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[bookmark: _Toc491341342][bookmark: _Toc47366579]Introduction 
This guide is intended to support Health Care Home teams to deliver high quality planned proactive care and implement multi-disciplinary team meetings for high risk and high need patients.  
              [image: ] 
HCH Domain Two: Proactive Care for High Needs
People living with long term health conditions use a large proportion of health services. These health services are often reactive, poorly-coordinated and include a range of different professionals. Health Care Home practices will offer these people proactive support to better manage their health conditions and keep well.
Practice teams will identify patients who would benefit from planned and proactive care and ensure the following services are in place:
A designated care plan coordinator responsible for working in partnership with the patient, and their care team, to understand the patient’s needs and support them to develop a goal based care plan
A care plan that is available to the patient and members of their care team.   This will enable the team to update progress on actions to achieve the patient’s goals as necessary
At least one annual comprehensive care planning consultation that is free of charge to the patient
A well-co-ordinated and executed care plan will:
· Maximise a patient’s wellbeing
· Maximise a patient’s choice and control over their healthcare
· Maximise a patient’s independence and functioning
· Minimise intervention, unnecessary hospital admission and premature admission to long term care
Effective multidisciplinary team meetings (MDTMs) have positive outcomes for patients receiving the care and for the health professionals involved in providing the care and health services. 
In integrated care settings, it is vital that all members of the care team have access to the same information and can build upon the care plan. Team members will act in co-ordination toward the common goal to avoid errors and provide quality integrated care.
Appendix 4: Toolkit for practices setting up and starting their Proactive Care Programme 
[bookmark: _Toc47366580]Hutt Valley Health Care Home Approach to Proactive Care Planning
[bookmark: _Toc495394001][bookmark: _Toc497467908][bookmark: _Toc497468681][bookmark: _Toc497476338][bookmark: _Toc497827318]The Health Care Home Programme in the Hutt Valley would like to see practices mature towards proactive care planning as part of their Long Term Conditions Programme, and introduce Year of Care plans for their high needs patients. This means starting the risk stratification process, similar to the LTC process,  in year 1 by identifying the population that will gain the most benefits from a Year of Care Plan, and working towards developing a plan with these patients. 
The expectation is that patients who are identified as rising risk for hospitalisation as per figure 2 (page 9), will be the patients who should be targeted, as they are more likely to have an acute admission to hospital; and proactive care planning can significantly reduce the likelihood of this. 
In year 2 of the programme the steering group will set a realistic measure in regards to how many Care Plans should be in place based on a practice’s specific population. This measure is likely to have an equity lens applied to it.  
The Care Plans will be completed using an electronic care plan within the Practice Management System (PMS). In time this is likely to be a shared care plan that will be on a cloud based platform; which can then be accessed by secondary, primary and community providers, including patients who are on a patient portal. A “live” plan means all those involved in the patients Care Team (including the patient) can directly feed into the Care Plan and place updates and care goals as required. 
Funding Flexibility
The HCH funding model allows practices to use any of the HCH or Long Term Conditions funding sources as appropriate.  Many patients are likely to be appropriate for support by more than one funding source and practices are best placed to make decisions about this.  
Also note that:
· Patients identified as requiring a care plan will have a one free planning consultation per year (minimum of 30 minutes GP time or 45 minutes nurse time)
· There is no restriction on the level of co-payment for contacts outside the free annual planning consultation
· It is expected that charges will be consistent with the practice’s existing fee levels 
[bookmark: _Toc471990517][bookmark: _Toc495394003][bookmark: _Toc497467910][bookmark: _Toc497468683][bookmark: _Toc497476340][bookmark: _Toc497827320]
Managing the Budget
It is recommended that a Proactive Care account is set up in the PMS and a sum of flexible funding is allocated to this account for Proactive Care patients.   The account will be credited with your funding allocation to be managed at the practice.  See the HCH Service Delivery Guideline for instructions on setting up this account.   
Year of Care Alert
A new alert (YOC) is to be set up to identify those patients that have been given a year of care.



[bookmark: _Toc497467875][bookmark: _Toc497827283][bookmark: _Toc491341940][bookmark: _Toc497827285]Section 1: The Care Planning Process
Improved coordination & communication
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Knowledge & crisis planning
Person and Whānau centred & holistic



A living document that can be fed into by clinicians involved and the patient
Confidence, independence & functioning
Medication adherence
Reduced acute demand & duplication
Improved wellbeing & quality of life








































Benefits of Care Planning
Timely & shared decisions

[bookmark: _Toc47366581]Six Steps to Care Planning 
1
Identify the Patient


· Predicted risk 
· Escalation triggers
· Clinical judgement


2
2 
Identify the Care Team

· Named care plan co-ordinator
· Other health and social services
· Patient and their family/Whānau/carers



3
3 
Initiate the Care Plan

· Practice initiated or request received externally
· Patient consent obtained
· Invite patient for care planning appointment
·  Partners in Health scale tool completed with patient



4
Set goals with the patient 

· Goals are patient centred 
· Set tasks that are steps toward achieving goals
· Care plan documented and accessible to patient and care team



6
5
· Care plan coordinator to monitor
· Check regularly on progress
· Follow up on patient needs between visits/contacts
· Communicate with care team as necessary 
6 
Review, update and/or close
5 
Monitor progress





· Review care plan with patient and care team regularly
· Initiate MDTM if necessary
· Document progress, update care plan or close





Identifying the Patient
There are several ways to identify patients that would benefit from a care plan.  
a. Predictive risk stratification tools are used for predicting events such as unplanned hospital admissions which are undesirable, costly and potentially preventable. 
The process of categorising patient populations into very high risk high to moderate-risk and the and low risk is called risk stratification. 
Based on the risk stratification process general practice and community teams are prompted to focus on those patients within the high to moderate risk groups. They can proactively and collectively intervene to provide shared care planning for the patient.  This may include, but not limited to, medication reconciliation, scheduling home visits, follow-up appointments and/or multidisciplinary team meetings.
b. Escalation triggers are also an important consideration to identify patients.  The following characteristics are some key escalation triggers to consider:

· Patients unaware of their conditions in the first place
· Patients who do not understand how to self-manage their conditions
· Patients who are not motivated to self-manage their conditions
· Patients unable to access providers for condition management
· Patients unable to access supportive services
[bookmark: _Toc495394011][bookmark: _Toc497467918][bookmark: _Toc497468691][bookmark: _Toc497476348][bookmark: _Toc497827288]Other things that can trigger an escalation include:
	Trigger
	Description
	Possible action

	Precipitating crisis
	A patient experiences an unpredicted situation, such as a fall. The patient escalates into the high-risk category when he/she is unable to recover.
	Opportunity for a care plan

	Uncontrolled disease progression
	A patient is unaware of their condition or struggles with self-management. Lack of behaviour modification speeds escalation to high risk
	Opportunity for a care plan

	ED presentation and/or unplanned hospital admission 
	A patient presents at ED and/or has an unplanned hospital admission 
	Review in primary care



c. Clinical judgement is the key factor that should be used in conjunction with the use of a predictive risk tool.  

