Care Management Policy

(a) Purpose of care management

Care management is a set of activities that contribute to the overall safety, wellbeing, health and quality of life of an older person. Care
management ensures that care reflects individual preferences and culturally appropriate practices, while assisting participants to understand and
access the level of support they require.

Care management applies to all participants receiving services under all Support at Home classifications.
Care management involves initial and ongoing:

e care planning

e service planning and coordination

e development, review and evaluation of a participant’s care plan and quarterly budget
e monitoring of services provided

e provision of information and education about the participant’s care and services

e support to connect to health and other services when needed

e support to undergo a Support Plan Review, if needed.

(b) Fee for the provision of care management

Support at Home participants, who receive ongoing services, will have 10% deducted from their quarterly budget for care management. The 10%
deducted from each participant will be allocated to the provider's care management account and pooled, together with the care management
funding from all other participants. A pooled funding model for care management provides a flexible and responsive approach for providers to
meet the changing care needs of participants.

(c) Goals of care management

Care management is designed to optimise participant safety, health, wellbeing and quality of life across a range of areas. The table below outlines
the goals of care management (referenced from Chapter 7 of the Support at Home Program Manual).
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Goals for care management activities

Better management of ageing related conditions.

Enhanced preventive and rehabilitative care by embedding wellness and reablement approaches.
Improved understanding of the goals for service delivery.

Increased overall wellbeing and quality of life.

Increased outcomes for people living with dementia.

Improved outcomes for Aboriginal and Torres Strait Islander participants through culturally safe care that
respects identities, traditions and values.

Improved communication with and collaboration across care providers.

Reduced duplication of services.

e Smoother transitions between providers and care settings.

Improved aged care
outcomes

Enhanced continuity of care

Increased participant Person-centred care providing:

satisfaction e Better engagement with participants, carers, and registered supporters

Timely response to participant needs

Improved communication and support around in-home aged care.

Consolidated service planning and information sharing, including with primary care services.
Reduced use of services including reduced hospitalisations.

Optimised use of resources

Empowered self- Active involvement by participants through:

management e Collaboration and wellness approaches

e Increased self-efficacy, self-care skills and empowerment to make informed decisions about in-home aged
care services

e Support to develop self-management strategies and engage in behaviours that promote wellbeing.

Engaged carers and e Provision of resources and education to better equip carers and registered supporters to assist participants.

supporters e Better inclusion of carers and registered supporters as active partners in the participant’s care.

Care management activities may be delivered directly (i.e. speaking, or meeting with the participant and/or their registered supporter) or indirectly
(i.e. completing a specific activity on behalf of the participant without their direct involvement).
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(c) What is the difference between Care Management, Social Work services and Community Nursing services?

The table below outlines various activities undertaken by Westmont’s Care Partners, and Westmont Social work Service. Social work activities
incur an hourly fee for the delivery of these service and include activities considered outside the Care Management role Social Work activities
may require an assessment by My Aged Care (MAC) to allow service provision, however these services are considered clinical services and
don’t incur a client contribution, they are paid 100% by the government through the Support at Home Package subsidy (subject to an appropriate
budget being in place).

By having Care Management as part of Support at Home program, our care partners can assist all participants, particularly those who are
vulnerable through physical or cognitive decline, or those who do not have the assistance of their family to make decisions and access services.
Where clients do have decision making capacity, our Care Partners will encourage clients to manage their services and provide feedback and
input into how their services are being delivered.

Care Management Functions | Clinical Care Partner’s role | Social work Service Community Nursing service

undertaken by the Care

Partner

Care planning

e |dentifying participant
needs, goals, preferences
and existing supports.

e Reviewing the participant’s
support plan and assisting
the participant to
understand their approved
services.

e Developing and reviewing
care plans and quarterly
budgets

e Establishing and reviewing
service agreements.

Initial discussions with
the consumer and their
representative/supporter
following, or during an
adverse event or critical
incident.

Following a stay in
hospital to review
services and speak to
the Multidisciplinary
team about changes in
services or respite
options.

Clients may require assistance with
managing their home repairs or
maintenance or assistance with
managing their home budget and
paying bills. Clients will be able to
access Individual Support to help
them pay their bills, but the social
work activity can assist clients
understand and respond to their
living expenses.

Conflict in relationship and carer
stress can lead to high conflict
situations and Westmont’s social
work service is available to support

e Review advance care
planning documents and
provide education around
how to update/complete
and upload the documents
to My Health record.

e Making complex referrals to
a range of community-
based services that can
work with the consumer.
This may include
organising and updating an
allied health service and
liaising with the allied
health team about a
particular program or
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Care Management Functions
undertaken by the Care
Partner

Clinical Care Partner’s role

Social work Service

Community Nursing service

e Conducting risk
assessments in relation to
the participant and their
home.

e Assist clients who have an
existing HCP to set up and
understand how the
equipment or program can
improve their wellbeing.

o During adverse events
whilst waiting for an
emergency service
response our care partner
attempts to contact the
consumer’s family, liaise
with the carer onsite or
attempts to provide support
to the consumer during the
medical emergency

the whole family, particularly when a
consumer’s living arrangements may
be changing.

e Assist consumers to identify suitable
respite or residential care options
and visit or complete application
process. Assist clients without any
family to relocate to a residential
aged care facility or downsize their
accommodation.

adaptive technology or
equipment that could
support the consumer. It
will include referring and
liaising with the Specialist
Palliative care team.

e Complete client health
assessment summary at
commencement of nursing
services and review
annually/or when there are
significant changes to the
client.

