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MEDICAL CASE MANAGEMENT
Purpose and Role of Case Managers
The American Case Management Association (AMCA) and others have helped define the
general scope of case management services over a wide realm of service functions. For the
purposes of this report, these functions have been grouped into seven main areas:
1. Biopsychosocial Assessment. Through the utilization of early biopsychosocial assessment
tools, the case manager ensures that services are generated in a timely and cost-effective
manner.
2. Access to Care and Services. By facilitating and coordinating timely and appropriate health
services, the case manager assists the participant in achieving an optimal level of wellness and
functioning.
3. Self-Management. Through health literacy and disease management education,
individualized goal setting and self advocacy support the case manager assists the participant
to become a full and active participant in their own health care.
4. Adherence. Through adherence assessments and screening, coordination of services,
psychosocial support, crisis management and education, case managers assist all providers to
communicate a consistent adherence message to the participant and assist the participant to
adhere to their medical and service treatment plans.
5. Coordination of Care and Services. Through facilitation of the organizations providing
services and assistance in the sequencing of appropriate health care services in the most costeffective manner, case managers improve the quality of care in order to promote optimal
outcomes for all parties involved. Additionally, they provide quality health care along a
continuum, decrease fragmentation of care across many settings, enhance the participant‘s
quality of life, and help contain costs.
6. Transition Planning. Through regular assessment and psychosocial support, case managers
ensure that the participant is functioning in society at the most appropriate level, they assist
in returning the participant to work (or other meaningful activities, depending on their
condition), and they also determine when services, including case management, are no longer
needed.
7. Quality of Care. Through continual assessment of the participant‘s situation and care, case
managers ensure they are connected to and adhere to the proper treatment needed, and that
the treatment is implemented in an efficient way and avoids duplication of other services the
participant is already receiving (Powell & Tahan, 2008).

Working off the above purpose and the premises that ―Case managers are required to
professionally and legally provide state of the art and ethical services,‖ (Powell & Tahan, 2008,
p. 164) the research identifies nine key roles for case managers:
1. Educator. Given the complexities of our health, medical, and long-term care systems, case
managers are able to assess the educational needs of their participants and their family
members and educate them in the areas identified. This may include medications, types of
treatment, healthy lifestyles (nutrition, fitness, stress management, substance use reduction,
etc.), and illness risk-reduction strategies.
2. Coordinator. Through multidisciplinary collaboration efforts, case managers are able to
organize service providers so that they meet the needs of their participants and their families.
3. Communicator. Case managers articulate and clearly communicate the needs of their
participants to family members, health/medical clinicians, and other service providers so
those participants can obtain the needed services and reach their highest level of functioning.
4. Collaborator. Case managers collaborate with numerous health, medical, and social service
providers about the needs of their participants.
5. Counselor. Case managers provide psychosocial support and stability to participants while
they go through difficult life events and medical situations.
6. Utilization manager. Case managers ensure cost-effective care delivery and use of services.
They focus on the continuum of care and the transition of participants from one level of care
to another.
7. Transition planner. Case managers plan transitions by examining the participant‘s condition,
the necessary treatment options, and where the relevant services are available. They then
develop a plan of care that includes a discharge or transition plan.
8. Quality manager. Case managers are responsible for improving the quality of care provided
by supplying both qualitative and quantitative data on their services and outcomes from other
services.
9. Advocate. Case managers ensure that the needs of participants and their families are met by
treating them as a priority (Powell & Tahan, 2008; Rizzo & Abrams, 2008; Livneh & Antonak,
2005).
HRSA‘s defines both kinds of case managers as follows:


Medical case management includes a range of client-centered services that link clients
with health care, psychosocial, and other services. Coordination and follow-up of medical
treatments are components of medical case management.



Services ensure timely, coordinated access to medically appropriate levels of health and
support services and continuity of care through ongoing assessment of clients‘ and key
family members‘ needs and personal support systems.

Medical case management includes treatment adherence counseling to ensure readiness for
and adherence to complex HIV/AIDS regimens. Key activities include:
(1) initial assessment of service needs;
(2) development of a comprehensive, individualized service plan;
(3) coordination of services required to implement the plan;
(4) client monitoring to assess the efficacy of the plan; and
(5) periodic reevaluation and adaptation of the plan as necessary over the life of the
client. It includes all types of case management, including face-to-face meetings,
phone contact, and any other forms of communication.


Nonmedical case management includes advice and assistance in obtaining medical,
social, community, legal, financial, and other needed services. Nonmedical case
management does not involve coordination and follow-up of medical treatments, as
medical case management does. (U.S. Department of Health and Human Services,
2008, p. 2)

HIV Case Management Process
Managing both the crisis and maintenance stages of HIV case management starts with a
complete understanding of the medical, psychological and social state of the participant‘s life.
Only after this happens can the case management services strategically work with the
participant to develop goals and action steps to improving their conditions. Most importantly,
it is critical for the case management system to adequately assess acuity in order to develop
system interventions that meet the specific level of needs facing the participants they serve
(Chernesky & Grube, 2000).
Biopsychosocial Assessment:
With complex needs, the case management process must have a strong biopsychosocial
assessment at the beginning of the working relationship. A strong assessment has three key
components:
 Multiple sources of data
 A comprehensive scope, and a determination of
 Appropriateness for service based on the level of service needed (acuity).
(Powell & Tahan, 2008).
While an interview with the participant is a key part of the case management assessment,
a complete biopsychosocial assessment solicits information from all the key aspects of the

participant‘s life. In addition to an interview with the participant, a strong assessment includes:
 Input from the primary care provider
 Providers of other services (including criminal justice professionals) that the participant is
receiving medical and other treatment records and in situations where employment is a
key need, an employer.


