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CHAPTER ONE
..

Introduction

Planning and coordination on behalf of clients with developmental disabilities has

long been a concern of social service, medical, and planning professionals. This concern

is based on many factors, some having to do with the timely delivery of services, some

with issues of cost, and others with providing appropriate services for clients and their

families as their needs or circumstances change.

The reality faced by many clients with developmental disabilities is that they often

have multiple needs which a single agency is hard pressed to meet. Thus, they may be

receiving services from a variety of agencies and professionals at the same time. These

agencies, programs, and professionals often have dissimilar goals, patterns of service

delivery, and methods of operation. These factors can result in confusion for the client,

and often create interagency and interprofessional conflict, gaps in services, and

sometimes duplication of services.

The Problem

With increased numbers of individuals with developmental disabilities being served in

the community, the coordination of appropriate services becomes an important immediate

concern. The process of coordinating assistance to individuals with special needs is

often described as case management services. The Developmental Disabilities Assistance

and Bill of Rights Act of 1984 defines the term ‘&asemana~ement services’ as such

services to persons with developmental disabilities as will assist them in gaining access to

needed social, medical, educational, and other services (Sec. 102, H), including:

“(i) follow-along services which ensure, through a continuing relationship, lifelong

if necessary, between an agency or provider and a person with a developmental

disability and the person’s immediate relatives or guardians, that the changing

needs of the person and the family are recognized and appropriately met; and
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(ii) coordination services which provide to persons with developmental

support, access to (and coordination of) other services, information

programs and services, and monitoring of theperson’s progress.”

disabilities

on

The Act’s definition of “developmental disability” attests to the appropriateness of

providing case management to persons with developmental disabilities:

The term ‘developmental disability’ means a severe, chronic disability of a person

which --

“(A) is attributable to a mental or physical impairment or combination of

mental and physical impairments;

(B) is manifested before the person attains age twenty-two;

(C) is likely to continue indefinitely;

(D) results in substantial functional limitations in three or more of the

following areas of major life activity: (i) self-care, (ii) receptive and expressive

language, (iii) learning, (iv) mobility, (v) self-direction, (vi) capacity for independent

living, and (vii) economic self-sufficiency; and

(E) reflects the person’s need for a combination and sequence of special,

interdisciplinary, or generic care, treatment, or other services which are of lifelong

or extended duration and are individually planned and coordinated.”

The provision of service coordination for persons with developmental disabilities has

presented new challenges to case managers and to existing case management systems.

Effective case management systems are essential if individuals with developmental

disabilities are to have access to all services that will facilitate their achievement of

independence, productivity, and community integration. Human services in Minnesota are

basically decentralized with counties charged with the responsibilities for providing

appropriate services and service coordination for citizens with developmental disabilities.

No formal statewide model is available, and because of diversity of geographic locations,
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resources, service options, and case loads, case management services may vary

significantly among counties. Current observations indicate that fragmentary and

conflicting responsibilities exist among case managers, educators, and service providers.

Wray and Wieck (1985) stated that there is a lack of “systematic ongoing evaluation at a

regional or state level that could provide a basis by which decision makers could make

adjustments in service coordination to improve the integration of persons with

developmental disabilities into their home communities” (p. 224).

In 1981, the Minnesota legislature passed amendments to Minnesota Statutes, section

256E.08, subdivision 1, thereby granting counties the authority and responsibility for

assessment, protection of safety, health, and well-being, and providing a means of

facilitating access to services for citizens with handicapping conditions. A basic

framework for

statute.

Rule 185,

revised in 1981

a case management system was established by rules promulgated under

first promulgated by the Department of Human Services in 1977, was

this

and 1987. This rule establishes that the individual counties of Minnesota

will be responsible for the provision of case management services to all persons with

developmental disabilities who reside in that county. Counties may do this directly

through their county social services agency or may contract with another agency to

provide these services with the requirement that the guidelines of Rule 185 be followed

regarding the provision of those services. The case manager is given the ‘gate-keeping’

responsibility for all services provided to the clients and, as such, is responsible for

“identifying the need for, seeking out, acquiring, authorizing, and coordinating services to

persons with mental retardation. Case management includes monitoring and evaluating

the delivery of the services to, and protecting the rights of, the persons with mental

retardation” (Rule 185, 9525.0015, subpart 4, line 23-30). An interdisciplinary team

approach must be utilized in establishing the diagnosis as well as in the development of
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the Individual Services Plan and the Individual Habilitation Plan. The overall purpose is

to “ensure that each person with mental retardation who applies for services or whose

legal representative applies for services, receives a diagnosis and assessment of current

condition, and that, based on the information gathered, services are designed, arranged,

provided, and monitored so that the services meet the level of the person’s need in the

least restrictive environment and in a cost-effective manner. (Rule 185, 9525.0025,

subpart 2, line 4). In addition to the services mentioned above, case management also

includes methods for providing, evaluating, and monitoring the various services which are

identified in the plan.

In order to determine what adjustments need to be made in case management

systems and what changes need to be made in the areas of training and technical

assistance for case managers, the current case management system and the functions

performed by case managers at the present time must first be more clearly described.

Identification of effective case management functions as well as gaps in and barriers

services coordination are also necessary, along with other relevant and specific

to

information from providers and consumers/parents/guardians. The Minnesota University

Affiliated Program on Developmental Disabilities (MUAP) conducted this survey to collect

extensive data from multiple sources, including county case managers, case manager

supervisors, consumers, and service providers so that a comprehensive description of

current case management practices could be drawn from the information.

Research Questions

The survey questionnaires were designed to provide information that would address

the following questions:

(1) What is the current status of case management practices in Minnesota?

(2) What barriers impede the effective delivery of case management services?
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(3)

(4)

(5)

(6)

What gaps and duplications exist in the provision

to individuals with developmental disabilities?

of case management services

What programs or program functions of case management services are perceived

as effective by clients and/or parents/guardians, providers, and case managers?

What factors and strategies contribute to the effective delivery of case

management services?

What strategies could be used to improve the availability, effectiveness, and

coordination of case management services in Minnesota?
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CHAPTER TWO

REVIEW OF LITERATURE

The evolution of case management has its roots in the development of

professionalized social work and publicly-funded human services. Research on the

effectiveness of case management is also based in research exploring the effectiveness of

social work practices and in evaluation studies of existing case management systems. In

this section, the historical development of case management is reviewed, including how it

differs from traditional social work and its evolution through federal laws and guidelines.

Empirical research on the effectiveness of case management systems and of case

management practices is also reviewed. Summaries of previous evaluations of statewide

case management systems in other states and in Minnesota conclude this section.

History of Case Management

As early as the 19th century charitable organizations were providing services to

persons who were poor and needy, an undertaking which predated any organized

government role in the delivery of human services. The current delivery of human

services is derived from the fragmented and duplicative efforts of these early, singular

organizations, and during the intervening years, agencies have struggled with the

development of comprehensive and unified strategies for delivering services.

A significant impact in the development of organized services occurred with the

Social Security Act of 1932. In addition to establishing a major role for the federal

government in meeting human needs, the Social Security Act also attempted to bring

together several different categorical programs (e.g., public assistance, social insurance,

maternal and child health) in a logical relationship (Rice, 1977).

The next great wave of federal legislation for social services, occurring in the

1960s, precipitated efforts to coordinate services and to focus existing and newly formed

resources in systematized directions toward target problems. Numerous problem-centered



7

legislative actions, such as the Mental

Office of Economic Opportunity, and

Health Act, Comprehensive Health Services Act,

Model Cities legislation attempted to bring together

previously separated programs in medicine, welfare, mental health, and planning to

function in harmony (Rice, 1977).

However, the proliferation of initiatives in the 1960s led to the development by

1970s of a large number of separately established social service agencies, organized

around the concept of a single service or set of services. The result was a service

the

delivery system specialized and compartmentalized into separate bureaucracies in such

diverse areas as vocational rehabilitation, mental health, child welfare, and developmental

disabilities.

In 1962, the President’s Panel on Mental Retardation expressed concern for the

effectiveness with which consumers could secure needed services, and proposed the

“continuum of care” as a critical consideration for service system planners. In response

to strong advocacy for alternatives to institutionalization, many of these concepts

suggested in “A Proposed Program for National Action to Combat Mental Retardation”

(President’s Panel on Mental Retardation, 1962) would later evolve into what is now

called case management.

The mixed success of the social services programs in the 1960s led to efforts to

place many services into one coordinated administrative stream. The relative explosion in

human services initiated in the 1960’s ‘Kennedy era” gave rise to numerous programs,

criticisms of those programs, and strategies for improving services. As a result, critical

attempts were made to establish programs that would integrate services, and these

programs became the fore-runners of case management.

The term “services integration” was coined to describe federally initiated activities

which attempted to build linkages among human service programs and bring coordination

to the social service system. In 1971, the Secretary of Health, Education and Welfare,
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Elliot Richardson, declared services integration as a policy objective in a memorandum

entitled ‘Services Integration: Next Steps.” The objectives of services integration

programs were: (a) the coordinated delivery of services for the greatest benefit to the

people, (b) a holistic approach to the individual family unit, (c) the provision of a

comprehensive range of services locally, and (d) the rational allocation of resources at

the local level to be responsive to local needs (Richardson, 1971).

That year, 45 pilot demonstration projects called the Services Integration Targets of

Opportunity (!IITO) were initiated to establish new state or local interagency linkages.

Under these grants, numerous techniques were developed and demonstrated including

client tracking systems, information and referral systems, interagency planning and

service delivery agreements, computerized resource inventories, and management

reorganization projects (Mittenthal, 1975). Although some SITO projects were successful,

some were unsuccessful due to a number of factors, such as, a history of elaborate

designs that were never implemented, resistance from local categorical programs, and

withdrawal of federal research and development funds after the three-year pilot program

(John, 1976).

For persons with developmental disabilities, IntagIiata (1981) has postulated that the

pressing need for case management has emerged in response to two major forces that

have radically altered the human services environment over the last two decades. The

first was the rapid expansion of human service programs that erupted throughout the

sixties and into the early seventies. As a consequence of this expansion, the overall

availability of services increased, although categorically, leading to the complex,

fragmented, duplicative, and uncoordinated system currently available (Wray & Wieck,

1985). Deficiencies of the service system have proliferated in the evaluation literature in

consistent references to “system overlap,” “system duplication,” “fragmented system” and

“clients falling between the cracks” (Caragonne, 1984). A number of studies in the 1970s
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showed that services provided to persons with handicaps and their families were complex,

uncoordinated, and confusing to those who needed them most and who most needed easy

access to them (Kakalik et al., 1973; Office of Management and Budget, 1978). Randolph,

Spurrier and Abramczyk (1981) found that the person with a developmental disability, in

particular, runs the risk of being one of the most poorly served of social service clients.

In addition, judicial attention began to play a major role in the development of services.

In 1977 in the major litigation of H r~~ nnhur the federal district court

found that “lack of accountability in case management was the central reason for the

lack of movement from institution to the community.” (Laski & Spitalnik, 1979, p. 1).

The second force that radically changed the human services system and contributed

to the importance of case management was the deinstitutionalization movement. Moving

from the “under one roof” model of services provided in the institution to the diffused

care and support system in the community brought about a different set of significant

problems. The negative consequences of the failure to provide adequate and appropriate

community care to deinstitutionalized persons received widespread attention in the 1970s

(Bassuk & Gerson, 1978; GAO Report, 1976; Lamb & Goertzel, 1971; Segal & Aviram, 1978;

Willer, Scheerenberger & Intagliata, 1978). By the end of the 1970s, the need for case

management to better coordinate services was, again, the focus of renewed attention in

human service programs. This focus was in response to various federal mandates in

different laws regarding human services and was partly a function of many positive

evaluation reports detailing the benefits derived from the use of case managers

Horton, 1975).

During the 1970s, it also became evident that the mental health deinstitu-

(Gans &

tionalization programs had led to many persons with mental health problems being

“dumped” in the community without sufficient support. The National Institute of Mental

Health proposed a comprehensive network of services, a coordinated community support
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system for such persons, with the key element being case management as the mechanism

for coordinating all system efforts (Rice, 1977). In these community support programs,

the case manager was designated as having case coordination responsibility within

existing community resource networks.

Efforts by professionals, consumers, and advocates for persons with developmental

disabilities also continued into the 1970s, resulting in federaI support monies and federal

and state legislation which encouraged the development of services to meet the individual

needs of each client. Congress passed the first Developmental Disabilities Act in 1974

which specifically identified case management as a priority service component. The

Developmentally Disabled Assistance and Bill of Rights Act (P.L. 95-602) included a

requirement that each state receiving federal monies for developmental disabilities would

allocate a substantial portion of its federal funds under the Act to at least one of four
.

priority services; “case management” was among them and remained a priority service in

the Developmental Disabilities Act of 1984. As a result of the “priority service”

requirement, there has been an increased need for information about case management

and guidance in planning for its implementation under different circumstances. Many

individual states began to enact legislation regarding case management that complemented

the federal action in the late 1970s and early 1980s. In 1981, the Minnesota legislature

passed amendments to Minnesota Statutes (Section 256E.08, Subdivision 1), which

established a basic framework for the functions of case managers in the state.

With the proliferation and the increased cost of services, the complexity of the

service system multiplied for all types of persons with disabilities requiring long-term

care. In each of the fields addressing persons with long-term care needs, some strategy

regarding coordination of services has evolved and has included case management.

Potentially large deficits in state Medicaid budgets for long-term care have also forced

many state budget personnel, human services, and Medicaid directors to seek ways to
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control costs. Sufficient evidence exists regarding cost reduction possibilities with

coordinated community services and alternatives to institutionalization, to move

vigorously toward the development of these alternatives. Hence, case management has

been viewed as a key element in cost control (Simpson, 1982).

In services for elderly persons with health problems, case management has

increasingly become a critical factor (Simpson, 1982). Given that chronic illness affects

more than 80% of the elderly in the country, these persons are proportionally greater

consumers of the nation’s health care services. This increasing demand for health care

services has created a crisis in health care delivery along with a crisis of hugely

increasing Medicaid expenditures for nursing home care for elderly citizens. Many states

(e.g., Wisconsin, New York, Virginia, and Minnesota) have developed community care

programs encouraging elderly persons to remain at home as long as possible. Case

management has been included as a necessary component of these programs, which have

in some cases included disabled as well as elderly individuals. Several studies have

indicated that in this type of coordinated care, case management can make a difference

in public costs. Seidl, Applebaum, Austin, and Mahoney (1983) showed two key results in

a vigorously controlled random-sample study in Wisconsin focused on systemized case

management for long-term care clients. One finding was that appropriate community care

was at least no more costly than nursing home care, even with all the administrative and

start-up costs involved in the development of the community care services. Secondly,

one of the key factors in keeping health care costs at a minimum was that case

managers played a primary role in significantly reducing emergency room visits.

This type of coordinated approach to care has also been adopted from the long-

term care field to health services for the general population. Given the rising costs of

health care in all areas, health/maintenance organizations and coordinated health plans

have incorporated the concept of unifying services with one deliverer to address some of
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these same cost concerns. The Health Care Financing Administration has adopted a

system of rewarding and penalizing physicians based on their performance in the control

and reduction of costs (Beremo% 1985). primary care physicians, who function as ‘case

managers’ in these program, are responsible for providing all primary health care services

as well as coordinating and approving the provision of other health care, including

specialty care and hospitalization.

Despite much development and organized system change in many diverse areas of

social and health services, there is still mixed evidence that case management efforts

have been effective with clients with developmental disabilities (Bertsche & Horejsi, 1980;

DeWeaver, 1983; Walker, 1980). With the increasing demand for services for this

population and a continuing scarcity of such services, it seems inevitable that the needs

of some clients with developmental disabilities will not be fully served (Randolph, et al,

1981) and that the need for development of effective case management will continue. In

addition, the evolution of effective case management systems for all clients needing long-

term care and coordination of services will continue to be a pressing demand on human

services systems for some time to come.

Definitions of Case Ma ageme ~n n

There is little agreement on the scope and definition of case management, and upon

all the activities and functions of persons designated as case managers (National

Conference on Social Welfare, 1981). However, although definitions of case management

differ, there is some growing consensus of the core concepts. Intagliata (1981, P. 102)

defines case management as “a process or method for ensuring that consumers are

provided with whatever services they need in a coordinated, effective, and efficient

manner.” He notes that the specific meaning of case management depends on the

system that is developed to provide it. For case management systems, two contextual

factors are particularly important to consider: (1) the nature of the client population to
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~ be served, and (2) the nature of the existing service system. These two factors together

shape the goals, functions, and structures that define a given case management system.

Caragonne (1984) proposed that emphasis in case management should focus on

service availability, accessibility, responsiveness, continuity, coordination,

monitoring/advocacy, and accountability. Case management is appropriate when clients

with multiple problems and needs are unable to define, locate, secure, or retain the

necessary resources and services of multiple providers on an ongoing basis. The three

key components are accountability, accessibility, and coordination.

Caragonne proposed that the functions of line-service personnel in

system are to:

Specifically,

a case management

identify the full range of services needed;

identify the range of resources available, inclusive of client natural support

resources and public community resources;

coordinate the activities of all services and resources;

refer clients to all needed resources;

monitor

monitor

through

and follow-up to determine if services are received;

and follow-along to prevent or identify problems in service provision

ongoing contacts with both clients, all services utilized, and the

clients’ natural support resources;

assess and evaluate the effectiveness of all services/resources utilized.

Several major areas stand out as differentiating the role of the case manager from

more traditional social work services roles (Caragonne, 1984). A traditional service model

involves office contact between the hours of eight and five, with one service emphasis

and little or no interagency contact. A provider has authority relative only to the

activities of their caseload with little discretionary authority utilized by the caseworker.

In case management, service settings shift from office-oriented, fixed appointment models
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to locations where clients live, work, and receive services. A major focus in case

management is on the many systems of influence, rather than only on the behaviors of

the client. Much more emphasis is put on interagency work and relationships. If there

are difficulties with other agencies’ services or resources, responsibility for resolution

rests with the case manager rather than with the client, as it does with more traditional

services. In case management, agency accountability rests with all services received by

the client, not just those provided by the agency.

Case management involves advocacy, coordination, and monitoring of all collateral

resources important to a client’s networks of support. Three key areas distinguish

traditional models of service from effective case management approaches:

● the scope of intervention in case management includes all relevant client

systems;

● line worker autonomy and discretionary authority is commensurate with the

additional responsibilities and accountability for service delivery; and

● the location of client contact is in a variety of environments and settings.

Despite much theoretical analysis of the differences between case management and

traditional social work, Kurtz, Bagarozzi, and Pallane (1984) found that 38% of case

management workers in Georgia saw no difference between social work and case

management. He

for all aspects of

suggested that training programs may not be preparing social workers

their job requirements.

The conceptual scope of case management has also recently expanded to include

much more emphasis on families and on informal networks. For instance, Sister M.

Vincentia Joseph and Sister Ann Patrick Conrad (1980) described the use of informal

networks in a parish neighborhood model. Seltzer (n.d.) trained family members as case

managers for elderly persons in an experimental study supporting the development of

partnership between the informal and formal support networks.
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Federal Role in Case Management for Persons with Developmental Disabilities

The Developmental Disabilities Act of 1975 (PL 95-602) established case management

as a “priority service” and presented it as a mechanism to coordinate service needs in

social, medical, educational, and other areas for as long as the services were needed,

including lifelong if necessary. The Developmental Disabilities Act defined case

management services as:

... such services to persons with developmental disabilities as will assist them

in gaining access to needed social, medical, educational, and other services; and

such term includes --

(i)

(ii)

follow-along services which ensure, through a continuing relationship,
lifelong if necessary, between an agency or provider and a person with a
developmental disability and the person’s immediate relatives or guardians,
that the changing needs of the person and the family are recognized and
appropriately met; and

coordination services which provide the persons with developmental
disabilities support, access to (and coordination of) other services,
information on programs and services, and monitoring of the person’s
progress.

Individual plans are required in numerous other federal laws affecting persons with

developmental disabilities, including the Rehabilitation Act (PL 93-516) and Education for

All Handicapped Children Act (PL 94-142). Case plans are also required or encouraged in

Title XX of the Social Security Act (PL 93-647) and Title XIX (Medicaid, PL 94-223).

The Developmental Disabilities Assistance Act (PL 95-602) and the Mental Health Systems

Act incorporate more specific requirements to establish increased accountability by

mandating that every state develop a system of case management to serve the target

population. It is within the scope of these federal guidelines that Minnesota developed

the case management regulations of Rule 185.
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Research on the Effectiveness of Case Management

Much of the literature on case management is conceptual rather than based upon

empirical evaluation studies. For instance, many authors have described issues in case

management (e.g., National Council on Social Welfare, 1981) and numerous authors,

agencies, and organizations have developed standards for ideal or model case management

programs (Morell, Straley, Burris & Covington, 1980; Wray, et al., 1985). Several authors

have suggested roles for case management (Ashbaugh, 1981) as a front-line quality

assurance and accountability process.

Some case management literature is organizational and efficiency-based, such as

work by sociologists, organizational theorists, and industrial psychologists interested in

explaining the variations in performance among and within organizations by focusing on

worker characteristics, management processes, and organizational structure (Caragonne,

1984). In addition, most research on the empirical effectiveness of case management has

been conducted on general social services clients, rather than solely on persons with

developmental disabilities. Nevertheless, some of this empirical research is valuable in

documenting the advantages of an integrated case management approach and pinpointing

difficulties and problems in case management programs.

~s tiven f n ment Program

The majority of the studies of the services integration demonstration projects were

site-specific, highly descriptive, and predominantly process-oriented. However, Turner

and Washington (Washington, 1974), in an attempt to obtain data on the populations

served, developed methods to measure the impact of services provided by the East

Cleveland Community Human Service Center. They used measures of client functioning

and the behavior of the treated populations as dependent variables. When evaluating the

means by which individuals may be moved from levels of dependency toward levels of
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independence, they concluded that client functioning was enhanced through integrated

service systems.

Other evaluations of service integration projects reported that the use of case

management teams and case manager linkages led to increases in the accessibility,

comprehensiveness, and volume of services provided to clients (Baker & Northman, in

press). Caragonne (1979) also reported that the use of case managers led to more

effective packaging of client service plans, a greater range of services for clients,

documented gaps and duplications in service networks, and generally greater

organizational responsiveness to consumer needs.

An integrated rehabilitation service center in Arkansas was evaluated using a

research design that compared client outcomes from groups of clients randomly assigned

to two traditional and one integrated rehabilitation service program (Roessler & Mack,

1972). Outcome measures were divided into measures of ‘efficiency” (recidivism,

referrals, acceptance/referral ratio, speed of service, agency closures, system closures,

and drop outs) and measures of “effectiveness” (client change in attitudes and behavior,

reduction of dependency, and client satisfaction). The theory was that more centralized

case management and coordination would make services more effective. The conclusion

of the study was that such barriers as ineffective leadership, conceptual confusion, and .

internal agency changes negatively affected the impact of both integrated and more

traditional case management programs.

Some of the research on case management projects in community support programs

has revealed that the use of case managers facilitates client access to services (Maverick

Corporation, 1976); provides a necessary administrative link between program and

consumer (Rosenberg & Brody, 1974); is more effective in packaging a complex sequence

of services than traditional service models (Brody, 1974); documents gaps and duplications
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in service networks (Perlman, 1975; Bureau of Social Welfare, Maine,

organization responsiveness to consumer needs (Caragonne, 1979).

1973); and promotes

One of the most promising models for effective case management is the Direction

Service model described by Zeller (1980) and Brewer and Kakalik (1979). Some of the

characteristics of existing programs which have adopted such a model are: that they use

a client-centered approach and are separate from major service bureaucracies so that

focus on a specific service is not emphasized. Determination of who should provide the

Direction Service has been debated and the estimated cost per person may diminish its

feasibility unless re-deployment of existing resources could significantly reduce these

costs.

Characteristics of Case Managers and Case Mana~ement Svste m~

Some studies have evaluated numerous characteristics of case managers and/or case

management systems that might influence the effectiveness of the programs or systems.

For instance, Brody (1974) found that caseworkers spend more time in administrative

tasks than in providing services to clients. Berkeley Planning Associates (1977) found

that system-wide coordination of services, continuity of services to clients, and case

manager effectiveness was more likely to occur in small, nonbureaucratized settings

characterized by workers with increased training and education, more years experience in

the specific problem field, smaller caseloads, and access to consultation. Also, the

quality of case management services appears to be strongly related to the intensity of

contact between client and case manager (BPA, 1977).

A number of studies (Baker et al, 1980; Caragonne, 1979; Graham, 1980) have

indicated that case managers’ activities are significantly shaped by the service systems in

which they operate. If, for example, relatively few services are available, case managers

spend relatively little time linking clients to services. However, when certain important

support services are unavailable, case managers are likely to devote their own time to



19

either directly providing or creating the needed services. Thus, to some degree, case

managers’ actual activities are ultimately shaped by the constraints of the environments

within which they work, rather than by their formal job descriptions.

Evaluations of Other State Systems

Several states have conducted evaluation studies or surveys of the current status of

their case management system. These studies will be described in some detail here, in

order to provide a

It should be taken

generated in these

basis for comparison with the issues focused on in this current study.

into account, however, that most recommendations and conclusions

studies were system-specific.

North Dakota conducted a study in 1985 of their case management system (Wray,

Basuray, Miller, & Seiler, 1985), which primarily addressed the two different forms of

case management in the state: external or regional case management, and internal or

service provider case management. The surveyors were charged with making

recommendations to reduce duplication between external and internal case management

and to recommend a course of action for agencies and providers that would provide an

optimum continuum of functions for persons with developmental disabilities. Three

groups were surveyed concerning each of the two types of case management: members of

the Association for Retarded Citizens, all regional case managers and coordinators, and

all service providers.

The surveyors found that despite evidence of a genuine commitment to serving

persons with developmental disabilities in policy and funding, and the recognition of the

need for a sound case management system, there were indications of problems in

communication, and indications that the state’s human resources management policies

would need to be modified with regard to service providers. Some of the negative

factors which were identified as barriers to progress included a feeling of “us-them”

between providers, regional and state staff, and consumers and parents. Secondly,
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specific breakdowns were identified in the training, recruitment, compensation and

management of staff in provider organizations. Other problems included lack of

leadership in program development by the state. Specific recommendations were made

that concerned improving communications between state agencies and providers and

parents, reducing paperwork, providing more specific training, resource development of

local services to meet individual needs, and clarifying different roles for external and

internal case management. The report concluded that there are legitimate service

coordination functions to be performed by regional (external) case managers and distinct

functions to be performed by program coordinators (internal) in service provider agencies.

Extensive recommendations were made regarding the establishment of a powerful context

at the state and local levels, establishment of components of case management, provision

of contact points and information and referral, matching clients with case managers,

gathering existing data, procuring new assessments, development of individual plans,

identification of unavailable services, monitoring services, revision of individual plans,

and quarterly reviews by regional case managers.

In the fall of 1982, the case management system in Kentucky for persons with

developmental disabilities was evaluated by the University Affiliated Facility at the

University of Kentucky in response to a request from the state Developmental Disabilities

Council and the state office for persons with mental retardation (Human Development

Program, 1983). The evaluation method used in the fourteen regions in the state was to

judge actual performance against a prototype model for case management. The prototype

used had been developed by the Rehabilitation Group, Inc. of Virginia. The evaluators

proposed that any discrepancies found with the model would suggest that either actual

practices or the model itself should be changed or improved.

The evaluation found that the prototype model contained too few administrative

standards and too specific delivery standards, and that the roles of the case manager and
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case manager administrator were inconsistently addressed. Actual practices were not

always consistent with the philosophy that should underlie a state-wide case management

system. In particular, the issue of advocacy on behalf of the client received varying

degrees of attention across the state. When the burden of advocacy was placed on case

managers, they had little time to pursue monitoring and evaluation activities. Actual

service delivery practices related more closely to the model definition than did

administrative practices. Involvement of clients and their families in development of the

individual habilitation plan was inconsistent and infrequent.

The evaluation concluded that, despite the many problems, the state was getting a

reasonable return for its annual investment. Expenditures for case management were

modest and cost effective in relation to total aggregate expenditures for human services.

Overall, recommendations were made that case management be provided independently of

service-providing agencies, that extensive parent involvement be maintained, and that a

variety of agencies be involved in case planning and development. Corrections were

recommended to improve policy guidelines; to develop training procedures for case

managers, clients, parents, and advocates; and to provide technical assistance from the

state level.

South Carolina evaluated its case management system in 1984 by determining

whether current practices were in fulfillment of the system’s objectives which were set

forth at the time the system was put in place in 1979 (Randolph et al., 1984). This state

had established a system of free-standing, independent case management agencies,

responsible only for the coordination of services under the auspices of the state

Developmental Disabilities Council. The evaluation revealed that in large measure the

system was meeting its stated objectives and that case coordination had made a

difference in enhancing the quality of life for persons with developmental disabilities.

Major problems which were identified included public visibility, program operations,
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administrative relationships, case coordination functions, and interagency relationships.

Given the low visibility of programs and since coordinators frequently indicated they

were afraid of being flooded with referrals, the case management offices may not have

been identifying clients with developmental disabilities who were not being appropriately

served. Clients, parents, and providers appeared to have been only perfunctorily involved

in development of individual habilitation plans. In addition, it was

degree the advocacy role of case coordination was being fulfilled.

In 1984, New York conducted a time and effort study of their

questionable to what

case management

system, with one-third of the state’s case managers participating in the study (OMRDD,

1984). The major objectives of this study were to identify who received state case

management services, what determined the amount of service received, the extent of

overlap between state and voluntary case management, and the characteristics of the

service systems, such as caseload size and organizational structures. This study found

that the three most important variables associated with case management time spent on

clients were the case manager’s caseload size, the type of client’s residence, and whether

or not the client belonged to the Willowbrook class of persons deinstitutionalized under

court order. Many management and organizational recommendations were made, including

ratios of caseload sizes, to facilitate efficiency in the delivery of services.

An evaluation by Caragonne in 1984 of Georgia’s case management system focused

on how actual service activities and procedures compared to the service activities

emphasized within the case management model of service. Using an intriguing study

design, workers and their administrators at 14 sites were asked to first estimate the

percentage of time spent in seven areas of activity: general agency contact, client-

specific agency contact, direct services client contact, evaluation activities, recording and

reporting, supervision, and travel. When workers estimated the proportion of time spent

in each activity, a strong adherence to the case management model was revealed.



23

Supervisors also perceived their workers’ activities as congruent with the model,

especially in identifying that extensive time was spent in resource development and in

arranging services for clients, moderate time in recording/reporting, and minimal time in

supervision and travel. After their initial estimates, workers were asked to record their

activities during a ten-day working period. Analysis of actual time and activities

revealed a very different picture of time allocation. The data suggested that case

managers vastly over-estimated the amount of time they spent in resource development,

evaluation, and supervision. Little time was actually spent on the “core” model activities

of case management: referral, coordination, follow-up and follow-along, evaluation and

advocacy. The study revealed a strong emphasis on in-office work, with over-reliance on

problem formulation/planning/documentation, alf strong deterrents to development of

effective case management.

The current case management system in Georgia was shown to have three primary

features: office-based, administrative in nature, and overly prescriptive and descriptive

of client problems. Also, many case managers operated in isolation from their settings,

with a striking lack of supervision in the monitoring and support functions of case

management. The offices operated in organizational vacuums, isolated within their

agency systems, and lacked effective supervision, performance monitoring, and standards

by which the quality of work could be judged. One of the six sites was remarkably

different than the others in having the highest incidence of activities most in

conformance with model case management activities. In an organizational analysis, this

site was shown to differ from the others in having the following characteristics: high

degrees of perceived leadership; a work climate which emphasized planning and efficiency

rather than pressure; high degrees of support from other workers; rules and policies

explicitly communicated in a timely, adequate, and effective way; supportive supervision;

and moderate degrees of innovation. The site with the least adherence to the case
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management model of service reported low scores in leadership and task clarity, high

degrees of perceived control and pressure, low peer cohesion, little innovation, and little

communication.

