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consultant. I. INTRODUCTION This study was conducted in response to the Office of Assistant Secretary for Planning and Evaluation (ASPE), Department of Health and Human Services need for information on home and community service programs that intentionally ration the case of
managing services for their customers, based on the customer's need. The Government's need for this information has been activated by the requirements set out in Clinton's Home and Community Services Program, proposed under the Health Safety Act.1 The proposed legislation
provides for a partnership between the federal/public sectors focused on long-term home and community care services for people with severe disabilities, regardless of income or age. Case management was provided as a necessary care assessment and planning service, but States would
be able to incorporate ongoing case management into the package of services.2 The traditional system of home and community delivery of long-term care services, embodied in many federal, state and local programmes, highlighted the key role of business management in access, eligibility,
evaluation, care planning, service management and quality assurance. Most of these programs provide a full range of case management services to all customers, and do not consciously target a subgroup of customers for more or less intensive current management and monitoring time.
This model tends to prevail, regardless of the customer's availability or intensity of the need for constant management of the case. The option of states to propose permanent management of individuals, referred to in the Health Safety Act, is an approach to the provision of long-term care by
which States have not yet had experience. In order to be able to offer technical assistance to states on this issue, if Clinton's plan or similar legislation to create a new federal long-term care benefit is enacted, ASPE has asked the contractor to identify and review programs across the
country that have experimented with models that don't universally prescribe case management. The purpose of the study was thus to develop a number of case studies describing the organization and role of case management in these programmes; Types of customers served How
customers who are managed with case management (sorting) are identified and approaches and quality issues where case management is kept to a minimum. The study focuses on six community-related long-term care programmes that deliberately change the nature or intensity of patient
management in accordance with the client's need to help manage their long-term care packages. Typically, these programs deviate more or less from the traditional full-spectrum case management model commonly found in most programs. They relate to the constant management of
patients, as well as to any other long-term care service, which should be justified on the basis of the client's need. The following is a description of six programs identified as examples of attempts to classify customers based on the intensity of case management. Five of the six customer
sorting programs are two or more case management levels. These programs include: Options for Older People Demonstration (1990-1991)Ohio Department of Aging Senior OptionsFranklin County, Ohio Senior Services ProgramHamilton County, Ohio Aging and Adult Services
Administration (Home Care Program for Seniors) Washington State Home Care Program for EldersState Connecticut Another program included in this review, although it does not sort customers in different case management settings like the other five programs: The Department of Senior
and Disabled ServicesState of Oregon All long-term care clients in Oregon programs (even nursing home residents) receive patient management. This program was enabled here because the Oregon case delivery system is sensitive to differences in customer need for case management,
allowing business managers to make professional judgments when planning the frequency of monitoring contacts. Information for this report was obtained from a visit to the site of each of the current programmes3; activities during visits to the site included discussions with administrative
staff, case managers and, in one case, Services. Between October 1993 and October 1994, each of the existing programmes visited the site. Two visits to the facilities were directed to the Connecticut Aged Care Program once in October 1993 and again in June 1994. Visiting the site in
Franklin Franklin County In June 1994, the Hamilton County Senior Options program and the Senior Options Program was conducted, Ohio. In September 1994, programs sponsored by the Washington State Office of Aging and Adult Affairs were organized, and in October 1994, the Oregon
Department of Older and Disabled Persons. Administrators of each of the programs visited provided documents such as customer flow charts, program rules and regulations, selection criteria and rules/guidelines for determining case management. The following sections of this report detail
the main features of each of them, with particular attention to the role of doing business and how to sort cases. II. OPTIONS FOR ELDERS DEMONSTRATION (1990-1991), OHIO DEPARTMENT OF AGINGSENIOR OPTIONS, FRANKLIN COUNTY, OHIOELDERLY SERVICES
PROGRAM, HAMILTON COUNTY, OHIO Background Two County-based community long-term care programs in Ohio are included in this report - the Franklin County Senior Options Program in the Columbus area. Both programs are the result of demonstration programs funded by the
Ohio Department of Aging from 1990 to 1991, and operate in Franklin County and nine rural counties in southeastern Ohio. The purpose of the demonstration was to test a community-based model of long-term care that would include a single entry point, coupled with a case-sorting
approach that would provide a comprehensive continuum of long-term community-based care for the elderly. Because the two district programs were so heavily influenced by the Options for Elders demonstrations, here is a description of the demonstration, as well as case studies of two
district programs. The information for this report comes from conversations with Bob Applebaum of the Scripps Gerontology Center, a 1991 assessment of The Options for the Elderly by Dr. Applebaum and his colleagues, and interviews with staff from the Franklin County Office on Aging,
the Ohio Central Agency for Aging, and the Council on Aging in the Cincinnati area. B. Options for demonstrating elders 1. The Single Entry Point review was designed to prepare the entire delivery system in this demonstration, and was organized in accordance with the Information and
Assistance Function (ISA). The ISA function was administered locally by the southeastern Ohio site buckeye Hills-Hocking Valley Regional Development District Agency for Aging from its Marietta office and in Franklin Franklin County's Office of Aging in Columbus. By calling one central
telephone number, residents received information about the types of services available to meet their long-term care needs. The ISA function, however, went beyond the typical information and referral function in that of ISA workers serviced the sorting function. Sort. about the needs
presented over the phone and based on a short assessment of telephone screening, employee I q A would classify the caller as needing only information; needing information, as well as some assistance or advocacy to gain access to services; or needing to manage cases to help access
services. Customers receiving services through the demonstration were triaged into one of three groups: Basic Assistance Current Aid Case Managed Services If, based on phone screening, it was obvious that the customer needed options funded services (housewife, home delivered food,
respite, adult day care, casual work, or medical transport) in less than one month and self-reported eligibility requirements, the customer was triaged in basic care mode. If an ISA employee cannot provide customer service through other sources of financing, he or she can order the service
up to one month from a local supplier. In order to become a Basic Assistance customer, the cost of medical care per month may not, in most cases, exceed $200. The use of basic care has evolved over time, where counties have used it as a method of providing immediate services to newly
discharged hospital patients. In addition, in some cases, the duration of basic care has been extended from four weeks to six to eight weeks to meet the needs after hospitalization.4 Two demonstration facilities treated clients in slightly different ways. In southeast Ohio, ISA employees
contacted suppliers who were checking information obtained by an ISA employee by phone. However, when a client was classified as potentially requiring ongoing assistance from the ISA on the Franklin County website, a customer service manager would visit the house to verify
information obtained during a telephone search, including a financial review. After checking the functional and financial need, the case manager will authorize the service. Ongoing care customers in southeast Ohio were monitored by ISA employees with phone calls to recipients every three
months, contact with service providers, and occasional home visits. Franklin County I'A contacted ongoing care customers immediately after the service began, and then three months later, with an annual home visit to check the ongoing eligibility and reauthorize the service as needed. 2.
The role of case management in variants for elders Demonstration I'A triaged subscribers in case management in one of four conditions: (a) when the customer had several service needs; b) when the client had mental health problems; c) When a customer can't get phone control Ongoing
assistance); or (d) when the customer is unable to respond to telephone monitoring (as part of ongoing assistance). After sending in business management, the business manager will make a home visit where where an evaluation has been carried out, a care plan has been developed and
services are allowed. Constant telephone monitoring and home visits were carried out as needed by the case manager. Not all clients mentioned in the management case are still in this mechanism, but have been referred to ongoing assistance if their circumstances are allowed. The case
managers at the southeastern Ohio site were taken from the same agency that conducted I q A, but the Franklin County Central Ohio District Agency agency collaborated with the Franklin County Office of Aging to provide case management services. 3. Customer profiles in Options for
Elders Demonstration Statistics reported by Applebaum et al indicate that the vast majority of customers demonstrating options were not triaged in case Management.5 Most customers (75%) information and assistance only. Only about 11% of the demonstration clients were admitted to the
care management mechanism. The selection criteria for the options required evidence of some disability, but not necessarily severe disability; options also do not require any need for qualified attention. To be eligible for ongoing services, the applicant had to have a mild but long-term deficit
in functioning and informal support. The selection criteria for Case Managed services included weak or non-unofficial support and one of the following: (a) the inability to meet one or more of the 7 ADLs6; or b) behavioral or mental health problems that can lead to premature
institutionalization or inability to provide for one's own health/safety, mainly due to cognitive or psychological conditions. Overall, those enrolled in Options found to be less disabled than those who receive services under passport, Ohio's Medicaid home and community service waiver
program. This is to be expected, as the profile of PASSPORT clients should be similar to that of nursing home residents, as PASSPORT was (and intended) for a population that would otherwise be institutionalized. Despite the overall disability rate less severe among Options participants
than PASSPORT customers, Applebaum et al found differences in disability rates between Case Managed customers and those receiving either basic or permanent care.7 For example, while 61% and 45% of basic and current care customers respectively were disabled in bathing, 72% of
Case Managed patients were disabled in this ADL (compared to 94% of Medicaid recipients). The differences between Options customers on other ADLs were not so striking; for example, 24% of core customers were disabled during translation, 20% of ongoing Assistance customers and
34% of Case Managed customers (78% of recipients Applebaum and his colleagues also reported that those assigned to alternative terms of service tended to receive different packages of services. Basic Assistance customers typically only receive one service, a service Usually at home
delivered food. Regular Care Customers usually used one or two services, and the most common services for this group were home meals and housewives services. Case Managed customers received an average of two services per person, with home care and housewives receiving the
most frequent, but about 40 percent also received U.S. care. 4. Ambivalence issues in the Options for Older Persons demonstration, the key purpose of the demonstration was to provide appropriate and timely services to elders in the geographical area in an orderly manner by applying the
concept of medical sorting to the entry and service delivery system, while at the same time ensuring the safety of customers and the quality of services authorized by the programme. Related to these goals, an assessment conducted by the Scripps Center for Gerontology found that ...