Identify patients via the following mechanisms: 

· HCH Dashboard – e.g. Patients who have had three or more ED presentations or admissions in the last 6 months
· Existing Long Term Conditions patients – use of BPI stratification tool 
· Internal query builds from PMS to identify patients with: 
· multiple conditions (based on multiple read codes)
· polypharmacy –  e.g. Patients on 9 or more medications (if you have a Clinical Pharmacist in your practice they can help with these queries)
· Patients who are frequent attenders to the practice. This can be run via a specific query build provided for those patients who attend the practice more than 8 times in the calendar year) 
· Maori and Pacific Patients who have not had a patient contact (invoice) in the last two years. This can be cross matched using the HCH Dashboard to see if they had any hospital contact activity. This high priority group of patients is important to identify from an accessibility perspective to ensure they are managed proactively in primary care and to ensure continuity of care. 
· Patients being seen and referred to community-based services - e.g. NASC Support Works, District Nursing Services, NASC Mental Health). These patients can be identified via lists being sent from the DHB or identified by these providers as needing a shared care plan   

[bookmark: _Toc497476307][bookmark: _Toc497827289]Population Stratification
The table below outlines broadly the expected population stratification and relevant support for long term conditions.  Initial priority for care plans is for a practice’s population within the high to moderate risk.  The number may be higher where a practice has more frail elderly and high need patients.   It is envisaged that eventually all patients will have a care plan, even the healthiest patients could have a care plan for their routine and preventative care. 
[image: A close up of text on a white background
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Figure 2: Proactive Care Population Stratification[footnoteRef:1] [1:  Global Forum for Health Care Innovators ] 

Identify the Care Team
Any health or social care provider can be part of the care team, in partnership with the patient and their family/whanau or carers.   It is up to the patient and the care plan coordinator to decide who will be invited into the care team.   
There are practice based roles that are vital to ensuring the success of proactive care planning. The practice will identify who will be the:
[bookmark: _Toc471990485][bookmark: _Toc495393975][bookmark: _Toc497467882][bookmark: _Toc497468655][bookmark: _Toc497476309][bookmark: _Toc497827291]The Care Plan Co-ordinator
All patients who need a care plan will have a named care plan co-ordinator who is part of the general practice team This role is responsible for leading the care of the patient and is generally a nurse. Selection of the care plan coordinator could be based on skill mix, care plan requirements, complexity, patient need and rapport with a patient. But the coordinator role should not be one person in the practice for all care plans, it should be shared amongst the nurse team as much as possible. 
Care plan co-ordination duties and tasks will include:    
· Understanding this Proactive Care Planning and Multidisciplinary Team Meeting (MDTM) Guide 
· Understanding Partners in Health Scale and the electronic Care Plan 
· Triggering or flagging need for a care plan 
· Communicating with patients about the purpose of the care plan and obtaining their consent
· Liaising and communicating with the wider care team
· Setting up the care plan, documenting notes/goals/tasks 
· Checking messages about the patient, alerts, patient tasks, appointments   
· Identifying and eliminating any duplication of services 
· Coordinating all required resources and delegating appropriately to meet individual/family/ Whānau needs
· Monitoring task completion	
· Following the patient’s progress, documenting changes as required, alerting and advising all involved in the plan when appropriate
· Closing the care plan if appropriate 

Initiate the Care Plan
· The General Practice Team can create a care plan in partnership with the wider health care team and the patient’s family/Whānau and or carers. 
· An external health provider could request the initiation of a shared care plan by contacting the general practice team.  

[bookmark: _Toc471990488][bookmark: _Toc495393978][bookmark: _Toc497467885][bookmark: _Toc497468658][bookmark: _Toc497476312][bookmark: _Toc497827294]A Care Plan is:
· A record of mutually agreed problems, goals, actions, timeframes and accountabilities for all involved based on a patient’s views of their health goals and priorities.
· Developed in partnership with the patient’s care team, and/or with their family/ Whānau or carer.
· A common source of information so the patient and all health professionals involved in their care can access up-to-date information on which to base clinical decisions.
· This is available electronically as a shared care plan.

[bookmark: _Toc495393980][bookmark: _Toc497467887][bookmark: _Toc497468660][bookmark: _Toc497476314][bookmark: _Toc497827296][bookmark: _Toc460252212][bookmark: _Toc466299127][bookmark: _Toc471990489]Consent
· Verbal consent from the patient to agree to have a care plan should be obtained and documented in their patient record or directly into the electronic Care Plan
· Patients will have explained to them the benefits of having a care plan in place to include who will have access.
· Patient consent should be obtained for any addition to the care team (e.g. external providers). This may be covered in the initial consent process (see example consent form to be scanned into the PMS)  
[bookmark: _Toc495393981][bookmark: _Toc497467888][bookmark: _Toc497468661][bookmark: _Toc497476315][bookmark: _Toc497827297]The Care Planning Appointment
· The care plan coordinator to contact the patient to book the first extended appointment.
· The patient’s GP may want to be present for part of the appointment.
· Ask the patient to complete the PIH scale tool prior to the appointment if possible. 
· Record the scores on the PIH Tab in the Care Plan 
· Refer to most appropriate self-management intervention
· Complete the Care Plan 

[bookmark: _Toc497476316][bookmark: _Toc497827298][bookmark: _Toc495393982][bookmark: _Toc497467889][bookmark: _Toc497468662]Documenting the Shared Care Plan
· The first initial care plan should be completed in  the first annual assessment  (minimum of 30 minutes GP time or 45 minutes nurse time)
· Subsequent reviews/updates to the care plan can be added to the original plan, any additions need to be dated. 
· The document is for the patient and the patient’s care team.  The focus is on patient led goals and actions.  Patients can be given a hard copy, emailed or access to their electronic copy when this available, in addition to other relevant documentation (e.g. advanced directive).
· The patient may also have disease specific action plans e.g. asthma plan.
· Once the care plan has been completed, consider adding a mechanism on the PMS to identify that there is a care plan in place e.g. an alert 