Case Management Studies in Minnesota

The case management system in Minnesota has been previously evaluated in recent

years, both as a separate system and as part of the entire human services system. Two

of these studies were conducted by independent consulting firms.

In 1983, an evaluation examining many aspects of the service delivery system for

persons with mental retardation was sponsored by the Association of Residences for the

Retarded in Minnesota, the Department of Public Welfare, the Minnesota Association of

Rehabilitation Facilities, and the Minnesota Developmental Achievement Center

Association (Rosenau & Totten, 1983). Regarding case management, five overall

recommendations were made:

1.

2.

3.

4.

All case managers should have four primary functions: assessing clients’ needs,

locating and planning services to meet clients’ needs, linking and monitoring

services, and advocating for the clients and for mentally retarded citizens in

general.

Plans should lead toward an ideal of having a case manager client caseload of

1:25.

The state should initiate efforts to transfer central funding to case

management agencies at the county level.

The state should take the initiative in developing a management information

system that addresses the specific human needs of citizens with mental

retardation.



25

5. Case management should begin with the development of a written plan that

specifies ideal client goals and objectives, and specifies a reasonable time

framework for moving to the ideal.

The report also recommended the following:

1. A clearer statement

responsibilities.

was needed of the case manager’s monitoring

2. The State Department of Human Services should assign major responsibilities

for overseeing case management to the counties but should retain limited

oversight responsibilities.

3. Case managers should take a productive role in developing a greater number

and variety of alternative services and placements.

Also in 1983 under a contract with the Department of Human Services, the Health

Planning and Management Resources Inc. (1983) conducted a study of the case

management system in Minnesota. They interviewed individuals from state, county, and

public and private agencies regarding the current status of case management in their

systems, and developed an integrated case management model that could be used by

county social services and health agencies in working with disabled adults. This model

articulated the role of the case manager. In addition, recommendations were made to the

Department of Human Services regarding the development of case management, including

training and caseload standards.

The delivery of case management has also been examined by the Court Monitor for

the Welsch v. Le 1v“ne consent decree. The semi-annual report (1/84-6/84) of the Monitor

noted that case management is a crucial and pivotal component in the delivery of

services to persons with developmental disabilities. Problems identified were:

1. conceptualization of the role of case management and managers was restricted;
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2. few case managers are qualified or trained for the job; and

3. no commonly available professional training was available for case managers.

The report made

1. that a clear

the following recommendations:

official description of the job of case management and the role of

case manager be developed;

2. that a visible statewide training program be developed and be based on the

defined and agreed-upon role of the case manager provided by the Department

of Human Services; and

3. the practice of case management be monitored (audited) under the present

concept and rule.

In the following year (1985), the Welsch court monitor conducted a questionnaire

survey at the annual conference of the Minnesota Social Services Association. Although

responses were primarily from the metropolitan counties, case managers, vendors,

institutional staff, county personnel, staff of community programs, psychologists, and

special educators were included. The survey identified that in two-thirds of the cases,

providers chaired the team meetings for clients. Respondents identified major barriers to

effective case management as: (1) caseload size and ratios, (2) lack of adequate services,

programs or resources; and (3) training and lack of knowledge. Respondents identified

major steps that could be taken to overcome barriers to effective case management in

Minnesota in the following order of priority: (1) better qualified case. managers and

more training and sensitivity; (2) more direction and leadership from the state on the

system of service delivery; and (3) better ratios and more client contact. The monitor

concluded from the responses that the key issues for persons involved in case

management in Minnesota were reduced caseloads, more expertise in developmental
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disabilities through training, and that the state displayed a

mission and commitment, as well as bureaucratic confusion

lack of leadership, clarity of

and red tape.

Summarv

Studies of formal service coordination efforts for persons with developmental

disabilities seem to agree that case management systems have the potential for being

efficient and effective systems for services coordination. However, regardless of

geographic location, several common problems have been identified. Heavy client

caseloads were commonly cited as a major factor negatively influencing the effectiveness

of case managers. Additionally, inadequate training, ineffective leadership, and lack of

role clarification were listed as frequent barriers. Characteristics perceived as promoting

favorable outcomes were effective leadership, better training programs for case managers,

increased involvement of families, supportive supervision, increased client contact, and

small case manager-to-client ratios.
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CHAPTER THREE

METHODOLOGY

Advisory Committee

An Advisory Committee was formed at the beginning of the project to provide

suggestions and assistance in determining the target groups and in developing the survey

questionnaires. The Advisory Committee was composed of 14 members and 2 alternates,

one-half of whom were persons with developmental disabilities, their parents or

guardians. The members of this committee also represented organizations providing

services and advocacy for persons with developmental disabilities as well as county human

services agencies. A list of Advisory Committee members is contained in Appendix A.

Target Population

The project staff and the Advisory Committee selected nine target groups as

recipients of the survey questionnaire whose combined input could provide the

information necessary to respond to the research questions.

Under Minnesota Rule 185, county departments of human services are vested with

the primary responsibility for providing case management services to persons with

developmental disabilities. Therefore, the primary focus of this study was upon three

groups under the management of county human service agencies, namely:

● directors of county human service agencies

● county case manager supervisors

● county case managers

Provision of service coordination efforts to persons with developmental disabilities is

also provided by other agencies and groups. For this reason, the advisory committee

recommended that the study be expanded to include six other target groups:
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● consumers

● service providers

● school personnel

● rehabilitation counselors

● advocates

● public health nurses

This exploratory study of additional target groups was considered important to gain

the broadest possible perspective on local service coordination issues across different

services agencies.

A mailing list of Directors of County Human Service Agencies was obtained from

the Department of Human Services, Division for Persons with Developmental Disabilities.

No mailing list was available for county case managers and supervisors. Survey

questionnaires were mailed to the directors, and they distributed the appropriate

questionnaire to case managers and supervisors. All 81 county directors, 125 county

supervisors, and 291 county case managers in Minnesota received survey questionnaires.

A list of agencies and organizations that provide services for persons with

developmental disabilities was obtained from the office of the Governor’s Council on

Developmental Disabilities. All of the 310 service providers on the list received

questionnaires.

A mailing list for consumers was developed primarily from one source. The Court

Monitor for the Welsh Decree settlement allowed the project staff to draw a random

sample of names from the files of persons with developmental disabilities who had been

released from institutions. Questionnaires were mailed to 270 people from the Court

Monitor’s office. The Association for Retarded Citizens/Minnesota (ARC/MN) permitted

the project staff to include an article in their newsletter asking consumers and their

families to call the MUAP if they were willing to respond to a survey questionnaire.
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were completed from this source. Additional names of advocates

the Parent Advocacy Coalition for Educational Rights (PACER),

ARC/MN, and the Legal Advocacy Project for Persons with DeveIopmentaI Disabilities in

Minnesota. Sixty-six questionnaires were mailed to advocates whose names were on the

lists received.

The Department of Health provided a list of 75 public health nurses. Survey

questionnaires were mailed to all on the list. The Division of Rehabilitation Services

(DRS) provided a mailing list which included all of the rehabilitation counselors in

Minnesota who are employed by DRS. Survey questionnaires were mailed by DRS to all

148 counselors.

A mailing list for school personnel was purchased from the State Department of

Education

●

●

●

●

which included names of:

teachers of students with moderate and severe mental retardation,

teachers of children with autism,

teachers of children with multiple handicapping conditions, and

school social workers.

Questionnaires were mailed to 400 school personnel whose names were selected using a

random sampling procedure.

Instrumentation

Ouestionnaire DeveioDment

The MUAP staff developed a questionnaire for each target group including, in each,

a core set of questions which would allow comparisons of case management perceptions

among groups. Common questions included the topics of effectiveness, duplications, and

gaps in case management practices. Items on the questionnaires were designed to

produce information that would respond to the following questions:

(1) What are current case management practices in Minnesota?
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(2)

(3)

(4)

(5)

The

What factors are barriers to effective case management practices?

What, if any, gaps and duplications exist in current case management

practices?

What are the training needs of case managers?

In what areas can improvements be made to enable case managers to become

more effective?

questionnaires were presented to the Advisory Committee for review and

suggestions. After the recommended revisions were made, the forms were mailed to

Advisory Committee members for their review and approval before the field test.

9uest ionnaire Field Test

The MUAP project staff selected the pilot population and telephoned each person

selected to obtain cooperation in participating in the pilot study. Consent was obtained

and the questionnaires were mailed in January of 1987. The pilot population, consisting

of three to five persons from each target group, were asked to respond to each item and

note difficulties encountered in understanding items and in providing the information

requested. The questionnaire for rehabilitation counselors was piloted by a representative

group of 15 counselors who met in St. Paul, in December. Using input received from the

pilot population, the questionnaires were revised and sent to Advisory Committee members

for their final input which was incorporated into the final draft of the questionnaires.

Initial Mailing

All survey

Data Collection Procedures

questionnaires were mailed to the nine target groups during the first two

weeks of May. A cover letter (see Appendix B) was sent with final copies of all

questionnaires (see Appendix C). Because of the length of some of the questionnaires, an

incentive was offered to all who completed and returned the survey form. As the MUAP



32

staff received completed forms, coupons providing a $20.00 reduction in

fee for a September, 1987 case management conference were returned to

the registration

those who

completed the surveys. By the third week of June, approximately 34% of the target

population had returned questionnaires.

Mail Follow-UrI

During the third week of June, follow-up letters were sent to all populations except

consumers and school personnel. The agreement with the Court Monitor allowed a one-

time-only mailing for consumers. Since schools were closed for the summer, and teachers

and social workers were no longer at their school addresses, the follow-up letter was not

very effective, producing fewer than five additional responses from each of the seven

target groups.

Teleohone FoIIow-UD

A telephone follow-up was conducted during July. For each survey form, the

Advisory Committee and the MUAP project staff selected 10 to 15 items that would yield

important information. Four persons were trained as telephone interviewers and called

all county directors, supervisors, and case managers who had not responded. (Names of

case managers had previously been obtained from county agencies.) The telephone

interviewers gave each

completing the written

original written form.

person contacted the option of responding on the telephone or

form and mailing it to the MUAP. Most elected to complete the

Numbers and Rates of Res~onses

By the second week of August, 770 questionnaires had been returned; 1,771

questionnaires were disseminated in the original mailing, resulting in an overall return

rate of 43%. Response rates for different target groups, however, varied considerably.

These variations are due to a variety of factors including additional efforts to conduct

follow-up mailings and calIs. The response rates by group are shown below:
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County Directors

County Supervisors

Case Managers

Subtotal:

Service Providers

Rehabilitation
Counselors

Advocates

Public Health Nurses

Consumers

School Personnel

Subtotal:

Grand Total:

81

125

m

497

310

148

66

75

275

4!2(!!

1,274

1,771

Primary Sample

62 77%

66 52%

m u

334 Average: 63.3%

Secondary Sample

138 45%

67 45%

35 53%

31 41%

37 14%

m m

436 Average: 38.3%

770 43%

County case managers, supervisors, and directors were considered to be the three

most important groups from which to obtain information for this survey. Adequate

response rates were obtained from the case manager and county director groups, namely,

over a two-thirds majority.
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CHAPTER FOUR

RESULTS OF COUNTY HUMAN SERVICES SURVEY

The Case Management Survey was developedto assess nine different groups of

personnel/individuals having some responsibilities for case management or receiving case

management services. This chapter presents the results of the questions designed to

address information and opinions of those who have primary responsibility for case

management services in county human service agencies, namely: (1) Directors of County

Welfare and Human Service Agencies, (2) Case Manager Supervisors, and (3) Case

Managers. The data are illustrated on tables and relevant findings are described in the

narrative for each of the three groups of respondents employed by county human service

agencies.

Directors of County Welfare and Human Service Agencies

Sa ffimz Patte rns

The first part of the survey was directed to the number of personnel performing

case management functions in the county agency, and recommended ratios of supervisors

to case managers. Of the 60 respondents, representing 62 counties, 88% indicated that

there was no supervisor, a part-time supervisor, or one full-time case manager supervisor

for the agency. Table 1, Number of Case Manager Supervisors Working in County

Welfare and Human Services Agencies, illustrates the results. Typically, counties had one

or fewer case manager supervisors, with larger counties, as expected, employing the

larger number of supervisors.

Directors were asked to indicate the number of actual case managers, by figuring

full-time equivalents (FTE), working in the county agency. Over half of the counties

employed between one and two case managers, with four of the large counties employing

between 26 and 44 case managers. Table 2, Number of Case managers working in County



35

.
0-

Lm%oruoooo
● O. .*.*

.fumumb



36

I

l!!
06



37

Agencies as Reported by Agency Directors, reports the results. The average number of

case managers per county agency was 5.14, with a range of 1 to 44 FTE case managers.

The number of case management aides or paraprofessional

agency is illustrated in Table 3, Number of Case Aides Working

workers in each county

in a County Agency.

The most common responses (83% of respondents) indicated no use of case aides or one

aide in the agency.

Directors were asked their opinion regarding the optimal ratio of supervisors to

case managers. The range was a ratio of 1:00 to 1:20 supervisors to case managers. The

most common responses clustered between 1:6 and 1:8. Table 4, titled Director Opinion

of Optimal Ratio of Supervisors to Case Managers, shows the results.

Waltl
. .ng Lists

Directors were questioned about whether case management services have been

provided to all persons with developmental disabilities meeting the county’s criteria for

service. Eight of the 60 respondents (13.3%) failed to answer this question. Eighty-

three percent indicated that he/she felt case management services had been provided to

all, while 17% felt that all were not served by the established criteria.

All 60 directors responded to the question of whether the agency had a waiting list

for persons with developmental disabilities in need of case management service. The

majority (88%) indicated that no waiting list existed, while the remaining 12% said that

there was such a list.

For those who responded that there was a waiting list, the question was posed

whether those on such a list were provided interim services. Of the 12% who indicated

that the agency had a waiting list, 75% indicated that interim services were provided as

described, and 25% indicated that no services were given.
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Barriers

The next item was designed to identify possible barriers to the successful delivery

of case management services and to rate the severity of the barrier on a scale of one to

five. Table 5, Opinions Regarding Barriers to DeIivery of Case Management Services,

reports the results of all components of this item.

Of the sub-items which could be considered serious barriers (means of 3.5 or

above), the amount of paperwork required of the case manager was identified as a

definite drawback, with the client caseload size (too many), and number of required

meetings to attend ranking next highest in severity, respectively. The two considerations

felt to be Ieast likely a barrier were the degree to which the case manager must interact

with other agencies, and the level of the client’s disability.

The second part of the “barriers” section pertained to staffing as it related to the

delivery of case management services. Staff shortages, turnover, and lay-offs in

management staff were assessed in this section. Table 6, Opinions Regarding Barriers to

Delivery of Case Management Services: Staffing and Program Availability illustrates the

results. Fairly clear-cut results indicated that staff shortages were considered a serious

barrier, while staff turnover and lay-offs in management staff appeared not to be a

problem by the majority of respondents.

The third section of this item on barriers related to the availability of services also

shown on Table 6. Lack of program or other service options appeared to be one area

where the majority of directors agreed that this was a barrier with the next serious

barrier being lack of appropriate residential service.

The fourth section addressed funding issues. Table 7 identified two areas which

appeared to be problems as ranked by the majority of directors, namely insufficient funds

(71%) and restrictions in the use of funds (78%).



Tab(e 5

Qginions Regardim Barriers to Delivery of Case Hanewnent Servicea by Freau enw and Percentage

1 2 3 4 5
Never e SeMom,e Often a Almost AlMayaa
barrier barrier barrier always a barrier Standard Valid

(>50%) barrier g Deviation Caaes

General Considerations f% f% f% f% f%

Client’s level of
disability

Service Providera

Experience/expertiae
of case manager

Degree of family
involvement

Degree to which caae
manager uitl have to
interact with other
agencies

Travel time/diatance
to client residence

Ceae menageris current
client caseload size

Amomt of papmmrk
required of caae managers

Ntir of matings case
managers are required to
attend

Other: Please apecify

12

1

5

2

7

6

2

1

1

20

2

8

3

12

10

3

2

2

2948

37 62

39 65

30 50

40 67

23 39

8 14

35

9 15

15 25

21 35

15 25

28 47

10 17

24 41

18 31

14 23.7

25 42

4

1

.

3

5

16

18

14

7

2

5

8

27

30.5

24

.

1

1

15

23

10

.

2

.

2

25

38.9

17

2.18

2.37

2.22

2.43

2.15

2.53

3.58

4.0

3.39

.83

.55

.67

.56

.69

.s6

1.12

1.0

1.0

60

60

60

60

60

59

59

59

59

&t&: N = 60



Table 6

Ooinions Reaardi m Barriers to Del ivew of Case Manawment Services bv FreauencY and Perc enta9e: Staff ing and Progran Avai labi Ii ty
.

1 2 3 4 5
Never a Seldom a Often a Almost Aluaya a

Issue barrier barrier barrier aluaya a barrier standard Valid
(50%) bsrrier ~ Daviat ion Casea

Staffing Barrfers f% f% f% f% f%

Staff shortages

Staff turnover

Reduction in force of
management staff

Progrun Barriera

Lack of residential
progrmn options

Lack of day program
options

Lack of other prow?mI/
sarvica options

Difficult acceas for
program/servicea

35

7 12

34 65

f%

35

47

23

47

16 27

32 55

17 33

f%

19 32

26 44

19 32

30 52

15 25

13 22

12

f%

30 51

22 37

29 49

15 26

12

2

f

7

7

9

9

20 13

3-

% f

12 -

12 -

15 -

16 -

22 3.27

2.38

. 1.37

% H

2.70

2.54

2.76

2.5

1.23

.99

.53

Standard
Deviation

.75

.80

.75

.84

59

58

52

Valid
Casas

59

59

59

58



Tabte 7

C@inions Regarding Barriers to De(iver v of Caae Mane9ement Services bv Fraauencv and Percentage: Finding

1 2 3 4 5
Never a Seldus a Often a Almost Always a

f Ssue barrier barrier barrier aluays a barrier Standard Vel id
(50%) barrier ~ Deviation Cases

Funding Barriers ““ f% f% f% f% f%

Insufficient finds 24 11 24 13 29 9 20 10 22 3.31 1.20 45

Delays in recaiving
funds for client services 47 26 47 13 24 10 18 24 2.64 .99 55

Restrictions in use of
funds 12 11 20 25 45 13 24 59 3.18 .93 55
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The next section related to county administration concerns. An overwhelming

majority of directors felt that planning, coordination, and reorganization within the

agency were not barriers. Table 8, Opinions Regarding Barriers to Delivery of Case

Management Services: County Administration, describes the results.

For most of the items listed under interagency administration, the majority of

directors felt that potential problems listed were seldom barriers to service (see Table 9).

These were: lack of routine planning, difficulty in communication, confidentiality issues,

lack of information about other agency resources, inappropriate referrals, duplication of

services, multiple individual plans for a single client, clients “falling into the cracks”

between agencies, lack of clear understanding of which agency is responsible for case

management, and coordination problems with multiple case managers. The only item that

was fairly evenly split regarding director opinion was the concern over multiple individual

plans for a single client.

Coo~era tive Work Between Agencies

This section addresses the level of cooperative work which exists between agencies

and a projection of what “should” exist (the ideal) between agencies in the opinion of

the director. Tables 10-14, Degree of Cooperative Work Between County Agency and

specific agencies or organizations, follows. Sixty-seven percent of the directors felt that

there was “moderate” to “much” cooperative work between their agency and the

Department of Human Services with 98% indicating that there should be more cooperation

between their agency and the Department of Human Services. The least cooperative

work appears to exist between the county welfare and human service agency and the

university, and the county agency and community associations. Other low-ranked targets

of cooperative work were (from the least upward): the Area Vocational Technical

Institute (AVTI), community associations, volunteer organizations, and the criminal justice



Table 8

Oniniona Regarding Berriers to Delivery of Case Menemuent Services bv FreauencY and Percentage: Comtv Administration

1 2 3 4 5
Never a Seldom a Often a Almost Always a
barrier barrier berriar always a barrier Standard Valid

(50%) barriar m Daviat ion Cases

Barriers f% f% f% f% f%

Lack of routine planning
and coordination nithin
mm agency 12 21 3664 59 35 . . 1.98 .73 56

Coordination between
program tmits 14 25 28 68 4?”-- “ 1.82 .54 56

Internet reorganization 20 36 33 60 24--- - 1.67 .55 55
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Table 10

m Wr of cowerative Uork Betueen Comty end State Demwtment. School Diatricts. ad Local Rehabilitation Servicea

Group: Exiating: Uhat Shwld Be:

State Department code

None 1

slight 2

Moderate 3

Much 4

School Districts

None 1

slight 2

Moderate 3

Much 4

Local Rehabilitation Services

None 1

Slight 2

Wierate 3

Much 4

f%

12

16 31

28 54

7 13

00

14 26

30 57

9 17

24

la 35

26 50

6 11

M so Vc f% ~ so Vc

2.79 .70 52 00 3.7 .51 50

12

13 26

3672

2.91 .66 53 00 3.67 .55 51

24

13 25

36 71

2.69 .73 52 12 3.52 .65 50

12

19 38

29 58

~: N = 60
f = frequency. ~ =mean. SD = standard deviation. VC = valid caaes.



Table 11

Oe ree f C rat W rk Between A enc ad~ ntal Achievement Center (DAC

Exiating: I/hat Should Be:

Group:

Mental Health

None

S(ight

Moderate

Huch

Criminal Justice

None

Slight

Moderate

Much

1

2

3

4

1

2

3

4

f

2

10

29

12

4

24

20

4

Devabpo!entat Achievement Center (DAC)

None 1

Slight 2 6

Moderate 3 11

Much 4 36

%

4

19

55

23

8

46

38

8

11

21

68

H BD Vc f

2.% .76 53 1

1

16

32

11

22

16

2

7

42

x ~ BD Vc

2 3.58 .64 50

2

32

64

22

45

33

4

14

82
*
CO

Note: N 860. f = frequency. ~. mean. SD = standard deviation. VC = va~id cases.



Table 12

Degreeof Coooerative Work Betueen Cot#W A!aenw and Residential Providera. Sheltered Uorkshom. and Voluntary Advocacy Agenciea

Group: Existing: Uhat Should Be:

Residential Code
Providera

Nme

Slight

Hoderata

Uwh

Sheltered Uorkshope

None

Slight

Moderate

Much

f

1

2

3

4

1

2

3

4

Vo[uWary Advocacy Agencies

None 1

Slight 2

Moderate 3

Much 4

x

.

2

29

22

1

9

28

15

9

25

11

6

~

3.38

4

55

42

2

17

53

28

18

49

22

12

SD w f

.56 53

13

38

3

17

31

3

9

21

15

% ~ SD Vc

3.75 .44 51

.

25

75

6

33

61

6

19

44

31

gQQ: N . @). f = frequency. ~ =mean. SD = standard deviation. VC = valid cases



Table 13

Deweeof Comeratha Uork Bet ueen Cotmty Aaenw and ccsmunitv AssOciatione and Social Sewrfty

Group: Exiating: Wat Should Be:

Commmity Association Code f % ~ so Vc f % ~ so Vc

None 1 12 23 2.08 .79 52 5 10 2.71 .91 49

Sti$lt 2 26 50 14 29

Moderate 3 12 23 20 41

Much 4 2 4 10 20

Social Sacurity

None 1 4 8 2.71 .85 52 2 4 3.18 .86 49

Slight 2 16 31 8 16

)loderate 3 23 44 18 37

Much 4 9 17 21 43

Note: N.&

f = frequency
~ = mean

so = standard deviation
VC = valid cases

u-i
o
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Table 14

P-m of Cmra tive Uork Betueen Cwt v Aaenw and Univerai tv end Area Vocational Technical Inatitutea (AVT1~

Group: Exist ing: Uhat Should Be:

University code f % ~ SD Vc f x ~ SD Vc

None 1 26 53 1.67 .85 49 9 19 2.44 .98 46

slight 2 15 31 15 33

Ikxierate 3 6 12 15 33

Much 4 2 4 7 15

AVTI

None 1 22 44

slight 2 16 32

Moderate 3 10 20

Much 4, 2 4

1.84 .89 50 10 21 2.56 1.09 48

13 27

13 27

12 25

~: N=60
f = frequency
~=man

so = at~rd devieti~

Vc = valid cases
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system. With all other agencies, the majority showed a current emphasis on “moderate”

to ‘much” cooperative work with the county welfare and human services agency. As

expected, those agencies administered by or funded through the State Department of

Human Services showed high levels of cooperative work, such as the county human

service agencies (67%), the developmental achievement centers (89%), and the mental

health centers (77%). Critical placement options for persons with developmental

disabilities also ranked high: residential service providers (96%), sheltered workshops

(81%), school districts (74%) and the DACS mentioned above.

Cooperation with social security and local rehabilitation personnel ranked 61%

(moderate to much) which might reflect the percentage of clients eligible for this

service.

Of those agencies which were ranked lower on the scale in terms of cooperative

relationships, criminal justice (46%) referrals and joint efforts may not have been an

issue for most directors.

Residential providers were indicated as the group where both the highest level of

cooperative work exists, as well as the target for cooperation at the highest (100%) level

under ‘what should be” (see Table 12). Directors as a group indicated that the degree of

cooperation from existing levels could be improved with all agencies listed.

Effectiveness of Case Ma ~emen nt bv Function

Directors were asked to respond to a set of questions designed to determine the

efficacy of case management in their agency by each of the common duties or functions

of a case manager.

The majority felt that intake, assessment, coordination, and advocacy functions were

effectively accomplished. Table 15, Effectiveness of Case Management Service Delivery

by Function, illustrates the results. Planning, preparing the individual habilitation plan

(IHP), recordkeeping, support, linking and brokering, follow-up, discharge, counseling, and



Table 15

Effectiveness of Case Manawment Service De ( iverv bv Fmct i an

Not S[ ightty )Wlerately Very Standard
Effective Effective Effective Effective Effective ~ Daviation

Function

Intake

Assessment

Plenning

Coordinstim

Development of IHP

Recordkeeping

Support

Linking and Brokering

Monitoring/Follou-up

Discharge

Advocacy

Counseling

Dverall Effectiveness

f

1

2

2

z

.

1

1

%

2

3

3

3

.

f%

12

23

47

58

8 13

13 22

47

7 12

9 15

10 17

35

7 12

23

f%

7 12

18 30

19 32

16 27

16 27

22 37

25 42

16 27

27 45

21 35

12 20

18 31

24 41

f%

34 57

2948

26 43

32 53

27 45

18 30

24 40

31 52

21 35

24 40

31 53

26 44

30 51

f%

17 28

11 18

9 15

7 12

7 12

58

7 12

6 10

35

47

13 22

7 12

35

4.08

3.82

3.60

3.68

3.48

3.18

3.57

3.60

3.30

3.33

3.92

3.53

3.58

.78

.77

.%

.79

.98

.98

.79

.83

.79

.90

.79

.92

.65

~: N = 60
Vc = 60
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overall effectiveness of case management in the agency were considered less effective,

ranging from lows of 38% and 40% reporting these areas as effective (recordkeeping and

monitoring/follow-up) to 58% reporting “effective” to “very effective” in planning.

An open-ended question regarding gaps in service was asked. A wide range of

responses was gained with system problems appearing to be most common.

With 78% of the directors responding to a question which asked about areas of

duplication of services in the case management system, the most common response (24%)

was that there was no duplication in service.

The number of times per year that case managers in the agency are evaluated was

asked of the directors with 82% responding. The most common answer was that

evaluation was conducted annually with 75% of the valid cases responding.

The criteria and performance standards used for evaluation of case managers varied,

but the most common responses were: (I) use of a job description and merit forms and

(2) measuring against individual goals, objectives. and performance indicators.

When asked if the case management system in the county was evaluated for

effectiveness, 43% of the 54 valid cases indicated ‘yes,” while 57% said that no county

evaluation was conducted.

To determine when staff turnover appeared to be a problem in delivering case

management services, directors were asked if the 1986 calendar year’s turnover rate was

high enough to be a barrier. Of the 58 valid cases, 90% indicated that turnover was not

a problem.

When asked what other agencies or professionals perform case management services

in the county of the director, 59 of the 60 directors responded, with the bulk of

responses (42.4%) indicating that no other agency provided this service.

The last question on the survey asked if the State of Minnesota should apply for

Medical Assistance Funding for case management under the Consolidated Omnibus Budget

Reconciliation Act. Of the 60 directors, 58 responded with 95% indicating “yes” that the

State should apply.
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Case manager supervisors

Case Manager Supervisors

Educ ation and Backfiroun~

working in county welfare and human service agencies

were asked to identify their educational background in terms of their academic major and

their degree. Forty-four of the 59 supervisors responded to this question, with over half

reporting a social work major, eight of them reporting a psychology major, and nine

supervisors reporting a sociology major. Reporting on their highest educational degree,

supervisors responded; 56%, reported that their highest degree was a baccalaureate

degree, and 44% reported a master’s degree as their highest educational degree.

Supervisors were asked whether they had been county case managers before they

became case manager supervisors. Table 16 illustrates the results. Of the 58 respondents

72% indicated that they had been county case managers before becoming case manager

supervisors.

Supervisors were asked whether they had taken any college courses which provided

training in case management. Of the 37 supervisors responding to this question, most

(91.8%) indicated that they had had no courses before becoming employed as case

manager supervisors. Of the 59 supervisors, 61% responded to the question of college

courses providing training in case management after employment as a case manager

supervisor; most (86%) indicated that they had had no college training in case

management after their employment as case manager supervisors. Supervisors were then

asked about specific college courses they had taken in the field of developmental

disabilities, both before and after their employment as case manager supervisors (see

Table 17). Of the 36 supervisors who responded to this question, 22 or 61%, indicated

that they had had no college courses in the field of developmental disabilities before

they became a case manager supervisor. Over one third of the reporting supervisors

(38.7%) indicated that they had had at least one course in developmental disabilities

before they became a case manager supervisor. Thirty-three of the 34 supervisors who
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responded indicated that they had no courses in developmental disabilities since becoming

a case manager supervisor.

Case manager supervisors were then asked about inservice training experiences, both

in case management and mental retardation (see Table 18). Of the 31 supervisors who

responded to this question, 16% (five) indicated that they had had no inservice training

in case management or mental retardation, while 84% (26) indicated that they had

inservice training experiences in these areas. The number of inservice training

experiences of each supervisor ranged from a low of O to a high of 14, with the average

number of inservice experiences being three. The majority of these inservice training

sessions were taken by supervisors between the years of 1981 and 1987.

~taffing Patternq

Case manager supervisors were asked how many years they had been in that

position and in what settings. Case manager supervisors reported having spent from one

month to 27.5 years in the case manager supervisor position, with the average being over

six years. Table 19 shows the results. Of the 55 case manager supervisors responding to

this question, all reported working in a county setting.

In response to the question concerning number of case manager supervisors working

in the agency, 54 of the 59 supervisors (67%) indicated that their agency had one

supervisor. The other 18 supervisors reported a range between two and seven case

manager supervisors working in their agency. Table 20, Agency Case Manager

Supervisors: Current and Recommended Staffing Patterns, describes the results.

Supervisors were then asked how many case manager supervisors they thought there

should be. Responses ranged from zero to 14, with an average about two case manager

supervisors in the agency.

When asked a question about the average number of case managers assigned to the

supervisor, they responded with a range from one to 16, with the mean being about 5.5

case managers to a supervisor. Table 21 shows the results.



Table 18

N@Ier of Inservice Trainlrm Exrmr{encee inCese Management and Ye.Sr Attended fo r Case Maneganents warvis~
,,, ,.

Courses Taken < 1%9 f

o 26
1 1

Courses Taken > 1979-80

Coursea Taken > 1981

0
1
2
3
4
5
6
7
8
9

10
11
12
13
14

23
1
2
0
1

6
6
6
7
2
1
2
2
1
0
0
0
0
0
1

% Vc w

% 27 32
4

85 27 32
4
7
0
4

21 29 30
21
24
3
7
3
7
7
3
0
0
0
0
0
1

Nwber of Ccurses

o
1
2
3

4
5
6
7
8
9

10
11

12
13
14

f

5
5
8
2

4
2
2
1
1
0
0
0

0
0
1

% Vc Mc

16 31 28
16
26

6

13
6
6
1
1
0
0
0

0
0
3
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Table 20

fiwncY CaseMena9er Stmervisors: Current and Recmmanded Staff i ng Patter~

Uhat Exists: Uhet is Recomnandad:

Nunber of Case Ntmbar of Caae
ManegerSupvisors f x ~.. S.D. Manager. Supervisors f % ~ S.D.

