MICHIGAN DEPARTMENT OF COMMUNITY HEALTH

OFFICE OF DRUG CONTROL POLICY

TREATMENT TECHNICAL ADVISORY #03

SUBJECT:  Implementing Case Management Services
ISSUED:  October 1, 2006

PURPOSE:

As the development of the expanded Continuum of Care proceeds in substance abuse services administered through the Michigan Department of Community Health, Office of Drug Control Policy (MDCH/ODCP), the utilization of case management services has been identified as a necessary component of helping clients maintain long-term recovery.  The Office of Drug Control Policy (ODCP) will be requiring that all coordinating agencies (CAs) develop a case management service capacity.  The purpose of this technical advisory (TA) is to 1) provide the CAs with guidance into the development process including tools that have proven to have merit with other substance use disorder (SUD) systems and 2) to identify basic elements for case management service systems.  CAs that currently have a case management system in place should review it for consistency with this TA. The State has no preference for the type of case management service program that a CA adopts, examples and descriptions are simply provided as a guide and to facilitate understanding of these services.

SCOPE


This policy impacts the Coordinating Agencies and their contracted substance abuse treatment providers.

BACKGROUND

Even with its well-known use, defining case management as it relates to substance abuse services has proven to be elusive, mainly due to the variety of factors involved.  In addition to various perspectives in the field, third party payers’, accreditation organizations, and licensing organizations all have their own definitions for “case management” as a service.  ODCP has compiled information on case management definitions and descriptions from a variety of sources that impact how substance abuse services are provided to show the differences and demonstrate the commonly accepted beliefs about this service.

	CURRENT DEFINITIONS

	Medicaid Provider Manual
	Mental Health Services – Targeted case management is a covered service that assists beneficiaries to design and implement strategies for obtaining services and supports that are goal oriented and individualized.  Services include assessment, planning, linkage, advocacy, coordination and monitoring to assist beneficiaries in gaining access to needed health and dental services, financial assistance, housing, employment, education, social services, and other services and natural supports developed through the person-centered planning process.  Targeted case management is provided in a responsive, coordinated, effective and efficient manner focusing on process and outcomes.

	Administrative Rules
	R 325.14208(1) – A substance abuse case management program coordinates, plans, provides, evaluates and monitors services or recovery from a variety of resources on behalf of and in collaboration with a client who has a substance use disorder. A substance abuse case management program offers these services through designated staff working in collaboration with the substance abuse treatment team and is guided by the individualized treatment planning process.

	Social Security Act
	Sections 1905(a)(19) and 1915(g)(2) – Services which will assist an individual eligible under the state plan in gaining access to needed medical, social, educational, and other services.  Case management services are referred to as targeted case management services when the services are not furnished in accordance with Medicaid statewide or comparability requirements.  This flexibility enables states to target case management services to specific classes of individuals and/or to individuals who reside in specified areas.

	American Society for Addiction Medicine
	A collaborative process which assesses, plans, implements, coordinates, monitors and evaluates the options and services to meet an individual’s health needs, using communication and available resources to promote quality, cost-effective outcomes.

	SAMHSA
	A service that helps people arrange appropriate and available services and supports. As needed, a case manager coordinates mental health, social work, education, health, vocational, transportation, advocacy, respite, and recreational services.

TIP 27 Standards for CSM 

Principles – Single point of contact with health and social service systems, client driven and driven by client need.  It involves advocacy and it is community-based, pragmatic, anticipatory, flexible, and culturally sensitive

Functions – Assessment, planning, linkage, monitoring, advocacy

	ODCP – 2004 APG
	Case management services are those which will assist clients in gaining access to needed medical, social, educational and other services.  Core elements of case management include planning, linkage, coordination and monitoring to assist clients in gaining access to needed primary health services, and other services and supports developed through the individualized treatment planning process.  Services are provided in a responsive, coordinated, effective and efficient manner focusing on process and outcomes.

Case management should be directed to clients who have a history of recidivism or other indicators of difficulty in accessing, participating with and completing past treatment efforts.


