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E x e c u t i v e  S u m m a r y  
This project set out to explore the use and understanding of the terms care co-
ordination, care planning and case management, to determine the level of 
understanding of the terms and then work to develop consistent definitions. 
 
The processes used primarily focussed on engaging workers in the field [mostly but 
not all Home and Community Care (HACC) funded], encouraging discussion and 
debate in relation to the terms.  Initially a survey of key stakeholders and a literature 
search of the terms and their use in other States and countries informed the project. 
The forums across the Hume Region expanded on this with participants coming 
together to hear each other’s views and develop a consistent definition and flow chart 
for each term.  These were well attended with lively debate. 
 
In some parts of the Hume Region this project and its activities occurred alongside 
the development by Primary Care Partnerships (PCPs) of Service Co-ordination 
tools.  This provided some consistent language and understanding in the field, for 
example, Initial Needs Identification. 
  
It was apparent that the usage of the term case management was fairly consistent 
and the tasks considered to be part of this role were similarly described by all groups.   
 
There was some divergence in the view of care planning, in particular in relation to 
whether the plan was for one service, or across a range of programs that were all 
providing services to one client.   Most participants acknowledged that plans being 
developed and reviewed by services working together reflected best practice but 
stated that this was not achievable in reality due to inadequate resources. 
 
The issue was similar in relation to care co-ordination, where agencies recognised 
the advantages of having a lead agency, as a central contact and information 
feedback point.  Agencies stated that this could become a defacto case management 
role. 
  
Common understandings were drafted for the terms.  Subsequently flow charts 
describing some of the activities involved, alongside principles that would apply in all 
situations were developed.  The Steering Committee reviewed the input of each of 
the forums and developed a draft regional set of common understandings and flow 
charts.  These were then presented back to the field at follow up forums which gave 
the Steering Committee feedback in relation to the draft terms and flow charts.  The 
terms and charts that appear in the body of this report represent input from across 
the Hume Region, pulled together by the Steering Committee. 
 
The project identified current practice in the Hume Region.  The flow charts and 
principles underpin best practice in relation to the practical application of the terms in 
this project. 
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As continuous improvement is an element of all practice, to further the work of this 
project it will be essential that the necessary protocols are developed regionally and 
between individual agencies.   These protocols would clarify the primary points of 
overlap and the roles and responsibilities of service provision.  It was recognised at 
project inception that protocols would be the next step and that the Primary Care 
Partnerships were the most likely vehicles for developing these.  
 
The project has achieved its goals, involved the field and has opened the terms care 
co-ordination, care planning and case management for debate and ongoing 
development.  The recommendations inform the field of what is needed to work 
towards Best Practice in relation to the terms. 
 
A secondary process has been to link the practice development to the DHS Better 
Access to Services strategy as currently all primary care agencies are working on 
this through their respective Primary Care Partnerships. 
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R e c o m m e n d a t i o n s  
The list of recommendations below was developed by the Steering Committee 
following the completion and collation of all forum material.  Members of the Steering 
Committee had attended forums in their areas and received feedback from all other 
forums. 
 
In the drive to continuously improve practice in order to best serve clients and their 
needs, the Steering Committee wished to draw the following recommendations to the 
attention of the HACC Best Practice Groups, the Department of Human Services, all 
agencies in the Hume Region and any others who are interested in developing 
quality practices.   The recommendations are based on the practice issues raised in 
the forums attended by workers in the field.  
 
Recommendations fell into several categories for implementation.  Some were 
considered the responsibility of the HACC Best Practice Groups in the Region, others 
the responsibility of the Primary Care Partnerships and others the responsibility of 
the Department of Human Services.  
 
Recommendation 1: That the Steering Committee, through this project and in 
conjunction with Telos Consolidated, arrange a forum to focus on the issue of lead 
agency, developing the role, responsibilities, expectations,  principles behind 
nominating the lead agency and the relationships of other services with this agency. 

Recommendation 2: That the Hume Strategic Advisory and Promotion Group 
reform, with 3 representatives from each of the sub-regional HACC Best Practice 
Groups 

Recommendation 3: That the Hume Strategic Advisory and Promotion Group 
facilitate the development of protocols in relation to: 

♦ Lead agency 

♦ Facilitating client transition from care co-ordination to case management 
and case management to care co-ordination. 

Recommendation 4: That the Primary Care Partnerships, with input from the four 
Hume sub-regional  HACC Best Practice Groups, facilitate the development of 
protocols in relation to: 

♦ Feedback of information 

♦ Sharing information, for example in relation to care plans 

♦ Service Co-ordination Plans.  
Recommendation 5: That the Department of Human Services Regional Office, 
through the Home and Community Care training program, provide workshops in 
relation to protocols, processes and practices pertaining to information sharing. 

Recommendation 6: That the Department of Human Services Regional Office 
provide opportunities for Privacy Act training with a focus on its application in actual 
practice. 
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Recommendation 7: That the Department of Human Services Regional Office, in 
conjunction with the Hume Strategic Advisory and Promotion Group, work with the 
field to develop consistent practices in relation to waiting lists, including the 
consequential implied risk management. 

Recommendation 8: That the Department of Human Services Regional Office 
develop strategies to address the issue of potential defacto case management. 

Recommendation 9: That the Department of Human Services Regional Office 
facilitate a workshop enabling HACC and other relevant service providers to clarify 
the roles of all agencies involved in monitoring the well-being of the client.  
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P r o j e c t  B a c k g r o u n d  a n d  P u r p o s e   

Project Purpose 

The aim of this Project was to engage with service providers to develop a consistent 
understanding of the work that they undertake when using the terms care co-
ordination, care planning and case management; and identify the protocols and 
procedures that would support this work in the Hume Region.  The further purpose 
was to achieve better services for clients and their carers/families, based on an 
improved understanding of the roles and responsibilities of services in the field. 
 

C o n t e x t  
The Home and Community Care (HACC) service sector, through the four (4) HACC 
Best Practice Groups in the Hume Region, had identified an increasing demand for 
‘care co-ordination, care planning and case management’.  This had been 
experienced by providers who were either not funded to provide that service or 
believed they were providing it at levels not reflected in the funding. 
 
Alongside this issue sits the lack of common understanding of what is involved in the 
roles of care co-ordination, care planning and case management and the practices 
and processes associated with these.  This has the potential to create disharmony, 
service duplication and service gaps. 
 
The HACC Care Co-ordination, Care Planning and Case Management Project has 
taken place at the same time as primary care agencies across Victoria have been 
required to implement the Primary Care Partnership Better Access To Services 
(BATS) Strategy aimed at improving service co-ordination.  
 
The strategy sets out clear objectives for the enhancement of primary care service 
co-ordination. Each Primary Care Partnership (PCP) is required to develop service 
co-ordination models that delineate roles and responsibilities between service 
providers to promote a seamless continuum of care for consumers. One strategy to 
achieve this is the development of a ‘common language and understanding’1. The 
terms deemed to be in common use within the service system are defined in the 
Better Access to Services – A Policy & Operational Framework, June 2001. Such 
terms include: 
 

¾ Care Co-ordination and Care Co-ordinator 
¾ Care Planning 
¾ Case Management and Case Manager.  

 

                                                 
1 Better Access to Services – A Policy  & Operational Framework, June 2001 
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The definitions used in the Victorian Primary Care Partnership Better Access to 
Services model2 provide a valuable contemporary example illustrating that there is no 
universally accepted professional standard for the use of the terms. It also highlights 
how each service development process creates its own set of different and often 
contradictory terms to those in current usage.3  
 
The PCP Service Co-ordination framework is underpinned by six key elements: 
 

¾ Initial Contact 
¾ Initial Needs Identification 
¾ Service Specific Assessment 
¾ Specialist Assessment  
¾ Comprehensive Assessment 
¾ Care Planning. 

 
Initial contact, initial needs identification and service co-ordination tools4 have been 
developed at a statewide level. Each of the four Primary Care Partnerships within the 
Hume Region have been involved in developing the protocols, processes and 
practices to facilitate the implementation of the Service Co-ordination framework, 
particularly the introduction of the tools.  
 

                                                 
2 Op cit P7 
3 Refer to Appendix C: Literature Review 
4 Refer Appendix B: Service Co-ordination elements and Associated Tools  
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Activities at a local and regional level have included: 
 

¾ The engagement or secondment of staff and /or consultants by each of the 
Primary Care Partnerships to develop local documentation, manuals and 
protocols to guide and facilitate the implementation of the Service Co- 
ordination Initiative 

¾ Train the Trainer workshops to familiarise agency representatives with the 
usage of Service Co-ordination Tools and recommended service co-
ordination pathways as per the Service Co-ordination: Tool Templates and 
the Service Co-ordination Orientation – A program for service providers5  

¾ Consultation with individual agencies identifying issues/barriers that may 
impede the efficient and timely introduction of the Service Co-ordination 
Tools and processes 

¾ Piloting of the tools, draft processes and practices 
¾ To progress the statewide implementation of the Better Access to Services 

strategy, the Victorian Government has commissioned the Western 
Metropolitan Region to develop a number of resources for general usage 
that support practice development in respect to care pathways, interagency 
protocols and the role of the lead agency 6.  

 
 

The common themes of the HACC Care Co-ordination, Care Planning and Case Management 
Project and the Victorian Primary Care Partnership Better Access to Services strategy are a 
timely opportunity to advance complimentary service development but also have the potential 
to cause confusion and frustration for service providers.  

The HACC Care Co-ordination, Care Planning and Case Management Project has therefore 
been cognisant of the need to integrate the principles and practices of Service Co-ordination, 
as directed by the field, into the outcomes of this project.  

In particular service co-ordination terminology has been comprehensively built into the practice 
flowcharts in this project. The PCP Service Co-ordination Project Staff in the four Hume Region 
sub regions are seeking to incorporate the common understandings and practice flowcharts 
into their respective PCP Service Co-ordination Practice Manuals. 

                                                 
5 Service Co-ordination: Tool Templates DHS Primary Care Partnerships May 2002  
Service Co-ordination Orientation – A program for service providers DHS Primary Care Partnerships October 2002  
 
6 Key documents include:   
The WMR Service Co-ordination Best Practice & Continuous Improvement Manual, Western Metropolitan Region Primary 
Care Partnerships First Edition December 2002; The WMR Interagency Referral; The E Referral Protocol; The WMR ‘DIY 
Privacy for Primary Care Agencies’ kit. 
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P r o j e c t  M e t h o d  O v e r v i e w  
The project was undertaken in six (6) stages, as outlined below, to maximise the 
input of practitioners in the field and to encourage debate around the terms used and 
their understandings.  At all times the Project was guided by the Steering Committee. 

 Stage 1: Establishment and Accountability of the Project 

This stage involved the establishment of clear tasks, timelines and reporting 
responsibilities.  Key stakeholders were introduced to the project through a 
newsletter. An extensive regional email group was set up to facilitate timely and 
efficient communication. 

Stage 2: Research of the Current Situation 

This involved the literature review and survey, informing the Steering Committee and 
project participants of current practice in relation to the terms care co-ordination, care 
planning and case management in the Hume Region and elsewhere. 