1 36 67 1.87 1.52 0 1 1.9 2.17 2.36
2 5 9 1 28 52.8
3 4 7 2 13 24.5
4 6 11 3 3 5.7
5 1 2 4 4 7.5
7 2 4 6 2 3.8

10 1 1.9
14 1 1.9

IJQQ N = 59
Vatid cases = 54 VaLidcasee = 53
Miasing cases = 5 Miaaing cases = 6
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Supervisors were asked if they also carried a client caseload in addition to

supervisory duties. All supervisors responded, with 17% reporting that they did carry a

client caseload and 83% that they did not. Of those supervisors indicating that they

carried a caseload, 15 supervisors reported a typical caseload ranged from one to 95 with

a mean of over 37 clients. Table 22 shows the results. Over half of the respondents

had caseloads of 1 to 15 clients. The exceptionally wide range is shown in the high

variance.

Extent of Service Provided

Supervisors were also asked whether or not case management services were provided

to all persons with mental retardation or other related conditions which met their

agency’s criteria for service. Of the 59 supervisors responding to the survey, 57

answered this question, with 84% responding ‘yes’ and 16% responding “no.” When asked

whether their agency had a waiting list for person with mental retardation or other

related conditions who were in need of case management services, all 59 supervisors

answered this question, with 12% reporting that they did have a waiting list and 88%

reporting that they did not have such a waiting list. A follow-up question to those who

responding affirmatively asked whether or not those persons on the waiting list were

presently provided with interim services outside of the case management system. Ten

supervisors responded to this question, though only seven had stated that they had a

waiting list. Seven of those responding said that they did have interim services for

persons on a waiting list and three reported that they did not provide interim services.

Barrier~

Supervisors were asked to respond to a list of factors which were suggested as

possible barriers to the successful delivery of case management services using a Likert

scale from 1 (low) to 5 (high). Table 23 provides a more detailed look at the ratings of

the possible factors which might affect the delivery of case management services. The

factor which received the highest mean score, and likely the most frequent barrier to the
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delivery of case management services was the amount of paperwork required of case

managers, with the mean of 4.2. Next on the list in terms of most likely to be a barrier

was case managers’ current caseload size with a mean of 3.69. Number of meetings case

managers are required to attend was next with a mean of 3.41. Those factors considered

by case manager supervisors least likely (seldom-never) to be barriers to effective case

management were: interaction with other agencies (78%), client level of disability (75%),

lack of case manager experience (74%), service providers (67%), and lack of family

involvement (62%).

Supervisors were also given a choice of three staffing factors which might

contribute to decreased efficiency in case management activities, and the one found to be

most likely a barrier was that of staff shortages, with a mean of 3.39 ranked in “often

to “almost always” categories (see Table 24). Under availability of programs, the lack of

day program options received the highest mean score at 2.95 (“often a barrier”). In

considering funding barriers, the factor of insufficient funds ranked highest (see Table

25). Restrictions in the use of funds also received a relatively high score with a mean

of 3.52. County administration did not include any factors which received a mean higher

than 2.18 (see Table 25). Inter-agency administration likewise did not have many

variables which scored highly, its highest mean score being that of multiple individual

plans for a single client with a mean of 2.37 (see Table 26).

When supervisors were asked if their case management turnover rate was high

enough to be considered a barrier to effective case management services, 93% of the 56

respondents felt that this was a barrier. When asked what could be done to reduce

those case management turnovers, 72% of the 43 respondents indicated that less

paperwork would be of help, while 13.9%mentioned that lowering the staff-to-caseload

ratio to 1 to 55 or 1 to 60 would make a positive difference.
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Table 25

~inions Rsmardirn Barriera to Deliverv of Caaa Mans!msnentServicea bv Fr eauency and Percenta~e: Funding and County Acbniniatratiom

1 2 3 4 5
Navar a Sal&m a Often a Abnoat aluaya Always a Standard Vat id
barrier bsrriar barrier a bsrriar barrier ~ Deviation Caaes

(50)%

lasue: f% f% f% f% f%

FmdimI

Insufficient fmda 24 11 20 12 21 14 25 17 30 3.39 1.22

Delays in receiving

finis for client sarvices 5 9 24 43 15 27 6 11 6 11 2.71 1.12

Restrictions in usa of
fulds 14 25 36 65 59-- . . 1.s4 .57

56

56

55

Countv Administration

Lack of routine
planning and
coordination within
own agency 8 14 33 59 13 23 12 12 2.18 .5 56

Coordination between
progrsm unita 9 16 26 64 11 20 - - . . 2.04 .6 56

Internal
reorganization 14 25 25 65 59.- . . 1.s4 .57 55

~. N = 59
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Cooperative Work Bet e%ween A~enci

Next, supervisors were asked to indicate the degree of cooperative work between

their agencies and those of other agencies in their area using a four-point Likert scale

rating from one (l), meaning no cooperative work to four (4), meaning much cooperative

work. Supervisors were asked to rate what currently exists, and then indicate what they

think should ideally exist. Table 27 provides specific ratings in these categories as

indicated by the supervisors. The supervisors reported the most cooperative work

between their agencies and the Developmental Achievement Centers (DACS), residential

providers and sheltered workshops. Supervisors indicated that they would like to see

much more cooperation between their agencies and almost all of the other agencies.

Effectiveness of Case Ma aze t bv Functn men ion

Supervisors were provided with a list of twelve case management functions which

were derived from Rule 185. They were asked to rate the effectiveness of case

management service delivery provided by their agency for each of these service functions

using a Likert scaIe of one to five, with one (1) being “not effective” and five (5) being

“very effective.” Table 28 provides a detailed breakdown of these ratings. The average

ratings for each of the twelve functions ranged from a low of 3.26 for recordkeeping

a high of 4.26 for intake services. The supervisors’ ratings of overall effectiveness

produced a mean of 3.91 with a range of ratings from two to five. Over half of the

to

supervisors rated the case management services as 4.0, or effective. Intake, assessment,

and advocacy were rated the most effective of the functions provided by the case

management system. Recordkeeping and monitoring were among the lowest ranked,

though still considered by the majority to be at least moderatively effective.

Gam a d DUDn lications

Supervisors were asked what gaps they see in their case management system for

people with mental retardation or other related conditions with 50 responding. The gap .

most frequently named in the case management system was a caseload size being too
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large (cited-23 times), followed closely by lack of available services, (cited 20 times).

Funding problems were identified as causing gaps by 10 of the respondents. Supervisors

were then asked what duplication they saw in their case management system. The most

common responses were the amount of paperwork (cited nine times), and the individual

service plans (ISP) and individual habilitation plans (IHP) duplicating information (eight

responses).

Evaluation

In response to a question of how often they evaluate their case managers,

supervisors’ replies ranged from ‘annually,” (69%), to once weekly, which was reported by

one supervisor. Table 29 describes the results. Supervisors were asked what criteria and

performance standards were used for this evaluation. The most common responses were

individual goals and objectives for performance indicators, job descriptions and merit

forms, and/or the outline of Rule 185. Table 30 describes the results. Supervisors could

respond to more than one item. Evaluation of supervisors was addressed by asking who

evaluates each case manager supervisor. The majority of the responding supervisors

indicated that they were evaluated by their agency director. Table 31 illustrates the

results.

Training Needs

Lastly, supervisors were asked about their own training needs. A list was provided

with a range of topics which they were asked to check if any of these would fulfill a

current need for training. Table 32 list the individual training needs and the number of

times they were cited by supervisors. The most commonly cited training need for

supervisors was learning how to monitor the quality of service to individual clients. The

next most frequently checked items were: (a) assisting clients and families to become

their own service coordinators and (b) learning methods for negotiating with clients and

service providers when the client disagrees with individual service plan components.
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Table 30

Criteria and Performance Sta ndards Ueed in Fvalueting Case Hanegers bv Fr~ v and Percantaga

Standards Frequency Percentage

Job description and Merit form 9
.—

15

Out 1ins - Rule 185 8 13

Case Record Service 7 12

Evaiuetion forms for all uorkers 3 5

ongoing supervisory comnents 1 2

Individual goals and objectiva performance indicators 9 15

Division of Hunen Servicas - 569 14arit 6 10

Other 19 32

~. N = 59
Valid Cases = 56



Table 31

Evacuators of case manager Sunsrvisors by Frewenw and Percentage

Evaluator Frequency Percentage

Section Sqervisor 6 10

Agency Oirector 36 63

Social Services Division Director 4 7

Associate Director 1 2

Progreml!anager 9 16

Board and Director 1 2

~. N = 59
Valid cases = 57



Table 32

Training Neada Identified bv Caae Hane9ement Supsrvisors

Area Frquency Percentage

Information on history, normalization, veluea 7 12

HobI to identify client’s personal goal, preferences, strengths, and needs 22 37

Methods for creative problem solving 24 41

Legal rights end protections of clients 22 37

Hou to assiat clienta and fcunilies in becoming their on service coordinetora 27 46

Hou to releta to ati itork with other agencies 10 17

methods to essist end refer clients in crises 12 20

Data use to determine client eligibility 9 15

Identifying pertinent client information 11 18

Uaing client information to developan Individual Service Plan 17 29

Brokering 17 29

Methods to facilitate the team consensus process 22 37

Hou to participate in the Individual Program Plan 10 17

Hethods of procuring information retated to service options 20 32

Methods for negotiating with clienta and service providera uhan the client
disagrees uith individual plan components 27 46

Hou to participate in periodic client reviews 3 5

Hou to monitor qualityof service to individue( clients 40 68

General information of developmental diaabilitiea 12 20

~. N = 59
Valid cases = 57



78

Case managers

management survey.

Case Managers

in county agencies throughout the state responded to the case

Completed surveys numbered 195.

Education and Training

When asked about the academic major of the case managers, 41% indicated a social

work background, and 14%, a sociology major. Table 33 describes the results. The

majority of responses to the highest educational degree attained by case managers was a

bachelor’s degree (85.1% of 195 respondents), with a master’s degree held by 11.3%. One

case manager had no degree and the remaining had a variety of other backgrounds.

The greatest percentage (80%) of the case managers responding to the survey

indicated they had no formal coursework in case management. Table 34 describes the

results. Of those who had taken formal courscwork, a range of one to four courses had

been taken by eight of the case managers prior to 1969. One to eight courses had been

taken between 1970 and 1980 by 9.2% of the respondents, and one to four courses were

taken between 1981 to the present by 5.4% of the case managers. A similar question was

asked regarding coursework in developmental disabilities and 55% reported taking no

courses, only 23% taking one or two courses in the area (see Table 35 for complete

results).

Regarding inservice training, case

they had previously taken and the year

managers were asked to list topics of sessions

when these were offered. Inservice experiences

in case management and developmental disabilities ranged from no sessions to 50. Of the

164 respondents, 88% received most of their inservice training between 1981 and 1987,

12% between 1970 and 1980, and a single respondent had inservice training on these

topics prior to 1969. The mean number of inservice sessions for the 1981-1987 group

(164 respondents) was 5.5.



Table 33

Education 1 Backmxmci of Casa Manaqers tw Acsdsmic MaJor

Educational Majors Frequency of Response Percentage of Response

Social Uork 74 41

Saciology 25 14

Psychology 17 9

Eciucation 10 6

“Crimina( Justice 1 1

Othar 16 8

No Response 37 21

~: N = 195
Valid Casas = 180
Missing Cases = 15



Table 34

Nunbar of College Courses Taken in Case Management and Year Attended for Case Mana9era

Number of Courses f % ~ S.D. Vc UC Courses Taken 1%9 f % ~ S.D. Vc Kc

o 148 80 .44 1.17 185 10 0 175 96 .08 .43 183 12

1 18 10 1 5 3

2 9 5 2 1 .5

3 4 2 3 1 .5

4 3 2 4 1 .5

6 1 .5 Courses Taken
1970 “ 1980

7 1 .5

8 1 .5
0

1

2

3

7

8

Couraea Teken
1981 - ff

o

1

~: N = 195 2

3

4

166 90.7 .22 .93 183 12

6 3.3

7 3.8

2 1.1

1 .5

1 .5

173 94.6 .09 .45 W 12

6 3.3

2 1.1
co

1 .5 0

1 .5
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Case managers were asked the length of time they had served as a case manager

and the type of setting in which they had worked. Results are noted on Table 36. The

range was from less than one year to 34 years with an average of over six years

experience. Ninety-five percent of the 186 respondents worked in county agencies. A

few indicated they had worked in more than one agency.

Another question addressed years of experience in working with persons with mental

retardation and other related conditions. The range of responses was from less than one

year to 31 years with a mean of over five years. Of the 195 respondents, an

overwhelming majority (93%) served persons with developmental disabilities in county

agencies.

When asked if the case manager was a qualified mental retardation professional

(QMRP), as stipulated in the Medicaid ICF/MR regulations, 73% of the 185 respondents

indicated that they were so qualified, 21.6% said that they were not, and 4.9% did not

know.

The question of current professional licensure or certification produced a finding

that over 85% held no licensure (see Table 37).

In identifying the job titles of 188 respondents, it was found that 97% were called

social workers or case mangers, while 2% were case management aides.

Client Pom Iation

The next section addressed the number of clients served with developmental

disabilities by age group. Generally, the case managers served adults more frequently

than school-aged children and youth. Table 38 describes the results.

In an effort to illustrate case managers’ actual caseloads of clients with and

without developmental disabilities, a detailed breakdown of numbers of clients per case

manager is listed on Table 39. The data indicated that the average caseload of clients

with and without developmental disabilities is slightly over 68 persons, more than twice



Table 36

~en@h of Time EnmloYed aa Caae Manager

Nmber of Years frequency of Response Percentage of Response 1 So. Vc

o 12 7 6.75 6.95 177

1-5 86 48

6- 10 46 25

11 - 20 24 14

21 - 34 9 6

~: N= 195



Table 37

Current Prof easional Licenaure or Certification of Case Mane9er Persotmel

Licensure/Certif ication Type Frequency of Response Percentage of Respanse Vc Mc

None 146 a6 170 25

Social Uorker 15 9

Taaching 3 2

Rehabilitation 1 1

Other 5 “3

~: N = 195
03
-P



Table 38

)hmber of Ciients uith Devel ocinental Disabilities s Served by Case Managers Accordin g.to Age Group

Age: Birth to 5 years
NLsIber of Clients Frequency of Case Percentage of Response ~ S.D. Vc Mc

Manager Response

o

1-5

6- 10

11 - >

0

1-5

6 “ 10

11 “ 15

15 “ >

0

1 - 20

21 “ 40

41 - 60

60”>

1 - 20

21 - 40

41 - 60

61 - 90

93

68

19

8

27

72

51

24

16

8

23

44

75

42

17

34

73

68

6.94 7.83 190 5

49 2.48 4.05 188 7

37

10

4

Age: 6 - 21 yeers

14

38

27

14

7

Age: Adults

4.2

12

22.9

39.1

21.8

Totals

9

18

38

35

45.58 26.33 192 3

55.01 25.44 192 3

Note: N = 195
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Table 39 (Continued)

Nmber of Ntnber of Nun&r of Ntir of Nm’ber of Ntir of
DD Ctients Non-DD Clients Total DD Clients Non-DD Clients Total DD Clients Non-DD Clients Total

58
58
58
58
53
59
59
58
57
60
60
60
70
50
44
75
76
69
51
56
37
75
66
40
79
66
80
80
61
72
14
40
68
66
56

0
0
0
0
5
0
0
1
2
0
0
0
5

25
31

1
0
7

25
20
40
3

12
39
0

14
0
0

20
10
70
45
17
20
30

58
58
58
58
58
59
59
59
59
60
60
60
75
75
75
76
76
76
76
76
77
78
78
79
79
80
80
80
81
82
84
85
85
86
86

63
58
35
50
65
65
65
65
40
66
66
65
76
78
61
44
61
93
82
41
82
36

100
75

100
15
98

103
110
108
90
70
94
75

0
5

30
15
0
0
0
0

25
0
0
2

10
10
28
45
50
0

11
55
14
61
0

25
2

89
7
2
0
4

25
40
24
45

63
63
65
65
65
65
65
65
65
66
66
67
86
88
89
89
91
93
93
96
%
97

100
100
102
104
105
105
110
112
115
110
118
120

70
70
70
70
71
71
72
68
68
65
72
74
75

142
12
50
44
9

188
196
60

&

o
0
0
0
0
0
0
5
5
8
1
0
0
0

140
103
120
171

1
0

140
~

TOTALS

10,614 2,463

70
70
70
70
71
71
72
73
73
73
73
74
75

142
152
153
164
180
189
1%
200
&i

13,077

~ = 68.11

~: N = 192 case msnagers

* Part-time person

02
-4



the recommended ratio of

caseloads of 1:30 or less.

Of the sample of 192

88

1:30. Only eight case managers of the 192 respondents had

case managers, it was found that 4.4 percent of their client

population with developmental disabilities served were children from birth to five years;

12.5 percent were between the ages of 6 and 21 years; and 83% of their clients were

adults.

A follow-up question asked the total number of persons with mental retardation or

other related conditions (which for purposes of this study will be referred to as

“developmental disabilities”) who were assigned an IQ score below 35 points. Table 40

illustrates the results. The range was none (0) to 110 clients. Results were fairly

evenly distributed with the majority of responses falling in the 11 to 20 clients grouping.

When asked about their client population who may be diagnosed in the profoundly

retarded range and also have behavior problems, the majority (67%) dealt with one to ten

clients for whom this diagnosis might be characteristic. Table 41 describes the results.

Of the client population with IQ scores above 35 who also have significant behavior

problems, results were similar to the previous item, namely, that the majority of case

managers have one to ten clients for whom these characteristics apply (see Table 42).

Case managers were asked their preference if they could choose the makeup of

their caseload. Of the 186 responding, 56% indicated they would prefer that 100% of

their caseload of clients be those with mental retardation and other related conditions.

Others, (40%), indicated that they would like a combination of clients with such

handicaps and others who were not so handicapped. The least number (six case

managers) indicated they had no preference (3%).

When asked how many clients with developmental disabilities were dropped from the

case manager’s caseload in 1986 because services were no longer needed, the majority
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Table 41

client s Served uith Develomnental Disabilities with la Scores Below 35 HavirmBehaviorProblems

Fr-yof Case
Nmber of Clients .Mansger Response Percwtage of Respwse !! S.D. Vc Kc

o 15 8 7.73 7.15 183 12

1- 5 69 38

6 - 10 54 29

11 - 15 27 15

16 - 20 9 5

21 - 42 9 5

~: N ❑ 195
VC= valid cases

MC = missing cases

,.



w

Table 42

Q.ienta uith IQ Scores 35 or Above uith Severe Behavior Problem+

Frequency of Case
Nunbar of Clienta Manager Response -Percentage of Rasponsa H S.D. Vc MC

o 10 6 8.78 7.04 179 16

1-5 59 33

6- 10 58 32

11 . 15 29 17

16 - 20 13 9

21 - 50 10 3
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indicated that only a small number or none were discharged. Table 43 illustrates the

results.

Assessing how long a case manager worked with a given client, the next question

divided length of time in periods of year(s) (see Table 44). The highest mean of the

year ranges was slightly over 26 clients served for a period of one to five years. At the

lower end of the continuum, those who had

average of nearly nine clients for that time

The amount of case aide time devoted

served clients for over ten years served an

period.

to assisting the case manager was determined

according to full-time equivalents (F.T.E.) from none to one full-time individual. Table

45 illustrates the results. The majority (60%) of case managers had no case management

aide assisting them, while 25% received from 1% to 25% time of case management aide

time.

Case managers were asked how many clients they had in their caseload who did not

have developmental disabilities (see Table 46). A significant percentage (45%) indicated

that their caseload was composed totally of individuals with developmental disabilities.

However, there was a wide range of responses; one individual indicated that he/she

serves 181 clients in addition to those clients with disabilities.

The next section

management services.

the results. A variety

on a one to five point

Barriers

of the survey dealt with potential barriers to the delivery of case

Each section will be discussed separately and Tables 47-50 describe

of problems was listed and the case manager was asked to grade,

scale, whether an item was “never a barrier” (1) to “always a

barrier” (5). The most significant barrier reported was the amount of paperwork required

of case managers, and the least reported problem was the client’s level of disability (see

Table 47). The current client caseload size and number of required meetings were also

noted as relatively serious barriers.



Table 43

Clients With Develounen tal Disabilities Removed From Caseloads In 1986 Uhen Services Were No Langer Needecj

Frequency of Case
Ntir of Ciients Manager Responses Percentage of Responses ~ S.D. Vc Uc

o 103 58 1.1 1.66 177 18

1-2 44 25

3-4 19 11

5-6 9 5

7-8 2 1



Tab(e 44

Clients With Develmanental Disebi(ities Currently Served BY Length Of Time Served

Frequency of Case
Ntir of Clients neneger Response Percentage of Response ~ S.D. Vc Mc

Less than 1 year

o 31 18 10.0 16.45 176 19

1 - 10 111 63

11 - 20 14 9

21 -93 20 10

1 - 5 years

o 27 15

1 - 40 101 56.2

41 - 80 49 27.1

81 - 110 3 1.7

5 - 10 years

o 84 51

1 - 20 57 34.5

21 - 40 15 9.1

41 - 80 8 4.8

81 - 153 1 .6

> 10 years

o 107 66.9

1 - 20 24 15

21 . 40 19 11.9

26.18 24.94 180 15

9.1 17.59 165 30

8.91 17.57 160 35

41 . 60 9 5.6

61 - 125 1 .6

!K!SQ: N = 195



Table 45

Anwtt of Casa Aide lima Provi dad to Case Hana9er to Assist uith Clients Having Develocmen tal Disabilities

Porticm of F.T.E. Frequency of Case Percentage of Responses ~ S.D. Vc UC
Case Aide Meneger Raqmnses

o 109 59.6 15.94 60.67 183 12

.01 . .25 45 24.6

.26- .50 23 12.6

.51 - 1.00 4 2.2

1.1 - 2.5 1 .5

2.6- 7.5 1 .5

~: N = 195
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Table 47

Win iona Re9ardi m Barriera to DaLivery of Case Manacmnent Services bv Fr eauency and Percentaaa

1 2 3 4 5
Never a Seldom a Often a Almost Al~aya a
barrier barrier barrier always a barrier

(750%) barrier Standard Valid

Barriers

Client’s lavel of disability

Service providera

Lack of training information

Lack of family involvement

Degree to hich case rnsneger
will hava to interact uith
othar agencies

Trave( time/iliatance to
client residence

Case manager’s current
client caseload size

Amxmtof peperuorkrequired
of casa alenagera

N-r of meetings case
managers are reqtired to
attend

f%

47 24

42

10 5

63

21

53

32

. .

42

f%

114 59

115 60

113 58

129 67

63 32

95 49

27 14

11 6

65 34

f%

30 16

64 33

54 28

50 26

97 50

63 33

47 24

38 19

76 39

f%

11

10 5

13 7

84

27 14

22 11

30 20

68 35

32 16

f%

11

. .

42

. .

53

74

78 40

78 40

17 9

~

1.94

2.42

2.42

2.31

2.85

2.64

3.83

4.09

2.96

Deviation Caaes

.68 193

.62 193

.78 194

.60 193

.77 194

.86 192

1.15 193

.90 195

.97 194

w
-J

~: N = 195
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The next part of the survey addressed staffing concerns. Reduction in force or

lay-offs of case management staff was considered least likely to be a barrier, while staff

shortages appeared to be most commonly seen as a barrier (see Table 48).

The section of the survey dealing with availability of programs (also illustrated on

Table 48) found that lack of residential program options was the most serious barrier,

14% of respondents rating from “often” to “always.” Though apparently excluding

residential options, the least problem was gaining access to programs and services.

Under funding issues, insufficient funds was ranked “often” to “always” a barrier by

73% of the case manager respondents; closely following this was restriction in the use of

funds (68%) (see Table 49). Delays in receiving funds did not appear to a barrier for at

least half of the respondents.

County administration issues such as routine planning, coordination between units

and internal reorganization did not appear to pose any serious barriers to provision of

case management services (also shown on Table 49).

The section of the survey regarding interagency administration failed to identify any

serious barriers to case management services, though approximately 51% indicated that

there were clients who “fell between the cracks” in the delivery of services (see Table

50). The one item appearing to be the least problem was inappropriate referrals. From

the data it would appear that referring agencies are aware of guidelines for referral and

thus, refer appropriate candidates for services.

Client Orientations

Case managers were questioned about their methods of orienting clients and their

families to the case management system (see Table 51). It was found that the majority

of the case managers orient the client and his/her family to case management services

and explain the process. A smaller percentage (39% and 44%, respectively) inform them



Table 48

minions Rec#ardin9 Barriers to DeliverY of Case Ilanewnent Services bv FreauencY and Percentage: Staff ingand Proaran Availability

1 2 3 4 5
Never a Saldom a Often a Almost Always a

lasue: barrier barrier barrier aluays a barrier
C>50%) barrier

Staff ins

Staff ahortagea

Staff turnover

Reduction in force
management staff

Program Availability

Lack of residential program
options

Lack of day progrem options

Lack of other progr&n/
servica options

Difficult access for
program/aervicea

f% f% f% f% f% ~

74 44 23 44 23 33 17 67 34 3.56

32 17 108 56 35 18 15 8 21 2.2

of
107 58 56 30 10 5 42 74 1.63

32 48 25 7338 49 25 21 11 3.19

21 57 30 87 45 32 17 15 8 3.0

. . 55 28 w 51 24 12 16 8 3.0

53 82 43 64$34 26 14 13 7 2.8

Standard Valid
Oeviation Casea

1.27 195

.85 192

.97 184

.98 194

.90 193

.86 194

.95 192



Table 49

f!9inions~ Barri s to Delivery of Case Manemnent Servi Fr Percentage: Ftiingsnd inistret ion

1 2 3 4 5
Never a Seldom a Of tan a Almost Always a

1esue: berri er barrier barrier always a barrier
(>50%) barrier

-. . . .. . . .

Funding

Insufficient fmde

Delaya in receiving
for client services

Restrictims in use

fd

of flmde

County Adninistratim

Lack of routine planning
and coordination uithin
one agency

Coordination between
progremt.mits

Internal reorganization

f

4

8

3

15

23

27

% f% f% f% f% ~

2 46 25 67 36 48 26 20 11 3.18

4 84 46 46 25 34 19 10 5 2.75

2 56 30 62 33 42 23 23 12 3.14

8 87 47 49 26 19 10 15 8 2.63

12 106 57 38 21 10 5 84 2.32

15 103 56 35 19 12 7 74 2.29

stenaera
Deviation

1.0

.99

1.0

1.04

.92

.93

valid
Caaes

185

182

186 .

185

t85’

184
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Table 51

Hethcdof O neC tt serient i lien o Ca !lanemment Servicea and Proceas

Fw-w Percentage
Uethod Yes No Yes No Valid Cases Missing Cases

Orient c[ient/fMitiee
to case msnegarnant
services 151 35 81 19 186 9

Explein cese ntenege-
msnt process 124 59 68 32 183 12

Inform regarding
opportmity to request
another case msneger
ifdissetisfied

contact them prior
to service plen
revieu meeting

71 113 39 61

80 98 44 54

184

180

11

15
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of the opportunity to gain a new case manager if dissatisfied or to contact them before

the review meeting.

Case managers were asked how important they feel it is for the client to participate

in the individual service plan (ISP) meeting. Of the 181 respondents, 82% considered this

participation very important. Of the remainder, 17% indicated that it was somewhat

important and 1% felt that it was not important to include the client.

When asked how often consensus is reached at the end of the service plan reviews

in which the case manager participates, 72% indicated that consensus was always reached,

while 27% indicated that it was sometimes reached.

Case Ma agn er Re5D0nsibilitie~

A list of responsibility statements was presented to the case managers (see Table

52). They were asked whether these were current responsibilities and if these

responsibilities should be undertaken by the case manager. Significantly high percentages

were characteristic of all five responsibility statements under “current” and what “should

be” the case manager’s responsibility. The highest percentage fell under “ensuring that

the service plan review meeting is held.”

Two questions were asked regarding the clients and their parents or guardians

taking an active role in procuring, adapting, and arranging the services identified in

individual service plan. The first question addressed the client/family’s level of

knowledge about the subject, and the second addressed the level of involvement in

procuring services. Table 53 shows that the majority of responses (87%) fell between

the

“sometimes” (3) and “always” (5), while the smallest percentage (13%) indicated that they

were “seldom” or “never” aware of their rights in taking an active role in gaining

services. Table 54 showed that 58% of the clients or their guardians “sometimes” to

“always” taken an active role in gaining services. What the data showed are that clients,

parents, and guardians may have the information about their rights to be their own case



Table 52

~$ aibi lities of Case Uanaaers Serv Per ona uith Deve tat Disabi litie

Current Case Henager Responsibility: Should Be Case Manager Responsibility:
Frequency Percentage Frequency Percentage

Responsibility Statement

Ensure that the service
p(an revieu meeting is
heid

Ensure that plen update
is jointly developed

Ensure that client’s
vlewa ara heard snd
integrated into plan

Advocate for client
when he/she disagrees
with teem

Urite the plan
docxmant and distribute
it to client and teem
menbers

res No Yes No Vc Mc Yes No Yas Ho Vc UC

188 0

162 21

175 8

164 17

100 0

89 11

%4

91 9

188 7 158 5

183 12 140 25

183 12 156 8

188 7 133 25

97 3

85 15

163 32

165 30

955

84 16

164 31

165 30

152 29 84 16 181 14 133 32 81 19 158 37

~: N = 195



Table 53

~[ienta/Parents/Guardiansi Leve( of Kndeda e on Rote in Service Planni MI: Thet Thev May Arratme Servicea in ISP

Probe Frequency of Case Manegar Response Percentage of Reaponse ~ S.D. Vc Mc

Never 8 1 3.6 .90 188 7

Seldom 22 12

Solnetimes 56 30

usually 81 42

Aluaye 28 15



Table 55

?r=edures EnmloYed bv Case Nanaaers to Manitor Pro9ress of the Servic e Plan

Frequency Percentage
Proce&re Yes No Yea No Vc Mc

Visit client at service
aitee whi [e aervicea are
being provided 176 16 92 8 192 3

Revieu service providersO
recordaardraports 165 28 85 15 193 2

Nold periodic client
interviews 157 33 83 17 19U 5

Nold periodic fanily
interviews 121 68 6436 189 6

Nold amual revieumeetfng 189 5 97 3 194 1

Revise indiviti( service
and habilitation plana as

181 11 %6 192 3

~: N = 195



Table 56

Procedures EmloYed bv Case 14ane9ers I/hen Service iaUnsveileble t oClient

Frquency Percentage Va[id Cases Missing Cases
Procedure Yes No Yes No

Write the need into the
individua( service plan
(lSP)

Postpone writing need
into 15P until services
are avai~able

Recomnend appropriate
alternatives

Set date to revieu
alternative service needa

Aasign sOmeona to
develop naedad services

Notify proper authorities
of gap in services

Wait until afnual revieu
meeting

Schedule a revie~ meeting

182 11

12 176

180 9

121 67

117 64

162 28

44 140

124’ 60

946

6 94

955

6436

65 35

85 15

24 76

67 33

193

188

189

188

181

190

184

184

2

7

6

7

14

5

11

11

~: N = 195
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Table 58

Case Hana9aisent Functions Performed W Cese Mans9ers and Estimated Monthly Percentage of Time Sgent Per Function

Frequency Percentage Renge of Estimated Percentage M of Percentage S*D. of time Valid Cases
of TiIiIaPerFuWtion of Tima Per Function Per Function

Function Performed Yes No

Intake 110 72

Assessment 176 5

Planning 179 1

Coordination 179 2

Develop IHP 140 38

Racordksepfns 177 3

Sqmrt 175 4

Linking and
Brokering 156 14

Monitoring/
FO11OWUP 166 3

Diacherge 142 24

Advocacy 161 8

Yes No

60 40

97 3

W1

WI

79 21

982

982

92 8

98 2

86 14

955

955

Vc

182

181

180

181

m

180

179

170

169

166

169

167

0- 10

0 - 30

0 - 50

0 - 50

0 - 30

0 - 65

0 . 35

0 - 25

0 “ 25

0 “ 10

0 - 20

0 -30

2.36 2.5 176

7.72 4.85 183

12.74 7.95 181

14.33 9.24 182

18.32 6.64 178

17.62 11.61 182

7.6 6.08 182

7.09 5.62 181

9.08 5.24 180

2.43 1.8 169

4.88 3.42 181

5.4 3.92 181C0maelin9 158 9

~: N = 195
Vc = Vatid Cases



TabLe 54

~~ rvice Plefmi

Probe Frequency of Case Manager Response Percentage of Reaponse K S.D. Vc Mc

Never 8 4 2.7 .81 188 7

Seklain 71 38

Sometimea 80 43

usual ly 27 ’14

Alwaya 2 1

~: N= 195
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manager, but they may not exercise this right or feel they do not have the skills or time

to do SO.