[bookmark: _Toc495393993][bookmark: _Toc497467901][bookmark: _Toc497468674][bookmark: _Toc497476317][bookmark: _Toc497827299]The Care Plan
       A care plan may include some or all the following elements:
· Patient demographic details in the Practice Management System 
· Clinical information including - Medications, classifications (Long Term Conditions), Medical Warnings etc.   
· Patient health goals and tasks  
· The care team – services who are involved in the patient care and a place to insert contact details —including the Named Care Co-ordinator
· Partners in Health Scale Patient Questionnaire - reliable and valid measure of chronic condition self-management
· An action plan for acute exacerbation of condition(s)
· Any further information that the patient wants their care team to know
· Patient identified for MDT meetings
· Advanced Care Planning if required 
[bookmark: _Toc497476319][bookmark: _Toc497827301][bookmark: _Toc474236090][bookmark: _Toc491341355][bookmark: _Toc491341953][bookmark: _Toc495393986][bookmark: _Toc497467894][bookmark: _Toc497468667]Once the care plan is developed it should function as a living document that the patient and members of the care team refer to and update on an ongoing basis.
Setting Health Goals with the Patient and the Care Team 
Setting health improvement goals with patients is an important step in motivating healthy behaviours. To be effective in engaging the patients and whanau toward healthy behaviours, the care team need to ask about what matters to the patient, their concerns and priorities, and then formulate a plan for patient self-management. 
[bookmark: _Toc471990495]Patient-centred self-management support has been proven to improve health and physical function outcomes as well as patient satisfaction. 
It is important that patients’ priorities in goal setting lead the decision about which goals are established.  Achieving small successes toward a goal that is important to a patient will enhance their confidence and sense of control in managing their illness, and this will pave the way to achieving goals in other areas.
Many patients do not understand what their doctors/nurses have told them and do not participate in decisions about their care. This leaves them ill prepared to make daily decisions and take actions that would lead to good management. Other patients are not even aware that taking an active role in managing their condition can have a big impact on how they feel and what they are able to do. Enabling patients to make good choices and sustain healthy behaviours requires a collaborative relationship between health care providers and teams, and patients and their families; a partnership that supports patients to build the skills and confidence they need to lead healthy, active and fulfilling lives.
Create SMART goals and add the names of those who may help or be responsible for the goals.
Studies show that currently patients rely on advice from their doctor/nurse in determining health goals. Doctors, nurses, or other providers, set treatment priorities and make recommendations about changes that would enhance health[footnoteRef:2].  [2:  Partnering in Self-Management Support: A Toolkit for Clinicians, Institute for Healthcare Improvement.] 

[image: Image result for images for smart goals]
See Appendix 2 - Care plan kick-starters
[bookmark: _Toc497476323][bookmark: _Toc497827305]Action Plan
This is to cover an acute management plan, such as for pain, diabetes, COPD, heart failure, asthma and mental health but could cover other relevant areas. 
Advanced Care Plan
[bookmark: _Toc466299117][bookmark: _Toc471990490][bookmark: _Toc495393983][bookmark: _Toc497467890][bookmark: _Toc497468663][bookmark: _Toc497476327][bookmark: _Toc497827309]A further Advanced care plan may be required for some patients and is based around a patient’s preference for future care and/or treatment.  An Advanced directive is around patients making choices about possible future health treatments and becomes effective only when the patient loses the capacity to make their own decisions e.g. not to be resuscitated.
Health Pathways and Nealth Navigator
To identify local community and social providers to refer patients and whanau; Health Pathways and Health Navigator are two options to explore:  
https://www.healthnavigator.org.nz-   PATIENTS 
http://3d.healthpathways.org.nz  -            HEALTH PROFESSIONALS  
Username:      connected       
Password:       healthcare
 
Please Note - Info on health pathways:  
· There are currently about 450 localised pathways, and are working towards localising another 200+. 
· Localised pathways appear against a white background. Unlocalised pathways appear against a light yellow background and have a cautionary banner at the top that advises “Pathway not yet adapted for 3D (Lower North Island). To stay informed about the release of new pathways you may subscribe to Health Pathways to receive a monthly email.
· The localised pathways, for the care and management of patients, have been approved jointly by local primary and secondary care clinicians in a variety of areas. The unlocalised pathways have undergone a similar process, but with the collaboration of Canterbury clinicians.
· The pathways provide guidance particularly for general practice teams but are read by other registered health professionals to diagnose and manage patients suffering from a number of different conditions. You may share this login-info with any registered healthcare practitioner in the Wellington / Hutt / Wairarapa region. They are not for access or use by non-registered health professionals or patients.
· For patient information 3D Health Pathways have partnered with Health Navigator, and we highly recommend this NZ site as a source of trustworthy patient info.  Links to relevant Health Navigator pages are on most of the live Health Pathways pages.
· The pathways are maps of publicly-funded services accessed by referral from the community, and are strongly evidence based, but are not full clinical guidelines.
· As the pathways are suggested guidance only, while using them you must exercise your own clinical judgement and use pertinent clinical data when treating your patient. This includes sourcing additional prescribing information as Health Pathways only includes some treatment recommendations and advice on selected issues.
Access to Information in the Care Plan
Patients and their care team will be able to access and contribute to a care plan.  Patients can nominate family members or carers to have access to the care plan and if they want it emailed to them as well.  
Monitor the Care Plan
Care plan co-ordinators should keep a regular check on the patient and follow up on patient needs in between visits.  They should also communicate with the wider care team where necessary.
The check could be carried out via a phone call, visit or using the online patient portal where accessible.
Review, Update and/or Closing a Care Plan
A patient’s care plan should be reviewed by the care plan coordinator in the first three to six months, and then at least annually thereafter.  At 6-12 months repeat PIH scale questionnaire to reassess self-management progress.
The review looks at whether the outcomes identified in the care plan are being met. It should also review the goals to make sure they are still appropriate (and for instance, that the patient’s care and support needs haven’t changed), and check that any risk assessments are up to date.
The care plan coordinator may decide that the patient needs to be discussed at a MDT meeting and should initiate the process for this.
If, after the review, it is clear that things have changed that affect the detail within the care plan, then the care plan coordinator should update the plan and communicate any changes to the care team. 
In many cases a care plan may stay active for a few years.  There are some circumstances in which a care plan may be closed if the care team decide it is appropriate.  This should be documented as closed in the care plan, with the reasons why, and a communication sent to the care team (including patient and Whānau where appropriate).
[bookmark: _Toc471990502][bookmark: _Toc495393995][bookmark: _Toc497467902][bookmark: _Toc497468675][bookmark: _Toc497827313][bookmark: _Toc47366582]Communication Protocols 
[bookmark: _Toc497476334][bookmark: _Toc497827314][bookmark: _Toc460330393][bookmark: _Toc466299141]The care plan coordinator should communicate any significant matters as soon as possible to the wider care team.  It will be important for care teams to discuss and review the way they are communicating on a regular basis as it may differ from team to team or patient to patient.   The following table shows some examples of important information and suggested communication:
Figure 4: Examples of communication amongst care teams
	Circumstance
	Communication protocol 


	Change in condition/status

	Communicate to care team and note to GP

	Safety risks
	Communication to care team and note to GP.  Consider privacy and family violence situations. 