Stage 3: Develop Practice Definitions through Practice Forums 

This involved the participants at the five (5) practice forums in describing and 
analysing their current practice, including developing definitions of the terms and a 
flow chart of the tasks involved and the inter-relationships of these.  Working 
relationships were strengthened as the participants worked together at the forums, 
developing a greater shared understanding of the terms and their use in practice.   
 
Forum reports which reflected the discussion, definitions and flow charts developed 
at each of the forums were forwarded to all stakeholders in each sub-region. 

Stage 4: Drafting Regional Common Understandings 

During this stage, the Steering Committee met to develop draft common 
understandings of the terms and draft flow charts, based on the work undertaken by 
the forum participants in Stage 3. 
 
Feedback was received during this period that agencies appreciated the reports of 
the forums which documented the decisions.  Workers were able to consider these in 
their day to day practice, in some instances modifying their practice. 

Stage 5: Consolidating Practice 

Workers were invited to join one or more of four (4) follow up forums held across the 
Hume Region.  These forums focussed on gaining feedback from participants in 
relation to the draft common understandings and flow charts developed by the 
Steering Committee in Stage 4.  The workers involved then had a common and clear 
understanding of the practice terms.   
 
Each forum also noted protocols required for the implementation of the draft terms 
and flow charts, and, listed practice issues still to be addressed. 
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Stage 6: Project Report and Recommendations 

The work of the project was documented into a report, documenting the process and 
outcomes of the project, both for those involved and others interested in the process 
and/or outcomes.  This includes recommendations from the Steering Committee 
based on the feedback from the follow up forums.  The underlying purpose of 
reporting and documenting is for ongoing practice development in the field which will 
hopefully continue to improve services to clients in the Hume Region, and to provide 
a resource for practice development in other areas. 
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P r o j e c t  O u t c o m e s  

S u r v e y  P r o c e s s  a n d  O u t c o m e  

A key task of the Project has been to conduct a practice survey with practitioners and 
organisations that have a role in the continuum of care for HACC clients and their 
carers with the objective of: 
 

¾ Facilitating reflection of what the above terms mean in practice and how 
application and expectations of such terms effect service delivery and 
continuity of care 

¾ Creating worker interest and commitment in the project  
¾ Providing Telos Consolidated and the Steering Committee with the 

background and contextual information to sensitively progress with the 
project. 

Survey Outcome 

130 surveys7 were emailed and 1 posted to service providers. Of these, 33 (25%) 
were returned. 

Survey Analysis 

The analysis of the four (4) questions provides valuable qualitative data that 
demonstrates the following: 
 

¾ That there is clear disparity in how the key terms are understood and 
applied 

¾ As a result of the above, there is a level of tension between services in 
respect to the practitioner roles and responsibilities 

¾ That there is a lack of understanding of the terms on the part of individual 
practitioners as demonstrated by the responses to questions 1 and 3 

¾ That certain professional groups, for example District Nursing and Allied 
Health, hold a much more service specific view in relation to care co-
ordination, care planning and case management 

¾ The strongest uniformity in understanding/perception related to the view 
that Case Managers have responsibility to, using a holistic approach, take 
the lead role in assessment, care planning and care co-ordination 

¾ That agencies who have a more generic assessment and care 
management role 8, feel that they are being required to fulfil a defacto case 
management role for high needs clients 

¾ The two most important issues to practitioners are the uncertainty in 
relation to professional boundaries and the resultant gaps and duplication 
of services for clients. 

 

                                                 
7 Refer to Appendices D & E for survey form and full survey results 
8 As per Victorian HACC Program Manual 1998  
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The analysis of survey responses which demonstrates the absence of a shared 
understanding in relation to the key terms, together with the practitioner’s definitions 
of terms and practice examples, confirms the value and timeliness of the HACC Care 
co-ordination, Care Planning and Case Management Project. 
 
Full details of the survey process, responses and analysis are included in Appendix 
E: Survey Analysis. 
 

L i t e r a t u r e  R e v i e w  S u m m a r y   

The Literature Review has been undertaken to: 
 

¾ Analyse the terminology care co-ordination, care planning and case 
management 

¾ Identify existing research and/or practice development initiatives that seek 
to establish a common usage and understanding of the terms care co-
ordination, care planning and case management. 

Key Findings 

¾ It is evident from the literature review that the terms care co-ordination, 
care planning and case management are used extensively and 
interchangeably across the human services sector 

¾ The term care planning was found to be the most clearly identified term in 
relation to it being the process or action that actually develops the Care 
Plan.  However this term was also used in some sources to describe the 
much broader process of assessment; identification of needs; development 
of a care plan; implementation and co-ordination of services; monitoring 
and review 

¾ Different types of case management were identified, most commonly the 
differentiation between case management and managed care, with 
managed care having cost containment as a key principle and objective 

¾ The literature has multiple references to the evolvement and professional 
qualities of ‘true’ case management, being a service type that assists those 
clients perceived to have the most complex needs and in most need of 
assistance to navigate a complex service system 

¾ The Literature Review has not been able to locate any research or project 
documentation that specifically examines, or aims to establish a common 
usage and understanding of, the key terms 

¾ The service system is seen to be complex both for the client and the 
practitioner and this complexity is exacerbated by the absence of agreed 
definitions for key practice terminology. 

 
The literature review, undertaken in October 2002, establishes that a lack of 
standardization exists internationally in the usage of the terms care co-ordination, 
care planning and case management. Given the complexity that exists, it seems 
appropriate that a local response to standardisation, as in the aims of the HACC 
Care Co-ordination, Care Planning and Case Management Project, is a worthwhile 
service enhancement objective. 
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The full documentation of the Literature Review is included in this report in Appendix 
C: Literature Review. 
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P r i n c i p l e s  

During the many discussions in relation to case practice and the use of the terms in 
this project, participants in the forums identified some key principles that are 
recorded below.  This list is not exhaustive and could well be added to.   
 
The principles reflected below apply to all case practice situations and it is assumed 
that these principles will underpin the practice of anyone who embraces and 
implements the common understandings developed in this project and the processes 
depicted in the flow charts. 
 
 

It is a principle in any of the definitions and charts in this document that the client/carer is 
involved in all stages of the service delivery and flow charts, with a choice to exit at any point in 
time.  Work undertaken with clients will keep their needs foremost as well as those of their 
carer/family. 

When the word ‘client’ is used, it means ‘the person who was referred for service and their 
carer and family’. 

Client consent will always be obtained for any referrals, consultations or work undertaken that 
involves inter-agency co-operation.  Agencies will adhere to the legislation that is relevant to 
their practice.  The goal is to achieve service co-ordination for the client and to share necessary 
information in order to achieve this, whilst keeping private information that does not improve 
service co-ordination.  

The agencies and their staff involved in service delivery will promote client autonomy and 
independence. Client’s have a right to services and advocacy for services. 

The flow charts that were developed are a guide to the processes involved and are not 
intended to be prescriptive of practice.  The order of activities drawn is the usual practice as 
described by the workers present; however this may vary from client to client.  Some activities 
will not be relevant or necessary for some clients and others may require activities that are not 
listed. 

C o m m o n  U n d e r s ta n d i n g s  

The purpose of this project was to develop common definitions and understandings 
of the terms care co-ordination, care planning and case management.  It was also 
decided to develop flow charts of the activities involved in undertaking these tasks.   
(refer to next section) 
 
The forums developed definitions and flow charts for each of the terms.  There were 
five (5) forums, therefore we had 5 definitions of each of the terms and corresponding 
flow charts, although most groups decided to place care co-ordination and care 
planning on the one flow chart. 
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This initial process, of developing definitions, was followed by the Steering 
Committee developing a picture of what was common in the definitions and flow 
charts.  This was developed into a document called ‘Draft Common Understandings 
and Flow Charts’ that was circulated to participants for their feedback at the follow up 
forums.  Refer to Appendix F: Draft Common Understandings and Flow Charts. 
 
This section of the report outlines the feedback given to the Steering Committee by 
the participants at each of the four (4) Follow Up Forums.  The comments below 
demonstrated to the Steering Committee that there was a gap between current 
practice and the best practice that workers strive for.  The comments are included in 
this report as they indicate why there is a variance between acknowledged best 
practice and the reality in which workers deliver services to clients. 

Care Planning 

Care Planning: Field Feedback  

The primary consistent feedback was that the draft common understanding 
presented to the follow up forums represented the ‘ideal’ care planning situation 
which included the appointment of a lead agency, feedback to the referring agency 
and a care plan that reflected the input and delivery of a range of services.   
 
Agencies reported that they did not routinely appoint a lead agency or key worker. 9  
Although in situations of complex care, agencies would agree that one agency 
assumes a lead role, they stated that this was not realistic as there were not the 
resources to fund the work of the lead agency. For example, the part time nature of 
some services, which do not have reception services, makes it difficult for them to be 
the lead agency. It was noted that the lead agency will only work if the network of 
agencies fulfil their responsibilities and keep the lead agency informed.  
 
In general, the field uses the term care plan to refer to an agency specific plan of the 
services that they will provide to meet the client needs following their assessment.  
As such the care plan would not usually be circulated.10  The care plan would be on 
file for the staff to refer to.  As such one client could have more than one care plan.   
 
Information from the plan would be given (as appropriate) to other service providers 
and a copy sent on request with client’s consent.  The plans usually note the other 
agencies that are involved (those known).  Some agencies spoke of the client having 
a copy of the care plan. 
 
The care plan reflects what is actually being delivered which may not totally reflect 
the client’s desired outcomes.  Clients’ needs may be identified but not met due to 
wait list(s).  Client desired goals would in some agencies be documented in the 
assessment rather than the care plan. 
 

                                                 
9 Exceptions to this are Mungabareena with Koori clients and CRIS where there is carer stress and appointing a lead 
agency may reduce the level of stress. 
10 Exceptions to this are the Department of Veteran’s Affairs, CRIS, Discharge Planning, Palliative Care and services 
providing case management. 
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Some agencies, such as Post Acute Care and Aged Care Assessment Service 
(ACAS) would only be involved in monitoring and review for a very short period whilst 
they were involved in developing a care plan. Care planning is a dynamic and 
responsive process and this was not reflected in the draft.  
 
Assessment of short and long term needs varies between client groups. 
 
Exit was omitted from the draft common understanding.  

Care Planning: Common Understanding  

The wording that follows incorporates the feedback from the four (4) follow up forums 
held in the Hume Region, specifically the general comments listed above.  The 
current practice, relating to each term will be noted first, followed by the Best 
Practice. 
   

Care Planning: Current Practice 

Care Planning is a dynamic, consultative process that includes the client, the family 
and appropriate service providers in the identification and assessment of client 
needs, from which a care plan is developed, that includes goals and actions aimed at 
achieving desired/optimal outcomes.   
 
Key tasks include: 
 

¾ Assessment of short term and long term client needs 
¾ Prioritising of client needs and goal setting to meet such needs 
¾ Exploring the most appropriate and cost effective way of meeting client 

needs 
¾ Developing a Care Plan specific to the services of the agency, noting other 

agencies involved.  The circulation of this Plan will depend on current 
individual agency practices 

¾ Implementing the Care Plan 
¾ Ongoing assessment and review of client needs and appropriate revision of 

the Care Plan. 