Clinical options operations met the standards of good clinical practice. 8 That is, they found that: a) I'A phone screensriders, accurately defined the level of customer functioning; b) The program was consumer-focused, prioritizing the needs identified by customers; In general, appropriate
intervention methods have been assigned to clients assigned to the group; and (d) those who do not receive case management services per se function well in their absence. However, one of the problems noted in the assessment is that as consumers take away their own needs, they have
a premium, needs that customers are reluctant to acknowledge risk not being unmet, such as mental health needs. C. Franklin County Senior Options 1. Review When state-sponsored Options for Elders demonstrations discontinued enrollment in July 1991, Franklin County responded by
passing voter-initiated property tax tax of $0.75 per $1,000 to create funds to continue funding community-based long-term care services for its residents. The tax was approved in June 1993 by 66.5 per cent of the electorate. The Franklin County Senior Options program began enrolling
customers in January 1993. This tax will be extended in 1997 and will be put before voters again. The current Senior Options program supports all the basic features developed during the program demonstration phase, but program administrators cite the additional flexibility that is now
possible with local control. One way to ensure this flexibility is to provide immediate services not only to customers with basic assistance (short-term needs), but also to customers with long-term needs prior to the assessment. Programme administrators also stressed that flexibility is critical
to giving the customer a choice in their needs in this regard, they believe that older options follow a consumer-driven disability model. They stated that their commitment to this approach was obvious their hiring practices, where they develop a test question for new employees, the answer to
which points to a potential hiring view of the right customer to choose from. Staff are trying to snul away applicants with a paternalistic attitude towards the elderly in order to maintain the mission of the program of providing customers with what they feel they need, rather than with the
services a professional believes they need. The Senior Options component consists of four groups, each consisting of five ISA workers staffed by telephones. When a call arrives with the ISA, the employee receives from the caller what he is looking for, what is the current state of health and
functional state of the person, as well as informal support available. This screening call takes approximately 10-20 minutes. If long-term care services are needed and the client needs more than just a referral, ISA staff recommend either basic, ongoing or managed care services. One of the
features of the ISA component that program administrators considered crucial to the system's success is that each team is physically in the same room so that they can share resource information and experiences with each other. 2. The role of case management in senior program variants
While the program demonstration stage allowed for on-site verification of the customer's place of work and the need for service either by either the provider or event manager, the current senior options program in Franklin County relies on the event manager to make this determination. That
is, while an ISA employee may recommend ongoing services, the childcare manager makes a home visit to all those recommended for current services to determine two things: eligibility for services and whether ongoing services or treatments are more appropriate for a person's needs. As
with demonstration programs, only case managed by Case Managed clients receive traditional business management. 3. Customer profiles in Senior Options Approximately 64% of the load in senior options consists of customers receiving current services, about 34% receive Case
Management, and only about 1% receive basic services. According to reports from senior administrators and options staff, the nature of the person's informal support network is the main factor distinguishing between customers in the current services group and those receiving case
management. Persons who work in current services are either able to look after them on their own or have family or friends who can do it for them. Customers who receive Case Managed services, on the other hand, need help in this area. While the majority of those receiving case
management services have serious shortcomings, many current service providers may be similarly affected. Support, rather than functional state, appears to be the main determinant of which category for this man. 4. Since June 1994, when the visit to the site was made, there have been
several quality assurance mechanisms under the Senior Options programme, and another mechanism is planned in the near future. First, monitoring of managed customer cases occurs regularly with home visits and phone contacts with customers. This is not a case of managed customers
who require concern in this program, but rather customers who do not get business management, especially those who receive ongoing services who do not have regular contact with the business manager. This responsibility falls on isa teams, who monitor current service customers by
phone every three months after the service starts. Each ISA worker has about 100 regular customers for regular monitoring. Programme administrators are currently considering redesigning this component of the program because they have found that such frequent monitoring is not
necessary, at least for a subset of ongoing Assistance clients, i.e. for those who can take on the role of protector for themselves and may not even need minimal case management. Central Ohio AAA, which is responsible for overseeing the case management mechanism is a quality
coordinator whose primary function is to act as a liaison with suppliers. This mechanism, however, tends to benefit business-driven customers, but not ongoing assistance - at least directly. The clinical manager also works for AAA, which can provide assistance, guidance and support to
case managers; The work of a clinical manager can also be considered as part of quality assurance activities. Additional quality assurance functions are performed by ISA managers who monitor calls and review the decisions of ISA workers; one leader is assigned to each of the four ISA
teams. During a visit to the site there was an opening for a position dedicated to providing quality for senior program options at the Franklin County Office of Aging, but the position is not yet filled, although it is expected to be filled in the near future. Employees have expressed concern about
software customers who do not take a consumer approach to services. That is, they portrayed that many of the current elderly population were reluctant to complain; they seem to embody the attitude of being grateful for what is given to them. Staff also mentioned, however, that they are
beginning to see such an attitude diminishing in population and there has been an increase in consumer aggressiveness. It was also noted that when customers contribute to paying the cost of their care, as is required from many program customers through a sliding fee fee they seem less
reluctant you to express concern about the problems they face in relation to the provision of services. D. Hamilton County Senior Services Program 1. A November 1992 survey by citizens of Hamilton County Ohio, which includes the Cincinnati Metropolitan Area, voted in a property tax
similar to that in Franklin County in order to provide community-based long-term care for their citizens. Since February 1993, $12 million has been provided for the Aged Care Programme (ESP); key staff were hired by July and registration was launched in September. The program is run by
the Council on Aging in the Cincinnati area, which also serves as the district's local aging agency. Hamilton County built on the experience of both the state-funded demonstration and the Franklin County Senior Options Program in the ESP design, but they developed their program with
some unique features as well. As with two other programs, ESP will break customers into three categories of services: Basic (short-term), less intensive care9 and intensive care management. Information assistance also plays a big role in this system, serving as a single entry point for all
district residents aged 60 and over seeking help with long-term care needs. When a visit to the site was made in June 1994, ESP differed from the other two programmes in that the programme had three separate functional units: the ISA unit, the Assessment Unit and the Care Management
Unit. In general, the ISA unit has been functioning and still operating, very similar to other programs. In addition to addressing initial questions from subscribers, transferring available services and conducting initial screening of customer needs, ISA employees also operate as managers for
clients in need of minimal services, i.e. transportation services only, home-only meals, short-term services (basic conditions - less than 6 weeks). The program administrators who were interviewed stressed that ESP, in particular the ISA component, was designed to listen to the needs of
customers, not to what the social worker thinks they need. However, while ESP is based on a self-reported need, customers are sometimes unclear about what they want or what their needs are. When the ISA was unable to determine the customer's need (about 30% of the time), the client
was referred to the Evaluation Group. Of the approximately 100 calls per week, 35-40 were referred to the Assessment Unit. The primary responsibility of the Assessment Panel is to conduct a always-always-assessed assessment for clients for whom ISA cannot determine the nature or
level of needs. Staff Assessment also visited at home all customers eligible to participate in the cost of services; these home visits were supposed to check the financial situation of the explain to the customer how the co-payment system works. The evaluation team also surveyed all clients
in cases of abuse or neglect. They are not with them and their activities with a client are usually limited to one visit. Upon completion of the event, the assessor developed a care plan and determined whether the client should be classified as in need of intensive patient management.
