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Executive Summary 

Background  
Case management is an activity funded under the HACC Program and is provided through 
Linkages for packaged care clients. It is funded as a stand alone activity in some states but 
has not been funded in Victoria. HACC assessment services undertake care coordination as a 
component of a Living at home assessment for a sub-group of people with complex needs 
and circumstances and multi-agency involvement. 

Six short-term case management pilots have been funded by the Victorian Department of 
Health. The pilots tested the proposition that short-term intensive case management in the 
Home and Community Care (HACC) Program supports the Active Service Model objectives 
(that is, capacity building and maintaining an individual’s independence), and whether or not 
such a service could potentially prevent the need for higher levels of care.  

Short-term case management model 
Short-term case management was classified (for the purpose of the pilots) as an intensive 
form of client care coordination. No brokerage funds were attached to this service. Clients 
were selected on the basis that they may benefit from short-term involvement of a case 
manager, assisting them to access supports or resolve issues that required more time and 
more intensive effort than the ‘usual’ time considered reasonable for care coordination. 

The broad triggers for referral to case management were:  

• Aged 65 years and over and may be at risk of needing higher levels of HACC or other 
aged care services (i.e., CACPs package) 

• Has a goal which requires a higher level of support to achieve and cannot be achieved 
within care coordination at the assessor level 

• Has the capacity to achieve goals with time limited intervention (average 6 weeks – 
maximum 12 weeks) 

• Has no existing case management support and is not eligible for and best supported 
through other case managed services (e.g., HARP, IECDM, Mental Health) 

• Has a change to or risk to the carer relationship putting client independence at risk  
• Without short-term case management, high risk of failure of the client’s goal/care plan. 
Once enrolled in the short-term case management service a person could receive up to a 
maximum of 30 hours of case management over a twelve-week period. At six weeks, case 
managers conducted a formal client care plan review, at which point a further six weeks (or 
more, depending on how many hours had been used) could be negotiated if the person was 
progressing and goals were likely to be met with additional support. If the client was not 
progressing and their needs indicated they required more ongoing support, appropriate 
referrals were made.  

Case managers were encouraged to balance the number of hours and number of weeks, as it 
was seen as reasonable to have a person enrolled in STCM for a period longer than 12 weeks 
but still using under 30 hours of case management hours.  
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Aim of the evaluation 
The aim of the evaluation was to: demonstrate whether or not short-term case management 
for targeted HACC clients enhances their capacity for independent community living; 
identify elements of service delivery models that lead to good outcomes for clients; and make 
recommendations about possible benefits of short-term case management as a HACC-funded 
activity. 

Project evaluation team 
The evaluation was undertaken by staff of the Lincoln Centre for Research on Ageing, a 
constituent unit of the Australian Institute for Primary Care & Ageing (AIPCA) at La Trobe 
University.  

Evaluation methods 
The evaluation was conducted in two stages. The first stage was completed in October, 2012, 
and an Interim Report was presented to the Department. The second stage data collection was 
completed in the first quarter of 2013. This final report is based on analysis of both stages of 
the project.  

The evaluation design was based on a simplified program logic framework focusing on four 
main questions: 

• What was done? 

• How well was it done? 

• Did it make a difference? 

• What aspects of the pilot can be identified as having made a difference? 
Seven main sources and types of information were used to inform the evaluation: 

1. Data on clients from: the short-term case management data collection form (DCF), 
which included information at commencement, six-week review, and discharge; and 
separate three-month client follow-up forms. 

2. Matched data from the HACC Minimum Data Set (MDS). 

3. De-identified case studies provided by the case managers. 

4. Interim project reports from the six pilot organisations. 

5. Care plan documents attached to the DCFs. 

6. Interviews with case managers, service managers, and assessment officers. 

7. Most Significant Change stories from clients and staff. 

Findings 
Several indicators showed that the STCM pilots worked well to achieve their objectives. 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing  10 

 

What was done? Program inputs 

Client characteristics 

• A total of 178 clients across the six pilot sites received STCM during the pilot period. 
Most were aged between 70 and 89 (69%); about two-thirds were women. Over one-
third were new HACC clients.  

• A total of 52 clients were recorded by the case manager as having a carer. At 
commencement of STCM, 19% of the 27 carers in Stage 2 were rated ‘unable to 
continue major caring activities’.  

• The most common reason for referral to STCM in Stage 2 (n = 99) by far was 
physical health issues (62% of clients). Psychosocial or emotional issues were also 
prominent (40%), followed by social isolation/social support (24%) and a change in 
the care relationship (24%). Some clients (17%) were referred to STCM because they 
were difficult to engage in services.  

• Most clients had between one and three health conditions that impacted on their need 
for STCM. The most common diagnosed health conditions were Arthritis and 
Diabetes, followed by Psycho-affective disorders and Heart conditions. 

Hours and duration of STCM 

• Average duration of the STCM episode was 80 days (11 weeks and 3 days). Nearly 
two-thirds (61%) of clients required 84 days (12 weeks) or fewer. This supports the 
conclusion that STCM needs to be flexible to incorporate the one-third of clients who 
require longer than 12 weeks, and to focus on the hours that case managers invest in 
each client.  

• Across both stages, the number of hours of case management varied from a minimum 
of 1.5 to 68 hours maximum, with an average of 15.6 and a median of 12.5. The 
indicative maximum indicated by the guidelines was 30 hours of STCM. Most clients 
(90.2%) required 30 hours or fewer—indicating that this guideline is a reasonable 
one. 

Client goals 

• STCM clients typically had more than one goal. The majority of clients had no more 
than four goals.  

• Community activities of daily living (e.g., reducing social isolation, improving 
community access) were the most represented, with 24% of goals falling into this 
category. The second largest category was health and wellbeing (e.g., fitness, 
strength, nutrition, management of existing health condition), with 18% of goals in 
this area. 

How well was it done? – Implementation and practice 

Program targeting 

• Appropriate targeting of “complex” clients was achieved in terms of living alone 
(64% of STCM clients vs. 51% of council HACC clients lived alone). However, 
people whose first language was not English were under-represented in the STCM 
sample (12% of STCM clients vs. 20% of non-STCM clients).  
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Case studies 

• Case studies provided by the case managers demonstrated the use of a range of 
strategies to assist clients to achieve their goals (e.g., motivational interviewing, 
coaching, goal setting, building rapport and trust, and counselling). A high level of 
success was experienced.  

• Themes identified as positive outcomes for clients included: greater independence in 
community access and everyday tasks such as shopping and cooking; improved 
physical safety (e.g., reduced risk of falls and improved strength and mobility); 
greater social inclusion (reduced social isolation); and recovery from crisis. 

Case managers’ and site managers’ reports 

• Challenges to implementing the STCM pilot included: inappropriate and low numbers 
of referrals (initially); long waiting lists for other services to support clients in 
achieving their goals; poor client understanding of the STCM process; and poor client 
health.  

• All sites said STCM had pushed ASM boundaries of practice. Some said it gave an 
opportunity for staff to reflect on ASM principles and to integrate ASM into every 
interaction. 

• STCM site managers noted a range of benefits of the pilot, including improved 
understanding of STCM internally and in other agencies as the pilot progressed. Case 
managers became more comfortable in the role, resulting in better outcomes for 
clients, including a closer focus on mutually agreed client goals. 

Did it make a difference? – Outcomes 

Impact of short-term case management for clients 

• At the final twelve-week review, around 90% of STCM clients were rated by case 
managers as having achieved some or all of their goals. 

• At discharge, case managers’ ratings of client functional status increased significantly 
for four activities: housework, transport, shopping, and meal preparation. In addition, 
nearly significant increases in independence were noted for bathing and dressing. 

• At discharge, case managers rated clients in relation to the issue(s) that initially 
impacted on the need for STCM. Improvements were reported in all categories. The 
highest number of improvements was recorded in physical health issues, followed by 
social isolation/social support and psychosocial/emotional issues. 

• Case managers believed that, at discharge, just over two-thirds of clients (68%) 
avoided an escalation of HACC services, one-half (51%) of clients avoided hospital 
admission, and nearly half (46%) of clients avoided the need for ongoing case 
management (i.e., Commonwealth-funded aged care package). 

• Analysis of MDS data (for all STCM clients with two quarters of follow up data) 
shows that prior to the STCM episode, STCM clients were generally lower users of 
HACC services than non-STCM clients. However, by the end of the STCM episode, 
STCM clients were higher users of HACC services than non-STCM clients. This 
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reflects the characteristics of STCM clients with complex needs, and highlights the 
capacity of case managers to facilitate access to services.  

• Analysis comparing new STCM clients with new non-STCM clients showed that 
STCM clients received 50% more general service hours (e.g., home care and personal 
care). 

Impact of short-term case management for carers 

• For Stage 1 and Stage 2, analysis of carer status showed a highly significant reduction 
in carer stress levels. 

• Improvement in carer status was related to clients achieving their goals: among clients 
who achieved all their goals, one-half of carers experienced improvement in being 
able to care, compared with one-third among clients who achieved some of their 
goals, and no clients who achieved none of their goals.  

Most Significant Change Technique  

• A total of 27 Most Significant Change (MSC) stories were collected, 14 from STCM 
clients and 13 from case managers. In a group setting including department 
representatives and site managers, each story was read (out aloud) and four domains 
emerged to categorise each of the stories. These domains tell us where the most 
significant changes have occurred as a result of the pilot: 

1. Changes to scope of practice and models of service provision/delivery that 
are consistent with ASM; for example, flexibility (3 stories). This domain 
demonstrates that STCM has potential to support HACC organisations to 
implement an ASM approach across their whole service. 

2. Change to carer capacity and or family dynamics (3 stories). This domain 
focuses on the importance of carers and family to achieve change. 

3. Change in perceived barriers to receiving support and feelings of security 
and being supported (5 stories). This domain provides a deeper 
understanding of where blockages are for clients in making change (i.e., 
perceived barriers, security, and feeling supported). 

4. Changes to client capacity and levels of independence (14 stories). This 
domain supports ASM objectives. 

Although the final stage of story selection was unable to be completed, participants 
did state that the MSC stories reflected the values of the STCM service, given the 
number of stories which were categorised in ‘changes to client capacity and levels of 
independence’. 

Conclusions 

The STCM Pilot has shown a great deal of promise as a way of fostering valued 
independence in HACC clients with complex needs. STCM is liked and valued by clients, 
staff and service providers as it provides a framework and funding for a more flexible, client-
centred model of support and service delivery than would otherwise be available.  
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Evidence from the evaluation suggests that STCM had a considerable impact on many 
clients, who, given standard assessment and care coordination in HACC, would not have 
received the support they needed to improve their independence and wellbeing. 

The evaluation has provided a case for establishing STCM as a HACC-funded service. 

 

Recommendations  

Several recommendations are proposed here in relation to a wider roll-out of short-term case 
management in the HACC Program. These recommendations arise from data collected by 
case managers and the HACC MDS. 

STCM as a HACC-funded activity 

1. Consider establishing STCM as a HACC-funded activity. 

Design and roll-out of a STCM service 

2. The STCM Guidelines developed for the pilot were generally seen as appropriate, 
with some amendments such as: 

• Duration focuses on hours of short-term case management rather than the twelve-
week timeframe (elapsed time).   

• Consider using a different name for the service. (The term “case management” 
was sometimes seen as misleading as it implied brokerage funds were attached). 

• Consider lowering the eligibility age to 55 or 60 in existing HACC clients, where 
clear goals are identifiable and the client is not supported by an equivalent 
service. Being able to provide clients with STCM earlier than the current 
guidelines suggest may prevent escalation and dependency on services at a later 
date. 

• Provide a description of the case manager role within the ASM context.  

3. Provide orientation (e.g., briefing session/s) for organisations and new STCM case 
managers before they commence, or soon after, to ensure that purpose, guidelines, 
process for STCM is understood.  

4. Facilitate coordination tasks such as information-sharing across organisations and 
regular meetings to create opportunities for case managers to learn from each other. 
This mutual support avoids “reinventing the wheel” and creates links for support and 
service/professional development. 

5. Encourage sites to facilitate the establishment of a mentor group comprising 
experienced case managers from the pilot sites to guide and support new short-term 
case managers. 

6. Design and encourage the use of care plan templates which support a goal-directed 
approach (or at minimum, identify the elements that should be in care plan templates), 
with clear guidelines that reiterate ASM and client-centred goal development. 

7. Ensure agencies that implement STCM have strong support from senior managers. 
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Organisational-level considerations for implementation 

8. Co-locate STCM case managers with assessment officers where possible.  This 
creates a ‘presence’, fosters interaction between intake workers or assessment officers 
and the case manager, and leads to better referrals and a better understanding of what 
STCM can achieve.  

9. Support the strengthening of local networks and relationships with HACC assessment 
agencies and external agencies such as ACAS and community health. 

10. Allow the service to develop slowly with enough lead time to work out the target 
group, how referrals will be made, and how service targets will be reached. 

Staffing 

11. Provide clear position descriptions and guidelines for case managers.  

12. Employ more than one case manager in a service, to provide mutual support, back-up, 
and a greater ability to foster internal and external relationships. 

13. Employ existing team members in the case manager role where they possess the 
necessary skills and experience. This results in less time spent establishing 
relationships within and between agencies. 

14. Ensure case managers have relevant qualifications and experience (preferably in 
developing short-term client-centred goals). 

15. Provide case managers (particularly those new to the organisation) with adequate, 
relevant service induction training. 

16. Avoid assigning case managers to other roles, either temporarily or part-time. 
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1. Introduction 
This chapter of the report describes the STCM Pilot project and design of the evaluation. 

1.1 Context of development and implementation of the HACC Short-
term Case Management (STCM) pilot project 

The Policy Context 

This section provides a brief overview of the HACC Program within the broader policy 
context.  

Home and Community Care (HACC) Program 

The Ageing and Aged Care Branch of the Department’s Wellbeing, Integrated Care and 
Ageing Division is responsible for the HACC Program. The Program funds services for frail 
older people and people with disabilities whose capacity for independent living is 
compromised and who need support with daily living in the community. 

The HACC Program in Victoria is currently implementing three key initiatives that support 
the Victorian Health Priorities Framework 2012–2022. These initiatives are: 

• Active Service Model 
• Assessment Framework 
• Diversity Planning and Practice. 

The Active Service Model Initiative  

Since 2008, HACC service delivery has been moving away from a “dependency” model to a 
more “active” model of service delivery, with the aim of promoting greater client 
independence. HACC assessment and services are now delivered in accordance with ASM 
principles (i.e., building on client strengths; improving clients’ functional capacity).  

The Victorian HACC Active Service Model Implementation Plan 2009–20111 states that the 
Active Service Model is a quality improvement initiative underpinning HACC assessment 
and service delivery. The goal of ASM is for HACC clients to live in the community as 
independently and autonomously as possible. Principles underpinning ASM are that: 

• People wish to remain autonomous 
• People have potential to improve their capacity 
• People’s needs should be viewed in a holistic way 
• HACC services should be organised around the person and carer 
• A person’s needs are best met where strong partnerships and collaborative working 

relationships exist between the person, family and service providers. 
Assessment is a critical process in managing the entry and exit points of clients using HACC 
services. One key component of implementing the ASM is to strengthen assessment and care 
planning.  

                                                 

 
1 http://www.health.vic.gov.au/hacc/projects/asm_project.htm  

http://www.health.vic.gov.au/hacc/projects/asm_project.htm
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Assessment Framework 

The Framework for Assessment in the Home and Community Care Program in Victoria2 
documents a policy for assessment as a HACC-funded activity. Building on pre-existing 
policy, it aims to promote more consistent assessment processes and practices across 
Victoria. The Framework sets out the requirements for conducting a Living at home 
assessment that incorporates home-based holistic assessment of need and service-specific 
assessments. The Framework also outlines other assessment-related processes, such as client 
care coordination. An additional goal of the Framework is to enable designated HACC 
Assessment Services to build alliances with other key assessment providers, including 
ACAS. 

Living at Home Assessment 

Strengthening Assessment and Care Planning – A Guide for HACC Assessment Services in 
Victoria3 describes the theory and practice behind Living at home assessments. The purpose 
of a Living at home assessment is to gain a broad understanding of the needs of a person (and 
carer) for community-based services, with the aim of building the person’s capacity and 
independence. The assessment involves careful planning in order to match the person’s needs 
to the most appropriate service response, such as subsidised services funded by the HACC 
program, or broader health and community services. 

Client Care Coordination  

Client care coordination occurs for a sub-group of clients who have received a Living at 
home assessment and have complex needs or circumstances that warrant support from 
multiple services. Client care coordination is applicable to clients from all backgrounds, 
including CALD and Indigenous clients. 

Diversity Planning and Practice 

Diversity encompasses the range of special needs groups who are specified in the HACC 
Review Agreement (2007). This includes people from culturally and linguistically diverse 
backgrounds; Aboriginal and Torres Strait Islander peoples; people with dementia; 
financially disadvantaged people; and people in remote or isolated areas. It also addresses the 
needs of other groups who may experience barriers to accessing services, such as those who 
are homeless or at risk of homelessness; gay, lesbian, bisexual, transgender or intersex 
people; and people living with HIV. All HACC-funded agencies are being encouraged to 
undertake a process of diversity planning.  

Access and Support  

In 2011, the HACC access projects (Supported Access Pilots, Aboriginal Liaison, and Access 
and Equity) began transitioning to the new HACC activity of Access and Support under the 
banner of diversity planning and practice.  

The Access and Support activity provides direct client support to HACC-eligible people, with 
complex needs due to diversity, to achieve improved access to services and outcomes.  

                                                 

 
2 http://www.health.vic.gov.au/hacc/assessment.htm#download  
3 ibid. 

http://www.health.vic.gov.au/hacc/assessment.htm#download
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Conclusion 

This brief contextual review highlights recent and current policy and practice changes in 
HACC; it was important to be aware of these changes when evaluating short-term case 
management in HACC. 

1.2   Background to the STCM Pilot 
Six short-term case management pilots were funded by the Department of Health.4 The pilots 
tested the impact of short-term, intensive case management in the Home and Community 
Care (HACC) Program for a targeted group of HACC clients and on the system. Six council 
HACC assessment services undertook these short-term case management pilots.  

Rationale  

Case management is not funded as an activity in the HACC Program in Victoria. HACC 
assessment services undertake care coordination as a component of a Living at home 
assessment for a sub-group of people with complex needs and circumstances and multi-
agency involvement. In an ASM environment it can be argued that, in some circumstances, 
significantly more time can be required to assist a person in getting the right supports to meet 
their goals than care coordination can offer. 

This project aimed to test the following: 

1. That short-term case management for HACC clients with complex needs or 
circumstances (i.e., health, housing and/or family circumstances) supports the ASM 
objectives (i.e., capacity building and maintaining an individual’s independence). 

2. That short-term case management demonstrates potential to prevent escalation to 
packaged care or higher levels of support from the HACC program.  

Definition of short-term case management  

For the purpose of this project, short-term case management was defined as supplying an 
average of 15–20 hours of ‘active’ case management to an individual over a six-week period. 

The maximum for this project was 30 hours of case management to an individual over a  
twelve-week period. It should be noted that balancing the number of hours versus the number 
of weeks was encouraged, as it was seen as reasonable to have a person enrolled in STCM for 
16 weeks but only have used 15 hours.  

A formal client review was held at six weeks, at which point a further six weeks could be 
negotiated if the client was progressing and goals were likely to be met with additional 
support. At the six-week review, if the client was not progressing and their needs indicated 
they could not meet their goals in the twelve-week timeframe, appropriate referrals were 
made. For example, the person could be referred back to the HACC assessment service for 
care coordination and transition to more appropriate type and level of care.  

For the purpose of this project, short-term case management was classified as an intensive 
form of client care coordination; that is, more time was required to implement the care plan 
than a client receiving care coordination would normally receive.  

                                                 

 
4 STCM Pilot Project guidelines – Final August 8 2011. Victorian Department of Health 
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Time could be spent on a wider range of activities than in usual care coordination. For 
example: 

• More time working with the client to implement a care plan (the client may be hard to 
engage, have diverse needs, or have episodic needs). 

• Assisting in dealing with or resolving complex family circumstances that may be 
impacting on the health and wellbeing of the client. 

• Advocating for timely access to services to meet the client’s particular needs, 
including identifying options that may be outside the public health system, such as 
private providers. 

• Addressing a range of issues or needs that require assistance from sources typically 
outside the ‘usual’ health and home-based support services. These services may 
include housing or attention to financial needs. 

Broad Triggers for short-term case management  

Clients could be referred for short-term case management if they: 

• Were aged 65 years and over and could be at risk of needing higher levels of HACC 
or other aged care services, such as a CACP 

• Had goal(s) which required a higher level of support to achieve and could not be 
achieved within care coordination at the assessor level 

• Were able to achieve goals with time-limited intervention (average 6 weeks, with a 
maximum of 12 weeks) 

• Were not accessing existing case management support, and were not eligible and best 
supported through other case managed services (e.g., Hospital At Risk Program, 
Integrated Chronic Disease Management [ICDM], and mental health services) 

• Were experiencing a change to, or risk to, the carer relationship, thereby putting client 
independence at risk 

• Were at high risk of failure to achieve goals without STCM. 

Target client group  

Clients selected were those who could benefit from the short-term involvement of a case 
manager, assisting them to access supports and resolve issues that required more time and 
more intensive effort than the ‘usual’ time considered reasonable for multi-agency care 
coordination. 

Care was taken to select clients who required short-term, rather than long-term, case 
management. Clients with complex needs that required long-term case management were 
referred to packaged care.  

A client waiting for an ACAS assessment or a client who was already on a CACP waiting list 
could be eligible for the short-term case management service if the person was deemed to 
have short-term goals that they were motivated to achieve and that could increase their 
independence and wellbeing. The primary intention of the short-term case management 
service was not to provide monitoring or case management for people on package care wait 
lists unless there was a clear and achievable goal which otherwise would not be met. 

As the focus of the pilot was on short-term case management, it was intended that the project 
target older clients, rather than younger people with a disability. Disability services offer 
planning and support and intensive case management, if required, for younger people with a 
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disability. Likewise, people with a mental illness were referred to mental health services for 
case management support. 

Data reporting in the STCM pilot 

Participating HACC assessment services were required to collect client level data and some 
service system data. Hours of case management are reported under the ‘case management’ 
MDS data item. Only hours of case management delivered for the purposes of this project 
were reported under this data item. 

Data collection was required for at least a twelve-month period. Data included current MDS 
data collected and additional information linked to the HACC MDS through the statistical 
linkage key. 

Data for each client were collected by case managers (using specified data collection forms):  

• Pre-case management  
• At the six-week review – formal data collection review point  
• Post-case management 
• At three-month follow-up (phone call).  

STCM Pilot Period 

The short-term case management pilot period technically commenced in May 2011; however, 
given the varying commencement dates of case managers in the six pilot sites, effectively the 
pilot period was from August 2011 to December 2012. The six HACC assessment services 
participating in the pilot were required to collect client level data and some service system 
data for the duration of the project.  

Counting case-management hours for the pilot  

Recording of case management hours was consistent with the MDS counting rules for 
assessment and care coordination for HACC assessment services. 

1.3  Questions addressed in the evaluation 
To test the benefits of short-term case management in the HACC program, a pilot was 
established in six designated HACC assessment services. Short-term case management is 
defined as a time-limited, intensive intervention (longer than usual care coordination: up to 
30 hours of active case management over a twelve-week period), with flexibility to balance 
number of weeks and hours.  
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Specific objectives of this project were to: 

1. Describe the short-term case management client group and evaluate the impact of 
intensive short-term case management for a targeted group of HACC clients. 

