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ADELAIDE CENTRAL EAST DIVISION OF GENERAL PRACTICE
Project Name:
ACE Shared Service (ACESS)
Duration:

1st July 2006 – 30th June 2007

Principal Contact:
Elizabeth Todd, Mental Health Program Manager, elizabeth.todd@acedivision.com.au 
GP Advisor:

Dr Anna Aisatullin

Committee:

TBA

Target Group(s):
Two parts of the project:

1. Chronic Disease Self-Management – research in the area of chronic illnesses widely demonstrates that these illness patterns occur in elderly members of the community. 
The target group for this part of the project.

2. Smoking cessation for people with chronic and complex mental illness – not age limited. Awareness raising and access to programs, working with the Tobacco and Mental Illness Project (Dept Health)

Objectives:


The program manager will undertake the Chronic Disease Self Management training at Flinders to then develop and deliver sessions from this. Program manager will also work with Quit SA and the Tobacco and Mental Illness project to develop a plan for the awareness raising and access to smoking cessation programs.

GPs will be able to refer patients directly to the program manager if the patient has an identified mental illness with co-morbidity of either a chronic disease or smoking.

Back to Division list
ADELAIDE NORTH EAST DIVISION OF GENERAL PRACTICE
Project Name:
North East Mental Health Shared Care Initiative
Duration:

1st February 2006 – 30th June 2007

Principal Contact:
John Poole, Shared Care Coordinator, jpoole@anedgp.com.au
Support Personnel:
Melanie Smith, Mental Health Project Officer, msmith@anedgp.com.au 
GP Advisor:

Dr Cate Howell

Committee:

ANEDGP Mental Health Advisory Committee

Target Group(s):
Patients with chronic and complex mental illness, aged 16 years and over, 



residing within the Adelaide North Eastern area.

Objectives:


One day a week the Coordinator will facilitate two group sessions at the Division.  The Sessions will include psychological therapies and self-management strategies for chronic conditions. Four days a week the Coordinator will be placed in general practices for 3.5 hrs sessions each, in which they would assist GPs with the management of those clients with complex medical conditions and mental health problems.  The Coordinator will also be a liaison between GPs and other services providers and aid referral to existing groups and services. The project will be delivered by a multi-layered approach through:

1. Links with Better Outcomes: ATAPS Project

2. Placement of the Mental Health Shared Care Coordinator in general practice

3. Liaison and referral with mental health services and professionals

Back to Division list
ADELAIDE NORTHERN DIVISION OF GENERAL PRACTICE
Project Name:
Healthy Connections – A Shared Care Initiative
Duration:

9th January 2006 – 30th June 2007

Principal Contact:
Barb Magin, Mental Health Programs Manager, bmagin@andgp.org.au 

Key Personnel:
Shared Care Coordinator – Sue Bowering sbowering@andgp.org.au  




Shared Care Project Officer – Carolyn Black cblack@andgp.org.au 

Committee:

Mental Health Program Advisory Group

Target Group(s):
Patients with chronic and complex mental illness, from the Out Patient Department Lyell McEwin Hospital, and their families

Program Aim:


To improve the quality of life and overall health for people with complex and chronic mental illness and their families by

· Decreasing the number of hospital readmissions

· Providing holistic care for patients and their families

· Providing opportunities for patients to function positively in their community

· Improving community health outcomes

· Improving the quality of life for patients who have chronic and complex mental and physical illness

To improve communication and relationships between state mental health services and GPs by

· A collaborative approach to shared care

· Education and training

· Available support 
Objectives:


1. A pool of approximately 10 GPs in the Northern area of Adelaide identified to be the central point of contact for patients using contemporary anti-psychotic medications
2. The recruitment of pharmacists to administer/dispense the medication

3. Training and education for general practice staff and pharmacists in managing complex and chronic mental illness

4. Patients of mental health services will be identified and assessed for their suitability for referral from the mental health services to the care of a GP

5. Families who will benefit using a shared care approach and matching them with a general practice that is accessible and affordable will be identified

Back to Division list
ADELAIDE HILLS DIVISION OF GENERAL PRACTICE

Project Name:
HealthCreate (Mental Health Program)
Duration:

9th January 2006 – 30th June 2007

Principal Contact:
Liz Cleland, Manager, Allied Health liz@ahdgp.org.au
Key Personnel:
HealthCreate Coordinator – Cathy Zesers  cate@ahdgp.org.au 

Committee:

AHDGP Allied Health Program Management Group

ADELAIDE HILLS DIVISION OF GENERAL PRACTICE cont.

Target Group(s):
Adult patients with chronic and complex mental illness whose care can be managed primarily by a general practitioner.