The 2008 site visits collected data on whether biopsychosocial assessments are
completed on time and in compliance with the Denver Standards of Care. In medical case
management, the biopsychosocial assessments were in compliance in 93% of files.
Nonmedical case management files were in compliance only 39% of the time.

Acuity:


Acuity, determined through the biopsychosocial evaluation process, ensures that the
program is focusing on individuals who are most in need of case management services.

The AMCA has identified key indicators that determine if case management is necessary
for a participant‘s overall care. While not an HIV specific list, it does put forth key risk factors
that often require a higher level of case supervision and management (Powell & Tahan, 2008).
An individual may need case management services if they have:






Complex medical issues or comorbidities:
o Are over 65
o Have a readmission, or readmission within 15 days
o Have Alzheimer/dementia
o Show evidence of noncompliance
o Have repeated admissions to acute care
o Have frequent visits to the ER, family physician, or clinic
Needs for complex and costly services/resources
o Have been admitted to an extended care facility or sheltered living arrangement
o Shows need for transitional care or sheltered living environment
o Is a single or first-time parent
o Is dependent in activities of daily living; inability to shop for groceries, drive, or cook
for self
Complex psychosocial issues:
o Have a history of drug overdoes
o Have a history of chemical dependency
o Have an eating disorder
o Have a chronic mental illness
o Are uncooperative, manipulative, or aggressive behavior
o Have coexisting behavioral and physical conditions
o Lives alone or with someone with a disability
o Is a victim of violent crime




o Have no known social or family support system
o Have a disruptive or obstructive family members or significant other
Risks for untoward events including legal/ethical concerns :
o Is suspected of child or elder abuse and neglect
o Is an undocumented immigrants
Compromised financial situations or absence of health insurance:
o Have a history of or is currently homeless
o Is existing in a poor or unsafe living environment
o Have limited or no financial resources
o Has no or inadequate health insurance (Powell & Tahan, 2008)

During recent years, several TGAs, EMAs and Part B Programs have moved toward a
case management system based on acuity. The level of acuity was determined by one of two
methods:



The first is the utilization of formal acuity assessments (participants were assessed at
intake, usually by a professional trained to use a standardized assessment tool)
The second approach was through an assessment of the participant‘s presenting
problems.

For those using formal assessments (more subjective, though simpler, process that relies on the
case manager‘s or intake professional‘s interviewing skills to determine the needs of the
participant in a variety of areas)






Regardless of how acuity is determined, the amount and type of services are outlined by
the Standards of Care. The acuity score is directly related to the type and/or intensity of
services the case manager provides to the participant. The acuity score is, in essence, a
statement of the participant‘s need and then services are provided to address these
needs.
Acuity is then reassessed over time and the participant‘s services are adjusted to address
the level of assessed need. If acuity is low, many sites have a short-term case
management service where someone can receive limited assistance around an issue and
then are discharged when acuity drops to a certain level.
Acuity-based caseload systems assign workload based on participant need, rather than
the number of participants. (This approach has also been shown to improve the job
satisfaction of the case manager.

Multidisciplinary Approach:



HIV positive individuals have varied levels of complexity in their cases.
This requires case management between different systems of care to ensure that the
participant is receiving all the services they require and that there is solid communication
and collaboration across systems (Adams & Grieder, 2004).








For a system to realize the true benefits of the chronic disease model, care must be
delivered in a team approach. The case manager is well positioned to be the coordinator
of this team.
Their role is to ensure that key information is being communicated across providers and
that the overall services are seamless, from the participant‘s perspective.
In addition, the case manager must be ―specifically trained to consider diversity issues that is, ethnicity, race, gender, sexual orientation, age, socioeconomic status, physical and
mental conditions, and environmental differences, within cultural, societal, and historical
context Claiborne &Vandenburgh, 2001, p. 221).
In addition to the multi-disciplinary approach, it is equally important that the participant
is empowered to be active in their own care management.

Components of the Treatment/Service Planning Process
Implementation & Coordination:




Once the assessment and initial connection to services is complete, case management becomes
focused on the coordination of service delivery through the implementation of the case
management plan.
Implementation and coordination of the case management plan requires that the case
managers reassess the participant‘s condition on an ongoing basis.

According to the AMCA, for effective implementation of the case management plan, case managers
should answer the following questions:
o Does the participant have any new needs that must be incorporated into the case
management plan?
o Are the participant and health care team in agreement with the plan?
o What is the appropriate timeframe for implementing the treatments and interventions?
Is this timeframe appropriate for resolving the identified problems?
o Does the transitional/discharge plan meet the participant‘s condition and needs?
o Have all the necessary authorizations for treatment and services been obtained?
o Have the barriers to meeting the plan been addressed or resolved?
o Are the activities and outcomes on target?
o Is care progressing according to the case management plan?
o Are treatments occurring per the established timeline?
o Is the participant ready for discharge (based on acuity)?
o Is the participant being cared for in the appropriate level of care (acuity) or setting?
o Are there any issues with reimbursement? Have all required authorizations been
obtained?
o Does the case management plan meet the needs and interests of the participant?
o Are there any legal or ethical risks present?

