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COMMUNITY SERVICES


	
POLICY STATEMENT

CLIENT CARE PLAN POLICY





POLICY ADOPTED:	Date		18/12/2014				



Policy Objective:
Pinnacle Community Services recognises that all clients are individuals with different needs and requirements. Pinnacle Community Services will facilitate the development of a care plan for each client according to the services they require, which will guide the personnel involved in their care. The care plan will provide an appropriate course of action to ensure the optimal outcomes for each consumer.  The care plan will be person centered, ensuring that the client is at the center of the supports to be provided.   The care plan will also come from the enablement and strengths based approach.

For all clients >65yrs a Support Plan including the NSAF (National Screening and Assessment Form) will be provided on referral through the My Aged Care Portal from the Regional Assessment Service. This will be the basis for the Care Plan developed for each service type.

Responsibilities:
This policy applies to all Case Managers / Coordinators, other staff and volunteers engaged by Pinnacle Community Services. The Care Plan development responsibility is with the Case Managers and Service Coordinators.

Policy Statement:
When developing the care plan, Pinnacle Community Services will ensure that the client: 
· is involved in decision making about the plan design, review and implementation; 
· is aware of and able to choose from the range of relevant services or service providers available in the community; and 
· the strengths of the client are identified.

Definition:
Care Plan - A care plan is a written document that provides a guide to all who are involved in the care of the client.  The care plan includes goals that the client has identified for his / her life.  The achievement of these goals would be used to measure whether there has been a difference made in the client’s life. It is a document designed to act as: 
· an instrument of instruction;
· a record of service;
· a tool to facilitate the different and changing needs of each client; and 
· a service agreement between Pinnacle Community Services and the client.




Recommended Practices: 

1. A care plan will be developed   for all clients, in collaboration with the client, carer, his or her advocate, following an assessment (refer to Assessment Policy) and subsequent agreement to provide a service.

2. The primary aim for the client is the development of a care plan that will attain and maintain optimum independence. Where a client’s circumstances are not likely to improve or be resolved or the situation is likely to deteriorate (e.g. Alzheimer’s disease), then the goal will be to provide quality services within program guidelines.

3. The care planning process embraces all disciplines that are involved in the care of the client. The care plan will outline the following information:
· the name of the service provider;
· the name of the client;
· the service to be provided;
· short and /or long term goals for the client;
· the frequency of the service;
· it may specify the duration of the service (when services are offered on temporary basis, this should be clearly stated and included in the care plan);
· other agencies or individuals involved in providing services to the client; 
· the agency responsible for case coordination (if appropriate);
· special requirements of the client; and 
· provision for a service agreement.

4. In developing the care plan, individual needs and preferences are taken into account. These may include:
· physical needs; 
· emotional needs; 
· cultural and religious needs;
· socio-economic needs; and 
· individual strengths of the client.

5. Staff will not assume that they know what service would be best for or preferred by a client. Staff will always present the client with a range of options and take account of the client’s preferences and the goals they wish to achieve. Encouraging independence, wellness and reablement. Services should be tailored to suit the client and meet their needs, be responsive and modified to meet the changing needs of the client over time. (Refer to Participation and Inclusion Policy). 

6. Pinnacle Community Services is also responsible for maintaining a current resource / directory of services that are available to the client. 

7. Also Pinnacle Community Services is aware of the eligibility of service type, cost and availability. In presenting options, clients should not feel under pressure to make a decision and their right to self-determination should be respected. 

8. Where the client does not want a specific agency involved this must be avoided at all costs. Other options should be utilised if possible including; 
· Referring Community Home Support Programme (CHSP) clients to My Aged Care for reassessment. 
· Another service provider for Community Care Support Program (CCSP) clients;
· Day and / or time of service; and 
· Outings and / or activities.

9. Short term and long term goals that are realistic and flexible.

10.  Planned interventions are measured, realistic, flexible and changeable.

11. The formal document (care plan) is prepared by the Assessor / Case Manager, and presented to the client/ advocate for their final approval within five (5) working days of the assessment.