Program Aim:


The aim of the HealthCreate Project is to address the physical health needs of the target population within the catchment area of the Adelaide Hills Division of General Practice.  

Objective:


The service model anticipated is to provide a single point of entry for the target population into the health system.  This will be achieved through the provision of linkages and sharing the care of these clients amongst the various service providers in the area.  The approach will provide a link for information dissemination and education centred on the provision of these services.  

Back to Division list
ADELAIDE SOUTHERN DIVISION OF GENERAL PRACTICE

Project Name:
Southern Region Integrated Mental Health Project
Duration:

15th January 2006 – 30th June 2007

Principal Contact:
Jill Cocks, Mental Health Shared Care Program Coordinator jcocks@sdgp.com.au 

Committee:

Southern Region Mental Health Advisory Committee

Target Group(s):
Patients discharged from community and inpatient units within the Southern Division of 


General Practice




Patients (known or not known to MHS) who are clients of GPs who need review in a 


short time frame to prevent relapse




Patients who present to Emergency Departments without the knowledge of their GP

Program Aim:



To develop and implement improved transfer of care between specialist mental health services and general practitioners

Objectives:



1.
Develop a joint work plan providers to develop and implement improved processes around transfer of care

2.
Develop regional protocols between SDGP and state mental health service for each patient group

3.
Provide practical assistance to practices around transfer of care

4.
Produce a local evaluation report on the implementation trial

Back to Division list
ADELAIDE WESTERN DIVISION OF GENERAL PRACTICE

Project Name:
Western Mental Health Shared Care Initiative
Duration:

1st December 2005 – 30th June 2007

Principal Contact:
Gorjana Brkic
 gbrkic@awgpn.org.au  

Committee:

Western Mental Health Network

Target Group(s):
People in the western suburbs with chronic and complex mental health illness. 



Many of these people may also have a physical co-morbidity such as diabetes, 



alcohol and or substance abuse, asthma, obesity, cardiovascular disease, 



musculoskeletal conditions and stoke. ( c.f the North west Adelaide Health 



Study and evaluations of the target populations in the GP Access Program).

Program Aim:


The aim of the Western Mental Health Shared Care Initiative is to:

1. 
Provide a sustainable shared care partnership between GPs and the Mental Health Service for a shared and sustainable care for patients with chronic and complex conditions (often with co-morbidities) who would otherwise be at risk of admittance or re-admittance to hospital, often under emergency circumstances, 


and,

2. 
Increase the quality of life (physical and mental health) for people with chronic and complex mental illness

Objectives:


1. Implement a model of shared care between GPs and the Mental Health Service for the treatment and management of patients with chronic and complex mental health conditions

2. Improve the access and communication to the Mental Health Service by GPs

3. Improve the options treatment and management options of GPs for patients who have mental health conditions, including:

a. access to psychiatric services;

b. management of their physical health ( e.g diabetes or other co-morbid conditions);

c. improved ability to function in their community.

4. Improve the systematic process of admission and discharge for patients with mental health conditions to and from hospital

5. Improve the GP access to allied health services available to patients by establishing partnerships with the Hospital At Home Program (during the period of acute treatment); establishing more psychiatrist services available to GPs and referral pathways by making use of the new allied health MBS items. 
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BAROSSA DIVISION OF GENERAL PRACTICE
Project Name:
Sharing the Care
Duration:

23rd January 2006 – 30th June 2007

Principal Contact:
Karen Hunt, Program Officer Mental Health khunt@bdgp.net 

Key Personnel:
Karen Heseltine, Psychologist

GP Advisor:

Dr Ray Goodwin, Angaston Medical Practice
Target Group(s):
Men and women with a diagnosis of chronic and complex mental illness, as identified 


by GPs and/or State Mental Health Services.

Program Aim:


To improve services and cooperation between agencies and provide some services for patients with a diagnosis of chronic and complex mental illness. The Barossa Division will pilot initiatives that, if successful, could be continued by the Division or other agencies. 

Objectives:

Additional Allied Health services to assist GPs in the treatment of patients with chronic and complex mental illness. This assistance will primarily be in the form of one-to-one counselling, which will be provided by the Division’s currently contracted psychologist. This service will be managed as part of the “Keep aHead” Mental Health Program area in the Division. 

Services will only be provided upon receipt of a GP referral, as part of a 3-step mental health plan. The referring GP will be required to complete a GP Management Plan and/or a Team Care Arrangement for the patient and the referral to the allied health service provider will be part of the ongoing care plan of the patient.

Working with the State Mental Health services, the Program Officer and the Division’s Mental Health Management Team will provide an opportunity to help coordinate communications about services operating in our region and work towards formalising these if required. The Program Officer will liaise with GPs, Wakefield Regional Health and Barossa Mental Health Services to develop a mental health shared care work plan and to continue to build on these partnerships. 