However, the Evaluation Unit has recently been abolished and its functions are now within the Care Management Unit. The client is now assigned to one care manager for all contacts - for a long-standing assessment (if necessary), as well as ongoing monitoring and other care
management activities. This change was made in the interest of continuity of care. Now, as before, not all customers get an eye. Most clients are evaluated by telephone (by ISA) and services authorized and initiated without any need for participation by ESP employees. Informal support is
not limited. or the need for or near-program services of a maximum of $550 per month. The right to ESP services, in addition to being a Hamilton County resident and age 60 or more, a person should be unable to perform one or more ADLs or IADLs without help or behavioral or mental
health problems that may lead to premature institutionalization, or be unable to provide for his/her own health/safety due to cognitive, behavioral, psychological/emotional conditions.10 Eight ADLs11 and eight ADLs12 are considered in the process. 2. The role of case management in the
older persons service programme All clients, except those who receive short-term basic services, are assigned to the patient manager. This feature of the program is different from the demonstrations and programs of Franklin County, where regular care customers are done/do not receive
care management. Until recently, ESP classified people as needing ongoing or care services, very similar to the other two programs. The person was then determined to need care management if he had an unstable health condition, did not have an informal support system to provide the
necessary care, could not insure his health/safety without supervision, or had an official need for services that cost more than $350 a month (up to the program cap of $550 per month). That is, all clients with care costs in excess of $350 per month were automatically classified as needing
intensive care. (Those customers who needed long-term care but did not appointed to the intensive care unit, have been classified as current clients, as in two other programs.) However, after visiting the site in June customers in the alternative intensity of care management has changed.
Currently, customers are first classified in one of two categories based on the cost of a care plan, under $350, and over $350 (maximum $550) per month. Each client is assigned a care manager, who determines within two months after the registration of the program the required level of
intensity of care management. I Care Management class customers receive intensive treatment and are contacted 10 days after the start of treatment by the care manager, and every two months after that, and are re-evaluated at 6 and 12 months. Events-based contacts and visits are
justified. Level II care management is less intensive. Customers receive calls every three months and a visit to the house is held in the 6th month; revaluations are carried out annually. All care managers control the provision of services to clients at both the level of I and level II. Recently,
however, the burden on the case has been substantially reduced to about 132 clients per care manager. This reduced workload in the case is due to the fact that ESP has hired more case managers to share the burden. In addition, customer enrolment has recently been limited and is
growing at a slower pace. Currently, the enrolment rate is tied to the interest rate, whereas in the past there were no restrictions on enrolment. In addition, as a function of the recent reorganization, all care managers now provide intensive case treatment for approximately the same number
of clients - between the ages of 10 and 15, whereas in the past the geographical location of clients has been the main determining factor in the appointment of a care manager. As mentioned earlier, the ISA unit is responsible for monitoring customers receiving short-term basic assistance.
Monitoring activities with this group of clients are minimal, given the truncated period during which they receive services, i.e. six weeks or less. Immediately after the start of treatment, ISA staff call the customer to make sure that the services are delivered as intended. Another telephone
contact is established in the fifth week of service (or a week before the termination of service, for persons authorized for less than six weeks of service) to confirm the termination date and determine whether there is a need to renew the service permit or send the client to the Care
Management Division for long-term use of the service. 3. Customer profiles in the SeniorIty Care Program Current Right to Care Management Level I requires that a person must have at least one ADL deficit and lack an informal support system and meet one of the following criteria: a recent
change in medical, emotional or Condition; Recent changes in the status of life (e.g. the death of a spouse); or inability to insure your own health/safety. Until recently, All customers with care plans of $350 or more were automatically triaged into the intensive care department. Reports from
care managers that these clients do not necessarily need intensive care and that the cost of care plans does not always reflect a greater need for case management prompted a review of this policy.13 At the end of June 1994, when the site was visited by ESP, the program provides
services to 3,678 customers, the vast majority of whom are served under the Ongoing14 (89%) program. received intensive care. Program administrators expect this distribution to continue as part of the reorganization. The table below shows ESP customer data for June 29, 1994, on the
terms of care management at the time. Overall, the program's customers were relatively young. Care Managed customers were the oldest, about 26 percent age 85 and older. Compared to the nursing home population, for example, with about 40 per cent aged 85 and over, this group of
long-term care users was quite young. Regardless of the conditions of service, the vast majority of ESP users are women, although the proportion of male clients is slightly higher in intensive care. The most striking difference in customer characteristics as a service environment function was
due to their respective levels of disability. Most customers receiving basic or ongoing services have been moderately weakened, all of them at least with some IADL disability, and a large proportion with 2 or less ADL dependencies. These two groups contrast sharply with the Care Managed
group, which has been significantly disrupted; more than half of Care Managed customers reported 3 or more ADL disabilities. Although the extent of informal support available to the client has been identified as one of the key criteria for identifying suitable candidates for care management
practices, comparable statistics on the support network were not available when visiting the site and are therefore not reported here. TABLE 1. ESP Client Profiles by Service Modality: June 29, 1994 Client Characteristic Basic Ongoing Care Managed % &lt; Age 85 86.9 79.3 73.7 % &gt;
Age 85 13.1 20.7 26.3 % Female 75.0 76.5 71.9 % Male 25.0 23.5 28.1 % 1+ IADLs/8 100.0 100.0 100.0 % No ADLs/8 39.3 35.2 17.1 % 1 ADL/8 26.2 22.5 11.9 % 2 ADL/8 7.1 15.1 16.8 % 3+ ADL/8 27.4 27.3 54.2 N 84 4,235 537 SOURCE: Council on Aging of Cincinnati, EPS Client
Demographic Report 4. The quality issues in ESP's seniors service program are based on feedback from suppliers and random audits by the Department of Quality Assurance to ensure quality care is provided to their customers. Especially since ESP spends the majority of estimates over
the phone, there is a greater reliance on suppliers to report on consumption or care managers when they discover situations that are different from those reported by the customer over the phone. When such situations arise, the care manager usually heads to the client's home to conduct
face-to-face assessments. In addition to supplier feedback, the program's quality assurance division conducts random audits of three percent of customers. These audits include a visit to a vendor agency to review customer records, as well as a home visit to a customer. The Department of
Quality Assurance is also actively identifying customer complaints schemes, such as with a specific service provider, and is investigating these complaints. E. Summary Possibly two features that all three of these Ohio share programs, and which are notable in their divergence with
traditional case management models, are: 1) focus on customer self-determination; and 2) rationing of intensive cases for a relatively small proportion of customers. While it was clear from interviews with staff in both ongoing programmes that management rationing was related to
programme cost management, the pattern of consumption and care planning was not conditional on cost restraint, but rather reflected a fundamental commitment to customer autonomy. Customers are asked what they need and what they need, in light of the range of services available in
each program. Customers, once they know what is available to them, are ultimately responsible for forming their care plans. Customers are also expected to play an active role in monitoring the care they receive, especially those who do not work in intensive care cases. As noted by staff,
this approach has certain obligations, especially with the current cohort of older persons, who cannot question health workers or complain about services provided to them for free. But staff believe this propensity of today's older people is gradually changing with evidence of a future
generation of older people becoming more outspoken about poor care. III. OFFICE OF AGING AND ADULT SERVICESSTATE WASHINGTON A. The Aging and Adult Services Administration (AASA) Department of Washington Department of Social and Health Services contracts with 12 of
the 13 local district agencies for aging (AAA) across the state to perform case management functions for its publicly funded and COPES (Community Options Program Entry System, Washington Home Medicaid Home and Community Denial Services for seniors) program for seniors.15 As
Washington State provides case management services for seniors As a state, Washington state provides services to manage the elderly. population is remarkable in two respects. First, it introduced a two-tier approach: (a) information and direction (senior ISA); case management. Secondly,
achieving the stability of the client's situation in a relatively short period of time is a goal, a goal, managers are expected to work actively so that customers can be dismissed from case management as soon as possible. With the exception of some special populations, most managed clients
are discharged from business management within a few months of enrolling in the program. The exception to the stabilization and discharge rule is COPES customers who require ongoing management of the case.16 In this regard, the state currently plans to introduce an amendment to the
state Medicaid plan, which will seek to reclassify case management as an optional waiver service. The ISA component serves all elderly persons (aged 60 years) who contact the AAA for any information or assistance. Social workers have staff from the ISA component and carry out informal
checks, usually over the phone, to determine the needs of a potential customer. At this stage, the ISA employee is trying to determine whether the person needs referral service, assistance/advocacy in gaining access to the service, or whether he/he is a potential customer to manage the
case. If it is possible to handle cases, the client is sent for a comprehensive evaluation to determine whether the requirements are complex enough to handle the case. B. The case management criteria guidelines for referral to permanent case management for the 60-year-old include the
need for multiple services and the inability to obtain the necessary services and the inability/reluctance of informal support to provide the necessary assistance. The criteria for multiple needs are not necessarily based solely on the needs of the ADL or IADL, but may include the need for
health insurance or assistance in applying for Medicaid as well. C. Criteria for the termination of case management Although there are no strict criteria for determining when the management of a case should be terminated, the general principle followed by the case managers is to comply
