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Risk stratification e-tool
under development, clinical
criteria agreed in the

complex patients who need
MDT input to their care plan

Coordinator

meantime
9 Care delivery and
coordination
o %Zpi?;zgid e Risk stratification e Care planning | Day-to-day
: Non-exhaustive examples  :
. & f
= A el | IR
A 5 Support Community ¢
- ? pharmacist :
e— : Practice nurse - : e c f
: & . ase conference
L g : o Poy :
Shared protocols & pathways i — GP Allied Health ;g Qk? k?
ODDDD —~ i &  a  if g%
-— . District Community  :
_ E nurse Mental Health ¢ I
@ @ Case conferences to be used
T I SME SMO from time to time for very

Care pathways and agreed clinical All ‘at risk’ patients should have a
protocols are used to inform plan that is proportionate to their
assessment, care planning, & clinical and social needs, risks and
coordination ability to benefit: Logged on e-

shared care
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Risk stratification e-tool
under development, clinical
criteria agreed in the

o GP Enrolled
Population

= | A

Shared protocols & pathways

>\ >| )| >\_>

Care pathways and agreed clinical
protocols are used to inform

assessment, care planning, &
coordination

Risk stratification

meantime

Care planning

All ‘at risk’ patients should have a
plan that is proportionate to their
clinical and social needs, risks and
ability to benefit: Logged on e-
shared care

Care delivery and
coordination
Day-to-day

Non-exhaustive examples

Coordinator

Whanau ‘?
:  Support Community ~ :
? pharmacist .
Practice nurse ~
: ) :
k? Allied Health :
: GP :
: - :
P & &
District Community :
: nurse Mental Health ¢
: SME SMO :

Case conference
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Case conferences to be used
from time to time for very

complex patients who need
MDT input to their care plan
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HSA Global

Home (Me)
All Patients
This Patient

& Overview

(© Recent Activities

&% care Team

& Notes

2 Assessments

=§ Financial Dashboard

Measurements
;;? Diagnosis

€O Rx History

“® Medications List
D Documents
E3. Register

g Patient Portal
Q Consent

&3 Programmes
a Episodes

=3 Tasks

& Messages

Configuration

Add-Ins

SNOW, Sally

(Mrs)

< O

Back History

Born 01-Apr-1988 (27y Om) Gender Female NHI EHD7885

Francis, Lusly

Settings Help User Manual

& No Allergies or Alerts Recorded
More Details

B

Save

Personalised Care Plan

Last modified by: (Default Designation) on 23/3/2015

About Me

What Matters to Me

My Goal

+ New heading

Things | Will Do:

I ive with my husband, daughter and 2 young grandchildren. | also sometimes help with my 4 o
other grandchildren who live nearby. | work part-time.

My family are really important to me. | am worried that | am putting on weight and this means | i )
can’t keep up with my grandchildren

| want to be able to bend down to tie up my shoelaces so | can wear my sneakers to be able to s ]

play with my grandchildren.

Show e Active Only «  All

All headings

About LogOut

« | will walk to the end of the road and back at least 3 x a week.

= | will go to the self-management group that starts on Tuesday 28 April for 6 weeks.

Things My Care Team Will Do

New action

« Help me understand how my diabetes affects my body O

+ Refer me to the diabetes Dietitian

ag o

o]

