BCR Communities, a not-for-profit organisation, Working alongside the ELDAC Linkages facilitator,
serves the Bay and Basin region on NSW's South BCR explored the ELDAC toolkits, utilising resources
Coast, delivering essential home care services from Palliative Care Australia, Palliative Care

to aged care clients from northern lllawarra to Outcomes Collaboration (PCOC), PalliAGED, and Being part of the ELDAC Linkages program has
southern Shoalhaven. With a dedicated team Program of Experience in the Palliative Approach been life-changing for me, personally, and also

of care workers and office staff -including seven (PEPA) to align their practices with leading enabled me to bring knowledge and resources to our
Care Managers, two registered nurses and two standards in palliative care. organisation.

g:rr\zier:ai::ﬂi{; BCzrs::;rlsczrl‘;ro;cii;Trgge o;‘rt Throughout this journey, BCR's commitment to As part of the program, | was privileged to spend

U gp o pport, i litv i k three full days on clinical placement with our local
transportation, and domestic assistance continuous quality improvement, teamwork, : ..

! ’ and resilience in managing change has been community SPC team, facilitated by PEPA. | was able

Currently, BCR supports 160 Home Care Package instrumental in achieving these improvements. to 5_it in on team mfe_etings_, and accompany the RNs on
(HCP) clients. With increasing frailty across clients, Conducting an initial gap analysis and delivering their home and facility visits. By I?emg up close at_the
BCR recognised a need to strengthen palliative care routine education sessions has enabled the team coalface, | was ab_Ie to observe, first hand, the services
resources and knowledge across their team. to gradually implement new practices, resulting and support provided by the SPC team.

in enhanced care quality for clients and increased | now feel more comfortable educating our clients

A personal account from a staff member

- - In evaluating where they could improve their SelIe L IR PN ENANENT QTR ERRIEEIIUNI o1 what palliative care is and what SPC can offer. |

palliative care services, BCR realised that limited with the SPC and PHN teams have not onl ; o
integration with local palliative care services, GPs, Y i sl e Glreir e diisiis w Cireiees likiie

i1 . . . . improved awareness of available resources but care in a positive way to help them to do things ‘their
B C R Com m u n Itles and primary he:-alth networks vyas impacting client have also led to a coordinated, client-centered way’ reaspsuring ther)r/1 that F?alliative care is pegrson-
support, especially for those with advance care !

approach to palliative care, supported b f : f :
planning (ACP) needs and palliative requirements. cgr?sistent cIirF:icaI language. PP y ce.n'Fre.d.and f(?cuse; Zn lmp;onnﬁ guall)lty ,?f i arr-\tc.i
ACP information was typically provided to clients minimising pain and discomtort. It Is about supporting

at the start of their care; however, follow-up As BCR Communities continues to integrate these bo:cjh thetclllen'fland s e [plyelliy el
practices were minimal, and care workers often felt palliative care practices, they are creating a more and emotionafly.

unsure about discussing sensitive or complex care compassionate and collaborative care environment Another significant outcome of the Linkages
preferences with clients. for clients and their families. program was that it gave us the tools to work on
@ Home Care : > .
and implement our Recognising and Responding

to Deterioration process and pathway. With the

We've developed a system for recognising and introduction of a new assessment tool for our Care

. responding to change, including a structured Key outcomes - -
Sanctuary Point, Communication Pathway and Clinical Referral Y ) ) \évirk.ers, t\{ve have Tmptow?jred th:_etr?htot |<(jjetnt|fy ti
New South Wales orocess.” *  Established a database to coordinate care Sl e CIUCIE IE LI s gsu it e Sl CLilel]
: with the SPC Team, streamlining shared client to the Care Manager. We have now developed clear

steps to assess a client and refer them to our Clinical
Care Team, using the same assessment tools as the

communication

Goal Participating in the ELDAC Linkages program, Increased staff confider.mce skills and ' SPC team, in order to ‘speak the same language’.
BCR embarked on a comprehensive effort to knowledge, strengthening understanding and .
To establish an integrated palliative care enhance its palliative care approach by building shared clinical language. Overall, the ELDAC Linkages program has been an

overwhelmingly positive experience and | will continue

Updated intake process, Wh_iCh now ident.ifies to engage our clients and staff in the palliative care
clients already connected with SPC, ensuring space.

comprehensive, integrated care

system at BCR Communities that empowers partnerships with the local health service, Specialist
staff, enhances collaboration with Palliative Care (SPC) Team and the local Primary

. Health Network (PHN). In alignment with these
healthcare partners, and provides seamless, goals, BCR also sought to strengthen its team's
values-based support for clients. confidence through targeted upskilling in palliative

care, enabling care workers and managers to

| d effectively | d of lif "We now have a clear communication pathway
F - engage more openly and efrectively in end ot fire for reporting changes, accessible to both care :‘
nghllghts discussions. P 9 ges, it i

workers and care managers.”

Rebecca Anderson RN, BCR Communities

* Improved palliative care coordination With support from the ELDAC Linkages facilitator, ;
BCR introduced structured training initiatives, 5
* Staff training and upskilling through created clear communication pathways for care ‘
face to face education and nurse clinical continuity, and implemented a values-based
placement opportunities support planning system. They also developed the “Supported decision-making for care managers
e Intearated new clinical assessment tools ‘Care Coach’ role, designed to offer mentorship has been strengthened with a new clinical
integr to care workers on palliative and end of life care referral form, seamlessly extending from the
including the STOP and WATCH Tool practices. pathway to guide care planning.”

* Integration of advance care planning