Questions to Consider in Developing a Case Management System

Based on recommendations developed through a worldwide substance abuse symposium in 2001, there are key questions that an organization should answer in the development process.  ODCP is supporting the use of these questions in developing case management services due to the specific relationship to persons with substance use disorders and substance abuse services.  This information is from an article titled, “The Development and Implementation of Case Management for Substance Use Disorders in North America and Europe” (Vanderplasschen, et al, 2004).  The questions, which are relevant to Michigan, along with an explanation of what is involved in answering each of them, are as follows:

1. Which problems are addressed with case management, and what are its objectives and target group?

Determine the characteristics of the group or groups of clients that the case management program will provide service to.  This decision can be based on a variety of factors like retention in treatment, improved access, or economic factors as they relate to the “high users of services.”  Generally, the decision to focus on a particular population is because that group tends to utilize a disproportionate amount of resources or has significant needs that cross provider systems.

2. What is the position of case management in the system of services, and how can cooperation and coordination between services be enhanced?

Determine how the case management system will be integrated within the network of services with which it will be interacting.  This network includes other substance abuse services as well as Community Mental Health, Department of Human Services, courts/law enforcement, housing programs, vocational education and a variety of other health and education programs.  A case management system also needs to be sensitive to potential system barriers – waiting lists, variance in eligibility criteria, inconsistent diagnoses, opposing views, and lack of housing and transportation resources within the community.  The accessibility of the case management program can also have an impact on its overall success. 

3. What model of case management should be used, and which are crucial aspects of effective case management?

There are four case management models that have been identified for working with the substance abuse population:

a. The Broker/Generalist – Identifies client’s needs and helps the client to access identified resources.  Planning may be limited to early contacts with the case manager rather than an intensive long-term relationship.  This does not include active advocacy.  Essentially, the case manager gives the client the information and the client is responsible for the follow through.

b. Strengths-Based Perspective – The two principles of this model are 1) providing clients support for asserting direct control over the search for resources and 2) examining the client’s own strengths and assets as the vehicle for resource acquisition.  This model encourages the use of informal helping networks, promotes the importance of client-case manager relationship, and provides an active, aggressive form of outreach.  This model has been used with the substance abuse population because of 1) the usefulness of helping the client access resources for recovery, 2) the strong advocacy component and 3) the emphasis on helping clients identify their strengths, assets, and abilities.
c. Assertive Community Treatment – Utilizes a team model to provide services to clients.  This model also provides services in the community and clients are sought out for contact.  The chronic nature of substance abuse is acknowledged with the purpose of modifying the course of the condition and alleviating suffering.  Abstinence is not an expectation of participation.  Typically, this model is set up for long-term involvement with clients due to the chronic nature of the population served and maintains ongoing contact with the client to assist with recovery.  This model is fundamentally similar to the mental health ACT program and services design except for the composition of the team and the type of credentialed staff providing the service. 
d. Clinical/Rehabilitation – This model involves combining the therapy and the case management components and addressing both by the case manager.  This can simply be described as having the clinician serve in a dual role – one as a therapist and one as the case manager.  Many programs currently use this approach as a way to provide care to a client and do not refer to these activities as case management.

4. Which qualifications and skills should case managers have, and what type of support should be provided?

There are no specific skills, knowledge or qualifications identified that have been proven to be an absolute necessity for someone to function as a case manager.  This decision would need to be based on the population being served, the expectations of the program, the relationship of the case management program to clinical treatment services, the model chosen, and needs to take into consideration any state laws or regulations. It has been shown that the relationship between the client and the case manager is the most important aspect of a client’s success.

5. Which standards should be used to evaluate case management?

The effectiveness of a program needs to be evaluated based on the outcomes that it produces.  Evaluation of outcomes needs to start from an accurate representation of what the interventions of the program are intended to accomplish.  Data should be collected that describes the outcomes that can be attributed to case management.  Keep in mind that there are many other factors that may influence a client that can contribute to a positive outcome – renewed involvement with a church, changes in family composition, new relationships, employment, involvement with the legal system, improved physical health etc.  Counting outcomes that are a result of other services or factors can make a good program look ineffective or a bad program appear effective.

Principles to Consider

Once these questions are answered and the development process has been established, then decisions have to be made in regards to intervention standards to ensure that the actual services that will be provided will be effective.  Loveland and Boyle (2005) published the “Manual for Recovery Coaching and Personal Recovery Plan Development” that provides direction on establishing a specific type of case management service.  In their research for this program, they conducted a literature review and identified key principles of effective case management in the addiction treatment field that supported their recovery model.  Although this information was gathered just to support their program, the principles are basic enough to serve as a foundation to establish standards for other case management programs.  The principles applicable to Michigan are as follows:

1. Intensity of services

The size of the caseload should be kept at a level where the case manager can effectively work with clients on their recovery plans. Smaller caseloads will allow the case manager the ability to deal with crises or other unplanned interventions that may arise. Although it is difficult to pinpoint the ideal number for a caseload, it is important to consider the level of need and/or intervention that clients may require as well as any support that is being provided through other services.  