o What modifications in the case management plan are necessary? (Powell & Tahan,
2008)
One of the key findings about the case management process is the importance of coordination of
care through utilization management. Utilization management is when the multi-disciplinary team
ensures that the needs of the participant are being met and that services are being provided in a
high quality efficient manner (Powell & Tahan, 2008). The AMCA outlines eight goals for utilization
management:
1. To ensure effective utilization of health care resources through ongoing monitoring.
2. To determine medical necessity and appropriateness of care.
3. To identify patterns of overutilization, underutilization, and inefficient scheduling of resources.
4. To promote quality participant care and optimal outcomes.
5. To assist in the identification of coordination of care options for members and providers.
6. To facilitate appropriate, safe, timely, and effective discharge to the most appropriate level of
care.
7. To provide education concerning the utilization management program to providers and
department staff.
8. To identify potential participants in disease management and case management programs.
(Powell & Tahan, 2008)
Case managers have become critical to the utilization management process:
o As the professional that crosses over to all aspects of the participant‘s care, the case
manager is well positioned to lead the utilization process, as they have the most holistic
understanding of where the participant is in all aspects of their treatment.
o In order to achieve the benefits of increased quality and efficiency, a representative
from each service must participate in the process.
o While utilization management does require a certain level of capacity, the investment is
realized by improved services and the avoidance of high expenses, such as
hospitalizations and emergency room visits (Rizzo & Abrams, 2000).

Case Coordination and Conferencing:


Case Coordination - includes communication, information sharing, and collaboration, and
occurs regularly with case management and other staff serving the client within and
between agencies in the community. Coordination activities may include directly arranging
access; reducing barriers to obtaining services; establishing linkages; and other activities
recorded in progress notes‖ (Florida Department of Health Bureau of HIV/AIDS and
Hepatitis, 2009, p. 9-1).



Case Conferencing - a formal, planned, and structured event separate from regular
contacts. The goal is to provide holistic, coordinated, and integrated services across
providers, and reduce duplication. Case conferences are usually interdisciplinary, and

include one or multiple internal and external providers and, if possible and appropriate, the
client and family members or designated care giver(s). Case conferences can be used to
identify or clarify issues regarding a client status, needs, and goals; to review activities
including progress and barriers towards goals; or to resolve conflicts or strategize solutions.
Case conferences may be face-to-face or by phone, held at routine intervals or during
significant changes. (Florida Department of Health Bureau of HIV/AIDS and Hepatitis, 2009,
p. 9-1)
Retention in Care and Services:
o Retention in care happens long before a participant exits care prematurely
o Utilizing acuity based systems ensures that the case management process is focusing the
right level of services to match the participant’s needs.
o It is typical that participants with multiple and challenging presenting problems, such as
mental health, substance abuse, homelessness or other social or psychological issues, are
those who fall out of care.
o Acuity based systems assist the case manager to focus the most attention on these
participants proactively, and focus less time and energy on those participants who are able
and in a position to better manage their own care and services (Claiborne & Vandenburgh,
2001).
o Utilization management is a proactive methodology serving to increase retention.
o Many issues leading to premature exits from care may be identified by one professional in
the multi-disciplinary team; however, if the professionals on the case do not meet regularly,
these issues may not be brought to the attention of the professionals who could handle
conflicts, mental health and substance abuse issues, or social problems that make retention
difficult.
o If positioned as the overall coordinator of participant‘s services delivery, case management
has been proven to be an effective tool in improving the overall health of the participant
(Rizzo & Abrams, 2008; Claiborne & Vandenburgh, 2001; Goodwin, 2004).

Critical Components of HIV Case Management
Self Management:





Self-management is the participant‘s ability to partner with health care providers ―to
management the symptoms, treatment, and lifestyle behavior changes, as well as the
psychical and psycho-social concerns, that are a part of living with chronic disease‖
(Rukeyser, 2008, p. 9).
Research has demonstrated that self-management is a critical element in determining
appropriate decision making and behaviors that lead to improved health outcomes.
These outcomes are realized when the participant and professional create a partnership in
the participant‘s care and where responsibility is gradually shifted to the participant as their
ability to manage their own care increases (Rukeyser, 2008).






One of the key components of a self-management is to understand the course of the
disease and the evidence-based approaches needed for successful treatment.
All the professionals within a chronic disease model must be experts on the specific of the
disease, treatments, medication side effects, prevention components, and health
management. Standards of Care and evidence models should guide services and the case
manager‘s coordination of those services.
In addition, it is the case manager‘s responsibility to ensure that these services are
delivered without duplication and in a cost effective manner (Powell & Tahan, 2008).

Participant Education:












An uneducated participant is more likely to be unhealthy and will need higher cost services.
Participant education has been shown to increase quality through successful treatment
implementation and lower cost by decreasing emergency room and inpatient visits.
The better informed the participant is about their condition, the lower their level of anxiety.
The sooner the case manager can help a participant understand their disease, the less
chance they enter a denial response leading to poor adherence and dangerous behaviors.
In addition, the better understanding the participant has of the reality of their situations the
less chance they have of becoming depressed as a result of their diagnosis (Powell & Tahan,
2008).
One of the key aspects of participant education is health literacy. The American Medical The
American Medical Association (1999) found that poor health literacy is ―a stronger
predictor of a person‘s health than age, income, employment status, educational level and
race‖ (p. 552)
Results of poor health literacy include:
o Discontinued use of prescribed medication when symptoms lessen
o Changes in the dosage, frequency or time of day a medication is taken
o Taking someone else‘s medication for a perceived common symptom (Mullahy, 2009)
With the pressures and time restraints often placed on physicians and other medical
professionals, managing health literacy becomes an important role of case managers.
This reinforces the need for the case manager to be well trained on, and familiar with, the
latest medical terminology and medical treatments, as well as have the ability to effectively
teach health literacy to participants.