Six options were given the case managers regarding the procedures they use to

monitor the progress of the service plan (see Table 55). The procedure with the highest

percentage (97%) was holding an annual review. The lowest ranked, but still with a

majority of the case managers responding in the affirmative, was hoIding periodic family

interviews.

When asked what procedures are used when the service is not available to the

client, the two highest ranked choices were: (a) recommending appropriate alternatives,

and (b) writing the need into the ISP (see Table 56). Postponing writing the need into

the ISP or waiting until the annual meeting were rejected by most case managers as

options that were not viable, knowing that the client’s best interest would not be met by

using such “wait and see” procedures.

The percentage of time spent on case management showed a wide range of

responses from 5% to 100% of the time (see Table 57). However, 73% of the responses

fell within the range of 71- 100% of the total time the case manager spent on the job.

The next section listed case management functions (see Table 58). Case managers

were asked if they typically performed these functions, and if “yes,” what percentage of

their time was devoted monthly to each. The majority (60%) responded that all of these

functions were typical of their duties with intake being the least time-consuming (60%).

This may be due to the assignment of intake responsibilities to a specific person in the

agency. The highest mean percentage of time was devoted to developing the IHP

(18.32%) and secondly to recordkeeping (17.62% per month), and the lowest percentages of

time were devoted to intake and discharge responsibilities.
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~ffectivene~

Twelve case management functions were listed with each item rated by overall

effectiveness of the case management delivery system (see Table 59). Case managers

rated these on a five-point scale. Those functions ranking the most effective were

support and advocacy functions, while the one ranking lowest was development of the

IHP. All other functions were rated in the moderately effective to effective range,

indicating a fairly high level of satisfaction with the system.

Trainimz Needq

In response to an item which listed potential training need topics, the case

managers marked the following as most necessary: (a) methods for negotiating with

clients and service providers when there is a disagreement, (b) methods for creative

problem-solving and for thinking innovatively, (c) how to develop an individual

habilitation plan, (d) methods for procuring accurate information related to service

options, and (e) how to assist clients in becoming their own case manager. The item

least frequently marked was information on history, normalization and values. The

number of respondents ranged from 29 to 108 depending upon the item.

Gaps in service and duplication in service items had a low response and, generally,

those who responded repeated information covered in other parts of the survey.

Summary

Education and Training

The majority of case managers and case manager supervisors had taken no college

courses in case management. In the field of developmental disabilities, 61% of the

supervisors and 55% of the case managers had no coursework in the area. Inservice

experience in case management and developmental disabilities showed more favorable

results with 84% of the supervisors and 88% of the case managers having received



Table 59

effectiveness of Case Manamnent Service Del iverv bv FwIct ioq

1 2 3 4 5
Not slightly Moderately Very
Effective Effective Effective Effactive Effective

(>50%) Standard Valid
Function f% f% f% f% f% ~ Deviation Cases

intake

Assessment

Ptanning

Coordination

Development of IHP

Recordkeeping

Sqport

Linking and Brokering

Monitoring/Follou-Up

Discharge

Advocacy

Comseling

Overall Effectiveness

12 7

42

42

42

15 9

74

11

53

21

53

11

32

1 ‘1

13 8

11 6

11 6

11 6

34 20

37 20

10 5

18 10

29 16

23 13

84

12 7

63

47 29

62 33

6334

6334

69 40

6434

45 24

71 39

69 37

55 30

51 28

56 30

61 34

67 41

89 4a

85 46

85 46

46 27

56 30

98 52

64 35

70 38

n 40

8446

88 48

97 54

23 14 3.47

20 11 3.59

23 12 3.60

23 12 3.60

74 2.98

23 12 3.27

34 18 3.82

26 14 3.48

16 9 3.37

26 14 3.51

40 22 3.84

25 14 3.65

14 8 3.63

1.07 162

.84 186

.86 186

.86 186

.99 171

1.04 187

.81 188

.95 184

.89 186

.98 1s2

.83 184

.86 184

.75 180

~: N = 195
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training in these areas. For the majority of case managers, these inservice sessions were

taken between 1981 and 1987.

StaffinQ Patterns

Of the director respondents, 88% reported that there were no (0) case manager

supervisors to one full-time supervisor in the county human services agency. Over half

of the Minnesota counties reported one to two case managers per agency with larger

counties reporting up to 44 case managers. Supervisors reported an average of over five

case managers assigned to each supervisor with a range of 1 to 16 case managers per

supervisor. Of the responding supervisors, 17%carried a caseload in addition to their

supervisory duties. The mean number of clients for these supervisors was 37.

One of the most significant findings of the study was that the average caseload of

a case manager was over 68 clients with and without developmental disabilities, a ratio

over twice that recommended for effective case management.

Regarding the use of case management aides in the counties, 83% of the directors

indicated that either no case aide or only one was employed by the agency. The

majority of case managers reported having no service from a case management aide and

those who did, commanded only a small portion of the case management aide’s time.

Barriers to Effective Case Manageme n~

Interestingly, directors, case manager supervisors, and case managers reported the

most serious barriers to effective case management were the amount of paperwork

required, the heavy caseloads, and the number of meetings required.

The majority of directors, supervisors, and case managers reported that staff

shortages were a serious hindrance to effective case management.

Directors and supervisors identified lack of program or service options as a serious

barrier, while case managers reported lack of residential services for clients in need as a

problem.
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Insufficient funds was noted as a serious barrier by directors, supervisors, and case

managers, with supervisors also reporting restriction on the use of funds as a deterrent

to effective case management.

Interagency administration and county administration failed to highlight any

problems among the three responding groups which indicate the coordination and planning

among county agencies and with the state agency appears to be healthy.

Levels of cooperation were highest among agencies/groups with whom the

Department of Human Services contracts

which the least cooperation was reported

e.g. universities, colleges, and AVTIS.

or refers, such as the DACS. Agencies with

appeared to be institutions of higher learning,

Effectiveness of Case Mana~eme nt bv Function

According to the directors, the most effectively accomplished functions were intake,

assessment, coordination, and advocacy. Supervisors rated all functions relatively high

with intake being the highest. Case managers felt support and advocacy functions the

highest in effectiveness.

The area considered least effective was recordkeeping as noted by both supervisors

and case managers.

A concern pointed up by questions to the case managers on client orientation was

the need to advise clients of their rights and to encourage them to take an active role

in the procuring and adapting of needed services.

Trainimz Needs

The most commonly reported training needs related to

service providers, assisting clients to become their own case

the ISP.

negotiating with clients and

managers, and developing

A critical question asked only of the directors was whether the State of Minnesota

should apply for Medical Assistance Funding for case management under the Consolidated
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Omnibus Budget Reconciliation Act. An overwhelming majority (95%) recommended that

the State should apply for these funds.
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CHAPTER FIVE

SURVEY RESULTS OF SERVICE PROVIDING AGENCIES,

ADVOCATES AND CONSUMERS

This chapter presents results of the survey of six important target groups concerned

with the coordination of services to persons with developmental disabilities. Two groups,

consumers and advocates, are highly concerned about the functioning of case

management, securing services for themselves or providing assistance to others in gaining

coordination services. The other target groups, service providers, school personnel,

rehabilitation counselors, and public health nurses, often perform case management roles

as part of their employment responsibilities within particular service agencies or more

specialized service delivery systems.

consumer~

Consumers of case management services for persons with developmental disabilities

were asked to respond to the survey. The survey was completed either by the client or

a family member. Of the 36 responding, 94% indicated that they currently have a case

manager assigned to them. The age range of the consumer or actual client was 4 years

to 65 years with only 12% being school age (birth to 21 years). The mean age for the

31 respondents was 35.16 years and the standard deviation of 13.0 reflected the wide and

fairly even distribution of ages.

When asked about the current residence of the consumer, 11% of the respondents

indicated that they lived at home with their family. Those who lived in a group home

with more than eight other people were the majority group with 71%. Those living in

group homes with eight or fewer people were 14% and another 3% indicated that they

had other living arrangements.

Table 60 illustrates a multi-itemed question regarding whether the consumer or

other family member had ever been diagnosed as having one of several disabilities. The



Table 60

C sunar or FtMni1 M s Previ~y as Havi a evel t Disabi [ i

FreqWncy of Reaponaa Percentage of Responsa

Dlsabi lity Yes No Yea No Valid Caaea Misaing Cases

Mental Retardation 34 2 94 6 36 0

Cerebral Palsy 9 27 25 ?5 36 0

Epilepsy 7 29 19 81 36 0

Autism o 35 0 100 35 1

Other 14 9 61 39 23 13
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most common

assortment of

disability named was mental retardation. The next highest was an

other named disabilities. No individuals reported autism in either the

consumer or a family member.

The next section asked consumers to rate categories of case management services

given to them according to how valuable or helpful these were (see Table 61). The

continuum moved from “not helpful” (l), to “very helpful” (5), with a zero (0) coding for

services which the consumer did not receive. The highest ranked case management

service categories were advocacy and recordkeeping and the lowest ranked was

counseling. Most other items were ranked in the “helpful” category indicating a level of

satisfaction with the services ren”dered.

Consumers and/or family members were asked if the case manager prepared them for

the staffing. Of the 36 cases, 33 responded with 58% indicating that the case manager

did prepare them for the staffings and 42% indicating that they did not have prior

preparation.

When asked how much time the case manager spends per month with the consumer

or his/her family on the average, consumers or their family members responded in a

range from no time (0) to 4.5 hours monthly. Of those who responded 54% received 18

minutes or less time from their case manager per month. The valid cases numbered 17

of the 36 possible with a mean of 1.12 and a standard deviation of 1.49.

In an effort to determine the length of time consumers had been receiving case

management services, consumers or their families were asked the number of years they

had been receiving services (see Table 62). With the exception of one new consumer, the

range was 1 to 40 years. Over 53% of the consumer respondents were served for seven

years or less.

The number of case managers who have worked

family brought the following response: 69% have had

with the consumer and his/her

one to three case managers (of 26
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th of Tinm Consuners Have Received Case Mensgement Servic~

N@er of Yeara Frequency of Response Percentage of Response ~ S.D. V.c. M.c.

o - 10 15 53.5 13.07 11.4 28 8

11 -20 5 17.9

21 -30 7 25.0

31 -40 1 3.6

M: N=36
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valid cases), while 35% have had four to fifteen case managers. One individual had not

yet been assigned a case manager (4%). The mean was 3.27 case managers, somewhat

inflated due to the fact that some individuals were served over a 30 to 40-year period.

The bulk of responses fell into the one to two case manager category. The standard

deviation was 3.28.

A follow-up question sought to determine whether the change in case manager

affected the consumer, his/her family and the services received. Table 63 illustrates the

results. For 77% of the consumers, the change either did not affect services or it

improved them. The remaining 23% indicated that change caused delay or disruption in

services. (Written-in responses for “other” included negative changes and thus are

included in the 23%).

When asked if family members or the consumer had received any training in working

with the case management system, 20% of the 35 respondents said “yes,” while 80%

indicated that they had no such training. A follow-up question for those who responded

that they did have training asked where the training was received. Results indicated

that 43% took formal college courses, 33% gained information from inservice or

workshops, 20% gained information from an advocate, and 57% from the case manager.

Valid cases for this branch item ranged from five to seven consumers. Respondents

could choose more than one response category.

Asked if the consumer and/or his/her family would like to receive training in

working with the case management system, 24% indicated “yes,” while the majority (76%)

said, “no.” A follow-up question to those who responded affirmatively asked if they

would like to attend a workshop on how to work with the case management system. All

of the six respondents indicated that they would like to do so. A smaller number (3)

indicated that they would like an advocate to assist them in working with the case

management system.



Table 63

~fact of Chenge in Case Nena9er on Servic es Received bv Coneunere ad Thair Fsssiliq

Result of Change Frequency of Responsa Percentage of Responsa ~ S.D.

Change in csse menagera
has not affected service 11 42.4 2.15 1.12

Change in caae msnegers
caused delay/disruption
of services and plarming 3

Change in caae manager
iwroved services 9

Other 3

11.5

34.6

11.5

~: N.36

Valid Cases =26
Missing Cases = 10
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The most common responses to the question of what the consumer sees as gaps in

service are the following: (a) case managers not getting to know their clients and their

needs, (b) heavy caseloads, and (c) lack of knowledge of available resources and

application of the regulations. Less than half (14) of the consumers responded to this

open-ended question.

The next section of the survey addressed whether the consumer had to wait for

particular services or a change in services. Of 27 respondents, 30% indicated that they

waited for an individual service plan to be developed, while the majority (70%) had no

such complaint. When asked if they had to wait for a service to be provided, a similar

response was gained: 33% indicated that they did have to wait for the service (30 valid

cases), while the majority (67%) had no such wait. When asked if they waited for a

needed change in service, 39% indicated that they waited, while 61% had no significant

waiting period of 28 valid cases. The valid cases of those who were required to wait

was two to four respondents.

Consumers and their families were asked if they believed they could be their own

case manager. Of the 33 respondents, 39% indicated that they felt they could, while 61%

did not feel it was their role. When asked if they currently acted as their own case

manager, 15% of the 34 respondents said “yes,” while the majority (85%) said that they

do not serve in this capacity. In a similar vein, the survey asked if the consumer or a

family member acts as an advocate for services. Of the 33 respondents, 52% said “yes,”

and 48% said ‘no.”

Consumers and their families were asked if they had ever been requested to

evaluate case management services. The majority (94%) of the 33 respondents indicated

that they had never been asked to do so.

The next section asked if helpful case management services had been received by

the consumer during specific age periods. Table 64 illustrates the results. The greatest



Table 64

Caae Management Servicea Received bv Conauners Per Time S!nm

Time Span FreCIWICY of Res~a Percentage of Reaponae Vat id Caaee llisaing Caaes
N.A. Yes No N.A. Yas No

Birth - 7 yeera 10 13 8 32 42 26 31 5

7 - 21 years

21 - 25 yeara

35 . 65 yeara

65 and older

Entering ad
axiting achool
setting

Entering and
exiting residential
aetting

8 21 3 25

7 22 1 23.3

9 12 2 39

10 2- 83

6 13 1 30

3 18 1 13.6

66 9 32 4

73.3 3.3 30 6

52 9 23 13

17 - 12 24

65 5 20 16

81.8 4.6 22 14

goJg: N.A. = Not Applicable
N=36



126

percentage of respondents indicated that case management services were received during

the 21 to 25 year age level, with the school age group

Significant percentages were also noted when persons

entered or exited school or residential programs.

(7-21 years) following next.

with developmental disabilities

The last section of the survey addressed rating the case management services which

had been received by the consumer. Table 65 illustrates the results. The majority (75%)

indicated that they were satisfied with services rendered, ranking those from “good” to

“excellent.”

Summarv

Generalizations on this section of the study are based on a small number of

responding consumers (36) and many may not apply to the total population of persons

with developmental disabilities.

Some of the major consumer concerns were: (a) case managers not knowing client

needs, (b) heavy caseloads, and (c) lack of knowledge regarding available resources.

There was also an interest on the part of consumers and their families for additional

training in working with the case management system.

On a scale from one (1) to five (5), consumers felt that case management functions

were adequately performed (3). Approximately half of the respondents reported an

average of 18 minutes or less time per month received in case management services.

Over 94% of the consumer respondents have never been asked to evaluate case

management services.
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Service Providers

Providers of residential, day program, support, and other services for persons with

developmental disabilities were asked to complete the case management survey and 131

individuals responded (see Table 66). In order to determine the type of service provided

by respondents, alistof four options was presented and service providers were askedto

check those which applied. Some programs offered more than one type of service; for

example, a day program might also provide support service to the client and hjs/her

family. Thus the percentage total exceeds 100%. Results indicated that over 50% of the

respondents worked in day programs and 47% served clients in residential programs.

Service providers were asked to indicate the number of clients with developmental

disabilities they served during the 1986 calendar year. Table 67 illustrates the results.

The mean was over 63 clients per year with an exceptionally wide range of 1 to 950

clients. The heaviest cluster of responses fell between 5 and 57 clients (67%).

Training

When asked what type of training the service providers had taken by topical area,

the majority had taken both formal coursework (88%) and inservice training (93%) in the

area of developmental disabilities (see Table 68). The area where the least training took

place was in brokering and negotiating services. Since respondents were direct service

providers, the need for such training may not be felt to be critical for their daily tasks.

PlanninE and Service Deliverv

Service providers were asked what the average time lapse is between the writing of

the Individual Service Plan (ISP) and the initiation of services (see Table 69). The range

was no lapse, i.e., immediate initiation of service, in 42% of the service providers’

experiences to 210 days, an exceptionally long wait for service. The majority (62%)

indicated that services were provided within a ten day period. However, 22% of the

respondents indicated that a 21 to 50-day lapse in time was also common.



~ of Service Provided by Service Provider Residents

Type of Service Frequency Percentage Valid Caaea

Residential 62 47.3 131

Day Progrmn 69 52.7

Sqport 15 11.5

~: N = 131
Subjects could check more then one type of service.



Table 67

Clients with Devehmanto{ Disabilities Served bv Servica Providers Durin91986

Ntmbsr of Clienta Freqency Parentage Mean Standard Daviation

o - 20 43 33.6 63.37 113.7

21 . 40 32 25.0

41 “ 60 10 7.8

61 . 80 17 13.3

81 . 100 7 5.5

101 - 200 16 12.6

201 - 950 3 2.2

~: N = 131

Valid Cssea = 128



Table 68

TYPS of rreining Takenbv Service Providers bv Tooical ArM

Forpel Coursewwk Ineervice/Uorkshopa

Topicai Area f%f% f%f%

Yes No Yes No

Case Management 69 61 45 39 85 75 29 25

Developmente( Disabilities 10D 08 14 12 1D6 93 8 7

Brokaring/Nagotiating Services 24 21 9D 79 39 34 75 66

Deve@xnant of Indivi&el P(ens/
Programs 62 54 52 46 98 86 16 14

~: N x 114
Valid Cases = 114
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The average time lapse between the writing of the Individual Habilitation Plan (IHP)

and the initiation of service was asked (see Table 70). The range, not as wide as

responses to the previous question, was no time lapse (37%) to 90 days (2%). The mean

was approximately 12 days.

When asked if the service providers were involved in the writing of the IHP, 70%

the 124 respondents indicated “yes,” while the remaining 30% said that they were not

of

involved. The follow-up question for those responding “no,” asked if they would like to

be involved. Of the 39 respondents, 46% indicated that they would like to be involved

and 54% indicated that they preferred not to be.

Numbers of Case Maria~er and Countv Contactq

The number of case managers with whom the service providers dealt in the 1986

calendar year yielded a range of O to 46 case managers (see Table 71). Of the 109

respondents, 74% had contact with 1 to 15 case managers, while another 6% dealt with as

many as 36 to 46 case managers annually.

A similar question asked the number of counties with which service providers

typically dealt in 1986 (see Table 72). The range was from one to 24 counties. The

majority dealt with 1 to 10 counties in Minnesota. The average number of counties was

six.

FO11OW-UDProcedures

Service providers were presented with four choices of procedures they might follow

if a client’s needs were not being met (see Table 73). Respondents could choose more

than one option. Clearly, the procedure of choice was contacting the case manager

immediately (100% of the respondents), followed by calling for an interdisciplinary

meeting and notifying the client or guardian. The least popular option (30%) was waiting

for an interdisciplinary meeting to be called.
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T&4e 71

Nmber of Case Managers uith WhomService Providera Uorkad Duritm 19S6

Nurber of Case Managers Frequency perc~tage Haan Standard Deviation

o- 5

6 . 10

11 “ 15

16- 20

21 - 25

26 “ 30

31 - 35

36- 40

41 - 46

41

24

16

11

5

6

1

4

1

38 11.56 9.98

22

14

10

5

5

1

5

1

~: N= 131
Valid Cases = 109
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Table ?3

Procedures EmDlOwd bv Service Providers Uhan Client Needs Are urmle~

Procedures (more than one can be checked) Frequency Percentage

Notify case msnagar imnadiately 114 100

Call for interdisciplinary teem meeting S8 ?7

Uait for interdisciplinary team meeting 34 30

Notify client/guardian 86 73

~: N = 131
Valid Cases = 114
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P~q

When asked how much time is spent monthly on paperwork for each client with

developmental disabilities, the range was 12 minutes to 15 hours (see Table 74). The

average amount of time dedicated to paperwork was slightly more than three hours per

client.

A similar question addressed the amount of time per client spent in meetings

monthly. The range was none to ten hours each month (see Table 75). Of the 101

respondents 63% spend an hour or less in meetings per client. The mean was slightly

over one and one-half hours per month.

Evaluation

When asked if evaluation of case management services is ever performed, 116

responded. Of the group, 66% indicated that such evaluation did not take place, while

33% indicated that it did.

A follow-up question addressed the frequency with which case management services

were evaluated. Of the 37 respondents, 43% indicated that this was done annually, 22%

indicated that it was accomplished semi-annually, 16% said quarterly, 8% said monthly,

and 11% indicated other periods of time for evaluation.

A listing of case management functions identified in Rule 185 for case managers was

presented to the service providers with a five-point rating scale. Table 76 describes the

results. Respondents were asked to indicate the effectiveness of county case managers in

carrying out these functions. The highest rated function was intake with a 3.3 mean,

indicating a moderately effective rating. The lowest ratings were accrued in the areas of

recordkeeping and developing the IHP with a mean of 2.3 or “slightly effective.”

Generally, scores were low with service providers indicating some level of disenchantment

with the system.
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Average Time“In Hours Soent Monthly1n Matin9s Ra9ardin9 Each Client

Average Time (in hours) Frequency Percentage Mean Standard Deviation

o - 1.0 64 63 1.59 1.74

1.1 - 2.0 17 17

2.1 - 3.0 11 11

3.1 - 4.0 2 2

4.1 - 5.0 3 3

5.1 . 6.0 1 1

6.1 - 10.0 3 3

~: N = 131
Valid Cases = 101
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When asked what other functions case management could provide to support the

provision of services, a wide range of responses was gained. A significant number

indicated that services should be more client-centered with focus on advocacy, while

others felt that the case managers should not be given other duties since their caseloads

were already too heavy.

The question of whether sufficient information is provided by the case managers to

arrange appropriate services for the client showed that in the majority of cases (72%)

such information is usually provided. The remaining 123 respondents indicated that

seldom (28%) was the information provided and in 1% of the cases, never provided.

s~y

In summary, service providers were generally unhappy with the accomplishment of

case management functions, but usually gained appropriate placement information from

them regarding the client with developmental disabilities.

In regard to training, the majority of service providers had taken coursework and

inservice in the area of developmental disabilities. The average number of counties with

whom service providers dealt was six and the average number of case managers was 11.

Typically, service providers contacted the case manager when service needs of the client

were not being met. The majority of service providers indicated that they were not

invited to evaluate county case management services.
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School Personnel

School personnel who serve as case managers were asked to complete the survey

and 143 responded statewide.

Education and Back~round

Regarding educational background, 55% of the 126 valid cases indicated that they

held a bachelor’s degree; 44% held a master’s degree; one pewent held a specialist

certificate; and another one percent held a degree in a related field.

Of the 143 respondents to the second question regarding occupational title, 65%

reported being teachers. Table 77 illustrates the results. A follow-up question asked

how long each of the 94 respondents has held his/her current position. The range was

one to 34 years for teachers with a mean of over 10 years (see Table 78). School social

workers (26 respondents) had a similar range of years served: one to 33 years with a

mean of almost 12 years for the 26 reporting social workers (see Table 79). Educational

case managers or service coordinators (15 respondents) had served in their positions from

one to 23 years with a mean of over eight and one-half years (see Table 80). For due

process coordinators or service coordinators or specialists, the three respondents had

served from one to 13 years with a mean of 5.3 years in that position. The four

respondents who fell into “other” categories served an average of three years in their

respective positions as lead teacher, coordinator, or director.

The next questions addressed the length of time the individual had served as a

special education case manager (see TabIe 81) and the settings in which they worked. Of

the 121 respondents to this question, the most common responses fell between one and

ten years (73%) with nearly 12 years as a mean.

In regard to the setting in which the special education case managers worked,

respondents were free to check more than one response reflecting their past work

history; thus, percentage totals exceed 100% (see Table 82). Interestingly, 97% of the 127



Table 77

Occwa tion.el Title bv Freauencw and Per centa9e

occupational Tit(e f %

Teacher

School aocial uorker

School psychologist

Etiationel case IIWWJar/
services coordinator

Due proceas ctmrdinator/
speciat ist

Other

94 65

26 18

0

15 11

3 2

5 4

~: N = 143



Table 78

&- th of Time Serv ad as Teacher by Freauenc va nd Percentage

Years Frequency Percentage ~ Vc S.D.

o“ 5 26 28 10.7 94 7.8

6- 10 28 30

11 - 15 19 20

16 “ 20 11 12

20 “ 34 10 10



Table 79

Lw th of Time Served aa Schod Social Worker bv Freauenc v and Percenta9a

Yeara Frequancy Percentage M Vc S.D.

o- 5 3 11 11.9 26 6.7

6 - 10 10 3s

11 - 15 7 27

16 - 20 5 19

21 - 33 1 5

~. N = 127
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Tab(e 81

km th of Time Served as Smscial Etiation Case Manager

Yesrs Frequency Percentage ~ SO Vc

o- 5 34 28 11.9 6.7 121

6 - 10 54 45

11 - 15 19 16

16- 20 12 9

21 - 25 2 2

~. N= 127



Table 82

$ettinss in bihichSgecialFducati on Case Manseers Uorkacj

Setting Frequency Percentage

Level 2 coneultatim 72 59

Resourca consultation 88 73

Self-contained classroom 71 59

Residential setting 119 97

Regular education setting 48 40

Other 9 7

~. N= 127
Valid casea = 121
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respondents indicated that they had previous experience in residential settings. The next

highest response category was the resource classroom

that setting.

Training

with 73% having had experience in

Special education case managers were asked if they had taken coursework or

workshops to prepare them for their role as a case manager. Table 83 illustrates that no

coursework or workshops were taken on the subject of case management prior to 1969,

that only 12% of the 68 respondents indicated training between 1970 and 1980, and 34%

had taken training after 1981. The majority of respondents (80%) took either one or no

courses or training in the subject of case management. Such results would indicate a

great need for training in the area.

Another question addressed the amount of training school personnel had received to

prepare the individual to work with students having severe handicaps. Table 84 shows

that 68% of the 59 respondents had either no training or one course. Prior to 1969

through 1980, the majority of respondents indicated that they had no training. More

recently (1981 to 1987), 38% of 57 respondents reported taking from one to five courses

in the area.

Regarding the question on training for transition planning or movement from special

education to adult services, 64% of the 127 respondents had no training experiences in

the area (see Table 85). Most of the training occurred after 1981 with 31% reporting

taking one to five courses on transition planning.

Special education personnel were asked what areas of licensure they currently held.

Since most were certified in more than one area, total percentages exceed 100% as shown

on Table 86. The majority (77.7%) held licensure in educable mentally handicapped

(EMH). The next most frequent response was licensure as a regular elementary education

teacher. Since many special education teachers also hold either an elementary or
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Table 84

Ntir of Traini M ExDsriences in the Education of Studenta with Severe HandicaW

Couraes Taken
< 1969 f % Vc Mc Nmber of Couraea f % ~ so Vc Mc

o 52 90 58 69 0 26 44 1.1 1.37 59 68
1 3 5 1 14 24
2 3 5 2 12 20

3 3 5
4 2 3
5 1 2

Couraea Taken 6 1 2
< 1970-81

0
1
2
4

47 82 57 70
5 9
4 7
1 2

Courses Taken
>1981

0 36 62 57 70

1 10 18
2 7 12
3 2 4
4 1 2
5 1 2

~. N = 127



Table 85

Tra{nin!a Exnerienc ea Taken in Transition PlaImi rm arxi Year Attanrkd for School Peraome{

Coursas Taken
< 1969 f % Vc UC N-r of Courses f % !! so Vc MC

o 97 100 97 30 0 63 64 0.5 0.85 98 29
1 26 27
2 7 7

Courses Taken 4 1 1
< 1970-80 5 1 1

0
1
2

93 % 97 30
2 2
2 2

Courses Taken
> 1981

0 67 69 97 30
1 23 24
2 5 5
4 1 1
5 1 1

~. N= 127



Table 86

Areas of Curren t Professional Licensure/Certification Held bv school Personne\

Area Frequency Percentage

Educable l@ntalty Handicapped 94 77.7

Regular Education Teacher (elementary) 66 54.5

Traineble!!entally Hendicepped 54 44.6

Learning Diaablad 39 32.2

Schoo[ Social Uork 27 22.3

Regular Education Teacher (aecondary) 19 15.7

Emotionally/Behaviorally Disordered 14 11.5

Supervisory 8 6.6

Vocational/Uork Experience 7 5.8

Other: P.E., Music, Reading 7 5.8

Early Childhood/Kindergarten 6 4.9

School Administrator 3 2.5

Physically Handicapped 3 2.5

Visua(ly Impeirad 1 .8

~. N = 121
Va[id cases = 121
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secondary license in addition to their special education license, this finding is not

unusual. No representation was shown in school psychology, speech pathology, or

education of the hearing impaired. The bulk of licenses were issued for personnel in

teaching educable and trainable mentally handicapped.

Options were presented regarding how case management services are typically

handled in the school setting (see Table 87). Of the 127 respondents, 94% indicated that

a staff person who is also providing direct services to the student is assigned the case

manager role. Only a small percentage (3%) indicated that a staff member who was not

a direct service provider was assigned to the case manager role. This would indicate

that a small percentage of time could be dedicated to case management functions by

direct service providers in the schools.

Planning and Service Deliverv

the

The next question addressed whether the special education case manager assisted

with the management of specific services. Of the 118 respondents, 92% indicated that

they manage school-based services only. Of 101 respondents, 58% planned for post-

secondary services only. The remaining 30 respondents (53%) had a variety of

responsibilities which included family services, work with community agencies, vocational,

transition, and support services.

Special education case managers were asked whether or not certain case

management responsibilities were carried out by them (see Table 88). The majority (84-

99%) of the respondents indicated that all of these were their responsibilities, such as

ensuring that the student and family’s views were heard and integrated into the plan.

For the 1986 calendar year, school personnel were asked what percentage of

individual education plan (IEP) meetings were attended by a parent or guardian. Table

89 shows the results with a range of 2% to 100%. The mean of over 85% indicated that

most of the time parents or guardians were present at the meetings.