when the case is stabilized. Operational stability is achieved when the care plan has been implemented and operates in a stable mode. Stability in this context does not necessarily mean medical stability, but rather services, and all case management objectives developed under the care
plan have been met. One example described elements of stability, including a consistent, quality home care provider (formal provider of services) and/or a reliable informal caregiver. In this regard, a number of managers interviewed in the case pointed to difficulties in stabilizing customer
care plans by relying on independent service providers (IP) as they find more inherent instability between the client and IP than when provide domestic workers. They point to the built-in oversight mechanism in the agency model, missing from the IP model, as an important element in
achieving stability. D. The duration of AASA case management services has not established any rules or guidelines for the optimal optimal the time for which customers must be managed. However, a survey of case managers from four different agencies in the Seattle metropolitan area
received a number of estimates of the average amount of time clients who were in charge of the case. The shortest estimate was three months from AAA Pierce County in the Tacoma area; three months is the goal to which the agency encourages business managers to actively work. Two
other agencies (Seattle/King County Division of Aging, Evergreen Care Network - a subcontractor in the Seattle/King County Division of Aging) cited an average of six to seven months of duration, and argued that the three-month timeline was too short and would increase the chances of
discontinued customers cycling back into the system because they were discharged prematurely before true stability was achieved. However, among all the managers interviewed in the case, there was a great recognition that some clients needed to be constantly managed indefinitely,
either because of the characteristics of the clients themselves and/or their families/informal caregivers. The following section discusses in detail the circumstances in which case review managers see the need to continue the case in greater detail. Another observation on the length of the
case: during the interview, managers were asked to assess the average duration of case management services for COPES clients if and when case management becomes an optional service for this group of people. COPES customer service managers will have to deal a little longer than
publicly funded clients, averaging 10 months, perhaps as a function of their increased level of weakness compared to publicly funded clients. E. Customers who find it difficult to stop work, although none of the managers interviewed nor their administrators have questioned the
reasonableness of business management rationing or the limitation of service duration, all expressed reservations about the termination of the case for certain types of clients. There were differences of opinion related to the physical condition of the client. Some felt that clients with a chronic
or unstable disease required permanent treatment of patients indefinitely, while others dismissed it as a criterion on which they based their decision to discontinue. However, everyone agrees that it is difficult for clients or caregivers with untreated severe mental illness to terminate because
of problems that often arise in dealing with health care providers. For example, several customer service managers have talked about situations where clients/educators are verbally physically abused domestic workers; under such conditions, it is difficult to stabilize the care aircraft. Another
factor often associated with mental health problems, and complicating the decision to stop poor customer judgment or behavior that leads to clashes with the criminal justice system. These people are often resistant to and not yet compliant with the medical regimes prescribed for their
psychiatric conditions. When there is abuse in the home either or directed at the client; Where informal care is minimal or disadvantaged; and where substance abuse is involved in the constellation of the client/educator. The group of clients for whom there may be a special need to continue
to stipulate are those who do not speak English and who do not have family/friends who speak English. The needs of this group were acutely represented during a group interview with approximately 15 managers of Asian Advisory and Referral Services (ACRS) in Seattle. ACRS, is
contracted to the Seattle/King County Division of Aging. ACRS has staff who speak 13 different languages of the Asia Pacific Islands and cater to populations with very diverse cultural backgrounds who have significant problems accessing health care and social services due to language
and cultural barriers. The job of a business manager at ACRS is to saddle two very different worlds of East and West, as well as to help clients bypass the basic Western resources, as well as the use of the ethnic resources available in the community. Through unofficial reports provided
during the interviews, the managers of these cases spoke of the difficulties involved in dismissing their clients from the management of the case, except in cases of death or institutionalization. This is because the case manager becomes a client and family link to the English-speaking world.
Family members don't usually speak English, and customer service managers try to organize at-home service providers who speak the customer's native language; thus, neither the client, nor the family, nor the supplier speak English. The only person left to negotiate the English-speaking
world of health workers and government bureaucracy is the business manager. In addition, many ACRS clients speak languages for which there are very few interpreters in hospitals, clinics or government offices. For example, there are 89 in Filipino dialects alone. While some case
managers elsewhere in the state said that the client's health and his stability/instability are generally not factors that contribute to the delay in stopping from managing the case, ACRS case managers said that a medically unstable client in need of frequent hospitalizations or interactions with
medical professionals required significant management because of language barriers. F. The quality issues appear to be one motivating factor behind the restrictions imposed on the management of the case Washington state has associated costs. The other is to prevent customers from
over-reliance on case managers, and thus compromising the customer's independence. Regardless of the merits of these reasons, managers in some cases have expressed concern about quality assurance in the absence of a permanent review of the case. Once the case is closed to the
management of the case, the client and family are required to report to the agency if the client's needs change or if there is a problem with the supplier. The state's AASA administrator noted that when the case is closed, it should be transferred back to I q A for periodic monitoring, but it is



unclear to what extent the practice is being implemented across the state. One of the administrators interviewed ( Evergreen Care Network) noted that her agency relied on volunteers to monitor cases closed to management for one to six months after termination, and that volunteers had
access to the closure of a sheet that indicated it needed monitoring. The same agency also conducts quarterly customer satisfaction questionnaires sent to all customers who are closed for business during the quarter; If any problems are detected by customers are recontacted by the
agency. As mentioned earlier, business leaders perceive situations where independent suppliers are involved in this case as potentially more problematic from the point of view of control, since no oversight by agencies is carried out. In general, there appears to be little to the third party in
providing quality measures for those receiving home services under a publicly funded programme but exempt from the management of cases. The only opportunity for an objective assessment of the quality of care for this group of beneficiaries arises from authorized periodic assessments
conducted 30 and 60 days after the initial assessment and then again in the year of the anniversary of the initial assessment. However, this predicament is not true for either COPES customers or Medicaid customers receiving personal care services, where a built-in quality assurance
mechanism has been authorized, requiring periodic home visits by a monitor nurse (as well as monthly case management contact for COPES customers). G. Local alternative approaches to case management alternatives in the provision of case management services and their various
components have emerged in local agencies in the state. Several variations have surfaced from a limited number of agency interviews conducted in the Seattle area. For example, the Seattle/King County Department of Aging uses college students as assistants to relieve the burden of
customer service managers in such as assisting clients in filling out Medicaid applications, finding housing alternatives, arranging doctor-meetings, etc. but routine, case management activities. The same agency has also established a relatively new component in its case management
repertoire: intensive case monitoring. Two case managers have been appointed to the Intensive Cases Management Division, each working with the usual case managers for identified clients who need additional attention. Clients identified for intensive case-use cases are often those who
need but do not want access to mental health services and those associated with the criminal justice system because of behaviour control problems. Typical triggers for intensive cases are resistance to care, especially psychiatric services, accumulation of type of behavior, i.e. cars, house
cluttered to such a degree of danger due to fire danger, etc. Intensive case management allows more contact with difficult customers, so that progress can be made in the actual implementation and stabilization of the care plan to the point where the intensity of case management can be
reduced, or case management can be terminated, or terminated, than it will be without intensive treatment. H. Summary of the State of Washington State-funded Home Care Program offers a unique opportunity to review the application of case management in a system that is trying to
prompt the principle to stabilize and terminate. Although in most cases managers view this as a reasonable maxim, there are a number of opinions on the optimal duration of case management services (3-7 months), but there are also a sufficient number of customer types agreements that
require more than average time for case management (clients with mental health/substance abuse problems). In addition, clients whose culture and language differ from the mainstream are also more difficult to deal with case management services because of the difficulties faced by such
individuals in dealing with a major health care facility and government bureaucracy. Another theme stemming from interviews with executives on the case was the lack of a strong quality assurance mechanism for publicly funded home care clients after being discharged from patient
management. Unlike Medicaid clients receiving personal care services or those at home and community service waiver programs (COPES) who have a current case manager or who are supervised by nurse supervision, state-funded clients go without much oversight once they are fired from
the case management. Although case managers seem genuinely concerned that they do not cause in their clients, they seem to be really concerned about the lack of oversight of laid-off customers. IV. HOME CARE PROGRAM FOR ELDERSSTATE OF CONNECTICUT A. Review of
Connecticut's home care program for seniors has a double stream of funding - Medicaid dollars targeted at disabled elders, meeting requirements (financial and medical/functional) functional) the state's Medicaid Home and Community Waiver Program and public funds aimed at disabled
elders who are not eligible for the waiver program. Until 1992, the two programmes were administered by separate government agencies, the failure of the Department of Revenue Service programme, as well as the Department's publicly funded programs on ageing. At the time, these
programmes were consolidated as part of a public reorganization plan; both programmes are currently administered by the Alternative Care Group of the Department of Social Services (DSS), a new department formed by combining departments for income and aging and human resources.