	Admission status

	Communication to care team and note to GP  

	Updates in tasks/goals and actions
	Care coordinator to monitor and communicate if necessary

	Change of formal carers/ family support/home help services
	Communication to care team

	Withdrawn/discharge care – change in services to patient
	Communication to care team

	Change of care team                       
	Communication to care team

	New assessments
	Communication to care team

	Updated assessment with
significant change or new
information
	Communication to care team and note to GP

	Significant medication
Change/not picked up/not used?
	Communication to care team

	Death
	Communication to care team and note to GP


[bookmark: _Toc474236103][bookmark: _Toc491341367][bookmark: _Toc491341965][bookmark: _Toc495393996][bookmark: _Toc497467903][bookmark: _Toc497468676]
[bookmark: _Toc497476335][bookmark: _Toc497827315]Urgent communication
Communication on urgent matters that place the patient at risk clinically should be made using existing communication methods as appropriate.  
A conversation, either face to face, by telephone or via teleconference, are the only appropriate methods whereby members of the care team should communicate directly about urgent matters.
See Appendix 5 - Background information and evidence about care planning
1. [bookmark: _Toc47366583]
2. [bookmark: _Toc47366584]
3. [bookmark: _Toc47366585]
4. [bookmark: _Toc47366586]
5. [bookmark: _Toc47366587]
6. [bookmark: _Toc47366588]Full PIH Scale tool
The Flinders programme provides a generic set of tools and processes that enable clinicians and clients to undertake a holistic, structured assessment of self-management behaviours, to collaboratively identify key problems, issues and goals the person wants to focus on and a summary care plan that captures the actions and anticipated issues for the next 12 months. 
The aim of the programme is to provide a consistent, reproducible approach to assessing the key components of self-management that:

· improves the partnership between the client and health professional(s)
· collaboratively identifies problems and therefore more successfully targets interventions
· is a motivational process for the client and leads to sustained behaviour change
· facilitates communication and trans-disciplinary team care
· allows measurement over time and tracks change
· Has a predictive ability. For example, improvements in self-management behaviour as measured by the PIH scale, relate to improved health outcomes.
Developed in Australia at Flinders University, this programme is now used in multiple countries including parts of New Zealand.

Below is a copy of the tool: 



FLINDERS UNIVERSITY
Flinders Human Behaviour & Health Research Unit
[bookmark: _Toc491341394][bookmark: _Toc491341992][bookmark: _Toc495394017][bookmark: _Toc497468695][bookmark: _Toc497476352][bookmark: _Toc497827336]PARTNERS IN HEALTH SCALE
	Guidelines to using the SCALE - NZ V1.0 February 2011


How can the Partners in Health Scale help you?
People who work in partnership with their doctor and other care providers usually enjoy better health and are more satisfied with the services they receive. The Partners in Health Scale helps you to build this relationship with your doctor and other health workers.
This form will assist you and your doctor and other health workers to develop your Care Plan. It will also enable you to become more actively involved in the self-management of your health.  More active involvement has the potential to significantly improve your quality of life.
How should you complete the form?
Please circle the number on the scale that most closely matches your response for each of the questions on the attached sheet. The scale will look like this 
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Very little
	Something
	A lot

	OR THIS
	
	

	0
	1
	2
	3
	4
	5
	6
	7
	8

	Never
	Sometimes
	Always


	OR THIS
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Not very well
	Fairly well
	Very well



What should you do with the completed form?
Return to your doctor or health worker, who will discuss these questions with you.

	PARTNERS IN HEALTH SCALE 



Name: _____________________________  NHI: ____________Date___________
Please circle the number that most closely fits for you
1.	Overall, what I know about my health condition(s) is:
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Very little
	Something
	A lot


2.	Overall, what I know about my medication/s & treatment/s for my health condition(s) is:
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Very little
	Something
	A lot


3.	I take medications or carry out the treatments asked by my healthcare team:
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Never
	Sometimes
	Always


4.	I share in decisions made about my health condition(s) with my healthcare team:
	0
	1
	2
	3
	4
	5
	6
	7
	8

	         Never
	            Sometimes
	     Always


5.	I am able to deal with health professionals to get the services I need that fit with my culture, values and beliefs: 
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Never
	  Sometimes
	Always


6.	I attend appointments as asked by my healthcare team: 
	0
	1
	2
	3
	4
	5
	6
	7
	8

	         Never
	                 Sometimes
	     Always


7.	I keep track of my symptoms and early warning signs (e.g. blood sugar levels, peak flow, weight, shortness of breath, swelling, pain, sleep problems, mood):
	0
	1
	2
	3
	4
	5
	6
	7
	8
	


                         Never                          Sometimes                              Always

8.	I take action when my early warning signs or symptoms get worse:
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Never 
	Sometimes
	Always


9.	I manage the effect of my health condition(s) on my daily physical activities (e.g. walking, hobbies & household tasks):
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Not very well
	Fairly well
	Very well


10.	I manage the effect of my health condition(s) on how I feel (i.e. my emotions and spiritual wellbeing):
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Not very well
	Fairly well
	Very well


11a.	I manage the effect of my health condition(s) on my social life	(i.e. how I mix and connect with others and in my personal relationships): 
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Not very well
	Fairly well
	Very well



11b. 	I have enough support from my family/Whānau or carers to manage my health:

	0
	1
	2
	3
	4
	5
	6
	7
	8

	       Never
	              Sometimes
	       Always


12.	Overall, I manage to live a healthy lifestyle (e.g. I don’t smoke and I am not a heavy drinker, I eat healthy food, do regular physical activity, manage my stress and sleep well):
	0
	1
	2
	3
	4
	5
	6
	7
	8

	Not very well
	Fairly well
	Very well



	
	
	

	
	
	