Naw artinn




w Favorites

¥ CMOHB CONCERTO PORTAL6.7

ESA5801 PRESTON, BRUCE J 230001839 M,

( Iwbﬂ_oum_
) ? et

- ¥ nscee [ SR B

Hal, Lucy E_E_E_E_E

Bom 23.Dec1939 (74y) Sex Male NH/ ESA5801 |

coIvnis wanmg

‘. .rnc.-o:. Duagnosis

_ [PRESTON, BRUCE JOHN (Mr)
o
(© Recent Activities :
& Con T Oetad | Doragesnd Duecions | DatePrescrves
(B Notes PENTASA 1 sup, Once Dady 18-Nov-2013 =
(@ Assessments (MESALAZINE) 1g Supp  18/11/2013 £
® pia PENTASA
v ns ~
4 tabs, Twice Daaly
(MESALAZINE) S00mg v ’ 18-Nov-2013
Measurement: /
4 I . Prolonged Release Tab 18/1/203
DR CALD.FORTE
History (CHOLECALCIFEROL) 1tabs, monthly S/6/2014  05-Jun-2004 .
5002_:_.0:3 Pyl . m ’
. Patient Portal [
£ Consent Recent Activity
= Tosks .
v __Date: 23. jul 2014; User: Manurewa Medical (Showing 25 ! - | |
@  Added medication DONEPEZIL-REX (DONEPEZIL - |
HYDROCHLORIDE) 10mg Tab.
D  Added medication DONEPEZIL-REX (DONEPEZIL
HYDROCHLORIDE) Smg Tab.
®  Added medication ELIGARD 6 MONTH (LEUPRORELIN
ACETATE) 45mq Depot injection. -
L m »
g%,x | 4 A%v P M
Pagel of 2, tems 1 to 25 of 49
” Care Team
Name H Details | Role |
Surynt, Conrad GP | Manurewa Medical | CMDHB Care
Mem
" . Physwotherapist | VHIU - CMOHB | Care
T Sy CMOHE Mem
) Practice Nurse | Manurews Medical | Care
Rutiwen; Nency CMOHS Men |
L m »

[XIMeid 3@2? ¢ driorder -
(Ew057.00) E
Rectal haemorrhage (15730.00) radiation proctitis « ulceration I
[Dlimpaired glucose tolerance
(R10212)
Makg neop prostate (B46.00) adenocarcinoma gleason score 7
radical radwotherapy 2l
) [ Tasks
) _ + | Add New G| Refresh _
| Due _ _— Created |
_ D _ Subject g Assigned To By _ Status
. MNASC Ruthven,
7 Referral Naney Hall Lucy Reassigned
Include
Completed
1 Tasks
Include
Inactive
| | Workfiow | Status
Advance Care Plan -
[ Programmes
% |Refresh
' Trusted sites | Protected Mode: Off fa~




- “Patient’s

plan
brings
o . room to
“As we scrollgd A‘(‘ e-shared care plan we silence”

came to the box where her goals and aspirations had
been carefully noted. They were simple, humbling, and
yet so powerful. The room fell silent. It brought the
patient into the room with us. The human being was
what we discussed as we kept these goals in mind.”
Gillian Aspin, Diabetes Clinical Nurse Specialist




o GP Enrolled

Risk stratification e-tool
under development, clinical
criteria agreed in the

meantime

Care delivery and
coordination

Risk stratification

Care planning

Day-to-day

Population

=S| 4

Shared protocols & pathways

oL

|

Care pathways and agreed clinical
protocols are used to inform
assessment, care planning, &
coordination

|

Non-exhaustive examples

Coordinator

:  Whanau
Support Community
pharmacist :
s Practice nurse
: Allied Health
: GP
. District Community ¢
: nurse Mental Health ¢
: SME SMO :

All ‘at risk’ patients should have a
plan that is proportionate to their
clinical and social needs, risks and
ability to benefit: Logged on e-
shared care

Case conference
L
»

-

Case conferences to be used
from time to time for very
complex patients who need
MDT input to their care plan
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“| feel
like I'm
getting
my life
back”

“It's great, now when | visit the doctor or nurse, | know they
have talked about my care with those looking after me. They
know me and my story and | no longer have to keep telling it.”

Karl Farell, ARI patient
(photographed with his wife Ruci and CM Health Occupational Therapist Krishna Narayan)
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Overview of the Chronic Care Model

Robert Wood Johnson Foundation/Sandy MacColl Instiite

Health System

Organization of Health Care

CommuniFt)y_ _
Resources and Policie

Self Management Delivery System Decision Support Clinical
Support Design Information
-Guidelines Systems
-Advocacy -Providers -Provider Education -y
-Resources -Roles Clear -Specialty support  -Registries
-Skills Training -Communication &  -Feedback -Reminders
-Role adaptation  Follow-up system -II\:/Iea;tt)Jreme
-Feedbac

Prepared,

Informed,
Activated
PATIENT

Productive

Interactions
—

Proactive
Practice TEAM

Functional and Clinical Outcomes



Enhanced Primary Care
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“The flexibility of
funding has meant
we can spend more
time with patients.
As a result they are

more engaged in
managing their own
health. We've seen
iIncredible results.”

Devika Dayal
Nurse Leader
Greenstone Family
Clinic
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