Historically, a publicly funded home care program has contracted With Connecticut Community Care, Inc. (CCCI), a private nonprofit agency, for case management services. The case management model was typical of many case management agencies and included assessment, care
planning, maintenance/direction, monitoring of services and reassessment. CCCI is considered one of the main case management organizations in the district with highly educated and trained case management personnel. When the state developed its waiver program for seniors in the late
1980s it modeled the case for managing a component of the program after a publicly funded program requiring independent case management as an integral part of the waiver service package. Shortly before the State reorganized its departmental structure, the Commissioner of the
Department of Aging issued an appeal to the RSPP to sell the case to suppliers. The obvious motivation for the demonstration is the high cost of as-management, which it has been claimed can be reduced if health care providers (i.e. home health care providers) act as a case manager and
can bill Medicare for at least part of their case management activities. There appears to have been strong lobbying efforts from some in the vendor community for the opportunity to take on the role and function of business manager. The one-year contract was vacant by the Connecticut
Home Care Coalition, a coalition of six certified home health care institutions (HHA), under which the HHA would take charge of case management for publicly funded clients identified as appropriate for demonstration. The demonstration criteria were in vain: 1) functional and financial criteria
applied to the state-funded programme17 and 2) the need for home health care and the need for no more than two additional public services. During the annual demonstration, there were reorganizations of departments, as a result state-funded publicly funded clients were organized under
the direction of the Alternative Care Group. Due to the projected funding shortfall in the future as a result of the merger of the two departments, the Connecticut Home Care Coalition has been tasked with shutting down consumption at a new customer demonstration demonstration June
1992. Before the Department of Revenue was incorporated into the newly established Department of Social Services, it had begun a parallel process to develop a similar but somewhat different approach. In this regard, in February 1993, the newly established DOB began work on the self-
service component (KFOR) as part of its Nursing For The Elderly Care Programme, which established the role of service providers working with clients and families in care management. B. Self-care in accordance with procedures and guidelines for self-directed care, self-directed care
(SDC) model assumes that there are situations in which the client and/or family can work directly with providers to effectively coordinate and monitor customer care, without the assistance of an independent case manager. 18 Prior to the SDC program, it was assumed that all elderly clients
of the state program need to manage the case. Under the new guidelines, however, the state requires that the management of the case be treated like all other services in the continuum of care - that the management of the case should be prescribed, not assumed... 19 Unlike the criteria
used in the Directional Aid Provider (PDC) demonstration, where the criteria for deciding which programs eligible customers should be considered for PDC was based on the amount and type of utilities required by the customer (i.e., home health plus no more than two additional services),
the criteria for determining feasibility for SDC focuses on the ability of the customer (or the customer's family) to manage and control their own services through the provider. C. Case management criteria The need for case management as a long-term care service is considered at several
locations during the client's stay in the program. All clients deemed eligible to participate in a publicly funded or waiver program (based on their financial and functional/cognitive/cognitive/behavioral/support profiles20) undergo a comprehensive assessment conducted by the Child
Management Agency for Coordination, Evaluation and Monitoring (CAM). This assessment becomes the basis on which the case manager develops a care plan. As part of the care planning process, the case manager completes the Checklist to resolve the case management. This
checklist, completed by the CAM manager, defines the conditions under which independent treatment is generally considered inappropriate: The client does not have a stable and appropriate life situation (considered a temporary condition that requires business) The client does not receive
proper health and medical care (considered a temporary condition that requires case management) Activities related to receiving social and/or economic resources/benefits are in the process (considered a temporary reason that requires doing business) Hygiene or habits Threat to
Health/Safety) The client has an MS' account of 4 errors and no informal caregivers available, willing and able to manage care continued care by informal caregivers dependent on the active intervention of the case manager Functional and/or cognitive status have changed in a way that will
require a change in the care plan within the last 2 months or is expected to occur within the next 2 months if the customer profile/situation meets none of the above criteria, the case manager's ability to identify and indicate other factors that should be provided by the SDC. If SDC is deemed
impractical, the case manager is asked, if possible, a projected date for when the SDC should be reviewed. It is unusual for new customers to go through a management case for at least the first 60 days of the program. While it is possible for new clients to be self-sufficient, case managers
do not want to recommend SDC initially as they feel it takes months to get to know the customer and his/her family and get a genuine read about the customer's needs and how the informal care network actually functions. This perspective is reflected in the SDC's Guidelines on Procedures
and Guidelines, which states that the management permit is now for most customers within the first 60 days... When SDC is first authorized to a customer, a notification is sent to the customer informing them of what SDC is and how to contact a leading service provider to assist if a change
in the care plan is required. In addition, the notice includes a DSS contact if the customer is unable to contact the service provider and/or the customer is unhappy with the vendor's response to his or her request. If case management is permitted as part of the initial care plan, CAM should
consider the need for the service in the first two 60-day reviews. This is an internal CAM procedure; only if SDC is recommended does the CAM contact DSS to approve a change from the case of managed SDC assistance. The same procedure takes place in the 6 months after joining the
program, but at this stage the DSS does a review of the checklist to authorize the management of the case. If the management of cases continues, then if the appropriate management of the case is reviewed again during the annual revaluation of the person. Current customers are reviewed
for review during the annual revaluation. If they are deemed suitable for SDC by a case manager and this is authorized by DSS, then the client and/or family manage the customer's care and work directly with the suppliers. If the customer's status changes, regardless of whether the
customer is new or permanent, the lead service provider carries to implement changes within the guidelines set by the DSS. In addition, all SDC customers must re-re-re-re-enact every six months SDC's appropriateness. The annual revaluation for SDC customers is carried out by the
leading supplier agency. D. The role of suppliers in Connecticut's self-help in exploiting the SDC concept is based on the assumption that at least one service provider is involved in providing home and community services to an SDC customer. When only one provider participates in a
customer service plan, DSS contacts this agency to warn them that the agency and DSS will be liable, along with the customer, for continuity care insurance. When more than one agency is involved in the care plan, DSS identifies a leading agency that is expected to assume a coordinating
role. The order of DSS preference in identifying a leading provider is, first, a home health agency, and secondly, adult day care. If none of the vendor types participate, the staff of the DSS regional office assume a coordinating role. The responsibilities of the lead agency include making
changes to the customer care plan as needed. Depending on the nature of the change required, the host agency may have to lean in for prior approval from the DSS. They are also responsible for completing a plan for re-authorization of care every six months and annual re-evaluation. The
leading agencies are not reimbursed separately for the ongoing coordination of cases, but compensation for annual revaluation. There are, however, regions in the state where there are several providers willing to take the agency's lead responsibility. In these cases, DSS regional staff must
assume a coordinating role. E. Profiles of self-service clients between February 1993 and June 15, 1994, 273 clients were filed as SDC clients in the home care program for the elderly. (This number includes 147 people who were grandparents in the SDC as a result of participating in the
PDC demonstration.) As of June 15, 1994, there were 198 active SDC customers. This represents less than one percent of all current registered customers of the program. Of all SDC customers served at any time between 2/93 and 6/15/93, 65 (23%) have been discharged from SDC.