[bookmark: _Toc47366589]Appendix 1 – Care Plan Kick-starters
Patients with COPD
[bookmark: _Toc491341404][bookmark: _Toc491342002][bookmark: _Toc495394026][bookmark: _Toc497468704][bookmark: _Toc497476361][bookmark: _Toc497827344]What matters to me?
· [bookmark: _Toc491341405][bookmark: _Toc491342003][bookmark: _Toc495394027][bookmark: _Toc497468705][bookmark: _Toc497476362][bookmark: _Toc497827345][bookmark: _Toc491341406][bookmark: _Toc491342004][bookmark: _Toc495394028]I want to be able to stay living in my own home with extra supports as needed.
· [bookmark: _Toc497468706][bookmark: _Toc497476363][bookmark: _Toc497827346]I would like to continue to play bowls without worrying about my breathing and needing to sit down all the time 
[bookmark: _Toc491341407][bookmark: _Toc491342005][bookmark: _Toc495394029][bookmark: _Toc497468707][bookmark: _Toc497476364][bookmark: _Toc497827347]Patient goal ideas
· [bookmark: _Toc491341408][bookmark: _Toc491342006][bookmark: _Toc495394030][bookmark: _Toc497468708][bookmark: _Toc497476365][bookmark: _Toc497827348]To walk to the RSA at least three times a week to see all my friends by the end of summer
· Reduce or stop smoking by the end of the year
· [bookmark: _Toc491341409][bookmark: _Toc491342007][bookmark: _Toc495394031][bookmark: _Toc497468709][bookmark: _Toc497476366][bookmark: _Toc497827349]To keep active by walking every day 
[bookmark: _Toc491341410][bookmark: _Toc491342008][bookmark: _Toc495394032][bookmark: _Toc497468710][bookmark: _Toc497476367][bookmark: _Toc497827350]Things I will do
· Learn how to take my medication
· Take my medications as prescribed
· Seek help early and follow the instructions on my Blue card which is on my fridge
· Attend my doctor’s appointments or reschedule these as necessary
· Eat a balanced diet + eat small meals frequently
· Attend pulmonary rehab self-management programme 
· Monitor for early signs of an infection
· Every day walk to the shops or picking up my grandchildren. Walk indoors if the weather is unkind because it can affect breathing. 
· Have a care plan in a folder which can be easily accessed
· Make sure that family /caregivers know diagnosis and management plan
· If prescribed, I will use my home oxygen for 16 hours a day as instructed by my Nurse and follow the safety instructions.
· Keep a bag packed if hospital stay required, include cash
[bookmark: _Toc491341412][bookmark: _Toc491342010][bookmark: _Toc495394034][bookmark: _Toc497468712][bookmark: _Toc497476369][bookmark: _Toc497827352]Things my care team will do
· Check I can use my inhalers correctly with a spacer if appropriate
· Give me a COPD blue card Action plan – Health pathways
· Teach me about COPD and how I can manage it in a way I can understand
· Refer me to a stop smoking programme – Quit line RSSS
· Refer me to help to get more active – Green prescription
· Refer to Pulmonary Rehabilitation/Better Breathing – Health pathways
· Refer me to a self-management programme – Group Self-management e.g. Stanford programme 
· Do a lung spirometry testing if appropriate – Health pathways
· Prescribe treatment according to GOLD criteria – Health pathways
· Check housing and refer to warmup program – Health pathways
· Refer to WINZ for benefits as appropriate
· Know whether I have good social support network or not 
· Make sure I have the Flu vaccine every year – early in the season
· Check my weight and refer for dietary advice/supplements as needed
[bookmark: _Toc491341413][bookmark: _Toc491342011][bookmark: _Toc495394035][bookmark: _Toc497468713][bookmark: _Toc497476370][bookmark: _Toc497827353]

Lifestyle
· Get enough sleep (can be tailored to x hours a night depending on individual patient feedback)
· Manage stress in a positive fashion by using the breathing techniques and mindfulness exercises 
· Take action when I am getting unwell and do not wait to get so puffed that I need an ambulance
· Accept help from other people who I trust
[bookmark: _Toc491341414][bookmark: _Toc491342012][bookmark: _Toc495394036][bookmark: _Toc497468714][bookmark: _Toc497476371][bookmark: _Toc497827354]Medication issues
· Don’t run out of inhalers
· Notify practice if I start my spare set of antibiotics
[bookmark: _Toc491341415][bookmark: _Toc491342013][bookmark: _Toc495394037][bookmark: _Toc497468715][bookmark: _Toc497476372][bookmark: _Toc497827355]Daily life	
· Aim for 30 minutes of physical activity every day
· Daily weigh – if right heart failure on diuretics
· Fluid restriction if necessary
Early warning signs and symptoms
· Know personal signs of COPD getting worse (i.e. exacerbation) e.g. increased phlegm/yellow/green coloured phlegm/increased shortness of breath/loss of appetite/ a strange taste in mouth/fatigue 
· Act appropriately with early signs – e.g. start course of antibiotics and call practice nurse to notify of this.  May increase Ventolin/atrovent – take regularly for a few days – again personalise this according to patients’ disease severity
· Weight/ ankle check for fluid – if right side heart failure



Patients with Diabetes and Pre-diabetes 
[bookmark: _Toc491341416][bookmark: _Toc491342014][bookmark: _Toc495394038][bookmark: _Toc497468716][bookmark: _Toc497476373][bookmark: _Toc497827356]Goals
· Live a long and active life (through better diabetes management)
· Stop having hypos so I feel safe leaving the house
· Recognise and know what to do when hypos occur
[bookmark: _Toc491341417][bookmark: _Toc491342015][bookmark: _Toc495394039][bookmark: _Toc497468717][bookmark: _Toc497476374][bookmark: _Toc497827357]Things I will do
· Be an active member of my care team
· Reduce my alcohol intake*
· Lose X kilos*
· Attend my medical apt regularly*
· Involve my family/support person in my care
· Complete all blood test forms*
· Record a food diary*
· Understand my diabetes/pre-diabetes
· Check my feet each day after my shower
· Have my flu vaccine each year*
· Test my blood sugars when necessary and understand what the results mean
· Learn what good foods for me to eat are*
· Tell my care team about any problems I am having
· Stop smoking*
· Exercise daily*
· Take my medications as prescribed*
· Pre-diabetes as well
[bookmark: _Toc491341418][bookmark: _Toc491342016][bookmark: _Toc495394040][bookmark: _Toc497468718][bookmark: _Toc497476375][bookmark: _Toc497827358]Things my care team will do
· Teach me about my diabetes in a way I can understand
· Provide me with in practice nutrition advice or a refer to a community dietitian  
· Start me on insulin – Insulin initiation by PN or DNPP nurse
· Send me for a podiatry referral – if my feet are at High risk
· Send me for retinal screening - Diabetes Retinal Screening Service
· Teach me about diabetes complications in a way I can understand
· Refer me to a stop smoking programme – Choose to be smoke free
· Refer me to help to get more active – Green prescription
· Regularly check my CVD risk, lipids, BP and renal function
· Refer me to a self-management programme – Group Self-management e.g. Stanford course 
· Teach me about what to do on sick days
· Refer me to someone that can help me cope with my mental health – Primary Solution