2. Clearly defined role for case managers

The role of the case manager should be clearly defined and distinct from the role of the primary addiction treatment clinician(s).  It is important to distinguish the difference between “case management activities” which are often used by existing addiction treatment clinicians and “case managers” which are staff hired and trained to specifically implement the case management program services.

3. Community-based service delivery model

Case management services are provided in the client’s community rather than an office building.  The advantages to this are the ability to observe the client’s behavior in their natural environments, provide recovery management skills in a real world setting, and increasing engagement through assertive outreach.  Case managers can be more involved in ensuring that clients complete community based goals and objectives.

4. The provision of strengths-based services

The research also indicated that a strengths-based model or consumer centered approach with clients has been shown to be one of the more effective models used.  The key principles of this approach are: 1) people have strengths and capacities that can be nurtured and enhanced, and 2) people can grow and prosper if given access and control over community resources necessary for them to thrive.  In other words, once the case manager assists the client in getting established with a service, strengths of the client would then be enhanced and the client will be able to maintain involvement independently.  The goals, needs and desires of the clients drive a strengths-based program, rather than the clinical expertise of the case manager or the treatment counselor.  These services emphasize the focus on recovery by building skills and working with clients on recovery plans and fostering the ability to maintain supports independently.

5. Integrate case management with existing addiction treatment services

Successful case management programs have been combined or integrated within a continuum of addiction treatment services.  Combining current addiction treatment services with a community-based case management program results in a method of providing cost-effective, intensive services.  The addition of case management services to current services keeps clients engaged in the continuum of addiction treatment services while helping them address other interrelated issues.

6. Develop or enhance resources (recovery capital)

A primary function of a community-based case management program is to help clients gain access to needed resources in the community, usually by overcoming or removing barriers or helping the client bridge the gap between their needs and available resources.  A primary function of a case manager has been shown to be connecting clients with service providers and assisting clients in acquiring resources that directly or indirectly facilitate recovery.

7. Behavioral skills training

Another common theme among effective case management programs was the use of behavioral skills training to help clients manage their substance use disorder.  Behavioral skill training is a core component of several evidence-based practices in addiction treatment.  Examples of this training would be problem solving skills, shaping, modeling, cognitive restructuring, and rehearsing.  Skills training is the bridge between access to resources and helping clients use those resources to achieve the long-term goal of recovery.

8. Ongoing relationship

Research has shown that treatment outcomes improve the longer a client stays engaged in treatment.  What the research does not do is define what “engaged in treatment” means.  Being engaged in treatment can range from regular, scheduled contact between the client and provider to just periodic check-ups between the client and provider as the client is transitioning to their natural support system.  How a client is engaged in treatment is based on the needs of the client.  The community-based approach is designed to keep people involved in the recovery process over a period of time.  As most people relapse within three to six months after completing an initial episode of treatment, keeping them engaged in the case management program for six months to a year has been shown to be critical to success.

RECOMMENDATION

Given the previous information that demonstrates the complexity that can go into developing and maintaining an effective case management system that supports recovery, the Office of Drug Control Policy does have basic expectations for standard components of the CA case management system.  The variety of information that has been provided, shows that no single definition or style of case management has been agreed upon or designated as being all-encompassing, but there is general agreement in the areas of function and purpose of case management.  The areas that demonstrate consistency are:

1. Assessment – this goes beyond the initial biopsychosocial assessment and refers to the ongoing ability of the case manager to be able to determine the changing social/personal needs of the client in order to decrease/prevent relapse and/or prevent the client from returning to a higher level of care.

2. Planning – refers to the process of developing the case management treatment plan and assisting the client to develop the goals and objectives that the client believes will help to maintain recovery.  Should a client be involved with other services, this process would involve working with the client to ensure that those services are working in conjunction with the recovery plan.

3. Advocacy – often referred to as “speaking out on behalf of the client” and often involves helping the client to obtain resources that have been denied or that the client does not know how to obtain in the community.

