning > January 2018 e I DT A5 TERT NW attend ED, call Ambulance or see their GP.
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