[bookmark: _Toc491341419][bookmark: _Toc491342017][bookmark: _Toc495394041][bookmark: _Toc497468719][bookmark: _Toc497476376][bookmark: _Toc497827359]Patients who may be at risk of falling
[bookmark: _Toc491341420][bookmark: _Toc491342018][bookmark: _Toc495394042][bookmark: _Toc497468720][bookmark: _Toc497476377][bookmark: _Toc497827360]Goals
· [bookmark: _Toc491341421][bookmark: _Toc491342019][bookmark: _Toc495394043][bookmark: _Toc497468721][bookmark: _Toc497476378][bookmark: _Toc497827361]I want to be able to walk around my home without the fear of falling over
· [bookmark: _Toc491341422][bookmark: _Toc491342020][bookmark: _Toc495394044][bookmark: _Toc497468722][bookmark: _Toc497476379][bookmark: _Toc497827362]I would like to continue with my everyday jobs (like hanging out my washing) without the fear of falling and injuring myself
· [bookmark: _Toc491341423][bookmark: _Toc491342021][bookmark: _Toc495394045][bookmark: _Toc497468723][bookmark: _Toc497476380][bookmark: _Toc497827363]I want to be able to walk to the shops each day to collect my paper
[bookmark: _Toc491341424][bookmark: _Toc491342022][bookmark: _Toc495394046][bookmark: _Toc497468724][bookmark: _Toc497476381][bookmark: _Toc497827364]Things I will do
· Discuss any fears I have of falling with my Dr or nurse 
· Make my home safer by removing clutter 
· Remove non- secured mats or rugs that I might trip over
· Make sure my home is well lit with good lighting especially on steps/stairs
· Ask my family to help install handrails on stairs and grab bars in bathroom as required
· Make sure I have an annual eye check and get glasses updated as necessary
· Attend doctor or any specialist appointments or reschedule these as necessary
· Attend a falls prevention exercise class at……
· Exercise regularly – needs to be tailored to patient aiming for activity of some sort every day
· Attend a local Tai Chi or yoga class twice a week
· Inform my Dr or nurse if I have a “near fall” or trip
· Take medications and discuss any problems I’m having with my practice and pharmacy
· Get enough sleep
· Read through information regarding falls that my GP/Nurse gave me
http://www.hqsc.govt.nz/assets/Falls/PR/stay-independent-toolkit-brochure-Jul-2015.pdf
[bookmark: _Toc491341425][bookmark: _Toc491342023][bookmark: _Toc495394047][bookmark: _Toc497468725][bookmark: _Toc497476382][bookmark: _Toc497827365]Things my care team will do
· Check my bone health – DXA scans are not funded
· Refer me to a Physiotherapist for a walking, balance and strength assessment
· Refer me to an Occupational therapist –who will assess my safety needs in my home (such as the steps down to the back yard or the step into the shower cubicle) – Care Coordinate Centre
· Discuss my concerns of falling with me as fear of falling can prevent me from being active and this will increase my risk of falling
· Review my medicines especially if any of them make me light headed or drowsy
· Review my blood pressure when I get up from sitting
· Refer me to a podiatrist to review my feet – If at risk of complication
· Refer me for help to try and get more active – Green prescription
· Check my weight and refer for dietary advice/supplements as needed
[bookmark: _Toc491341426][bookmark: _Toc491342024][bookmark: _Toc495394048][bookmark: _Toc497468726][bookmark: _Toc497476383][bookmark: _Toc497827366]Stay independent falls prevention toolkit for clinicians
http://www.hqsc.govt.nz/our-programmes/reducing-harm-from-falls/publications-and-resources/publication/2232




Patients with Anxiety
[bookmark: _Toc491341427][bookmark: _Toc491342025][bookmark: _Toc495394049][bookmark: _Toc497468727][bookmark: _Toc497476384][bookmark: _Toc497827367]Goals
· To learn to manage my anxiety and panic.
· To be able to engage in a full, active and meaningful life
· Stop fears and panic preventing me from everyday life activities 
· Recognise and know what to do when fear/anxiety and panic attacks
[bookmark: _Toc491341428][bookmark: _Toc491342026][bookmark: _Toc495394050][bookmark: _Toc497468728][bookmark: _Toc497476385][bookmark: _Toc497827368]Things I will do
· Be an active member of my care team	
· Be aware of my triggers (fears and stressors)
· Learn about anxiety and the management of my symptoms
· Apply relaxation techniques including breathing approaches. 
· Attend my medical / counselling / psychological appointments – advice my Dr/nurse when I can’t attend and why – they may be able to help or offer alternatives
· Involve my family / support person in my care
· Stop smoking and decrease caffeine intake.
· Practise relaxation skills through the exercises and therapy outlined by my health team, which I will do for at least 10 minutes daily.
· Learn about the role of medications and take my medications as prescribed 
· I will be as compassionate to myself as I am to others
[bookmark: _Toc491341429][bookmark: _Toc491342027][bookmark: _Toc495394051][bookmark: _Toc497468729][bookmark: _Toc497476386][bookmark: _Toc497827369]Things my care team will do
· Support me (by having time to talk to)
· Be open to. (My questions and concerns)
· Teach me about my medication, how it works and how I should use it 
· Teach me breathing exercises and ways to manage my anxiety
· Teach me about anxiety in a way I can understand
· Refer me to a stop smoking programme – Choose to be smoke free
· Refer me to help to get more active – Green prescription
· Refer me to a self-management programme – Group or individual Self-management e.g. Stanford Programme 
· Refer me to someone that can help me understand and manage my mental health – Counselling or psychology either in practice or at an external provider e.g. Te Awakairangi Well Being Service 