Fourteen of those discharged returned in case of managed assistance. The rest of those discharged either terminated all services (9) or moved out of the state (4), were admitted to a psychiatric facility (3), admitted to a state psychiatric hospital (1), or died (13). There are currently no SDC
analyses that either describe the profiles of these customers or what they may differ from those managed by customers. However, the quality assurance director at CM is currently in the process of assembling the results of a review of all customers recommended for SDC. Although this data
is not yet available in a form table to report the group's statistical profile, the CCCI's director of quality control reviewed each client's record and summarized it of the types of customers most likely to be SDC: Individuals living alone and receiving relatively low level of service Persons living
with someone, receiving a modest amount on many services, the health status is stable, and informal care (s) very comfortable to interact with providers22 These impressions have been confirmed by case managers as well as providers who were interviewed as part of this study. Business
managers and service providers also noted that it is not the customer's level of need or disability that determines their appropriateness to SDC, but the ability of a client or informal caregiver to coordinate customer care and comfort in dealing with service providers. In fact, it has been noted
that some individuals with very few services often have types of clients who need intensive case management because of their reluctance to accept services and comply with medical schemes, resulting in their risk of aggravation and hospitalization without the watchful supervision of the
case manager. F. The challenges for implementing SDC in Connecticut, perhaps the most difficult hurdle DSS faced in implementing SDC was the historical tension between community providers, primarily home health care agencies and the CCCI, the state's case management agency. As
noted above, part of the community of home health care providers has been a very strong supporter of the provider's case management, affecting to some extent at least the state's decision to hold a PDC demonstration. These providers believe that nurses, home health care providers, are
competent to manage cases, that they are already doing so and receive reimbursement from Medicare for this function. Furthermore, they argue that because patient management is now considered a service, like any other care service, CAM (CCCI) should no longer be considered an
independent agency entitled to develop care plans, as they have the unfair advantage of being able to recommend their own services (i.e. case management) as part of a care plan. These home health care providers perceive the situation as unfair because they cannot be reimbursed for the
management of patients (the state) and are not allowed to develop care plans (with the exception of the SDC clients mentioned) because they are not considered an independent case management agency. The argument is also made that customers tend to rely on home health providers
when they encounter problems, rather than an independent case manager because it is home medical staff with which they have the most direct and consistent contact. DSS's answer to the last question is that DSS, not CCCI, makes a final decision on whether the client is suitable for a
case of managed care or SDC their review of care plans and a checklist to authorize case management. The first issue is one of which there is a wider wider range of long-term care. Overall, the discussion is focused around whether home health can provide comprehensive case
management, usually offered by case management agencies. The concern remains that, given the financial incentives of home health care providers to focus on the client's medical needs, home management of cases is returning to managing medical conditions and is independent of the
client's broader social needs. Another problem faced by the management of the Alternative Care Group is informing its own staff and the CCCI about SDC. This problem should not be underestimated. At the policy level, there has been a paradigm shift; however, it is likely to require a
significant amount of education, beliefs and changes in the normal and perceived relationship between DSS regional staff and case managers. While CCCI management acknowledges the ease of some clients, there is still a great reluctance on the part of frontline executives to write out
their current workload at SDC. This reluctance seems to stem from their perception that either clients will negatively impact the removal benefits of managing the case, or that clients and their informal caregivers are accustomed and/or emotionally dependent on their case manager and do
not want to opt out of this service - even if it may not be necessary. Patient managers are also reluctant to recommend SDC to a new client, arguing that business management is necessary for at least a few months to get to know the customer enough to develop the most appropriate care
plan and determine whether they are good candidates for the SDC. In addition to the reluctance of the case managers to recommend KFOR, another complication in the relations between the staff of the regional office of DSK and the heads of affairs. From the outset, the waiver program has
been designed in such a way that regional staff working in the state, i.e. those who review and sign assessment and care plans developed by case review managers, are colluding with CCCI managers. Historically, the proximity of DSS regional staff to the leaders of the case has been very
positively regarded by both the state and the CCCI. However, with the introduction of the new case management paradigm, the collocation factor created additional problems. Working in such close proximity, DSS regional staff and CTPP managers have a relatively close working
relationship and, in general, a positive attitude towards each other, both personally and professionally. However, with the paradigm shift coming at the state's insistence, DSS regional staff are now like Challenge the management/SDC determination case with case managers; from time to
time, this expectation puts them in a controversial position in relation to their manager manager's business literally down the hall from them. Whereas in the past regional staff were more likely to concede professional judgement to managers in a service needs case, they may now challenge
their needs assessments (for treatment of cases). Regional employees of DSS, in fact, are called to become agents of shifts - not always the most comfortable positions. The DSS Central Office recognized the situation and began additional support and training sessions for both regional
staff and KFOR field managers. The main purpose of these sessions is to increase the comfort level of both case review managers and DSK regional staff when advising SDC by setting out software mechanisms to ensure that SDC customers are adequate to meet their needs and
complaints. These sessions also include discussing the process of terminating long-term clients from business management, as well as giving managers support and permission to let go their long-time clients when SDC is a more appropriate option. DSS reports that there is some early
evidence that these meetings have the intended effect of increasing the number of SDC customers, i.e. between mid-June 1994 and October 31, 1994, the program saw a 25 percent increase in the number of current SDC customers. While the burden of implementing a paradigm shift
places a heavy burden on DSS regional staff, they are increasingly facing another burden, as well as the result of KFOR policies. As mentioned earlier, not all providers are ready to take on the role of a leading supplier. When no leading provider can be identified, DSS regional staff must
take on responsibilities that would otherwise be accepted by the lead provider. These responsibilities include being a point of contact for customers experiencing any difficulty with suppliers or in need of a change in care plan. DSS employees should also conduct routine assessments and
review of SDC's care plans. Thus, regional staff, especially in areas where service providers are reluctant to become leading service providers, take on additional responsibilities. The regional staff expressed concern that, as KFOR's number of clients increased, the additional responsibilities
for current staff would quickly exceed capacity. While regional staff appear to support the concept of KFOR, the additional responsibilities, coupled with the unpleasant task of second-guessing their fellow managers in the case, may provide an incentive to authorize the management of cases
where UDC may be more appropriate. Twenty months after the introduction (October 31, 1994), DSS reported that 249 currently registered with the SDC. Although this is 25 per cent more than four and a half months earlier (June 15, 1994), the share of customers in SDC SDC very low --
about four percent. The reluctance of case managers and regional staff appears to have contributed to the relatively slow enrollment of the VDC, as well as some administrative issues requiring that suppliers' accounts from SDC customers be paid for by CAM. These billing issues have now
been resolved. In addition, DSS recently completed a series of training sessions with its regional staff and case management offices, and hopes that both factors will lead to an increase in the number of SDC customers. However, if the SDC increases to 20% of the program participants,
which the DSS deems appropriate, the Department will have to consider both its own internal capacity in regional offices to take on the growing workload generated by SDC, as well as the reluctance of some vendors to take over case management activities. These two factors are closely
related as the workload of regional staff increases in areas where service providers refuse to assume the appointment of a leading supplier. V. DIVISION OF SENIOR AND DISABLED SERVICESSTATE OF OREGON A. Overview Oregon has received great attention for its innovative
approach to providing opportunities for the elderly and disabled in need of long-term care services. Over the past two decades, Oregon has created a menu of alternative home and community care services for public services, including at-home services (both agency providers and
independent providers), life care, adult Foster Care, care, and specialized residential facilities (especially for those with spinal cord and head injuries). Oregon has gained recognition for using Medicaid waiver dollars not only to help individuals in the community who have nursing homes
eligible to remain in the community, but also to move nursing home residents under less restrictive conditions. Because there is often no viable community living for an institutionalized person to return, the state has worked with local governments and individuals to develop a network of adult
Foster Care residences across the state. Adult foster care has been particularly successful in more rural areas of the state, where there is less investment in other types of communal housing such as nursing homes and assisted accommodation. As evidence of the government's
commitment to offer disabled people options in life situations and the types of service providers in the community setting up, over the past decade there has been a documented increase in the number of elderly and disabled people receiving community care without a comparable increase
in the number of nursing home residents. In fact, the State has seen a decline in the number of health facilities over the same period, despite the growing ageing of the population and the disabled. System long-term care services localized in Oregon, with one entry point for all persons in this
geographic area, designed to encourage access. In some regions, the local Ageing Agency is the single access point, while in others it is the responsibility between the AAA and the Public Administration of Multiple Services. Regardless of the organizational structure, there is a single
number of access to the phone for a public call. One of the guidelines outlined in the original legislation created by the Department for Senior and Disabled Persons (DSDS) and which commissioned the department to develop and empower communities for the disabled is that older persons
should receive the care and services they need at the lowest cost and in the least limited situation. 23 The related implications of this principle are that the state should provide services for the elderly and disabled ... through programmes and in environments that maximize their ability to
function as independently as possible and which encourage the principles of personal dignity, individuality, privacy, the right to make choices and the right to a decent quality of life24 B. The role of case management One of the most important elements of the DSDS program for the elderly
and disabled is seen as an integral part in achieving these principles, is case management. All individuals seeking and/or receiving any government-funded long-term care services in Oregon receive patient management regardless of the source of funding. Persons living in the community,
as well as those living in a nursing home, are appointed to lead the case, whose ultimate responsibility is to ensure that the person has access to the services necessary to maintain him/her in the least restrictive conditions, as far as possible, cost-effectively. It should be noted that even
individuals who receive assistance from unspologies of independent service providers called customer-employed providers (CEP) in Oregon receive assistance in investigating cases. Although the client is responsible for hiring and overseeing the provider, and must certify to the state that
services have been provided as authorized each month, the case manager still oversees the care provided by CEP. C. Customer profiles and case management intensity The reason that Oregon was included as an example for this report on case management rationing is that its case
management organization recognizes that the intensity of case management needs varies from customer to customer. Although re-evaluation is required every six months, case managers are again allowed to indicate how soon after the initial assessment or reassessment, contact with
monitoring should take place. that this flexibility afforded to managers would be parallel to the manager's assessment of how intensively the client should follow. In fact, case managers have reported that while they appreciate this flexibility, they are often less) frequent contacts due to
paperwork that will be required to justify contact before the specified period of time has passed. Regardless of how the monitoring flexibility is exercised, the customer managers interviewed were able to provide numerous examples of customer types requiring more intense fireight. These
include persons who do not conform to medical regimes and who, as a result, themselves go into danger; persons with double psychiatric diagnoses; those with impaired brain function (this includes not only the elderly, but AIDS and MS clients involving the brain) that affects the ability to
make good judgments; those who mis-take medication; persons with more and more severe disabilities, as well as those living in households where substance abuse exists. Also mentioned were clients whom the executives in the case perceived as having poor judgment in the form of the
person they hired with their CEP, i.e. CEPs with substance abuse problems, CEPs who are abusive, etc. These situations can escalate into crisis situations where there is no immediate provider, thereby creating additional work for the case managers who should assist the client in finding a
replacement. HIV clients who are part of the programme often need more intensive treatment of cases as they enter the program at the later stages of their disease, when their needs are rapidly accelerating; many need their care plans to be adjusted frequently to keep up with their growing
needs. Another group that the case managers have indicated that often requires more attention from the case managers is the population affected by head injuries. This population often needs additional help from managers during the first few years after they become disabled, i.e. helping
them manage their caregivers/service providers, teaching them the conditions, etc. this type of personality often continues to engage in risky behavior and make bad decisions after they become disabled, resulting in situations that require more intense involvement on the part of the case
manager. Another group that deal managers identified as needing more intensive The case is probably somewhat unique to Oregon and is a function of the aggressive stance the state has taken on maintaining the elderly and disabled in the least restrictive environment as possible,
preferably in society. That is, deal managers spend considerable time and energy moving moving in more appropriate conditions, i.e. when a person moves from his home to a foster home, when someone leaves a nursing home and moves to a foster family, or even a transition between
foster families for the person. Case managers have also identified clients from certain ethnic groups who require more attention. These are groups that have not been well assimilated in our society. Three groups were singled out: the Roma population, Russian immigrants and the Asian
population. It is difficult and time consuming for managers to work with the Roma and Russian populations, as they will have to work harder to assess the social, medical and financial status of the client. Patient managers stated that because cheating was part of gypsy myic, it was often
difficult to obtain a valid assessment of the client's situation and then to develop a care plan that met the true needs. The leaders also reported that there was a tendency in both the Roma and Russian immigrant populations to view the Government as a legitimate source of income.