Care Planning: Best Practice 

The best practice tasks include all those listed above, as well as the following: 
 

¾ Developing a Service Co-ordination Plan to co-ordinate the client’s care 
across all involved services, i.e. a Service Co-ordination Plan as described 
in the Service Co-ordination Tools 

¾ Documenting and circulating the Service Co-ordination Plan, which may 
identify a lead agency and who is responsible for what components of the 
Plan 
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¾ Formalizing the Service Co-ordination Plan through actions such as: 
appointment of a lead agency11, documenting the list of agencies involved, 
allocation of responsibilities, setting a review date, providing the client with 
a copy of the Service Co-ordination Plan, distributing a copy of the Service 
Co-ordination Plan to participating agencies as per confidentiality and 
privacy guidelines.  

Care Co-ordination 

Care Co-ordination: Field Feedback 

The same comments as those listed for Care Planning were reiterated by the 
participants at the follow up forums in relation to the draft common understanding 
reflecting the ideal, in particular in relation to the lead agency and feedback to 
agencies.  It reflects what would be best practice but is not yet the current reality.  
Care Co-ordination was described as ad hoc, sometimes being undertaken more 
formally and across agencies due to the specific needs of clients.  
 
One group commented that if there is a lead agency, it needs not to be referred to as 
‘the first point of call’ as agencies will then receive calls about all manner of client 
issues that could be managed by other means, including family.  Where there are 
multiple agencies, it is important that each understands the role of the other 
agencies.   
 
Processes for client exit or closure were not clear, for example appointing a ‘new’ 
lead agency if the lead agency was no longer involved.  The transition from care co-
ordination and entry into case management was not clear.   
 
Liaising and communicating with other service providers does not routinely happen 
for many reasons.  Referrals may not contain enough information, particularly at the 
referral point so that the agency receiving the referral can best match the client with 
their service. It was acknowledged that some clients have services provided 
informally by family, neighbours or volunteer organisations.   

Care Co-ordination: Common Understanding 

As with care planning, the wording below incorporates the feedback from the four (4) 
follow up forums held in the Hume Region. 

Care Co-ordination: Current Practice 

Care Co-ordination is a process that implements the care plan to ensure that the 
specific service(s) in the plan are implemented in a client focused, flexible and timely 
manner.  It is acknowledged that some clients will choose to co-ordinate their own 
care.  The care plan is dynamic in response to the client’s needs and may alter 
during the work with the client. 
  

                                                 
11 The tasks and duties of the lead agency need to be listed and clarified (refer to section on protocols and practice 
issues).  Participants wanted clarification that this was not a case management role.  Some described the role as a 
pivotal point for communication.  

 
Telos Consolidated with the Steering Committee Page 22  



HACC Care Co-ordination, Care Planning and Case Management Project Report, 
 Hume Region  

 June 2003 
 

 
 

 

Care Co-ordination includes: 
 

¾ Implementation of the Agency’s Care Plan, particularly through each 
agency involved co-ordinating their own service(s)/program(s)  

¾ Agencies ensuring that the care is meeting client needs through effective 
monitoring and review of the Care Plan 

¾ Liaising and communicating with other service providers and client/carer 
¾ Planned exit to other services/systems, eg. ACAS, case management or 

residential services. 

Care Co-ordination: Best Practice 

The best practice tasks include all those listed above, as well as the following: 
 

¾ Formalizing a Service Co-ordination plan with all involved services 
¾ Ensuring that a lead agency is nominated 
¾ If a lead agency is appointed, they are the communication link for the 

client/family, they receive feedback from other agencies, and, they lead the 
review of care and ensuing adaptations to the Service Co-ordination Plan. 

Case Management 

Case Management: Field Feedback 

Again it was considered by participants at the follow up forums that the draft common 
understanding reflected the ideal instead of current practice, as other agencies do 
not routinely ‘hear and get feedback from case management agencies’. 
 
The word ‘monitoring’ in this common understanding gave rise to much debate about 
the meaning of the term, whether it had to be ‘face to face’ and what was considered 
‘regular’.  Many considered that case managers do not ‘monitor’ and that service 
providers undertook this task.  It appeared that agencies expected case managers to 
have regular contact with their clients. One suggestion was not to use the word 
monitoring and replace it with ‘managing client care and responding to needs’.  
 
The draft did not reflect a clear separation of case management and brokerage and 
the responsibility to purchase within the care plan.  
 
Participants noted that clients do at various times ‘exit’ from care co-ordination, care 
planning and case management, for example, into case management or into a 
residential service or for any other reason.  Groups also commented on the need for 
planned case management closure. 
  

Case Management: Common Understanding 

As with care planning and care co-ordination, this wording incorporates the feedback 
from the four (4) follow up forums held in the Hume Region. 
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Case Management: Current Practice 

Case management encompasses the tasks and roles of Care Planning and Care Co-
ordination and as such is based on a comprehensive assessment of the client’s 
complex needs. The Case Manager, as a central point of contact and identified key 
worker, liaises with the client and services to provide holistic care, problem solving 
and advocacy on behalf of the client. This process will proactively respond to and 
plan for client needs, activate appropriate resources in consultation with the client, 
carers and other service providers, and, ensure that the client is aware of all options 
and is able to make informed choices.  
 
Key tasks include: 
 

¾ Being the lead agency 
¾ Assessing client and carer/family needs using the social model of health 

framework 
¾ Developing/updating the Care Plan and developing future goals 
¾ Problem solving, trouble shooting, responding to crises 
¾ Negotiating and facilitating service provision 
¾ Liaising with service providers 
¾ Monitoring the client’s well-being, needs, care and the effectiveness of 

services  
¾ Advocacy and mediation 
¾ Planning of care within available resources, sourcing additional funds 
¾ Empowering clients and/or their families to make informed choices 
¾ Referrals to other agencies 
¾ Identify the need for specialised training that may arise due to a client’s 

specific needs 
¾ Develop a Client Exit Plan.  

Case Management: Best Practice 

The best practice tasks include all those listed above, as well as the following: 
 

¾ Hear and give feedback from / to other agencies 
¾ Identify the need for and co-ordinate case conference(s) 12 
¾ Clarify which agency will undertake what level of monitoring. 

F l o w  C h a r ts  

The feedback given at the follow up forums in relation to the draft flow charts has 
been incorporated in the final flow charts (see below).  Feedback given was that the 
flow charts represented ideal/best practice, which was not necessarily the current 
practice at all times and in all agencies.   
                                                 
12 It was acknowledged that both the feedback and the case conferences are sometimes activities undertaken by 
case managers. They are listed with the ‘Best Practice’ as many workers felt these tasks were not routinely 
undertaken by case managers, just as appointing a lead agency is not routinely undertaken in care co-ordination. 
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One group commented that the Care Planning and Co-ordination Flow Chart does 
not reflect the acute-sub acute flow and their previous involvement.  
 
In the Case Management Flow Chart, the services commented that they do not 
regularly call meetings with the client and other service providers to develop or 
review the Service Co-ordination Plan.   
 
In the flow charts on the next two pages, the documents referred to are those that are 
part of the Service Co-ordination Tools.   
 
The principles outlined earlier in the report apply to the flow charts below, therefore 
for example, where ‘referral’ or any communication with other agencies is shown, it is 
understood that this is with the consent of the client/carer.   
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Care Planning and Co-ordination Flow Chart: Towards Best 
Practice 
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Case Management Flow Chart: Towards Best Practice 
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Protocols Required 

At the follow up forums, participants were asked to list the protocols required for the 
effective implementation of the common understandings and flow charts.  Much of 
the discussion revolved around the lead agency (see below).  Other protocols that 
are required are listed below: 

 
¾ Lead agency; includes definition of the role, responsibilities, expectations, 

identifying/nominating the lead agency, how services relate to the lead 
agency, consulting the client re which service is the lead agency, and, what 
to do in the event of a change in lead agency 

¾ Development of Service Co-ordination Plan; responsibility, practicalities 
and protocols between agencies involved in the Plan 

¾ Information / feedback to relevant agencies in many circumstances; for 
example:  

• following a comprehensive or specialist assessment 
• feedback from case managers to care providers 
• cessation/completion of services  
• client withdrawal or refusal of services 
• agency withdrawal of services 

¾ Referral protocols; including feedback re status of the referral to the 
referring agency, what do agencies mean by a minimum level of information 
for referral practices, and, which Service Co-ordination Tools (templates) 
are required for a referral to each agency 

¾ Protocols re intake, including responsibility for completing the Service Co-
ordination Tools and which tools will be completed by which services 

¾ Timeframes for Service Co-ordination intake processes to be completed 
¾ Guidelines re who receives a copy of the Care Plan 
¾ Protocol in relation to the transition between Acute and/or Post Acute Care 

and community based services 
¾ For Aboriginal and Torres Strait Islander (ATSI) clients, choice given in 

relation to inclusion of an ATSI advocate 
¾ Protocols for feedback to other agencies where the client has made the 

decision to exit 
¾ Guidelines to facilitate client transition from care co-ordination to case 

management or vice versa 
¾ Status of consent, communicating consent, use of consent forms 
¾ Sharing information, eg guidelines re who receives a copy of the Care Plan. 
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P r a c t i c e  I s s u e s  R a i s e d :  St e e r i n g  C o m m i t t e e  
S u g g e s t i o n s  

The table below records the practice issues that forum participants were asked to list 
at the end of the project, in order to identify the next steps in practice development in 
the Hume Region. 
 
Participants were asked to list the practice issues that still require addressing, 
particularly in relation to defining the practices involved in the Project.  Those issues 
considered to be of greatest priority by the participants are listed at the top of the 
table.  Many of the Steering Committee suggestions refer to the recommendations 
contained in this report. 
 
  

Current Practice vs Best Practice Suggestions for Issue Resolution 

Common Understandings as drafted reflect 
the ideal and not current practice; how do 
we more towards ‘ideal’ best practice? 
What impedes this now? Funding was 
considered to be the current impediment  

Acknowledge current practice and 
promote Best Practice as done in this 
Project through discussions and in this 
Report 

Service Co-ordination in Practice   

Service agreements imply service co-
ordination; this is said to be built into unit 
costs but participants do not feel this is at 
all adequate 

In accepting HACC funding, agencies 
agree to comply with all 
HACC funding policies, guidelines, 
standards and requirements.  This 
includes co-ordinating services around 
consumer needs and with other 
services in the local area 

Care co-ordination funds should be a 
major component of care (not a small add 
on) 

The HACC program provides specific 
funding for care co-ordination 
ie. HACC Assessment & Care 
Management.  The Hume Region has 
made this a priority activity for funding 
over the next three years 

Clarify terminology in relation to care plan; 
service specific care plan and multi-agency 
care plan/Service Co-ordination Plan 

The process of this project and this report 
has begun this.  Further development  
would be achieved through 
Recommendation 4   

Defacto case management occurs in the 
care Co-ordination process whilst the client 
is waiting for a case management service 

Refer to Recommendation 8 

Lead agency and the need to clarify who is 
responsible, roles, referrals (see protocols 
section of this report) 

Refer to Recommendations 1 and 3 

Identify triggers for reviewing the Service 
Co-ordination Plan 

Refer to Recommendation 4 
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Future of the Project / Agencies not 

involved to date 
 

What do we do re the agencies who did 
not attend these forums and this debate? 