Patients with Depression
[bookmark: _Toc491341430][bookmark: _Toc491342028][bookmark: _Toc495394052][bookmark: _Toc497468730][bookmark: _Toc497476387][bookmark: _Toc497827370]Goals
· Live an active and productive life with better management of my depression
· Stop depression preventing me from reaching my goals, dreams and aspirations 
· Learn to recognise and manage stress
· Learn to accept and understand my depression
[bookmark: _Toc491341431][bookmark: _Toc491342029][bookmark: _Toc495394053][bookmark: _Toc497468731][bookmark: _Toc497476388][bookmark: _Toc497827371]Things I will do
· Be an active member of my care team
· Be aware of stressors and ways to manage them
· Be aware of my sleeping pattern and have good sleep hygiene
· Be aware of my negative thinking and worries without further making things worse than they are
· Practise relaxation skills through the exercises and therapy outlined by my health team, which I will do for at least 10 minutes daily.
· I will use relaxation skills to help manage my thoughts
· Attend my medical /counselling / psychological appointments – advice my Dr/nurse when I can’t attend and why – they may be able to help or offer alternatives
· Involve my family / support person in my care
· Learn to management my use of alcohol, caffeine and other drugs.
· Learn about the role of exercise
· Learn about the role of medications
[bookmark: _Toc491341432][bookmark: _Toc491342030][bookmark: _Toc495394054][bookmark: _Toc497468732][bookmark: _Toc497476389][bookmark: _Toc497827372]Things my care team will do
· Support me in ways I can understand 
· Be open to my questions
· Teach me about my medication, how it works and when I should take it 
· Teach me about depression 
· Teach me breathing exercises and introduce me to ways to manage my depression
· Refer me for in practice – Therapy groups (mindfulness, activity’s and support groups), 
· Refer me to a stop smoking programme – Choose to be smoke free
· Refer me to help to get more active – Green prescription, 
· Refer me to a self-management programme – Group or individual e.g. Stanford Course 
· Refer me to someone that can help me understand and manage my mental health (referral through  
· Te Awakairangi Well Being Service)
· Give me a relapse prevention plan


Patients with Sleep Problems         
[bookmark: _Toc491341438][bookmark: _Toc491342036][bookmark: _Toc495394060][bookmark: _Toc497468733][bookmark: _Toc497476390][bookmark: _Toc497827373]Patient goals
· I would like to get 7 hours sleep at least 5 times a week so that I wake up feeling refreshed and ready for the working day.
· I would like to feel refreshed each morning and energised so I can go and do a 30-minute walk or run around the block
· I would like to stop snoring so I do not keep my partner awake each night
· I would like to stop snoring so that I can sleep in the same room as my partner
[bookmark: _Toc491341439][bookmark: _Toc491342037][bookmark: _Toc495394061][bookmark: _Toc497468734][bookmark: _Toc497476391][bookmark: _Toc497827374]Things I will do
· Be an active member of my care team by following the advice of my Dr and nurse
· Reduce my alcohol intake by limiting myself to one beer or wine on Saturday and Sunday
· Establish a regular sleep routine by aiming to go to bed at 10 pm and setting the alarm for 7 am
· Create a pleasurable, relaxing nightly routine (e.g. warm milk drink, bath, reading)
· Attend my medical appointments regularly
· Involve my family/support person in my care
· Tell my care team about any problems I am having
· Exercise regularly to stay fit, reduce stress and induce deeper sleep
· Take my medications as prescribed
[bookmark: _Toc491341441][bookmark: _Toc491342039][bookmark: _Toc495394063][bookmark: _Toc497468736][bookmark: _Toc497476393][bookmark: _Toc497827376]Things my care team will do
· Give me some advice on how to get a better night’s sleep  
· Refer me to a self-management programme – Group Self-management Stanford Programme 
· Refer me to someone that can help me cope with my mental health – Te Awakairangi Well Being Service 
· Complete an Epworth Sleepiness Score – Health Pathways   
· Refer me to a sleep clinic 
· Refer me to respiratory clinic if I have sleep apnoea – Referral to Respiratory Services


Overweight patients            
[bookmark: _Toc491341398][bookmark: _Toc491341996][bookmark: _Toc495394021][bookmark: _Toc497468699][bookmark: _Toc497476356][bookmark: _Toc497827339]What matters to me?
· Feel good about myself again and start doing things that I enjoy
[bookmark: _Toc491341399][bookmark: _Toc491341997][bookmark: _Toc495394022][bookmark: _Toc497468700][bookmark: _Toc497476357][bookmark: _Toc497827340]Patient goal ideas
· Go to Australia to visit my sister
· Take my grandchildren to the park
· [bookmark: _Toc491341400][bookmark: _Toc491341998]Walk my daughter down the aisle
[bookmark: _Toc491341401][bookmark: _Toc491341999][bookmark: _Toc495394023][bookmark: _Toc497468701][bookmark: _Toc497476358][bookmark: _Toc497827341]Things I will do 
· Be an active member of my care team
· Reduce my alcohol intake
· Lose XX kilos
· Attend my medical appointments regularly
· Involve my family/support person in my care
· Complete all blood test forms
· Record a food diary to help identify my overeating triggers
· Understand my diabetes/pre-diabetes if applicable
· Have my flu vaccine each year
· Learn what good foods for me to eat are
· Tell my care team about any problems I am having
· Stop smoking
· Exercise daily
· Take my medications as prescribed
[bookmark: _Toc491341403][bookmark: _Toc491342001][bookmark: _Toc495394025][bookmark: _Toc497468703][bookmark: _Toc497476360][bookmark: _Toc497827343]Things my care team will do
· Advise me about portion size and food swap options
· Please refer me to a community dietitian if I have cardiac or diabetes problem 
· Start me on insulin – If insulin initiation required under Diabetes Nurse Practice Partnership (DNPP)
· Please refer me for a podiatry referral – if my feet are at risk of complications
· Please refer me for retinal screening - Diabetes Retinal Screening Service
· Teach me about diabetes complications in a way I can understand
· Refer me to a stop smoking programme – Choose to be smoke free
· Refer me to help to get more active – Green prescription
· Regularly check my CVD risk, lipids, BP and renal function
· Refer me to a self-management programme – Group Self-management 
· Refer me to someone that can help me cope with my mental health – Te Awakairangi Well Being Service
· Refer me to a sleep apnoea clinic
· Refer me for bariatric surgery
· Refer me to a group to help me lose weight and become more active – Green Prescription
· Help me set some achievable goals that will help build my self confidence
· Put me in contact with other patients who have lost weight to mentor me through my weight loss


Proactive Year of Care Plan 


Run queries as a form of risk stratification (disease specific) to identify high needs patients 

Send Care Plan Pack 
Call Patient to invite them into the programme and book apt




Reminder text and ring patient day before

First Visit with our PCPA– review the care pack and develop goals

	
Patient Arrives











Follow up apt based on need
4 weeks - apt with GP and nurse to review









	
[bookmark: _Toc47366590]Appendix 2 – Care Planning Toolkit
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CONFIDENTIALITY AGREEMENT

Your health centre takes privacy and confidentiality very seriously and adheres to the Health Information Privacy Code. This can be accessed in full at www.privacy.org.nz.