Sometimes immigrants from the former Soviet Union living in a welfare state find it difficult to understand, as one of the managers described it, that the program is not a financial aid system. The case managers also face misuse of CEP funds from these populations; Customers confirm that
they received services from their CEP, often a relative, when in fact the money was simply transferred without much service, leaving customers without the necessary services. Case managers reported that the Asian community was developing completely opposite types of situations. Asian
cultures tend to be proud of their self-sufficiency and therefore reluctant to acknowledge their addiction needs, especially with regard to managers who are generally not Asian, community managers have reported that they tend to spend more time understanding the needs of Asian
customers and persuading them to accept the services they need. It was also widely accepted that language as well as cultural barriers added to the time that managers should spend with non-English-speaking clients and families. D. The Case Management Summary, used in Oregon's
DSDS programs in many ways, fully embodies the traditional case management model where the customer service manager participates in a wide range of clients at all stages of access to services, delivery, and monitoring. In fact, the state very aggressively controls a population that most
states don't even consider as part of a long-term care case of population management - Medicaid nursing homes. But the inclusion of this group in the task force Treatment cases is a function of Oregon's innovative approach to organizing long-term care that seeks to provide an alternative
community community situation - even for those in nursing homes. Despite its commitment to the traditional full-frequency approach to case management, Oregon has built flexibility into its program for the frequency of monitoring function. Instead of prescribing the frequency of contact with
a client, customer managers have the right to schedule monitoring contacts based on clinical judgments. In Oregon, you can find an institutionalized commitment to both customer autonomy, as evidenced by the complex of developed and affordable service conditions, and a strong
component of case management. Customer managers are perceived and must act as protectors of clients, providing access and quality services. There is no indication that these two elements are customer autonomy and business management in any way antagonistic, but rather that they
complement each other and are essential components of a system that is truly accessible and that respects and enhances the autonomy and quality of life of customers. VI. DISCUSSION Approaches to rationing case management services in the programs studied for this study vary. There
are four different models: Triaging in Ohio programs; Stabilization and detente in Washington state; The Quasimest approach in Connecticut; and the traditional approach in Oregon. Each of them is reviewed below and summarized in Table 2. The sorting model as used in three Ohio
programs works by classifying individuals based on their need for immediate temporary services without incident management, the need for minimal cases, or the need for intensive cases. On the other hand, Washington State initially offers patient management to all individuals with multiple
long-term care needs, but sees patient management as a temporary service that should be used to establish an on-site care plan where the principle of operation is to stabilize and discharge.25 Current case management under this model, at least in principle, is not provided; Most
customers appear to be discharged from the management case within 6-8 months of enrolling the program. Connecticut is in the early stages of incorporating a quasi-self-sustaining component for its long-term aged care program. This approach recognizes that some clients and/or their
informal caregivers are able to coordinate and supervise care. The Connecticut model, however, deviates from the conventional notion of consumer or self-care, where the customer is responsible for hiring, training, and managing their personal care. By contrast, Connecticut still relies solely
on agency suppliers, and appoints a leading agency, usually health care at home, to work with independent clients in coordinating their services, and if no agency is willing to take on this role, then regional government personnel act in that capacity. The Connecticut model is best described
as a cross between a true consumer-directed model and an agency-directed model. And finally, it's a traditional model, as evidenced by Oregon, where all customers are managed. However, the Oregon approach is not strictly traditional in the sense that some flexibility is given to case
managers in the potential determination of how often client contacts should occur, based on a professional judgment about the client's need. And so, in a small way, case management services are rationed in Oregon as well. In a truly traditional approach, all contacts, with the exception of
customer-initiated messages, will take place on a predetermined schedule for all customers. It should be noted, however, that rationing occurs in programmes that adhere to traditional case management models. TABLE 2. Comparison of the five programs with Alternative Approaches to the
Case Management Program AlternativeCaseManagementApproaches Population Sorting Groups Criteria Senior OptionsFranklin County, Ohio Sorting Age 60 (Excludes Medicaid HCBS Waiver) Basic ('lt; 6 Weeks' Short Deficit in Functioning Long-Term Deficit in Functioning and Informal
Care Management Cases 1 ADL/7 or Behavior/Mental Health/Cognition Problems and Weak/Missing Unofficial Supports Senior Services ProgramHamilton County, Ohio Triage Age 60 (Excludes Medicaid HCBS Denial) Core (Basics) 6 weeks) 1 ADL/8 or 1 IADL/8 or Behavior/Mental
Health/Cognition Problem Level II Care Office 1 ADL/8 or 1 IADL/8 or Behavior/Mental Health/Cognition Problem Level I Care Office 1 ADL/8 and no informal support and one of the following : (a) recent change in medicine Emotional or mental state (b) Recent changes in the status of life,
such as the death of a spouse; (c) Failure to insure Your Own Health/Safety Aging and Adult Services Administration, Washington State Stabilization Discharge Age 60 (Excludes Medicaid HCBS Denial) I'R Requests for Care, Needs Advocacy or Direction Case Management Need for
Multiple Services and Weak Informal Supports Home Care Program for EldersState Connecticut Quasi-Directed 60 State Funded Not Receiving Proper Medical care; needs help with socio-economic resources; Behavioral problems 4 errors on the NHS; Continued care by an informal
caregiver, dependent on the active intervention of the patient manager; unstable care plan due to changes in functional/cognitive status of Self Directed Care None of Criteria applied by the Department of Senior and Disabled ServicesState oregon Traditional Seniors (Age 18 Disabled
(including Medicaid HCBS Waiver) No sorting; all clients receive business management; frequency of contact may vary depending on the customer's need to manage the case With at least some IADL disability In such programs rationing rationing not promising, but rather it happens by
default. That is, in most such programs the workload of the case is greater than optimal, and case managers resort to providing intense attention to those with the most severe needs, resulting in sometimes unfair oversight of other clients who are less demanding. One of the main incentives
for this study was the option permitted by States in the long-term care component of the Health Safety Act to ensure ongoing management of cases. The proposed legislation also states that only people with disabilities would be eligible for the new community-based long-term care
allowance. In this regard, it should be noted that four of the five currently non-traditional case management models described in this report serve a population that includes minor and moderately disabled persons. While the selection criteria provided in the proposed legislation were very
strict, requiring at least 3 ADL disabilities out of 526 or a comparable level of mental impairment, the selection criteria for the programmes reviewed for this study were, for the most part, much less restrictive. For example, in the Hamilton County Aged Care Program, one IADL would qualify a
person for services (but not necessarily intensive case management services). Similarly, while the Washington State Stabilization and Discharge principle applies to publicly funded clients, ongoing case management services are still necessary for all recipients of Medicaid HCBS waivers,
i.e. those at risk of being in the institution, and therefore presumably severely disabled. Thus, the question is, if the customer population under the new federal/state programme were limited to people with disabilities, would it be appropriate to ration case management services? Do disabled
people need constant management of cases? While this approach is very preliminary, there is limited evidence that a forward-looking approach to rationing of case management services may be appropriate for older persons with severe disabilities. The State of Connecticut, as described
earlier in this report, is sorting out all new and regular customers in its home care program for seniors in either a permanent management case or self-help, where customers are expected to take primary responsibility for managing and monitoring their own services, with backup from
providers and government staff if necessary. In implementing this policy, Connecticut makes no distinction between Medicaid waivers, who are by definition severely disabled and funded. customers who may be less seriously disabled. And while the Aging and Adult Services Administration
in Washington state currently applies a time-limited case management only to publicly funded customers, they are considering making changes to their Medicaid plan so that this policy can be applied to customer waivers as well. Also. Evidence that disabled people as a group do not



necessarily require constant or intensive management of cases were obtained from managers interviewed in the study, as well as from Connecticut's early experience in managing their self-care program. In general, most managers and administrators in all programs visited reported that
disability as such was not a factor that determined the need for a permanent or intense view of cases. Rather, the pristineness of the informal support system appears to be the main determinant of the intensity of the time spent on patients, especially for older people who have been in need