2. Determine whether short-term case management in the HACC program: 
a. Supports the ASM objectives (assists clients to remain living at home for as long 

as possible) 
b. Demonstrates potential to prevent unwarranted escalation to higher levels of 

support from HACC or packaged care. 
3. Describe how the program was delivered at the six sites and identify elements of the 

service delivery models that led to good outcomes for clients (e.g., staffing 
arrangements, links to the HAS team, and expertise). 

4. Make recommendations on potential benefits of funding short-term case management 
as a HACC-funded activity.  

Scope and framework 

The over-arching question addressed by the project was: How effective was short-term case 
management for HACC clients with complex needs or circumstances? 
The evaluation methodology was organised around four main research questions:5 

1. What did the pilot do? 

2. How well was it done?  

3. Did it make any difference to clients? 
4. What aspects of the pilot can be identified as having made a difference? 

Associated questions were: 

• Does short-term case management assist individuals to maintain their independence? 
• Does it promote clients’ wellbeing? 
• Does it potentially prevent unwarranted escalation to higher levels of support from the 

HACC program or from packaged care?  

A range of quantitative and qualitative techniques were used to address the questions, using a 
simplified program logic framework (see Figure 1). 

 

                                                 

 
5 Results Based Accountability. See Friedman, M. (2005). Trying hard is not good enough. Booksurge. 
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Figure 1: Simplified program logic framework 

 
 
The evaluation framework focused on: 

1. What was done? (How many clients? What kinds of clients? Did the pilot do what it 
was supposed to do?) 

2. How well was it done? (What was actually provided to clients? What was important 
in the way the service was offered or provided? What elements of the service delivery 
models were seen to be most supportive for staff and effective in terms of 
organisational objectives?) 

3. Did it make a difference to client outcomes? (Did it have an impact on clients’ 
independence? Did it make a difference to clients’ service use? What elements of the 
service delivery models were seen to be most effective in terms of their impact on 
clients?)  

4. (If possible): What aspects of service delivery models were associated with good 
client outcomes? 

In addition to using major quantitative outcome indicators (such as functional ability and 
service use), we used aspects of the Most Significant Change (MSC) methodology,6 which is 
particularly appropriate when dealing with changes in organisations and people’s lives that do 
not fit neatly into “indicators”. It was recognised that the most significant changes associated 
with the pilot might not be represented by the major indicators but could be connected to 
more subtle and less measurable changes in people’s lives, such as feeling heard and 
supported.  

                                                 

 
6 Davies, R., & Dart, J. (2005). The most significant change (MSC) technique: A guide to its use. 
http://www.clearhorizon.com.au/our-company/flagship-techniques/most-significant-change/  
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2. Evaluation Methods 

2.1   Evaluation Questions and General Methodology 

Evaluation Question 1: What was done? 

This question focused on the activities of the pilot and the clients included in the pilot 
program.  

Data on clients  
1a.  Basic data on clients were taken from the Short-term case management data collection 

form (STCM-DCF) (e.g., reason for referral, carer status, health conditions, and 
functional status). 

1b.  Matched data from the HACC MDS were used to describe other client characteristics 
(e.g., country of birth, Indigenous status, accommodation, and living arrangements). 
Analyses determined the degree to which the STCM pilot has managed to incorporate 
HACC special needs groups. 

Data on activities undertaken with STCM clients  
1c.  Data from the STCM-DCF were analysed to summarise statistics on proportions of 

clients for whom: a Living at home assessment was undertaken; a care plan resulted; 
and referrals to services (both HACC and non-HACC) were made. 

1d.  Data from the STCM-DCF and the HACC MDS were used to describe the number of 
hours of case management provided to clients. 

1e.  De-identified case studies at Stage 1 and Stage 2 were coded to describe how clients 
were selected and what activities were undertaken. 

Data on program implementation 
1f.  Interim project reports from the sites (collected at the end of Stage 1 only) were 

analysed to summarise information on program implementation. 

Evaluation Question 2: How well was it done? 

This question focused on aspects of implementation that could affect outcomes for clients, 
and on the quality of the service provided to clients. 

Quality from the client perspective  
2a.  Care plan documents were analysed, with a focus on categorising clients’ documented 

goals.  

Quality from the agency perspective (comparison of STCM clients with other HACC clients) 
2b.  HACC MDS data were used to compare pilot participants with other clients of the 

same service. This analysis demonstrated how the program was targeted in each 
service (e.g., age group; indications of need). At Stage 1, the 79 clients were 
compared with the whole HACC client group at the six sites. In Stage 2, we also 
examined change in service use over time. 

2c.  Interim project reports from the six sites were analysed to compare how STCM was 
implemented at each of the sites.  
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Quality from the perspectives of staff 
2d.  Two rounds of interviews with managers and case managers were conducted to 

describe how the program was implemented at sites. In Stage 1 (September 2012), the 
first round of interviews was conducted face-to-face at project sites. In Stage 2 (April 
2013) the second round of interviews was held by telephone in April, 2013 and 
supplemented with a written questionnaire. Interviews focused both on quality of the 
service and on issues that may have impacted on implementation of the pilot.  

Evaluation Question 3: Did the program make a difference to client and carer 
outcomes? 

This is the most important of the three evaluation questions posed. We examined outcomes 
related to the main indicators suggested by the program logic framework (functional status 
and service use). In Stage 2 more subtle indications of program impacts and outcomes were 
also sought, using the Most Significant Change technique. 

Changes to functional status 
3a.  Changes to functional status over the period of the case management (pre to post) 

were recorded on the STCM-DCF.  
3b.  Changes to functional status were also recorded in the de-identified case studies and 

in case manager interviews. 
Changes to service use  
3c.  The STCM-DCF described changes in client service use from the case managers’ 

perspective. 
3d.  The HACC MDS was used to identify any changes to HACC service use. For each 

STCM client, data from the quarters immediately before case management 
commenced, the quarter in which it commenced, and subsequent quarters were used. 

3e.  The HACC MDS was also used to compare change in service use of STCM clients 
with that of clients from the same councils. This indicated whether changes in the 
service use of STCM clients were similar to or different from changes for clients who 
were not provided with the STCM service. 

Changes to carer outcomes  
3f.  The STCM-DCF described changes in carer service use and capacity to care from the 
case managers’ perspective 
Other outcomes (Stage 2) 
3g.  Case managers were asked to submit written Most Significant Change (MSC) stories. 

These stories provided open-ended information on the kinds of changes that case 
managers thought were important, as well as on a wider range of outcomes for clients. 

3h.  Program managers and coordinators were also given the opportunity to submit their 
stories on the Most Significant Changes observed in staff or in their organisations.  

3i. Clients who had been discharged from STCM and who consented to be contacted 
were also asked for their MSC stories via telephone interviews. 

3j.  A workshop was held with department staff and site managers/team leaders in May, 
2013 to facilitate the MSC process. All stories received from staff and clients were 
read aloud and categorised into domains. Stories within each domain were then 
discussed further and the most significant story in each domain was selected. 
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2.2  Data sources 
Sources of data and the questions that each source addressed are set out in Table 1. Methods 
are described in more detail below. 
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Table 1: Sources of data to address each question 

Questions Sources of data 

 STCM data collection 
form & Clients’ care 
plans 

Three-month client 
follow-up 

HACC MDS data for 
STCM clients and non-
clients 

Project reports Interviews with staff  De-identified case 
studies and Most 
Significant Change 
stories 

1.  What was 
done? 

Reasons for referral 
Caregiver status 
Health conditions 
ADL functioning 
What client goals 
were addressed? 

 N clients and 
description: 
- demographics 
- country of birth 
- Indigenous status 
- accommodation 
- living arrangement 
- service use  

How was STCM 
delivered at the six 
sites? 
 

 How were clients 
selected? 
What activities were 
undertaken? 

2.  How well was 
it done? 

Were goals met?  How well was the 
program targeted? 
Compare clients with 
HACC groups. 

How well was STCM 
delivered at the six 
sites? 
What elements of the 
models assisted staff 
and organisations? 

How well was the 
program implemented? 
How ‘good’ was the 
service? 
 

What was actually 
done with clients?  
What MSC (for staff) 
were evident? 

3. Did it make a 
difference to 
client 
outcomes? 

Were there any 
changes to client 
functional status? 

What was clients’ 
service use three 
months post-
discharge? 

Examine changes in 
service use. 
Change in HACC 
Assessment hours and 
service use 
(intervention vs. non-
intervention). 

What elements of the 
service delivery models 
did managers think 
made a difference? 

How did case 
managers perceive 
impacts on clients? 
 

What difference did 
the program seem to 
make? How did 
clients respond? 
What MSC (for 
clients) were evident? 

MSC = Most Significant Changes 
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STCM Data Collection Form 
The six participating agencies returned 79 Data Collection Forms (DCFs) in Stage 1 and 99 
DCFs in Stage 2: a total of 178 for the pilot. These forms included information on client 
characteristics, some process data (e.g., whether a Living at home assessment had been 
completed; and whether referrals to services were made), and some outcome data (e.g., 
change in client functional status; change in carer capacity to care; and change in service 
use). 

The DCF went through several design changes. Some of these changes were made as a result 
of difficulties with the form becoming obvious when data were entered in Stage 1. Changes 
in items meant that some data collected prior to the ultimate version of the DCF (August 
2012) were not very reliable or could not be compared with data collected after changes were 
made to the form. 

All clients in the Stage 1 data set commenced STCM between December 2010 and April 
2012. The second batch of DCFs submitted to the evaluation team included information on 
clients collected up until December 2012. Data in these forms were entered and analyses 
carried out in Stage 1 were repeated and extended for Stage 2. 

This report includes analysis of the combined Stage 1 and Stage 2 data sets where possible, 
given changes to the DCF, and where no significant differences were found between items in 
the two stages. 

HACC Minimum Data Set 
The aims of matching clients to the HACC MDS were to: 

1. Obtain further demographic data. 
2. Compare STCM clients with other clients from the same services on demographic 

characteristics (to see how targeted the STCM program was). 
3. Trace changes in service use from the quarter prior to STCM to that after STCM. 
4. Compare changes in service use over time between STCM and non-STCM clients. 

The HACC Minimum Data Sets for 2010–11 and 2011–12 and the first two quarters of 2012–
13 were provided. First, data from the 10 quarters were compiled in one file. Then, client 
records were selected if clients lived in the six LGAs participating in the pilot or if the 
service provider was the council. Records were deleted if they had missing data on letters of 
name. Data on service use and assessment information were “accumulated” for clients, using 
the statistical linkage key, SLK581, to identify individual clients. Records were selected if the 
client received any services from the council. This resulted in a data set with 37,984 client- 
level records spanning service use across 10 quarters.  

Next, client records from the DCFs were matched to the MDS, again using the statistical 
linkage key SLK581. STCM clients with non-matching records were individually searched 
for in the HACC MDS. Altogether, 175 STCM client records were matched with the HACC 
MDS records. 

STCM clients in the HACC MDS 

The quarters in which the 175 clients started STCM are represented in the Table below. Over 
half of the STCM clients were recruited in the first six months of 2012 (89 clients).  
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Table 2: HACC MDS Quarters in which clients began STCM  

HACC MDS Quarter STCM clients 

Date Designation N % 

July – Sept 2011 Q1 0 0.0 

Oct – Dec 2011 Q2 1 0.6 

Jan – Mar 2012 Q3 1 0.6 

April – June 2011 Q4 7 4.0 

July – Sept 2011 Q5 12 6.9 

Oct – Dec 2011 Q6 22 12.6 

Jan – March 2012 Q7 42 24.0 

April – June 2012 Q8 47 26.9 

July – Sept 2012 Q9 28 16.0 

Oct – Dec 2012 Q10 15 8.6 

Total   175 100.0 

The following figure illustrates the trend in representation of the STCM clients across the 10 
quarters of the HACC MDS, separately for Stage 1 and Stage 2 clients. Q1 is July–September 
2011 and Q10 is October–December 2012. This graph shows an increasing representation in 
the HACC MDS over time for these clients. However, the number of Stage 1 clients in the 
HACC MDS decreased after Q8 (May–June 2012), while the number of Stage 2 clients 
continued to rise. In Q10, 148 of the 175 STCM clients (83%) were receiving HACC 
services. 

Figure 2: Representation of STCM clients in the HACC MDS over time 
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Client Care Plans 
In stages 1 and 2 combined, 171 Care plans were provided to the project evaluation team. The 
quality of the documentation of goals in care plans varied across the sites and between short-
term case managers.  

The forms used for documenting care plans differed between councils; the SCTT Care 
Coordination Plan was used by some, while others developed specific tools that better 
facilitated a person-centred, goal-directed approach to care planning. This created some 
challenges for providing accurate analysis of goals documented within the care plans. An 
example of a care plan structure that facilitates goal-directed care planning with a person-
centred approach was provided in the Interim Report at the end of Stage 1 of the evaluation. 

De-identified case studies 
The project team received 28 de-identified case studies of clients who received STCM as part 
of the pilot. Fifteen were received in Stage 1 and 13 in Stage 2. Case managers documented a 
range of details including the reason for referral, a brief background of the client, processes 
involved in the case management, including goal-setting and review. Outcomes for the client, 
as well as challenges faced and learning gained by case managers, were also noted.  

In Stage 1, the level of detail, kind of information and format of documentation varied 
between the sites, which restricted the capacity to make generalisations across the case 
studies. At the end of Stage 1, a case study template was provided to create better consistency 
for Stage 2 analysis. In Stage 2 case managers were asked to provide one positive case study 
and one challenging story. For the most part, challenges reported by case managers were 
overcome, but in some situations factors that impacted on outcomes were outside case 
managers’ control.  

Trends across the case studies were drawn out by coding themes identified in one or more 
case studies. 

Program managers’, case managers’ and assessment officers’ views 
Information gained through a variety of methods: Case managers’ comments about their case 
studies, Interim Project Reports from site managers, Stage 1 and 2 interviews with case 
managers, site managers and assessment officers; and Stage 2 questionnaires from case 
managers and site managers: 

• The methodology for gathering information on case studies is presented above. 
• Interim Project Reports were provided by the pilot sites in May, 2012. 
• In September, 2012 a total of 22 face-to-face interviews were conducted with staff 

from the six pilot sites on implementation of the pilots: seven Case Managers, nine 
Managers/Coordinators and six Assessment Officers. Interviews were transcribed in 
full and coded for themes (see Appendix 3).  

• Twelve follow-up telephone interviews were conducted in March 2013 with staff 
from the six pilot sites, including seven case managers, and five site 
managers/coordinators, to capture any major changes that impacted on the provision 
of the STCM program during Stage 2 of the project. Case managers and site managers 
were asked what had helped or hindered them since the previous interviews in Stage 1 
of the project. Interviews were transcribed in full and coded for themes. 
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• Brief written questionnaires were completed by site managers and case managers to 
augment the follow-up interviews. Five site managers completed questionnaires about 
their views on changes they had observed in the STCM program since the initial 
round of interviews in 2012. Seven STCM Case Managers completed a questionnaire 
designed to gather their impressions of changes to the STCM program since the initial 
round of interviewing in 2012, and any changes they would like to see in the future. 

Most Significant Change Technique 
The Most Significant Change (MSC) technique is a form of participatory monitoring and 
evaluation.7 It is participatory, as many project stakeholders can be involved in analysing the 
data. MSC contributes to evaluation, as it provides information on the impacts and outcomes 
of a program that can be used to help assess the performance of the program as a whole. MSC 
does not make use of pre-defined indicators, especially ones that have to be counted and 
measured.  

MSC is considered to be an appropriate tool when looking for the effect of an intervention on 
people’s lives. It can deliver a rich picture of what is happening, rather than an overly 
simplified picture where impacts and outcomes are reduced to a single number. It is also a 
good means of identifying unexpected changes. The process involves the collection of 
significant change stories from the field level, and a systematic selection of the most 
important of these by a panel of designated stakeholders or staff. 

A total of 27 significant changes stories were collected by the project team from staff (site 
managers and case managers), and clients. Clients and staff were asked two questions: 

1. From your point of view, what was the most significant change that resulted from 
your involvement in the HACC Short-term case management pilot in the last 12 
months? 

2. WHY do you consider this change to be the most significant one? 

A template was provided to staff, which they completed and returned to the project team. 
Staff members were encouraged to write significant change stories that related to their work 
with clients and/or personal change.  

Fourteen clients who had previously consented to being contacted by telephone relayed their 
significant change stories to members of the project team. The interviews were recorded and 
transcribed in full. 

Site managers and Department representatives were invited to attend a half-day workshop, 
facilitated by the project team, to select stories. The task was to reduce the 27 stories gathered 
to one story per domain of change. 

Domains are broad and often fuzzy categories of possible changes that can be pre-defined or, 
as in this case, may emerge from the stories. After an initial reading (out aloud) by the group 
of all the stories submitted, four domains emerged. Two stories were deemed to have either 
too little information to be considered, or were not about ‘change’. The remaining stories 
were designated against the following domains: 

                                                 

 
7 http://www.mande.co.uk/docs/MSCGuide.pdf  

http://www.mande.co.uk/docs/MSCGuide.pdf
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1. Changes to scope of practice and models of service provision/delivery that are 
consistent with ASM; for example, flexibility (3 stories). 

2. Change to carer capacity and or family dynamics (3 stories). 

3. Change in perceived barriers to receiving support and feelings of security and 
being supported (5 stories). 

4. Changes to client capacity and levels of independence (14 stories). 

The stories in each domain were then discussed and the most significant story in each domain 
decided on by vote.8 

                                                 

 
8 Stories have been edited slightly to improve readability and ensure confidentiality 
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3. Evaluation Findings 
This section of the report summarises data from each major source of information. It includes 
a data analysis summary for each of the six participating services, and differences between 
the services. The subsections of the report are: 

3.1 What was done? – Inputs 

• To whom was STCM offered? – Client characteristics 

• What was offered? – Service hours and duration 

• What was the focus? – Client goals 

This information was gathered from the STCM-DCFs, the HACC MDS, and clients’ 
care plans. 

3.2 How well was it done? – Implementation and practice  

• How well was STCM targeted? 

• What happened at each of the sites? 

• What were program managers’ and case managers’ views? 

This information was gathered from a variety of sources including the HACC MDS, 
site reports, case studies, and questionnaires and interviews with program managers 
and case managers. 

3.3 Did it make a difference to clients? – Outcomes 

• Impacts on clients and carers 

• Impacts on service use 

• Most significant changes 

Quantitative information was gathered from the STCM-DCFs and the HACC MDS 
and qualitative information was available from the de-identified case studies and 
gathered using the Most Significant Change technique. 
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3.1 What was done? – Inputs 
This section of the report is about inputs to the STCM pilot.  The sections of the report are: 

3.1.1 Characteristics of STCM clients: Information from the DCF 

3.1.2 Characteristics of STCM clients: Information from the HACC MDS 

3.1.3 Characteristics of STCM provision: Duration and hours 

3.1.4 Client goals. 

Rather than being included in section 3.1, client information that was available before and 
after STCM has been included in section 3.3 on Outputs. This includes ratings of client ADL 
and IADL capacity and carers’ capacity to continue caregiving. 

3.1.1 Characteristics of STCM clients: Information from the DCF 

In Stage 1, the STCM sample included 79 clients from the six participating pilot sites, while 
in Stage 2, the sample included 99 clients. Characteristics of the total sample (N = 178) are 
set out below. Clients in the two stages did not differ on any of these measures. 

Table 3: Characteristics and location of clients in HACC STCM Pilot (stages combined) 

Characteristic % of total sample 

N=178 

Age group 
Up to 59 
60 to 69 
70 to 79 
80 to 89 
90 and over 

 
2.8 
20.8 
29.8 
39.3 
7.3 

Gender 
Men 
Women 

 
36.5 
63.5 

Status as clients 
New  
Old 
Missing 

 
39.9 
59.6 
0.6 

Location 
Site 1 
Site 2 
Site 3 
Site 4 
Site 5  
Site 6 

 
20.8 
10.1 
9.0 
18.5 
21.3 
20.2 

 

Most STCM clients were aged between 70 and 89 (69.1%) and about two-thirds were 
women. Over one-third were new clients. 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing  33 

   

The following tables (Tables 4 and 5) set out pre-STCM process descriptors (i.e., what the 
clients came to the STCM service with). These data items were collected in Part B of the 
Data collection form.  

Table 4: Service characteristics of clients in HACC STCM Pilot (stages combined) 

Characteristic % of total 
sample 

N=178 

Living at home assessment conducted 
Yes 
No  
Missing 

 
88.2 
11.2 
0.6 

Person already waitlisted for services as result of LAHA 
Yes 
No  
Missing 

 
21.3 
59.6 
19.1 

Number of services waitlisted 
0 
1 
2 
3 
4 

 
78.6 
15.2 
4.5 
1.1 
0.6 

Estimated waiting time for all services (42 services) 
Not able to estimate 
Less than 4 weeks 
4–8 weeks 
More than 8 weeks 

 
40.5 
14.2 
33.3 
11.9 

 

Table 5: Care plan developed at LAHA (Stage 1 and Stage 2) 

 Stage 1 
N = 79 

% of sample 

Stage 2 

N = 99 

% of sample 

Care plan developed at LAHA 
Yes 
No  
Missing 

 
53.2 
41.8 
5.1 

 
55.6 
41.1 
3.3 

 

The clients at Stage 2 did not differ from those at Stage 1 on any of the pre-STCM service 
characteristics. However, data were not combined on the question of whether a care plan had 
been developed during the Living at home assessment, mostly because in Stage 1 we found 
that responses to this question were unreliable. Case managers varied in their interpretations 
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of what the question meant, some referring only to a full care plan, while others responded 
“Yes” to much more rudimentary service plans. In Stage 2, the revised DCF made it clear that 
‘care plan’ referred to the HACC assessment care plan.  

Most clients at Stage 2 of the pilot already had a Living at home assessment and slightly over 
half had a care plan developed as a result.  

The following table combines Stage 1 and Stage 2 data for services waitlisted as part of the 
Living at home assessment care plan.  

Table 6: Services waitlisted as part of HACC assessment care plan (stages combined) 
Characteristic Total 

N = 60 (services) 

Services waitlisted as part of LAHA care plan 
CACP 
EACH 
PAG 
PAV 
Allied health 
Transport 
Linkages 
Chronic Respiratory Disease Program 
ACAS 
Home modifications 
Other 

 
13 
5 
7 
5 

11 
2 
2 
2 
3 
2 

10 

 

Approximately one in three clients had been put on a waiting list for services following the 
Living at home assessment. The most common service listed as part of this process was a 
CACP (n = 13), followed by allied health services (n = 11).  

Overall, 50% of clients were placed on a waiting list for a CACP, EACH or allied health 
services.  

Reasons for referral 

Case Managers were asked to indicate reasons for the referral to STCM in Part C of the DCF, 
and were able to tick as many as applied. The following table sets out the options available 
and the number of options chosen for each client. For Stage 2 an additional six categories 
were added to the DCF. Because of this change, data were not combined across stages in the 
following table. 
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Table 7: Reason for referral to STCM (Stage 1 and Stage 2) 

Reason for referral 
Stage 1 
(n = 79) 

% 

Stage 2 
(n = 99) 

% 

Physical health issues 60.3 61.6 

Other 32.9 17.2 

Psychosocial or emotional issues 29.5 40.4 

Complex care plan 28.6 22.2 

Change in carer relationship (%) 26.9 24.2 

Cognitive impairment 22.4 21.1 

Housing Issues  13.1 

Financial issues  8.1 

Risk of homelessness  4.0 

Functional status  20.2 

Social Isolation/social support  24.2 

Difficult to engage in services  17.2 

 

Table 8 shows the number of reasons for referral given for clients at each stage of the project.  