There will be further opportunities for 
agencies to participate through forums 
and protocol development (refer 
Recommendations) and this report will be 
circulated to all agencies on the e-mail 
list.  HACC Project Summary Report to be 
sent to project mailing list.  Summary 
Report will include: Executive Summary, 
Recommendations, Common 
Understandings and Flowcharts.  

How does the Project Steering Committee 
achieve Regional agreement in relation to 
the terms and the implementation of the 
flow charts 

This project has sown the seeds, has 
continued a process of examining and 
debating practice, provided information 
that there are other ways of practising and 
encouraged best practice.  Refer to 
Recommendations 2 & 3 

Case Management  

Monitoring; definition of the term and the 
need to develop a service wide agreement 
re how this will happen 

Refer to Recommendation 9 

Need to explain case management waiting 
lists and how these operate, how to find 
out status of client on the list  

Refer to Recommendation 7 

The field holds high expectations of case 
managers and need to know what is 
realistic 

Refer to Recommendation 9 

Difficulties of case management services 
achieving closure and referral to a lead 
agency 

Refer to Recommendations 3 & 7 

Wait list stage may differ from agency to 
agency, may sit within ACAS prior to 
moving to case management 
package/place 

Refer to Recommendation 7 

Feedback / Information  

Lack of information provided to the service 
provider that is appropriate to the care the 
client needs; referrals from other services 
need to include the necessary information 

Refer to Recommendations 4 & 6 

Gap in communication/service between 
Hospital and community based services. 

Generally beyond the scope of this 
project. May be partly addressed through 
Recommendations 3 & 4 

Gaps in feedback noted to referrer and 
ongoing agencies, acute to sub acute and 
community based services 

Refer to Recommendations 4 & 6 
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Other Issues  

Client refusing to give consent to 
information being shared 

Refer to Recommendation 6 

Consent: Status of implied consent, 
absence of signed consent, interpretation 
and application of Privacy Act/ Health 
Records Act, conflict between client and 
carer 

Refer to Recommendation 6 

Where does the INI originate? (particularly 
out of acute sector, GPs) 

Refer to PCP Guidelines 

Interpretation/application of Privacy 
legislation  

Refer to Recommendation 6 

So many different programs funded in so 
many ways – very complicated service 
system and difficult to know who is funded 
for what 

Beyond the scope of this project 
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A p p e n d i c e s  

A p p e n d i x  A :  G l o s s a r y  o f  Te r m s  

 
ATSI Aboriginal and Torres Strait Islander 

ACAS Aged Care Assessment Service 

BATS Better Access to Services 

CRIS Carers Respite and Information Service 

COGS City of Greater Shepparton 

CACP Community Aged Care Package 

DHS Department of Human Services 

DVA Department of Veteran's Affairs 

HACC Home and Community Care 

PCP Primary Care Partnerships 

PGAT Psycho Geriatric Assessment Team 
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A p p e n d i x  B :  S e r v i c e  C o - o r d i n a t i o n  E l e m e n ts  
a n d  A s s o c i a t e d  To o l s   

The following table was developed for the Goulburn Valley Primary Care Partnership 
Draft Service Co-ordination Manual, November 2002, page 5 
 

Service            
Co-ordination 

Element 

Brief Description of Element Relevant Tool Templates / 
Supporting Information 

Initial Contact (IC) The first point of contact with the 
service system 

• Consumer information 
• Consumer Information 

Brochure 
• “Your information, It’s 

Private” 

Initial Needs 
Identification (INI) 

INI is an Initial screening process 
where the underlying issues as well 
as presenting issues are identified 

• Consumer 
Information 

• Summary and 
Referral 

• Consent Form 
• Supplementary 

Profiles 
• Living Arrangements 

/ Functional /        
Health Conditions / 
Psychosocial /  
Health Behaviours 

Assessment The INI process will have identified 
the need for specialist, service 
specific or comprehensive 
assessment 

Assessment will build on 
the information collected 
through the use of the 
appropriate forms as part 
of the INI process 

Care Planning A process of deliberation that 
incorporates a range of existing 
activities such as care co-ordination, 
case management, referral, 
feedback, review, reassessment and 
monitoring 

• Service Co-ordination 
Plan 

Information 
Management 

Sharing of health and care 
information: 

The practice, process, protocols and 
systems to support the collection, 
use, disclosure, storage and disposal 
of consumer health and care 
information 

• Consumer 
Information 

• Summary and 
Referral 

• Consent Form 
• Profiles 
• Service Co-ordination 

Plan. 
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A p p e n d i x  C :  L i t e r a t u r e  R e v i e w  

Introduction 

 
The Literature Review has been undertaken to: 

 
¾ Analyse the terminology care co-ordination, care planning and case 

management 
¾ Identify existing research and/or practice development initiatives that seek 

to establish a common usage and understanding of the terms care co-
ordination, care planning and case management. 

Key Findings  

¾ It is evident from this literature review that the terms care co-ordination, 
care planning and case management are used extensively and 
interchangeably across the human services sector 

¾ The term care planning was found to be the most clearly identified term in 
relation to it being the process or action that actually develops the care 
plan.  However, this term was also used in some sources to describe the 
much broader process of assessment; identification of needs; development 
of a care plan; implementation and co-ordination of services; monitoring 
and review 

¾ Different types of case management were identified, most commonly the 
differentiation between case management and managed care, with 
managed care having cost containment as a key principle and objective 

¾ The literature has multiple references to the evolvement and professional 
qualities of ‘true’ case management, being a service type that assists those 
clients perceived to have the most complex needs, and in most need of 
assistance to navigate a complex service system 

¾ The Literature Review has not been able to locate any research or project 
documentation that specifically examines, or aims to establish a common 
usage and understanding of, the key terms 

¾ The service system is seen to be complex both for the client and the 
practitioner and this complexity is exacerbated by the absence of agreed 
definitions for key practice terminology. 
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Methodology 
The research is based on five main activities: 
 

Journal and broad key word searches 
¾ Utilising the RMIT University Library Data Base, Catalogues and E Journal 

facility, a limited response was obtained when conducting a key word 
search – care co-ordination and care planning and case management - 
primarily using the Proquest, Medline and API catalogues 

 
Broad Internet key word searches 
¾ The Internet key word searches were undertaken using the meta search 

engine Dogpile and search engine Google. Google provided the best 
resources yielding 1000+ entries. Of the 200 examined, the majority related 
to organisations providing services for the elderly and people with 
disabilities in the United States and Canada. In these sources there was 
extensive interchangeability and multiple uses of the key terms.  

 
Targeted Internet searches 
¾ Relevant information has been sourced from the Victorian Department of 

Human Services web site primarily identifying the terminology and 
definitions utilised by the HACC Program and Primary Care Partnerships. 
The Better Access to Services Service Co-ordination Model terminology is 
a key reference for consideration. The Projects in the HACC Program in 
Victoria 2002 –200313 report indicates that there are no similar projects 
funded by HACC at this point in time.  The Royal Australian College of 
General Practitioners web site14 yielded information in relation to the 
terminology used with the Enhanced Primary Care items relevant to this 
project. 

 
Examination of available documents, conference papers and publications 
¾ A number of local documents were examined. The Australian Journal of 

Social Work Vol 54 No 4 Dec 2001 examines case management and its 
relationship to the human services workforce. The terminology of this 
project is explored in relation to case mix in Vol 55 No 1 March 2002.  
Various conference and workshop papers explore the inter relationship of 
assessment, care co-ordination, care management and case management. 

 

                                                 
13 Department of Human Services Projects in the HACC Program in Victoria 2002-2003 Department of Human 
Services Melbourne June 2002  
14 The Royal Australian College of General Practitioners web site www.racgp.org.au 
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Direct liaison with individuals involved in the field 
¾ Contact was made with Darnelle Eckersall, currently Manager of 

Community Services at Banyule City Council. Darnelle has extensive 
involvement with local government service development in relation to 
assessment and care management. She was not aware of any work that 
had been done in the field relevant to this project and commented that all 
the developmental work in relation to this area is under the umbrella of the 
PCP Service Co-ordination model implementation.  Discussions with 
various case managers yielded the same response. 

Literature Review Findings 

As stated in the key findings the terms care co-ordination, care planning and case 
management are used extensively and interchangeably across the human services 
sector. A sample of definitions and usage of terms will be presented to highlight this 
inconsistent application both internationally and within Australia.  

Care Co-ordination 

Care Co-ordination is presented in the literature as having the greatest diversity of 
distinct meanings. It is presented as: 
 

¾ An alternative term for case management, care management (Connecticut 
Partnership website 200215, Australian Coordinated Care Trials website16)  

¾ As a substitute for case management where this term is considered to be 
disempowering and unacceptable. The American Academy of Paediatrics 
Policy Statement 1999 notes the preferred use of the term care co-
ordination as families are a partner in planning their child’s care rather than 
subordinates in an authoritarian system. Care co-ordination in this context 
includes care planning17 

¾ The function of case management, that is care co-ordination is what case 
managers do. It involves holistic assessment, development of a care plan, 
ensures that appropriate services are delivered and monitors such care 
delivery  (Multnomah County Oregon Ageing and Disability Services 
website 2002)18 

¾ One component of the process of care management/case management. 
Care co-ordination is the implementation and monitoring of the care plan 
(Senior Info site 200219,California Care Network website  200220) 

¾ An activity that takes place at regular interdisciplinary meetings (Warren 
199821). 

Challis (2002)22 highlights diversity when he identifies four levels of (care) co-
ordination: 
 

                                                 
15 Connecticut Partnership website www.opm.state.ct.us 
16 Coordinated Care Trials website  www.health.gov.au/hsdd/cocare/trials.htm 
17 American Academy of Pediatrics website www.aap.org/policy/re9902.html 
18 Multnomah County Oregon Ageing and Disability Services website www.co.multnomah.or.us/ads/about/case.html 
19 Senior Info site 2002 www.senior-infosite.com/senior/articles 
20 California Care Network website 2002 www.calcarenet.ca.gov/home_community_services.asp 
21 Warren, D Bass Coast & South Gippsland Aged & Disability Services Policy and Procedure Project Final Report 
December 1998 
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¾ At the strategic planning, interagency co-ordination level 
¾ Inter-professional collaboration in multi-disciplinary teams 
¾ Co-ordination of services by a key worker 
¾ Multiskilling of workers to reduce the number of personnel involved in the 

care of an individual client. 
 

The use of the term care co-ordination is further confused by the use of the term co-
ordinated care in service development literature (Prideux 1998)23 where the term is 
used to describe broader service system integration. 

Care Planning 

Although there was extensive reference in the literature to the term care planning, 
and the implied process of developing a care plan, there were limited references to 
its relationship to case management and care co-ordination. The term care planning 
was used in the most consistent manner in the literature in that it was generally 
considered to be an activity of case management, care management and care co-
ordination. The most valuable definitions were located in the Australian literature. 
 
The following table presents a number of care planning definitions.  
 