of care for a long time. Customers with informal support who are available, willing and able to manage and control a package of services at home and coordinate other health-related activities require less help from a child manager. Other factors that are reported to affect the need for more
intensive use of cases are on Connecticut's checklist used to justify case management: behavioral problems such as abusive/aggressive behavior, wandering, health/safety-threatening behavior; Continued care by informal caregivers who depend on the active intervention of the head in the
case; expected changes in the customer's condition that require frequent changes in care. Also cited as valid reasons for assigning management cases in this program are the following conditions, which are considered temporary, and thus, when the pending management of the case is
expected to be terminated, all other things being equal: unstable/inappropriate life situation; A client who does not receive proper medical care; and the client needs help with social/economic benefits, such as Medicaid, SSI, etc. these problems tend to be obstacles to the customer's
willingness to access the services they need, to interact positively with suppliers, or to comply with health schemes. Such situations usually require closer attention on the part of the manager on the case. Managers dealing with similar cases face similar problems with clients and/or informal
caregivers. However, other situations that require more intensive cases involve clients and their families, who are or ethnic minorities who were not attached to the values of our society or who were unfamiliar with maneuvering in bureaucratic institutions. These difficulties are most often
compounded by language barriers. The chapters of this report have described numerous examples of obstacles resulting from cultural incompatibility that represent different minorities in different parts of the country. Country. programmes are aware of cultural barriers to access to such
populations and to develop effective case management mechanisms to address them appear to be a parallel increase in the intensity of case management services needed to achieve genuine and permanent access. What motivates programs to ration case management services? Is it cost-
cutting or is it the best interest of customers? Of course, in an era of shrinking resources and increasing numbers of people with disabilities, spending problems are indeed central to most long-term care programmes; programmes seem to be constantly looking for more cost-effective ways to
provide services without compromising quality. The four programs visited for this study were really rationing case management, each of which grapples with cost issues, and obviously a selective proposal for case management is a means to control costs. But there also seems to be a
genuine respect for customer autonomy and decision-making in these programs. At least two programs were deliberately designed on the principle of customer knows best. In addition, most long-term care programmes, at least to a certain extent, and perhaps the programmes included in
the report, have been more influenced by the disability movement, which has very diligently lobbied for greater control over how care is provided. The success of this movement is evidenced by the introduction of a consumer care model in many states, some of which include the elderly and
disabled population. Thus, regardless of the underlying motivation for rationing case management historically, it is becoming increasingly difficult to corral the costs and justifications for the autonomy of clients invested in the policy of selective case management. All programs that ration case
management must deal with problems that minimal or no cases of management represents for insurance of this quality of care. Programs, experimenting with promising rationing, are actively engaged in this issue. Each of the programmes visited carried out some type of monitoring, whether
by telephone, in person and/or audits conducted by the quality assurance department. The frequency of contact monitoring varies depending on the program, and sometimes even within the program by the type of customer. Suppliers also rely, at least informally, to monitor customers, and
are expected to report back to sponsor the program if they find something wrong. None of the programmes visited reported any major quality issues, but concerns were repeatedly raised about the reluctance of many of the current cohort of older people to monitor care by service providers -
either because of routine as to how to properly interact with health care providers, i.e. the doctor (and therefore other service providers) knows better, either for fear of alienation and alienation of alienation supplier losses. Whatever the reasons for this reluctance, it seems that regardless of
the level of involvement in business management, customers should be aware of how to be responsible consumers of long-term care - behaviors that will increase their own autonomy, and which can also lead to cost savings to the program. In general, there are currently only a few
programs that potentially ration case management services. It might be expected that, with both increasing cost constraints and increasing cost of customer autonomy in all aspects of service delivery, more and more programmes would develop and implement selective case management
mechanisms. Case management is a relatively new undertaking for most of the programmes reviewed in this report. It will be interesting and important to follow the progress of these programs described here, and others who can join them to see how they develop and learn from their
experiences. Not all data are available, but the case studies included in this report provide some initial evidence of the feasibility and success of case rationing services, especially for elderly persons with disabilities. NOTE S.2537, 103rd Congress of the United States of America, Second
Session. The home and community component of the Health Safety Act also stipulates that States participating in a long-term care programme will be required to provide both agency and consumer personal assistance services. While the consumer direction, defined as allowing consumers
to choose, manage and train their own suppliers, has implications for the way managed services are provided, this report does not focus on consumer-oriented programs as such, although some of the programs reviewed provide this option to their customers. Where these services are
offered, the implications for the practice of the case are discussed. The Ohio Options for Elders Demonstration ended in 1991. Information about this program was obtained through an interview with Bob Applebaum, who evaluated the demonstration, from his evaluation report (Applebaum
R, Ciferri W, Riley T, Molfenter C: Evaluation of the Ohio Options for Elders demonstration, Gerontology Center Scripps, University of Miami, Oxford, Ohio, July 31, 1991). Applebaum R, Ciferri W, Riley T, Molfente, C. Evaluation implementation ohio Options for Elders Demonstration,
Scripps Gerontology Center, University of Miami, Oxford, Ohio, July 31, 1991. Ibid. ADLs included walking/wheeled; Bathing/soul; Dressing/undressing/care; There is. Drug management; Toilet; and transmissions. Op cit., 1991. Ibid. Care management, and what's the matter used to
describe the Hamilton County program because it is a term used by the ESP program. Walking/wheel Transmission There is. Dressing/undressing; Toilet; Care and urinary incontinence. IADLs include: get to places from a short walk; Processing your personal business Shopping Do
housework Cooking Washing Drug management; and using your phone. High-cost care plans are sometimes a sanctioned service, such as adult day care, rather than the customer's need to care for patients. Comparable to less intensive and minimal care management. Similar
programmes for 18-59 year olds are not only under the auspices of AASA, but are also managed by this group. Non-ionization managers under the age of 60 are AASA public servants. In addition, 18-59 people in need of adult protection investigations are within the purview of AASA
managers, as well as residents of nursing homes who need help moving outside the care facility to a lower level of care. COPES members require monthly case management contacts. These criteria varied depending on when the client entered the publicly funded program. New clients
during the demonstration year had to have an urgent need for long-term care services and be at immediate risk (within 30 days) of hospitalization or nursing home if home care services are not provided and have one of the following: 2'/5 ADL needs, or 4 MS errors accompanied by
behavioral problems requiring daily monitoring, or critical unmet need for care with prohibited medications. Customers transferred from CCCI to coalition may not have met the above criteria because they were accepted into PIL at a time when the selection criteria were less stringent and
were, in fact, included in the current publicly funded program. Connecticut Home Care Program for The Elderly, Department of Human Services, Procedures Guidelines for Self-Care, January 1993, p. Ibid. Current (minimum) functional selection criteria for a state-funded program: 1 critical
needs (bathing, dressing, toilet, transfer, nutrition/feeding, cooking, drug management); or Behavior Problems plus 4 MS Errors plus the need for frequent surveillance due to behavioral problems Current eligibility criteria for the Home Medicaid and Community Services Waiver Program are:
Willingness to consider nursing home placement; and 3critical (see above); or Behavior Problems plus 4 MS Errors plus the need for daily follow-up due to behavioral problems Currently there is only one licensed CAM in the state --Connecticut Community Care, Inc. (CCCI). Personal
communication with Mira Kerr, Kerr, quality assurance, Connecticut Community Care, Inc. June 21, 1994. Senate Bill 944 Sessions 1981; ORD 410. Philosophical statement of the Department of Senior and Disabled Services. In this context, the extract refers to an extract from the
management of the case. ADLs included bathing, dressing, toilet, gear, and eating. The selection criteria for this group can be seen in Chapter IV. Iv. project management case studies kerzner pdf. project management case studies kerzner pdf free download. project management case
studies harold kerzner pdf. project management case studies by harold kerzner. project management case studies harold kerzner pdf download. project management case studies harold kerzner solution manual. project management case studies harold kerzner solutions. project
management case studies 5th edition harold kerzner pdf
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