Table 8: Number of reasons for referral to STCM (Stage 1 and Stage 2) 

 
Stage 1 
(n = 79) 

% 

Stage 2 
(n = 99) 

% 

Number of reasons for referral  
0 
1 
2 
3 
4 
5 
6 
7 
8 
9 

 

1.3 
45.6 
29.1 
10.1 
8.9 
2.5 
2.5 

 

0.0 
21.2 
31.1 
17.2 
15.2 
7.1 
6.2 
1.0 
0.0 
1.0 

In Stage 2, just over half of the clients had one or two reasons for referral. The most common 
reason by far was physical health issues (62% of clients). Psychosocial or emotional issues 
were also prominent (40%). The average number of reasons for referral increased 
significantly from Stage 1 to Stage 2, from 2.0 to 2.7 (p < .001). This reflects the higher 
number of options provided in the DCF in in Stage 2.  
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Diagnosed health conditions 

There was considerable confusion in Stage 1 about how to complete this part of the DCF 
(Part E). Up to three diagnosed health conditions impacting on a client’s need for STCM 
could be circled and one of those should then have been nominated as the primary diagnosis.  

In Stage 1, as Table 9 shows, 5% of the DCFs listed no health conditions and 10% listed 
more than three conditions. In addition, the primary diagnosis column often contained more 
than one “primary” diagnosis. This part of the DCF was re-designed for Stage 2 of the 
evaluation to facilitate more consistent completion.  

No comparison of diagnoses between Stage 1 and Stage 2 clients was attempted, because of 
the change in design of the DCF.  

Table 9: Number of diagnosed health conditions impacting on client need for STCM (Stage 1 
and Stage 2) 
Number of health conditions Stage 1 

% 
Stage 2 

% 

0 
1 
2 
3 
4 
5 

5 
22 
19 
23 

8 
2 

-- 
21 
25 
44 
10 

- 

 

In Stage 2, most clients had between one and three conditions that impacted on their need for 
STCM. The actual conditions recorded in Stage 2 are set out in the table below. The table is 
set out so that conditions are ranked in order of how often they were nominated as having 
prompted the need for STCM. 
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Table 10: Diagnosed health conditions and prompted need for STCM (Stage 2, ranked in order 
of prompted need) 

 
Stage 2 Any diagnosis 

Primary 
diagnosis 
(N = 88) 

Condition prompted 
need for STCM 

n 
% of 

sample 
% 

n 
% of 

sample 

Other (specify) 52 52.5 21.6 34 34.3 

Arthritis 43 43.4 18.6 13 13.1 

Psycho affective 24 24.2 8.2 12 12.1 

Dementia 12 12.1 8.2 10 10.1 

Diabetes 26 26.3 11.3 10 10.1 

Vision 13 13.1 8.2 8 8.1 

CVA 0 0.0 7.2 6 6.1 

Fracture 10 10.1 4.1 4 4.0 

CLRD incl. emphysema 7 7.1 4.1 4 4.0 

Parkinson’s 5 5.1 4.1 3 3.0 

Heart disease 19 19.2 3.1 3 1.0 

Osteoporosis 4 4.0 0.0 1 1.0 

Hypertension 14 14.1 1.0 0 0.0 

Total 229  100.0 94  

The most common diagnoses were Arthritis and Diabetes, followed by Psycho-affective 
disorders and Heart disease. Case managers listed a range of issues under ‘Other’, many of 
which were not diagnoses or health conditions.  
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3.1.2 Characteristics of STCM clients: Information from the HACC MDS 

Table 11 below describes clients of the six participating sites on some key demographic 
characteristics in the HACC MDS.  

Table 11: Client characteristics (HACC MDS) 

  N in analysis Total 

% 

Indigenous status 175 0.6 
CALD background 175  

Australia  66.3 

Other ESB  7.4 

CALD  26.3 

Language other than English 173 11.6 

Lives alone 174 63.8 
Accommodation 

Private – owned 
Private – rental 
Other 

175  
80.0 
13.7 
6.3 

Pension status 
Aged Pension 
Other Pension 
No Pension 

175  
80.0 
17.1 
2.9 

Has a carer 172 25.4 
Has DVA status 162 5.6 

Almost two-thirds of clients were born in Australia, and only one client recorded Indigenous 
status.  

Differences between providers were not analysable for some client characteristics because 
cell numbers were too small for valid analysis. However, the proportions of clients from 
CALD countries (and who spoke languages other than English) were notably higher in two of 
the sites (Sites 4 and 5) than in the other four. 

About two-thirds of clients lived alone. In all regions, about 80% of clients lived in their own 
homes (owned or being purchased), but almost 20% of clients in Sites 3 and 5 were in rental 
accommodation.  

About 80% of clients in all participating sites except one (Site 3) received the Age pension. 
Site 2 had the highest proportion of clients with DVA status (all gold card).  

About one-quarter of clients had a carer (though this varied between sites: none in Site 3 had 
a carer, and one-third or more of clients at Sites 4 and 5 had a carer). 
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3.1.3 Characteristics of STCM provision: Duration and hours 

This section of the report examines the hours of STCM provided to clients and the duration of 
case management. This information came from the DCF. 

Duration of case management 

The duration of case management (see below) was calculated by looking at the difference in 
days between the date STCM commenced and the date it ceased. Duration of case 
management is the total time the person was enrolled in the program (in days) and does not 
necessarily reflect the actual ‘contact’ time the person received.  

The duration of case management should be considered along with the number of hours of 
case management clients received (see Table 13 in conjunction with Table 12).  

Table 12: Duration of STCM (days; stages combined) 

Statistic N = 177 

Mean 79.5 

Median 78 

Mode 70 

Inter-quartile range9 56–98 

Minimum 3 

Maximum 224 

The shortest duration of case management was three days, while the longest was 224 days. 
The average duration of the case management was 80 days (11 weeks and 3 days) while the 
median—the middle value when all values are arranged in order—was 78 days. The average 
duration of STCM by pilot site, comparing Stage 1 and Stage 2, is shown below. 

The average duration of case management in both stages differed significantly between 
providers (see Figure 2) and increased between Stage 1 and Stage 2 from 69 to 88 days—a 
statistically significant change (p = .002). 

The following figure illustrates the difference between providers in duration of case 
management at Stages 1 and 2 combined, and shows the very large variability in duration 
between sites. 

                                                 

 
9 The interquartile range, also known as the “mid-spread” or “middle fifty”, is more formally defined as the 
range between the 25th and the 75th percentile. This range is represented by the box in a boxplot. 
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Figure 3: Average duration of case management by site (Stages 1 and 2) 

 
This boxplot illustrates the median (middle) value and the range (25th percentile to 75th 
percentile), and includes extreme values as small circles (outliers) and very extreme values as 
stars (see case 178).  

In the figure above, it is clear not only that the median for Site 5 (108 days) was higher than 
for the other sites, but also that their range of values was also larger. On the other hand, Site 3 
and Site 6 recorded the shortest median periods of STCM, at 59 days.  

The guideline for duration of short-term case management was originally set at a maximum 
of 30 hours over a twelve-week period (84 days). Nearly two-thirds (60.5%) of clients 
required 84 days or fewer for their case management. This supports the conclusion that 
STCM guidelines on duration are about right, but there needs to be flexibility to incorporate 
the one-third of clients who require longer than 12 weeks, and to focus on the hours that case 
managers invest in each client.  

Number of hours of Case management 

In Part I of the DCF, case managers were asked to indicate the total case management hours 
provided to each client. The following table provides these hours for the two stages combined 
as there was no significant change between Stage 1 and Stage 2. Six clients had missing data 
on estimated hours of case management provided. 
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Table 13: Hours of case management (total across all sites, stages combined) 

Hours case management 
All clients 
N = 172 

Mean 
Median 
Interquartile range 
Min 
Max 

15.6 
12.5 
8.2–20.0 
1.5 
68.0 

 

Across both stages, the number of hours of case management varied from 1.5 to 68, with an 
average of 15.6 and a median of 12.5. 

At both stages, the six sites differed significantly in the hours of case management they had 
provided per client (F = 6.50, p < .001).  The provider with the highest number of case 
management hours in total (including all clients at both stages) was Site 5 (782 hours), while 
the one with the lowest was Site 3 (241 hours). The difference between sites on the hours of 
case management per client is illustrated in the following box-plot.  

Figure 4: Estimated hours of STCM per client in both stages by site 
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The figure shows that Site 5 and Site 2 provided the highest number of hours per client, while 
Site 6 provided the lowest. The figure also shows that Site 5 provided a greater range of hours 
of STCM to each client than did the other councils. All services had a few clients with 
outliers (circles) or extreme values (stars) for hours of case management provided to clients. 

The indicative maximum indicated by the guidelines was 30 hours of case management. Most 
clients (90.2%) required 30 hours or fewer, indicating that this guideline covers most cases. 

What predicts duration and hours of STCM per client? 

The combined data sets for Stage 1 and Stage 2 were used to examine what might be 
associated with duration of case management and estimated hours per client. These are 
important outcome variables because they indicate the level of investment required for 
particular clients. 

Predictors included in the analyses were: 

• Control variables – stage 
• Demographic variables – gender and age 
• Indicators of complexity 

o Absence of a caregiver 
o Functional dependence 
o Cognitive and behavioural issues 
o Number of health conditions 
o Number of client goals 

• Outcomes 
o Change in client IADL 
o Change in ADL capacity  
o Goal achievement. 

Because they were exploratory, these analyses used simple stepwise regression.  

The variables that best predicted a long duration of case management (for N = 156) were all 
to do with client conditions: 

• Hypertension 
• Not having vision problems 
• Arthritis 
• Psycho affective conditions 
• Change in IADLs. 

When medical conditions were not included in the analysis, the only predictor of long 
duration of case management was change in IADLs. 

Variables not associated with duration of case management included: gender; having a carer; 
memory issues; behavioural issues; number of goals; and goal achievement. 
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Variables that best predicted a large number of hours of case management (for N = 153) were 
to do with client conditions: 

• Psycho affective disorders 
• Diabetes 
• Parkinson’s disease. 

When medical conditions were not included in the analysis, no variables predicted hours of 
case management. When the method of selecting predictors was changed  
(to backward deletion of variables), the number of client goals emerged as a significant 
predictor of a large number of hours of case management. 

These analyses indicate that clients’ health conditions are strong predictors of both how many 
hours of case management are required by clients and over what period. One outcome-related 
measure—change in client IADL capacity—also predicted the duration of case management: 
the longer clients were engaged in STCM, the more likely they were to achieve 
improvements in function. The number of hours of case management was also associated 
with the number of client goals identified. The following section of the report describes these 
goals in more detail. 

 

3.1.4 Client goals 

In stages 1 and 2 combined, 171 Care plans were provided to the project evaluation team. The 
quality of the documentation of goals in care plans varied across the sites and between short-
term case managers.  

Forms used for documenting care plans differed between the councils; the SCTT Care 
Coordination Plan was used by some, while others developed specific tools that better 
facilitated a person-centred, goal-directed approach to care planning. This created some 
challenges for providing accurate analysis of goals documented within the care plans. An 
example of a care plan structure that facilitates goal-directed care planning with a person-
centred approach was provided in the Interim Report at the end of Stage 1 of the evaluation.  

Client goals for both stages were coded as per the categories in the table below. ‘Service 
Provision as Goals’ categories were used to capture goals not recorded as client-centred goals 
(e.g., refer client to physiotherapy).  
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Table 14: Framework for Categorising Care Plan Goals 

Category Sub-
category 1 

Sub- 
category 2 

Sub- 
category 3 

Sub- 
category 4 

Sub- 
category 5 

Sub- 
category 6 

Independence 
in:  
Personal ADL  

Bathing Toileting Dressing Medication 
management 

Eating Personal 
ADL other/ 
unspecified 

Independence 
in:  
Domestic ADL  

Meal 
preparation 

Household 
cleaning 

Clothes 
washing 

Home/ 
garden 
maintenance 

 Domestic 
ADL other/ 
unspecified 

Independence 
in:  
Community ADL 

Reducing 
social 
isolation 

Improving 
community 
access 
(transport) 

Improving 
Financial 
management 

Engaging in 
education, 
employment 
or 
volunteering 

 Community 
ADL other/ 
unspecified 

Health and 
Wellbeing 

Improving 
overall 
physical 
fitness and 
strength  

Improving 
weight 
management 

Improving 
mental 
health 

Improving 
cognitive 
function 

Improving 
management 
of an existing 
health 
condition 

 

Safety and 
Housing  

Reducing 
risk of falls 

Transitioning 
to new 
housing 

Investigating 
housing 
options (due 
to changes 
in support 
needs) 

Improving 
Personal 
Safety 

  

The Informal 
Care 
Relationship 

Improving 
carer health 
and 
wellbeing 

Improving 
the care 
relationship 

    

Service 
Provision as 
Goals: Home-
based 

Home help Personal 
care 

Meals Aids and 
Equipment/ 
Home mods 

Home 
respite 

Other home-
based 

Service 
Provision as 
Goals: Other 

Planned 
Activity 
Group (PAG) 

Respite 
service 

Transport Assessment Allied Health Other/ 
unspecified 

Inadequate 
information to 
code goals 
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Goals identified 

As Table 15 indicates, clients typically had more than one goal. The majority of clients had 
four goals or fewer and no client had more than 10 goals. Some clients had more than one 
goal in the same category; for example, 10 clients had two Community ADL goals.  

Table 15: Number of goals per client (stages combined) 
Number of goals % of clients 

0 
1 
2 
3 
4 
5 
6 
7 
8 
9 
10 

6.7 
11.2 
24.2 
19.7 
20.8 
10.1 
4.5 
1.1 
0.6 
0.0 
1.1 

 

The table and charts below illustrate the number of goals in broad categories and sub-
categories across both stages of the pilots.  

Table 16: Types of goals identified (stages combined) 

Types of goals N goals Total for types 

PADL goals 17 

Bathing 7 

Toileting 1 

Dressing 1 

Medication Management 3 

PADL unspecified 3 

DADL goals 43 

Meal preparation 11 

Household cleaning 14 

Other Domestic 18 

Community ADL 149 

Reducing social isolation 64 

Improving community access 24 

Improving financial management 27 
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Types of goals N goals Total for types 

Education, employment, volunteering 11 

Shopping 19 

Other Community ADL 4 

Health and wellbeing 115 

Fitness and strength 31 

Weight management/nutrition 16 

Mental health 15 

Cognitive function 7 

Management of existing health condition 46 

Safety and housing 80 

Reducing risk of falls 36 

Transition to new housing 7 

Investigate housing options 21 

Personal safety 16 

The care relationship 20 

Improve carer health and wellbeing 14 

Improve the care relationship 6 

Service provision as goals: home-based  101 

Home help 29 

Personal care 17 

Meals 20 

Aids and equipment 12 

Other home-based 23 

Service provision as goals: other 87 

Respite 9 

Transport 9 

Assessment 41 

Allied health 15 

Other 13 

Inadequate information 12 

Inadequate info to code 12 
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Distribution of Care Plan Goals 

As Figure 5 below indicates, of the nine goal categories, community activities of daily living 
(CADL) was the most represented, with 24% of goals falling into this category. The second 
largest category was health and wellbeing, with 18% of goals. A significant proportion of the 
goals were documented as service provision rather than a client-centred goal; for example, 
“Access interim home care assistance following discharge from hospital”, as opposed to “To 
be able to increase my ability to manage my home with the support of others as needed.” 
Approximately 16% of goals were focused on home-based service provision and 14% were 
about the provision of other services. Safety and Housing made up 13% of the goals. Goals 
focused on personal and domestic care made up a small proportion of total goals; 3% and 7% 
respectively. More than half of the service provision goals were home-based services, which 
include personal care, meals, and home help. 

Shifts in the types of goals recorded in Stage 2 were small. The proportion of community 
ADL goals decreased from 27% to 21.5%, while   Health and Wellbeing increased from 17% 
to 19.5% and Safety and Housing from 11% to 14%. 

Figure 5: Distribution of Care Plan Goals, (n = 625) 

 
 

A more detailed breakdown of the nine goal categories follows (see Figures 6-13 below).  
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Figure 6: Personal Activities of Daily Living Goals 

 

Figure 7: Domestic Activities of Daily Living Goals 
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Figure 8: Community Activities of Daily Living Goals 

 
 

Figure 9: Health and Wellbeing Goals 

 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing  50 

   

 

Figure 10: Safety and Housing 

 
 

Figure 11: Improving the Informal Care Relationship 
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Figure 12: Service Provision as Goals: Home Based 

 

Figure 13: Service Provision as Goals: Other  

 
 

Care Plan Example 

A Care Plan structure was provided at the beginning of Stage 2 to facilitate goal-directed care 
planning with a person-centred approach. This template is provided in Appendix 2.  

While we have identified a care plan that states goals from the client’s perspective as being 
ideal, goals do not always have to be written in clients’ words. It is often helpful for assessors 
and case managers to work with the client to explore their goals and agree on wording that 
makes sense to the client, their carer (if they have one), and the case manager or assessor. 
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3.2 How well was it done? – Implementation and practice 
This section of the report is about how STCM was implemented and the practices that case 
managers used. It covers: 

3.2.1 How well was the program targeted? 

3.2.2 De-identified Case studies.  

3.2.3 Implementation: Program managers’ and case managers’ views. 

 

3.2.1 How well was the program targeted? 

STCM clients were compared on selected characteristics with other clients of the six 
participating councils to see whether client complexity was a feature of STCM clients. The 
HACC MDS was used for these analyses. Clients were selected if they were over 18 years of 
age. Cases with missing data were also omitted. Over 36,000 clients were available for these 
analyses. 
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Table 17: STCM clients compared with HACC target group 

Vulnerability indicator STCM 
 
 

% 

Other clients – 
pilot sites only 

(18+) 

% 

Difference 

Indigenous status 0.6 0.4 NS 

COB/CALD background   

NS 

Australia 66.3 59.3 

Other ESB 7.4 6.7 

CALD 26.3 34.0 

Language other than English 11.6 19.8 0.006 

Lives alone 63.8 50.9 0.001 

Has no carer 74.4 74.4 NS 

Carer is not co-resident10 35.7 31.2 NS 

Aged over 8011 49.1 50.0 NS 

Aged over 9012 9.1 9.9 NS 

Memory problems 17.1 15.1 NS 

Behaviour problems 8.6 6.1 NS 

 

As Table 14 shows, the STCM pilot over-represented clients who lived alone. There were no 
differences between STCM clients and other clients on CALD background, but using a 
language other than English was under-represented in STCM clients. Indigenous status was 
low in both groups.  

STCM clients did not differ from other clients on carer availability or co-residence. STCM 
clients were no older than other council clients, and were no different in terms of 
experiencing memory or behaviour problems.  

STCM clients were no more vulnerable than other council clients on any criterion except 
living alone. 

 

                                                 

 
10 Only clients with carers included in these percentages, N = 8,732. 
11 In the last quarter in which the client was represented in the data set 
12 In the last quarter in which the client was represented in the data set 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing  54 

   

3.2.2 De-identified case studies 

The project team received 28 de-identified case studies of clients who received STCM as part 
of the pilot. Fifteen were received in Stage 1 and 13 in Stage 2. These case studies provide 
evidence of practice in short-term case management. Case managers documented a range of 
details including the reason for referral, a brief background of the client and processes 
involved in the case management, including goal-setting and review. (Outcomes for the 
client, as well as challenges faced and learning gained by case managers, were also noted; 
these are included in other sections of this report.)  

In Stage 1, the level of detail, kind of information and format of documentation varied 
between the sites, which restricted the capacity to make generalisations across the case 
studies. At the end of Stage 1, a case study template was provided to create better consistency 
for Stage 2 analysis. In Stage 2 case managers were asked to provide one positive case study 
and one challenging story. For the most part, challenges reported by case managers were 
overcome, but in some situations factors that impacted on outcomes were outside the case 
managers’ control.  

Trends across the case studies were drawn out by coding themes identified in one or more 
case studies. In both stages the level of detail and kind of information varied across the sites, 
which restricted the capacity to make generalisations across the case studies. Information 
drawn from the case studies has been coded under the following headings: 

• How were clients selected? 

• What activities were undertaken?  

• Challenges. 

• Conclusion. 

How were clients selected? 

The majority of clients featured in the case studies were referred internally by assessment 
officers and through council intake staff. There were some instances of referrals by ACAS 
and external allied health staff. In some cases assessment officers identified client goals 
before referral to STCM; for example, to participate in community activities, to regain 
independence with shopping and home care, or to better support spouse undergoing cancer 
treatment. In other cases, mostly where clients were referred from external agencies, goals 
were not identified until the client’s initial meeting with the STCM case manager. 

What activities were undertaken? 

Initial meeting 

The initial meeting with the case manager was typically used to explain the STCM program’s 
parameters, build rapport with the client, and begin to develop and/or clarify client goals. In 
the case of clients not currently receiving any formal services, case managers spent more time 
explaining the way the council worked and the kind of services available to assist the client to 
meet their goals. Some case managers also documented the use of motivational interviewing 
strategies and a strengths-based approach to help clients explore what they may be able to 
accomplish with the assistance of a goal-focused case management service.  
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Coaching and support 

The rapport-building process was used to help build client confidence and the motivation to 
develop goals, and then work towards achieving those goals. For example, one client was 
provided with counselling and emotional support to help overcome embarrassment associated 
with her disability. Case managers also worked with clients to develop strategies for 
improving the management of their day-to-day lives, including household organisation and 
medication management.  

Regular contact, both in person and over the phone, was used to provide support and 
encouragement to clients as well as to re-evaluate and develop additional goals.  

Referral to and liaison with other health and community services 

Almost all case studies noted referrals made to other services for assessment and intervention. 
These included council services, community organisations, ACAS and allied health. The 
most commonly utilised allied health services were physiotherapy to assist with mobility, 
occupational therapy for home modifications and equipment, and dietetics for meal plans to 
assist with weight loss and improved nutrition.  

Case managers liaised with doctors to obtain information and inform them about the clients’ 
goals within STCM. Case managers also liaised with other clinicians, and made referrals to 
counselling (mental health and financial), respite services, community transport, and a range 
of HACC services. Advocacy was also provided for clients through liaison with the Victorian 
Department of Human Services and other relevant parties, to assist with housing issues.  

Goals and strategies 

Case managers and other workers assisted clients to regain skills in household management 
and other ADLs. In order to make goals more achievable, some case managers used strategies 
to break goals down into achievable steps. For example, increased engagement in community 
activities was a common focus of STCM goals. Clients expressed interest in getting out of the 
house more, getting healthier or finding new friends, but lacked the confidence or motivation 
to investigate and follow through on options themselves. Case managers made these goals 
achievable by assisting clients to source options for social and educational engagement or 
involvement in physical activity. Case managers worked with community care workers to 
ensure they were able to support clients with activities until they were sufficiently confident 
to attend independently. For example, assistance from a community care worker to purchase 
bathers and be accompanied to the pool enabled a client to participate in water-based 
exercise. This support also contributed to the achievement of goals to lose weight and regain 
independence with home care tasks.  

Recruiting informal support 

Family and friends also became involved, where appropriate, in the process of providing 
support for clients to work towards goals. Family members were involved in initial meetings 
and contributed to goal achievement. One example involved goals to reduce clutter in the 
home in order to promote client safety and facilitate access to services. The client’s daughter 
was instrumental in assisting with reducing the clutter to enable home care and personal care 
workers to come into the home.  
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Challenges 

Complex clients 

Several case studies involved clients with very high levels of complexity that presented a 
range of challenges for the case managers. Case managers had to think creatively about 
strategies to build confidence, resilience and positivity when dealing with clients who were 
stressed, depressed and de-motivated, lacked insight into their limitations, or had other 
cognitive issues.   

Case managers sought support from other services to assist clients with visual impairments. 
One of these clients had returned to living alone after more than 32 years and experienced re-
learning tasks that had not been engaged in for many years. This was very challenging, 
particularly given his reluctance to accept help. In cases such as this, it was important for the 
case manager to work with relevant community care workers to ensure they were 
appropriately trained to work with these clients. 

