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Primary Care Reconnection Pathway for high users of services
Goal: Re-establish the connection of individuals with their primary care team and establish a comprehensive shared care plan to empower increased self-management and
planned health service supports for health conditions for whanau currently accessing health services at a high rate.
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Entry Pathways

Data initiated entry

ED or GP team initiated entry

- ED utilisation data provided by Pinnacle - Proactive identifications individuals who

- Report identifying individuals who have
been to ED 8+ times in last 12 months or
S5+ times in last 6 months provided to

practices

DHB Clinician / CNS /
other health provider

(—P

Care Plan

Includes:

Nominated GP team lead
Planned sessions
Whanau goals

Condition specific plan

Provided to:
Whanau

ED

GP Team

St Johns

Pocket script (if applicable) Other providers

GP team undertake initial
investigation.
- Is high utilisation reasonable?
Assess potential for gains from
this pathway and MDT approach

v

Engagement with whanau
and care partners (initial & ongoing)

v

Up to 1 hour MDT meeting to
establish comprehensive care plan
alongside whanau and care partners

N

If individual presents outside of Care Plan (ie: to ED, GP, St Johns) a follow up mechanism
is enacted with GP team lead to follow up with an additional funded consultation ——

Four free planned follow up
consultations with GP team

Two additional follow up
consultations if person re-presents
outside of care plan. Refine care plan
and planned sessions if required

have attended multiple times that aren’t in
initial cohort (also 8+ times in last 12
months or 5+ times in last 6 monthsﬂ

Funding

$50 engagement contribution

$170 free consultation

Upto 4 * 518 (co-payment)

Up to 2 * $18 (co-payment)



