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The purpose of this procedure is to provide staff & clinicians in the Rehabilitation Aged and Community Services (RACS) Community Care Program (CCP), with processes for developing and reviewing patient care plans, to ensure patient safety and quality care is achieved. 
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This procedure applies to all staff and students under supervision who work in the RACS Community Care Program, Nursing and Allied Health.
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Note:
You can access a “Tip Sheet” in the Patient’s Clinical record by utilizing the ‘F1’ function within the record.
Headings:
‘Community health Services Guides’
Care Plans and Education. 
This tip sheet will assist you in the electronic creation of the patient care plan/ review and the discharge process. 

Clinicians develop a care plan in partnership with the patient/carer at the time of the initial consultation. Care plans should be attended face to face where possible and the patient should electronically sign the care plan once completed. On occasion ‘Complex Care’ or ‘Multidisciplinary’ care planning needs are necessary and may require more time and input before Care Plan is finalised & signed. You may also complete the care plan via telephone and have the patient sign the care plan at the next face to face consultation. 

If a care plan is not completed at the initial consultation, the reason should be documented and verbal consent to care gained and noted in the patient clinical record. Extra time should be allocated as soon as possible in the follow up consultations to complete the care plan. Templates are available in the patients’ medical record under “Outpatient Core Templates”.

The care plan is based on the patient’s presenting needs, interventions/treatment required and patient’s own personal goals & preferences. It considers the patient’s strengths and promotes the patient’s functional abilities, social independence, quality of life and any cultural requirements. The care plan aims to maximise wellness with an emphasis on education and support. 

The care plan includes: 
Goals, interventions, and treatment, and inclusions to consider such as
Consent to Photo (if required)
Consult with General Practitioner or Specialists and members of the treating team to ensures consent for Multidisciplinary Team (MDT) involvement and timely care. 
the awareness of ‘Safety Card’ / ‘Community Duress Device’ used by remote workers. 
Any other interventions from the list of domains relevant to the episode of care. 
Development date, review dates, frequency, duration of expected care (if known from the initial assessment).
Patient/carer and clinician’s signature. 

Patients provide consent for their care by signing /agreeing to the care plan.
Note: Some interventions require the completion of a specific consent form, e.g., local anaesthesia and nail surgery procedures by podiatrists.

Patients must be informed that they can withdraw their consent at any time by notifying the service provider. Clinicians will advise patients that withdrawing consent, will not affect future referrals or access to services or care. 

The clinician will note on the care plan whether the following has been provided for the patient/carer:
Australian Charter of Healthcare Rights
Charter of Aged Care Rights (if applicable)
Patient and Carer feedback form
Individual Service pamphlet/ brochure e.g., ‘Community Care Podiatry Service’ ‘Community Nursing Service’. 
An explanation of the following 
Actions by staff when a ‘Non-Response’ to scheduled visit occurs.
Details of protection, regarding privacy information explained. (Information is not shared without consent)

Other documents provided to patient includes:
· Mutual Expectations (Occupational Violence handout)
· Falls and Falls Injury Prevention
· Preventing Pressure Injuries
· Patient advocacy services, TIS interpreter services (where applicable)

Clinicians can access care plans via their clinical work device or laptop. A copy of the care plan must be offered to the patient or their carer. Care plans can be printed from the patient clinical record. 
 
Back to Table of Contents 

	[bookmark: _Toc389473281][bookmark: _Toc161836618]Section 2 – Care plan review



Clinicians continually monitor patients’ intervention, treatment, personal goals and update the care plan when there is a change in the patient’s condition. Changes to a patient’s care plan, such as revised care goals and interventions, must be documented, agreed to, and signed by the patient. When agreed planned outcomes are achieved, these should be noted in the care plan and signed by the patient and staff member. 

For patients requiring long term care, the clinicians will re-assess and discuss the patients’ care needs and update the care plan with the patient/carer at regular intervals (time frames differ between disciplines). The outcome of the review is recorded in the clinical record progress notes. Changes to the care plan are communicated with relevant health professionals via the clinical record, face to face clinical handover, phone call, or email. 

For example: Community nurses re-assess the patients’ care needs by reviewing the care plan with the patient/carer; every 6 months, post 30-day hospital admission, or when a change in clinical presentation or condition is noted. 
If there is no change, the care plan does not need to be re-written, a note in the clinical record progress notes is sufficient. 
If there are changes to the care plan, the care plan is re-written or the change in goals/treatment are added to the plan, and a new signature & agreement is obtained. The patient/carer receives an updated copy.
Every 12 months a new care plan must be reviewed, and re-written and new a signature & agreement obtained from the patient. 
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When discharging a patient from the CCP the clinician selects ‘Manage Plan and Document Progress’ and marks the care plan as ‘Adequate for Discharge’ or ‘Completed’. 

The clinician completes discharge planning with the patient/carer either face to face or via the telephone, which may include:
1. Ongoing care instructions on the CCP ‘After Care Advice’ 
2. Details of any follow-on referrals (if required) 
3. Clinician will also note that the discharge planning has taken place, been agreed on and noted in the clinical record. 
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[bookmark: _Hlk43366294]Rehabilitation, Aged and Community Care Services (RACS) CCP will evaluate this procedure document by regular auditing of all the patient clinical records to establish. 
1. That all patient care plans are attended on a CCP episode of care.
2. Care plans are reviewed within the guidelines of this document. 

The document will be reviewed and amended at least every 4 years, or sooner if clinical audits identify a need by CCP Management.

Outcome
· Evidence that the care plan goals are met as well as agreed clinical outcome. 
· Care plans are attended and reviewed to reflect changes in the patient journey.
· Patient in CCP have maximised clinical interventions and have clear goals to guide clinicians and patients to achieve agreed outcomes in a timely manner. 

Measures
· Patient quality outcomes are evaluated through patient feedback and feedback to the CCP team
· Evidence that patient goals are met as well as agreed clinical outcome.
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Policies
· Informed Consent – Clinical 

Procedures
· CHS Admission to Discharge Procedure – (Adults and children)

Governing Standards
Australian Aged Care Quality Agency - Home Care Common Standards. 
National Safety and Quality Health Care standards (1,2 & 5)

Legislation
· Health Records (Privacy and Access) Act 1997
· Work Health and Safety Act 2011

Other
•      Australian Charter of Healthcare Rights
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