One case manager reported difficulty managing a complex client due to the large range of 
issues requiring action. A return to using alcohol resulted in the client cancelling 
appointments. As a result, the client was not able to make significant functional gains during 
the STCM period. However, this client was linked into ongoing case management to ensure 
continuing support.  

Waitlists and working with other organisations 

The waiting time for referrals to be accepted for other services posed a challenge for meeting 
goals within the timeframe of STCM and to the timely provision of allied health support and 
ongoing aged care packages. This impacted on the ability to transition clients out of STCM. 

The case studies highlighted difficulties that could be experienced when case managers had 
to rely on other services that were not forthcoming. Most case managers stressed the 
importance of building relationships with other services.  

Negotiation of responsibility 

One case manager recognised there was confusion within council services about who had 
responsibility for clients discharged from the STCM program. As a result the case manager 
developed a process for handover to a HACC Team Leader, including a review of the client’s 
care plan and a plan for further review by the Team Leader 6–8 weeks after handover. 

Conclusion 

1 Overall, the de-identified case studies provided information on how STCM is beneficial 
to clients. Case managers experienced a high level of success because they:  

• Demonstrated a range of skills and practices such as motivational interviewing, 
coaching, goal setting, building rapport and trust, counselling  

• Implemented a range of imaginative strategies relevant to clients’ individual 
circumstances, which assisted them to achieve their goals. 

Challenges included: long waiting lists for other services to support clients in achieving their 
goals; poor client understanding of the STCM process; and poor client health. Case managers 
documented the use of a wide range of strategies and resources to assist with complex cases. 
Where STCM was insufficient for meeting the needs of clients, these clients were linked into 
more appropriate long-term support. 
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3.2.3 Implementation: Program managers’ and case managers’ views 

This section of the report summarises information gained through a variety of methods: case 
managers’ comments about their case studies; Interim Project Reports from site managers; 
Stage 1 and 2 interviews with case managers, site managers and assessment officers; and 
Stage 2 questionnaire responses from case managers and site managers. 

Major headings in this section of this report are: 

• Becoming involved and setting up the STCM pilot 

• Implementing the program and changes over time 

• Advice for services intending to set up STCM 

• Recommendations for change. 

Becoming involved in and setting up the STCM pilot 

This subsection of the report provides information on the early part of the pilot, including site 
managers’ views on setting up the pilot and selecting and supporting case managers. 

The site managers’ perspective 

The two most common reasons for being interested in involvement in the STCM pilot (each 
mentioned by managers at all six sites) were to advance implementation of the ASM within 
the service and to assist with provision of HACC services, including dealing with the 
assessment workload. 

Site managers felt that the STCM pilot project presented opportunities for teams to: embed 
ASM principles across the team; question entrenched practices; change their way of 
approaching clients’ problems; think laterally to find solutions; challenge old practices; bring 
people on board to the new way of thinking; and instil goal-setting and the values underlying 
person-centred care. 

In general, the initial phase of developing the program took several weeks. The set-up process 
involved developing internal processes, program resources, guidelines for referral, and 
relationships with internal and external referrers, as well as managing internal IT systems. 
Several sites developed internal steering committees to assist with planning and managing 
ongoing issues. 

Managers at three sites did not experience any difficulty engaging their assessors in the 
STCM pilot. They found their teams to be very ‘responsive’, ‘positive’ and ‘engaged’ in the 
process. At the other three sites assessors took time to become engaged. Most sites, however, 
took some time to sort out appropriate referrals and referral processes. After the case 
managers and assessment teams started working together and STCM was better understood, 
there was good feedback from other parties, including Assessment Officers.  

The most common problem for site managers early on in the pilot phase was workload issues, 
including the volume of paperwork and data collection required for the pilot. 

Recruiting and supporting case managers 

All but one site initially employed one person to take on the role of the STCM case manager, 
and all but one recruited internally.  Some sites reported difficulty recruiting for a short-term 
position.  
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The majority of case managers had experience as a case manager, HACC Assessment Officer 
or Intake Officer. Several also had allied health backgrounds; predominantly social work. The 
case manager at one site had a nursing background and no case management experience but 
had many years’ working in aged care and was keen to practice with an ASM approach. 
While recruiting internally reduced the need for training to orient case managers to the 
service and IT systems, some case managers participated in various short training programs 
on topics such as ASM, project management and care coordination. 

The motivation for case managers to get involved in the pilot was a mixture of seeing scope 
to develop their own professional practice, wanting to provide better services for clients, and 
seeing the potential of STCM to improve the organisations and systems in which they 
worked. 

The majority of sites used a combination of formal and informal supervision provided by 
service coordinators and team leaders. Peer support was provided in most cases by locating 
the case manager with experienced care coordinators, assessment staff or case managers. At 
one site, weekly case review meetings provided a forum for sharing thoughts and ideas. 

At four of the six sites, the STCM case manage had responsibility for establishing the 
program, but two sites allocated planning and project management to service coordinators.  

At three sites, having only one case manager was identified as a problem, which led to 
professional isolation for the case manager and lack of back-up if the case manager was 
unavailable. Two site managers identified a lack of clarity in the role of STCM and the role 
of case managers in this pilot/program as a problem. 

Implementing the program 

This subsection covers aspects of program functioning (assessment and referrals and 
processes involved in short-term case management) and facilitators and barriers in 
implementing the program from the perspectives of site managers and case managers. 

Assessment and referrals 

Site managers and case managers at most of the sites stated that the Living at home 
assessment was completed before all referrals to STCM. However, at one site the Living at 
home assessment was completed by the case manager. Most sites said that the information 
they were provided with at assessment was fairly accurate, but some commented that internal 
referrals provided more accurate information than referrals from external agencies. Another 
pointed out that, often, after a few visits with the client, issues emerged other than those 
identified at assessment. 

All but one of the sites received referrals from a combination of internal and external sources. 
For the majority of sites internal referrals (from HACC Assessment Officers and Team 
Leader and PAG team leaders) far outweighed external referrals (from ACAS as well as 
hospital and community health centre allied health staff). Referrals to STCM came from 
different sources across the sites, including intake staff, HACC assessors, waiting lists and 
the ACAS. One site had weekly meetings with the assessment team to facilitate STCM 
referrals.  

Two sites said the majority of their referrals were new clients, and the remainder said they 
were a mix of new and existing clients. At two sites, most referrals initially came from 
existing clients, but this shifted over time to a mixture of new and old clients.  

Case managers had to educate other staff about STCM eligibility and processes. One case 
manager used examples to educate staff working for other service providers and those 
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belonging to the same service about eligibility criteria. Another case manager talked through 
referrals with other staff to encourage them to think about what the client could achieve. 

Over time, according to more than half of the case managers interviewed, the quality of 
assessment information received improved. This resulted in less duplication, as STCM case 
managers no longer required clients to repeat their story in full. However, another case 
manager noted that while some AOs provide good information, others continued to be 
difficult to engage. Improvements came about through the persistence of STCM case 
management staff in promoting the program and educating referrers about their requirements 
and the nature and potential of STCM. Over time, the number of internal referrals from 
assessment offices increased at two sites.  

Two case managers commented on the quality of information received from external 
referrers. One said that ACAS staff were both more involved in referrals and made more 
appropriate referrals than staff in other agencies. Another case manager reported that referrals 
from external agencies frequently lacked detail and that referred clients had not been 
informed about the nature of the STCM program. Over time, the number of external referrals 
to STCM increased.  

Changes to the quality and quantity of referrals from internal and external sources were 
reported to have resulted from case managers networking and building stronger relationships 
internally and with other agencies. In one case, where only a few prior partnerships existed, 
this was reported to be a stressful process. 

Likewise, site managers reported an improved understanding of STCM both within council 
HACC services and in external agencies, which resulted in better referrals, increased support 
for the program and better outcomes for clients. These changes were attributed to assessment 
staff learnings over time and an increase in confidence in identifying appropriate clients and 
interventions. As well, in general, communication was better between staff at sites, which 
enabled case managers to work more effectively with their clients.  

Case managers’ approaches to STCM 

From the case managers’ perspective, the main benefit of STCM was that they were able to 
provide timely assistance to clients, and, in some cases, prevent escalation of the problem or 
level of service needed. Appropriate increases in service use were also reported. 

Several case managers said that they started with a ‘low key’ approach until rapport with 
clients was established. Some began with explaining the case managers’ role and the STCM 
process. Others said they worked on issues that had become clear during the assessment 
process. Several comments from case managers emphasised the importance of relying on 
clients’ own goals and wishes in order to make progress. One case manager avoided the term 
“case management” because it did not resonate with clients. 

Four case managers said that transitioning clients out of STCM was usually quite easy. Their 
practice was to prepare clients by reminding them throughout their contact how much time 
was left and summarising progress and what goals still needed to be achieved. However, one 
case manager said they had mixed results in transitioning clients out of STCM. Two case 
managers said they sometimes kept an eye on clients well after the period when STCM was 
officially finished. One case manager said it was easier to make the transition out of STCM 
when the client could be referred to another service that supplied ongoing support to complex 
clients.  

Case managers were asked to comment on the issue of flexibility in terms of hours or weeks 
defined by the program guidelines. On the whole, case managers supported the guidelines 
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and felt that the 30 hours and the twelve-week period was a fairly good guide for short-term 
intervention. Case managers supported the idea of flexibility and preferred a focus on hours 
rather than weeks of case management.  

Learnings around the potential complexity of short-term case management were reported by 
case managers. One case manager reported, “Goal focused case management is not a linear 
process. New goals emerge to support existing goals, and setbacks emerge that may cause 
conditions for a relapse in the change process.” This sentiment was echoed in another 
statement about the need for a staggered approach to STCM, as it took time for the client to 
recognise their limitations and then consider strategies to manage these limitations.  

One case manager reflected that they had perhaps initiated too many goals towards the end of 
the STCM period, which overwhelmed both the client and the case manager.  Another case 
manager recommended setting smaller goals in order to build the client’s confidence to 
achieve larger goals.   

Case managers reflected on various motivational strategies that assisted them to support 
client goal achievement. These included beginning with smaller goals to build confidence, 
using success stories to convince clients of what can be possible in STCM, and finding the 
right Community Care Worker to provide support in an activity and build rapport with the 
client (e.g., swimming and shopping).  

Two case managers reflected on the power of building rapport and the effectiveness of client-
centred practice, which led to increased motivation and confidence in clients.  As a result, 
clients were better able to achieve their goals. 

Facilitators: Site managers’ views 

One of the most important facilitators mentioned by site managers was having internal 
support for STCM. Internal support included having management that was very supportive of 
staff. Senior managers at sites were seen as being facilitators for STCM when they worked on 
improving communication, were able to focus on STCM, and promoted reflective practice. 
Other internal resources mentioned by site managers included HACC Access and Support 
workers and an ASM project officer.  Good infrastructure at the site was identified as helpful. 

Having a suitable case manager was also highly valued. Qualities considered important 
included being committed to the project, being able to promote the project and explain it in 
many different ways, being proactive and good at working through challenges, and having 
strong project management skills. For example, one case manager created and distributed a 
brochure about the program that helped to increase understanding among clients, assessors 
and team leaders and was useful for inducting new staff. Other site managers cited having an 
experienced person who could “slip into the role from the start” and having someone who 
was already trusted and respected within the team. At one site, the case manager’s 
involvement with and guidance of community care workers was reported as being an 
important support for the program.  

Support from the Department of Health (DH) was seen as important. As one respondent said, 
“We were given time to test the parameters before targets kicked in.” Other respondents 
appreciated the DH working group and DH processes for facilitating meetings between staff 
at different sites.  

Team characteristics were also frequently seen as important. Having a supportive team 
environment and a team that was “ready for it in a cultural sense”, or where the project came 
“at the right time in our ASM journey”, helped. Being open to trying something new and 
having previous experience with pilots were also valuable. Existing knowledge of case 
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management and person-centred care were assets. One respondent valued the “excellent 
feedback from community support workers”.  

In summary, the most common facilitators to providing STCM included:  

• Commitment to the project – support from all layers of management, including team 
leaders, coordinators and senior managers. 

• The service having well-established internal and external relationships. 

• The person in the case manager role having 

o High levels of experience  

o A solid skill base (in relation to service development as well as case management)  

o Awareness of the services available in the region and positive referral relationships 
with local agencies 

o General high awareness of the aims of the STCM pilot. 

Barriers: Site managers’ views 

The most common problem for site managers early in the pilot was workload issues, 
including the volume of paperwork and data collection required.  

Ensuring a flow of appropriate referrals was a common issue, especially in the establishment 
phase. Another common challenge faced in the early stages by the services implementing 
STCM was informing other staff both within and outside the service about the aims of the 
project and which clients were appropriate for referral. Some sites reported concerns that 
other organisations perceived STCM as a service for clients waiting for an aged care package. 
One site re-branded its service in an attempt to avoid inappropriate referrals. Two sites 
reported that providing external agencies with clear criteria for referral assisted with this 
issue. Considerable time was also spent by some case managers in providing referral 
guidelines for internal staff and external referrers. 

Several of the sites experienced a low rate of referral at the beginning of the pilot; this 
remained a concern at some sites. One site reported a reluctance by assessment staff to “let 
go” of their clients, due in part to a lack of understanding of the potential benefits of STCM 
to clients. The issue of low numbers of referrals was addressed at one site through a 
combination of approaches, including having the case manager screen clients at the point of 
intake, accepting clients that required complex care coordination as opposed to having 
identified goals, and opening up to referrals from external agencies. Another site responded 
to a lull in referrals by recruiting an existing Assessment Officer to the project. 

In addition to issues with securing appropriate referrals, it was sometimes difficult to engage 
clients who were very old or frail in goal-focused discussion. Assessors also reported that 
clients who could identify goals often did not fit the age criteria for STCM. 

Several managers mentioned ongoing staffing issues, such as the lack of a back-up for case 
managers at some sites. Conflicting responsibilities that resulted in the inability to focus 
solely on the STCM pilot were sometimes an issue. 
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Other issues perceived to impact on the ability to deliver STCM, especially in  
Stage 2, included: 

• The lack of a standardised approach to the pilot. 
• The name of the service – STCM can be misleading as some people associate ‘case 

management’ with money. 
• Waiting times for allied health services at some sites. 

Facilitators: Case managers’ views 

One of the major facilitators to implementing STCM, mentioned by four case managers, was 
support in their role from managers and other staff. The theme of support was related to that 
of buy-in from other staff, which took time to achieve as it required case managers and other 
staff having knowledge about the program. Case managers mentioned that an opportunity to 
train other staff about the pilot and the short-term case management role had been very 
helpful. 

Another major facilitator was the ability of case managers to focus on their role, allowing 
them to build up their client base, construct and promote the pilot, and work with clients. 

Previous experience or training was mentioned by case managers as a major personal 
resource. This did not have to be experience in case management per se. One case manager 
noted that not having previous case management experience actually helped in working 
within a short-term case management model. However, most case managers believed that 
experience with case management had helped, along with a background in social work. Case 
managers believed that their orientation to helping clients and their general skills in working 
with clients and their families had acted as a personal resource. 

Several case managers mentioned that they found working with clients towards goals and 
using a person-centred, strengths-based approach with clients rewarding. One case manager 
recognised her growth in the role and how her approaches changed over time as her 
confidence grew.  

Support and training, both prior to and since taking on the case manager role, were reported 
as important. Having positive, cooperative relationships with other agencies was also very 
important to case managers.  

Case managers reported experimenting with adapting existing tools and developing new ones 
to suit their preferences and improve efficiency. Case managers had to work at developing 
and sourcing tools that were relevant to their role. Some case managers made changes to their 
care plans to enable goal achievement to be documented and some used their own internally 
developed care plan templates. Over time, there were also changes in the way tools were 
used. One case manager started updating care plans electronically while another reported 
using the clients’ own words to record their goals. One case manager reported developing a 
tool and criteria sheet to use with both internal referrals and one external referrer. Other new 
tools included an STCM tracking system and a brochure about STCM. One case manager 
liked Outcome Star,13 which is a suite of tools for supporting and measuring change when 
working with people.  

                                                 

 
13 http://www.outcomesstar.org.uk/outcomes-star-home/outcomes-star-australia.html  

http://www.outcomesstar.org.uk/outcomes-star-home/outcomes-star-australia.html
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Case managers mentioned a range of features of the system that assisted them to function 
well in their role. These included: 

• Relationships with other professionals and organisations. 
• Being able to access allied health and other support quickly; for example, where 

brokered allied health services were used. 
• Two-way referral process; for example, where case managers were able to refer 

clients back to providers. 

Barriers: Case managers’ views 

Case managers identified two main barriers to implementing STCM: a lack of lead time and 
issues with the interface with external agencies. Comments on lead time included the need to 
develop “a really good knowledge of what’s available in the community”; to get the program 
going, to engage with HACC assessors, and to adapt existing software to support reporting.  

Lengthy waiting times for allied health services and other services, such as housing, were 
reported by a number of case managers. One site developed a partnership with a primary care 
provider that allowed STCM clients to be prioritised for allied health assessments. Another 
noted the importance of building strong partnerships with external services prior to taking on 
clients: the lack of such partnerships had led to the case manager having to spend time 
building professional relationships rather than focusing her time on clients. Poor 
communication between service providers was a key issue for several case managers, and led 
to conflicting expectations from these providers.  

Also raised was the difficulty of working as a lone case manager, without other workers for 
support and debriefing, which resulted in some case managers feeling isolated. Two case 
managers reported lack of back-up support as an issue; the need for support from peers was 
also mentioned.  

Once appropriate clients were engaged in STCM, several issues faced by case managers 
impacted on their ability to assist clients to achieve their goals. Poor understanding about the 
nature of short-term case management among clients was cited by case manages as a 
significant barrier. Some sites reported that the complexity of clients impacted on their ability 
to achieve goals within the STCM timeframe. One case manager noted the need to balance 
their duty of care to support clients experiencing crises with working towards the STCM 
goals. 

Some case managers mentioned time constraints, referring to what was achievable given EFT 
staff allocations to the project and the short timeframe allocated to clients.  

Outcomes: Benefits and strengths of STCM and change over time 

Site managers’ views 

From the site managers’ perspective, an important feature of STCM was its ability to bridge 
gaps in services; for example, for clients with short-term goals who were waiting for a 
package.  

Other benefits included:  

• Having one contact person for clients who could help them navigate the service 
system. 

• Being able to provide a more intensive service than would otherwise be available; 
focus on client empowerment. 
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• Increasing the capacity of the organisation; for example, to deal in-house with clients who 
were in crisis. 

• Being able to process more assessments. 

• Being able to follow through and ensure that referrals are actioned. 

• Providing support for assessment staff working with complex clients. 

For both case managers and site managers, the clearest benefit of the STCM pilot for the 
organisation was team-building. Several said it had resulted in better cooperation or 
communication between case managers and assessment officers.  

All sites said the pilot had promoted ASM practice. Some said it gave an opportunity for staff 
to reflect on ASM principles and to integrate ASM into every interaction. 

Over time, site managers reported that STCM had become better integrated both within 
HACC teams and in the wider continuum of care services. In addition, site managers noted 
improved ability to meet the needs of clients with complex needs. These changes were 
reported to have resulted from an increased awareness of and confidence in the STCM role 
and improved communication between Assessment Officers and STCM Case managers, 
resulting in better referrals to STCM.  

Site managers reported the benefits of professional development in improving case 
management skills, resulting in better outcomes for clients. Direct care staff also adapted to 
working in a goal-directed manner and became better able to provide feedback on client 
progress to STCM case managers. This helped to inform further interventions used in the 
STCM process. In addition, case managers’ the promotion of the program resulted in greater 
consistency in volume and appropriateness of referrals and enabled case managers to spend 
more time focusing on their clients and achieving better outcomes. 

Case managers’ views 

Case managers said that the STCM pilot had been rewarding and enjoyable. They had 
benefited from the opportunity to contribute ideas, be creative and gain a better understanding 
of the service system. 

The most commonly reported change was an increase, over time, in case managers’ 
confidence. This has resulted from a longer period of time in the role, improved efficiency, 
and development of skills in working with clients, as well as witnessing the effectiveness of 
STCM interventions.  

A shift over time in the type of clients referred was noted by more than half of the case 
managers interviewed. Some changes were thought to be the result of a better understanding 
among referrers of the scope of the program; for example, more appropriate referrals, and 
referrals of more complex clients requiring high levels of input from case managers. Another 
case manager reported a shift from clients with social goals to those with specific service 
needs and to more complex clients requiring assistance with housing or finance, chronic 
health issues, and family or personal issues. Additionally, one STCM case manager reported 
encountering a larger number of clients in financial hardship living in private rentals. 

Case managers who noted an impact on the organisation all reported that this resulted from 
STCM being better integrated within their councils. The workload of assessment officers 
decreased, as they could pass on more complex clients. Additionally, STCM promoted the 
use of the ASM approach by providing examples of positive client outcomes through the 
collaboration of a range of staff. 
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A majority of case managers noted changes in their case management practice. These 
changes include a closer focus on mutually agreed client goals to enable those goals to be 
achieved, rather than taking on too many other issues. Two case managers felt they were 
working more effectively with their teams and with other referrers, and said their confidence 
in knowing which clients are appropriate has increased.  

Assessment officers’ views 

In general, assessment officers felt that the pilot helped them with their workload by allowing 
them to refer clients who were complex, needed extra help, or would otherwise fall through a 
gap in services. All assessment officers stated they just do not have time for the care 
coordination these clients need. STCM has helped them to avoid hanging on to a caseload.  

Future directions 

Site managers’ advice to other service providers 

Site managers had a range of advice for services starting out with STCM. This advice has 
been sorted below into various categories, including organisation-level issues, team-level 
issues, and case manager issues: 
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Table 18: Site managers’ advice to other service providers 
Organisation-level issues 
Planning:  
• Approach the first twelve months as a project, ensuring the incumbent case manager 

understands they are building a new service as well as working with clients  
• Ensure there is a solid service structure in place (staffing, structures, policies and procedures) 
• Have a clear PD and guidelines for the case managers  
• Employ case managers with both HACC and case management experience 
• Roll STCM out slowly; avoid having whole team referring  
• STCM requires support from senior management 
• It is important that site managers be active on committees and take part in recruitment and 

training 
• Enough lead time should be allocated to: 

o Work out who the target group is  
o Work out how referrals will be made  
o Reach targets. 

Relationships with other organisations:  
• Information should be shared across organisations who are funded for STCM 
• There should be a strong alignment between STCM and the HACC assessment team 
• Establish boundaries with local providers 
• Network and meet with other councils who have STCM in place, share information, and identify 

hurdles. 
Tools:  
• A more appropriate care plan template for recording goals is needed. 
Training:  
• Training and mentoring is needed for case managers. 

Team-level issues 
STCM involves case managers and other staff:  
• Working together and being able to undertake joint visits to clients 
• Working with community health centres 
• Being flexible 
• Being open to new ideas and to changing the way they do things 
• Being patient about building up referral numbers 
• Working out how to best support clients within the service system. 

Case manager issues 
The case manager needs to be: 
• Comfortable with the short-term nature of engagement with clients 
• Skilled in developing short-term goals  
• Comfortable/skilled with ending case management when goals are achieved 
• Provided with adequate support and supervision. 
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Case managers’ recommendations 

Case managers provided their advice and views on how they would like to see the model 
changed. These are set out in the table below. 