Source  Care Planning Definitions 

McVicar and Reynolds People 
with Complex Needs: Effective 
Support at Home, page 72 

Australian Government Printing 
Service Canberra 1995 

‘Care Planning is the bridge from assessment to actual 
delivery of services. Care planning is the part of the 
process where the consumer’s views about their needs 
and priorities and worker’s professional judgements need 
to be blended together through discussion and 
negotiation.’   

Standards and Guidelines for 
the Enhanced Primary Care 
Medicare Benefits Schedule 
items, page 51 

The Royal Australian College 
of General Practitioners web 
site www.racgp.org.au

 ‘What is Care Planning? Care Plans are comprehensive, 
longitudinal plans for the care of the individual patient. 
……the usual GP works with other health and care 
providers to develop, review or contribute to care plans 
for people with one or more chronic conditions and 
multidisciplinary care needs.’ 

 

Area Agency on Ageing of 
South Texas website 

www.stdc.cog.tx.us
 

 ‘Care planning refers to the determination of appropriate 
and available formal or informal services within the 
client’s community, and when appropriate, 
recommending modifications to the physical environment 
to suit client needs’ 

                                                                                                                                         
22 Challis, D Case Management: problems and possibilities Policy Studies Institute London 1989  
23 Prideux, J Targeting Best Practice Municipal Association of Victoria 1998  
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Final Draft Victorian HACC 
Program Manual May 1998 

Aged Care Branch May 1998 

‘Care planning is a process that translates the 
information collected about clients into a plan of service 
delivery. This plan involves putting together packages of 
services in a manner that supports informal care 
arrangement. Therefore the Care Plan encompasses 
HACC services, non-HACC services, family support, and 
the support of friends, neighbours and the community.  

The overall goal of the care plan is to maximise and 
enhance the consumer’s independence and quality of 
life. The care plan recognises and supports the 
consumer’s abilities, as well as addressing their needs. 
Care plans are always developed in consultation with 
Carers and other relevant service providers. 

 
In the context of this project, relevant literature in relation to whose responsibility it is 
to develop a care plan and who has ‘key worker’ responsibility is to be found in the 
documentation as per individual program areas, i.e. Final Draft Victorian HACC 
Program Manual, Coordinated Care Trials, the Victorian Primary Care Partnerships 
Better Access to Services model documentation24 and the Enhanced Primary Care 
literature. The latter defines the care planning items 720 to 728 under which a 
General Practitioner may claim remuneration for their role in care planning and 
reviewing of care plans.25

Case Management 

Extensive literature exists in relation to the definition and practice of case 
management and the critical analysis of current practice (Burns and Perkins 200026, 
Challis 200227,Hall et al 200028, O’Connell et al 200029, Yarmo Roberts 2002,30 DHS 
SAAP Case Management Resource Kit31). Common reference is made to the fact 
that there is confusion amongst practitioners in relation to the use of terms, and that 
the role boundaries and responsibilities are unclear.  
 
On the Connecticut Partnership Plans website,32 information is prefaced by the title - 
Case Management (also known as Care Co-ordination, Care Management or Care 
Advisory Services). In these sites the term care management is commonly used.  
 
Kennedy et al (2001)33 go further and state that case management has become so 
much the prevailing approach to service delivery that it has almost become the 
euphemism for human services delivery.  

                                                 
24 Better Access to Services – A Policy & Operational Framework Primary Care Partnerships Department of Human 
Services Victoria June 2001 
25 The Royal Australian College of General Practitioners web site www.racgp.org.au
26 Burns,T & Perkins,R The Future of Case Management International Review of Psychiatry August 2000 
27 Op cit P 4 
28 Hall, J et al Iowa Case Management: Innovative social case work Social Work New York April 2002 
29 O’Connell et al Models of Integrated Cancer Care: A Critique of the Literature Australian Health Review Vol 23 No1 
2000 
30 Yarmo Roberts, D Reconceptualizing Case Management in theory and practice: a frontline perspective Health 
Services Management Research 15 P147-164  
31 Case Management Resource Kit for SAAP Services Department of Human Services Melbourne   
32 Connecticut Partnership Plans website op cit P3 
33 Kennedy et al, The response by Australian Universities to Case Management Australian Social Work Vol 54, No4 
December 2001 
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The literature demonstrates the application of the term case management to diverse 
practice situations where the needs of clients vary from a short-term intervention to a 
long term, intensive therapeutic relationship. The term care management is used for 
both case management (for clients with complex needs) and service Co-ordination 
practice (for clients with less complex needs). 
 
For the context of this literature review definitions of case management were sought 
that: 

¾ Provide a comprehensive definition of the term and practice elements of 
case management, and,  

¾ Identify the relationship of case management to care co-ordination and care 
planning. 

 

Source  Case Management Definitions 

Slack,M  & McEwen , 
M(1999) 

The impact of 
Interdisciplinary Case 
Management on Client 
Outcomes 

Family & Community 
Health Gaithersburg 
Oct 1999 

‘Case Management is a complex concept for which diverse 
definitions exist. Case management is a delivery model for 
providing client focussed care. Key elements of case 
management program include conducting a holistic, 
comprehensive client assessment to determine needs and 
capacities, developing a culturally appropriate plan of care to 
promote or sustain health goals, using community resources, 
documenting client encounters/case management activities, 
monitoring /evaluating client outcomes, and participating in intra 
and inter disciplinary consultation and collaboration.’ 

Connecticut 
Partnerships 

Op cit P3 

‘Case Management is a service for you and your family that 
identifies, links, co-ordinates and monitors assistance from formal 
service providers such as home health aides, and informal 
caregivers such as family and friends to help you remain at home 
safely and achieve the highest level of independence.’ 

Multnomah County 
Ageing and Disability 
Services 

Op cit P3 

‘Case Managers provide care co-ordination to assist people to 
remain as independent as possible and to keep them out of 
institutional care. The case manager provides care co-ordination 
by assessing client needs and preferences, developing the plan 
of care, authorizing services, monitoring services, evaluating 
progress and revising the plan of care.’  
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Source  Case Management Definitions 

Geron, S & Chassler,D  

 

Advancing the State of 
Art: Establishing 
Guidelines for Long 
Term Case 
Management, Journal 
of Case Management 
Vol 4 No5 1995 

 

Although developed in 
1995 Geron & 
Chassler’s definition is 
widely cited in the 
recently published 
literature. 

 

 

‘(Long term) case management is a service that links and co-
ordinates assistance from both paid service providers and unpaid 
help from family and friends to enable consumers with chronic 
functional and/or cognitive limitations to obtain the highest level of 
independence consistent with their capacity and preferences for 
care. 

Case management requires case managers with specialized 
skills and competencies to make the timely provision of at least 
the following core functions: 

Completion of a comprehensive, systematic, and standardized 
assessment of the consumer’s functional and cognitive capacity 
and limitations, and other needs, strengths, abilities, and 
resources 

Development of a care plan based on the results of the 
assessment and meeting consumer needs and preferences 
within the constraints of payer requirements 

Implementation and co-ordination of the care plan 

Monitoring of consumers and provider services sufficient to 
ensure that services continue to be appropriate to the consumer, 
of high quality, and efficient use of public and private resources 

Completion of a comprehensive reassessment as needed 

Discharge from case management when appropriate.  

Case management is a consumer-centred, flexible, cost 
conscious and quality driven service.’ 

 
Yarmo Roberts (2002)34 notes that there is no comprehensive model of case 
management, and in fact multiple sub types of case management exist. (page 148). 
She states: 
  
‘As the definition of case management is dependent on the specific model of case 
management being implemented, there is no uniform definition that encompasses all 
aspects of case management. Depending on the particular country’s organisational 
framework of the health and social system, many models of case management have 
developed.’ 

                                                 
 
34 Op cit P5 
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Subtypes identified in the literature include: 
 

¾ Managed Care (O’Connell et al 2000, Hall et Al 200235) 
¾ PACT (Program for Assertive Community Treatment) (Hall et al 2002, 

Burns & Perkins 200036) 
¾ Strengths Model (Hall et al 2002, Burns & Perkins 200037) 
¾ Iowa Case Management Model (Hall et al 200238) 
¾ Administrative Case Management (Challis 2002) 
¾ Complete Case Management (Challis 2002) 
¾ Psychosocial Rehabilitation (Burns & Perkins 2000). 

 
Burns and Perkins (2000)39 state that the term care management is being used in 
preference to case management in the UK due to the ‘dehumanising inference that 
recipients were cases to be managed’.  
 
There is vigorous debate in the literature in relation to such issues as the therapeutic 
role of case managers, advocacy and managed care. However, common elements 
are:      
 

¾ Holistic assessment 
¾ Single point of accountability for co-ordination, monitoring and review of 

care 
¾ Desirability for clients with multiple /complex needs 
¾ Small caseload 
¾ Flexible, proactive approach 
¾ Strong engagement/relationship development 
¾ Advocacy. 

Common Usage and Understanding of Terms 

Although an acknowledged issue in the human services sector, it was difficult to 
source literature/research/models of practice that sought to establish a common 
understanding of and use of the terms care co-ordination, care planning and case 
management. Luntz (1995)40 documents a collaborative project conducted in the 
Western Metropolitan Region of Melbourne from September 1992 to April 1993 that 
aimed to improve access to services for children and adolescents requiring multi 
agency involvement to address behavioural and emotional issues.  
 

                                                 
35 Op cit P5 
36 Op cit P5 
37 Op cit P5 
38 Op cit P5 
 
40 Luntz,J Collaboration in the Service of Co-ordination Children Australia Vol 20 No 4 

 
Telos Consolidated with the Steering Committee Page 41  



HACC Care Co-ordination, Care Planning and Case Management Project Report, 
 Hume Region  

 June 2003 
 

 
 

 

A major contributor to the access issues was the lack of clarity about the roles and 
responsibilities of Government Departments. Identified issues included the difficulties 
posed by the absence of an appointed key worker, inadequate understanding of 
individual roles and skills, and the lack of interagency protocols. Although a model for 
co-ordination was developed it was never trialled. 
 
O’Connell et al (2000)41 outline essential strategies for integrated cancer care such 
as the appointment of a liaison person and the development of effective 
communication strategies, but common definition of terms is not included. 
 
Yarmo (2002)42 comments on the lack of literature relating to the congruence of 
service delivery models with the actual practice delivered by front line professionals 
who have the direct contact with clients. She comments that certain value 
assumptions exist in relation to case management practice models that are not 
translated in practice. One of these is that there is clear delineation of client 
responsibilities between case managers and other professionals. Her study of three 
Victorian case management models – Linkages Programs, co-ordinated Care Trials 
and Mental Health Services Case Management – identified duplication of care co-
ordination functions, and lack of professional recognition for a case manager’s 
primary responsibility in co-ordinating client care. 

The Current Context in Victoria 

The Victorian Primary Care Partnership Better Access to Services (BATS) initiative 
sets out clear objectives for the enhancement of Primary Care service Co-ordination. 
Each PCP is required to develop service co-ordination models that delineate roles 
and responsibilities between service providers for a seamless continuum of care for 
consumers. A strategy to achieve this is the development of a ‘common language 
and understanding’43. The Service Co-ordination framework is underpinned by six 
key elements: 
 

¾ Initial Contact 
¾ Initial Needs Identification 
¾ Service Specific Assessment 
¾ Specialist Assessment  
¾ Comprehensive Assessment 
¾ Care Planning. 