12. The client will read the care plan, after being given full explanation by the Service Coordinator / Case Manager.

13. If the client / advocate is satisfied with the care plan, they should agree to the care plan by signing it prior to putting it into the ‘Client Handbook’. The signing of the care plan is an indication of their willingness to accept the service stated in the care plan.

14. The care plan is kept in the consumer’s home and a copy kept in consumer’s notes within the office and in the client electronic record by the Service Coordinator or Case Manager.

15. If the client does not wish for the care plan notes to be left in the home (or the Coordinator or Case Coordinator believes them to be at risk of being lost or destroyed), other arrangements will be made for the staff to take the care plan notes to the home on each visit. 

16. Periodic scheduled re-evaluation/review or reassessment will take place by the Assessor / Case Manager, with changes being made as needed. Unscheduled changes may also occur.

17. Where changes are required to the care plan, these will only be made in consultation with the client. The client will always retain a current signed copy of the care plan if able to.

18. The client will remain involved in the decision making related to the care plan including any review or reassessment and implementation of the care plan. The Assessor / Case Coordinator will seek acceptance of the care plan by the client prior to implementation.

19. When an advocate is being used, the Coordinator or Case Coordinator will ensure that the advocate is informed about all service information including the current care plan (refer to Advocacy Policy).

20.  Any service delivery will not take place until all documentation including the care plan is signed by both parties.

21. Care planning information and updated service delivery will be updated though the My Aged Care Central Client Records to allow client information to be appropriately shared with assessors and service providers. (Refer to My Aged Care Guidance for Providers).

Coordination with Other Services for CCSP Clients
1. If other agencies are involved in the provision of services, or referral to additional services is indicated in the assessment/ review or reassessment, a draft care plan should be development by all agencies involved and a principal service provider or key worker should be decided by all agencies. (Refer to Reassessment Policy).  

2. All Case Coordination clients will have a detailed documented care plan developed in consultation with the client and / or carer and the Comprehensive Assessor or Case Coordinator and other services relevant services.  This plan should include realistic client goals, strategies to meet those goals, timeframes, and allocation of responsibility, client fees and care plan review strategies. The plan is a flexible guide to care and support provision that is adapted when necessary (refer to Case Coordination Policy).

3. The principal service provider will take responsibility for discussing the care plan with the client/ carer, legal guardian and advocate, negotiating any changes required and signed agreement from the client.

4. The principal service provider/key worker will be responsible for following up on the implementation of the referrals and care plan, and maintaining/ reviewing the care plan. 

5. If appropriate, a joint reassessment could occur (if one or two other agencies or alternatively, a case discussion), following the assessment / reassessment.

6. The client must be advised of the proposed discussion and the permission obtained before any information is shared (Refer to Referral Policy, Privacy and Confidentiality Policy).

Coordination with Other Services for CHSP Clients
1. If other agencies are involved in the provision of services, or referral to additional services is indicated in the review process, the client will be referred to My Aged Care for a reassessment.

2. Service delivery will be updated though the My Aged Care Central Client Records to allow client information to be appropriately shared with assessors and service providers.

3. Service delivery will be updated though the My Aged Care Central Client Records to allow client information to be appropriately shared with assessors and service providers. 

Review 
1. The Assessor or the Case Coordinator or the Principal Service Provider / Key Worker will initiate regular reviews of the care plan.

2. Reviews will take place as identified by each service type.  e.g. Community Transport, 12 months (maximum) or as required. (Refer to Review and Reassessment Policy.

3. The client / carer will be involved in any review of the care plan and agree to any changes in service.

4. A new care plan will be completed and fully explained to the client after a review.

Auditing 
1. The care planning procedure is audited through an internal audit tool and through the continuous improvement tool by the staff responsible, including Manager, Assessors, Case Managers and Coordinators. 
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