¢ Undertake follow up actions
due to client risks or
adverse events reported.
This could include updates
to the care plan and
nursing plan to include
additional health
monitoring, referral to other
health services, falls risk
screening.

e Provision of a range of
nursing services including
but not limited to blood
glucose monitoring, blood
pressure testing,
identification and treatment

Created June 2025

n:\community care files\quality and compliance\policies and procedures\care management policy_v1.0-january 2026.docx

Page 4 of 12




Care Management Policy

Care Management Functions
undertaken by the Care
Partner

Clinical Care Partner’s role

Social work Service

Community Nursing service

of infections, wound care,
skin integrity issues, client
deterioration, pressure area
management, continence
management, chronic
disease education and
management, and end of
life care.

Undertake cognitive
screening (PAS), screening
for frailty, screening for
wounds, screening for falls
prevention, screening for
pressure injury risks and
screening for nutritional
deficiencies.

Coordinate multidisciplinary
team meetings for clients
with complex needs or
clients requiring end of life
care.

Service planning and

management

¢ Communication with aged
care workers (involved in
the delivery of services)
regarding the participant’s
needs and wellbeing.

Referring and liaising
with Allied Health teams
and other Nursing
professionals who will
provide services to
clients while ensuring all
members are consulted

Social worker will work in conjunction
with Care partner and Clinical care
partner and ensure that all
documentation and care planning
documents are up to date and
external services that may support

Provide client health
documentation and health
monitoring data to external
agencies who are providing
care and services to the
older person and receive
client care documentation
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Care Management Functions
undertaken by the Care
Partner

Clinical Care Partner’s role

Social work Service

Community Nursing service

e Engage third party
providers or contractors on
approved contractor
register and ensure they
have access to the clients
care plan, service notes
and any risks or hazards in
providing services

e Incorporating cultural
protocols including
engaging with culturally
specific organisations.

e Communication with the
participant, their carers and
registered supporters.

e Managing the quarterly
budget to ensure no
overspends.

e Ordering client
consumables for everyday
products like continence
aids.

e Speak to Albury Wodonga
Health and other medical
and community based
services about wait lists
and My Aged Care about
service reviews and
provide documentation to

and updated as part of
the care planning
process.

the older person are identified and
promoted to the older person.
Assist in the preparing of
Guardianship orders or the
appointment of a representative on
behalf of client who is experiencing
cognitive decline.

Assisting to the client or their family
seek external funding from sources
other than the Support at home
program to increase the budget
available to the client to meet their
goals services.

from external services and
liaise with them as part of a
multidisciplinary health
team.

e |dentify high risks in the
client home that can be
reduced by education,
access to other services,
home modifications or
adaptive equipment.

o Facilitating transitions in
and out of different care
settings and ensuring
continuity of care.

e Providing all relevant
clinical documentation to
the Care Manger to further
support the review process
for clients requiring higher
classification or additional
funding.
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Care Management Functions
undertaken by the Care
Partner

Clinical Care Partner’s role

Social work Service

Community Nursing service

support an immediate
review for a higher
classification, or additional
funding for high-risk clients
and prepare review
documentation.

Monitoring, review

and evaluation

e Engaging in ongoing
care discussions and/or
case conferencing with
relevant health
professionals in relation to
low risk issues, where
required.

e Regular review of the
participant’s care notes.

e Monitoring and responding
to changing needs.

o |dentification of risks to the
participant’s health, safety
and wellbeing and ongoing
management of those risks.

e Evaluating the participant’s
goals, service quality
and outcomes.

e For consumers on a
Support at Home
package of 3 or above,
the Clinical Care Partner
who is a Registered
Nurse employed by
Westmont will evaluate
the client’s care plan
and allied health and
medical reports and
documentation in
conjunction with the
consumer’s care partner
and treating medical
practitioner or care team
to ensure the consumer
is being referred to
appropriate services
and monitoring of the
client’s condition occurs.

e social worker will review any
referrals made to other services and
facilitate clients or their families
accessing these services.

e More complex cases that
may require referral follow
up and liaison with the
treating team, the
Community Nurse will
ensure all referrals and
follow up actions are timely,
and information is shared
amongst the treatment
team.
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Care Management Functions
undertaken by the Care
Partner

Clinical Care Partner’s role

Social work Service

Community Nursing service

The Clinical care
partner will ensure the
care plan is updated
and information on the
clinical care needs of
the client is shared with
the care partner and
carers providing
services to the client.