Back to Division list 

EYRE PENINSULA DIVISION OF GENERAL PRACTICE
Project Name:
Eyre Peninsula Mental Health Liaison
Duration:

1st February 2006 – 30th June 2007

Principal Contact:
Glenys Bisset, Executive Officer, gbisset@epdgp.org.au 

Key Personnel:
Penny Goldsworthy, Mental Health Liaison Officer, pgoldsworthy@epdgp.org.au 

Target Group(s):
Providing services to people who suffer from chronic and complex mental illness

Program Aim:


The Eyre Peninsula Division of General Practice to have in place a Division Mental Health Liaison project that will be based loosely on the Immunisation Coordinator model currently seen in SA Divisions.  The Division will employ a Mental Health Liaison Officer who will work closely with GPs, practices, mental health teams, hospitals, community groups and consumers and carers to implement a range of activities including:

Objectives: 
 

1. Development of mental health specific GPMP and TCA plans and education around their use

2. Work in general practice to support the use of GPMP and TCA plans for chronic and complex mental health patients and to increase the uptake of mental health 3+ plans.  This initially will involve the MHLO being a coordinator of the plans to ensure that the system works as smoothly as possible.  Over the project period the MHLO will provide practices and GPs with the resources and knowledge to undertake more of this role themselves.

3. Initiating education for professionals in dual diagnosis mental health patients

4. Develop and implement mental health self-management programs – education and group sessions for chronic and complex mental health patients

5. Explore the options for the Division to participate in or initiate regional mental health consumer networks.

6. Develop collaborative protocols and pathways for shared care, discharge planning and crisis response

7. Enhance the relationships between the Division and Regional Mental Health Services and develop MOUs and workplans to describe the working relationships regarding mental health services in our area.

8. Ensure that the EPDGP has a voice in mental health planning across Eyre Peninsula.
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FLINDERS & FAR NORTH DIVISION OF GENERAL PRACTICE
Project Name:
Aboriginal Mental Health Shared Care Program
Duration:

1st December 2005 – 30th June 2007

Principal Contact:
Andrea Triggs, Program Coordinator andrea.triggs@flindiv.com.au 


Committee:

Aboriginal Mental Health Shared Care Steering Committee

Target Group(s):
Aboriginal people residing within the Northern and Far Western Health Service region 


exhibiting signs of chronic and complex mental health disorders.

Program Aim:


To systematise treatment and care of consumers of mental health services in particular especially those consumers with chronic and complex mental health conditions encompassing the Aboriginal communities falling within the catchment areas of Pika Wiya Health Service, with services being limited to Port Augusta.
Objectives:



The Program will have the following components: -

· Selected GPs from Flinders and Far North Division of General Practice

· Selected GPs from Pika Wiya Health Service

· Psychiatrist from Glenside Hospital

· Psychologist attached to Pika Wiya Health Service

· Social and Emotional Wellbeing Team (Pika Wiya Health Service)

· Selected adult mental health services within the region

· Consumer representatives

The Program will involve a combination of models with specific focus on: -

· Up-skilling and educating program participants in mental health assessments, diagnosis, treatment and management.

· Enhancing and formalising communication, information and referrals between participating services leading to improved multi disciplinary communication.

· Improving the quality of life for Aboriginal consumers of mental health services.

· Attachment of allied health worker (psychologist) to Pika Wiya Health Service

· Increased visiting Psychiatrist visits to 4 days bi-monthly.

Back to Division list
LIMESTONE COAST DIVISION OF GENERAL PRACTICE
Project Name:
Managing Better Health
Duration:

1st January 2006 – 30th June 2007

Principal Contact:
Mignon Markwick, Shared Care Project Officer mmarkwick@sesadgp.org.au 

Target Group(s):
People living with chronic and complex mental illness in Naracoorte and Mount  



Gambier
Program Aim:


To develop a Chronic Disease Management program for people with chronic and complex mental illness.

Objectives:



CDM trained GPs will refer to CDM trained allied health professionals for a certain number of sessions. A CDM assessment and plan will be done by the allied health professional. Patients will be reviewed by the GP.

Back to Division list
MURRAY MALLEE DIVISION OF GENERAL PRACTICE
Project Name:
Boosting Mental Health Services in General Practice
Duration:

1st January 2006 – 30th June 2007

Principal Contact:
Chris McCrae, Executive Officer cmcrae@lm.net.au 

Key Personnel:
Dawn Gunn, Mental Health Coordinator dgunn@lm.net.au 

Committee:

Murray Mallee Shared Care Project Reference Group

Target Group(s):
People experiencing chronic or complex mental illness.  GPs, publicly funded 



health services, consumers and carers agree that the priority in the Murray 



Mallee Division is to increase access to allied health and/or nursing services.
Program Aim:


The project will provide allied health/nursing services to people in the Division catchment area, who are assessed by a general practitioner as having a mental illness which impacts on their ability to perform the activities of daily living.