4. Linking/Coordinating – refers to the process of ensuring that a client is connected with all of the needed resources in the community that will contribute to maintaining recovery.

5. Monitoring – this is the process of ensuring that the client is following through with needed/required tasks/appointments.

The overall goal for these functions is to help the client maintain recovery by ensuring that the client’s needs are met and that access to any needed services or supports that are available in the community.  The manner in which these functions are carried out – from giving information to a client to taking the person to an appointment – will be dependent on the abilities of the client and the type of needs that are present.  At a minimum, ODCP expects that case management programs be able to provide the above functions to help ensure recovery. 

ODCP also recognizes that in order for a case management program to be effective, there will need to be some flexibility in the standards and guidelines established by the state.  Specific expectations will be set in line with federal and/or licensing regulations.  In developing a case management service, it is expected that the CA will follow this outline and provide a rationale for the decisions that were made.  The areas that will be focused on will be staff qualifications, populations served, rate setting, service models, and performance indicators.

Staff Qualifications

This area focuses on who can provide case management services and involves education level, specialized training, certification or licensure.  The target population and the overall goals of the program should have an impact on determining who can provide case management services to clients.  The CA will be able to make a local decision on what qualifications a case manager should have for their program based on the needs identified in each service area.  At minimum, ODCP expects the case manager, or the supervisor of the case manager, to qualify as a substance abuse treatment specialist described as the following:

“An individual who has specialized training or one year of experience in treating or working with a person who has a substance use disorder…and is a psychologist, social worker, certified addictions counselor or an individual who has completed the FAODP exam and has three years of experience in the provision of substance abuse treatment services.”

Service Populations

The State recognizes that each CA region will have different client populations that would benefit from case management services.  The types of needs may vary from short- to long-term, depending on the needs of the target population.  ODCP will not specify what populations should be served by case management services, but it recommends that this service be made available to the co-occurring disorder (COD) population and those individuals who are the “high users” of services or have difficulty maintaining involvement in a recovery plan.  The CA should provide a rationale for the reason(s) for choosing the population(s) that will be served as well as a justification for the eligibility criteria that is established. 

Model of Program

The case management model that is chosen will be a local authority decision.  Each model has a purpose and one may prove to be more effective with certain populations.  Therefore, the model(s), or any variation of a model, should be chosen based on the client population and the goal of the case management program.  Overall, the two models that have proven to be the most effective in dealing with the substance abuse population are the Assertive Community Treatment model and the Strengths-Based Perspective.  ODCP recommends that these models be used especially if the focus is going to be on the COD population or the “high users” – those clients who have difficulty maintaining recovery plans and/or have frequent admissions to treatment programs – of services as they have proven to be most effective in these areas.  It also recommends that a community-based model, as opposed to an office-based model, of case management be used due to the proven effectiveness of being able to keep clients involved in the recovery process by working with them in their environment.

Rate Setting 

The manner in which rates are set for case management services will be determined at the CA level and can be set in a variety of ways.  The rates can be established based on individual services, case rates or they can be bundled together in a rate package.  The actual cost for services will be left as a local decision with the stipulation from the state being that the rates must conform to the Office of Management and Budget (OMB) requirements and that the state recognizes that the services being provided within case management are consistent with state requirements.  A reimbursable case management contact includes the following:

· Direct face-to-face/in person contact/involvement with the client.

· Telephone contact between the client and provider when the content of the call is related to the treatment plan and the contact lasts at least 15 minutes.

· Collateral contact (phone or in person/face-to-face) with third parties in relation to the client when the contact is related to the treatment plan – this can involve setting up appointments, talking with other providers, talking with family/significant others, etc.

A covered contact must be related to the goals and/or objectives of the treatment plan.  For each covered contact, there must be documentation in the client’s record reporting on the content of the interaction that will support the relationship of the contact to the treatment plan.  In situations where a case rate is utilized, ensuring that case management interventions match the previous three categories for reimbursement is not required as reimbursement is based on the case management service providing whatever service is necessary to meet the needs of the client.  However, the service that is provided must be related to the goals and objectives in the treatment plan and the progress notes should reflect this relationship.

Encounter Reporting

Regardless of how rate setting is established, case management contacts will be reported by utilizing the HCPC code H0006.  Each submission of this code represents one encounter with a client.  