Table 87

Mt f H ndli Case~ ercentane

Method Frequency Percentage

A staff person uho ia also providing
direct services to the student is
assigned the case meneger role. 119 94

A staff person ho is not providing
direct service to the student is
assigned the case mensger role. 4 3

Educational cesemsnegement or Due
Process specialists provide case
management services. 1 1

Other 3 2

~. N = 127
Valid cames = 127



Table 8S

Jlesoonsibilities of SDSCial Educat ion Case Mans9ers

Responsibility Statements Currently Special Education Case Nansger Reqmnsibility

fw=w percentage frequency percentage MC
Yes No

Ensure that the eervice plan review meating is held 122 98 2 2 124

Emure that the plan @ate is jofntlydevekpsd 121 98 2 2 123

Ensure that studant/f&nily’s vieua are heard and
integrated into plan 124 99 1 1 125

Advocete for client when he/she disagrees uith team w 84 19 16 118

Urite theptan doctsnsnt and distribute it to client
and temlntantws 117 94 7 6 124

~. N = 127



Table 89

Pe a e of 1 ividuel Educ on P an~& Parent or Guerdi Duri

Percentage of IEP meetinge Frequency of Percentage of
attended by parents/guardians Response Response !! S.0. Vc

o- 10

11 - 20

21 - 30

31 - 40

41 - 50

51 - 60

61 - 70

71 - 80

81 - 90

91 - 100

2

1

4

0

4

6

2

17

24

61

2 85.2 21.3 121

1

3

0

3

5

2

14

20

50

~. N = 127



159

The next section dealt with monitoring the degree to which the IEP objectives are

met (see Table 90). Of the 127 respondents, 96% indicated that they did engage in

monitoring for this purpose. Special education case managers were asked to respond

“yes” or “no” as to whether they used specific systems of monitoring. Holding annual

review meetings and revising the IEP as necessary were procedures employed by 100% of

the respondents. The lowest “yes” response (69%) still represented a majority of special

education case managers making periodic visits to the student during the school day.

The next question dealt with how the special education case managers dealt with a

situation where a student with disabilities had a specific need, but the services were

unavailable to him/her (see Table 91). A set of options was presented and respondents

could answer with a “yes” or “no.” The most frequently selected option with 98% of 108

respondents was to recommend appropriate alternatives. The least popular alternatives

were to wait until an annual review meeting (1 1%) or to postpone writing the need into

the IEP (28%).

Vocational Educat]on.
Offered

Respondents were asked to indicate the percentage of students in given age ranges

who received services from vocational education through a formal vocational education

program. Table 92 describes the results. The majority (67%) of special education case

managers indicated that no formal vocational program served the age group of six

through 15 years. For the older age group of 16 to 21 years, the mean percentage of

time in which students were served by formal vocational education programs was

approximately 50% as reported by 71 case managers. Traditionally, vocational programs

have served the age group 14 years and above and thus, the results appear to reflect

this emphasis on vocational programming at a later age.
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Table 91

axiom Sekcted bv Smcial Education Renege rs When Needed Sarvicee are Unevai lab(e

Frequency of Percente9e of Frequency of Percentage of
Case Manager Options Respanee Response Response Reaponse Vc

Yes No

Write the need into IEP 70 74 25 26 95

Postpone bfriting need into IEP
~til servics is available 21 28 55 72 76

Recannend appropriate alternatives 106 98 2 2 108

Set date to reviw alternative
progreWservice naeds 75 82 16 18 91

Assign someone to develop
progrem/servicea 69 74 24 26 93

Notffyprqxsr authorities of
gap in progrmnfservices 97 92 9 8 106

Wait until annual reviettmeeting 8 11 68 89 76

Schedule a review meeting 73 85 13 15 86

~. N = 127



Table 92

P r enta o St A e Rae c ge f dent bv g rme Receivirm Formal Voca omametionel EducationPr

Percentage of Students Frequency of Response Percentage of Response ~ S.D. Valid Cases
Aga: 6 - 15 years

o 56 67 16.79 31.76 54

5 - 25 11 13

26- 50 6 7

51 - 75 2 2

76 - 100 9 11

Age: 16 - 21 yaars

o 19 27 50.39 42.4

1 - 25 11 15

26 - 50 4 6

51 - 75 11 15

76 - 100 26 37

W. N = 127



The next section addressed case management functions

163

and the estimated monthly

percentage of time the special education case manager typically devotes to each function.

Table 93 describes the results. All of the functions were performed by the majority of

respondents with a range in percentages from 69% (interagency activities) to 96%

(monitoring and follow-up). Estimated

the directions requested respondents to

highest percentage of time appeared to

least time-consuming activity appeared

mean of 4.4%.

time ranged from O to 100% per function, though

figure on the basis of their total job. The

be in recordkeeping with a mean of 16.7% and the

to be discharge or termination of a student with a

~ffectivene~

Special education case managers were asked to rate the effectiveness of the case

management delivery system by function in their school settings (see Table 94). The

function/activity considered most effective by respondents was developing the IEP with a

mean of 3.97. Activities with other agencies ranked lowest with only a slightly effective

rating (2.46). This finding may be due to the fact that the majority of school personnel

assigned to case management activities also provide direct service to students in the

classroom, thereby eliminating time for community agency contacts.

When asked what special concerns schooI personnel have experienced with case

management responsibilities, respondents answered with a variety of problems. The most

common complaint (44 responses) was the lack of time and scheduling

completing the work, with the second most frequently named problem

being the amount of paperwork required.

Training Needq

problems in

(17 responses)

The last survey question listed topics for inservice which relate to case management

responsibilities and asked respondents to identify areas in which they needed additional



Table 93

Case WsmamantFunct iona Performed bv SWia 1 Educatfon Cese Marw●rs and Estimet ad Monthlv Parcentaaea of lime Soent Per Function

Frequency Parentage Estimated Percentage of Time Per Ftmction
FmctiGm Performed Yes No Yea No Vc Ranga ~ So. Valid Caaee

Screening 95 2 77 23 12 0 - 100 6.W 11.4 105

Asseaam?mt 113 10 91 9 123 0 - 100 10.5 13.8 123

Coordinet ion 112 9 92 8 121 0 - 100 16.6 22.0 102

OevelopIEP 119 6 95 5 125 o“ 90 11.9 13.3 104

Recordkeaping 117 8 94 6 125 o“ 80 16.7 17.9 103

Sqport 91 26 78 22 117 0 “ 100 7.8 16.7 86

Inter-agency activities 81 37 69 31 118 0 - 100 4.8 13.8 97

Mcttitorin9/follou up 114 5 96 4 119 0 “ 100 12.8 21.7 92

Diacharge 104 14 88 12 118 0- 100 4.4 13.8 86

Advocacy 104 13 89 11 117 0- 100 12.2 22.5 85

Comee[ing 93 23 80 20 116 0 - 100 7.9 14.6 91
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training. The most frequently cited areas were: (a) information on transition (62

responses), (b) methods for creative problem solving in the team process (58), (c) ways to

assist students/families in self-advocacy activities (57), (d) identifying the student’s

personal goals, preferences, strengths, and needs (49), (e) how to monitor individual

program plans (48), and (f) how to plan and implement effective programs.

!3Ummarv

School personnel serving as case managers appeared to be qualified educationally for

their positions, but may need greater inservice

with students having severe handicaps.

Of the school personnel respondents, 97%

training in transition issues and work

serving as case managers also provided

direct service to the students, i.e., classroom teaching, and 92% provided management of

school-based services only. This finding may be due to lack of teacher time for

coordination with other agencies.

Vocational education was not typically provided to children between 6 and 15 years

of age as reported by the majority of respondents, but was provided to approximately

50% of students in the 16-21 year age group.

The greatest amount of time in case management appeared to be recordkeeping, and

the most common problems were lack of time, scheduling problems, and the heavy amount

of required paperwork.

Rehabilitation counselors

Rehabilitation Counselors

were surveyed and 67 responded. However, after the first

few items, responses dwindled to about one-third of the total number of counselors.

Thus, some of the data reported will be representative of a smaller population. In such

cases, a short commentary in the text will replace information written in tabular form.



167

Education and B-k= Ound
. r

Table 95, Academic Degree and Major by Number and Percentage of Responses,

illustrates both the highest level of educational attainment and major field of

rehabilitation counselors. The majority had attained a master’s degree and were majors

in psychology.

A multi-itemed question addressed whether counselors had training in the past year

on basic case management functions. Of the 62 responding, 95% had no training on Rule

185 County Case Management Services. In the area of developmental disabilities, 65

counselors responded, 48% of whom indicated that they had training in the area and 52%,

indicating they had no training. Brokering and negotiations was an area where 97% of

the 59 respondents indicated they had no training. Individual habilitation planning (IHP)

had similar results with 97% of the 60 respondents indicating that they had no training

in this area. Training in the area of individualized service planning (ISP) showed some

slight improvement with 62 responding. Nineteen percent indicated that they had

training, while 81% said that they had no such training during the past year. The last

training item addressed interagency coordination of services. Of the 64 respondents, 59%

had previous training, while 41% did not.

The length of time in years which the counselor had served in the Division of

Rehabilitation Services is illustrated on Table 96, the mean showing considerable

experience, namely over 10 years.

Caseloads

Table 97, Approximate Case Load by Number and Frequency of Response, shows that

the majority (67%) of counselors have client caseloads ranging between 126 and 200

clients. The range was from 1 to 400 with a high variance (62.5) due partially to a few

very high responses. The mean caseload was nearly 159 clients.
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Table 96

Years aa a Counaelor in the Divisi a of Rehabilitative Servicee bv Nts!bar ad Fremancvof Reauma~

Yeara as counselor Ntmber of Responses Percentage of Responsaa !! S.0.

i-4 6 9 10.7 5.2

5-8 17 26

9- 12 19 29

13 - 16 12 18

17- 20 11 17

21 1 2

~: N = 67
Valid Cases = 66
MisaingCasee= 1
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The number of persons with developmental disabilities served by the counselor each

year was requested. Table 98, Approximate Number of Persons with Developmental

Disabilities Served Per Year by Number and Frequency of Responses, describes the

results. Over 50% of the 66 respondents worked with 1 to 40 individuals with

developmental disabilities. The standard deviation of 26.08 indicated a high degree of

variance.

Table 99, Percentage of Case Load Time Spent with People with Developmental

Disabilities by Number and Frequency of Response, showed that 73% of the 62 reporting

counselors spent between 1 to 30% of their time serving these clients. The variance,

again, was rather high, the standard deviation being 20.89.

When counselors were asked if they knew what the “Department of Human Services,

Rule 185 Case Management Services” were, 64 responded. Of this group 33% indicated

that they knew, while 67% were unaware of the rule.

~oo~e atr ive Effort s with Countv Case Manasters

Slightly over half of the counselors responded to the item which asked how many

cases they worked on cooperatively with a Rule 185 county case manager (see Table 100).

It is interesting to note that although some of the same counselors were not aware of

Rule 185, they had worked cooperatively on cases with the county case manager.

The next item was a branch of the two questions reported immediately above and thus,

the valid cases (VC) are fewer in number. Table 101 describes the number of different

Rule 185 case managers with whom the rehabilitation counselors worked over the past

year.

The next item addressed how case coordination services in the counselors’ own

Division of Rehabilitation Services (DRS) differed from Rule 185 case management

services provided by county human services personnel. Although the number of valid

cases was small, the differences identified by the 18 who responded indicated a greater
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Table 100

Nmber of Cases Durifm 1986 Inv olvim Coma ration with a Rule 185 ComtY Case Mana9er by

Fr&auencY and Percentage of Resoome

Ntir of Cases Freqmncy of ReapQnees percwtaga of Responses ~ So.

o

1-2

3“4

5-6

7-8

9- 10

11 - 12

13 “ 14

15 - 16

17- 18

19- 20

14

3

1

9

0

1

1

0

2

0

3

40 4.82 6.4

9

3

27

0

3

3

0

6

0

9

MU: N =67
Valid Cases = 34
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emphasis by DRS on vocational issues with greater administrative flexibility, while Rule

185 dealt more with long-term services, housing, and medical appointments.

Ef f ectivenes~

The next section rated the effectiveness of Rule 185 case managers by function.

An earlier item identified a lack of familiarity by most counselors with Rule 185 and

thus, less than one-third responded to this section. In overall effectiveness, the 20

respondents indicated that the Rule 185 case managers were moderately effective.

Barriers

Opinions regarding barriers to the effectiveness

generally fell into the category of “seldom a barrier,”

of case management services

except for the following where

over 50% of the time the named item appeared a problem for the 21 respondents: (a)

degree to which case managers will have to interact with other agencies, (b) current

caseload size (too many), (c) amount of paperwork, and (d) number of meetings required.

Under staffing barriers, staff shortages and lack of day and residential program

options fell into the “often a barrier” category. Lay-offs of case management staff were

seldom considered a barrier.

Items under Interagency Administration failed to identify any serious barriers

according to the 20 respondents.

Under the topic of Funding, the majority of the 21 respondents felt that

insufficient funds was a problem “often” to “always.” Over half of these respondents

indicated problems related to restrictions on use of funds and in delays in receiving

funds.

The remaining items under “barriers” were split in opinion about whether they were

or were not barriers.

also



Plan ning

177

Counselors were asked if they were involved in the development of the individual

service plan (ISP). Of the 65 responding, 43% indicated

branch question followed up on those who responded in

number of clients served. Table 102, Number of Clients

‘yes,” while 57% said, “no.” A

the affirmative, requesting the

for Whom Rehabilitation

Counselors Develop an Individual Service Plan, indicates the results. The branch question

for those who responded that they are not involved in the development of the individual

service plan indicated that 81% of the 26 respondents indicated that they would like to

be involved in such a process, while 19%said that they would not.

When asked if the counselors were involved in the individual habilitation plan (IHP),

60 of the 67 responded. Of the valid cases, 18%indicated that they were so involved,

while 82% said that they were not. The same branch questions followed. Table 103,

illustrating the number of clients whose counselors were involved in the preparation of

an IHP, shows that a relatively small number were being served by most of the 10

counselors who had such prior involvement. Of those responding that they had no IHP

experience, 32 counselors answered the question of whether they would or would not like

to be involved in the IHP. Of this group 66% indicated “yes,” while 34% said, “no.”

Rehabilitation counselors were asked if during the orientation of new clients they

provide information regarding the Department of Human Services case management

services. Of the 60 counselors responding, 35% indicated “yes,” while 65% said, “no.”

?ndividua 1 Written Reha bilitation Plan

Almost all of the counselors (66) responded to the question regarding whether they

contacted the clients, their parents, or their guardians prior to initiation of the

individual written rehabilitation plan (IWRP). Of the group, 66% indicated that they

always follow this practice, while 33% indicated that they sometimes contact them. None

said that they never make such contacts.



Table 102

w- r of Clients for UhfnnRahabilitation Cotmaelors are Invotvad in thq
Individua 1 Service Plan bv Frawanw and Percantaga of Valid Rasooneea

Frawefw and Percentage of Responaea

Ikmbar of clients f x g So. Vc

o-9 10 54 28.53 40.5 19

10- 19 3 16

20- 29 0 0

30 - 39 0 0

40 . 49 1 5

50 - 99 3 16

100 - 130 2 10

~: N = 67
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Counselors were asked how important they feel it is for the client to participate in

the IWRP process. Again, 66 responded with 88% indicating that they felt it was “very

important” and 20% indicating that it was “important.” No one believed that the

participation of the client was unimportant.

When asked how often consensus is reached at the end of the IWRP process with a

client, 77% of the 66 respondents indicated “always,” while 23% said that “sometimes” a

consensus was reached.

The branch question which followed attempted to identify the approach a counselor

would take when consensus was not reached. The most common response from the 53

who answered the question was “negotiate and compromise,” with “discuss appeal process,”

or ‘leave the choice up to the client” as the next most commonly ranked responses.

Counselors were asked if they encouraged the clients, the parents, or the guardians

to take an active role in procuring, adapting, and arranging the services identified in the

IWRP. Of the 66 respondents, 55% indicated that this was “always” done, while 45%

indicated that “sometimes” this was their practice.

When asked how counselors monitored the provision of services outlined in the

IWRP, the most common responses were: (a) individual evaluation criteria and methods

specified on the IWRP are identified and carried out, (b) periodic client interviews, and

(c) service provider contacts.

The remaining sections dealt with gaps in services, coordination concerns, and

suggestions for improvement. Due to the low number of valid cases and the overlap of

suggested items with those previously assessed on the survey, the data did not provide

usable information.

Summary

Two important observations could be made from the data. One was that the

rehabilitation counselors lacked familiarity with Rule 185 and thus with the whole case
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management system under the Department of Human Services. The other was that due to

a lack of this information and an understanding of the role of the Department of Human

Services’ case managers, these counselors were unable to inform their clients about such

services or to coordinate effectively with that department when clients were shared or

referred.

Caseloads for the majority of rehabilitation counselors ranged between 126 and 200

clients with an average of nearly 159 individuals. people with developmental disabilities

who were being served clustered between 1 and 50 persons for 67 counselors.

insufficient funding was cited as a major problem with funding delays and

restrictions reported by over half of the respondents. Most rehabilitation counselors did

not participate in the development of the IHp. The majority of counselors, however, did

involve clients in the IWRP process and gained consensus most of the time.

Advocates

Individuals from a variety of advocacy organizations within the State were asked to

respond to the case management survey, since many serve either as case managers or as

individuals helping clients with developmental disabilities to gain appropriate service.

Thirty-four surveys were completed and returned.

The responses to the question concerning the age levels of persons with

developmental disabilities for whom the respondents advocate, indicate their involvement

with a wide age range of clients. The respondents could select more than one age range.

The greatest number of responding advocates (28) work with more clients in the 22 years

and older category, closely followed by those with clients in the age bracket of 6 years

to 21 years. The least number of advocates are involved with clients from birth through

age five.

Of the 29 respondents, almost 90% of the advocates had achieved an educational

level beyond high school (see Table 104). Approximately 55% earned a bachelor’s or



Table104

YJ!hest E ationel Attai Ea Advocates

Educational Attafmnent Frequency of Responsas Parentage of Rasponses

High school graduata 3 10.3

Bacheloris degree 10 34.5

Master’s degree 6 20.7

Specialist certificate 1 3.5

Doctorata 2 6.9

Other 7 24.1

w. N = 34
Va(id cases = 29
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master’s degree, and IO%held aspecialist”s certificate or a doctorate. Other degrees

earned included Associate of Arts, and nursing degrees.

Advocates were asked if they had taken formal coursework or inservices and

workshops in four major areas relating to case management service (see Table 105). The

majority of respondents had no coursework in any of the areas, though 35% indicated

some formal training in the area of developmental disabilities. In contrast, inservice or

workshops had been taken by the majority of advocates in three of the areas. Brokering

or negotiating for service was the area in which the fewest advocates had training.

The average length of time the respondents have been advocates was 8.24 years (see

Table 106). Over 41 percent have served as advocates for five years or less; slightly

more than 48% have been in this field between six and fifteen years; and approximately

10% have been active for over twenty years.

Effectiveness

Table 107 presents a list of case management functions that county managers

perform. Advocates were asked to rate the effectiveness, by function, of county case

managers who served mutual clients.

With the exception of the intake function which was determined moderately

effective (mean of 3.27), the remaining functions appeared to be rated poorly, generally

in the “slightly effective” category. The function which was ranked lowest in

effectiveness of service delivery was monitoring and follow-up.

Advocates were presented with a list of procedures which they might employ when a

client’s needs were not being addressed and were asked to check those actions they

would take. The most common responses from the 23 who answered the question were:

(a) notify the case manager immediately (23 responding), (b) notify the client/guardian

(20), and (c) call for an interdisciplinary meeting (15).



Table 105

Overvien of Forma1 Coursauork and 1naervice or Uorkshm Traini nc Taken bv Advocata~

Formsl Coursauork lnsarvice/Workahop

Area of Training f % f % f % f %

Yes No Yes No

Case management

Devalofxiental
Disabilities

Services or
brokaring/
negotiations

Individual Habilitation
Plan/Individual Service
Plan/Individual
Educational Plan

3 8.8 31 91 23 68 11 32

12 35 22 65 25 74 9 26

6 18 28 82 8 24 26 76

7 21 27 79 21 62 13 38

~. N=34
Valid cases = 34
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with

When asked about the gaps in the provision of case management services to persons

developmental disabilities, advocates gave a wide array of responses. The major

problems listed fell into the categories of inservice and training in case management,

information on services available in the community, communication and coordination

among agencies and direct service providers and the ability to recognize and meet client

needs.

Training

An extensive list of topics which relate to case management duties was provided to

the advocates. Table 108 lists in descending order the topics advocates feel are

necessary for the continuing education of case managers. All of the 28 respondents

indicated the need for case managers to identify the goals, preferences, strengths, and

needs of the client and to monitor the quality of services received. The second two

most popular responses were methods for creative problem-solving and assisting the

clients to become their own service coordinators. Advocates could identify more than

one topic and thus the total exceeds 100%.

Summary

Generally, advocates had limited coursework in case management, but did have some

inservice experience in developmental disabilities and case management. Most of the case

management functions were rated poorly by the advocates with the exception of intake.

Notable gaps in service were felt to be lack of inservice and lack of information and

coordination with service providers.

Public Health Nurses

Education and Training

Thirty public health nurses (PHN) responded to the survey on case management.

Table 109, Occupational Title and Employment Settings of Public Health Nurses,

illustrates the results of the question concerning education and background.



Tab(e 108

Advocetesu Ovinions Renardins Case Managers” Training Needs

Training Topics Fr~yof Response Percentage of Responae

Identify clients’ needs 28 82.4

Hw to monitor client services 28 82.4

Creative problem solving 25 78.1

Assiet clients in becoming their am service coordinators 25 78.1

Analysis of client infonrtstion anddevslqment

Participation in individual plarning proceea

Legal rights and protection of clienta

Hou to broker services

Hiatory, normalization, values

of ISP agreement 23 67.6

23 67.6

21 61.8

20 58.8

18 52.9

Methods to facilitate tha te~ consenaus process 18 52.9

Negotiating with service providers 16 47.1

Information on developmental disabilities 16 47.1

Relating to agencies 15 44.1

Asaisting/referring cliemts in crisia 15 44.1

Gaining information on servica optio+ta 14 41.2

Identifying all pertinent information re~ated to client needs 13 38.2

Procuring and analyzing intake data re: c[ient eligibility for service 12 35.3

~. N = 34



Table 109

Occuwtf met Title and Enwlownent Settines of Ptblic Heelth Nuraee

Occtpetionel Title f x,

Director 10 33

PHN 12 40

Swervisor 4 13

Caae Manager 1 3

Other 3 10

Emptoynent Setting f %

County P@ic Health Agency 26 87

Cotmty Social Services 2 7

Other 2 7

I&t&. N = 30

Valid cases =30
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Professional certification or licensure held by the majority (97%) was Public Health

Nurse; 86% also held a registered nurse (RN) license.

Twenty-nine of the 30 public health nurses responded to the question regarding

whether they were qualified mental retardation professionals (QMRP) under the Medicaid

ICF-MR regulations. Of the respondents, 41% indicated that they were so qualified,

while 59% indicated that they were not.

Responding to the question of highest educational degree attained, 93% of the

nurses indicated that they held a baccalaureate degree; 7% of the 30 nurses held a

master’s degree.

Table 110, Number of College Courses Taken in Case Management and Year Attended

Before and After Employment for Public Health Nurse Case Managers, indicates that most

nurses took no courses regarding case management prior to employment as well as after

they were employed. A similar question was posed regarding college courses taken in the

field of developmental disabilities. The valid cases included less than a third of the

responding public health nurses and thus the data did not appear to be significant.

The mean number of years which public health nurses served in a case manager role

was 3.5 years, while the mean number of years for working with persons with

developmental disabilities was 2.5 years. Table 111, Number of Years in Case Manager

Roles and Number of Years Serving Persons with Developmental Disabilities, shows the

results.

Case Load

Table 112 describes the number of individuals with developmental disabilities served

by age group by the public health nurses (PHN). Most commonly, public health nurses

served between one and 10 persons with developmental disabilities from every age group

listed.
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Table 111

Ntir of Years in a Case Manager Role and NudM r of Yeara Servirm Persone with Development al Disabilities

NuItIar of Years N!mber of Yaara Serving Persons
aa Case Manager f % ~ S.D. with Developmental Disabilities f % !! S.0.

o 9 30 3.57 3.87 0 12 40 2.5 3.52
1 1 3 1 3 10
2 1 3 2 3 10
3 5 17 3 4 13
4 6 20 4 2 7
5 3 10 5 3 10

6 2 7 6 1 3
8 1 3 8 1 3

13 1 3 17 1 3
17 1 3

~. N = 30
Va(id Cases Years aa Case Manager = 26
Valid Cases Years Serving Persons uith Oevelopnental Disabilities = 30
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Responses

research on the

to categorical definition of disabilities being served required some

part of the public health nurse and thus there were fewer responses to

this item. Of the client disabilities accounted for in all age groups, there were 22 with

mental retardation, 16 with cerebral palsy, 4 with Down syndrome (which may have been

counted again under mental retardation), 3 with speech and language problems, 3 adults

with mental illness, and 35 with assorted other disabilities.

When asked about preference for clients with or without developmental disabilities

in their case load, 7% of the 28 respondents had no preference, 4% indicated that they

preferred 100% of the client load to be people with developmental disabilities, and 89%

indicated that they would prefer a mixture -- clients both with and without

developmental disabilities.

Table 113 lists the number of persons with developmental disabilities served in 1986

by the nurses. The majority served one to 20 clients with developmental disabilities.

To the question of how many persons with developmental disabilities were removed

from the PHN case load due to the fact that they no longer needed health care

management, 19 responded. Of the group, 57% had no clients removed, one nurse had 20

removed, and the others had small numbers (l-5) removed.

Because of the small number of valid cases on items which asked for the length of

time spent serving clients with developmental disabilities, there were no significant

findings.

Table 114 illustrates the number of nondisabled clients served by the public health

nurse case manager. The range was O to 750 with the most frequent responses clustering

between 21 and 40 clients. The high mean and standard deviation reflect the

exceptionally high case loads of a small number of nurses.

In order to gain better case load information, another table was developed to show

side-by-side comparisons of numbers of clients with and without developmental disabilities
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Table 114

!!~ issbled Ctients Served bv a Wblictleslth Nurse Cese Manwer

Mud-w of Nondisabled Clients Fraquencyof ilesponaa Percentage of Res~e ~ S.D.

o 2 8 104.32 200.64
1 - 20 4 16

21 - 40 11 44
41 - 60 3 12
61 - 100 1 4

101 “ 200 1 4
201 - 400 1 4
401 - 750 2 8

~. N =30
Valid Caaes =25
Missing Cases = 5
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(see Table 115). The mean number of clients with developmental disabilities per case

load was approximately 15 persons. In reviewing the data, it was noted that 38% of the

case load of persons with developmental disabilities fell into the birth to five year age

group. In some cases, public health nurse respondents indicated that school nurses

typically took responsibility for the school-aged (6-21 years) age group.

Public health nurses were asked

delivery of case management services

Barrier~

to respond to a list of potential barriers to the

(see Table 116). Those considerations where the

majority indicated “often” to “always a barrier” were (a) the amount of paperwc)rk

required of case managers (74%), and (b) the amount of time needed to interact with

other agencies (67%). The area which indicated the least problem appeared to be travel

time/distance to the client’s residence with 79% falling in the

barrier” categories.

Case Manatzement Functiona

“seIdom” to “never a

The next set of questions addressed the initial procedures employed by the nurses

when receiving new clients with developmental disabilities. When asked if they orient

the clients, their parents or guardians to case management services, 92% said “yes,” while

8% said that they do not provide such orientation. When asked if they specifically

explain the case management process to the clients, parents or guardians, 54% indicated

that they did, while 46% said that they did not. On both of these items, 24 of the 30

nurses responded. When asked if the public health nurse explains to the client, parents,

or guardian that if they are not satisfied with current services, they may request another

case manager, 43% indicated that they provide this explanation, while the greater

percentage, 57% indicated that they do not. Twenty-three nurses responded to this item.

The procedure of contacting the clients prior to the service plan review meeting to

discuss the meetings was employed by 65% of the public health nurses, but was not



Table 115

~~ ition of Public HealthNuraeSO Caaeloeda by N@er and Percentage of Clienta with Develounen tal Diaabili tiea (DD) atuJThose Uho
Non-devei

uere
@mentally Disabled (NDD~

Ntir of Clients Totel Percantageege DD Parcentega of DD Popdetion Served by Age Group
DD Non-DD ~DD Clienta

30
24
21*

209
p*

32**

31
34
76
26
40
81
54
41**

27
90
44
66
26
53

362
50

~$**

14
2,298

0
58
5
4
0
6
3
9

100
50
18
16
24
32
7

56
20
24
12
6
3

20
7

21

71
0

78

100
100
67
92
77
57
77

100
15

100
80
44
81

100
100
83
50
0

29
100
22

0
0

33
8

23
43
23
0

85
0

20
56
19
0
0

17
50
55

100

Birth - 21 yeara Adults Per Caaeloed Valid Caaes
60 0 60 100 5 95 15.52 26

0 30
14 10
1 20
9 200
0 2
2 30
1 30
3 31

76
13 13
7 33

13 68
13 41
13 28
2 25

50 40
9 35

16 50
3 23
3 50

12 350
10 40
55 750
3 11

388 1,910

~. N = 30
*AIso cwducts screenings for 212 clients
**Oirector respondents (Sane of these figures may represent a9ency totals)
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typical of 35% of the 23 respondents. When asked how important it is for the client to

participate in the service plan review meeting, 7% failed to respond and 93% indicated

that they felt it was very important to have such participation. Of the 30 public health

nurses, 27 responded to this item. Regarding how often consensus is reached at the end

of the service plan reviews, 19% of the 27 respondents failed to answer the question,

while 48% indicated that sometimes a consensus is reached and 33% indicated that

consensus is always reached.

The next section dealt with responsibilities of the public health nurse as he/she saw

them and whether these “should be” his/her responsibilities. Table 117 illustrates the

responses. The majority felt that the itemized statements were part of his/her

responsibility, and although there was some variation in the first four items between “is”

and “should be,” the consensus remained that these duties should be the case manager’s

responsibility.

When asked if clients, parents, and guardians are aware that they may take an

active role in procuring, adapting, and arranging the services in the service plan, 58% of

the 26 respondents indicated that they usually knew, 35% said that they sometimes knew,

and 4% said that they seldom knew that they could participate. One failed to answer the

service plan is monitored.

question (4%). The mean (1.39) fell between “usually” (1.0) and “sometimes” (2.0), with a

standard deviation of .637.

Table 118 illustrates responses to items regarding how the

For most items, the majority indicated that the listed procedures were employed. The

only item which seemed to hold some controversy was holding an annual review with only

52% feeling that this was their responsibility.

Table 119 describes what procedures the public health nurses employ when a client

with disabilities has need of a service and the service is unavailable. The consensus of

the public health nurses was that postponing writing the need into the service plan when
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pea~ SWI evel~ bictlee Nur me Hsneaer ervi Per S uith D tal Disc iiities

Reaponaibility Statements Currently PHN responsibility Should bePHN responsibility
frequency percentage frequency percentage
Yes No Yes No Vc Mc Yes No Yes No VC MC

Enaure that the aervice
plan revieu meeting ishetd 17 5 77 23 22

Ensure that plan qdete ia
jointly developed 20 2 91 9 22

Enaure that clientca view
are haard and integrated
into plan 22 2 92 8 24

Advocata for client #wn
he/aha disagreea uith teem 23 1 96 4 24

Write the plan docunent end
dfstrihta it to client and
team~ra 15 6 71 29 21

8 13 3 81 19 16 14

8 14 2 88 13 16 14

6 16 0 100 0 16 14

6 13 2 87 13 15 15

9 12 5

~. N u 30



Table 118

ProcwAtree Enm oved IJV PHNI to Monitor, Proerees of the Service Plan

Frequency Percentage
Procedure Yes No Yea No Vc MC

Visit client at service sites
Uhileservicee are beintlprovidd 23 2 92 8 25 5

Revieu sarvice providers’
records and reporta 22 3 88 12 25 5

Hold pericdic client interviews 21 4 84 16 25 5

Hold periodic fmnily interview 23 2 92 8 25 5

Hold annual review meeting 13 12 52 48 25 5

Ravise iItdiVidUS( SerViCe and
hebi(itationplene as needd 24 1 % 4 25 5

~. N = 30
vc = Valid Cases. MC = Missing Cases.
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ProcaduresEnDlovedbv PHN Uhen Service is Unevaf lable to Client

Frquency Percentage
Procedure Yea No Yes No Valid Cases 14iasing Casee

Wite the need into the
individel service ptan (ISP)

Postpone uriting need into
ISP wttil servicas are available

Reoonmsndappropriate alternatives

Set date to revieu altarnetive
service needs

Asaignsomaone to develop naedad
sarvices

Notify proper authorities of gap
in aervicee

Uait until amuel revia~ meeting

ScheWe a revie~ meeting

17 9 65 35 26 4

26

26

4

4

7

25

19

1

27

%

73

4

21 5 81 19 26

518 7 72 28 25

23

2

12

3

22

12

88

8

50

12

92

50

26

24

24

4

6

6

~. N= 30
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services were not available was not an appropriate procedure, nor was waiting until an

annual review meeting to address the concern.