Objectives:



Services will be offered on a one to one basis with flexibility to work with 
groups if the individual practitioner identifies a number of people who would gain more benefit from involvement in group therapy.  Therapy will focus on improving capacity to undertake activities of daily living.

A focal role of the mental health nursing positions will be facilitating team care arrangements. This will involve identifying and linking clients with community based services and integration into the community.  Liaison with the mental health team will also be a key role. 
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MID NORTH DIVISION OF RURAL MEDICINE

Project Name:
Mid North GP Shared Care
Duration:

1st January 2006 – 30th June 2007

Principal Contact:
Kim Hosking, Executive Officer khosking@mndrm.org.au 

Key Personnel:
Sue Bunnett, Mental Health Liaison Officer sbunnett@mndrm.org.au 

Target Group(s):
Patients presenting at General Practices with mental health problems who 



require on going care for chronic mental health issues and who require support 



with the on going management of same through extended services 




(Psychology/Psychiatry/Local Mental health workers).




These patients may also be managing associated chronic disorders that




require review by General Practice.
Program Aim:


The target area is smaller rural communities with reduced access to existing mental health support, where issues of access through transport and 
remoteness inhibit comprehensive care. The bulk of the activity would be directed toward communities within the Mid North region Health Service area
Objectives:



1. Promoting and facilitating the establishment of care regimes with Rural Medical Practitioners and associated carers from private and community practice, developing on going care plans through case conferencing

2. Monitoring the progress of plans through support to patients, providing a liaison point for the patient with other providers and the Rural Medical Practitioner; Support for the GPs and in their in turn support for Mental Health Patients

3. Provision of a liaison point for Rural Medical Practitioner’s with private and community providers, in issues that relate to the delivery of services to patients

4. Advocacy on behalf of Rural Medical Practitioner’s for their clients with the extended care community
Back to Division list
RIVERLAND DIVISION OF GENERAL PRACTICE
Project Name:
SHARE – Support Health and Reduce Episodes
Duration:

1st February 2006 – 30th June 2007

Principal Contact:
Kerry Gartery, Mental Health Programs Officer kgartery@riverlandgp.org.au 

Target Group(s):
People in the Riverland Division catchment area, who are assessed by an 



appropriately trained GP, as having a mental health disorder which is also 



impacting on their physical health.




Services will be provided to people with chronic and complex mental health 



needs.
Program Aim:


The SHARE project is complimentary to the pre- existing MAHS and Better with Help. Through the development of education program responses to groups with similar health issues, in addition to the input at clinical level, self management 
plans and strategies will be developed with individuals that assist the to self manage their chronic and complex mental and physical health conditions.

Objectives:



Type of Services to be provided:

· Health screenings (in particular BSL’s, BP’s, weight, alcohol and other drug use, cholesterol 
checks)

· Information and education re chronic disease with the aim of reducing admission to acute care 

· Care plan development

· Referral to appropriate Allied Health Service Providers

· Group programs addressing self management strategies and plans
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YORKE PENINSULA DIVISION OF GENERAL PRACTICE
Project Name:
Yorke Peninsula Mental Health Shared Care Initiative
Duration:

1st December 2005 – 30th June 2007

Principal Contact:
Doc Holman, Executive Officer ypdgp@yp-connect.net 

Key Personnel:
Jane Ford, Health Care Facilitator jane.ford@yp-connect.net 

Danie Morphett, Project Assistant danie.morphett@yp-connect.net 
GP Advisor:

Dr Georgina Moore

Target Group(s):
People suffering from chronic and complex mental illness on the Yorke Peninsula

Program Aim:


To improve the health status for people suffering from chronic and complex mental illness on the Yorke Peninsula

Objectives:


1. Improved mental health through regular GP review and access to allied health services

2. Collaborative approach to the management of patients with chronic and complex mental illness

3. To have less crisis intervention as a result of better coordinated care

4. Improved physical health through attention to risk factors i.e.: smoking, nutrition, physical activity, drug and alcohol usage

5. Improved social well being through improved access to community based activities eg: Walking groups, Tai chi, community support groups

6. Improve communication and relationships between GPs and allied health service providers

7. Practice staff will be able to effectively assist GPs in educating patients about managing their illness, their treatment options and provide them with feedback about their progress.
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Statewide Mental Health Shared Care Initiative Coordinator – Kiara Garrard
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