                                                 
41 Op cit P5 
42 Op cit P5 
43 Better Access to Services – A Policy  & Operational Framework June 2001 
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To progress the adoption of this Service Co-ordination Model a common language 
is proposed. Of relevance to this project are the following terms. 
 
 

Term Definition

Care Co-ordination ‘The range of services required by a consumer are co-ordinated 
so that they are delivered in the most efficient and effective way 
to meet individual consumer’s needs. Care Co-ordination 
enables continuity of care, avoids duplication of services and 
ensures that meeting consumer needs is paramount over the 
needs of individual service providers and is not hampered by 
program boundaries.’ 

Care Planning ‘A process of deliberation that incorporates a range of existing 
activities such as care co-ordination, case management, 
referral, feedback, review, reassessment and monitoring. Care 
planning involves the judgement/determination of relative need 
as well as competing needs and assists consumers to come to 
decisions that are appropriate to their needs, wishes, values 
and circumstances.’ 

Case Management ‘The activities undertaken by one central person who assumes 
overall responsibility for the care plan, in order to streamline the 
interface between the service system and the consumer and 
carer. Activities may include some or all of: 

• Assessment 
• Care Plan Development  
• Referral and/or feedback 
• Implementation of Care Plan, including liaison with service 

providers 
• Monitoring 
• Review 
• Reassessment 
Management of brokerage funds.’ 

Care Co-ordinator 

 

 

 

Case Manager 

 

A nominated person who has responsibility of ensuring that the 
care plan is implemented and that reviews and reassessments 
are undertaken at the appropriate times by the relevant service 
providers’. 

 

See Care Co-ordinator 
 

 
Of note is a lack of reference to the term Care Manager which was a key definition in 
the Final Draft of the Victorian HACC Program Manual May 1998.44

 

                                                 
44 Op cit P5 
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In relation to the objectives of the HACC Care Co-ordination, Care Planning and 
Case Management Project it can be said that the above terms lack clarity as tools to 
more clearly differentiate between the role and responsibilities of case managers and 
other practitioners who have a role in assessment, care planning, the implementation 
of care, monitoring and review. 

Summary Remarks 

The definitions used in the Victorian Primary Care Partnership Better Access to 
Services model45 provides a valuable contemporary example illustrating that there is 
no universally accepted professional standard for the use of terms. It also describes 
how each service development creates its own set of different and often contradictory 
terms to those in current usage.  
 
The literature review establishes that a lack of standardisation exists internationally in 
the usage of the terms care co-ordination, care planning and case management. This 
situation is a barrier to optimal service delivery and continuity of care for clients and 
their carers. Given the complexity that exists it seems appropriate that  a local 
response to standardisation, as per the aims of the HACC Care Co-ordination, Care 
Planning and Case Management Project, is an appropriate service enhancement 
objective. As Yarmo (2002)46 comments: 
 
‘Despite countries sharing common concerns of co-ordination and providing health 
care services, the local contexts are an important consideration when reviewing 
potential case management applications.’’ 
 

                                                 
45 Op cit P7 
46 Op cit P5 

 
Telos Consolidated with the Steering Committee Page 44  



HACC Care Co-ordination, Care Planning and Case Management Project Report, 
 Hume Region  

 June 2003 
 

 
 

 

Bibliography  

Area Agency on Ageing of South Texas South Texas Development Council 
Website accessed October 2002 www.stdc.cog.tx.us  USA  2002 
 
Better Access to Services – A Policy & Operational Framework Primary Care 
Partnerships Department of Human Services Victoria June 2001 
 
Bower, K The Centre for Case Management, USA Best Practice in Case 
Management – A Workshop for Health and Welfare Professionals Sponsored by 
Deakin Human Services Australia Deakin University Date unknown 
 
Burns T, Perkins R The Future of Case Management   International Review of 
Psychiatry Carfax Publishing Company August 2000 
 
Home & Community Care Services California Care Network Website accessed 
October 2002 www.calcarenet.ca.gov/home_community_services.asp 
 
Care Co-ordination: Integrating Health and Related Systems of Care for Children 
with Special Needs Pediatrics Vol 104 No 4 October 1999 pp 978-981 American 
Academy of Pediatrics www.aap.org/policy/re9902.html  
 
Case Management Journal of Case Management Vol 4 No 5 1995 
 
Case Management Resource Kit for SAAP Services Department of Human 
Services Melbourne  1998 
 
Case Management System  About Ageing & Disability Services Multnomah 
County Oregon Ageing and Disability Services Website accessed October 2002 
www.co.multnomah.or.us/ads/about/case.html  
 
Case Management under Connecticut Partnership Plans Connecticut 
Partnership Website accessed October 2002 www.opm.state.ct.us 
 
Challis, D Case Management: Problems and Possibilities Policy Studies Institute 
London 1989  
 
Coordinated Care Trials Website accessed October 2002 
www.health.gov.au/hsdd/cocare/trials.htm
 
Final Draft Victorian HACC Program Manual Aged Care Branch Department of 
Human Services May 1998 
 
Geron, S & Chassler, D Advancing the State of Art: Establishing Guidelines for 
Long Term Case Management Journal of Case Management Vol 4 No 5 1995 
 
Hall, J et al Iowa Case Management: Innovative Social Casework National 
Association of Social Workers Incorporated USA April 2002 
 
Johnson, G Care Management   Senior Info site 2002   Website accessed 
October 2002 www.senior-infosite.com/senior/articles 

 
Telos Consolidated with the Steering Committee Page 45  

http://www.stdc.cog.tx.us/
http://www.co.multnomah.or.us/ads/about/case.html
http://www.health.gov.au/hsdd/cocare/trials.htm


HACC Care Co-ordination, Care Planning and Case Management Project Report, 
 Hume Region  

 June 2003 
 

 
 

 

 
Kennedy et al, The Response by Australian Universities to Case Management   
Australian Social Work Vol 54, No 4 December 2001 
 
Luntz, J Collaboration in the service of Co-ordinationChildren Australia Vol 20  
No 4 
 
McVicar and Reynolds People with Complex Needs: Effective Support at Home 
Australian Government Printing Service Canberra 1995 
 
O’Connell et al Models of Integrated Cancer Care: A Critique of the Literature 
Australian Health Review Vol 23 No 1 2000 
 
O’Neill C et al Continuity of Care for Children in the ‘Too Hard’ Basket: A 
literature review of care needs in the health system Children Australia Vol 21  
No 2 1996 pp 17- 22 
 
Prideux, J Targeting Best Practice Municipal Association of Victoria 1998  
 
Projects in the HACC Program in Victoria 2002-2003 Department of Human 
Services Melbourne June 2002 
 
Slack, M & McEwen, M The Impact of Interdisciplinary Case Management on 
Client Outcomes Family & Community Health Gaithersburg October 1999 
 
Standards and Guidelines for the Enhanced Primary Care Medicare Benefits 
Schedule items P51The Royal Australian College of General Practitioners 
Website accessed October 2002 www.racgp.org.au 
 
Warren, D Bass Coast & South Gippsland Aged & Disability Services Policy and 
Procedure Project Final Report   December 1998 
 
Yarmo Roberts, D Reconceptualizing Case Management in Theory and Practice: 
A Frontline Perspective Health Services Management Research 15 P147-164 
Health Services Management Centre 2002 
 
McVicar and Reynolds People with Complex Needs: Effective Support at Home 
Australian Government Printing Service Canberra 1995 
 
O’Connell et al Models of Integrated Cancer Care: A Critique of the Literature 
Australian Health Review Vol 23 No 1 2000 
 
O’Neill C et al Continuity of Care for Children in the ‘Too Hard’ Basket: A 
literature review of care needs in the health system Children Australia Vol 21  
No 2 1996 pp 17- 22 
 
Prideux, J Targeting Best Practice Municipal Association of Victoria 1998  
 
Projects in the HACC Program in Victoria 2002-2003 Department of Human 
Services Melbourne June 2002 
 
Slack, M & McEwen, M The Impact of Interdisciplinary Case Management on 

 
Telos Consolidated with the Steering Committee Page 46  



HACC Care Co-ordination, Care Planning and Case Management Project Report, 
 Hume Region  

 June 2003 
 

 
 

 

Client Outcomes Family & Community Health Gaithersburg October 1999 
Standards and Guidelines for the Enhanced Primary Care Medicare Benefits 
Schedule items P51The Royal Australian College of General Practitioners 
Website accessed October 2002 www.racgp.org.au 
 
Warren, D Bass Coast & South Gippsland Aged & Disability Services Policy and 
Procedure Project Final Report   December 1998 
 
Yarmo Roberts, D Reconceptualizing Case Management in Theory and Practice: 
A Frontline Perspective Health Services Management Research 15 P147-164 
Health Services Management Centre 2002 

 

 

 
Telos Consolidated with the Steering Committee Page 47  



HACC Care Co-ordination, Care Planning and Case Management Project Report, 
 Hume Region  

 June 2003 
 

 
 

 

A p p e n d i x  D :  S u r v e y  F o r m  

HACC Care Co-ordination, Care Planning and Case Management 
Project 

Service Provider Survey       
October 2002 
 
The Hume Region Department of Human Services has funded this project to promote 
enhanced practice in the service provision areas of Care Co-ordination, Care 
Planning and Case Management. The key aim is to engage those who provide such 
services to develop a consistent and agreed understanding of the work that they 
undertake when using these terms, and work towards clarifying any differing 
perceptions. The project will complement the PCP Service Co-ordination initiatives, 
sharing common objectives in improving continuity of care and maximising the use of 
existing resources 
 
The purpose of this survey is to gain a picture of how you and your colleagues use 
these terms in practice and to guide the detail of the Practice forums (see 
newsletter). All responses will be kept strictly confidential, with the responses being 
generalised to highlight any current practice issues. 
 
Please return this survey by Tuesday 5th November 2002 to Sally Wright  
outsidep@mcmedia.com.au  If you have any queries, please ring Sally on 5821 
6959. 
 
Name:  
Agency: 
Position: 
E-mail Address:     Phone: 
 
 
Question 1:  Please indicate which of the following activities you undertake by ticking 
the appropriate box, including those for which you are funded and those which you 
also do in response to the needs of your clients.  
 
 

Care Co-ordination Care Planning Case Management 

Yes 
 

 
 

No 
 

 
 

Yes 
 

 
 

No 
 

 
 

Yes 
 

 
 

No 
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Question 2: Briefly describe your understanding of the following terms. Please 
provide a typical example from your own practice where appropriate, to illustrate this 
understanding in a practice context. 
 
 
Care Co-ordination 
 
 
 
 
Care Co-ordination Example 
 
 
 
 
Care Planning 
 
 
 
 
Care Planning Example 
 
 
 
 
Case Management 
 
 
 
 
Case Management Example 
 
 
 
 
Question 3: For the 2-week period, 21st October 2002 to 3rd November 2002, could 
you please complete the table below, listing the number of clients where you have 
primary responsibility, and, the approximate number of hours spent (using your own 
definitions) in care Co-ordination/care planning/case management.  You may wish to 
use the attached sheet to assist you. 
 