Adherence:




Another key component of a successful disease management system is a focus on
treatment adherence.
The literature demonstrates the effectiveness of the utilization of self-management
principles, such as behavioral contracting, skills training, self-monitoring, prompts and
reminders, self-efficacy enhancement, and social support.
Non-adherence is a significant issue relevant to chronic disease treatment success. In one
study of those receiving treatment for a chronic disease, it was found that 79% of the














participants relapsed to previous negative lifestyle choices that directly impacted their
diagnosis, and 50% dropped out of treatment within one year.
Falling back into old/harmful patterns of behavior lowers the quality of care a system can
provide and participants end up utilizing higher level of services due to the resulting crisis
(Rizzo & Abrams, 2008).
Research also defines a critical role for the case manager when it comes to the issue of
adherence.
The implementation of psychosocial support interventions is shown to increase overall
treatment adherence. In their role, case managers are positioned to be a primary support
professional in the care system.
While coordination and implementation of services are critical, of equal importance is their
ability to provide psychosocial support to the participant.
Research also demonstrates the power of psychosocial support related to HIV care.
Findings show that depression increases the symptoms of HIV infection by causing a decline in
CD4 count and increasing the risk of mortality.
Stressful life events and a lack of social support have been linked to increasing one‘s chance for
developing AIDS.
Client focused psychosocial interventions have been shown to decrease depressed mood and
reduce other negative health factors. Furthermore, those in psychosocial support services have
demonstrated lower levels of anxiety, anger, total mood disturbance and stress after their HIV
medical treatment (Rizzo & Abrams, 2008).
The explanation for the above results demonstrates the power and role of psychosocial support
in chronic disease care.
Many research studies conclude that these outcomes are due to the ability of case managers
and other psychosocial support professionals to increase medical compliance and treatment
adherence through the strategic implementation of psychosocial support programs.
It is this area where the case manager can have the most impact if they are properly trained in
health literacy, adherence monitoring and counseling skills (Rizzo & Abrams, 2008).

Psychosocial Support Components:




The first key component of a psychosocial support role is to assist the participant in exploring
the personal meaning of the chronic illness.
Another key component is teaching adaptive coping skills for successful community functioning.
Group experiences should be another key component of any psychosocial support program.

Resource Knowledge:




The case manager must be aware of the resources available, both within the system of care and
in other social and medical systems.
Most participants enter into case management services with a lack of knowledge about the
services in the care system or larger community.
It is the role of the case manager to provide this expertise and help customize services based
on the specific needs of the participant.



While resource knowledge and providing referrals may appear to be a straight forward process,
in reality, there are many variables which may influence the scope of services the participant is
offered through case management (Harley & Rainey, 2003).



Jenkins and Laditka (2000) demonstrated that when resources are plentiful there is less
collaboration, creativity and flexibility among service providers.
When providers can offer a number of services in house or within a closed system, case
management can easily become provider-based and within-wall focused service.
In contrast, when resources are low, collaboration and creativity dramatically increase.
There are two possible exceptions to collaboration in low resource scenarios:
o The first is that some agencies will approach scarcity by taking a competitive stance
instead of a collaborative one.
o The second involves ―exclusivity networking‖ where a few key agencies partner only
with each other. This results in a limited number of resource and service options for the
case manager and participant. Both scenarios limit diversity and creativity needed to
provide quality services (Harley & Rainey, 2003).







The existence of bounded provider networks is another key research finding on HIV case
management:
o Bounded provider networks describe the case managers’ connections with resources,
both internal to their agencies and to the overall care and social support systems.
o The research shows that these networks were created by past successful experiences of
the case managers connecting participants to providers in an efficient way.
o A case manager‘s bound provider network is often based on relationships with other
professionals who were easy to work with and provided the needed service in a timely
manner (Harley & Rainey, 2003).
o Further, the networks are often specific to the case manager‘s experience.



It is important that the case management system have a way to educate the case manager
about services within the TGA, but also in other systems of care and services.
It is easy to fill a case manager‘s day with participant appointments and organizational
meetings; it is more difficult to find time for researching and networking with new resources
and learning about other systems of care.
The recent increase in funding in the Denver TGA has brought many great new services into the
TGA; but if research is correct this same positive aspect may be preventing case managers from
learning and accessing systems of care that are not as known in the HIV community.




Training:



Case management training is necessary to establish a solid knowledge base for all case
managers.
By incorporating the research results, a strong case management training program can be
established to ensure case managers have the skill set needed to manage complex cases
and crisis situations.



The first important skill set needed to be a successful case manager is an ability to assess
and reassess participant acuity:
o With more and more TGAs, EMAs and Part B Programs moving to a chronic disease
model with acuity at its core, the case manager must be able to determine initial
acuity and then reassess periodically.
o In order for an acuity system to work across different providers, the system must
implement it with a high level of consistency so that an assessment of acuity is based
on the implementation of a tool and not the skill set of the case manager (Powell &
Tahan, 2008).



The next important skill set needed for successful case management is the ability to create
and implementing a treatment plan. Three sets of specific skills need to be utilized in order
to be able to provide successful treatment planning services:
o First, the case manager must understand and be able to implement the counseling
and clinical skills needed to conceptualize the participant‘s needs and work with the
participant to create a plan for services.
o Having the knowledge and ability to identify and refer participants to the needed
services is also important. It is extremely inefficient and ineffective for every case
manager to establish their own knowledge of the service environment.
o This requires the system to develop resource databases and networking
opportunities in order for the case manager to learn and connect with the services
critical to the health and well-being of their participants (Harley & Rainey, 2003).



Also important is being able to facilitate the utilization management process
o Managing a multi-disciplinary team can be a difficult task.
o If a case management system is going to realize the quality and efficiency benefits of
utilization management, they must give the case managers training and support
around this role.
o Putting a group of professionals in a room to talk about a case does not work
without strong structure and facilitation (Rizzo & Abrams, 2000).