This agreement is for external clinicians/practitioners who have been given approval by __________________to access your clinical notes for the purpose of their work. This agreement must be signed prior to access being given and will be held on file at the practice.

NAME: 	__________________________________________________

I understand and agree that:

I will grant permission for clinicians/external providers as part of my care team, to access my clinical notes.
My signature below indicates that I have read, accept, and agree to abide by all the terms and conditions of this agreement and agree to be bound by it. 


Signed: __________________________________	Date:	_______________________
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[bookmark: _Toc47366591]Appendix 3 – indici Care Plan Guide
Opening the Care Plan module will bring up the Care Plan Dashboard showing:
· Patient’s name and details (address, registration status, registered GP, etc.)
· Details of their next and last appointment
· Care Coordinator
· Any current care plans for this patient
· The members of the patient’s care team
The menu on the left can be used to navigate to the different sections of the care plan module:
[image: ]

[bookmark: _Toc47366592]Adding a New Plan
1. On the Dashboard, click the Add Care Plan bar (located on the right of the screen):
[image: ]
2. The first time you add a care plan, a window will pop up where you can select the Care Coordinator. Click on the Coordinator field, select the relevant member of staff and click Save and Close
3. Once the Add Care Plan screen has opened, enter the name of the plan in the Name field and enter a short identifier in the Code field
4. You can link a diagnosis to the care plan by: 
a) selecting from diagnoses already recorded on the patient’s file. First click Search from Existing Diag so that it turns green then start typing in the name of the diagnosis. The system will only allow you to search for diagnoses previously recorded for this patient[image: ]
b) For a diagnosis not previously recorded, click on the Diagnosis field and then use the Diagnosis field as before. After you type 5 characters, the system will begin to suggest relevant options. Select the diagnosis you want to link. A tick will appear next to it to signify that you have selected this diagnosis (you can select as many as you like)

[image: ]
a) 
b) 
c) To unselect it, simply click on the Diagnosis again

5. The Care Plan status is set to Active by default
6. Select the appropriate category from the Category field (this is for information and reporting purposes)
[image: ]
7. Complete the What Matters to Me from your discussion with the patient
8. Now you can add members of the care team who will manage this plan. The first member is the Care Lead- select their name from the Name field and their role from the Care Plan Member Role field:
[image: ]
9. Click the Plus icon to add them:
[image: ]
10. This will open a new line, where you can select the next team member. This time, they will have a Member Type of Member
11. Repeat the above steps for all subsequent members, clicking the Plus icon each time
12. If you want to remove a member, click the Delete icon next to them:
[image: ]
13. Once all members have been added, click Save to save the plan
14. It will now appear on your Dashboard, and the members of the care team will be displayed in the section below:
[image: ]
Once a Care Plan has been saved, you can open it and view all the details, including statuses, goals, activities and outcomes (once these have been added). To do so:
1. Go to the Care Plan Dashboard
2. Click on the name of the Care Plan you want to open:
[image: ]
3. When the plan opens, you will see the following:
a. The Patient information at the top of the screen
b. The Name, Code and Status of the Plan, as well as any linked diagnoses:

[image: ]
c. Any goals and/or activities recorded for this plan
[image: ]
d. Details of the patient’s last and next appointment
e. The Team Members linked to this plan:
[image: ]

Creating Goals
Once you have a Care Plan saved, you can begin to add goals to it. To do so:
1. Click on the name of the Plan you wish to add a goal to. In the field where it says Click here to create a goal, type the details of the goal:
[image: ]
2. Click on the Select Assigned To to open a list of team members. Click on the one you want to assign the goal to:

3. In the next field, you can select the current status of the goal, e.g. Planned, In Progress, On Target, etc. These statuses can be changed on an ongoing basis, and you can filter your goals to see those of a particular status, e.g. if you wanted to only see goals with a status of Behind Target:
[image: ]  [image: ]
4. If you want to set a Due Date for this goal, click on the Due Date and select the date (this is optional)

[image: ]
5. Click Save to save the goal
6. You will now see the goal displayed with its current status, due date (if one was selected) and the assignee:
7. You can add as many goals as you want by simply repeating the above steps


[bookmark: _Toc47366593]Creating Activities
Activities are the different tasks that need to be completed in order for the goals to be achieved. Each goal within the care plan should have one or more activities. Once you have recorded a goal (or goals), you can begin to add activities.
To add an activity:
1. Click the Add Activity icon next to the relevant goal:
[image: ]
2. You can select a template of activities from a previous care plan, in which case all activities within that template will populate the current plan or click the Add New Activity tab to add activities from scratch:
[image: ]
3. Type the activity into the Add Activity field
4. Use the Select Assigned To field to assign the activity to one of the care team members
5. In the next field select the type of activity it is, e.g. Reminder
6. An Outcomes field will appear, but you can ignore this for the time being
7. The next field is where you can select the status g. In Progress
8. In the last field, set the Due Date (Due Date is mandatory for activities)
[image: ]
9. If you mark Add to Task, the system will generate a task for the assigned member. The task will contain the text of the activity
10. If you mark Add to Timeline, the activity will be recorded in the patient’s timeline:
[image: ]
11. If you want to set an activity to recur, e.g. every week, mark Add Activity Recurrence:
[image: ]
a. You can use the Date Range field to set a date range within which the recurrence rules will apply
b. Use the Recur field to set the overall pattern, e.g. if you enter 2 in the Recur field and mark Daily, the activity will recur every two days
c. If you mark Weekly, the days of the week will drop down. Then simply select the days you want the activity to recur on, e.g. Monday, Tuesday, Wednesday:
[image: ]
d. Likewise, if you select Monthly, you can then mark specific days of the month
12. When you are happy, click Save Activity
13. To add more activities, simply repeat the above steps
14. You will now see all the activities you add displayed below the relevant goal:
[image: ]
15. You can collapse and expand the activities list for each goal by clicking the Expand Arrow:
[image: ]

[bookmark: _Toc47366594]What to do if
Within each Care Plan, you can include instructions for potential scenarios and record in the What to do if box located in the bottom right corner of the Care Plan:
[image: ]
1. To record instructions, type them into the field below What to do if? and click Save.
[image: ]
2. Each instruction entered will be saved beneath the date of entry
3. A document can be uploaded against each instruction by clicking the Attach icon next to it:
[image: ]
4. In the window that opens click Browse to search for and select a document on your computer
5. Enter the title of the document in the Name field, click Save and the document will be attached
6. If a document is attached to an instruction you can view it any time by clicking the View icon:
[image: ]
7. You can also delete an instruction by clicking the Delete icon next to it 
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