 
 Care Co-ordination Care Planning Case Management 

No. Clients    

Estimated No. Hours    
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Question 4: From your perspective, what is the single most important practice 
issue in relation to Care Co-ordination, Care Planning and Case Management? 
 
 
Thank you for taking the time to complete this survey.  
Your input is most appreciated. 
 
Please return surveys to Sally Wright by 5th November 2002: 
Email to outsidep@mcmedia.com.au
Fax 58316009  
 
 Which Practice Forum you are able to attend? 
 
 
You will be informed of the confirmed venue as soon as all venue bookings have 
been finalised. 
 
Optional table to assist you to complete 
Practice Survey Question 3. 
 
Estimated Number of Hours spent in the following 
 

Date Care Co-
ordination 

Care Planning Case Management 

Monday 21st October    

Tuesday 22nd October    

Wednesday 23rd October    

Thursday 24th October     

Friday 25th October    

Saturday 26th October    

Sunday 27th October    

Monday 28th October    

Tuesday 29th October     

Wednesday 30th 
October 

   

Thursday 31st October    

Friday 1st November     

Saturday 2nd November    

Sunday 3rd November     

Totals    
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A p p e n d i x  E :  S u r v e y  A n a l ys i s  

Introduction 

A key task of the HACC Care Co-ordination, Care Planning and Case Management 
Project has been to conduct a practice survey with practitioners and organisations 
that have a role in the continuum of care for HACC clients and their carers with the 
objective of: 
 

¾ Facilitating reflection of what the above terms mean in practice and how 
application and expectations of such terms effect service delivery and 
continuity of care 

¾ Creating worker interest and commitment in the project  
¾ Providing Telos Consolidated with the background and contextual 

information to sensitively progress the project. 

Methodology 

130 surveys were emailed to service providers and 1 sent by mail. Of these 33 (25%) 
have been returned. 
 
The following table demonstrates the sub regional distribution. 
 

Sub Region Number 
Distributed 

Number Returned Response Rate 

Upper Hume 38 10 26.3% 

Central Hume 26 8 30.8% 

Lower Hume 29 3 10.3% 

Goulburn 38 12 31.6% 

TOTAL 131 33 25.2% 
 

Survey Response Analysis 

The analysis of the 4 questions provides valuable qualitative data that demonstrates 
the following: 
 

¾ That there is clear disparity in how the key terms are understood and 
applied 

¾ As a result of the above, there is a level of tension between services in 
respect to the practitioner roles and responsibilities, particularly in relation 
to case management 

¾ That there is lack of understanding of the terms on the part of individual 
practitioners as demonstrated by the responses to question 1 and question 
3 
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¾ That certain professional groups, for example District Nursing and Allied 
Health, hold a much more service specific view in relation to care co-
ordination, care planning and case management 

¾ The strongest uniformity in understanding/perception relates to the view 
that Case Managers have responsibility to, using a holistic approach, take 
the lead role in assessment, care planning and care co-ordination 

¾ That agencies who have a more generic assessment and care 
management role47, feel that they are being required to fulfil a defacto case 
management role for high needs clients 

¾ The two most important issues for practitioners are the uncertainty in 
relation to professional boundaries and the resultant gaps and duplication 
for clients. 

 
The analysis of survey responses tabulated in the following tables, together with the 
practitioner’s definitions of terms and practice examples, confirms the value and 
timeliness of the HACC Care Co-ordination, Care Planning and Case Management 
Project.  

Survey Response Details 

Please note that the analysis for the purposes of this report only details responses to 
Questions 2 and 4 of the survey. The responses received for Questions 1 and 3, 
whilst supporting the finding that there is a lack of understanding of the terms on the 
part of individual practitioners, were not appropriate for meaningful detailed analysis. 
 
In the following tables, which provide the detailed responses to the practice survey, 
question 2 asked about each of the three terms care planning, care co-ordination and 
case management.  Similar responses were grouped together and have been 
labelled ‘Group 1’ or ‘Group 2’. 
 
 
Question 2 Care Co-ordination 

Responses = 33   No Response = 3 

Key Words No. of 
Responses

Group 1 Facilitate and ensure predictable and consistent 
support in a flexible and client centred manner  
Co-ordination of a number of different services 
for a client or carer 

Common role of all services where there is no 
funded case manager 

Process that follows care planning, liaison with 
other service providers to negotiate who will do 
whatever is needed for client 

Taking the lead role 

Making referrals 

Facilitate 

Co-ordination of 
different services 

Common role 

 

Follows care 
planning 

Liaison negotiate 

Lead role 

Making referrals 

19 

Group 2 Above plus intensive support for some clients, 
defacto case management 

Defacto case 
management 

1 

                                                 
47 As per Victorian HACC Program Manual 1998  
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Question 2 Care Co-ordination 

Responses = 33   No Response = 3 

Key Words No. of 
Responses

Group 3 Purchase of service provision from external 
agencies, service provision monitored and 
recorded, budget managed in accordance with 
costs of above 

Service purchase 

External 
agencies 

Monitor  

Budgeting 

1 

Group 4 Arrangement and allocation of resources within a 
particular service type i.e. District Nursing 

Within a service 
type 

3 

Group 5 Co-ordinating workers involved in providing 
services for a client. Having a clear care plan to 
give to workers. Ensure that information received 
back from workers is responded to. 

Maintenance of care programs (delivery) 

Co-ordinating 
workers 

Maintenance of 
care 

4 

Group 6 Assessment of client’s home situation followed by 
appropriate treatment, carer education and 
referral to other discipline 

Assessment and 
treatment 

2 

 

 
 

Sample Definitions of Care Co-ordination 

‘Role of all services where there is no funded case manager. Following on from care planning, 
liaison with other service providers to organize who will provide what for client’ 

‘Liaison with and referral onto appropriate service providers for provision of services to best 
meet the client’s needs.  Also includes wait listing for appropriate services e.g. CACP.  To be 
effective, there must be adequate feedback between the client/carer/family, service providers 
and General Practitioners (GP)’ 

‘Initial assessment, reassessment’ 

‘Preparation and allocation of resource (human, equipment, vehicles) to provide care to clients’.
 

Care Co-ordination Practice Examples 

• I ensured that home care, augmenting existing service provided by the Shire, was provided 
on a different day of the week 

• Worker attends to client’s housework, finds that hot water service is not working properly.  
Care Coordinator contacts Case Manager who then resolves the problem Client assessed 
as needing Occupational Therapy and Physiotherapy assessments. Referrals made to 
other agency, consultation with family and GP. Contact other service providers to ensure all 
have similar care expectations/goals as our service 

• 74 yr old female referred by local GP for dementia assessment.  Following assessment, the 
clinician involved liaised with the GP who arranged Geriatrician review, referred onto to 
PGAT for depression screen, Alzheimer’s Association for counselling, CRIS for home 
based respite and COGS for meals on wheels.  In addition to this, eligibility was approved 
for residential respite care and a Community Aged Care Package. This clinician was the 
contact point for the family during this assessment and care co-ordination period.  
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Question 2 Care Planning 

Responses = 33  No Response = 4 

Key Words No. of 
Responses

Group 1 Assessment of needs, collection of information, 
development of a care plan in response to the 
above 

Assessment 

Collection of 
information 

6 

Group 2 Development of an individual package of care, 
based on clinical characteristics, psychosocial 
issues and environmental factors. Care plan 
should endeavour to maximize the client’s 
independence and improve or maintain quality of 
life in own home environment 

Appraisal of service provision after careful 
determination of needs and resources 

Individual 
package of care 

Maximize 
independence 

Determination of 
needs 

Appraisal 

7 

Group 3 Follows assessment 

Developing an actual plan of care to occur 

Facilitates the awareness for all involved of who 
is doing what 

Precedes care co-ordination 

Follows 
assessment 

Develop plan 

Precedes care   
co-ordination 

6 

Group 4 Outcome of liaison, joint planning between all 
stakeholders. 

Involves care planning meetings 

Goal setting and timelines 

Joint planning 

Goal setting and 
timelines 

2 

Group 5 A plan of care based on a service 
specific/specialist assessment, ie. 
District/Community Nursing 

Within own discipline 

Within own 
discipline 

8 

 

 
Sample Definitions of Care Planning 

• Service specific planning but may include referrals to other services. Doesn’t have 
overview of all services that may need to be involved. 

• The plan of action that involves identification of individual client needs. This includes: 
• Initial assessment and discharge planning 
• Establishment of goals and objectives with client 
• Plan of action to achieve goals and objectives 
• Regular review and evaluation of care plan 
• Outcome. 

• Development of a plan of care following initial assessment. Care planning leads to care 
co-ordination with referrals being made to other services as required. 
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Care Planning Practice Examples 

• Can include client service meetings or more specifically planning care to address client 
needs. For example, a client with quadriplegia will need assistance with daily living 
activities and will have this outlined and scheduled in a care plan 

• Following initial assessment, a care plan was formulated with the client and her family. 

• As a result of visiting and completing an Assessment Review of an older person in a rural 
isolated area with a dilapidated house, goals for care planning would be identified to be 
achieved as an outcome of the assessment.   It may be that the following care planning is 
required: 

• 2 weeks respite every six months in suitable hostel with a view to seeking an option 
for permanent placement that enables the client choice of venues 

• Review of current Aged Care Assessment to enable client to access hostel level 
care (assessment required if over twelve months old) 

• Increase showering assistance to daily 

• Assessment for home modifications by Occupational Therapist 

• Seek alternatives for transport to community luncheons and medical 
appointments. (Community Managed Transport) 

• Ongoing medical monitoring twice weekly by District Nurses 

• Application for Safety Alarm (Listed for free alarm with interim funding by CRIS). 

• A time line would occur with the identified Care Planning requirements.  A copy provided 
to the client and with the client’s permission a copy to other services providers/GP. 

 
 
 
Question 2 Case Management 

Responses = 33  No Response = 6 

Key Words No. of 
Responses

Group 1 Person with the skills to conduct 
comprehensive, skilled assessment, 
mandate to work across service 
boundaries, co-ordinate assistance, 
provide support and encouragement to the 
client as well as monitoring client needs 
and providing advocacy as required 

Comprehensive 
assessment  

 

Advocacy 

4 

Group 2 A more intense relationship with the client, 
face to face interaction. Contact sustained 
over an extended period of time and 
involves overseeing of contributions of 
other service providers, including 
organisation of case conferences.  

Low client load. 

Intense 
relationship 

Extended 
contact 

Overseeing 
service 
provision 

Case 
conferences 

Low client load 

1 
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Question 2 Case Management 

Responses = 33  No Response = 6 

Key Words No. of 
Responses

Group 3 Key (lead) person for client and all service 
providers to contact 

Regular contact with client and all service 
providers 

Responsibility to develop care plan which is 
disseminated to all service providers so 
that all service providers know exactly who 
is doing what, and ensure that all required 
assistance is obtained. 

Proactive, anticipates and responds to 
changing needs before they become a 
crisis for the client. 

Case Manager is notified of all 
changes/problems 

Brokerage a feature 

Key person to 
contact 

Lead worker 

Regular contact 

Care plan 
disseminated 

Proactive 

Case Manager 
notified of 
changes 

Brokerage 

19 

Group 4 Elements of Group 3 as well as: 

Client empowerment and advocacy  

Basic support level counselling i.e. grief and 
loss 

Funding resources internally and externally 

Conflict resolution between providers and 
within family 

Management of changes in situation/care 
environment i.e. initiating specialist 
assessments 

Applying for Guardianship and Administration 
Orders. 