Another key component to strong case management skills is the ability to assess and
develop a participant‘s health literacy.
o As one of the critical indicators to overall health, health literacy is central to any case
manager‘s work.
o In order to ensure that the participant is properly adhering to their prescribed
treatment, the case manager must help them understand HIV, how the disease is
impacting them and how the participant‘s behavior is impacting their overall health.
o The first step in teaching health literacy is become highly knowledgeable in HIV.



Lastly, the clinical ability to offer psychosocial support to the participant is critical to
effective case management.
o The case manager is positioned to provide counseling to participants in collaboration
or in lieu of a therapist.



o In many care systems, this role along with the ability to clinically conceptualize a
case demands a graduate education.
o While this is not the case in the majority of TGAs, EMAs and Part B Programs, it does
not eliminate the need for case managers to have the ability to understand complex
psychological diagnosis or substance abuse issues (Livneh & Antonak, 2005).
To address the above needs, some TGAs, EMAs and Part B Programs have taken two
approaches:
o The first is to require specific qualifications for those providing case management
services. For case managers, a bachelor degree (usually in the area of social services
or nursing) is the typical requirement. Often times, this educational requirement can
be replaced by several years of HIV/AIDS specific experience (Georgia Department of
Community Health, 2009; Kansas Department of Health, 2002; Minnesota
Department of Human Services, 2005; HIV Case Management and Support Services
Program, 2009). In addition, more sites have implemented minimum educational
requirements for case management supervisors (see Supervision section below).
o The second approach is the development of case manager certification programs to
support their case managers and ensure that participants are receiving a high level
of service. This is another relatively new national trend that many TGAs, EMAs and
Part B Programs are requiring, a standardized level of training for their case
management professionals.
o The Standards of Care survey identified several sites that have implemented Case
Manager Certification Programs. Detroit, Newark, Los Angeles, Kansas, Oregon,
Minnesota, and Houston are all requiring case managers to go through a
certification process. While these programs differ between sites, their end goal is to
ensure that all case managers have a baseline and common understanding of HIV,
psychosocial interventions (including health literacy and adherence) and resources
in the community (Los Angeles County Commission on HIV, 2006; Newark EMA HIV
Health Services Planning Council, 1997; Harris County Public Health and
Environmental Services, 2009; Southeastern Michigan HIV/AIDS Council, 2007;
Kansas Department of Health, 2002; Minnesota Department of Human Services,
2005; HIV Case Management and Support Services Program, 2009; Wisconsin
AIDS/HIV Program, 2003).

Supervision:




In addition to certification, LA, Boston, New York City, Portland, Baltimore, Florida,
Minnesota and Ohio are now requiring a higher level of education and experience to
supervise case managers.
These sites have recognized that the work of case management requires a clinical aspect of
supervision and requires that the supervisor have, at minimum, a master‘s degree in social
work or a related discipline.
In addition, some sites have also required documentation that the supervisor and case
manager discuss every participant involved in the agency program, either annually or every
six months.





The Ohio standards go on to detail both clinical and administrative supervision
Clinical supervision should address the following:
o Clinical skill development
o Use of theories/interventions
o The helping relationship and delivery of clinical services to clients
o Case presentation
o Understanding and identification of transference/counter transference
o Continuing education
o Identification and referral to community resources
o Emotional support of case manager with regard to client-related issues
o Crisis interventions
o Clinical Documentation
Administrative supervision should address the following:
o Documentation
o Punctuality
o Relationships with colleagues
o Job performance
o Reliability
o Continuing education/ professional growth opportunities
o Emotional support to case manager in relation to job performance, organizational
issues
HIV case management may not be as ― professional as case managers in other systems of
care who require graduate degrees in social work or nursing; however, if the findings of the
standards assessment are any indication, many TGAs, EMAs and Part B Programs are
moving in.

Quality Management & Case Management:






While chronic disease management within the larger healthcare setting has been given the
resources necessary to develop evidence-based best practices, the lack of formal case
management structure has made this more elusive in HIV case management.
HIV case management has developed in a dispersed and de-centralized way to meet the
local needs of rural and urban settings, diverse populations, and disparate local resources
and service networks.
This puts a great deal of importance on individual TGAs, EMAs, States and agencies to
develop their own quality management systems (Chernesky & Grube, 2000).
Quality management takes a certain level of expertise, capacity and motivation but the
results ensure that participants are getting the best care possible.
HRSA has placed emphasis on the development of quality programs for many years through
Special Projects of National Significance (SPNS) grants targeting the development of best



practices, Quality Collaborative Demonstration Projects, and local quality initiatives funded
with the jurisdiction‘s Quality Management dollars.
HRSA currently allows for 5% of the total TGA award to be dedicated to Quality
Management activities (US Department of Health and Human Services, Part A Manual, n.d.).

HIV AIDS Bureau (HAB) Quality Management Expectations:
HAB expects quality management programs to have the following key characteristics:
1. Be a systematic process with identified leadership, accountability, and dedicated resources
available to the program;
2. Use data and measurable outcomes to determine progress toward relevant, evidenced based
benchmarks;
3. Focus on linkages, efficiencies and provider, and client expectation in addressing outcome
improvement;
4. Be a continuous process that is adaptive to change and that fits within the framework of
other programmatic quality assurance and quality improvement activities (i.e., Joint
Commission on the Accreditation of Hospitals Organization (JCAHO), Medicaid, and other
HRSA Programs); and
5. Ensure that data collected are fed back into the quality improvement process to assure that
goals are accomplished and that they are concurrent with improved outcomes. (National
Quality Center, 2008, p. 5)
HRSA has also outlined their expectations for the following key elements in a Quality
Management Program:
1. A written Quality Plan
2. Quality infrastructure/quality committee
3. Performance measures and baseline data
4. Annual goals
5. Participation of stakeholders
6. Capacity building: education on quality improvement concepts, performance measurement,
analysis tools, and technical assistance
7. Prioritize and develop specific improvement projects/teams
8. Process to assess and evaluate findings
9. Clear process for sharing information
10. Evaluation of the Quality Plan implementation. (National Quality Center, 2006)
National Quality Management Programs for Case Management:


As a part of the review of national standards of care, the authors examined available Ryan
White Grantee Quality Management Plans to look for information about quality programs




implemented on the local level as well as systemically in a jurisdiction and/or collaboratively
between sites.
Twenty Five sites, both Part A and B, identified quality expectations either in a plan,
described on their website, or in standards of care. These quality plans varied greatly.
The most common elements included: 1) quality assurance practices, 2) capacity
building/training, 3) performance measurement/outcome measurement processes, and 4)
quality improvement initiatives.

References
Ad Hoc Committee on Health Literacy for the Council on Scientific Affairs, American Medical
Association (1999). Health literacy: report of the Council on Scientific Affairs. Journal of the
American Medical Association. 281(6):552-557.
Adams, N. & Grieder, D. (2004). Treatment Planning for Person-Centered Care: The Road to
Mental Health and Addiction Recovery. Elsevier Science Publishing: Burlington,
Massachusetts.
Adomeit, A., Baur, A., & Salfeld, R. (2001). A new model for disease management. McKinsey
Quarterly. 4 (2001), 92-101.
Boston Public Health Commission HIV/AIDS Services Division. (2009). Standards of Care for
HIV/AIDS Services. From Boston Public Health Commission HIV/AIDS Services Division website:
www.bphc.org/aids
Carruth, P. J. & Carruth, A. K. (2008). Accounting and the economic Implications of healthcare
information technology. Journal of Business & Economic Research. 6 (7), 63-68.
Chernesky, R. H. & Grube, B. (2000). Examining the HIV/AIDS case management process.
Health and Social Work.25 (4), 243-253.
Chicago Area HIV Services Planning Council, Chicago Department of Public Health Division of
STD/HIV/AIDS Public Policy and Programs. (2005). Ryan White Title I Service Standards. From
Chicago Area HIV Services Planning Council, Chicago Department of Public Health Division of
STD/HIV/AIDS Public Policy and Programs website:
http://egov.cityofchicago.org/webportal/COCWebPortal/COC_ATTACH/RyanWhite_TitleI_Service
Standards.pdf
Claiborne, N & Vandenburgh, H. (2001). Social workers' role in disease management. Health
and Social Work. 26 (4), 217-225.
Dallas County Health and Human Services. (2008). Standards of Care for HIV/AIDS Services.
From Dallas County Health and Human Services website:
http://www.dallascounty.org/department/hhservices/services/grantswelfare/documents/2008Standard
sofCare.pdf

Denver HIV Resources Planning Council. (July 2009). Denver Transitional Grant Area
Standards of Care, Unit Cost of Service, Quality Management Indicators. From Denver HIV
Resources Planning Council website:
http://dhrpc.org/tasks/sites/default/assets/File/PDF%27s/DHRPC_DataReports_StandardsOfCare_20
09.pdf
Department of Health and Environmental Control. (2008). South Carolina Ryan White Quality
DENVER OFFICE OF HIV RESOURCES CASE MANAGEMENT ASSESSMENT 61 Management Plan. From
Department of Health and Environmental Control website:
http://www.scdhec.gov/health/disease/stdhiv/docs/rwqm_Ryan%20White%20QM%20Plan%20augu
st2008.pdf
Florida Department of Health Bureau of HIV/AIDS and Hepatitis. (2009). The HIV/AIDS Case
Management Operations and Guidelines. From Florida Department of Health Bureau of HIV/AIDS
and Hepatitis website: http://www.doh.state.fl.us/disease_ctrl/aids/care/casemgmt.html
Georgia Department of Community Health. (2009). Georgia HIV/AIDS Case Management
Standards. From Georgia Department of Community Health website:
http://health.state.ga.us/programs/stdhiv/ryanwhite.asp
Georgia Department of Human Resources Division of Public Health Office of Essential
Preventive Clinical Services HIV Unit. (2008-2009). Ryan White Program Part B Quality
Management Plan. From Georgia Department of Human Resources Division of Public Health Office
of Essential Preventive Clinical Services HIV Unit website:
http://health.state.ga.us/pdfs/hivaids/PartBQualityManagementPlan12-08.pdf
Gimbel, R. W., Leherman, S., Strosberg, M. A., Ziac, V., Freedman, J., Savicki, K., & Tackley,
L. (2002). Organizational and environmental predictors of job satisfaction in community-based
HIV/AIDS services organizations. Social Work Research. 26 (1), 43-55.
Goodwin, K. (2004). Conquering chronic diseases: disease management programs help patients
with chronic illnesses while saving money. State Legislatures. 30 (6), 24-26.
Greater Baltimore HIV Health Services Planning Council. (2004). Service Category Standards of
Care: Client Advocacy Services. From Greater Baltimore HIV Health Services Planning Council
website: http://www.baltimorepc.org/v2/main/page.php?page_id=64
Harley, D. A., Donnell, C., & Rainey, J. (2003). Interagency collaboration: reinforcing
professional bridges to serve aging populations with multiple service needs. Journal of Rehabilitation
69 (2), 32-37.
Harris County Public Health and Environmental Services. (2009). 2009-2010 Houston Eligible
Metropolitan Area: Ryan White Care Act Part A Quality Management Plan. From Harris County