The next section asked about the case management functions performed by the

public health nurses and the estimated monthly percentage of time based on a full-time

equivalent (FTE) (see Table 120). The majority of public health nurses performed the

listed case management functions with the greatest percentage of time dedicated to:

assessment, recordkeeping, planning, and coordination. The least amount of time was

devoted to discharge and advocacy functions. Valid cases were higher (24-25) on the

yes-no items than on the estimated percentages of time devoted to each function (16-19

respondents).

Ef fectivenes~

The effectiveness of the public health case management delivery system was rated

by the public health nurses by function (see Table 121). The majority ranked assessment,

planning, intake, coordination and support “effective” to ‘very effective” on the scale,

while linking and brokering and developing the IHP ranked lowest, but the means were

still within the “moderately effective” range. In overall effectiveness, the majority of

public health nurses indicated that the system was effective. It is interesting to note

that assessment, planning, and coordination were areas which demanded a high percentage

of the case manager’s time and were also the highest ranked in

Non-Case age unct sMan ment F ion

effectiveness.

When public health nurses were asked if they had job responsibilities not related to

case management, 86% (28 valid cases) indicated “yes,” while 14%said “no.” A series of

follow-up questions sought to identify the specific “other responsibilities” of these case

managers.

Supervision of other public health nurses was a responsibility of 76% of the 25

respondents. Administrative inservice training was a duty of 57% of the 21 respondents.
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Table 121

Bff activeness of Case Mansaement Service Deli very bv Futcti@

1 2 3 4 5
Not Effective Slightly Effective Merately Effective Effective Very Effective
f % f % f x f% f % !! So.

Intake

AssessIn&t

Plenning

Coordination

Develop IHP

Recordkeeping

Support

Linking and
brokaring

Monitoring/
Foibu-uP

Discharge

Advocacy

Counseling

. .

1 4

. .

. . .

3 13

1 4

1 4

2 8 4 17

1 4

. 1 4

1 4 1 4

1 5

2 8 16 67

1 4 729

2 8 13 54

6 25 938

6 25 10 42

9 38 729

5 21 938

7 29 8 33

6 25 10 42

6 25 10 42

6 25 10 42

1 5 17 77

6

15

9

9

5

7

9

3

7

7

7

3

25

63

38

38

21

29

38

13

29

29

29

14

4.17

4.5

4.29

4.13

3.71

3.83

4.08

3.25

3.%

3.96

3.%

4.0

.57

.78

.62

.80

.96

.92

.88

1.15

.86

.86

1.12

.6

@&. N = 30
Valid csses = 26. Missing cases =4.
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Administrative paperwork not related to client recordkeeping, and responsibilities for

public education were typical duties of 92% of the 25 respondents. Outreach efforts

consumed a portion of the time for 83% of 24 case managers and 88% indicated that

identifying resources for clients was another time-consuming responsibility.

Training

Some of the areas in which over 50% of the responding public health nurses felt

they needed additional training are: (a) legal rights and steps necessary to protect those

rights; (b) methods of creative problem-solving and innovative thinking; (c) identifying

the client’s personal goals, preferences, strengths, and needs; (d) how to assist clients in

becoming their own case managers; (e) how to relate to and work with various

participating agencies; (f) methods to gain emergency or crisis services for clients; (g)

methods of facilitating the team consensus process; (h) how to function as a broker of

service; (i) methods of negotiating with clients and service providers when the client

disagrees with individual plan components; (j) monitoring the quality of service to clients;

and (k) general information on developmental disabilities.

This last section of the survey indicates a great need for inservice training in the

common areas of case management function for public health nurses.

s~

Generally, public health nurses who were surveyed indicated a relatively small

caseload of clients with developmental disabilities (1-20 clients). The major barriers

cited to effective case management were the amount of paperwork and the time needed

to interact with other agencies. There appeared to be some need for public health

nurses to detail the case management process for parents/guardians and clients and to

advise them of their rights. Assessment, planning and coordination were the most time-

consuming portions of the public health nurses’ responsibilities and were ranked most

effective. Most nurses had job responsibilities unrelated to case management which
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consumed much of their time, including supervision. Generally, the public health nurses

were satisfied with the effectiveness of the case management system, but over half

indicated a need for more training.
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CHAPTER SIX

Summary and Discussion

Over the past several years greater numbers of persons with developmental

disabilities are being served in communities, increasing the need for coordination of

appropriate services. Case management systems have been challenged to provide the

needed coordination of services that will facilitate the achievement of independence,

productivity, and community integration for persons with developmental disabilities. In

Minnesota, counties are largely responsible for providing services coordination, or case

management, to citizens with developmental disabilities.

For purposes of this study, a commonly accepted definition of “case management*

was used. The Developmental Disabilities Assistance and Bill of Rights Act of 1975 (P.L.

95-602) has defined ‘case management services” as: “ . . . such services to persons with

developmental disabilities as will assist them in gaining access to needed social, medical,

educational, and other services.” This term includes follow-along and coordination

services as well.

The Minnesota University Affiliated Program (MUAP) conducted an extensive survey

to collect data from multiple sources for the purpose of describing current case

management practices in Minnesota, identifying barriers to and gaps in services, and

obtaining perceptions of the effectiveness of case management services. Survey

questionnaires were mailed to nine different target groups: (1) directors of county

human services agencies, (2) county case manager supervisors, (3) county case managers,

(4) consumers, (5) service providers, (6) school personnel, (7) rehabilitation counselors,

(8) advocates, and (9) public health nurses. The combined input of these target groups

provided information to respond to the research questions.
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Procedures and Resvo nse Rates

A survey instrument was developed by MUAP staff and presented for review to the

Advisory Committee. Nine groups were targeted for receipt of the questionnaire. A

total of 1,771 surveys were sent and 770 forms were completed and returned. The

overall response rate among the nine target groups was 43% with a higher average

response rate (67%) for human services personnel, the primary target group. A telephone

follow-up was conducted to improve the initial response to the survey. Data were

collated by target groups and significant findings were incorporated into a written report.

current Status of Case Manage ment Practiceq

Minnesota is divided into 87 counties. These counties, either singly or through

combined effort, have 81 county human services agencies which are largely responsible

for case management services to Minnesota citizens with developmental disabilities.

There are 81 directors of county human service agencies, 125 supervisors of county case

managers, 291 county case managers, and approximately 15.5 (FTE) case management aides

in Minnesota all working toward providing case management services.

Education and Backizround of Human Services Personnel

Most of the county case managers and supervisors have baccalaureate degrees in

social work, with psychology and sociology also being common academic majors. An

overwhelming majority of supervisors and case managers had no formal training in case

management prior to employment; however, most of the supervisors, and only a few of

the case managers, have attended inservice training sessions to gain case management

skills. Fewer than 50% of the supervisors and 30% of the case managers have had

courses in developmental disabilities either prior to or after being employed, although a

significant majority of both groups have received information on developmental

disabilities through inservice training experiences.
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Apparently, most of the training received by case management personnel has

occurred after employment and through inservice activities. This finding indicates that

case management personnel have acquired knowledge and skills over a period of time

during which they are working with persons with developmental disabilities. The scope

and comprehensiveness of training may be questionable when it is acquired through a

series of unrelated workshops and conferences. It appears from these results that

preservice training programs would be well-advised to revise their curriculum offerings,

focusing on the needs of graduates and preparing them adequately for the requirements

of jobs in the current market. It is important to note that directors and supervisors

indicated that the least amount of cooperative work exists between county agencies and

universities compared to relationships counties have with other agencies. Advocates also

expressed concern regarding adequate training for case managers.

Sa ffing Patte ~r

Most of the county human services agencies (88%) do not have supervisors of

county case managers probably because over half of the counties have only one or two

case managers, and most of the directors and supervisors agreed that optimally there

should be one supervisor for every six to eight case managers. Prior to becoming a

supervisor, most (72% of those responding) were case managers, but most supervisors do

not currently carry a caseload. Over half (60%) of the case managers do not have case

management aides, and 25% (45 case managers) have only 40 minutes to 10 hours of this

assistance per week. Six case managers (3.2%) have most of the case management aide

time.

Case Load

Generally, county case managers serve adult clients more frequently than they serve

children and youth from birth to 21 years of age, although 85% of the case managers

responding indicated that they do serve some school-age children and youth. Since



212

school systems also provide case managers for students with disabilities, this finding

implies that some students receive services from more than one case manager. How, or

whether, these services are coordinated between the two agencies was not determined;

however, directors indicated moderate to much cooperation between county human

services agencies and school districts, leading to the speculation that there is at least

some coordination between these agencies. Most of the consumers who responded to the

survey said that they received case management services after age 21; almost none

received services during the preschool years.

It was found that the range in case load size for county case managers was

exceptionally wide: 16 to 241 clients. The range of clients with developmental

disabilities was 8 to 196. Fifty-five percent of the total number of respondents (192)

indicated that they also serve clients who do not have developmental disabilities. The

mean number of clients served with developmental disabilities was over 55 persons and

the total client case load averaged over 68. This finding indicates that client case loads

are more than double the recommended ratio of 1:30 (one case manager to 30 clients).

Seventeen percent of case manager supervisors also carried a case load in addition to

their supervisory responsibilities. The range in client numbers for these supervisors (15)

was 1 to 95 with a mean of over 37 clients.

Information obtained from case managers indicated that only a very small number,

or none, of their clients are discharged from their case loads because they no longer

need services, suggesting that once a person with developmental disabilities enters the

case management system he/she remains within that system for a long period of time.

The ultimate objective when working toward the goal of independence is to prepare

clients to become their own case managers. When asked if they inform

clients/parents/guardians that they may take an active role in the case management

process, 87% of the case managers felt that they do so; however, they indicated that
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only about 58% of their clients and their families actually did assume an active role in

the process.

Of the consumers and their families who responded to the survey, 39% felt that

they could be their own case managers, while 61% felt that they could not. This

occurrence might be partly due to the fact that clients and their families may not have

the skills necessary to become actively involved, but could, with appropriate training,

move more rapidly toward assuming some active role in seeking coordination of their own

services. Preparing clients to become their own case managers or to assume some of the

responsibilities, might also eventually lead to more discharges, or at least to less

intensive work on the part of the case manager, thus reducing his/her workload, or

equally important, increasing the effectiveness of securing and coordinating needed

services.

Over half of the case managers in Minnesota serve 11 to 25 clients who have been

assigned I.Q. scores below 35 with 1 to 10 of these clients also exhibiting behavior

problems. For another client group with I.Q. scores above 35 points, case managers also

reported that from 1 to 10 such persons on their case loads also exhibited behavior

problems. Such clients generally require greater time in planning, providing, and

monitoring appropriate community services which increases the workload of the case

manager without increasing client numbers. Nevertheless, over half of the case managers

preferred that 100% of their client caseload be persons with developmental disabilities,

and another 46% indicated that they preferred a client mixture. This finding indicates

that county case managers are willing to work with persons with developmental

disabilities even though they probably have not been well-prepared to

preservice and inservice training.

The information obtained from this section of the questionnaire

from the section on barriers which indicates that client case load size

do so in their

supports the finding

is a significant
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barrier to the delivery of effective case management services. Heavy case loads

combined with increased amounts of paperwork account for the highest ratings in the

barrier section for directors, supervisors, and case managers, and were among the factors

indicated as major concerns among the target groups of consumers, service providers, and

rehabilitation counselors. Of the consumers who responded to the survey, 54% stated

that their case manager spent an average of only about 20 minutes a month with

with the highest amount of average monthly time reported as being 4.5 hours.

Extent of Case Ma a~emn ent Servic~

Case managers in Minnesota are providing services to approximately 15,000

with developmental disabilities out of an estimated total of 41,900 persons with

them,

persons

developmental disabilities in the state population. (This estimated figure is based on a

prevalence rate of l%.)* However, approximately 84% of the directors’ group and the

supervisors’ group indicated that all persons with developmental disabilities who were

eligible for services were receiving them. Eighty-eight percent of both groups stated

that no waiting list of persons with developmental disabilities existed. These two groups

also indicated that the intake function of case managers was performed very effectively.

Of the few directors and supervisors who acknowledged having a waiting list, the

majority also said that their agencies provided interim services. The majority of the

small number of consumers who responded to the survey also indicated that they did not

have to wait for services or for needed changes in services.

●About 38% of the population with developmental disabilities is being served by
counties. Some of the people not being served by counties are receiving services from
school systems, but it could not be determined how many.
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Case Ma -ent Functlom
.

n

The majority of case managers appear to accept the listed functions, (which were

derived from those mandated in Rule 185), as necessary case management tasks even

though they reported experiencing an inordinate amount of paperwork and meetings. A

large majority of case managers indicate that they respect clients’ rights and wishes by

giving them appropriate orientation to case management services, including them in

planning meetings, advocating for them, and in reaching consensus at these meetings. An

overwhelming number of case managers (83 to 97%) reported that they follow adequate

procedures for monitoring the progress of the ISP. These procedures include site visits,

reviewing service providers’ records and reports, interviewing clients, holding review

meetings, and revising plans when necessary. The majority of consumers and their

families seemed to agree, indicating a level of satisfaction with services received. The

most significant discrepancy appeared in the area of “preparing the client for the

plaiming meeting” with most of the case managers indicating they did so, but with 42%

of the consumers indicating that they were not adequately prepared. While respondents

indicated some degree of satisfaction in meeting case management functions, highly rated

problem areas regarding caseloads, paperwork and meetings would suggest that

insufficient time may be available for developing, coordinating,

Case Mana~ement Time Allocation

A majority of case managers reported spending 70-100% of

and monitoring services.

their time on case

management functions with recordkeeping, coordination, and planning requiring the most

amount of time. Monitoring and developing IHPs required the next largest amount of

time; other functions were reported as requiring less than 8% of their time. Advocacy

for their clients, which most case managers felt they did well, occupied slightly less than

5% of their time, and counseling, which is generally perceived as being a major function

of social workers, occupied slightly less than 5.5% of the case managers’ time. If
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university programs are emphasizing the development of counseling skills in their

preparation of social workers, they may be over-preparing their students, at least those

who become case managers, with a skill that is needed only occasionally in the reality of

the workplace. When case managers indicated their training needs, they rated developing

negotiation skills, skills in creative and innovative problem-solving,

their three highest priorities.

cooDe rative Work Between Arzencies

and planning skills as

Items on the directors and supervisors questionnaires addressed the current level of

cooperative work existing between agencies and a projection of what should exist. In

the opinion of members of these two target groups, the agencies with which the most

cooperative work existed were residential providers, developmental activity centers, and

sheltered workshops, both groups indicating the need for even more cooperation. A

moderate amount of cooperation appears to exist between county agencies and mental

health centers, local school districts, and rehabilitation services with the perceived ideal

being that considerably more cooperation should exist. Slight to moderate cooperative

work exists between the county agencies and the Department of Human Services, with

both groups indicating that the level of cooperation should be considerably higher. Since

the Department of Human Services (DHS) is ultimately responsible for the quality of case

management services in the state, and since regional supervisors and a program

coordinator are employed by DHS, this could be an important area of future analysis.

The DHS, for example, has recently designated full-time staff resources to direct and

coordinate training and technical assistance services to local county case managers. It

should be noted that the question did not ask for a rating on the amount of contact

between agencies but on the level of cooperation. Other agencies with which a

somewhat less than moderate cooperative level exists are social security, community

agencies, volunteer advocacy associations, and the criminal justice system. The lowest
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ratings were assigned to area vocational technical institutes and universities. Supervisors

and directors thought that higher levels of cooperation should exist with all agencies.

It appears that county agencies maintain the highest level of cooperation with those

agencies that provide direct services to their clients. Most of the service providers

indicated that they worked with from 1 to 15 different county case managers, while 6%

reported tliat they worked with as many as 36 to 46 case managers. Many of these case

managers probably represented different counties, since most service providers reported

working with from 1 to 24 counties. Case managers occasionally share clients with

school case managers and rehabilitation counselors, and while the current level of

cooperation with these two agencies is rated as “slight” to ‘moderate,” county personnel

feel that a much higher level would be more productive. It is interesting to note that

although rehabilitation counselors and county case managers sometimes have common

clients, most of the counselors were unaware of the functions performed by case

managers. By understanding what each professional can offer to a common client, it

would seem that more appropriate service and habilitation plans could be developed and

implemented. The lowest ratings (none to slight) were assigned to area vocational

technical institutes and universities. In light of the discussion under the section on

education and background, it is obvious that if county case management personnel

be better Prepared to Perform case rnanagerncnt functions, educational institutions

county agencies must work together to develop a higher level of cooperation and

communication.

Evaluation

are to

and

There does not seem to be a standard evaluation form or procedure for evaluating

case managers; rather, each county establishes its own

indicate that most case managers are evaluated once a

directors. The performance standards most commonly

guidelines. The survey results

year either by supervisors or

used are job descriptions, the DHS
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Merit form, and the achievement of previously established goals and objectives for each

case manager. Supervisors are generally evaluated by their county directors. Most of

the counties in Minnesota evaluate only the performance of individuals on their case

management staff and do not evaluate the overall effectiveness of the case management

system, with slightly fewer than half of the counties indicating that they perform a

systems evaluation. Without such an evaluation, counties would not have access to

information necessary to make decisions concerning policy and future planning, or in

identifying trends that might suggest staffing or procedural changes. A lack of such

evaluation suggests that many counties are operating on a reactive basis rather than

collecting information for future planning and operating from a proactionary perspective.

Only one-third of the service providers who responded to the survey indicated that

they were ever involved in evaluating case management services. Since they are such an

integral part of the case management process, they should be able to supply pertinent

information on how the process could be improved. Perhaps more importantly, 94% of

the consumers who responded indicated that they had never been asked to evaluate case

management services. Until it is determined how a product affects consumers, it is

extremely difficult to plan future changes that would produce more effective services.

In summary, case management functions in Minnesota are outlined in Rule 185 which

was developed by the Department of Human Services, Division for Persons with

Developmental Disabilities. County human services agencies, responsible for the case

management systems within each county or groups of counties, are trying to follow the

mandates of Rule 185 and, at the same time, are attempting to deal with some of the

obstacles that accompany it. Many of the county case managers have not been prepared

to perform the functions required in this rule. These functions have precipitated a shift

from the traditional social worker role to that of case manager which requires, among

other things, that case managers communicate and work cooperatively with numerous
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team planning, negotiation, and coordination are emphasized.
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aspects are diminished, and

During the process of

change, many case managers have attempted to get more training; however, most of this

training has been comprised of unrelated workshops and conferences.

The case management process also involves more paperwork, as documentation is an

obvious necessity, and more meetings, many of which must now involve a substantial

number of individuals, including the consumer and family who also must be prepared for

the meetings. The case manager’s role has become more complex at a time when staff

shortages exist, thereby making decreased case load sizes unfeasible.

Most counties do not appear to view their case management services from a systems

perspective which might provide insight if they did so, on ways to deliver services in a

more economical and efficient manner. The greatest problem currently facing case

managers seems to be the delivery of increased and more effective services while

struggling with large case loads.

~~ ier

County directors, supervisors, case managers, and rehabilitation counselors identified

what they perceived as barriers to the delivery of effective case management services.

The counselors were asked to respond on the basis of observations when serving mutual

clients with county case managers. These groups consistently identified heavy case loads,

a large amount of paperwork, and the great number of meetings as being serious barriers.

Other factors which all agreed acted as serious barriers included: (1) staff shortages, (2)

lack of residential program options, (3) insufficient funds, and (4) restrictions in the use

of funds. None of the groups perceived county administration or interagency

administration factors as barriers to the delivery of effective services, nor did they

perceive their client’s disability level to be a barrier. Public health nurses identified two

serious barriers to their delivery of case management services: amount of paperwork and
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time needed to interact with other agencies. Interestingly, only one of the groups

(supervisors) felt that staff turn-over was aserious barrier even though it has been

listed as aproblem for other groups of people who work indirect service roles with

persons with developmental disabilities (Lakin, etal. 1982).

In summary, the four factors perceived to be the most serious barriers to the

delivery of effective case management services are not, on the surface, complex problems

and all correspond directly to the factor of funding. If case manager to client ratios

could be reduced by adding needed staff, more attention could be devoted to performing

the functions considered essential to the case manager’s role. Moreover, efforts to

reduce or consolidate paperwork may also deserve some attention. However, currently,

insufficient funds may preclude the hiring of additional staff even if qualified people

were available. The availability of appropriate service options, particularly residential

service options, was also noted as a serious barrier. Several counties are using Home

and Community Based Waiver funds to create innovative residential options for persons

with developmental disabilities; perhaps more counties should explore this and other

innovative methods to develop less traditional and more appropriate living arrangements

for their clients.

Gans and DuDhC@OnS m Case Ma~ent Ser
. . . vices

The items requesting identification of gaps and duplications in case management

services did not produce definitive results. Several seemed to feel that the gaps that

existed were caused by the ‘system,” particularly funding problems which caused delays in

services. Specifically, consumers felt that gaps which resulted in reduced services were

caused by: (1) case managers not getting to know their clients and client needs, (2)

heavy caseloads, and (3) lack of knowledge of available resources. Many of the

respondents listed “barriers” under this item, and those have been discussed in a previous

section.
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Few duplications were identified. However, duplication in paperwork and in the

individual service plan and the individual habilitation plan were cited several times.

These items were open-ended questions which may account for the few responses, or

it could be that most respondents did not feel that significant gaps and duplications exist

in current case management practices.

Effect ive~ of Case ~ent Servic~

All of the target groups were requested to rate the effectiveness of case

management services by function. Generally, supervisors, case managers, and directors

ranked these services higher than advocates, service providers and rehabilitation

counselors, although only a low percentage (33%) of the latter group responded to this

item. School personnel and public health nurses rated their own case management

services rather than those of the counties.

Cas
.

e Management m Schow

Public school personnel ranked their provision of case management services as

effective (4 on a 5-point Likert scale) with developing individual education plans as the

function they performed most effectively. Screening, assessment, and coordination

functions also were assigned high ratings. The functions receiving the lowest ratings

were counseling, support, and interagency activities. Most of the school personnel

responding to the survey were teachers and, thus, their primary responsibility is teaching.

Case management duties are a secondary responsibility, and the inability to leave the

classroom during the day would significantly decrease the amount of time teachers could

spend in counseling activities and in participating in interagency planning and

cooperation.

Public Health Case Ma atzeme t Sen n rvice~

Public health nurses rated their provision of case management services as “effective”

to “very effective” and gave extremely high ratings to the functions of intake,
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assessment, and planning. The areas in which they felt least effective were

recordkeeping and linking and brokering. Public health nurses ranked their services

higher than school personnel ranked school services and higher than any group ranked

county case management services. One factor influencing this rating might be caseload

size. The majority of public health nurses responding to the survey had caseloads

consisting of 1 to 10 persons with developmental disabilities.

Countv Cgse lvla~me t Sern vices

County supervisors’ ratings on the effectiveness of case management services were

the highest, with directors and case managers rating them second and third highest,

respectively, as compared to the other target groups that rated these services (advocates,

service providers, rehabilitation counselors, and consumers). Supervisors and directors

generally perceived advocacy and intake functions as being performed very effectively.

Supervisors also gave the functions of assessment, counseling, support, and planning high

ratings. The majority of directors (except on the two functions previously mentioned)

and case managers rated all of the functions as moderately effective to effective. Case

managers and directors perceived recordkeeping as the least, though still moderately,

effective function. Supervisors rated IHP development as the lowest, yet still moderately,

effective function, and case managers also indicated concern that this function might be

performed effectively with 69% rating it as not effective to moderately effective. Over

half of the case managers also rated linking and brokering and monitoring within the

same range.

Service providers’ and advocates’ perceptions of the effectiveness of case

management services were not as high as those of county personnel, reflecting an overall

rating of slightly to moderately effective. They rated the intake process as the most

effective function and IHP development as the least effective (“not effective” to “slightly
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effective”). Service providers and advocates also felt that linking and brokcring, support,

coordination, and planning were only minimally effective.

Consumers’ opinions of the effectiveness of the case managementservices they

received were more similar to those of county personnel than those of service providers

and advocates. Generally, when ranking case management services by function, they

found them to be helpful (l!f = 3.0- 3.7), and when ranking overall case management

helpfulness, the mean was 3.3, indicating consistency in their perceptions.

County personnel and consumers seem to be in agreement in their perceptions of

the effectiveness of case management services, however, advocates and service providers

clearly have a lower opinion of the effectiveness of case management services.

Factors and Stratesnes ~
. . “v

The review of literature highlighted a number of factors that positively influence

the effectiveness of case management. Studies identified effective leadership (Randolph

et al., 1984; Wray et al., 1985), workable case manager to client ratios (Rosenau &

Totten, 1983), improved communication among case management agencies and other

agencies, and reduced paperwork (Wray et al., 1985) as objectives whose accomplishment

would lead to better case management services. Providing relevant training for case

managers, clients, families, and advocates (Human Development Program, 1983; Wray

al., 1985), supportive work environments, and task clarity (Randolph et al, 1984) also

were cited as strategies for improving case management services. Carragone (1984)

suggested that relevant training for case managers should shift from training for

et

traditional social work services roles to training for the newer conceptual scope of case

management. In the shift from traditional services to case management services, service

settings change from office-oriented, fixed appointment models to locations where clients

live, work and receive services. Emphasis is placed on interagency coordination and

systems of influence rather than focusing only on client behaviors.
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In the current study, these same factors and strategies were identified by

the target groups as the factors that needed to be improved in order for case

management services to become more effective.

Recoin mendat onsi

most of

An obvious recommendation for improving case management services in Minnesota

concerns the development of improved and relevant training programs. Appropriate

preservice training is extremely important and the university setting should be the

trainee’s first opportunity to receive consistent and comprehensive philosophy,

information, and skills development. Most of the county case managers have received

their professional preparation in social work programs which generally, in Minnesota, do

not prepare students to work as case managers with individuals with developmental

disabilities. In general, social work programs continue to train students for traditional

social work roles rather than for roles as service coordinators (Carragone, 1984). The

Department of Human Services, Division for Persons with Developmental Disabilities,

counties, and universities should implement a cooperative effort toward improving

preservice training programs to eliminate the necessity of case managers receiving a

fragmented education after employment. Inservice training for case managers should be

better coordinated so that workshops will be offered on a consistent basis and, over

time, will present comprehensive philosophy, information, and skills development for case

managers in the field. Currently, the logical source for the administration, planning, and

delivery of such inservice training is the Department of Human Services, Division for

Persons with Developmental Disabilities, which should work cooperatively in this effort

with counties and other agencies. The Division has undertaken a training program of

similar scope, but its implementation has been so recent that no evaluation information is

available on its impact.
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The issue of staff shortages must be addressed. Almost all groups indicated that

heavy caseloads and too much paperwork were significant barriers to the delivery of case

management services. If case managers are to perform all case management functions

efficiently, they will need to have fewer clients or more support. Additional case

management aides and computerized documentation programs may be a partial solution.

More consumers and families performing as their own case managers, at least for some

functions, may offer some relief, but before this can occur individuals, groups, or

agencies will have to train consumers and their families so that they can develop the

necessary skills in a comfortable manner.

The Governor’s Planning Council on Developmental Disabilities is aware of such

problems inherent in the current case management system. In response to these

concerns, a set of priorities was developed and requests for proposals were sent to

service delivery agencies serving persons with developmental disabilities in 1986. Two of

the projects funded by the Council on Developmental Disabilities were the Consumer

Empowerment Project which has been training families to serve as case managers for the

family member with developmental disabilities, and a Data Integration Project which is

piloting a computerized system for recording and documenting the planning, service

delivery, and monitoring processes for individuals receiving case management services.

These appear to be promising approaches designed to reduce the impact of some of the

barriers identified in this survey study.

County human service agencies should work toward developing more cooperative

relations with other agencies whose responsibilities directly and indirectly affect services

available to their clients. The directors and supervisors indicated that they are already

aware of this need and probably need only to find the time to begin the communication.

County directors and supervisors, perhaps in cooperation with the Department of

Human Services, should consider developing and implementing a case management system
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evaluation plan in addition to the evaluation they currently do of case management

personnel. Included in the plan should be procedures for gaining evaluation information

from consumers and other individuals and agencies involved in the case management

process. An evaluation of the system should provide a broader perspective and it might

provide insights into more efficient ways to deliver services.

In summary, case management in Minnesota appears to be struggling to provide

needed services coordination to persons with developmental disabilities. The gerieral
.

perception of case management seems to be that it is moderately effective in providing

such services. The four most critical areas to address immediately if services are to

become more effective are: (1) training, (2) funding, (3) staff shortages, and (4)

evaluation. As the problems within these areas are resolved, persons with developmental

disabilities should receive more effective case management services that will enable them

to become fully integrated into their communities.
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GillelteChildren’sHospital“200 E.UniversityAvenue● St. Paul,MN!55101•[612)2%2848, ext.226

my 18, 1987

Dear Case Manager:

The University Affiliated Program on Developmental Disabilities
(UAP) is conducting an extensive survey of case management in
Minnesota under a grant award from the Governor’s Planning Council
on Developmental Disabilities. The purpose of this survey is to
obtain current information about case management services that are
available to persons with mental retardation or other related
conditions, to identify barriers encountered by case managers in
their work, and to identify training needs of case managers.

There is a genuine need for accurate information about case
management practices with individuals with mental retardation or
other related conditions. We need your help in developing this
information. The survey questionnaire is long, but we hope that will
not keep you from completing and returning it. Note that the
questions are on both sides of the page. Most of the items can be
answered by checking a response or circling a number. Please take
the time to respond. This is information that only you can give us,
and we hope the compilation and analysis will be beneficial to you
in your work and to persons with mental retardation or other
related conditions. Your responses on the questionnaire will be
treated with strict confidence and summarized in ways which ensure
that you or your individual agency cannot be identified. Your
agency will receive a summary of the survey results to share with
you.

As a small token of our appreciation, when we receive your
completed survey, we will mail you a $20.00 coupon which can be
applied toward the registration fee for the Case ~nagement
Conference in September. We will be reporting these survey results
during one of the conference sessions.

We sincerely appreciate your cooperation in completing and
returning the questionnaire.

Sincerely,

Pat McAnally u
Training Coordinator

Departmentof EducationalPsycholaw,Coll~ of Education
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June 12, 1987

Dear Survey Recipient:

We have not yet received your response to the survey on Case

Management which was sent out the end of May. The information

and perceptions which you can provide are very important to the

validity of the survey results, and we would like to include your

responses.

We realize that you have a very busy schedule and that there

is always more than enough paperwork to do. We encourage you to

spend a few minutes to complete the survey, however, as we feel

that the results of this survey will have a significant impact upon

Case Management services in Minnesota.

If you have misplaced the survey which was sent to you, we

wouId be happy to send you another one. We can be contacted at

the above addressor phonenumber. If this letter reachesyou after

you have sent your survey in, please accept our thanks.

We would appreciate receiving your responses by Friday, June

26, so that we may begin to analyze the data. Thank you again for

your assistance. Have a great summer.

Sincerely,

6iLt7&&4d$&
Pat McAnally

Departmentof EduoatianalPsychology,Caflegeof Education
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CASE MANAGEMENT SURVEY

Directors o Countv We a e a d Human Sef If r n rvices Aeenc eqi

Date:

1.

2.

3.

4.

5.

6.

7.

8.

How many case manager supervisors (FTE) work in your county agency?

How many case managers (FTE) work in your county agency?

How many case aides (FTE) work in your county agency?

In your opinion, what is the optimal ratio of supervisors
to case managers?