Client 
empowerment 
and advocacy 

Supportive 
counselling 

Service funding 

Conflict resolution 

Management of 
changes 

Apply for 
Guardianship and 
Administration 
Orders 

2 
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Sample Definitions of Case Management 

• ‘Case management is the responsibility for ongoing monitoring, evaluation and 
management through regular face to face contact and the ability to anticipate changes in 
care needs and appropriately manage these 

• Administration, in-service, pharmacy pickup, discharge planning 
• Occurs on a more frequent basis and differs from care co-ordination in intensity and 

frequency and it is proactive, rather than reactive.  It involves intake and assessment, 
identifying of needs and establishing of a care plan, then takes on the role of ensuring the 
care plan is enacted, by negotiating with service providers, continual contact with client, 
monitor efficacy of care plan, then review and keep going with the cycle.   The case 
manager seeks out feedback from service providers and identifies as the single point of 
contact for that client, both to the client and to the other service providers. The case 
manager has a picture of all the services that the client receives, and a picture of their 
overall needs 

• Ideally case management is carried out by persons employed to do that work, not as an 
aside to their other “real work” e.g. being employed as a District Nurse to do clinical work.’

 
Case Management Practice Examples 

• Our service had constant involvement with a client and her family for a period of four 
months.  As the client had complex medical issues and needs and had a new diagnosis of 
dementia, the clinician spent a great deal of time working through the issues with the 
client and her family 

• Assessment and Review meeting which included home visit to Client and Daughter 
•  Follow-up consultation with service providers involved with client. Identified needs which 

included: 
• Increasing frailty and falls 
• Recent hospital admissions identified by medical staff as non-acute 
• Cannot attend community functions or medical appointments because no longer has 

licence and lives on farm property 
• Family support not available as nearest family live in Melbourne 

• All the actions were carried out by contact with appropriate service providers, case 
manager was involved in meeting with client carer, family and district nurse, with Office of 
the Public Advocate, client was accompanied to an audiology appointment, case manager 
then worked with client and administrator from State Trustees to set up financial plan. 
Application sent in to Victorian Eyecare Scheme to assist in funding new glasses, optician 
appointment was organised and attended 

• New issue identified by District Nurse re client missing some pills. Doctor notified, 
strategies discussed with District Nurse and plan devised for different container. 
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Question 4 asked practitioners to list the single most important practice issue for 
them currently in their work in relation to the terms care co-ordination, care planning 
and case management.  Similar responses are grouped  together in the following 
table. 
 
Question 4 The Most Important Issue 

Response = 33  No Response = 6 

 Key Words No. of 
Responses

Group 1 Professional boundaries 

Clear roles and boundaries and recognition that 
there can be a shift in roles when clients are 
transferred into a case management  / brokerage 
role 

There is confusion regarding which roles are 
retained to HACC providers and are purchased 
through brokerage and which are relinquished, ie 
care planning and case management 

What is funded Case Manager’s role and 
responsibilities? 

Professional 
boundaries 

Roles and 
responsibilities 

8 

Group 2 Gaps and overlaps in service provision, 
duplication 

Better co-ordination of services 

Better resource management to obtain most 
effective outcomes for client i.e. reduce 
duplication and work unilaterally to achieve goals; 
at a client level and wider systems level.  Enable 
more effective targeting (to funding bodies) to 
increase funding 

Establishing the least complex system for clients

Gaps 

Duplication 

Better co-
ordination 

Better resource 
management 

Decrease 
complexity for 
clients 

9 

Group 3 An understanding that we all are working towards 
the same goal – a client focused service 

Client focused 

 

2 

Group 4 Case managers not being available to clients and 
service providers, not being proactive and 
accepting responsibility for holistic welfare of the 
client 

Lack of 
availability of 
Case Managers 

1 

Group 5 Relevant client information not being provided 
between services. Using Privacy Act as a reason

Client 
information not 
provided 

1 

Group 6 Appropriately trained and experienced staff Trained, 
experienced 
staff 

1 

Group 7 Knowledge of available services Knowledge of 
Services 

3 

Group 8 Inadequate communication between case 
manager and service providers. Service provider 
should be aware that a case manger is involved 

Inadequate 
communication 

1 

Group 9 Agencies have insufficient staffing resources to Insufficient 1 
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Question 4 The Most Important Issue 

Response = 33  No Response = 6 

 Key Words No. of 
Responses

meet demands of care co-ordination /case 
management 

staffing 
resources 

 

A p p e n d i x  F :  D r a f t  C o m m o n  U n d e r s ta n d i n g s  a n d  
F l o w  C h a r ts  

Background 

The following pages represent work undertaken by the Steering Committee for this 
project in February 2003.  The aim of this process was to develop a picture of what 
was common across the Hume Region in the definitions and flow charts that were the 
result of the five (5) forums held in November and December 2002. 
 
The Steering Committee chose to look for words most commonly used by the 
participants at the five forums, as recorded in the Reports that reflected each forum.  
Some members had also participated in forums.  In developing the flow charts, the 
Steering Committee had the charts from each of the forums in front of them and 
looked at what was commonly represented. 
 
Below are the principles that govern all work undertaken.  Following the principles 
are Common Understandings of the terms that are the focus of this project, and, two 
(2) flow charts, one for care planning and co-ordination and the other for case 
management.   
 

Principles 

It is a principle in any of the definitions and charts in this document that the client/carer is 
involved in all stages of the service delivery and flow charts below with a choice to exit at any 
point in time.  Work undertaken with clients will keep their needs foremost and those of their 
carer/family. 

Client consent will always be obtained for any referrals, consultations or work undertaken that 
involves inter-agency co-operation. 

The flow charts that follow are a guide to the processes involved and are not intended to be 
prescriptive of practice.  The order of activities drawn is the usual practice as described by the 
workers present; however this may vary from client to client.  Some activities will not be 
relevant or necessary for some clients and others may require activities that are not listed. 
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Care Planning: Draft Common Understanding 

Care Planning is a consultative process that includes the client, the family and 
appropriate service providers in the identification and assessment of client needs, 
from which a care plan is developed, that includes goals and actions to achieve 
desired/optimal outcomes.   
 
Key tasks include: 
 

¾ Assessment of short term and long term client * needs 
¾ Prioritizing of client needs and goal setting to meet such needs 
¾ Exploring most appropriate and cost effective way of meeting client needs 
¾ Developing, documenting and circulating the care plan, which may identify 

a lead agency and who is responsible for what components of the plan 
¾ Implementing the care plan 
¾ Ongoing assessment and review of client needs and appropriate revision of 

the care plan 
¾ Formalizing the care plan through actions such as appointment of lead 

agency, documenting list of agencies involved, allocation of responsibilities, 
setting a review date, providing the client with a copy of the care plan, 
distributing a copy of the care plan to participating agencies as per 
confidentiality and privacy guidelines.  
 

* Client means ‘the person who was referred for service and their carer and family’ 
 

Care Co-ordination: Draft Common Understanding  

Care Co-ordination is a process that implements the care plan to ensure that the 
specific service(s) in the plan are implemented in a client focused, flexible and timely 
manner.   
  
Care Co-ordination includes: 
 

¾ Implementation of the care plan, particularly through each agency involved 
co-ordinating their own service(s)/program(s)  

¾ Formalising the care plan and ensuring that a lead agency is nominated 
(this was a focus of some, but not all, forums).  If a lead agency is 
appointed, they are the first point of call for client/family, other agencies 
feedback to the lead agency and they lead the review of care and 
adaptations to the care plan 

¾ Provision of a communication link between client, service provider and care 
co-ordinator  

¾ Liaising and communicating with other service providers 
¾ Agencies ensure that the care is meeting client needs through effective 

monitoring and review of the care plan. 
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Case Management: Draft Common Understanding 

Case Management encompasses the tasks and roles of care planning and care co-
ordination and as such is based on a comprehensive assessment of the client’s 
complex needs. The Case Manager, as a central point of contact and identified key 
worker, liaises with the client and services to provide holistic care, problem solving 
and advocacy on behalf of the client. This process will proactively respond to and 
plan for client needs, activate appropriate resources in consultation with the client, 
carers and other service providers, ensure that the client is aware of all options and 
is able to make informed choices.  
 
Key tasks include: 
 

¾ Being the lead agency 
¾ Assessing client and carer/family needs using the social model of health 

framework 
¾ Developing/updating the care plan and developing future goals 
¾ Problem solving, trouble shooting, responding to crises 
¾ Negotiating/liaising with service providers 
¾ Hear and give feedback from / to other agencies 
¾ Continuing/ongoing involvement 
¾ Monitoring the client 
¾ Advocacy and mediation 
¾ Resource management, planning of care within available resources, 

sourcing additional funds 
¾ Identifying the need to hold case conference(s) 
¾ Empowering clients and/or their families to make informed choices 
¾ Referrals to other agencies 
¾ Arranging training for those providing service(s). 
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Draft Care Planning and Care Co-ordination Flow Chart 

Client 
Enters

Multi agency 
Service     Co-
ordination Plan.  

Identify lead 
agency

Service 
Co-Ordination 

Plan

Is    this 
the right 
service ?

NO

YES

Provide 
information 

and/or referral 
to an 

appropriate 
agency that 
will assess 
the client

Client 
Exits

Feedback to 
referring 

agency as 
appropriate

Feedback re 
action taken on 

referral & 
assessment

Assessment 
Service Specific

Client Care 
Plan (service 

specific 
including 

referrals as 
required)

Referral

Assessment 
Comprehensive 
and/or Specialist

Implement 
Care Plan.  
Liaise with 

other 
agencies

Initial 
Contact

Initial needs 
identification

INI

Client 
Exits

Service          
Co-ordination 
Plan review

Referral 
from 

another 
agency

During Review

•Lead agency may change

•Some agencies may no longer be          
involved

•Referral to other agencies/services

Entry/Exit

Decision

Document

Process

KEY
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Draft Case Management Flow Chart 

 
 
 

Review and/or 
develop Service 

Co-ordination Plan 
with client and 
other services

Is Case 
Management 

required ?

NO

YES

Refer to 
another service 
and / or provide 

information

Client Exits 
Case 

Management 
process and 
may re-enter 

Care Co-
ordination 
process

Agency Specific 
Assessment, 

including 
consultation with 

lead agency

Case Manager: 
notifies lead 

agency and all 
known services 

of their 
involvement 

(eg. GP). Case 
Management 

service 
becomes lead 

agency

INI
Self 

Referral

Entry/Exit

Decision

Document

Process

KEY

INI

Continuous 
monitoring and 
evaluation of 

client and 
services

Possible Waiting List, 
client may be in  Service 
Co-ordination Flow Chart

Advise Referrer

NO

Co-ordinate 
specialist 

assessment(s)

YES

Negotiate 
service 
delivery 
including 

brokerage 
contracts

Comprehensive 
Assessment

Is this  service 
(still) 

appropriate?

Service                   
Co-ordination 
Plan

Referral 
from other 
Agencies

Assessment (s)
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