Performance Indicators

The effectiveness of a case management program will be demonstrated in the positive impact that it will have on the target population.  Individuals will have met the general expectations of case management services when their recovery can be effectively maintained by the community supports that have been established without assistance from a substance abuse treatment specialist.  These indicators will need to be identified prior to implementation of the program to ensure that the correct data will be gathered for the specific indicators.  The state expects that the CA will identify the indicators that will be monitored relative to each case management program and the methods that will be used to track them.

Case Management Eligibility

The decisions for when clients can start or be referred to case management services will need to be made at the local level and will depend on the targeted population and the type of case management services that will be provided.  With the exception of substance abuse ACT case management models; case management can generally be used in conjunction with other service categories.  The nature and intensity of substance abuse ACT models is typically viewed as an all-encompassing service and would not usually be received by a client also getting services at another level of care or treatment program.  ACT can begin involvement toward the time of discharge, from another level of care or program, but this would generally be viewed as a preparation step to ensure there is no gap in service.

A client can begin case management services at any time during a treatment episode and at any level of care.  Receiving case management services will not preclude clients from continuing with their current level of care or from starting a level of care.  It is expected that most case management services will work in conjunction with all levels of care.  Examples of this would be when a client receiving outpatient treatment is determined to have many needs beyond what can be addressed and a referral is made for case management.  The client would continue with the outpatient services to meet established goals and simultaneously begin working with the case manager.  The outpatient therapist remains the primary service provider until the outpatient treatment is over and then the case would be transferred to case management to take over as the primary service provider.  This same scenario can take place for clients in residential treatment in terms of beginning to work with the case manager to determine how to help the client upon discharge.  The appropriate time for the case manager to begin working with the client before discharge would be based on the need of the client and the treatment staff at the facility.  At the time of discharge, the client could return home with just case management services or be stepped down to another level of care with case management services still involved.

When determining eligibility for case management, any other services that the client is receiving should also be taken into consideration, especially if the client is receiving case management services from other community programs through Community Mental Health or Department of Human Services.  In these situations, the client would not be eligible to receive another case management service.  When a client is involved with another case management service, the access system provider should have a procedure in place to be able to contact the client’s current provider to make arrangements for the client to get supports arranged through that service.  In this type of situation, consideration should be made for following the client through the Care Management Service, an allowable administrative service, which is described later.

How Long Should a Client Receive Case Management Services

The length of time a client receives case management services will be left as a local level decision due to the various populations that will be served and the variation in how case management services will be provided.  No specific length of involvement has been identified as being the most appropriate – variations in literature discuss from three months to several years.  The length of time a client receives case management services should be dependent on the client’s needs and how well the client is able to independently maintain recovery with the supports that have been established while receiving services.  It is understood that there will be population groups – like those with co-occurring disorders or long term users with no support systems – that will require long-term involvement with case management services in order to help maintain recovery.  The chronic nature of substance use disorders, and the negative impact this produces on the life of the client, may require ongoing interventions from providers to ensure stability, quality of life, and recovery.  Clients should continue to receive case management services as long as it is determined to be medically necessary and/or they continue to meet the criteria for this level of care.

Utilizing Allowable Care Management Services

Whereas Case Management is a clinical function performed at the provider level, Care Management – an allowable administrative service under Medicaid, is an administrative function performed at the coordinating agency or system access level.  Care Management recognizes that some client represent such service or financial risk to the organization that closer monitoring of the individual case is warranted.  This service requires:

· Development of selection criteria for consumers for care management (out-of-area clients, inpatients, etc.)

· Policy and procedure detailing role of the managing entity and provider

· Documentation and monitoring of component activities

Involvement in Care Management services does not preclude the client from being involved in Case Management services as the two programs have separate and very distinct functions.  The CA or access system provider may implement Care Management at any time.

Summary

Case management has been shown to be an integral part of helping clients maintain recovery.  ODCP believes in the value of case management services, and expects all coordinating agencies to establish a case management system within their respective regions.  In doing so, the state expects the basic guidelines that have been provided to be utilized in developing a program or reviewing an existing one, but the end product should be specific to the needs of the population in the respective regions.  It is not expected, nor is it desired, that each CA have the same program with the same goals and the same target population.  It is expected that a sound rationale be available which will support the decisions that were made regarding the case management service that is put into place.
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