Support and education

e  Supporting participants to
make informed decisions,
including respecting their
right to take risks, as per
the principles of supported
decision-making and
engaging with their
registered supporters and
carers (or other people who
provide support to the
participant), as appropriate.

e Supporting delivery of
services with wellness and
reablement approaches.

e Providing independent
advice, information and

e Education provision
relating to clinical care
risks and client choice

e Education provision in
way of flyers or sample
documents for POA or

advanced care planning.

e Where a consumer feels that they
need a support person or advocate
to raise issues on their behalf that
extend outside of health or aged care
issues, the Social Worker can
provide advocacy assistance and
help clients access appropriate
support services.

e Assisting the consumer to access
legal services to complete POA,
representative or supported decision
making role formally.

e The Community Nursing
team will provide ongoing
support and education to
clients living with a chronic
disease. They will liaise with
the clients GP or
appropriate health specialist
to ensure there is a clear
management plan in place.

e The Community Nursing
team will provide education
and support around
medication management in
collaboration with the clients
GP and Pharmacist.

e The Community Nursing
team will provide education
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Care Management Functions | Clinical Care Partner’s role | Social work Service Community Nursing service
undertaken by the Care
Partner
resources on aged-related around continence
health matters. management, falls risk and
e Health promotion pressure risk reduction
information and education. strategies.

e  Supporting participants to
navigate age-related
systems and programs and
linking them to additional
supports.

e Ensuring participant
views, rights and concerns
are heard and escalated,
including complaints.

e Supporting the participant
with providing feedback
and complaints.

(d) Excluded Care Management items

The following items are excluded items that cannot be claimed by Westmont Aged Care Services as part of care management . The fee for
all home care services incorporates the costs involved in rostering, scheduling and submitting a monthly claim to Services Australia and
sending out the monthly statement to you. Westmont’'s expenses in delivering services are included in the service hourly rate.
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Care management — What is not considered to be Care Management

The following activities do not include Care Management undertaken by a Care Manager or services provided
by the Clinical Care Partner and are either included in a service cost or are considered another chargeable
service such as Community Nursing or Social Work service:

Scheduling and rostering staff to attend your services-these are included in the service price to deliver
your service.

submitting claims to Services Australia

staff travel and staff costs-they are incorporated into the service fee. Please note for services such as
respite outings, social support individual and transport, when travel exceeds 25km, Westmont will
provide a quotation to you that includes the service cost and travel mileage.

Sundry items used while providing ursing care or personal care such as wound dressings/bandages.
They would appear as community nursing charges on your monthly statement.

Staff training and education, governance, compliance activities, and human resource costs. These
expenses are included in the service cost of your homecare services.

As shown above, Social Work activities are not considered Care Management but are a clinical service
that is charged against your Support at Home budget.

Community Nursing is not considered Care Management and is a separate clinical charge that is levied
against your Support at Home Package.

(e ) Westmont’s commitment to Care Management

Westmont is legally obligated to provide Care Management based on 10% of the overall subsidy. The Care Partner and Clinical Care Partner
have a fundamental role in tracking the client’s care needs, access to services and identifying changes in the client’s health that may necessitate
a review of their services or their package level. These roles are highlighted above.

Westmont can offer the following case management hours each month based on the package level:
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Package level Care management hours per month
1 0.7 Hours
2 1.2 Hours
3 2.6 Hours
4 4.00 Hours

Please note, the Support at Home Guidelines allow for the pooling of Care Management hours, so it remains flexible and clients with high needs
can access more Care Management during a particular time compared to someone with lower needs. In other words, it remains flexible to
accommodate client’s changing conditions.

(f) The role of the Care Partner and Clinical Care Partner at Westmont

The Clinical Care partner will provide clinical oversight of clients who have a Support at Home package at level 3 and above. Clinical care
includes items such as the consumers health, social and psycho-social needs. Westmont’s Clinical Care Partners are qualified and Registered
Division 1 Nurses who will work with the client’s broader health team (including GP, hospital staff or allied health practitioners), carers delivering
homecare services in the consumers home, the client’s family and nominated support person, and the Westmont Care Partner to ensure all
documentation is up to date, the care plan reflects the clinical condition of the consumer and all referrals to health services are followed up. The
Clinical Care Partner will monitor any client deterioration or health changes and ensure that these are actioned timely to prevent further decline.
The Clinical Care partner will complete risk and health assessments to identify clinical care needs and together with the Care Partner will
collaborate with a multidisciplinary team. Consumers are encouraged to have Community Nursing services delivered by Westmont, so the overall
team has a good understanding of the client’s condition and ongoing treatment needs. Clinical Care Partners and Care Partners will follow up
with allied health providers and contractors providing nursing services to consumers to ensure care plans and other clinical documentation is up
to date.
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