Table 19: Changes that case managers would like to see implemented 
Program level 
Program guidelines 

• While 6–12 weeks is generally sufficient, the time allowed should be flexible to allow time 
to build rapport and for exceptional cases 

• Case manager input should be measured in hours rather than weeks. 
Client eligibility  

• Eligibility criteria should focus on the client’s inability to attain their goals without additional 
support  

• The age limit could be lowered to 55 years, especially for clients (a) with clear goals (b) not 
supported by an equivalent service 

• Clients with very complex needs, or needs specific to another service such as mental 
health, should continue to be directed to long-term support or specialised services 

• However, some clients with mental health issues could be included if they are motivated to 
work towards goals and do not have adequate support from other sources 

• Younger clients aged 55+ with chronic conditions could be included in STCM 
• Having a mix of clients is preferable to focusing only on highly complex clients, in order to 

make case managers’ work manageable. 
Other program level 

• Better description of case manager role within the ASM context is needed 
• Some funding attached to the program would be beneficial for low-income clients who may 

benefit significantly from being provided with low-cost items 
• Increased education for staff in service delivery roles around goal-directed person-centred 

care to their clients would be beneficial  
• Regular opportunities for case managers from different STCM sites to meet should be 

supported, to improve peer support and effectiveness of the program 
• Having an STCM brochure that could be used at all STCM sites to support promotion and 

understanding of the program 
• Changing the name of the program to reflect its nature (i.e., as a goal-directed rather than 

case management). 

Organisation-level issues 
Case managers recommended: 

• Having internal and external communication processes and structures in place before 
starting STCM at a site 

• Providing formal resources, including clear, concise templates 
• Having more than one case manager to provide back-up and share a caseload 
• Using case managers currently operating in the STCM model as mentors for new staff in the 

role 
• Integrating the case manager role with other services, and choosing the location of the 

case manager carefully 
• Using a care coordination plan template that provides direction for goal setting and 

o Having this supported by software 
o Using this consistently across sites. 
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Conclusion 

Overall, site managers and case managers were very positive about the benefits of STCM for 
both clients and the whole service system. A range of difficulties and challenges were 
experienced in implementing the pilot, including: employing staff who were adequately 
prepared for their new role; setting up effective internal and external referral processes; 
providing sufficient training, back-up and support for case managers, especially where the 
site employed only one person in this role; having tools to support case management (such as 
goal-directed care plan templates and integrated IT systems); and being able to access 
services in a timely way for clients. 
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3.3 What were the impacts on clients? – Outcomes 
This section of the report focuses on outcomes for clients and carers and includes an analysis 
of change in service use.  The sections of the report are: 

3.3.1 Outcomes for clients 

3.3.2 Outcomes from the de-identified case studies 

3.3.3 Outcomes for carers 

3.3.4 Changes in service use 

3.3.5 Impacts on the system – changes in assessment output 

3.3.6 Most Significant Change stories. 

 

3.3.1 Outcomes for clients 

Client functional capacity 

Client functional capacity was assessed pre- and post-STCM in Attachment 1 of the DCF. 
The following table sets out the figures on functional capacity and indicates significant 
differences from pre to post for Stage 2. 
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Table 20: Client functioning pre- and post- STCM, Reason for STCM (stages combined) 

 

PRE (n) 
Activity 

prompted 
STCM 

POST (n) 

Sig. Independent 
Needs 

some help Dependent Missing Independent 
Needs 

some help Dependent Missing 

Housework 18 103 52 5 57 23 103 37 15 ** 

Transport 62 68 42 12 44 74 54 35 15 ** 

Shopping 59 68 46 5 47 70 59 32 17 ** 

Meal preparation 65 70 38 5 44 76 57 29 16 ** 

Taking medication 118 35 14 11 10 112 33 14 19  

Handling money 129 28 14 7 13 124 25 13 16  

Phone 146 16 8 8 3 139 15 6 18  

Mobility – walking 98 70 4 6 33 99 61 3 15  

Mobility – transfers 139 21 5 13 12 134 20 3 21  

Bathing 79 36 18 45 7 76 32 14 56 .07 

Dressing 88 35 12 43 6 84 31 8 55 .07 

Eating 115 14 6 43 2 105 14 4 55  

Toilet use 115 12 7 44 2 104 12 6 56  

Continence 109 17 9 43 3 98 16 8 56  

Communication 148 19 4 7 10 144 17 3 14  

 Yes No Missing  Yes No Missing  

Memory 56 112 10 28 51 109 18  

Behaviours 21 140 17 10 17 137 24  

 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing 71 

Table 20 above shows that relatively low numbers of clients were independent in 
housework in both stages. However, less than half of all clients needed assistance with any 
of the other instrumental or personal activities of daily living. Only four clients were 
dependent in communication. One-third of clients had memory problems, but less than half 
this proportion (13%) had problems with behaviours.  

Significant increases in independence were noted for several domains: housework, 
shopping, transport, and meal preparation. Other domains also showed promising 
improvements (bathing and dressing); changes in these might have been statistically 
significant with lower levels of missing data (especially at Stage 1). This is a highly 
encouraging set of results. 

Of interest is whether increases in independence correlated with goal achievement.  For 
each client, summary measures of independence in IADLs and ADLs were computed 
separately and change scores from pre to post were calculated. The mean change in both 
IADLs and ADLs from pre to post was positive (more gains than losses in independence) 
but the medians were 0.0. The most common rating was no change in client independence. 

Change in neither IADLs nor ADLs was significantly related to goal achievement at 12 
weeks.  

Issues impacting need for STCM 

In Part I of the Data Collection Form, case managers were asked to indicate whether or not 
there had been improvement on each of the issues that prompted the need for STCM in the 
first place. The table below sets out the proportions of responses in each category.  

In Stage 1, most responses were Missing as the selection criteria was too broad. The form 
was revised and categories added for Stage 2. Because of the large proportion of missing 
data, the main interest is whether the proportion of clients rated as having improved 
significantly outweighed those with no improvement. The ratio of improved to not 
improved clients is provided in columns 3 (for Stage 1) and 5 (for Stage 2) of the table 
below. Ratios of more than 1.0 indicate that more clients improved on that issue than did 
not improve, whereas ratios of less than 1.0 indicate that more people did not improve.  

Table 21: Influence of STCM on issues that prompted the STCM episode  
(Stage 1 and Stage 2) 

Issues Stage 1  

% 

Ratio of 
improved to 

not 
improved 

Stage 2 

% 

Ratio of 
improved to 

not 
improved 

Risk to carer relationship putting 
client at risk 

Improvement 
No improvement 
Missing 

 
 
15.2 
11.4 
73.4 

1.3  
 
22.2 
3.0 
74.7 

7.4 

Complex issues (Stage 1 single 
Q) 

Improvement 
No improvement 
Missing 

 
17.7 
7.6 
74.7 

2.3  
 

 

Complex issues – family 
Improvement 
No improvement 

   
16.2 
8.1 

2.0 
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Issues Stage 1  

% 

Ratio of 
improved to 

not 
improved 

Stage 2 

% 

Ratio of 
improved to 

not 
improved 

Missing 75.8 
Complex issues – housing 

Improvement 
No improvement 
Missing 

   
12.1 
2.0 
85.9 

6.1 

Complex issues – financial  
Improvement 
No improvement 
Missing 

   
7.1 
4.0 
88.9 

1.8 

Difficult to engage in services 
Improvement 
No improvement 
Missing 

   
13.1 
3.0 
83.8 

4.4 

At risk of homelessness 
Improvement 
No improvement 
Missing 

   
4.0 
2.0 
93.9 

2.0 

Independence in ADLs 
Improvement 
No improvement 
Both 
Missing 

 
27.8 
11.4 
1.3 
59.5 

2.3  
12.1 
8.1 
- 
79.8 

1.5 

Physical health issues 
Improvement 
No improvement 
Missing 

 
22.8 
21.5 
55.7 

1.1  
34.3 
27.2 
38.4 

1.3 

Cognitive impairment 
Improvement 
No improvement 
Missing 

 
6.3 
16.5 
77.2 

0.4  
3.0 
20.2 
76.8 

0.1 

Psychosocial/emotional issues 
Improvement 
No improvement 
Both 
Missing 

 
22.8 
8.9 
1.3 
67.1 

2.4  
26.3 
13.1 
- 
60.6 

2.0 

Social isolation/social support 
Improvement 
No improvement 
Missing 

   
28.3 
3.0 
68.7 

9.4 

Other issue 
Improvement 
No improvement 
Missing 

 
8.9 
1.3 
89.9 

6.8  
12.1 
8.1 
79.8 

1.5 

With the exception of Cognitive impairment, improvements in relation to the issue(s) that 
initially prompted the need for STCM were reported in all categories. The highest number 
of improvements was recorded for improvement in physical health issues.  
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Ratios comparing the proportions of clients showing improvement versus no improvement 
were used because of the large number of cases with missing data, where the issue was not 
applicable to that client.  The results of this analysis are set out below (in order from the 
largest to smallest ratios): 

• Social isolation and requiring social support – clients were 9.4 times more likely to 
be rated as improved than not improved. 

• Risk to carer relationship, thereby putting the client at risk – relationships were 7.4 
times more likely to be rated as improved than not improved. 

• Complex housing issues – clients were six times more likely to be rated as 
improved than not improved. 

• Difficult to engage the client with services – clients were 4.4 times more likely to 
be rated as improved than not improved. 

• Complex family issues, complex financial issues, risk of homelessness, and 
psychosocial and emotional issues – clients were twice as likely to be rated as 
improved than not improved. 

• Independence and health issues – clients were 50% and 30% respectively more 
likely to be rated as improved than not improved. 

• Cognitive impairment – clients were more likely to be rated not improved as 
improved. 

The greatest improvement ratio was recorded for Social isolation/social support issues. On 
the other hand, clients were quite unlikely to be rated as having improved their cognitive 
functioning. 

HACC services post-STCM compared to pre-STCM 

At the end of the STCM period for each client, case managers were asked to indicate the 
level of support from HACC services in comparison to pre-STCM. This section of the DCF 
was improved for Stage 2, to assist case managers to complete the items better. For this 
reason, data from the two stages are not combined in Table 22.  
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Table 22: Client use of HACC Services at discharge compared with pre-STCM  
(Existing HACC clients, Stage 1 and Stage 2) 

 Stage 1 

N = 79  

% 

Stage 2 

N = 99 

% 

Client continuing with HACC services 
Yes 
No 
N/A 
Missing 

NA  
76.8 
21.2 
1.0 
1.0 

Level of continuing HACC services 
Same level 
Reduced level 
Increased level 
N/A 
Missing 

 
49.4 
11.4 
17.7 
1.3 
20.3 

 
40.4 
20.2 
14.1 
4.0 
21.2 

Missing data were much lower at Stage 2 than at Stage 1. Where the question of continuing 
with HACC services was put explicitly (i.e., in Stage 2), 77% of clients (n = 76) were 
reported as continuing with HACC services at the end of STCM.  

At both stages, the most common result was for case manager to rate clients as continuing 
to use HACC services at the same level. This result does not align with the results of the 
MDS data analysis (see section 3.3.4, Changes in service use) which showed a significant 
average increase in service use among STCM clients. This apparent contradiction could be 
caused by case managers only rating the level of ongoing service that STCM clients were 
continuing to receive from their organisation rather than all HACC services. 

Table 23: Client use of HACC Services post-STCM compared to pre-STCM  
(New HACC clients, Stages combined) 

 Stages 1 and 2 

N = 68 

% 

Client hard to engage but now accepting HACC services 

Yes 

No 

 

42.6 

57.4 

 

Data from Stages 1 and 2 were pooled to examine whether a previous hard-to-engage client 
had accepted HACC services, and whether carers were linked into HACC as a result of 
STCM. Not counting cases with missing data and those coded as Not applicable, 43% of 
clients reported as hard to engage ended up accepting HACC services.  
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Client/carer linked to service outside HACC as result of STCM 

Case managers were also asked to indicate which services outside HACC were used by 
clients as a result of STCM. These items were re-designed between Stages 1 and 2, and 
data cannot reasonably be combined for the items on packaged care. Most of the missing 
data in Table 24 below come from Stage 1. 

Table 24: Links to packaged services as a result of STCM (Stage 1 and Stage 2) 

 Stage 1 

N= 79 

% 

Stage 2 

N = 99 

% 

Client waiting for a package 
Yes CACP 
Yes EACH 
Yes EACHD 
No 
Unspecified 
Other  
Missing 

 
5.1 
3.8 
1.3 
67.1 
6.3 
1.3 
15.2 

 
13.1 
4.0 
1.0 
77.8 
4.0 
- 
0.0 

Client accepted a package 
Yes CACP 
Yes EACH 
No 
Yes Unspecified 
Missing 

 
8.9 
1.3 
75.9 
3.8 
10.1 

 
11.1 
1.0 
87.9 
-- 
0.0 

Table 25: Links to other non-HACC services as a result of STCM (stages combined) 
 Stages 1 and 2 

N = 178 
% 

Client or carer linked into housing services as a result of STCM 
Yes 
No 
Missing 

 
9.0 
85.4 
5.6 

Client or carer linked into financial services as a result of STCM 
Yes 
No 
Missing 

 
7.9 
87.1 
5.1 

Client or carer linked into counselling services as a result of STCM 
Yes 
No 
Missing 

 
17.4 
77.5 
5.1 

Client referred to another case management service (e.g., HARP) 
Yes 
No 
Missing 

 
5.1 
89.3 
5.6 

Carer accepted other services (e.g., respite) 
Yes 
No 
Missing 

 
23.6 
66.9 
9.6 
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As Tables 24 and 25 indicate, the most common outcome was that carers accepted other 
services (24%) and that carers and clients were linked into counselling (17%).  

Outcomes listed in the tables above are consistent with objectives of the Active Service 
Model and with the level of complexity of STCM clients. 

Goal achievement and review outcomes 

Case managers’ ratings of goal achievement were available for the six-week review and the 
final review (12 weeks). 

Outcomes at the six-week review 

Data on goal achievement were provided by case managers in the DCF. In Stage 1, data 
were missing (not recorded on the DCF) for more than 30% of clients for each question. 
The DCF was revised to allow the code Not applicable, and completion of the DCF was 
much better in Stage 2. Data were not combined across the two stages because of this 
change in the DCF. 

In Stage 2, most clients (84%) had achieved some or all of their goals at the six-week 
review, and two-thirds (70%) were rated likely to achieve their goals with further STCM. A 
minority (13%) were said to be ceasing STCM as they were unable to achieve their goals 
within the set timeframe. On the other hand, three-quarters of clients (74%) were rated as 
still making progress at the six-week review. 

Table 26: Six-week review outcomes (Stage 1 and Stage 2) 
Question Stage 1 

N = 79 
% 

Stage 2  
N = 99 

% 
Has client achieved goals? 

Some  
All 
None 
Missing 
N/A (client did not reach six-week review) 

 
59.5 
5.1 
2.5 
32.9 

 
73.7 
10.1 
7.1 
8.1 
1.0 

Is client likely to achieve goals with further STCM? 
Yes 
No 
Missing 
N/A 

 
51.9 
15.2 
32.9 

 
69.7 
20.2 
8.1 
1.0 

Is client ceasing STCM as unable to achieve goals in timeframe? 
Yes 
No 
Missing 
N/A 

 
7.6 
54.4 
38.0 

 
13.1 
77.8 
7.1 
1.0 

Is client continuing to receive STCM as still making progress? 
Yes 
No 
Missing 
N/A 

 
54.4 
10.1 
35.4 

 
73.7 
16.2 
7.1 
2.0 
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Outcomes at the final review 

Clients making progress towards their goals at the six-week review, but requiring 
additional STCM to achieve their goals were able to continue with case management. In 
Stage 1, additional information on goal achievement at the final review was requested from 
the pilot sites, as the question was not asked in the original STCM-DCF. The amended 
DCF (August 2012) includes this question.  

As Table 27 below shows, in both stages, around 90% of STCM clients had achieved some 
or all of their goals at their final review. A minority (8%) were rated as not achieving their 
goals.  

Table 27: Overall goal achievement at Final Review (Stage 1 and Stage 2) 

Question Stages 1 and 2 

 

n 

Stages 1 and 2 

N = 178 

% 

Has client achieved goals? 
All 
Some  
None 
Missing 

 
91 
70 
12 
5 

 
51.1 
39.3 
6.7 
2.8 

 

The figure below illustrates goal achievement at the six-week and twelve-week stages for 
the combined client sample (N = 178). A small number (n = 14) had met all of their goals 
at six weeks. Of those who had met some of their goals at six weeks (n = 120), not quite 
one-half (n = 57, 47.5%) went on to meet all their goals. Of the small number who had met 
none of their goals at six weeks (n = 9), just under half (n = 4) had still not met any of their 
goals at 12 weeks. 

This analysis indicates it was worth persisting with clients who had achieved only some of 
their goals after six weeks of case management. However, only about half those clients 
who had achieved none of their goals at six weeks went to achieve any of their goals.  
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Figure 14: Flow chart of goal outcomes at six- week and final reviews for STCM clients (Stage 
1 and Stage 2) 

 

Outcomes for clients with different levels of goal achievement 

Achievement of clients’ goals was examined by other indicators of program success, such 
as change in case managers’ ratings of client independence and carer stress (which is 
presented in the section on outcomes for carers; see section 3.3.3). The analyses below 
divided the STCM clients into three groups: those who achieved all their goals; those who 
achieved some of their goals; and those who achieved none of their goals. 
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Was goal achievement related to change in independence? 

The next table indicates the percentages in each of the three goal achievement groups that 
reported change in IADL and ADL capacity. For this analysis, all relevant IADL (or ADL) 
items were added together and change scores were calculated.  This method distinguished 
two groups of clients: (a) those who overall were rated as improving (b) those were rated as 
not improving, as deteriorating, or where improvements in one area were balanced by 
deterioration in another. 

Table 28: Improvement in independence by goal achievement 

 All goals 
achieved 

% 

Some goals 
achieved 

% 

No goals 
achieved 

% 

Total 
 

% 

IADL n = 75 n = 74 n = 10 N = 159 

No improvement in IADL 66.7 62.2 70.0 64.8 

Improvement in IADL 33.3 37.8 30.0 35.2 

Total 100.0 100.0 100.0 100.0 

ADL n = 61 n = 48 n = 10 n = 119 

No improvement in ADL 83.6 83.3 90.9 84.0 

Improvement in ADL 16.4 16.7 10.0 16.0 

Total 100.0 100.0 100.0 100.0 

Change in ADL or IADL independence was not significantly related to goal achievement. 

Was goal achievement related to case managers’ ratings of improvements in issues that 
prompted the STCM episode?  

An improvement was coded if clients were rated as having improved on any of the issues 
previously listed in Table 21. Altogether, 135 clients (77%) were rated as having improved 
on at least one of these issues. While most clients were rated as having improved on 1–3 
issues, 16 clients were rated as having improved on four or more issues. 

Table 29: Improvement on client issues by goal achievement 

 All goals 
achieved  
(n = 79) 

% 

Some goals 
achieved  
(n = 80) 

% 

No goals 
achieved  
(n = 11) 

% 

Total 

(n = 170) 

% 

No improvement in issues 16.5 16.3 90.0 60.8 

Improvement in any issue 83.5 83.8 9.1 39.2 

Total 100.0 100.0 100.0 100.0 

The result of the analysis of improvement on issues related to clients’ need for STCM by 
goal achievement was highly significant (χ2 = 34.3, p < .001). Eighty-four per cent of the 
two groups that achieved some or all of their goals were rated as having improved on their 
issues, compared with less than 10% of clients who achieved none of their goals. 
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Was goal achievement related to case managers’ ratings of avoiding service escalation, 
hospital, or ongoing case management?  

Avoiding escalation was coded if clients were rated as having avoided escalation of HACC, 
hospital admission, or ongoing case management.  Altogether, 154 clients were coded as 
having avoided one of these intensive service use outcomes as a result of STCM.   

Table 30: Avoiding intensive service outcomes by goal achievement 

 All goals 
achieved  
(n = 79) 

% 

Some goals 
achieved  
(n = 80) 

% 

No goals 
achieved  
(n = 11) 

% 

Total 
 

(n = 170) 

% 

No avoidance of intensive 
services 

6.3 12.5 36.4 11.2 

Avoidance of intensive 
services 

93.7 87.5 63.6 88.8 

Total 100.0 100.0 100.0 100.0 

The result of the analysis of avoidance of intensive service use by goal achievement was 
significant (χ2 = 9.0, p < .05). While a majority of clients in all three groups were rated as 
having avoided intensive service use due to STCM, this proportion was much higher for 
clients who achieved some of or all their goals (94% and 88% respectively). 

Analysis of HACC service use by achievement of client goals was also explored, and is 
reported in section 3.2.5.  

 

Three-month Review (post-discharge from STCM) 

As part of the STCM pilot, case managers were asked to contact clients three months after 
they had been discharged from STCM to determine how the person was managing three 
months on and whether levels of service had decreased, been maintained, or increased. 
Sufficient information was available for 133 clients who had received a three-month review 
by April, 2013. 

In both stages, how the three-month review form was completed varied between pilot sites. 
Client outcomes in terms of service provision levels were coded as indicated in Table 31 
below.  
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Table 31: Three-month post-discharge service use (stages combined) 

Total Sample Total 
n 

Total  
% 

Decrease in HACC service use 15 8.4 

Same level of HACC service use 89 50.0 

Increased HACC or transition to more intensive community 
services including packaged care 

21 11.8 

Increase, residential care 8 4.5 

Missing/Unable to code/NA 45 25.3 

Total 178 100.0 

The most common three-month outcome was maintenance in the use of HACC services 
(50%). Consistent with other analyses, an increase in service use—either more HACC 
hours or services, or transition to more intensive services such as packaged care and 
residential care—was a more common outcome than a decrease in service use. 

3.3.2 Outcomes from the de-identified case studies 

The de-identified case studies highlighted a range of positive outcomes of clients, described 
below. 
Independence 

STCM had a range of positive impacts on clients’ lives. Across the case study examples, 
clients regained independence with activities such as shopping, household maintenance, 
gardening, cooking and accessing the community. Some clients regained complete 
independence and ceased HACC services as a result of STCM. However, others were 
recognised as needing a higher level of ongoing support for them to remain living at home 
and were accepted for CACP or EACH packages. The provision of information by STCM 
case managers and other clinicians was reported to empower clients to make their own 
decisions about their health care and housing, both during and after the STCM period. 
Safety 

Safety was improved through the reduction of falls risk by de-cluttering indoor and outdoor 
spaces at clients’ homes. Improvements were also achieved in client strength and mobility, 
and the facilitation of minor home modifications and equipment, which enabled clients to 
participate more safely in their personal care and domestic tasks. For example, clients with 
vision impairments were provided with strategies and support to improve their safety in 
their homes and the community. 
Social inclusion 

Significant gains were made in reducing social isolation through a variety of means. 
Several clients participated in community activities, such as education programs and social 
and exercise groups. One client was able to communicate with family overseas after 
participating in a computer class and purchasing a computer. For some clients, case 
managers supported goals relating to increasing access to the community by building up the 
individual’s confidence in using public transport, or by organising community transport 
services. 
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Physical health and wellbeing 

Participation in physical activity contributed to increased independence, safety and 
mobility as well as social inclusion. For example, two clients lost weight through the 
implementation of diet and exercise plans. One client felt confident to look after her 
grandson one day per week, having increased her strength and mobility through an exercise 
program. Another reported increased endurance and energy, which improved his capacity 
to support his wife, who was undergoing cancer treatment. In addition, several case 
managers documented clients shifting to a more positive mindset as a result of the STCM 
process.  

Recovery from crisis 

STCM was used to get clients back on their feet after dealing with a crisis. For example, 
with the support of the case manager, a client who was struggling to cope following the 
death of her spouse was able to regain independence with shopping, cooking and driving. 
Through the period of case management, measures were put in place—such as regular 
walking with a friend—to enable the client to continue to feel supported and connected to 
others during this difficult time. Two clients had significant financial issues which were 
addressed through STCM, and strategies were put in place to help avoid future escalations. 

Sustainable Outcomes 

For several clients described in the case studies, participation in STCM led to a shift 
towards a more positive, goal-directed mindset. Having successfully achieved goals in 
STCM, one client continued with goal-directed behaviour post-discharge. Another client 
booked into a detox and rehabilitation program after recognising that being sober was 
important for continued improvements in his life. This client also felt more resilient, and 
was able to support his family during a difficult time. One client, who had previously felt 
depressed and isolated, reported feeling more confident to ask for assistance when it was 
needed. 