Public Health and Environmental Services website:
http://www.hcphes.org/rwga/docs/QM/Ryan%20White%20Part%20A%202009%20QM%20Plan%2
004-29-2009%20pub.pdf
Harris County Public Health and Environmental Services. (2009). Clinical and Medical Case
Management Standards. From Harris County Public Health and Environmental Services
website: http://www.hcphes.org/rwga/standards%20of%20care.html
HIV Planning and Coordination Health Care Agency. (2008). Case Management Standards of
DENVER OFFICE OF HIV RESOURCES CASE MANAGEMENT ASSESSMENT 62 Care. From Public Health
Services Health Care Agency website: http://ochealthinfo.com/public/hiv/downloads.htm
HIV Case Management and Support Services Program. (2009). HIV Medical Case Management
Standards of Services. From HIV Case Management and Support Services Program website:
http://www.healthoregon.org/hiv
Indianapolis Transitional Grant Area Ryan White Part A. (2008-2009). Indianapolis
Transitional Grant Area (TGA) Quality Management Plan. From Indianapolis Transitional Grant
Area Ryan White Part A website:
http://www.nationalqualitycenter.org/download_resource.cfm?fileID=21623
Jenkins, C. L., & Laditka, S. B. (2000). Mental health care for older persons, networking as a
response to organizational challenges. Policy Studies Review, 17, 77-97.
Kansas Department of Health and Environment. (2002). Kansas Ryan White Title II Case
Management Standards of Care. From Kansas Department of Health and Environment website:
http://www.kdheks.gov/hiv/ryan_white_care.html.
Keigher, S. M. (2000). Communication in the evolving world of case management. Health and
Social Work.25 (4), 227-231.
Livneh, H. & Antonak, R. F. (2005). Psychosocial adaptation to chronic illness and disability: a
primer for counselors. Journal of Counseling and Development.83, 12-20.
Los Angeles County Commission on HIV. (2006). Standards of Care: Case Management,
Medical Services. From Los Angeles County Commission on HIV website: www.hivcommissionla.info
Los Angeles County Commission on HIV. (2006). Standards of Care: Case Management,
Psychosocial Services. From Los Angeles County Commission on HIV website:
www.hivcommission-la.info
Los Angeles County Commission on HIV. (2006). Standards of Care: Case Management,
Home-Based Services. From Los Angeles County Commission on HIV website:
www.hivcommission-la.info
Los Angeles County Commission on HIV. (2006). Standards of Care: Case Management,

Transitional Services. From Los Angeles County Commission on HIV website:
www.hivcommission-la.info
Maine Ryan White Part B Program. (2008). Maine Ryan White Part B Program Quality
Management Plan. No longer available online.
Miami-Dade County Office of Grant Coordination‘s Ryan White Program. (2009). Medical Case
DENVER OFFICE OF HIV RESOURCES CASE MANAGEMENT ASSESSMENT 63 Management. From MiamiDade County Office of Grant Coordination‘s Ryan White Program website:
http://www.miamidade.gov/ryanwhite/coord_case_mgt.asp
Missouri Ryan White Title II, St. Louis Ryan White Title I, Kansas City Ryan White Title I,
Springfield Ryan White Title III & IV, Kansas City Ryan White Titles II & IV, St. Louis Ryan White
Title IV, Columbia Regional AIDS Interfaith Network, St. Louis Healthcare Strategic Initiatives
(HSI). (March 2006). Missouri Ryan White Title II and Grantees Quality Management Plan. From
National Quality Center website:
http://nationalqualitycenter.org/download_resource.cfm?fileID=19010
Mullahy, C. (2009). The Case Manager’s Handbook 4th ed. Jones and Bartlett Publishers:
Boston.
Minnesota Department of Human Services. (2005). HIV/AIDS Case Management Standards.
From Minnesota Department of Human Services website:
http://www.dhs.state.mn.us/main/idcplg?IdcService=GET_DYNAMIC_CONVERSION&RevisionS
electionMethod=LatestReleased&dDocName=id_003487
Multnomah County Health Department. (2008). Standards of Care. From Multnomah County
Health Department website: http://hivportland.org/documents
National Quality Center (NQC). (2006). NQC Part A Quality Assessment Tool. From National
Quality Center website: http://www.nationalqualitycenter.org/index.cfm/22/14480
National Quality Center (NQC). Quality Academy, Tutorials. From National
Quality Center website: http://www.nationalqualitycenter.org/index.cfm/17263
National Quality Center. (January 2008). Developing an Effective Quality Management Program
in Accordance with the Ryan White HIV/AIDS Treatment Modernization Act of 2006, Frequently
Asked Questions. From National Quality Center website
http://www.nationalqualitycenter.org/index.cfm/22/15161
New York State Department of Health AIDS Institute. (2006). Standards for HIV/AIDS Case
Management. From New York State Department of Health website:
http://www.health.state.ny.us/diseases/aids/standards/casemanagement/docs/casemanagementstandar
ds.pdf
New York State Department of Health AIDS Institute, U.S. Department of Health and Human
Services/HRSA/HAB Division of Community Base Programs. (August 2009). HIVQual Case

