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reduces hospital demand” on page 451
describes a model of care which aimed to
coordinate health care services for older adults.
One of the successes of this model was the
employment of personal care facilitators, who
assisted the patients in understanding their
health condition, which promoted self-man-
agement in accessing required services.
INDIVIDUALS ARE LIVING longer than ever before,
with a propensity to acquire debilitating condi-
tions, often with comorbidities. This necessi-
tates care delivered from many sectors of the
service system. This issue’s featured Models of
Care article, “Integrated care facilitation for
older patients with complex health care needs

There are many models of care for older
adults that include an individual, such as the
personal care facilitator identified in our fea-
tured paper, to coordinate care. However, coor-
dination of care is an imprecise term with many
applications in medical, social or other types of
care. Embedded in this elusiveness are the
multiple professional groups, such as medical
specialists, general practitioners, nurses and
allied health professionals involved with vari-
ous elements of care and the coordination of
that care.

As health professional education is the theme
of this issue of AHR, it is an opportunity to
reflect on the education, competencies and
skills of those health care professionals who
assist in coordinating care for patients with
chronic illnesses or conditions. To date, there is
no agreed curriculum or set of skills for this
role.1 There is a growing debate over whether
the professionals, whose purpose is to coordi-
nate the various elements of care delivery, need
specialised education or whether they have the
skills through their professional degree, on-the-
job learning, or ongoing professional educa-
tion.

Internationally, the World Health Organiza-
tion provides a set of competencies for the
health care workforce who care for those with

chronic conditions.2 In the United States there
are a range of certifications available, ensuring
professionals in case management roles have
relevant skills. For instance, there is a Commis-
sion for Case Manager Certification which
exists for the sole purpose of certifying case
managers. At present, nurses are the primary
professional group that receives this certifica-
tion.3

Another common model of care practised in
the US, disease management, focuses on a
range of skills for those in disease management
roles. Medical professionals have been the pri-
mary professional group for this role. One
hypertension disease management study
involved resident physicians acquiring skills in
at least three of the six core competencies
defined by the Accreditation Council for Grad-
uate Medical Education.4

In Australia, specific care coordination com-
petencies have been mentioned in a range of
policy papers and reports;5,6 however, with
health care workforce shortages, many public
and private sector groups have fallen short of
committing adequate investment in training
and education as well as compensation for
these specialised roles. There are a range of
professional bodies, institutions and affiliated
groups which have a vested interest in the
extent of education and training for those in
care coordination roles.

Regardless, professionals who advocate and
assist clients in navigating the service system
should have adequate education, training and
experience. One factor to be considered is the
extent of care management that the health
professional is meant to influence. As the care
requirements become more complex and the
breadth and depth of coordination need
increase, the professional should possess a
broader range of skills. Likewise, the invest-
ment in these roles can be wasted if positive
outcomes are not realised for the client and
cost effective for the broader system. It will be
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interesting to see how the Australian system
addresses this issue to ensure standards of care
coordination for varying levels of need.

Deborah Yarmo-Roberts
Editor, Models of Care
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