The STCM process also involved the provision of services and support to sustain clients’ 
safety and quality of life beyond the case management period. Where appropriate, clients 
were transitioned into appropriate long-term case management or other HACC services. 
Relationships were established between clients and other health services such as a GP and 
pharmacy. Education and support was also provided to family members and carers. Some 
clients were linked to respite services and carers were given emotional support by case 
managers, which also assisted them to continue in their caring roles.  
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3.3.3 Outcomes for carers 

Carer details were collected in Part D of the DCF. Where a primary caregiver was 
identified, the sustainability of the primary caregiving relationship was rated pre- and post-
STCM. Response options for this question were simplified between Stage 1 and Stage 2, as 
set out in the table below: 

Table 32: Response options for caregiving sustainability pre- and post-STCM 
Stage 1 Stage 2 

1 Primary caregiver is unable to 
continue major caring activities 

1 Primary caregiver is unable to 
continue major caring activities  

2 Primary caregiver is experiencing 
stress, anger or depression as a result 
of the caring role and may be unable 
to maintain caring role without some 
support 

 

3 None of the above: Primary caregiver 
is able to continue at current level 

2 Primary carer is able to continue their 
caring role at the current level  

Because the response options for Stage 1 and Stage 2 were different, Case Managers’ 
ratings of change in the sustainability of the caregiving relationship were analysed 
separately for the two stages.  

Overall, data were available on changes in carer capacity for 25 carers at Stage 1 and 27 
carers at Stage 2. Change in the sustainability of the caregiving relationship is illustrated in 
Figures 2 and 3 below: 
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Figure 15: Change in carer sustainability, Stage 1 

 
 

At Stage 1, there was some improvement in carer sustainability for seven carers, no change 
for 16 carers, and deterioration for two.   

Data analysis indicated an almost significant trend for a reduction in carer stress from pre- 
to post-STCM. However, when the analysis was repeated by comparing the "able to 
continue" descriptor with a category combining the two "high stress" descriptors, the result 
was a highly significant reduction in stress (using the related samples Wilcoxon signed 
rank test, p = .008). 
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Figure 16: Change in carer sustainability, Stage 2 

 
At Stage 2, there was some improvement in carer sustainability for 13 carers, no change for 
12 carers, and deterioration for no carers.  Data analysis showed a highly significant 
reduction in carer stress for these 27 carers (p < .001). 

Table 33: Carer use of HACC Services post-STCM compared to pre-STCM  
(Clients with carers, Stage 1 and Stage 2) 

Carer linked into 
HACC services as a 
result of STCM 

Stages 1 and 2 
N = 52 

% 

Yes 
No 

37.3 
62.7 

 

Data from Stages 1 and 2 were pooled to examine whether carers were linked into HACC 
as a result of STCM. Not counting cases with missing data and those coded as Not 
applicable, 37% of carers were reported as being linked into HACC services as a result of 
STCM.  
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Table 34: STCM made a difference to carers’ capacity to remain caring (Stage 2) 
 Stage 2 

N = 35 
% 

Yes 
No 

85.7 
14.3 

 

In Stage 2, case managers were asked whether STCM had made a difference to carers’ 
capacity to remain caring—a question that was relevant for 35 clients.  Case managers 
believed that STCM made a difference for 86% of carers in terms of their capacity to 
remain caring. 

 

Was goal achievement related to change in carer status? 

The following table indicates the percentages in each of the three goal achievement groups 
whose carers were rated as having improved (or not having improved) on their capacity to 
continue caring at the current level.  This table includes only those 52 STCM clients with 
carers. 

Table 35: Carer capacity to continue caring by goal achievement 

 All goals 
achieved  
(n = 26) 

% 

Some goals 
achieved  
(n = 20) 

% 

No goals 
achieved  

(n = 5) 

% 

Total 
 

(n = 52) 

% 

No improvement in carer status 50.0 65.0 100.0 60.8 

Improvement in carer status 50.0 35.% 0.0 39.2 

Total 100.0 100.0 100.0 100.0 

This table shows that improvement in carer status was related to clients achieving their 
goals: among clients who achieved all their goals, one-half of carers experienced 
improvement in being able to care, compared with one-third among clients who achieved 
some of their goals, and no clients who achieved none of their goals. This difference in 
results was statistically significant (linear χ2 = 4.6, p < .05). 

Changes to carer capacity to continue caring was also nominated as one of the domains 
during the Most Significant Change Workshop (see section 3.3.4 for details and a 
significant change story). 
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3.3.4 Changes in service use 

Evidence on changes in service use came from two sources: the DCF and the HACC MDS.  
Evidence from the DCF is presented first. 

In Part I of the DCF, case managers were asked to indicate whether they believed an 
escalation of HACC services, hospital admission, or the need for ongoing case 
management such as a CACP were avoided as a result of STCM. The question on the 
difference STCM made for carers was added to the DCF for Stage 2.  Data are reported 
separately for Stage 1 and Stage 2 because of the change made to the DCF. 

As Table 36 below indicates, in Stage 2 when the question was applicable, case managers 
believed that 86% of clients avoided an escalation of HACC services, 83% of clients 
avoided hospital admission, and 60% of clients avoided the need for ongoing case 
management. In addition, case managers believed that STCM made a difference for 86% of 
carers in terms of their capacity to remain caring (see Table 34). 

Table 36: Service escalation, hospital admission, and ongoing case management avoided 
(stages combined) 
 Stages 1 and 2 

N = 99 
% 

Escalation of HACC avoided 
Yes 
No 
N/A 
Missing 

 
68.0 
19.7 
9.6 
2.8 

Hospital admission avoided 
Yes 
No 
N/A 
Missing 

 
51.1 
12.4 
32.6 
3.9 

Need for ongoing case management avoided 
Yes 
No 
N/A 
Missing 

 
46.1 
32.0 
15.2 
6.7 

 

The changes in service use reported below are those evident in the HACC Minimum data 
set for STCM clients. All services with hours recorded in the HACC MDS were included in 
this analysis: domestic assistance; volunteer social support; personal care; nursing care; 
allied health; assessment; case management; care coordination; property maintenance; and 
counselling and information services. 

The figure below shows the change in service use over time for the 131 STCM clients 
whose service use could be recorded for two quarters before and two quarters after 
commencing STCM. (Forty-four STCM clients were omitted from the analyses because 
they began receiving STCM in Q9 or Q10, so data were not available on their service use 
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for two quarters following them commencing STCM.) This analysis includes people who 
recorded no services in some of these periods (because they had died, been admitted to 
residential care, or started on packaged care).  

Period start refers to the same period that STCM started; Quarter before start refers to the 
quarter before STCM commenced; 2 Quarters before start refers to period two quarters 
before STCM commenced; Quarter after start refers to the quarter after STCM 
commenced; and 2 Quarters after start refers to period two quarters after STCM 
commenced.  

This graph illustrates a significant increase in the use of all HACC services in the quarter in 
which STCM started and the quarter afterwards, with a decrease two quarters after the start. 

Figure 17: Change in HACC service use for STCM clients 

 
The result of the analysis of change over time in use of HACC services is significant  
(p < .001). It appears that STCM encouraged an increase in hours of HACC services. This 
is an appropriate outcome for clients with complex needs. 

However, it is possible that this increase reflects simply the hours of assessment, case 
management and care coordination provided in the STCM pilot. The analysis was repeated 
separately for: 

• ‘General’ HACC service hours received by STCM clients (e.g., personal care, 
domestic assistance, respite, and planned activity groups) 

• ‘Support’ hours received by STCM clients (comprising assessment, short-term case 
management and care coordination).  
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The results are illustrated below: 

Figure 18: Change in STCM clients’ “General” services and “Support” services (hours) 

 

Change over time in hours of both general services support services was significant. 
However, the pattern of change for these two service types was quite different. The 
provision of support services was negligible prior to STCM, increased dramatically in the 
quarter that STCM started (to an average of nearly 10 hours per client), then declined 
steadily in the following two quarters. On the other hand, provision of general services 
averaged about 15 hours per quarter prior to STCM, and was significantly higher for all 
three following quarters (on average, 22, 27 and 24 hours respectively). 

Comparison of changes in service use for STCM versus non-STCM clients 

This pattern of change in service use for STCM clients was compared with the pattern for 
8,239 non-STCM HACC clients from the six councils that received a support service in 
Quarter 8.  

Non-SCTM clients are HACC clients who received any amount of a support service (i.e., 
assessment, care coordination or case management) in Q8 (i.e., April–June 2012). This 
quarter was chosen as the comparison quarter for non-STCM HACC clients because it was 
the quarter in which the largest number of STCM clients began receiving services (see 
Figure 2), and because data for the two quarters preceding and following were available. 

The results are illustrated below. Again, records used for the analyses include clients who 
received no services in the quarters featured because they were no longer HACC clients.  

The first graph below shows change for the two groups in all HACC hours (Figure 19). 
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Figure 19: Change in all HACC hours for STCM and non-STCM clients 

 
The picture of change in service is quite different for STCM and non-STCM clients. While 
the profile for STCM clients changed dramatically over time, there was relatively little 
change for the non-STCM clients who had received a support service. Non-STCM clients 
originally had higher levels of service use than STCM clients (averages 16.8 vs. 14.3 
hours). The group of clients who received a support service in Q8 experienced some 
increase in service use, to 21.8 hours in Q8 (an increase of 30%), and 20.8 and 18.8 hours 
respectively in the two subsequent quarters. In contrast, the hours of service provision to 
STCM clients doubled in the quarter they started the service (to 31.8 hours). For most 
HACC clients, receiving a support service resulted in some increase in service use, but 
much less than the increase secured for STCM clients. 

This profile indicates that the pattern of service use of STCM clients over time was very 
different from that of other HACC clients obtaining services through participating sites. 
Most telling, the impact of receiving a support service such as assessment or care 
coordination had a relatively small impact on service use for non-STCM clients.  

The above analysis was then extended in two ways. First, the analysis was repeated to 
identify patterns of change in general hours and support hours separately (as in Figure 19 
above) for the two groups of clients. Second, the analysis was repeated for new HACC 
clients (i.e., those with no service use in Quarters 6 and 7). 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing 91 

 

Figure 20: Change in HACC general service hours for STCM clients and non-STCM clients  

 
The graph above illustrates change in general service hours for two groups of HACC 
clients: non-STCM clients who received a support service in Q8 (the reference quarter for 
non-STCM clients at the participating sites); and STCM clients.   

This graph shows that STCM clients began with fewer hours of general services than the 
non-STCM group (i.e., HACC clients with a ‘support’ service in Q8), but ended up with 
much higher levels of these services.  

Two quarters before the reference quarter, non-STCM clients received 15.4 hours of 
general services, compared with 13.7 for STCM clients.  However, in the reference quarter, 
STCM clients received 3 hours more of general services than non-STCM clients (22.2 vs. 
19.1 hours: a 16% difference) and in the following quarter the difference was even larger 
(7.6 hours: 26.8 vs. 19.1 hours, a 40% difference). The difference decreased by two 
quarters after the reference quarter to 6.2 hours (23.6 vs. 17.3 hours, a 36% difference). 

Figure 21: Change in HACC support hours for STCM clients and non-STCM clients  

 
The graph above illustrates change in support hours (i.e., assessment, care coordination and 
case management) for the same two groups of HACC clients: STCM and non-STCM. 
Before the reference quarter, the difference between STCM and non-STCM clients was not 
large, and both groups received less than two hours per quarter. However, in the reference 
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quarter, provision of support hours jumped to 9.6 for STCM clients and 2.8 for non-STCM 
clients. This difference then decreased and was only 0.9 hours on average in the second 
quarter after beginning STCM. 

The next set of analyses compares two groups of new HACC clients—those who received 
a HACC assessment but did not receive STCM (n = 1,723) and those who went on to 
receive STCM (n = 42).  The two groups are compared on both general hours and support 
hours.   

Figure 22: Change in HACC general and support hours for new HACC clients  
(STCM and non-STCM)  

 
For the figure above, HACC records were selected if clients of the six participating 
councils had no services in Q6 or Q7 but received an assessment in Q8. STCM clients were 
selected if they had received no HACC services before starting STCM. The patterns of 
change in both general and support hours were compared.  

This analysis shows that new HACC clients received much higher levels of service if they 
received STCM than if they were non-STCM, and that this was true for both general hours 
(the blue lines) and support hours (the red lines).  The difference was in the order of  
50% for general hours in the 2 quarters following the STCM episode. Not surprisingly, the 
difference for support hours was much stronger, with STCM clients receiving 3.6 times the 
number of support hours of non-STCM clients in the reference quarter, 7.8 times in the first 
quarter after receiving an assessment, and 2.8 times in the second quarter after assessment. 

Were hours of HACC service use related to goal achievement?  

Hours of all HACC services used by clients immediately before STCM started, in the same 
quarter that STCM started and for the two subsequent quarters were analysed for three 
groups: clients who achieved all their goals (n = 56); those who achieved some of their 
goals (n = 63); and those who achieved none of their goals (n = 8).  The numbers for these 
groups—especially the third group—were relatively small.  Nevertheless, the result is very 
interesting (see the figure below). This figure also includes the line for average hours of 
HACC services in the participating councils. 
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Figure 23: Hours of HACC service use over time for clients who achieved all, some or no goals 

 
This graph shows that clients who achieved all their goals used more services over time 
than those who achieved some of their goals. The small group of clients who achieved no 
goals were higher users of HACC services in the quarters before they began STCM and 
there was no increase in service use in the quarters afterwards.  

A dotted line has been included that provides the average service use for all HACC clients 
with any service use.  This shows that STCM clients who achieved some or all their goals 
began with less-than-average hours of service use prior to starting on STCM. The group 
that achieved all their goals were using more services than the average two quarters after 
commencing on STCM, while the group that achieved some of their goals had average 
service use two quarters later, and the group that achieved none of their goals had lower-
than-average service use two quarters later. 

3.3.4 Change in HACC Assessment throughput during STCM pilot period 

It was thought that the number of HACC assessments might increase in STCM pilot sites. 
The following figure shows the number of HACC assessments across the 10 quarters. An 
assessment was assumed to have occurred if assessment hours were greater than zero. This 
analysis assumes that assessment hours within a quarter belong to the same assessment. 
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Figure 24: HACC MDS Assessments Q1 to Q10 for STCM pilot sites 

 
While there is no consistent trend, the number of assessments was higher in Q10 than in 
Q1. However, this graph demonstrates a consistent trend for assessments to be lower in the 
second quarter of the financial year (Quarters 2, 6, and 10; October-December) than for 
other quarters.  This shows the significant impact of seasonal variations in the throughput 
of HACC assessments. The numbers of assessments within a year are compared in the 
following graph. 

Figure 25: Change in HACC MDS Assessments for STCM pilot sites (by year) 

 
 

This positive shift represents some evidence for a general increase in throughput of 
assessment numbers. This analysis assumes no change in the number of full-time 
equivalent (FTE) assessment staff during the period—an assumption that may well be false. 
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3.3.5 Most Significant Change Technique 

The Most Significant Change (MSC) technique is a form of participatory monitoring and 
evaluation.14 It is participatory, as many project stakeholders can be involved in analysing 
the data. MSC contributes to evaluation, as it provides information on the impacts and 
outcomes of a program that can be used to help assess program performance  as a whole. 
MSC does not make use of pre-defined indicators, especially ones that have to be counted 
and measured.  

MSC is considered to be an appropriate tool when looking for the effect of an intervention 
on people’s lives. It can deliver a rich picture of what is happening, rather than an overly 
simplified picture where impacts and outcomes are reduced to a single number. It is also a 
good means of identifying unexpected changes. The process involves the collection of 
significant change stories from the field level, and a systematic selection of the most 
important of these by a panel of designated stakeholders or staff. 

Methodology 

A total of 27 significant changes stories were collected by the project team from staff (site 
managers and case managers), and clients. Both clients and staff were asked two questions: 

• From your point of view, what was the most significant change that resulted from 
your involvement in the Short-term case management pilot in the last 12 months? 

• WHY do you consider this change to be the most significant one? 

A template was provided to staff, which they completed and returned to the project team. 
Staff members were encouraged to write significant change stories that related to their 
work with clients and/or personal change.  

Fourteen clients who had previously consented to being contacted by telephone relayed 
their significant change stories to members of the project team. The interviews were 
recorded and transcribed in full. 

Site managers and Department representatives were invited to attend a half-day workshop, 
facilitated by the project team, to select stories. The task was to reduce the 27 stories 
gathered to one story per domain of change. Domains are broad and often fuzzy categories 
of possible changes that can either be pre-defined or, as in this case, may emerge from the 
stories. After an initial reading (out aloud) by the group of all the stories submitted, four 
domains emerged. Two stories were deemed to have either too little information to be 
considered, or were not about change. The remaining stories were allocated to the 
following domains: 

• Changes to scope of practice and models of service provision/delivery that are 
consistent with ASM; for example, flexibility (3 stories). 

• Change to carer capacity and or family dynamics (3 stories). 

• Change in perceived barriers to receiving support and feelings of security and being 
supported (5 stories). 

• Changes to client capacity and levels of independence (14 stories). 
                                                 

 
14 http://www.mande.co.uk/docs/MSCGuide.pdf  

http://www.mande.co.uk/docs/MSCGuide.pdf
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The stories in each domain were then discussed and the most significant story in each 
domain decided on by vote.15 

Results 

Results are presented separately below for each of the four domains identified by staff who 
participated in the MSC workshop. 

Domain 1: Changes to scope of practice and models of service provision/delivery that are 
consistent with ASM; for example, flexibility 

The story chosen as being the most significant was Story 19. The vote was not unanimous, 
with one participant choosing Story 27. 

Story 19: Case Manager 

Throughout the Short-term case management (STCM) pilot, I have reflected on the contexts 
of the effective outcomes for the clients who the pilot has appeared to have benefited the 
most. As the project has evolved, I have noted that one of the consistent measures of 
success for a range of clients has been the engagement of Community Support Workers 
(CSWs) with the client’s goal. The key reason for some of these successes has been the time 
I have been able to put into communicating a client’s person-centred support requests to 
the staff involved in working with the client. 
At around this time, the department I work in had identified that within the continuum of 
assessment to service delivery there was a breakdown in effective communication processes 
at key points in the continuum. The team identified that person-centred outcomes or 
changes on service plans were not always being effectively communicated to the CSWs. As 
a result clients were not always receiving optimum support, and CSWs were not receiving 
the professional development that could be derived by delivering more active service 
supports.  
I made a few changes to the focus of my professional role as a result of my reflections, and 
as a result of my department’s observation. I decided to attend each of the team meetings 
attended by CSWs to promote what was working well in the STCM pilot. I provided 
examples of the roles some of the CSWs have had as a part of STCM which have directly 
supported a client’s goal achievement. 
I paid extra attention to relationship building across our service delivery structure, 
including [a range of staff] and particularly the CSWs. I made sure that I was thorough in 
my written and verbal handover of goal based service plans so that the role expectation of 
the team members was clear. I involved CSWs in joint visits with allied health where it was 
relevant for the service delivery to take on allied health recommendations.  
I became a member on an internal ASM working group focused on care planning. In this 
role I was able to contribute some of the positive practices and learnings of the care 
planning role I have performed as part of the STCM. 
 
 

                                                 

 
15 Stories have been edited slightly to improve readability and ensure confidentiality 
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I see the above professional roles as core components of the STCM role; however, the 
specific emphasis on my personal practices in the care planning/service planning area, and 
contributing to the good practice developments of the team was a significant shift (change) 
which has enabled me to see continuing positive outcomes for clients over the last six 
months.  
(WHY do you consider this change to be the most significant one?) 

The range of factors that have led to the more successful client outcomes are varied; 
however, the most satisfying factor for me has been the positive engagement of the 
council’s CSWs with clients who have a goal focused service plan. The reason this is so 
satisfying is that I have seen glimpses of active service principles infiltrating the unit I work 
in. In these instances the client has achieved good personal results. However, it is the 
results for the staff member which are perhaps more significant.  
The outlook of the CSWs involved with STCM clients has, for the most part, been 
completely engaged and invested in the client’s progress. I have had CSWs provide me with 
excellent feedback on client goal progress, often with suggestions as to changes to a 
service plan or comments as to the client’s readiness to move to a next level or goal 
milestone. In these situations I feel that the staff have taken on, or extended, one of the key 
roles that I perform in the early part of the STCM with a client. This role is critical—it is 
the motivational role, it is translating what is meaningful in that person’s life (a goal) and 
working with them, and encouraging them, to find a pathway to maintaining or activating 
that meaning. This has worked the best when the care staff understands the client’s context, 
and they are able to take the motivational role to the next level as the rapport they have 
with the client grows.  
One particular client outcome emerged from my strategy to engage the CSWs with the 
STCM role. A CSW approached her Team Leader following my attendance at a CSW team 
meeting. The CSW had a client she felt would benefit from STCM. This was a lady who was 
15 months into a recovery from two strokes. The care worker noted that the client wanted 
support to get to the pool to extend her exercise rehabilitation. I took this lady on as part of 
STCM. I constructed a goal focus, which was not only to attend the pool with support, it 
was to do so as independently as possible by three months. The lady also expressed 
wanting to attend her former social groups if she was able to make physical gains via 
exercise.  
My role after the initial set up of the plan was to have regular feedback with the client and 
her carer (daughter) and the CSW. I made small changes to the service plan along the way 
based on the feedback received. The role was not too time-intensive during this goal 
maintenance phase. Using the CSW feedback I was able to review the client when she was 
close to moving to her next milestone: catching a community bus independently to the pool, 
and having personal care support for half an hour from the CSW before returning home 
independently. I coordinated these service changes and the CSW contributed ideas and 
practical strategies in reducing the support of her role. 
After three months this lady was getting to the pool by the community bus, she had greatly 
reduced dependence on the CSW (from 2 hours to half an hour), and she also had the 
confidence to attend her social group again. As an added bonus, this client now feels ready 
for a more intensive aqua exercise group, which I facilitated. The client’s daughter was 
thrilled with these developments as it reduced the dependence the client had on her in 
context of her full–time work. 
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The CSW said to me following this experience, “I want to have more clients like this.” This 
is a significant compliment to the ASM, and it is the same compliment that has been offered 
each time I have worked with a CSW who has contributed to an active service plan. 
The most significant change from my point of view is that the STCM pilot has engaged the 
staff on the ground performing the support roles and has enabled members of this group of 
staff to extend the ASM principles set up by me as a case manager into an effective team 
approach. Becoming aware of this change has been useful for me as it has enabled me to 
contribute constructive feedback to my team as we strive to institute practice developments 
in active service care planning.  
This developmental aspect of the STCM role, in my view, paves the way for the ASM team 
approach and each time I bring a new client to the team for a goal centred service plan, it 
takes less time for the team to adapt and in turn my role becomes less time intensive. 
The reasons expressed by participants for choosing this story included: 

It involved the community care workers at a different level and was about capacity-
building of community care workers. 
It highlighted the importance of not only the case manager working with the client 
but involving everyone in the care of that person in order to achieve the goals of the 
client. You need to involve a whole lot of people and be really inclusive and 
communication is crucial to the ultimate achievement of the client goal. 
It could all fall over in at the end of 12 weeks if the CCWs aren’t included. 
I think it’s been identified how crucial CCWs are in this whole process so I think 
it’s a good illustration of how case management has included working with the 
CCWs. 
With the [other stories] that have been shared we’ve probably got a lot less 
examples of that … part of the system working well.  
The other reason why I like it is because it shows the capacity of that intensive work 
done by the case manager to influence the whole team. 
I thought that was a really good expression of the case manager being well 
engaged. 
 