Management Indicator Definitions, Guide for HIVQual Project Participants Case Management
Services. From New York State Department of Health website:
http://ehivqual.org/scripts/Case%20Management%20Indicator%20Definitions.pdf
New York State Department of Health AIDS Institute, U.S. Department of Health and Human
DENVER OFFICE OF HIV RESOURCES CASE MANAGEMENT ASSESSMENT 64
Services/HRSA/HAB Division of Community Base Programs. (September 2006). HIVQual
Workbook: Guide for Quality Improvement in HIV Care. From National Quality Center website:
http://www.nationalqualitycenter.org/index.cfm/22/13487
Newark EMA HIV Health Services Planning Council. (2008). Medical Case Management
Standards. From Newark EMA HIV Health Services Planning Council‘s website:
http://newarkema.org
Newark EMA HIV Health Services Planning Council. (1997). Case Management Standards.
From Newark EMA HIV Health Services Planning Council‘s website: http://newarkema.org
Ohio Department of Health. (2008). Community Based Programs Standards of Care for HIV
Case Management. From Ohio Department of Health website:
http://www.odh.ohio.gov/odhPrograms/chss/aids/casemgmt/casemgmt1.aspx
Office of AIDS Administration. (2006). Standards of Care: Case Management Standards. From
Collaborative Community Planning Council website:
http://www.hivccpc.org/about/standardsofcare.html
Oregon Department of Human Services Public Health Division. (2009-2010). HIV Care &
Treatment Program Quality Management Program Report. From Oregon Department of Human
Services Public Health Division website:
http://www.aviation.state.or.us/DHS/ph/hiv/services/docs/QMReport2009.pdf
Orlando EMA HIV Health Services Planning Council. (2009). Medical Case Management
Standards of Care. From Orlando EMA HIV Health Services Planning Council website:
http://www.hivnetwork.org/docs_links.html
Paterson-Passaic County-Bergen County HIV Health Services Planning Council. (2008).
HIV/AIDS Care Services Standards: Case Management Standards. From Paterson-Passaic CountyBergen County HIV Health Services Planning Council website:
http://www.aidsnj.org/council/reports.cfm
Powell, S. K. & Tahan T. A. (2008). CMSA Core Curriculum for Case Management. Wolters
Kluwer: New York.
Rizzo, V. M. & Abrams A. (2000). Utilization Review: a powerful social work role in health
care settings. Health and Social Work.25 (4), 264-269.
Rukeyser, J. (2008). A Training Workshop for HIV Care Providers Curriculum Guide for
Workshop Facilitators. New York State Department of Health AIDS Institute: New York.

Southeastern Michigan HIV/AIDS Council. (2007). Standards of Care for the Detroit Eligible
DENVER OFFICE OF HIV RESOURCES CASE MANAGEMENT ASSESSMENT 65
metropolitan Area. From Southeastern Michigan HIV/AIDS Council website:
http://www.drugfreedetroit.org/content/blogcategory/128/84/
Suffolk University Center For Public Management. (2006). Ryan White Care Act Boston EMA
Title I Programs Service Utilization Report. From Suffolk University Center For Public Management
website:
http://www.bphc.org/programs/infectiousdisease/hivaidstestingservicesdiseaseinformation/hivaidsser
vicesdivision/ryanwhitepartaqa/Pages/Home.aspx
Texas Department of State Health Services, DSHS HIV/STD Quality Management System.
From the Texas Department of State Health Services website
http://www.dshs.state.tx.us/hivstd/qm/default.shtm
U.S. Department of Health and Human Services (HHS), Health Resources and Services
Administration (HRSA), HIV/AIDS Bureau (HAB), & BETAH, Inc., & Palumbo, M, & DeLorenzo,
Lori. Quality Management Technical Assistance Manual. From National Quality Center website:
http://NationalQualityCenter.org/index.cfm/22/12591
U.S. Department of Health & Human Services (HHS), Health Resources Services Administration
(HRSA), HIV/AIDS Bureau (HAB). (November 2008). Redefining Case Management. HRSA CARE
ACTION. From HAB website: http://hab.hrsa.gov/publications/november2008/
U.S. Department of Health & Human Services (HHS), Health Resources Services Administration
(HRSA), HIV/AIDS Bureau (HAB). (December 2004). Technical Assistance Manual For Quality
Management for Ryan White Care Act Title I Programs: Learning from the Title I Improving HIV
Care Demonstration Project. From HAB website:
http://www.nationalqualitycenter.org/index.cfm/22/13579
U.S. Department of Health & Human Services (HHS), Health Resources Services Administration
(HRSA), HIV/AIDS Bureau (HAB). (November 2009). HAB HIV Performance Measures: Medical
Case Management. From HAB website: http://hab.hrsa.gov/special/qualitycare.htm
U.S. Department of Health & Human Services (HHS), Health Resources Services Administration
(HRSA), HIV/AIDS Bureau (HAB). (nd). Ryan White HIV/AIDS Program Part A Manual. Retrieved
on January 5, 2010from the HRSA Website: http://hab.hrsa.gov/tools/parta/parta/ptAsec1chap1.htm
U.S. Department of Health and Human Services. (2008). Redefining Case Management. HRSA
Care Action. November.
U.S. Department of Housing and Urban Development, Community Planning & Development,
DENVER OFFICE OF HIV RESOURCES CASE MANAGEMENT ASSESSMENT 66
HIV/AIDS Housing. 2009 Results and Analysis: The HOPWA Program exceeded its FY 2009
performance goals. From the U.S. Department of Housing and Urban Development, Community
Planning & Development, HIV/AIDS Housing website:
http://www.nls.gov/offices/cpd/aidshousing/index.cfm#2009results
West Palm Beach Eligible Metropolitan Area (EMA) Ryan White Part A Grantee Office. (May

2007). West Palm Beach EMA Quality Management Plan. From West Palm Beach Eligible
Metropolitan Area (EMA) Ryan White Part A Grantee Office website:
http://www.carecouncil.org/attachments/QM_Plan_0710_r_.pdf
Wisconsin AIDS/HIV Program. (2003). Practice Standards and Administrative Guidelines for
HIV-Related Case Management. From Wisconsin Department of Health Services website:
http://dhs.wisconsin.gov/aids-hiv/

