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Definition of Case Management 

Advantages of LPNs as Case Managers

Home Care Policy

Client Groups

Case Management Education and 
Mentorship

Recommendations and going forward
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Case Management involves...
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ASSESSING CLIENT NEED PLANNING FOR CLIENT’S 
CARE

ASSISTING IN HEALTH 
CARE SYSTEM 

NAVIGATION AND ACCESS

COORDINATING SERVICES

CONTINUED 
MONITORING AND 

EVALUATION.

Case Management is a collaborative process to ensure client access to most 
appropriate services.
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Case Management

Supports clients by promoting:

• Clients and caregivers to manage independently as possible

• The provision of organized, consistent, and less intrusive care

• Informed decision-making regarding care needs

• Care provision in the least restrictive environment

• The matching of needs and available resources in an efficient manner



LPNs as Case 
Managers

• College of Licensed 
Practical Nurses of Alberta 
(CLPNA) Competency Profile 
for Licensed practical Nurses 
(LPNs), 5th edition (2020) has 
updated LPN competencies 
to include case management
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Why LPNs as Case Managers?

• Case Management functions are within LPN scope of practice

• LPNS have the knowledge and are competent to perform CM

• Many LPNs working for the HCCP are already performing many of the functions, 
roles, and responsibilities of a CM

Professional 
Limits

Regulatory Limits

Employer Limits

Nurse Limits

•Legislation

•Regulation

•Standards of Practice

•Code of Ethics

•Regulatory Scope of Practice

•Policies and Procedures

•Job Description

•Environmental Resources 
Available

•Education

•Individual Competence

•Level of Experience, Complexity of 
Client Issues
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Benefits and Goals

Benefits to Clients

Benefits to LPNs

Benefits to Teams



9

Policy 2.4 Change 
and Guidelines

• The Alberta First Nations 
Home and Community Care 
Program uses the case 
management model.

• A professional registered 
nurse (RN) or licensed 
practical nurse (LPN) 
provides case management.
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Process 

• Complete the case management course within the first year of employment or 
anticipating taking on this new role.

• Following, the nurse will provide case management including: 

➢ Intake/screening, 

➢ Individual comprehensive assessment, 

➢ Identification of needs, 

➢ Care plan development/implementation/evaluation/reassessment

➢ Evaluation/reassessment

Policy 2.4 Change and Guidelines -
Continued

Retrieved from Provincial CC Assessment Guide for AHS CM – March 2015 
(albertahealthservices.ca)

https://connection.albertahealthservices.ca/ccc/ccc-rsr-tms-sh-provincial-cc-assessment-guide-ahs-cm.pdf
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Client Groups

Maintenance 
Client

Acute Client

End of Life Client Long Term 
Supportive Client

Rehabilitation 
Client
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LPNs as 
Case 
Manager

• Client whose outcomes are predictable, and 
recovery is expected in a short time frame, 
requires immediate or time limited intervention to 
improve or stabilize a medical or surgical condition

• May require professional and nursing services

• Client admitted for up to 3 months. Requires 
reassessment and change in client group if not 
discharged after 3 months.

• Example: short-term medication administration, 
monitoring/provision of wound care

ACUTE

• Client whose chronic condition or functional 
limitation is stable.

• Requires annual reassessment or if a significant 
change in client condition.

• Example: client requiring assistance with personal 
care or ADL 

MAINTENANCE
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You Tell Me…

Ongoing monthly 
urinary catheter 

changes 

Post-operative 
suture removal 

Tx for chronic leg 
ulcers

Tx of pressure ulcer 
to coccyx and 

referral to OT for 
pressure mattress 

Education for 
insulin 

administration

Case management 
for specialist 

services

LLA and daily HCA 
application of 
compression 

stockings

End-Stage COPD 
with < six months 

to live.

Pediatric G-tube 
assessment and 

management



Collaborative Practice

Retrieved from 
Collaborative_Decision_making_Framework_2017_10_17.pdf (srna.org)

LPNs may support the RN or RPN in meeting the client’s care 
needs when they fall toward the right end of the Continuum of Care.

Depending on Knowledge, skill and competence LPNs may decide where their skill lies
on the continuum of care.

https://www.srna.org/wp-content/uploads/2017/12/Collaborative_Decision_making_Framework_2017_10_17.pdf
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What should you do if 
you are assigned a client 
that is not appropriate 
for your caseload?

• Has multiple complexities

• Is not within the appropriate client group

• Has unstable health conditions

• Care needs are outside your personal 
competencies

This Photo by Unknown Author is licensed under CC BY-ND

https://www.calhealthreport.org/2021/07/06/analysis-care-for-children-with-disabilities-is-infrastructure-too-lets-invest-in-it/
https://creativecommons.org/licenses/by-nd/3.0/
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Case 
Management 
Foundations

• HLST 0315: Part 1

• HLST 0316: Part 2
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What LPN’s need to 
know

• Why do LPN’s need to take extra training for 
this? 

• This is a new formalized role for LPNs in the 
HCCP and with it comes:

➢New responsibilities and skills

➢Changes and adjustments to current 
workflow

➢Changes and adjustments to team 
dynamics and relationships 

This Photo by Unknown Author is licensed under CC BY-SA-NC

http://jeffreygifford.com/2011/11/16/be-curious/
https://creativecommons.org/licenses/by-nc-sa/3.0/


19

Continuing Care Connection





Recommendations  for HCCP Teams

Prepare the team 
with appropriate 

education and 
expectations

Ensure case 
management course 

taken through 
MacEwan University 
or other reputable 

institution

Focus on roles and 
responsibilities, and 

changes of those

Incorporate change 
slowly and support 

transition of 
knowledge

Adapt a mentorship 
model within your 

team if possible

Follow 
recommendations 

for client group 
assignments
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Regional Home Care Staff 

Nurse Advisors

❑Sandy Silkstone  sandhya.silkstone@Canada.ca

❑Louise Chappell louise.chappell@canada.ca

❑Sarah Mahon sarah.mahon@sac-isc.gc.ca

❑Marie Caluttung marie.caluttung@sac-isc.gc.ca

Home Care 
Coordinator 

Suzan Efata (Acting) suzan.efata@sac-isc.gc.ca

Nurse Practice 
Consultant 

Pamela Tailfeathers Buffalo (Special Projects) 
pamela.tailfeathersbuffalo@sac-isc.gc.ca

mailto:Sandhya.Silkstone@Canada.ca
mailto:louise.chappell@canada.ca
mailto:sarah.mahon@sac-isc.gc.ca
mailto:marie.Caluttung@sac-isc.gc.ca
mailto:suzan.Efata@sac-isc.gc.ca
mailto:pamela.tailfeathersbuffalo@sac-isc.gc.ca
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Questions?