Domain 2: Change to carer capacity and or family dynamics 

The most significant story of the three stories in this domain was Story 21. The vote for this 
story was not unanimous, with one participant choosing Story 12. 

Story 21: Case Manager 

In summary, the story depicted below is about an 83 year old woman living with her 
husband in a severely cluttered house (Clutter Image Rating of 9). The client identified 
herself as hoarder whilst her husband appeared fragile and was suffering from 
emphysema. The couple had lost both their sons, one to a bike accident when he was 19, 
the second to lymph node cancer 18 months ago prior to STCM. 
The client described her relationship to second son as very close. She believed her 
hoarding behaviour stemmed from him. She began hoarding around the time the first son 
was killed in an accident. 
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The client believes she senses her son in the house; she will feel something on her 
shoulder; things get moved; she finds photos of him when she sorts through things and 
believes he places them there on purpose. The husband discussed his willingness to enter a 
residential facility as he felt his decreased mobility was being impacted by his inability to 
move around in the cluttered home. The client did not want to relocate to a residential 
facility because of her felt connection with and sense of presence of her deceased son. The 
client did not cry at the funeral and said she did this privately only. The loss was never 
discussed with her husband and she had no one to talk to. The couple had been isolated 
from family and friends and had very minimal contact with the ‘outside world’.  
The client was referred to STCM after an initial assessment was conducted to trial meals 
on wheels. The concern for the client was the hoarding, isolation, the husband’s ill health, 
and the client’s short-term memory loss. 
The most significant changes in this story will outline aspects of the plan and goals 
achieved with client. They include addressing the isolation and the client’s hoarding, which 
was closely tied to unresolved grief and loss.  
The only relatives the couple had were two nephews from the client’s side. With her 
permission, the case manager was able to make contact with them and build 
communication between the client, her husband and the nephews. The nephews were 
informed of the client’s circumstances and had not realised the extent of her health 
concerns and hoarding issue. The nephews had been somewhat estranged and felt 
resistance when they had attempted to make contact with the client and her husband. The 
nephews assumed the client and her husband needed to be alone in their grief and did not 
want to impose. STCM bought a significant change in producing a reconnection to family 
and support. The nephews were able to take POA for both client and her husband and 
supported them in their transition to a residential facility near their home.  
The client had resisted counselling services because she preferred not to stir up emotions. 
However, the case manager and the client built up a rapport and there was a need for the 
client to be supported and to begin building on skills in managing her hoarding and grief. 
STCM was able to support the client to recognise certain emotions, such as when she felt 
compelled to buy things—a response to her yearning to get close to her deceased son. Over 
the intervention time, the client was able to get to a stage of increased awareness of her 
hoarding tendency. The client had filled her home with bought items that her son would 
have liked, used or bought. This mainly included tools, maps, books on computers, men’s 
clothing, and so on. The client was also able to transform her feelings of guilt about buying 
things to recognition of her yearning for her son. 
(WHY do you consider this change to be the most significant one?) 

The client’s extreme hoarding and grief and loss were intertwined. STCM was not able to 
deal with the hoarding behaviour in the limited timeframe. However, STCM provided 
support for the client to come to an understanding how her hoarding behaviour was 
masking an unmet emotional need. I hope that the client will take with her improved self-
awareness to better manage her temptation to buy items that remind her of her son.  
The improved connection between the client and her nephews is also significant in that she 
now feels supported and not as isolated as she felt initially. Client was afraid she would be 
alone if her husband died, and through STCM she feels she can turn to family for help and 
support. 
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The reasons expressed by participants for choosing this story included: 

It was the way the case manager worked with the wife with the hoarding behaviour 
but was unaware of why these things were happening. I think quite a lot of work 
was done with this person identifying what the real issues were for her. And 
because of the grief and loss they’d isolated themselves … then reconnecting with 
the nephews, you know, she’d lost everything. 
I agree absolutely with what you’re saying I think that it’s probably the best but I 
just thought there wasn’t enough information about the nephews coming on board. 

The reasons for not choosing Story 14 included a lack of detail and difficulty getting a 
sense of what actually happened or how much the case manager did for them. Story 12 was 
felt to be a relatively common story that did not sufficiently reflect the objectives of 
STCM.  

 

Domain 3: Change in perceived barriers to receiving support and feelings of security and being 
supported 

The five stories in this domain were all told by STCM clients. The most significant story 
was Story 5. The vote was not unanimous, with one participant choosing Story 9. 

Story 5: Client Story 

I16 - From your point of view describe the most significant change that resulted from your 
involvement with the case manager. 
C- It was good. She’d see me every week. Every 7 or 8 days she came to see how we were 
going. She did a lot. Getting me to get the healthcare and get approved and that. 
I - So what do you think is the most significant change that you experienced through 
working with [CM name]? What’s the biggest difference in your life? 
C - Oh, getting help. Getting help, getting the referrals. To aged care and that. I’ve got a 
lady here from the aged care now. 
I - So what kinds of things does she help you with? 
C - Well I’m going to get a carer for when I go up to the supermarket so I can have the 
walker and they can have the trolley. And also getting the district nurse here because I’ve 
got diabetes and a problem with my nervous system and I’ve been found out by the nerve 
specialist. It took about three doctor’s appointments to find this nerve specialist. The 
problem is nerves. 
I - So how do things feel different for you since having short-term case management?  
C- I feel a lot more secure. Because I can’t walk on my own, I’m on my walker. 
I - Okay, so did you get the walker through STCM? 
C - Yeah, yeah. 
I - So why is that significant to you? 

                                                 

 
16 I = Interviewer, C = Client 
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C - It gives you a bit more confidence at home. Because it’s all about keeping you going 
and keeping you at home. And that’s what I’m getting and I feel a lot better. And someone 
who came this morning, I keep forgetting, I’ve got three different people. But this lady was 
talking about getting a round-the-neck alarm. This happened because me and my sister, we 
live together and we help one another.  
I - So you need to make sure that you’re both safe. Before you saw the case manager, were 
you unsure about whether you would be able to stay at home? 
C - Well I wasn’t sure if I was going to be able to get any help because my sister had 
several falls and the local doctor put her through to the disability service there at the 
council. And the health care because at that stage I was all right, so I had to go through the 
aged care to get the service which I’m just getting now. I’m just getting the benefit from it 
now.  
The reasons expressed by participants for choosing this story included: 

I voted for this one because it reflects the work the case manager did in terms of 
getting a range of different supports in place for this client. And she expressed hope 
that she and her sister could cope with those supports. 
It gives you more of an idea of what the case manager’s doing [than the other 
stories]. 
It’s difficult because clients focus on one thing and it doesn’t give you a big picture 
of the all of the things the case manager did to get to that point. 
The case manager did a lot of work. The [client] went from a point of ‘I can’t 
manage with my sister’ to ‘well maybe I can with all of these things in place’. 

Story 7 was considered similar to Story 5, and a good example of working with a very 
private person to break through barriers and assist them to accept services. Story 9 was 
thought to reflect clients’ co-dependency and lack of empowerment, while Story 3 lacked 
sufficient information in comparison with the other stories in this category. 

 

Domain 4: Changes to client capacity and levels of independence 

Fourteen stories were assigned to this domain. Many of the stories were considered to be 
good examples of the type of outcomes that were intended by the STCM program. The 
most significant of the stories in this domain was Story 16. The vote was not unanimous, 
with two participants choosing Story 26. 

Story 16: Case Manager 

The client is a 65 year old man living in the back of his friend's property in a bungalow. 
The client was referred to STCM for support and assistance to address multiple complex 
health, social and financial issues. His health conditions and social environmental 
situation are as follows: 
Due to cancer of the throat about 3 years ago, he was treated with chemotherapy and 
radiation. As a result he lost all of his teeth and was left with chronic jaw pain. His jaw 
bone was left chalky, and he was unable to swallow properly or chew solid food. He now 
has pureed food delivered through Meals on Wheels seven days a week. He experiences 
extreme nausea and this is treated with medication. However, this medication taken long 
term can cause damage to his nervous system. Due to limitations with food intake this  
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client is continually under-weight. He also has an alcohol and nicotine addiction which 
impacts on his health and day to day functioning. He is in financial debt due to the 
significant amount of money he spends on cigarettes, alcohol, car fines and loans. He does 
not sleep well at night and reports feeling depressed. It was evident that there was poor 
self-care and neglect, low self-esteem and poor perception of his strengths and capacities. 
The client finds direct eye contact difficult when engaged in conversation. He has a very 
close friend aged eighty, who he has known for over forty years. The client lives in a 
bungalow at the back of this friend’s house. There appears to be co-dependency in this 
relationship, which is not always a positive or healthy one, but they both depend on one 
another. His bungalow and living conditions were poor and unhealthy and the client 
reported he had let it get out of hand. His living situation required a significant clean up.  
STCM involvement was to support and assist this client address his multiple health issues 
and address his smoking addiction. The client wanted help to reduce and eventually stop 
smoking. He wanted to have more money in his pocket and not have so much debt. He also 
wanted to "get the spring back in his step" and more vitality and to feel healthier. He 
wanted to take better care of himself as well as live in a clean environment. He didn’t want 
to die young. 
The most significant change resulting from STCM was when the client began to engage 
in help and support, after many visits building trust and rapport. We soon developed a 
relationship of working together, side by side with one another. The client first presented 
unmotivated and lacked drive and desire for change. He was able to say all the right things 
but didn’t demonstrate his commitment by his actions or participation. He often allowed 
his external world to control his behaviour and decisions. He didn’t appear to be 
responsible or in control of his own life. After several weeks significant change was evident 
when he shifted from disengagement to engagement with me. His posture when walking 
became more upright and not so stooped and he began to talk more. He showed more 
interest in his own health issues and was always ready at the front of the house to be picked 
up for appointments. When we would drive to appointments he would talk more about his 
life story and some of the challenges and social complexities in his relationships he was 
facing in his current living environment.  
Driving to appointments became an opportunity for this client to debrief and I began to see 
a shift and change in his level of motivation and enthusiasm for changes he needed to make 
in his life. This client continued to keep his appointments with allied health professionals, 
and he began to see a GP each fortnight and explore his health complaints. He went to all 
further specialist investigations arranged independently. He commenced a smoking 
cessation program and although it was difficult he started to use patches and put in place 
strategies to reduce his smoking and he began to think about his life differently. He 
attended follow-up sessions for the smoking cessation program independently. He also 
began to see a dietitian to explore his underweight issues and discuss options to vary his 
diet and review his nutritional intake. The client came up with his own solutions; for 
example, he purchased a blender and wanted to try and prepare freshly cooked meals. This 
also meant that he needed to think about his living environment and the changes he needed 
to make so that he could prepare meals in the privacy of his own living space. We began to 
have discussions around his large debts and explore strategies to address this problem 
area, and he was open to have this sorted out.  
At the end of STCM he wanted to continue with long term support and agreed that a long 
term case manager would be beneficial. He embraced the idea of a Linkages referral for 
long term case management and due to the long wait lists I was able to secure a HARP 
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(hospital admissions risk program) case manager as the interim option for case 
management. The case manager assigned to this client coincidently had a background in 
working with clients that experienced alcohol addiction and complex social and 
environmental issues. A joint visit was undertaken with this client and the new case 
manager and a thorough handover and discharge plan were completed.   
(WHY do you consider this change to be the most significant one?) 
This story presented the most significant change for both the client and me because it 
highlighted how important good engagement and relationship building is in working 
together to bring about change. Building trust and respect for one another was paramount 
in moving forward. At first I thought this was a mission impossible: how I was going to find 
common ground and connect with this man who would not return my calls and lacked the 
motivation to even engage in a conversation for any length of time? He appeared more 
interested in getting to the pub at the end of our appointments. Over time I decided not to 
put so much emphasis and focus on goals, but to get to know this man and try and 
understand what his life was like for him. And so we began to have exploratory 
conversations in the car. This meant that we had very little eye contact and we were 
chatting informally rather than sitting face to face. 
I would ask this client, what was your life like growing up? Tell me a little about your mum 
and dad? What were they like? When did they die and how? Why now do you want to seek 
help? What is important to you? How do you see yourself living your life for the years to 
come? What is important to you and why? What needs to change in your life and what is 
your priority? When your friend says good things about you what does he say? These 
questions transformed our working relationship. Side by side we would sit in the car and 
chat. Over time my client was able to come up with his own solutions and he was able to 
say what was realistic and achievable and what was not. For example he would say, "I 
cannot give up smoking altogether but I can cut back." This demonstrated his capacity to 
set small achievable goals and that he was committed to change certain aspects of his life 
to improve his health.  
This significant change story demonstrated for me the importance of the professional 
working relationship and that it evolves over time. Taking the time to build trust and 
mutual respect is vital in achieving desired positive outcomes for our clients.  
This client began to show great care for me as his case manager. On one occasion I 
remember in the car he said, "Don’t stress about the traffic we will get to our appointment 
on time, it's all good." This comment was a significant moment when I reflected on how far 
our professional working relationship had come. I had begun from the position of this was 
a "mission impossible"—how misguided was my initial assumption! 
The reasons expressed by participants for choosing this story included: 

This is the gentleman who the case manager identifies as an impossible situation, 
and the case manager changed their style and conversation to suit the client. The 
client was able to articulate the little steps that he could do and he just made a 
massive change compared to where he was, from an impossible situation. 
This is about a case manager changing their style because the initial way they were 
conversing wasn't working. 
The case manager changed the conversation which then led to the client being able 
to see some solutions for himself and to be able to actually put them into practice. 
It’s a really multilevel [story]. 
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Stories 16 and 26 were both considered to be outstanding and both covered many issues. 
Comments about Story 26 included: 

He had clear goals and I liked the fact that there was some training for the staff 
involved. And [the client] achieved his goals. He had clear goals and he achieved 
them.  
There was training for the staff on how to work with people with vision impairments 
and I thought that was a good spin off as well. 

Story 11 was also considered important: 

I thought it was a fantastic example…. It was a great example where his family 
thought he ought to have meals and supports to make them feel better, but he 
actually didn't want this at all. He wanted to be heard and he was heard and the 
case manager helped him to be able to express what he wanted and achieve it. 
I just really liked that sense of gaining skills and abilities which wouldn't have 
happened without STCM. 

The final stage of story selection—a discussion on the extent to which the MSC stories 
selected reflect the values and objectives of the STCM program—was not able to be held at 
the workshop, due to time pressures. However, the comment was made, ‘It's in the right 
direction, given the number of stories falling under the domain of increased capacity and 
independence.’ The workshop participants’ comments on their criteria for selecting stories 
also strongly reflected this objective.  
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4. Summary and Recommendations 
The overall aim of the HACC Assessment Service STCM Pilot project was to test whether 
short-term case management for HACC clients with complex needs or circumstances: 

1. Supports the ASM objectives; that is, capacity building, maintaining an individual’s 
independence. 

2. Demonstrates potential to prevent escalation to packaged care or higher levels of 
support from the HACC program. 

The current evaluation of the pilot project sought to assess the impacts of STCM on clients, 
staff, and organisations through a range of methods. . The evaluation was conducted in two 
stages. The first stage was completed in October, 2012, while the second stage data 
collection was completed in the first quarter of 2013. The main questions addressed by the 
evaluation framework were: 

• What was done?  

• How well was it done?  

• Did it make a difference to client outcomes?  
The STCM pilot project has been well-received and is considered very worthwhile and 
successful by staff members at all levels across the six pilot sites.  

This evaluation has provided useful insights into the ways in which STCM has been 
implemented, the facilitators and barriers experienced, and outcomes for a range of 
stakeholders. 

4.1 Methodological issues 
The evaluation team encountered several issues with the data, especially in the Data 
Collection Forms, which were amended as part of the evaluation process. Inaccurate 
reporting of components of the statistical linkage key made matching the client data files 
with the HACC MDS a challenging task.  

4.2 Indications of the pilot’s success 
Several indicators showed that the program worked well to achieve its objectives. 

What was done? – Program inputs 

Client characteristics 

• A total of 178 clients across the six pilot sites received STCM during the pilot 
period. Most were aged between 70 and 89 (69.1%) and about two-thirds were 
women. Over one-third were new HACC clients.  

• A total of 52 clients were recorded by the case manager as having a carer. At 
commencement of STCM, 19% of the 27 carers in Stage 2 were rated ‘unable to 
continue major caring activities’.  
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• The most common reason for referral to STCM in Stage 2 (n = 99) by far was 
physical health issues (62% of clients). Psychosocial or emotional issues were also 
prominent (40%), followed by social isolation/social support (24%) and a change in 
the care relationship (24%). Some clients (17%) were referred to STCM because 
they were difficult to engage in services.  

• Most clients had between one and three health conditions that impacted on their 
need for STCM. The most common diagnosed health conditions were Arthritis and 
Diabetes, followed by Psycho-affective disorders and Heart conditions. 

Hours and duration of STCM 

• Average duration of the STCM episode was 80 days (11 weeks and 3 days). Nearly 
two-thirds (61%) of clients required 84 days (12 weeks) or fewer. This supports the 
conclusion that STCM needs to be flexible to incorporate the one-third of clients 
who require longer than 12 weeks, and to focus on the hours that case managers 
invest in each client.  

• Across both stages, the number of hours of case management varied from a 
minimum of 1.5 to 68 hours maximum, with an average of 15.6 and a median of 
12.5. The indicative maximum indicated by the guidelines was 30 hours of STCM. 
Most clients (90%) required 30 hours or fewer, indicating that this guideline is a 
reasonable one. 

Client goals 

• STCM clients typically had more than one goal. The majority of clients had no 
more than four goals.  

• Community activities of daily living (e.g., reducing social isolation, improving 
community access) were the most represented, with 24% of goals falling into this 
category. The second largest category was health and wellbeing (e.g., fitness, 
strength, nutrition, management of existing health condition) with 18% of goals in 
this area. 

How well was it done? – Implementation and practice 

Program targeting 

• Appropriate targeting of “complex” clients was achieved in terms of living alone 
(64% of STCM clients vs. 51% of council HACC clients lived alone). However, 
people whose first language was not English were under-represented in the STCM 
sample (12% of STCM clients vs. 20% of non-STCM clients).  

Case studies 

• Case studies provided by the case managers demonstrated use of a range of 
strategies to assist clients to achieve their goals (e.g., motivational interviewing, 
coaching, goal setting, building rapport and trust, and counselling). A high level of 
success was experienced. 
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Case managers’ and site managers’ reports 

• Challenges to implementing the STCM pilot included: inappropriate and low 
numbers of referrals (initially); long waiting lists for other services to support 
clients in achieving their goals; poor client understanding of the STCM process; and 
poor client health.  

• All sites said STCM had pushed ASM boundaries of practice. Some said it gave an 
opportunity for staff to reflect on ASM principles and to integrate ASM into every 
interaction. 

• STCM site managers noted a range of benefits of the pilot, including improved 
understanding of STCM internally and in other agencies as the pilot progressed. 
Case managers became more comfortable in the role, resulting in better outcomes 
for clients, including a closer focus on mutually agreed client goals. 

Did it make a difference? – Outcomes 

Impact of short-term case management for clients 

• At the final review, around 90% of STCM clients were rated by case managers as 
having achieved some of or all their goals. 

• At the final review, case managers’ ratings of client functional status increased 
significantly for four activities: housework, transport, shopping, and meal 
preparation. In addition, nearly significant increases in independence were noted for 
bathing and dressing. 

• At discharge, case manages rated clients in relation to the issue(s) that initially 
impacted on the need for STCM. Improvements were reported in all categories. The 
highest number of improvements was recorded in physical health issues followed 
by social isolation/social support and psychosocial/emotional issues. 

• Case managers believed that, at discharge, just over two-thirds of clients (68%) 
avoided an escalation of HACC services, one-half (51%) of clients avoided hospital 
admission, and nearly half (46%) of clients avoided the need for ongoing case 
management (i.e., Commonwealth-funded aged care package). 

• Analysis of MDS data (for all STCM clients with data available for five quarters) 
shows that prior to the STCM episode, STCM clients were generally lower users of 
HACC services than non-STCM clients. However, by the end of the STCM 
episode, STCM clients were higher users of HACC services than non-STCM 
clients. This reflects the characteristics of STCM clients with complex needs, and 
highlights the capacity of case managers to facilitate access to services.  

• Among new clients, STCM clients received 3.6 times the number of support hours 
(assessment, care coordination, case management) than non-STCM case 
management clients received and 50% more general service hours (e.g., for home 
care and personal care). 
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Impact of short-term case management for carers 

• For stage 1 and Stage 2, analysis of carer status showed a highly significant 
reduction in carer stress levels. 

• Improvement in carer status was related to clients achieving their goals: among 
clients who achieved all their goals, one-half of carers experienced improvement in 
being able to care, compared with one-third among clients who achieved some of 
their goals, and no clients who achieved none of their goals.  

Most Significant Change Technique  

• A total of 27 significant change stories were collected, 14 from STCM clients and 
13 from case managers. In a group setting including department representatives and 
site managers, each story was read (out aloud) and four domains emerged to 
categorise each of the stories. These domains tell us where the most significant 
changes have occurred as a result of the pilot: 

o Changes to scope of practice and models of service provision/delivery 
that are consistent with ASM; for example, flexibility (3 stories). This 
domain demonstrates that STCM has potential to support HACC 
organisations to implement an ASM approach across their whole service. 

o Change to carer capacity and or family dynamics (3 stories). This 
domain focuses on the importance of carers and family to achieve change. 

o Change in perceived barriers to receiving support and feelings of 
security and being supported (5 stories). This domain provides a deeper 
understanding of where blockages are for clients in making change (i.e., 
perceived barriers, security, and feeling supported). 

o Changes to client capacity and levels of independence (14 stories). This 
domain supports ASM objectives. 

Although the final stage of story selection was unable to be completed, participants 
did comment that the MSC stories reflected the values of the STCM service given 
the amount of stories which were categorised in ‘changes to client capacity and 
levels of independence’. 

4.3 Conclusions 

The STCM pilot was implemented as intended at the six participating sties. Staff at were 
successful in recruiting clients with complex needs, and providing them with a service. 
Case managers demonstrated use of a range of strategies to assist clients to achieve their 
goals and most clients (90%) required 30 hours of case management or fewer. 

STCM was implemented most successfully where: it had the full support of management at 
the site; case managers with appropriate skills and experience were recruited; and 
productive relationships with other agencies were fostered. A major benefit of being 
involved in the pilot was an opportunity for staff to integrate Active Service Model (ASM) 
principles into their practice.  
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Case managers’ ratings indicated that most clients had achieved some of all of their goals 
by the final review, with improvements in functional status, in carer capacity, and on issues 
that had led to the need for STCM. STCM clients were provided with more hours of HACC 
services (both general and support service) than non-STCM clients. 

The STCM Pilot has shown a great deal of promise as a way of fostering valued 
independence in HACC clients with complex needs. STCM is liked and valued by clients, 
staff and service providers as it provides a framework and funding for a more flexible, 
client-centred model of support and service delivery than would otherwise be available.  

Evidence from the evaluation suggests that STCM had a considerable impact on many 
clients, who, given standard assessment and care coordination in HACC, would not have 
received the support they needed to improve their independence and wellbeing. 

The evaluation has provided a case for establishing STCM as a HACC-funded activity. 

4.4 Recommendations 

Several recommendations are proposed here in relation to a wider roll-out of short-term 
case management in the HACC Program. These recommendations arise from data collected 
by case managers and the HACC MDS. 

STCM as a HACC-funded activity 

1. Consider establishing STCM as a HACC-funded activity. 

Design and roll-out of a STCM service 

2. The STCM Guidelines developed for the pilot were generally seen as 
appropriate with some amendments such as: 

• Duration focuses on hours of short-term case management rather than the 
twelve-week timeframe (elapsed time).   

• Consider using a different name for the service. (The term “case management” 
was sometimes seen as misleading as it implied brokerage funds were 
attached). 