Have case management services been provided to all persons
with developmental disabilities (mental retardation or other 1 2
related conditions) meeting your criteria for service? Yes No

Do you have a waiting list for persons with developmental 1 2
disabilities in need of case management services? Yes No

If yes, are these persons presently provided with interim 1 2
services outside of the case management system? Yes No

Listed below are factors which have been suggested as possible barriers to the
successful delivery of case management services. Using the following scale, please
indicate the degree to which these factors act as barriers to the provision of case
management services in your agency.

1 2 3 4 5

Never a Seldom a Often a Almost Always a
barrier barrier barrier always a barrier

(about 50% barrier
of the time)

A. GENERAL CONSIDERATIONS

a. Client’s level of disability

b. Service Providers

c. Experience/expertise of case manager

d. Degree of family involvement

e. Degree to which case manager will
have to interact with other agencies

a.

b.

c.

d.

e.
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B.

c.

D.

E.

f. Travel time/distance to client residence f.

E. Case manager’s current client caseload size g.

h. Amount of paperwork required of case h.
managers

i. Number of meetings case managers are
required to attend i.

j. Other: Please specify j.

STAFFING

a. Staff shortages
b. Staff turnover
c. Reduction in force (layoffs)

of management staff

AVAILABILITY OF PROGRAMS

a. Lack of
options

b. Lack of
c. Lack of

residential program

day program options
other program options

or service options
d. Difficult access for the

client with developmental
disabilities to generic agency
programs/services

FUNDING

a.
b.

c.

COUNTY

a.

b.

c.

Insufficient funds
Delays in receiving funds
for client services
Restrictions in use of funds

ADMINISTRATION

Lack of routine planning
and coordination within
own agency
Coordination between
program units
Internal reorganization
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F. INTER-AGENCY ADMINISTRATION

a.

b.

c.

d.

e.
f.
&

h.

i.

j.

Lack of routine planning
and coordination among
service providers for a client
at the local level
Difficulty in communication
among agencies at the local
level
Confidentiality issues that
inhibit flow of necessary
information on clients
Lack of information or
understanding about other
agencies’ programs,
resources, and problems
Inappropriate referrals
Duplication of services
Multiple individual plans
for a single client
Clients “falling into
the cracks” between agencies
Lack of clear understanding
of which agency is responsible
for client’s case management
Multiple case managers/
client coordinators for a
single client

a.

b.

c.

d.
e.
f.

g.

h.

i.

j.

9. Using the following scale, please indicate the degree of cooperative work between
your-agency and these agencies in your part of the state.

1 2 3 4

None Slight Moderate Much

A.

B.

c.

D.

E.

WHAT WHAT
EXISTS SHOULD BE

Department of Human Services

School District

Local Office of Rehabilitation
Services

Mental Health Centers

Criminal Justice System
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F.

G.

H.

I.

J.

K.

L.

M.

N.

DAC

Residential Providers

Sheltered Workshops

Voluntary Advocacy Agencies
(e.g., ARC, UCP)

Community Associations
(i.e., religious, clubs, etc.)

Social Security

University

AVTI

Other

10. Below is a list of case management functions. In your opinion, how effective is the
case management service delivery provided by your agency for each service
function? (Use the following scale).

1
Not

Effective

a. INTAKE.
eligibility

2 3 4
Slightly Moderately
Effective Effective Effective

Determining a client’s
for services. 123

b. ASSESSMENT. Ascertaining a
client’s strengths and
specific needs for service.

c. PLANNING. Developing the
individual service plan.

d. COORDINATION. Serving as a .
focal point for service.
Coordinating among the diverse
providers of services required
by an individual.

e. DEVELOP the Individual
Habilitation Plan. Developing
a written plan of needs and
goals for the individual client.

1

1

2

2

3

3

5
Very

Effective

45

45

45

12345

12345



c-l

5

f.

g.

h.

i.

j.

k.

1.

m.

RECORDKEEPING. Maintaining
comprehensive written records
regarding intake information,
strengths and needs assessment,
goal and routine service planning,
staff action, client progress and
case review. 12345

SUPPORT. Helping the individual
and/or his/her famiIy with
unanticipated crisis inter-
vention. 12345

LINKING AND BROKERING. Referral
or development of services as
outlined in the Individual
Habilitation Plan. This may
incIude arranging for services
at generic agencies, accompanying
client to agencies, assist in
completing forms or other activities
which ensure that the client is
linked to new services. 12345

MONITORING/FOLLOW-UP.
Assuring that the client is
receiving appropriate services
as outlined in their Individual
Habilitation Plan and periodically
reassessing the individual client’s
progress. 123 45

DISCHARGE. Terminating those
services no longer needed or
for which the client is no longer
eligible.

ADVOCACY. Protecting and
upholding the rights of
the client.

COUNSELING. Talking with
clients about issues, such as
alternative service availability,
risk and benefit, etc.

OVERALL EFFECTIVENESS

12345

12345

12345

12345
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11. What gaps do you see in your case management system for people with
developmental disabilities?

12. What duplications do you see in your case management system for people with
developmental disabilities?

13. How often do you evaluate your case managers?
What criteria and performance standards do you use?

Please enclose or comment on what instrument/procedure you use for performance
evaluation.

14. Do you evaluate the effectiveness of the case management system in your county?
1 2
Yes No

Please enclose or comment on what instrument/procedure you use.

15. Was your case management turnover rate (January 1986- December 1986) high
enough to be considered a barrier to effective case management services?

1 2
Yes No

If yes, what could be done to reduce case management turnovers?
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16. What other agencies/professionals perform case management services in your county?
Please list.

17. In your opinion, should the State of Minnesota apply for Medical Assistance Funding
for case management under the Consolidated Omnibus Budget Reconciliation Act
(COBRA)? 1 2

Yes No —

THANK YOU FOR YOUR ASSISTANCE!

If we have auestions about your responses, may we call you? If yes, may we have the
following in~ormation? Your name, phone number, and responses will be kept
confidential.

Name of person completing survey:

Phone Number:
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CASE MANAGEMENT SURVEY

Case Mwer Suner isorav

Date:

1.

2.

3.

What is your educational background?

.
ma~rh) deareeti

a. Baccalaureate
b. Masters
c. Doctorate
d. Other

Were you a county case marmgcr before you bccamc a case manager
supervisor? I 2

Yes No

Did you have any college courses which provided training in case management?
(Please list under appropriate heading.)

Before cmdovment as case manager Year course was taken
~ visor

After emdovment as case ~ Year course was taken
suDervisor

4. What specific college courses have you had in the field of developmental
disabilities (mental retardation or other related conditions)? (Please list under
appropriate heading.)

I’lcforccmDlovmcnt as case man- Year course was tak=
SuDcrvisor
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~ftcr emvlovmcnt as case manrigt_r
crvisot

Year course was taken

5. What inservicc training experiences have you had that increased your
knowledge/skills in case management and mental retardation or other related
conditions? Please list the topics of the training cxpcricnccs and the year in
which you attended them.

6. How many years have you been a case manager supervisor?
In what settings?

a. county
b. day program
c. Department of Rehabilitation Services
d. Other (Please specify)

7. How many case manager supervisors work in your
agency?

8. How many case manager supervisors do you think
there should bc?

9. What is the average number of case managers
assigned to you?

10. Do you carry a client caseload?

11. What is the typical or most frequent size of
your client caseload?

12. Have case marmgcmcnt services been provided
to all persons with mental retardation or other
related conditions meeting your agency’s criteria
for service?

6.

7.

8.

9.

1 2
Ycs No10. — —

11.

1 2
12, Ycs — No
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13.

14.

15.

A.

Docs your agency have a waiting list for persons
with mental retardation or other related conditions 1 2

in need of case management services? 13. Yes — No

If yes, arc these persons presently provided
with interim scrviccs outside of the case I 2
management system? Yes No14. — —

Listed below arc factors’ which have been suggested as possible barriers to the
successful delivery of case management services. Using the following scale,
nleaso indicate th8 demrce to whbh these fsctor$ set SS barriers to the
pmvwm of CssoSnanigelnosltaervbs.

1 2 3

Never a Seldom a Often a
barrier barrier barrier

(about 50%
of the time)

GENERAL CONSIDERATIONS

a.

b.

c.

d.

e.

f.

6.

h.

i.

j.

Client’s ICVCIof disability

Scrvicc Providers

Lack of experience/expertise of
case manager

Lack of family involvement

Dcgrcc to which case manager will
have to interact with other agcncics

Travel time/distance to client rcsidcncc

Case manager’s current client caseload size

Amount of paper work required of

Number of meetings case managers
to attend

Other (Please specify)

case managers

arc required

4 5

Almost Always
always a barrier
barrier

c.

d.

c.

f.

h.

i.

J
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B. STAFFING

c.

D.

E.

F.

a. Staff shortages

b. Staff turnover

c. Reduction in force (layoffs)
of case management staff

AVAILABILITY OF PROGRAMS

a. Lack of residential program options

b. Lack of day program options

c. Lack of other program/scrvicc options

d. Difficult access for clients with
mental retardation or other related
conditions to generic agency programs/
services

FUNDING

a. Insufficient funds

b. Delays in rccciving funds for client services

c. Restrictions in usc of funds

COUNTY ADMINISTRATION

a. Lack of routine planning and coordination
within own agency

b. Coordination bctwccn program units

c. Internal reorganization

INTER-AGENCY ADMINISTRATION

a. Lack of routine planning and coordination
among service providers for a client at the
local level

b. Difficulty in communication among agencies
at the local level

c. Confidentiality issues that inhibit flow
of necessary information on clients

a.

b.

c.

a.

b.

c.

d.

a.

b.

c.

a.

b.

c.

a.

b.

c.



d.

e.

f.

e.

h.

i.

j.

c-2

Lack of information or understanding about
other agencies’ programs,
problems

Inappropriate referrals

Duplication of services

resources, and
d.

e.

f.

Multiple individual plans for a single
client %.

Clients “falling into the cracks”
between agencies h.

Lack of clear understanding of which agency
is responsible for client’s case management i.

Multiple case managers/client coordinators
for a single cIient j.

16. Using the following scale, please indicate the degree of cooperative work
bctwccn your agency and these other agencies in-your area.-

1 2 3
None Slight Moderate

A.

B.

c.

D.

E.

F.

G.

Ii.

1.

J.

Department of Human Services

School District

Local Office of Rehabilitation
Scrviccs

Mental Health Center

Criminal Justice Systcm

DAC

Residential Providers

Shcltcrcd Workshops

Voluntary Advocacy Agcncics
(e.g., ARC, UCP)

Community Associations
(i.e., religious, clubs, etc.)

4
Much

What cxist~

A.

B.

c.

D.

E.

F.

G.

H.

I.

J.

What should be



.
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K. Social Security K.

L. University L.

M. AVTI M.

N. Other N.

17. BC1OWis a list of ten case management functions. In your opinion, how
effective is the case management service delivery provided by your agency for
each service function? (Use the following scale).

1 2 3 4 5
Not Slightly Moderately Very

Effective Ef fcctivc Effective Effective Effective

a. INTAKE. Determining a client’s
eligibility for services. 12345

b. ASSESSMENT. Ascertaining a
client’s strengths and specific
needs for service.

c. PLANNING. Developing the
individual service plan.

d. COORDINATION. Serving as a
focal point for service.
Coordinating among the diverse
providers of services required
by an individual.

e. DEVELOP the Individual
Habilitation Plan. Developing a
written plan of needs and goals
for the individual client.

f. RECORDKEEPING. Maintaining
comprehensive written records
regarding intake information,
strengths and needs assessment,
goal and routine service planning,
staff action, client progress and
case review.

& SUPPORT. Helping the individual
and/or his/her family with
unanticipated crisis inter-
vention,

1234s

12345

12345

12345

12345

12345
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h. LINKING AND BROKERING. Referral
for new services as outiined in the
Individual Habilitation Plan.
This may include arranging
for services at generic
agencies, accompanying client
to agencies, assisting in completing
forms or other activities which
ensure that the client is linked
to new services.

i. MONITORING/FOLLOW-UP.
Assuring that the client is
rccciving appropriate services
as outlined in their Individual
Habilitation Plan and
periodically reassessing the
individual client’s progress.

i DISCHARGE. Termination of
those scrviccs no Iongcr needed
or for which the client is no
Iongcr eligible.

k. ADVOCACY. Protecting and
upholding the rights of
the client.

12345

12345

1234s

12345

1. COUNSELING. Talking with clients
about issues such as alternative service
availability, risks and benefits, etc. 12345

m. OVERALL EFFECTIVENESS 12345

18. What gaps do you scc in your case management systcm for people with mental
retardation or other rchttcd conditions?

19. What duplication do you scc in your case management systcm for people with
mental retardation or other related conditions?
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20. How often do you evaluate your case managers?
What criteria and performance standards do you USC?

Please enclose or comment on what instrument/proccdurc you use for
performance evaluation.

21. By whom is your cffectivcncss as a case management supervisor evaluated?

22. Was your case manager turnover rate (January 1986-Dcccmber 1986) high
enough to bc considered a barrier to effective case manager scrviccs? Ycs

No

If yes, what could be done to reduce case management turnovers?

23. Thinking of your roic as a supervisor, in which of the following topics do you
feel you have a current need for more training? (Check those that apply.)

a. Information on history, normalization, values.

b. How to identify client’s personal goals, prefcrcnccs$ strengths, and needs.

c. Methods for creative problcm solving and for thinking innovatively.

d. Legal rights of clients and steps necessary to protect those rights.

e. How to assist clients and families in becoming their own scrvicc
coordinators.

f. How to relate to and work with the various participating agencies.

& Methods to assist and refer clients in crises or cmcrgcncy situations.



c-2

h....

i.

j.

k.

1.

m.

n.

o.

v.

Q.

r.

s.

9

HOWto procure and analyze intake data to dctcrminc client eligibility for
scrvicc coordination.

How to identify all pertinent information related to the client.

How to analyze initial client information and develop an individual service
plan with the client.

How to function as a broker of services.

Methods to facilitate the team consensus process.

How to participate cffcctivcly in the individual planning process.

Methods for procuring accurate information related to scrvicc options to
meet individual client needs.

Methods for negotiating with clients and scrvicc providers when the
client disagrees with individual plan components.

How to participate in periodic client reviews.

How to monitor quality of service to individual clients.

General information on developmental disabilities (mental retardation and
other rchttcd conditions).

Other - please spccif y

NOW, go back over the list and circle your check marks to jndicatc the three areas jn
which you bclicvc

THANK YOU!

it is most important that you rcccivc training.

If wc have questions about your responses,
following information? Your name. phone
conf idcntial.

Name of person

Phone IUumbcr:

completing survey:

may wc call you? If yes, may we have the
number, and responses will bc kept
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CASE MANAGEMENT SURVEY

Case Mana=erq

Date:

Job Pre~aration/Exmrlen~
.

1. What is your educational background?

ma ior(s.) fle~ Ce(slr (please check)
a.
b.
c.
d.

2. Did you have any college courses which

Course

Baccalaureate
Masters
Doctorate
Other

provided training in case management?

Year t e couh rse was takeq

3. What specific college courses have you had in the field of developmental
disabilities (mental retardation or other related conditions)?

G!2um Ye= the cou rse was taken

4. What inservice training experiences have you had that increased your
knowledge/skills in case management and developmental disabilities (mental
retardation or other related conditions)? Please list the topics of the training
experiences and the year in which you attended them.
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5. How long have you been a case manager?
In what

a.
b.
c.
d.

—
settings?

county

Years Months

day program
Department of Rehabilitation Services
other (please specify)

6. How long have you been a case manager working with people
retardation or other related conditions? Years
In what settings?

with mental
Months

a.
b.
c.
d.

county
day program
Department of Rehabilitation Services
other (please specify)

7. Are you a qualified mental retardation professional (QMRP) as stipulated in
Medicaid ICF/MR regulations? 1 2 3

Don’t
Know—

8. Please list areas in which you hold current professional licensure/certification.

9. What is your job title?
What is the name of your agency?

Population: Persons with Mental Retard ation and Other Related Conditions

10. For how many persons with mental retardation or other related conditions are
you currently the case manager? Include in your answer persons for whom
case aides may perform some or most of the case management responsibilities.

A$!eGrouDq Number

Preschool (Birth -5 years)

School-Age (6 years -21 years)

Adult (over 21 years)

Total:
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11.

12.

13.

14.

15.

16.

For the total number of persons with mental retardation or
other related conditions that you serve, how many have an
I.Q. score that is below 35?

a. Of these individuals, how many also have
significant behavior problems?

For the total number of persons with mental retardation or
other related conditions who have aUO. score of 35 or abo e,v
how many also have significant behavior problems?

If you were able to choose the makeup of your caseload, which
would you prefer?

a. 100% clients with mental retardation or other
related conditions a.

b. Some, but not all, clients with mental retardation
or other related conditions b.

c. No clients with mental retardation or other
relation conditions c.

How many persons with mental retardation or other related conditions were
removed from your caseload in 1986 because they no longer needed case
management services?

Of the persons with mental retardation or other related conditions currently
on your caseload, how many have you served for:

less than 1 year
1 to 5 years
5 to 10 years —
10+ years

How much case aide time is currently provided to you to assist in management
of your case load for persons with mental retardation or other related
conditions? State your answer in terms of all or
equivalent position or positions.

Qther VODUlations served with Case Manage ment ServiceS

17. How many clients do you serve on your caseload
retardation or other related conditions?

a portion of a full-time

who do M have mental



c-3

4

Barriers

18. Please indicate the degree to which these factors act as barriers to your
delivery of quality case management services:

1 2 3 4 5
Never Seldom Often a Almost Always a
a barrier a barrier barrier always barrier

(about 50% a barrier
of the time)

A. GENERAL CONSIDERATIONS

a.

b.

c.

d.

e.

f.

&

h.

i.

j.

Client level of disability

Service providers

Lack of training/information on what
you as a case manager should do

Lack of family involvement

Amount of time needed to interact
with other agencies

Travel time/distance to client residence

Your current client caseload size

Paperwork

Too many meetings

Other: Please specify

B. STAFFING

a. Staff shortages

b. Staff turnover

c. Reduction in force (layoffs)
of case management staff.

c. AVAILABILITY OF PROGRAMS

a. Lack of residential program options

b. Lack of day program options

a.

b.

c.

d.

e.

f.

&

h.

i.

j.

a.
.

b.

c.

a.

b.
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D.

E.

F.

c. Lack of other program/service options

d. Difficult access for clients with
mental retardation or other related
conditions to generic agency programs/
services

FUNDING

a. Insufficient funds

b. Delays in receiving funds for client services

c. Restrictions in use of funds

COUNTY ADMINISTRATION

a. Lack of routine planning and coordination
within own agency

b. Coordination between program units

c. Internal reorganization

INTER-AGENCY ADMINISTRATION

a.

b.

c.

d.

e.

f.

&

h.

Lack of routine planning and coordination
among service providers for a client at the
local level

Difficulty in communication among agencies
at the local level

Confidentiality issues that inhibit flow
of necessary information on clients

Lack of information or understanding about
other agencies’ program, resources, and
problems

Inappropriate referrals

Duplication of services

Multiple individual plans for a single client

Clients “falling into the cracks” between
agencies

.

c.

d.

a.

b.

c.

a.

b.

a.

b.

c.

d.

e.

f.

&

h.
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i. Lack of clear understanding of which agency
is responsible for client’s case management

j. Multiple case managers/client coordinators
for a single client

Job Functions

19. When orienting persons with mental retardation or other related conditions on

i.

j.

your

a.

b.

c.

d.

20. How

caseload, do you always:
1 2

Orient them, their parents, or guardians to a. Yes No
case management services? ‘

1 2
Specifically explain the case management b. Yes No
process to them?

1 2
Inform them that they have the opportunity c. Yes No
to request another case manager if they are
not satisfied with your services?

1 2
Contact “them prior to their service d. Yes No
plan review meeting to discuss this meeting
with them?

important do you feel it is for the client to participate in the individual
service plan review meeting?

a. not important
b. somewhat impo~nt
c. very important —

21. How often is consensus reached at the end of the service plan reviews you
participate in?

a. never
b. someti~

22. For each of the following statements, indicate if you feel it reflects a current
responsibility of yours as a case manager serving persons with mental
retardation or other related conditions. In the second column, indicate if you
feel it should be your responsibility as a case manager:

is my should be my
responsibility responsibility

a. Ensure that the individual 1. Yes 3. Yes
service plan is written 2. No — 4. No —
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b.

c.

d.

e.

f.

Ensure that the service
plan review meeting is held 3. Yes

4. No ~

Ensure that the resulting
plan update is developed jointly
by those invited 1. Yes 3. Yes

2. No— 4. No ~

Ensure that the client’s
views are heard and integrated
into the plan 1. Yes 3. Yes

2. No — 4. No —

Advocate for the client
when he/she disagrees with 1. Yes 3. Yes
the rest of the team 2. No— 4. No ~

Write the revised plan
document and distribute it 1. Yes 3. Yes
to client and team members 2. No—— 4. No —

23. Do your clients/parents/guardians know that, if they are able, they may take
an active role in procuring, adapting and arranging the services identified in
the individual service plan?

1 2 3
Never Seldom Sometimes

24. How often do your clients/parents/guardians

4 5
Usually Always

take an active role in procuring,
adapting and a-rranging the-services-identified in the individual service plan?

1 2 3 4 5
Never Seldom Sometimes Usually Always

25. How do you monitor the progress and appropriateness of the individual service
plan and the individual habilitation plan? Do you:

1 2
a. visit the client at the service sites while a. Yes No —

services are being provided?
1 2

b. review service providers’ records and reports b. Yes — No —

1 2
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c.

d.

e.

f.

g.

hold periodic client interviews c. Yes

1
hold periodic family interviews d. Yes —

1
hold annual review meeting e. Yes

1
revise individual service and habilitation f. Yes
plans as needed

1
other (please specify) g. Yes —

No

2
No

2
No

2
No

2
No

26. When vou have identified a service need for Your client with mental
retard~tion or other related conditions, but the needed service is unavailable,
do yOU:

a.

b.

c.

d.

e.

f.

g.

h.

write the need into the ISP?

postpone writing the need into
until services are available?

1 2
a. Yes No

the ISP 1 2
b. Yes No

1
recommend appropriate alternatives? c. Yes

1
set date to review alternative service needs? d. Yes

1
find/assign someone to develop needed services? e. Yes

1
notify the proper authorities of the gap in f. Yes —
services?

1
wait until the annual review meeting? g. Yes —

1
schedule a review meeting? h. Yes —

2
No

2
No

2
No

2
No

2
No

2
No

27. What percentage of your time is spent on case management
(based on 100%)?
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28. Considering only the time you spend on case management, please indicate
below the case management functions you typically perform and estimated
monthly percentage of case management time (during an average month) you
sMnd on each function. (These percentages should equal 100% and should not
include non-case management time).

a.

b.

c.

d.

e.

f.

&

INTAKE. Determining a client’s
eligibility for services. a.

ASSESSMENT. Ascertaining a
client’s strengths and specific
needs for service. b.

PLANNING. Developing the
individual service plan. c.

COORDINATION. Serving as a
focal point for service.
Coordinating among the diverse
providers of services required
by an individual. d.

DEVELOPING Individual
Habilitation Plan. Developing a
written plan of needs and goals
for the individual client. e.

RECORDKEEPING. Maintaining
comprehensive written records
regarding intake information,
strengths and needs assessment,
goal and routine service planning,
staff action, client progress and

4-ES

case review. f.

SUPPORT. Helping the individual
and/or his/her family with
unanticipated crisis inter-

iQ EST
TIlv@

vention. g. —, ,-
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h. LINKING AND BROKERING.
Referring for or developing
new services as outlined in
the individual habilitation.
plan. This may include arranging
for services at generic
agencies, accompanying client
to agencies, assisting in completing
forms or other activities which
ensure that the client is linked
to new services. h. —

i. MONITORING/FOLLOW-UP.
Assuring that the client is
receiving appropriate services
as outlined in their individual
habilitation plan and periodically
reassessing the individual
client’s progress. i.

j. DISCHARGE. Terminating those
services no longer needed
or for which client is no
longer eligible. j. — —

k. ADVOCACY. Representing and
protecting the rights of
the client. k. - _

1. COUNSELING. Talking with
client about issues such as
alternative service availability,
risks and benefits before the
individual service plan is
written. 1. —

m. OTHER (Specify) m. ——

TOTAL: 100%
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a.

b.

c.

d.

e.

f.

g.

29. Using the following scale, indicate how effective you feel you arc for each of
the functions listed by circling the appropriate number.

1
not

effective

INTAKE. Determining a
client’s eligibility for

2 3 4 5
slightly moderately very
effective effective effective effective

services. a. 1 2 3 4 5

ASSESSMENT. Ascertaining a
client’s developmental level
and specific needs for
service. b. 1

PLANNING. Developing
the individual service
plan. c. 1

2

2

3

3

4 5

4 5

COORDINATION. Serving as a
focal point for service.
Coordinating among the diverse
providers of service required
by an individual. d. 1

DEVELOPING Individual
Habilitation Plan.
Developing a written plan
of needs and goals for the
individual client. e. 1

RECORDKEEPING. Maintaining
comprehensive written records
regarding intake information,
strengths and needs assessment,
goal and routine service planning,
staff action, client progress and
case review. f. 1

SUPPORT. Helping the individual
and/or his/her family with
unanticipated crisis inter-
vention. g. 1

2

2

2

3

3

3

3

4

4

4

4

5

5

5

5
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h. LINKING AND BROKERING.
Referral for and development
of new services as outlined in
the Individual Habilitation Plan.
This may include arranging for services
at generic agencies, accompanying
client to agencies, assist in
completing forms or other
activities which ensure that
the client is linked to new
services. h. 1

i. MONITORING/FOLLOW-UP.
Assuring that the client is
receiving appropriate services
as outlined in their Individual
Habilitation Plan and periodically
reassessing the individual client’s
progress. i. 1 2

i DISCHARGE. Terminating those
services no longer needed
or for which the client is no
longer eligible. j. 1

k. ADVOCACY. Protecting and
upholding the rights of
the client. k. 1

1. COUNSELING. Talking with
the client about issues such
as alternative service availability,
risks and benefits before the
individual service plan is
written. 1. 1

m. Other (specify)
m. 1

n, OVERALL EFFECTIVENESS.
n. 1

2

2

3

3

3

3

4

4

4

4

30. What gaps do you see in the case management system in your county/agency?
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31. What duplications do Yousee in the case management system in your
county/agency?

32. Thinking of your role as case manager for clients with mental retardation or
other related conditions, in which of the following topics do you feel you have
a current need for more training? (Check those that apply.)

a.

b.

c.

d.

e.

f.

&

h.

i.

j.

k.

L

m.

n.

o.

P.

Information on history, normalization, values a.

How to identify client’s personal goals, preferences,
strengths, and needs. b.

Methods for creative problem solving and for thinking
innovatively. c.

Legal rights of clients and steps necessary to protect those
rights. d.

How to assist clients in becoming their own case
managers. e.

How to relate to and work with the various participating
agencies. f.

How to coordinate/broker for services. g.

Methods to assist and refer clients in crises or
emergency situations. h.

How to procure and analyze intake data to determine
client eligibility for case management. i.

How to identify all pertinent information related to the
client. j.

How to analyze initial client information and develop an
individual service plan with the client. k.

How to develop an individual habilitation plan. L

How to conduct interdisciplinary meetings. m.

How to participate effectively in the individual
planning process. n.

Methods for procuring accurate information related to
service options to meet individual client needs. o.

Methods for negotiating with clients and service
providers when the client disagrees with individual
plan components. P.
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q. How to participate in periodic client reviews. q.

r. How to monitor quality of service to individual
clients. r.

s. Oeneral information on developmental disabilities s.
(mental retardation and other related conditions).

t. Other (Please specify)

Now, go back over the list and circle your check marks to indicate the three areas in
which you believe it is most important that you receive training.

THANK YOU!

If we have questions about your responses, may we call you? If yes, may we have the
following information? Your name, phone number. and responses will be kept
confidential.

Name of person completing survey:

Phone Number:



1

CASE MANAGEMENT

Consumers

SURVEY

12

Yes No1. Is a case manager currently assigned to you/your family?

2. If you have a case manager, please answer these questions:

a. What is your (consumer’s) age?

b. Where do you (consumer) live? (check one)
1. at home with your family bl.
2. in a group home with more than 8 other people b2.
3. in a group home with 8 or fewer people b3.

3 Have you/your family member been diagnosed or classified as having:
12

a. mental retardation Yes No
12

b. cerebral palsy Yes No
12

c. epilepsy Yes No
12

d. autism Yes No
12

e. other (please specify) Yes No

4. This is a list of things your case manager should do for you. For each service you
have received, please iridicate how helpful/valuable you feel it is by circling a
number, 1, 2, 3, 4 or 5. #l means not heloful; #5 means verv helDful. If you have
not received a service, please check the last column.

Not Very Have not
helpful Helpful received
12345

a. ASSESSMENT. The case
manager identified
specific needs for
services and wrote the
individual service plan.

b. COORDINATION. The case
manager organized and
coordinated the services
for me.

12345

12345
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c.

d.

e.

f.

g.

h.

i.

j.

k.

DEVELOP INDIVIDUAL
HABILITATION PLAN. The
case manager developed a
written plan of my needs
and goals.

RECORDKEEPING. The case
manager keeps records of
information, plans, needs,
progress and schedules.

SUPPORT. The case manager
helps me and/or my family
with concerns, problems, and
crises which occur.

LINKING. The case manager
arranges for services I need,
goes with me to agencies, and
helps me complete forms.

MONITORING/FOLLOW-UP. The
case manager makes sure that I
receive the services I need.
These services are written into
a plan. The case manager
evaluates my progress regularly
and makes needed changes.

DISCHARGE. The case manager
ends services when I no longer
need them.

..
ADVOCACY. The case manager
protects and upholds my
rights and those of my family.

COUNSELING. The case manager
discusses my individual service
plan with me before it is
written. The case manager tells
me about different services
that are available to me, and
the risks and benefits of each
service.

OTHER (Please list any other
things your case manager has
helped you with.)

1 234 5

1

1

1

1

1

1

2

2

2

2

2

2

3

3

3

3

3

3

4

4

4

4

4

4

5

5

5

5

5

5

123 45
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5.

6.

7.

8.

9.

10.

11.

1 L

Does your case manager prepare you for your staffings
or for the staffings of your family member? (Please circle.) Yes No

How much time does your case manager spend with you
or your family mcmber each month (on the average)?

How long have case management services been provided Years Months
to you or your family member?

During this time, how many case managers have you
worked with?

If you have worked with more than one case manager, please indicate how this
change in case managers has affected you or your family member and the services
you received.

a.

b.

c.

d.

change in case managers has not affected services a.

change in case managers caused a delay/disruption
of services and planning b.

change in case managers improved services c.

other (please explain) d.

Have you or your family members received any training in working with the case
management system? 1 2

If yes,

.

.

.

Would

NoYes .—

where did you receive the training?
1 2

from formal college courses? Yes No
from inservice/workshops?

——
Yes No—.

from an advocate? Yes No——
from the case manager? Yes No——
other (Please specify)

1 2
you like to receive any training in working Yes No

with the case management system?

If so, what type of training?
(Please check the training possib~!ities you would like.)

a. I would like to attend a workshop
on how to work with the case management
system. a.
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b. I would like an advocate to teach me
how to work with the case management
system.

c. I would like a parent to teach me
how to work with the case management
system.

d. Other (please explain).

b.

c.

d.

12. What gaps do you see in the case management system?
Please list anything you think the case management
system should provide that it does not provide now.

13. Have you ever had to wait for: If yes,
how long?

a. an individual service plan to be 1 2
developed? a. Yes b. N~

b. a service to be provided? a. Yes b. No

c. a needed change in services? a. Yes b. No

14. What things have been done for you by the case management system that you think
were not necessary?

15. Do you think that consumers/parents/guardians could act
as their own case manager? (please circle)

16. Do you act as case manager for yourself or your family
member? (please circle)

17. Do you act as an advocate
member? (please circle)

18. Have you ever been asked
services? (please circle)

for yourself or your family

to evaluate case Management

1 2
Yes No

.
12
Yes No

12
Yes No

12
Yes No

12
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19.