• Consider lowering the eligibility age to 55 or 60 in existing HACC clients, 
where clear goals are identifiable and the client is not supported by an 
equivalent service. Being able to provide clients with STCM earlier than the 
current guidelines suggest may prevent escalation and dependency on services 
at a later date. 

• Provide a description of the case manager role within the ASM context.  

3. Provide orientation (e.g., briefing session/s) for organisations and new STCM 
case managers before they commence, or soon after, to ensure that purpose, 
guidelines, process for STCM is understood.  

4. Facilitate coordination tasks such as information-sharing across organisations 
and regular meetings to create opportunities for case managers to learn from 
each other. This mutual support avoids “reinventing the wheel” and creates links 
for support and service/professional development. 
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5. Encourage sites to facilitate the establishment of a mentor group comprising 
experienced case managers from the pilot sites to guide and support new short-
term case managers. 

6. Design and encourage the use of care plan templates which support a goal-
directed approach (or at minimum, identify the elements that should be in care 
plan templates), with clear guidelines that reiterate ASM and client-centred goal 
development. 

7. Ensure agencies that implement STCM have strong support from senior 
managers. 

Organisational level considerations for implementation 

8. Co-locate STCM case managers with assessment officers where possible.  This 
creates a ‘presence’, fosters interaction between intake workers or assessment 
officers and the case manager, and leads to better referrals and a better 
understanding of what STCM can achieve.  

9. Support the strengthening of local networks and relationships with HACC 
assessment agencies and external agencies such as the ACAS and community 
health. 

10. Allow the service to develop slowly with enough lead time to work out the 
target group, how referrals will be made, and how service targets will be 
reached. 

Staffing 

11. Provide clear position descriptions and guidelines for case managers.  

12. Employ more than one case manager in a service, to provide mutual support, 
back-up, and a greater ability to foster internal and external relationships. 

13. Employ existing team members in the case manager role where they have the 
necessary skills and experience. This results in less time spent establishing 
relationships within and between agencies. 

14. Ensure case managers have relevant qualifications and experience (preferably in 
developing short-term client-centred goals). 

15. Provide case managers (particularly those new to the organisation) with 
adequate, relevant service induction training. 

16. Avoid assigning case managers to other roles, either temporarily or part-time. 
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5. Appendices  

Appendix 1: STCM-Data Collection Form August 2012  
The STCM-DCF that follows is the final iteration of the form.  
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HACC SHORT-TERM CASE MANAGEMENT PROJECT 
DATA COLLECTION FORM 

FINAL  
AUGUST 2012 

  

This questionnaire contains: 

1. Data that is required to be collected for each client at the commencement of STCM 

2. Data that is required to be collected for each client at the end of STCM 

3. Data that is required to be collected at the 6 week Review. 

 

PART A. CLIENT AND AGENCY IDENTIFICATION (FILL FOR EACH CLIENT) 
 
A1 Linkage Key:  
Please identify the following information about the client to enable us to link the data in this 
survey to the HACC MDS. 
 

Letter of First Name (2nd and 3rd letters only) 

 

Letters of Surname (2nd 3rd and 5th letter 
only) 

When counting the position of the characters in the names, ignore any non-alphanumeric 
characters e.g. hyphens (Lee-Archer), apostrophes (O’Mara) or blanks (Eu Jin). If the name is 
very short i.e. has less than the required characters, leave the space blank. 

 

Date of Birth DD/MM/YYYY 

__ /__ /____ 

Sex (please circle one) 

M   F 

 

A2 Agency Client ID ________________________ 

A3 Client status: Is this client a new client or an existing client (i.e. client already receiving 
HACC services with a current MDS record)? ( one) 

New (1)   Existing (2)  

A5 Agency providing short-term case management 

…………………………………………………………………………………………..
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PART B. ASSESSMENT AND CARE PLANNING INFORMATION  

B1 Assessment status: 

Has a Living at home assessment been conducted  Yes/No (please circle)  

If yes what was the date of the assessment __ /__ /____ 

If no what data/information is being used to support a referral to the STCM pilot. 

________________________________________________________ 

Was a care plan developed at the Living at home assessment? Yes/No (please circle)  

Is the person currently waitlisted for any services as part of this care plan (including services as a 
result of an ACAS assessment) Yes/No 

If yes to the above, please list the services and the estimated wait time to receive the services that 
the person has been assessed as eligible for/or referred to as part of their HACC assessment care 
plan 

Service currently waitlisted for 

Eg CACPs, allied health, equipment/home 
modifications, nursing 

Estimated wait time for the service 

  

  

  

  

B2 Current Services (non HACC services: 

Is the person currently receiving other services? List non HACC services only. (current HACC 
services will be identified in the MDS)?  

Yes/No (please circle) 

If yes, please list these services (non HACC services):  

- _________________________________________________________________ 

- _________________________________________________________________ 

- _________________________________________________________________ 

- _________________________________________________________________ 
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PART C: STCM INFORMATION  

C1 Reason for referral to STCM 
Tick as many as apply  
 

What reasons or circumstance are impacting on the person’s need 
for STCM 

YES 

( ) 

1. There has been a change or risk to the carer relationship putting client 
independence at risk 

 

2. Complex care plan due to family circumstances   

3. Complex circumstances due to housing issues  

4. Complex circumstances due to financial issues   

5. Client difficult to engage in services   

6. Client at risk of homelessness  

7. Physical health issues   

8. Cognitive impairment   

9. Psycho-social / emotional issues   

10. Social isolation, social support)  

11. Other Please specify  

C3 Date STCM commenced  ___ /___ /_____ 

C4 Date STCM ceased    ___ /___ /_____ 

Record comments below if STCM ceased due to client no longer wanting to proceed 
prior to the 6 week review:  
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PART D. Caregiver status  
 
D1 Please indicate the sustainability of the primary care-giving relationship: ( one) 
The definition of primary caregiver is the same as the definition in the HACC MDS. Please ensure that if the 
presence of a carer is identified here that this is also recognised on the client’s HACC MDS record.  
 

Note: Caregiver status will need to be completed at the end of STCM intervention. 

 

 
Pre STCM  

( one) 
Post STCM 

( one) 
1. Primary caregiver is unable to continue major caring activities e.g. due to 

health issues, caregiver experiencing stress, anger or depression as a result of 
the caring role  

  

2. Primary caregiver is able to continue their caring role at the current level   
3. Not applicable (client has no carer)   
 
Please indicate if the STCM client is the carer 

STCM client is the carer Yes  

(circle) 

No  

(circle) 

 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing 116 

PART E: DIAGNOSED HEALTH CONDITIONS  
 
(12 most common diagnosed diseases/disorders – data source ACAP annual report 2009-10) 

• Please identify no more than three DIAGNOSED health conditions that have the most impact on 
the clients need for STCM.  

• Tick which one is the primary diagnosis  

• Tick which health condition prompted the need for STCM. This can be left blank if health 
condition is not impacting on the need for STCM. 

 
Health Condition  Circle up to 

3 codes  
Primary 
Diagnosis 

(Tick 1)  

Which health 
condition (if any) 
has prompted 
the need for 
STCM? 

Dementia - Includes all dementias 01   
Heart - Includes angina, heart attack, heart 
disease, heart failure and other heart diseases 

02   

CVA - Includes cerebrovascular disease and 
stroke 

03   

Arthritis - Includes Rheumatoid arthritis, 
osteoarthritis and other arthritis  

04   

Fracture - Includes all fractures  05   
CLRD - Chronic lower respiratory disease, 
includes emphysema, asthma 

06   

Diabetes - Includes Type 1, Type 2 and 
Unspecified  

07   

Psycho Affective - Includes all affective disorders 08   
Vision - Includes all diseases of the eye and 
adnexa 

09   

Parkinson’s  010   
Hypertension  011   
Osteoporosis  012   
Other please specify 013   
 
PART F: FUNCTIONAL STATUS 
 
Complete Attachment 1.  
 

Note: Functional status will need to be filled in twice. Once at the beginning and again at the 
completion of STCM.  

 

PART G: PERSONAL WELLBEING QUESTIONNAIRE  

Completed YES/NO  
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PART H: GOAL DIRECTED CARE PLANNING and REVIEW 

H1 Initial Care Plan attached Yes/No 

Note: Care Plan outcomes will need to be recorded at the end of STCM intervention.  

 

Use SCTT Care coordination plan template including the Review of the care plan or a similar agency 
template to document issues, progress, goals and outcomes.  

Attach the completed care plan documents to this Data Collection form for each client. Care Plans 
will need to be de-identified. 

The care plan should be completed by the case manager, building on the Living at home assessment 
care plan.  

The Care Plan should at a minimum identify: 

• Issues/problems 

• Agreed goals and timeframes. Specific SMART goals need to be documented  

• Action/s to be taken by whom  

Instructions for completing care plan and care plan reviews:  

• CARE PLAN documenting OUTCOMES need to be identified at the end of the STCM episode.  

• Each goal must be identified in FINAL CARE PLAN review template. Indicating if the goal was: 
Achieved / Partially achieved / Not met (refer example of care plan & review) 

In PART I of this form, at the end of the STCM episode, the persons overall objective (if identified) 
needs to be indicated as No Progress, Progress or Achieved  

 
H2 SIX WEEK REVIEW SUMMARY Complete only if the client is still receiving STCM  
 

H2.1 Date of Review  _______/______/_________ 
H2.2 Review 

Has the person achieved some, all or none of their goals as identified in the care plan? 
Some/all/none (please circle) 

Is the client likely to achieve some or all of their goals with further short-term case management? 
(maximum of a further 6 weeks) YES/NO  

H2.4 Outcomes of the Review 

Client is ceasing STCM because they are unable to achieve their goals in the timeframe. Yes/No 

Client is continuing with STCM because they are making progress towards their goals and need 
further STCM to achieve their goals    Yes/No 

Comments  

H3 Final Care plan with goal outcomes: Please attach Yes/No 
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Part I: Client status and system outcomes (To be completed at end of the STCM 
episode) 
I1 At discharge from STCM:  
I1.1 Date of final review _______/______/_________ 

I1.2 Did the person achieve their goals overall Achieved/Partially achieved /Not met 
(please circle) 

I2 Estimated number of hours of Case management  _____ hours 
This question relates to question ‘C1 reason for referral to STCM’ and asks you to indicate if there has been an 
improvement at the end of STCM to the original issue which prompted the need for STCM. 

I3 Status of issues or circumstance that were impacting on the 
person’s need for STCM 

Improvement 

( ) 

No improvement 

() 

Risk to the carer relationship putting client independence at risk   

Complex issues due to family circumstances    

Complex circumstances due to housing issues   

Complex circumstances due to financial issues    

Client difficult to engage in services    

Client at risk of homelessness   

Functional status – independence in activities of daily living   

Physical health issues    

Cognitive impairment    

Psycho-social / emotional issues    

social isolation, social support   

Other - If other identified in C1, please specify here and indicate whether there 
has been improvement or no improvement  

  

Comments 

I4 HACC services post STCM compared to pre STCM   Please circle  

Client continuing with HACC services      Yes/No  

If Yes, client continuing with:       
 same/reduced/increased 

Client hard to engage but now accepting HACC services    Yes/No or N/A 

Carer linked in to HACC services       Yes/No or N/A 

I5 Client or carer linked into services outside of HACC as a result of STCM:  

Circle the appropriate response 
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- Client or carer linked into Housing service     Yes/No 

- Client or carer linked into Financial services     Yes/No 

- Client or carer linked into Drug & Alcohol services     Yes/No  

- Client or carer linked into Counselling/mental health services   Yes/No 

- Client waiting for CW package CACP/EACH/EACHD (if Yes, please circle which package) 
 Yes/No 

- Client accepted a CACP/EACH/EACHD package (if Yes, please circle which package)  
 Yes/No 

- Client referred to other case management service eg HARP    Yes/No 

- Carer accepting respite services or other health/support services   Yes/No 
- other (please state other service) ______________________________ Yes/No 
 
I6 System outcomes 
Escalation of HACC service avoided       Yes/No 
Hospital admission avoided          Yes/No/NA 
Need for ongoing case management (eg CACP) avoided     Yes/No 
Has STCM made a difference in the carers capacity to remain caring  Yes/No/NA 
Other (please identify) __________________________________________________ 
 

I7 Comment on how effectively the client transitioned out of STCM  

e.g. how effectively to usual HACC service delivery, other services or no services 
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Attachment 1: Functional Assessment Summary 
Rating on Functional Abilities  

• Tick one response for each activity 
• Rate what the person is currently capable of doing rather than what they actually do. In addressing capability for any 

item, take into account not only physical function but also cognition.  
• People able to complete a task only with verbal prompting should not be rated as independent. 

Note: You will need to assess the client’s functional capacity at commencement of STCM by ticking the Pre STCM column. 
At this point you will also need to indicate which activity (if any) prompted the need for STCM. You will need to re assess 
the client’s functional capacity at the end of the STCM intervention by ticking the Post STCM column. 

 
Activity  Rating  

Pre STCM  
( one) 

Domestic Care  Which 
Activity/s 
prompted 
STCM 

Rating  
Post STCM 
( one) 

1. Housework   Independent – Can maintain house without help 
or supervision  

 

 

 Needs some help or supervision  
 Dependent – Completely unable to do 

housework  
 

2. Transport  Independent – without help drives own car, 
travels independently on public transport or 
taxis  

 

 

 Needs some help – help or accompany when 
travelling  

 

 Dependent – completely unable to travel   
3. Shopping (assuming 

client has transport 
 Independent – can do own shopping  

 

 
 Needs some help - someone to go with person 

on all shopping trips 
 

 Dependent – unable to do any shopping   

4. Meal Preparation   Independent – including 
planning/preparing/cooking/adequacy of meals 

 

 

 Needs some help   
 Dependent – completely unable to do any meal 

prep, serving or manage nutrition 
 

5. Taking Medications   Independent – without help (in the right doses 
at the right time) 

 

 

 Needs some help – reminder   
 Dependent – completely unable to take own 

medicines  
 

6. Handling Money   Independent – manage without any help  

 
 

 Needs some help   
 Dependent – completely unable   

7. Telephone  Independent – can make and receive phone 
calls including use of assistive devices 

 

 

 Needs some help   
 Dependent – completely unable to use the 

telephone 
 

8. Mobility/Walking   Independent – except for the use of a cane 

 

 
 Needs some help – physical or verbal or with 

the use of a walker or crutches. If in a 
wheelchair tick this rating if the person manages 
independently including cornering. 

 

 Dependent – completely unable to walk. If in a 
wheelchair tick this rating if the person is not 
independent but must be pushed. 

 

9. Mobility: bed/chair 
transfers 

 Independent – manage without any help  
  

 Needs some help  
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 Dependent – unable to manage   
Assessment notes: Use this section to describe the client’s specific need for assistance as well as other factors impacting 
on level and type of need eg use of aids and equipment/home modifications  
 

Assessment notes – Domestic Care – Pre STCM 
 
 
 
 
 
Assessment notes – Domestic Care – Post STCM 
 
 
 
 
 
 

 
Activity  Rating  

Pre STCM  
( one) 

Rating  
Post STCM 
( one) 

Which 
Activity/s 
Prompted 
the need 
for STCM 

Personal Care  

10. Self care screening 
question  

Does the client need assistance with any areas of personal care/self care, such as bathing, 
dressing, eating, toileting, managing incontinence?  

  
N/A 

No - ( skip the personal care items and go to Q16)  
  Yes - ( proceed to the following to the following 

personal care items.  
11. Bathing    

 

Independent – without help  
  Needs some help – need help getting in and out of 

shower or bath  
  Dependent – completely unable to bathe without 

help 
12. Dressing    

 

Independent – without help (include buttons, zips, 
laces) 

  Needs some help – with buttons etc 
  Dependent – completely unable to dress  

13. Eating    
 

Independent – without help 
  Needs some help – eg cutting up food, pouring drink  
  Dependent – completely unable eg spoon feeding  

14. Toilet use    

 

Independent – without help (includes on and off, 
dressing and cleans self 

  Needs some help  
  Dependent – completely unable to mange toileting 

without help 
15. Continence (bowels 

and/or bladder  
  

 

Completely continent including self management of 
catheter or ostomy. Rate based on last week. 

  Occasional incontinence – less than once per day 
  Incontinent – no control or daily episodes of 

incontinence  
 
Assessment notes – Personal Care/Self Care: Post STCM 
 
 
 
 
 

 
 
 



FINAL REPORT: Evaluation of STCM in the HACC Program 

Australian Institute for Primary Care & Ageing 122 

 
Activity  Rating  

Pre STCM  
( one) 

Rating  
Post STCM 
( one) 

Which 
Activity/s 
Prompted 
the need 
for STCM 

Communication, Cognition & Behavior  

16. Communication (need 
for assistance with 
understanding or 
making oneself 
understood by others  

  

 

Independent – no assistance required including 
independent use of aids and equipment  

  Needs some help – eg if person sometimes or often 
misses the speakers intent  

  Dependent – assistance always required  
Assessment notes – Communication  
 
 
 
17. Memory problems or 

confusion 
   

 
 

No 
  Yes 

18. Behavioral problems     
 
 

No  
  Yes – eg aggression, wandering or agitation  

Assessment notes – Cognition and Behaviour  
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Appendix 2: Example of Care Plan 

Issues/problems Agreed goal Strategy Actions to be taken & by whom Target date 

I do not want to 
be dependent on 
services to 
achieve tasks 
around the home. 

To reduce my dependence 
on home care service to the 
extent that I maintain all 
tasks in the house aside 
from vacuuming and 
shower cleaning. 

Participate in exercise and by 
enabling me to improve my 
mobility and therefore my 
capacity to take on more 
domestic tasks. 
Work in partnership with my care 
worker to complete home care 
tasks. 
Change my care plan to be task 
based and flexible not time 
allocated. 

I will participate in exercise options to improve my 
mobility and reduce pain. 
 
 
STCM will review and update my home care plan with 
me once I feel I have reached my goal of becoming 
independent with attendance at pool. 

21/10/11 
 
 
 
21/10/11 

A lack of 
knowledge about 
activities and 
spaces in my 
local area where I 
can connect with 
people or engage 
in activities that 
interest me. 

To have information about a 
range of spaces in the local 
community that are 
interesting to me and to 
take the initial steps to 
make a connection with at 
least one of these spaces. 

(CM) to produce a menu of 
options based on our discussion 
and my interests – to open up 
opportunities for me to participate 
in community activities and 
contribute my skills (where 
relevant).  
Following this I will put in place 
some steps to try and engage in 
or commit to some of these 
activities, (CM) to support this if 
required.  

STCM to provide me with information about community 
activities and volunteering opportunity across a range 
of spaces that are local to me. 
I will commit to going over this information to discuss 
with (CM) some of these opportunities or to further 
identify other opportunities or interests. 
I will make a connection with at least one of these 
options I will then call (CM) to discuss how this went 
and plan next steps. 

9/9/11 
 
 
20/9/11 
 
 
29/9/11 

The goals are clearly outlined, stated from the perspective of the client, and detail the steps involved in reaching the goal. They reflect an approach which fits 
with ASM principles. The focus of the goals is on improving client capacity, through a collaborative approach in which both the client and the case manager 
have responsibility for their achievement. 
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Appendix 3: Interview questions and coding framework (Stage 1) 

Questions for case managers  

1. What interested you in becoming a short-term case manager and taking part in this pilot? 

2. How do referrals to the STCM pilot come through? What proportion are existing clients? 
Are they taken from a waiting list?  

3. Assessment information: How much assessment information do you get? What 
information do you get? How accurate is the information? How do you access client files? 

4. Has it been difficult to engage assessors in this project?  

5. What were your prior experiences of case management? 

6. How well prepared did you feel when you started out? Did you need any training? 

7. What tools have you found useful in your practice?  

8. How do you approach short-term case management? What do you do? How do you 
engage the client?  

9. How easy or difficult is it for you to transition clients out of case management? 

10. What were facilitators to implementing STCM? 

11. What were barriers to implementing STCM? 

12. What have been the strengths and weaknesses of the service offered – for clients? 

13. What has been the impact of the new service on you (and other case managers)? 

14. What has been the impact of the new service on the organisation, from your perspective? 

15. On reflection how appropriate are the guidelines that were developed for the project? E.g. 
triggers, age group, ‘complexity’ – how this is defined, 30 hours/12weeks?  

16. Would you make any changes? What did you find helpful? 

17. Regarding your model (interim report provides info on this) are you happy with it – 
anything that you think needs improving?  

Questions for site managers 

1. How many EFT do you have in assessment (confirm FTE in interim reports),? (Do you 
contract out assessment?) 

2. Has it been difficult to engage assessors in this project? How have they reacted?  

3. What interested you in taking part in the pilot? What did you think this would do for your 
service and for your clients?  

4. How do referrals to the STCM pilot come through? What proportion are existing clients? 
Are they taken from a waiting list?  

5. What were facilitators to implementing STCM? 

6. What were barriers to implementing STCM? 

7. What have been the strengths and weaknesses of the service offered from your 
perspective? 

8. What has been the impact of the new service on the organisation? What have been the 
costs and benefits to your organisation so far?  
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9. What has been the impact on your systems? Are there benefits to efficiency? To 
effectiveness? 

10. What would your advice be to any new councils starting out with STCM?  

Questions for assessors and intake officers 

1. In your view, does short-term case management help, (processes, clients, assist assessors 
- more time to focus on assessments if complex cases referred to STCM) or not? 

2. When clients re-engage, are they better off than they would have been without STCM? 

Coding framework for transcribed interviews 

Facilitators 

1. External relationships  
2. Internal support 
3. Co-location with HACC assessment team 
4. Support from DH 
5. Having a suitable case manager  
6. Team characteristics  
7. Having more than 1 case manager 
8. The project funding 
9. Organisational structure that supports access to AH 
10. Allied health brokered out 
11. Local steering committee 

Barriers/challenges 

1. Lack of clarity about criteria 
2. Moving on from filling gaps in services 
3. Lead time required to develop new processes and developing good knowledge base of 
what’s available in the community, getting buy-in internally and externally 
4. Lack of peer support for the STCM 
5. Pilot physically separated from HACC assessment team 
6. Difficulty recruiting STCM 
7. Volume of paperwork/data collection 
8. No brokerage/funding for buying services or equipment 
9. Getting client buy-in  
10. Adapting reporting to fit within existing software 
11. The extra workload for service managers  
12. Backfill taking priority over STCM 
13. Interface with external agencies 
14. Lack of resources within the service (i.e. cars/office space) 
15. Confusion about the term case management 
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Strengths/benefits for clients 

1. Linking people into the community resources 
2. Continuity/Having someone who can work with them intensively  
3. Client empowerment 
4. More options for clients 
5. Flexible care plans 
6. Bridging service gaps 
7. Timely assistance/quick response 
8. Returning clients to independence by helping them work through an issue 
9. Preventing escalation of the problem/level of service needed 

Strengths/benefits for team/organisation 

1. Increasing capacity of the assessment team 
2. Team-building 
3. Has informed review of documentation 
4. Strengthening external relationship.  
5. Increased capacity to respond to feedback from the care workers 
6. Better use of HACC dollars 
7. Increase capacity of the services to engage closely with the client 
8. Having a specific program for 65+ 
9. Strengthening capacity to communicate clearly with clients 
10.More versatility for how we coordinate support 
11. Identified service gaps 

Weaknesses/Costs 

1. Eligibility criteria 
2. Having only one case manager 
3. Formalisation of some processes that could be done informally through HACC 
4. Lack of clarity around the role of STCM and other HACC workers 
5. Lack of fit of the software  
6. Exiting people from the program is challenging 
8. The issue of hours versus weeks  
9. Time consuming for service manager 
10. Inappropriate referrals  
11. Waiting for services from external agencies  
12. Problems with the term case management  
13. Lack of follow up after the STCM period has finished 
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