20.

21.

Did you receive helpful case management services
during

.

.

.

.

.

these times?
1 2

birth -7 years Yes No N/A
7-21 years Yes No N/A —
21-35 years Yes No N/A —
35-65 years Yes — No N/A
65 & older Yes No N/A
entering & exiting Yes No N/A

from school setting
entering & exiting No N/AYes ,— —

from residential settings

How would you rate the case management services you have received?

1 2 3 4 5

poor fair good very excellent
good

What improvements or changes would you like to see in your case management
services?

THANK YOU?

Your resDonse on this questionnaire will be kept confidential. You are under no
obligation to sign it.

If you do sign it, and we have questions about your responses, may we call you?
Yes No .

Even if you do sign it, your name and phone number will not be given to anyone else.

Name of person completing survey:

Phone Number:
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CASE MANAGEMENT SURVEY
ADVOCATES

Date:

1.

2.

3.

4.

For which age levels of persons with developmental disabilities (mental retardation
or other related conditions) do you act as an advocate?

Please check:
1.

a. birth through 5 years
b. 6 years through 21 years ~~—
c. 22 years and older c. —

What is your highest educational degree?
*
A.

a. High School graduate
b. Bachelor’s degree :: —
c. Master’s degree c. —
d. Specialist degree d. —
e. Ph.D./Ed.D. e. —
f. Other (please specify) f. —

Please check the areas in which you have had formal coursework and/or inservice
training and indicate the year in which you received the training.

formal year inservice/ year
coursework workshop

a. Case management al a2
b. Developmental Disabilities

——
al —— a2 — —

c. Services or Brokering/ al —— a2 —
negotiations

d. Individual Habilitation Plan/ al a2
Individual Service Plan/

—— ——

Individual Educational Plan

How long have you been an advocate for persons with developmental disabilities?

Years Months
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5.

a.

b.

c.

d.

e.

f.

&

h.

Below is a list of case management functions that county case managers perform.
Based on your experience with mutual clients, how effective are county case
managers in carrying them out?

1 2 3 4 5
Not Slightly Moderately Very
Effective Effective Effective Effective Effective

INTAKE. Determining a client’s
eligibility for services. a. 12345

ASSESSMENT. Ascertaining a
client’s strengths and specific
needs for service.

PLANNING. Developing the
individual service plan.

COORDINATION. Serving as a
focal point for service.
Coordinating among the diverse
providers of services required
by an individual.

b. 1 2 3 4 5

c. 12345

d. 1 2 3 4 5

DEVELOP INDIVIDUAL HABILITATION
PLAN. Developing a
written plan of needs and goals
for the individual client. e. 12345

RECORDKEEPING. Maintaining comprehensive
written records regarding
intake information, strengths
and needs assessment, goal and
routine service planning, staff
action, client progress and case
review. f. 1 2 3 4 5

SUPPORT. Helping the individual
and/or his/her family with
unanticipated crisis intervention. & 1 2 3 4 5

LINKING AND BROKERING. Referral for new
services as outlined in the
individual habilitation plan.
This may include arranging
for services at generic agencies,
accompanying client to agencies,
assisting in completing forms or
other activities which ensure
that the client is linked to
new services. h. 1 2 3 4 5
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i.

j.

k.

1.

m.

6.

7.

MONITORING/FOLLOW-Up.
Assuring that the client is
receiving appropriate services
as outlined in their individual
habilitation plan and periodically
reassessing the individual
client’s progress.

DISCHARGE. Terminating of
those services no longer needed
or eligible.

ADVOCACY. Protecting and
upholding the rights of
the client. k.

COUNSELING. Discussing issues
such as alternative service availability,
risks and benefits, etc. 1.

OTHER. Please specify
ma

12345

12345

12345

i. 12345

j. 1 2 3 4 5

If, in working with a client with developmental disabilities, you perceive a need
which is not currently being addressed, what steps/actions would you take?
Please check:

a. notify case manager immediately a.
b. call for interdisciplinary team meeting b.
c. wait for interdisciplinary team meeting c.
d. notify client/guardian d.
e. other (specify) e.

What gaps currently exist in the provision of case management services to persons
with developmental disabilities? Please list.

8. What duplications currently exist in the provision of case management services to
persons with developmental disabilities? Please list.
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9. In which of the following
need for more training?

a.

b.

c.

d.

e.

g.

h.

i.

k.

10

m.

n.

o.

P.

q.

topics do you feel most case managers have a current

History, Normalization, Values

How to identify client’s personal goals, preferences, strengths, and
needs.

Methods for creative problem solving and for thinking innovatively.

Legal rights of clients and steps necessary to protect those rights.

How to assist clients in becoming their own service coordinators.

How to relate to and work with the various participating agencies.

Methods to assist and refer clients in crises or emergency situations.

How to procure and analyze intake data to determine client
eligibility for service coordination.

How to identify all pertinent information related to the client.

How to analyze initial client information and develop an individual
service plan agreement with the client.

How to function as a broker of service.

Methods to facilitate the team consensus process.

How to participate effectively in the individual planning process.

Methods for procuring accurate information related to service
options to meet individual client needs.

Methods for negotiating with clients and service providers when the
client disagrees with individual plan components.

How to participate in periodic client reviews.

How to monitor quality of service to individual clients.

General information on developmental disabilities.

10. How could case management services for persons with developmental disabilities be
improved? Please comment.
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If we have questions about your responses, may we caII You? If yes, may wc have the
following information? Your name, phone number, and responses will be kept
confidential.

Name of person completing survey:

Phone Number:

Thank you for your time and effort in completing and returning this survey.
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CASE MANAGEMENT SURVEY
PUBLIC HEALTH NURSES

Date:

1.

2.

3.

4.

5.

a. What is your job title?
b. What is your employment setting?

Please list areas in which you hold professional

a.
b.

licensurc/certification.

Are you a qualified mental retardation professional (QMRP) as stipulated in
Medicaid ICF/MR regulations?

1 2
Yes No

What is your educational background?

a. baccalaureate
b. masters
c. doctorate
d. other

Did you have any college courses which provided training in case management?
If yes, please list under appropriate heading.

Before em~ lovment as Publ ic Health Nurse case manazer

To~ic/title Year attend&

After emnlovment as Public Healt h Nurse case manager

ToDic/t itle Year attended
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6. What specific college courses have you had in the field of developmental
disabilities (mental retardation or other related conditions)? Please list under
appropriate heading.

Before emdovment as Public Health Nurse case manager

ToDic/titl~ Year attended

After emnlovment as Public Health Nurse case man-

Tonic/title Year attended

7. What inservice training experiences have you had that increased your
knowledge/skills in case management and developmental disabilities?

Tonic/title Year attended.

8. How long have you served as a case manager? Years Months
In what settings?

a. Public Health
b. County Agency

Residential Program
:: Day Program
e. Other (please specify)

9. How long have you served as a case manager working with people with
developmental disabilities? Years Months



10.

11.

12.

13.

14.

15.

How many persons with
are in the following age

Age Groum

Birth through 5 yrs

6 yrs through 21 yrs

22 yrs through 30 yrs

31 yrs through 60 yrs

over 60 yrs

C-6
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developmental disabilities whom you currently serve
groups and what are the disabilities?

Nu mber ~isabilitie~

If you were able to choose the makeup of your caseload, which would you
choose?

a. 100% clients with developmental disabilities
b. Some, but not all, clients with developmental
c. No clients with developmental disabilities

How many persons with developmental disabilities
caseload during 1986?

a.
disabilities b.

c.

have you served on your

How many persons with developmental disabilities were removed from your
caseload in 1986 because they have no longer needed health/case management
services?

Of the persons with developmental disabilities currently on your caseload, how
many have you served for:

a. less than 1 year a.
b. 1-5 years b.

5-10 years c.
:: 10+ years d.

For how many other clients do you serve as case manager (not including
clients with developmental disabilities)?
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16. Please indicate the degree to which these factors act as barriers to your
delivery of quality case management services. (Write appropriate #1-5 in
space.)

1 2 3
Not Seldom Often a

a barrier a barrier barrier

a.

b.

c.

d.

e.

f.

g.

h.

i.

j.

(about 50% of
the time)

Client level of disability

Service providers

Lack of training information on what
you as a case manager should do

Lack of family involvement

Amount of time needed to interact
with other agencies

Travel time/distance to client residence

Your current client caseload size

Paperwork

Too many meetings

4 5
Almost Always a

always a barrier
barrier

a.

b.

c.

d.

e.

f.

g.

h.

i.

Other: Please specify j.

17. When receiving new persons with developmental disabilities, do you do the
following?

a.

b.

c.

d.

Orient them, their parents, or guardians to 1. Yes
case management services? 2. No

Specifically explain the case management 1. Yes
process to them? 2. No

Inform them that they have the opportunity 1. Yes
to request another case manager if they are 2. No
not satisfied with your services?

Contact your clients prior to their service 1. Yes
plan review meeting to discuss this meeting 2. No ~
with them?
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18. How important do you feel it is for the client to participate in the service
plan review meeting?

a. not important
b. somewhat important :: ~
c. very important c.

19. How often is consensus reached at the end of the service plan reviews you
participate in?

a. never a.
b. sometimes b. —
c. always c. —

20. For each of the following statements, indicate if YOUfeel it reflects a gurrent
responsibility of yours as a case manager serving persons with developmental
disabilities. In the second column, indicate if you feel it shouu be your
responsibility as a case manager:

A.

B.

c.

D.

E.

Ensure that the service
plan review meeting is held

Ensure that the resulting
plan update is developed jointly
by those invited

Ensure that the client’s
views are heard and integrated
into the plan

Advocate for the client
when he/she disagrees with
the rest of the team

Write the plan document
and distribute it to client

is my should be my
responsibility responsibility

1 Yes 1 Yes
2 No ~ 2 No —

1 Yes 1 Yes
2 No ~ 2 No —

1 Yes
2 No —

1 Yes
2 No —

1 Yes 1 Yes
2 No ~ 2 No —

1 Yes 1 Yes
2 No ~ 2 No —

and team members

21. Do your clients/parents/guardians know that, if they are able, they may take
an active role in procuring, adapting and arranging the services identified in
the service plan?

usually a.
sometimes b.
seldom c.

22. How do you monitor the progress of the service plan?

a. visit the client at the service sites while
services are being provided?

b. review service providers’ records and reports

1 2
a. Yes No

1 2
b. Yes No
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1 2
c. hold periodic client interviews c. Yes No

1 2
d. hold periodic family interviews d. Yes — No

1 2
e. hold annual review meeting e. Yes No

l— 2—
f. revise individual service and habilitation f. Yes — No

plans as needed
1 2

& other (please specify) g. Yes — No

23. When you have identified a service need for your client with disabilities, but
the needed service is unavailable, do you:

a. write the need into the individual
service plan

b. postpone writing the need into the indiv-
idual service plan until services
are available

c. recommend appropriate alternatives

d. set date to review alternative service needs

e. find/assign someone to develop needed
services

f. notify the proper authorities of the gap in
services

g. wait until the annual review meeting

h. schedule a review meeting

1
a. Yes

1
b. Yes —

1
c. Yes

1
d. Yes

●

1

e. Yes

1
f. Yes

1
g. Yes

1
h. Yes

2
No

2
No

2
No

2
No

2
No

2
No

2
No

2
No
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24. Please indicate below the case management functions You typically perform and
estimated monthly percentage of time (based on 1 FTE) you spend on each
function.

a.

b.

c.

d.

e.

f.

g.

h.

ha
INTAKE. Determining a client’s
eligibility for services. a.

ASSESSMENT. Ascertaining a
client’s strengths and
specific needs for service. b.

PLANNING. Developing the
individual service plan. c.

COORDINATION. Serving as a
focal point for service.
Coordinating among the diverse
providers of service required
by an individual. d.

DEVELOP INDIVIDUAL HABILITATION
PLAN. Developing a written
plan of needs and goals for
the individual client. e.

RECORDKEEPING. Maintaining
comprehensive written
records regarding intake
information, strengths
and needs assessment, goal and
routine service planning, staff
action, client progress and case
review. f.

SUPPORT. Helping the individual
and/or his/her family with
unanticipated crisis inter-
vention. g.

LINKING AND BROKERING. Referral
for new services as outlined in the
individual habilitation plan.
This may include arranging
for services at generic
agencies, accompanying client
to agencies, assisting in completing
forms or other activities which
ensure that the client is linked
to new services. h.

EST
%T~
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25.

i. MONITORING/FOLLOW-UP.
Assuring that the client is
receiving appropriate services
as outlined in their individual
habilitation plan and periodically
reassessing the individual client’s
progress. i.

j. DISCHARGE. Terminating
those services no longer needed
or for which the client is no
longer eligible. j.

k. ADVOCACY. Representing and
protecting the rights of
the client. k.

L COUNSELING. Discussing
issues such as alternative
service availability, risks
and benefits, etc. 1.

m. OTHER (Specify) m.

Using the following scale, indicate how effective you believe vou are for each
of the functions listed. Please circle.

.

1 2 3 4 5
not slightly moderately very
effective effective effective effective effective

a. INTAKE. Determining a client’s
eligibility for services. a. 12345

b. ASSESSMENT. Ascertaining a
client’s strengths and
specific needs for service.

c. PLANNING. Developing the
individual service plan.

d. COORDINATION. Serving as a
focal point for service.
Coordinating among the diverse
providers of service required
by an individual.

b. 1 2 3 4 5

c. 12345

d. 1 2 3 4 5
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e.

f.

i.

j.

k.

1.

DEVELOP INDIVIDUAL HABILITATION
PLAN. Developing a written
plan of needs and goals for
the individual client. e. 12345

RECORDKEEPING. Maintaining
comprehensive written
records regarding intake
information, strengths
and needs assessment, goal and
routine service planning, staff
action, client progress and case
review. f, 1 2 3 4 5

SUPPORT. Helping the individual
and/or his/her family with
unanticipated crisis inter-
vention. g. 1 2 3 4 5

LINKING AND BROKERING. Referral
for new services as outlined in the
individual Habilitation Plan.
This may include arranging
for services at generic
agencies, accompanying client
to agencies, assisting in completing
forms or other activities which
ensure that the client is linked
to new services.

MONITORING/FOLLOW-UP.
Assuring that the client is
receiving appropriate services
as outlined in their individual
habilitation plan and periodically
reassessing of the individual
client’s progress.

DISCHARGE. Termination of
those services no longer needed
or for which the client is no
longer eligible.

ADVOCACY. Protecting and
upholding the rights of
the client.

COUNSELING. Discussing
issues such as alternative
service availability, risks
and benefits, etc.

h. 1 2 3 4 5

i. 12345

j. 1 2 3 4 5

k. 1 2 3 4 5

1. 1 2 3 4 5
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m. OTHER (specify)

n. OVERALL EFFECTIVENESS

27. Do you have job responsibilities ~

m. 12345

n. 12345

12
related to case management? Yes No——

28. If Yes to Question 27, indicate what other responsibilities you have:

a.

b.

c.

d.

e.

f.

&

Supervision of other public health nurses

Administrative in-service training
(not client specific)

Administrative paperwork
(other than client record-keeping

Public education

Outreach

Resource Identification

Other (specify)

12
a. Yes No——

1 2
b. Yes No——

12
c. Yes No——

1 2
d. Yes No——

1 2
e. Yes No——

1 2
f. Yes No——

1 2
g. Yes No——

29. What gaps do you see in the case management services in your agency/facility?

30. What duplications do you see in the case management services in your
agency/facility?

31.

a.

b.

c.

Thinking of your role as case manager for clients with developmental
disabilities, in which of the following topics do you feel you have a current
need for more training?

History, normalization, values. a.

How to identify client’s personal goals, preferences, strengths,
and needs. b.

Methods for creative problem solving and for thinking
innovatively. c.
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d.

e.

f.

&

h.

i.

J

k.

1.

m.

n.

o.

P.

q.

r.

s.

Legal rights of clients and steps necessary to protect
those rights. d.

How to assist clients in becoming their own case managers. e.

How to relate to and work with the various participating
agencies. f.

Methods to assist and refer clients in crises or emergency
situations. &

How to procure and analyze intake data to determine client
eligibility for case managers. h.

How to identify all pertinent information related to the client. i.

How to analyze initial client information and develop ap individual
service plan with the client.

How to function as a broker of service.

Methods to facilitate the team consensus process.

How to participate effectively in the individual planning
process.

Methods for procuring accurate information related to service
options to meet individual client needs.

Methods for negotiating with clients and service providers when
the client disagrees with individual plan components.

How to participate in periodic client reviews.

How to monitor quality of service to individual clients.

General information on developmental disabilities.

Other - please specify

i

k.

L

m.

n.

Q.

P.

q.

r.

s.

Now. go back over the list and circle your check marksto indicate the three areas in
whic”h-you believe it is most important that you receive training.

THANK YOU!

lf we have questions about your responses, may we call you? If yes, may we have the
following information? Your name, phone number, and responses will be kept
confidential.

Name of person completing survey:

Phone Number:
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CASE MANAGEMENT SURVEY
SERVICE PROVIDERS

Date:

1. What type of services do you provide for people with developmental disabilities
(mental retardation or other related conditions)?

a. residential a.
b. day program b.
c. support c.
d. other d.

2. How many clients with developmental disabilities did you
provide services for during January 1 through December 31, 1986?

3. What is the total number of clients (with developmental disabilities,
mental illness, etc.) for whom you provided services during January 1
through December 31, 1986?

4. For each of the four areas Iisted below, please checkthe area which best describes
the training you have had in that area. You may check more than onq of the
options a, b, or c, if appropriate.

Year of Tr~ . .

Case Management

a) formal college course work
b) inservice/workshop
c) other (please specify)
d) no training

Developmental disabilities

a) formal college course work
b) inservice/workshop
c) other (please specify)
d) no training

Brokering/negotiating services

a) formal college course work
b) inservice/workshop
c) other (please specify)
d) no training
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Development of Individual Plans/Programs

5.

6.

7.

8.

9.

10.

11.

a.

b.

a.

b.

a.

b.

If,

a) formal college course work
b) inservice/workshop ::
c) other (please specify) c.
d) no training d.

What is the average time lapse between the writing of the Individual Service
Plan and the initiation of services? a.

What is the average time lapse between the writing of the Individual
Habilitation Plan and the initiation of services? b.

Are you involved in the writing of the Individual Habilitation Plan?

1 2
a. Yes No

l— 2
If not, would you like to be? b. Yes No

How many case managers did you deal with during January 1 through
December 31, 1986? a.

How many different counties did you deal with in 1986? b.

in working with a person with developmental disabilities, you perceive a need
which is not currently being addressed, what steps would you take? (Please check
all that apply.)

a. notify case manager immediately a.
b. call for interdisciplinary team meeting b.
c. wait for interdisciplinary team meeting c.
d. notify client/guardian d.
e. other (please specify) e.

On the average, how much time do you spend monthlv on paperwork ~ gach client
with developmental disabilities?

On the average, how much time do you spend monthlv in meetings regarding ~
- with developmental disabilities?

a.

b.

1 2
Is evaluation of case management services ever performed? Yes No—

1 2
Have you ever participated in this evaluation? Yes No
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12. Ifycs, howoften doyouevaluate case management services: (Please check)

a. yearly a.
b. twice a year b.
c. four times a year

?
c.

d. monthly d.
e. other e.

13. Below is a list of case management functions that “Rule 185 county case managers”
perform. Based on your experience with mutual clients, how effective do you
believe county case managers are in carrying them out?

o 1 2 3
Unknown Not Slightly Moderately

Effective Effective Effective

a. INTAKE. Determining a client’s
eligibility for services.

b. ASSESSMENT. Ascertaining a client’s
strengths and specific needs for service.

c. PLANNING. Developing the individual
service plan.

d. COORDINATION. Serving as a focal point
for service. Coordinating among the diverse
providers of services required by an individual.

e. DEVELOPING INDIVIDUAL HABILITATION
PLAN. Developing a written plan of needs
and goals for the individual client.

f. RECORDKEEPING. Maintaining comprehensive
written records regarding intake
information, strengths and needs assessment,
goal and routine service planning, staff
action, client progress and case review.

g. SUPPORT. Helping the individual and/or
his/her family with unanticipated crisis
intervention.

h. LINKING AND BROKERING. Referral or
development of services as outlined in the
client’s plan of services. This may include
arranging for services at generic agencies,
accompanying client to agencies, assisting
in completing forms or other activities which
ensure that the client is linked to new services.

4
Effective

o

0

0

0

0

0

0

0

1

1

1

1

1

1

1

1

2

2

2

2

2

2

2

2

5
Very
Effective

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5
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i. MONITORING/FOLLOW-UP. Assuring that the O 1 2 3 4 5
client is receiving appropriate services as
outlined in their service plan and periodically
reassessing the individual client’s progress.

i CASE CLOSURE. DISCHARGE. Terminating 012345
those services no longer needed or for which
client is no longer eligible.

k. OVERALLEFFECTIVENESS. 012345

14. In your opinion, what other functions could case management provide which would
support the provision of services? Please specify.

15. Do case managers provide you with sufficient information to arrange for appropriate
services?

a. Usually a.
b. Seldom b.
c. Never c.

If not, please specify what other information would be helpful.

If we have questions about your responses, may we call you? If yes, may we have the
following information? Your name, phone number, and responses will be kept
confidential.

Name of person completing survey:

Phone Number:

Thank you for your time and effort in completing and returning this survey.
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CASE MANAGEMENT SURVEY
SCHOOL PERSONNEL

(For case managers of students who are autistic, multiply-handicapped, and
trainable mentally retarded.)

Date:

1. What is your educational background?

m Degeesr

a. Baccalaureate
b. Master’s
c. Doctorate
d. Other (please specify)

2. Please check the item(s) which describes your current position and fill in how long
you have been in that position.

a. Teacher a.

b. School Social Worker b.

c. School Nurse c.

d. School Psychologist d.

e. Educational Case Manager/ e.
Services Coordinator

f. Due Process Coordinator/ f.
Specialist

g. Other (please specify) %

3. How long have you acted as a special education case
manager? years

In what settings? (check all that apply)

a. Level 2 consultation a.

b. Resource classroom b.

c. Self-contained classroom c.

d. Residential setting d.

e. Regular education setting e.

f. other (please specify) f.

how long

months
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4. What training (workshop and courses) have you had that prepared you for the role
of special education case manager?

Title/ToDiQ Year Attended

5. What training (workshops and courses) have you had that prepared you to work
with students who are severely handicapped?

Title/ToDic Year Attended

6. What training (workshops and courses) have you had on transition planning
(movement from special education to adult services)?

Title/ToDiq Year Attended

7. Please check areas in which you hold current professional licensure/certif ication.

a. Regular Education Teacher (elementary) a.

b. Regular Education Teacher (secondary) b.

c. Trainable Mentally Handicapped c.

d. Educably Mentally Handicapped d.

e.

f.

&

h.

. .

Hearing Impaired e.

Visually Impaired f.

Physically Handicapped &

Learning Disabled h.

1. Emotionally/Behaviorally Disordered i.

j. Speech Therapy j.

k. School Administrator k.

1. Supervisory 1.

m. Other m.
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8. How are case management services typically handled in your school? (Please check
one)

a) A staff person who is also providing direct services
to the student is assigned the case manager role. a.

b) A staff person who is not providing direct service to
the student is assigned the case manager role. b.

c) Educational case management or Due Process specialists
provide case management services. c.

d) Other - Please explain.

.
9. As a special education case manager,

a) School-based services only

d.

do you assist with the management of:

1 2
a. Yes No——

b) Planning for post-secondary services b. Yes No——

c) Other (please specify) c. Yes No——

10. As a special education case manager, it is my responsibility to:

A.

B.

c.

D.

E.

Ensure that the individual education 1 2
plan review meeting is held a. Yes No—.

Ensure that the resulting
rdan update is developed jointly
by those invited

Ensure that the student’s/
family’s views are heard and
integrated into the plan

Advocate for the student/
family when he/she disagrees
with the rest of the team

Write the individual education
and distribute it to student/
family and team members

b. Yes No—.

c. Yes No

d. Yes No—.

plan

e. Yes No——

11. From January 1986- December 1986, approximately what percentage of Individual
Education Plan (IEP) meetings (on students for whom You are case manager) were
attended by a parent or guardian?
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12. Do you monitor the degree to which the IEP objectives are met? 1 2
Yes No

If yes, how do you monitor?

a. Periodic visits to student during the 1 2
school day a. Yes No——

b. Review teacher’s records and reports b. Yes No

c. Hold periodic student interviews c. Yes No

d. Hold periodic family interviews d. Yes No

e. Hold annual review meeting e. Yes No

f. Revise individual education plan as needed f. Yes No

g. Other (please specify)

13. When you have identified a need for a student with disabilities, but the needed
service is unavailable, do you:

1 2

a. write the need into the IEP? a. Yes No

b. postpone writing the need into the IEP b. Yes No
until services are available?

c. recommend appropriate alternatives? c. Yes No

d. set date to review alternative d. Yes No
program/service needs ?

e. find/assign someone to develop needed e. Yes No
program/services?

f. notify the proper authorities of the gap in f. Yes No

g.

h.

program/services?

wait until the annual review meeting? g. Yes No

schedule a review meeting? h. Yes No
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14.

15.

a.

b.

c.

d.

c.

What percent of your students in each age range receive services from vocational
education through a formal vocational education program? (It may be a school-
based vocational education program.)

a. 6 years through 15 years a.

b. 16 years through 21 years b.

Please indicate below the case management functions you typically Rerform and
estimated monthly percentage of time you spend on each function (figure on the
basis of your M job). Also, using the following scale, indicate how effective you
believe you are for each of the functions listed.

1 2 3 4 5
not slightly moderately very
effective effective effective effective effective

----------

SCREENING. Determining a
student’s eligibility for
services.

ASSESSMENT. Ascertaining a
student’s strengths and
specific needs for service.

COORDINATION. Serving as a
focal point for service.
Coordinating among the
diverse services required
by an individual.

DEVELOP INDIVIDUAL
EDUCATION PLAN. Developing
a written plan of needs and
goals for the individual student.
RECORDKEEPING. Maintaining
comprehensive written records
regarding intake information,
strengths and needs assessment,
goal and routine service planning,
staff action, student progress
and case review.

2 EST Rating of
Ml !3mME ~ffect;veness

in typical (1*5)
month

——

——

——

——
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f.

g.

h.

i.

j.

k.

1.

16.

SUPPORT. -Helping individuals
and/or their families with
unanticipated crisis inter-
vention and locating
community/school resources.

INTER-AGENCY ACTIVITIES.
Referral for new services as
outlined in the Individual
Education Plan. This may
include arranging for services
at generic agencies, accompanying
student/parent/guardian to agencies,
assist in completing forms or other
activities which ensure that the
student is linked to new services.

MONITORING/FOLLOW-UP.
Assuring that the student is
receiving appropriate services
as outlined in their Individual
Education Plan and periodically
reassessing the individual
student’s progress.

DISCHARGE. Terminating
those services no longer needed
or for which the student is no
longer eligible.

ADVOCACY. Representing and
protecting the rights of the
student.

COUNSELING. Discussing
issues such as alternative
service availability, risks
and benefits, etc.

OTHER. School/case
management duties
(specify)

What problems or concerns have you experienced with your case management
responsibilities?
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17. Thinking of your role as case manager for students, in which of the following
topics do you feel you have a current need for more training?

a.

b.

c.

d.

e.

f.

g,

h.

i.

j.

k.

L

m.

n.

o.

History, normalization, values

How to identify student’s personal goals, preferences,
strengths, and needs.

How to plan and implement effective programs.

Methods for creative problem solving in the team
process and for thinking innovatively.

Legal rights of students/families and steps necessary
to protect those rights.

How to assist students/families in self-advocacy activities.

How to relate to and work with the various participating
disciplines and related services.

Methods to assist and refer students/families in crises or
emergency situations.

How to analyze initial student information and develop an
individual education plan with the student/parents.

Methods to facilitate the team consensus process.

How to involve other essential agencies, parents,
and students.

How to participate in periodic IEP reviews.

How to monitor individual program plans.

More information on:
curriculum
assessment
community-based instruction
transition

Other - please specify

a.

b.

c.

d.

e.

f.

8. —

h.

i.

j.

k.

1.

m.

n.

o.

Now. go back over the list and circle your check marks to indicate the three areas in,-
which you believe it is most important that you receive training.
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THANK YOU!

If we have questions about your responses, may wc call you? If YCS,may wc have the
following information? (Your name and phone number will be kept confidential).

Name of person completing survey:

Phone Number:
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CASE MANAGEMENT SURVEY
DIVISION OF REHABILITATION SERVICES

Date:

Job Preparation and Tenure

1. What is your academic background? Circle one in each

Maior De~ree(s\

2.

3.

4.

COUNSELORS

column.

a. Baccalaureate

b. Masters

c. Doctorate

d. Other

Have you had any training in the following areas in the past year?

1 2
a. Rule 185 County Case Management Services a. Yes No
b. Developmental Disabilities (mental b. Yes — No —

retardation or other related conditions)
c. Brokering/negotiations c. Yes No
d. Individualized Habilitation Planning (IHP) d. Yes — No

Individualized Service Planning (ISP)
——

e. e. Yes No
f. Inter-agency Coordination of Services

——
f. Yes No——

How long have you been a counselor in the Division of Rehabilitation Services?

Years Months

What other job related or volunteer experiences have you had with people with
developmentaldisabilities (mental retardation or other related conditions)?

Caseload Information

5. What is your approximate caseload size per year?

6. What is the approximate number of persons with developmental disabilities (mental
retardation or other related conditions) you serve per year?

7. What percentage of your case load time is spent with people with developmental
disabilities?
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8. Do you know what “Department of Human Services, Rule 185 Case Management
Services” are?

1 2
Yes No

9. On how many cases did you work cooperatively with a “Rule 185 County Case
Manager” during January 1 through December 31, 1986?

If you answered No to Question 8 or None to Question 9, please go directly to
Question 14 and do not answer Questions 10-13.

10. How many different Rule 185 case managers did you deal with during the
past year?

11. How do the case coordination services you provide differ from “Rule 185 case
management services” provided by county human services personnel?

12. Below is a list of case management functions that “Rule
perform. Based on your experience with mutual clients,
believe county case managers are in carrying them out?

o 1 2 3
Unknown Not Slightly Moderately

Effective Effective Effective

a. INTAKE. Determining a client’s eligibility
for services.

b. ASSESSMENT. Ascertaining a client’s
strengths and specific needs for service.

c. PLANNING. Developing the individual service
plan.

d. COORDINATION. Serving as a focal point
for service. Coordinating among the
diverse providers of services required
by an individual.

e. DEVELOPING INDIVIDUAL HABILITATION
PLAN. Developing a written plan of needs
and goals for the individual client.

ltn county case managers”
how effective do your

4

Effective

o

0

0

0

0

1

1

1

1

1

2

2

2

2

2

5
Very
Effective

3

3

3

3

3

4

4

4

4

4

5

5

5

5

5
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f. RECORDKEEPING. Maintaining comprehensive
written records regarding intake information,
strengths and needs assessment, goal and
routine service planning, staff action,
client progress and case recorder.

g. SUPPORT. Helping the individual and/or
his/her family with unanticipated crisis
intervention.

h. LINKING AND BROKERING. Referral for
development of services as outlined in the
client’s plan of services. This may include
arranging for services at generic agencies,
accompanying client to agencies, assisting in
completing forms or other activities which
ensure that the client is linked to new services.

i. MONITORING/FOLLOW-UP. Assuring that the
client is receiving appropriate services as
outlined in their service plan and
periodically reassessing of the individual
client’s progress.

j. CASE CLOSURE. DISCHARGE. Terminating
those services no longer needed or for which
client is no longer eligible.

k. OVERALL EFFECTIVENESS.

o

0

0

0

0

0

I

1

1

I

1

1

2

2

2

2

2

2

3

3

3

3

3

3

4

4

4

4

4

4

3

5

5

5

5

5

5

13. To what degree do you think the following factors impede the effectiveness of
current county case management services with mutual clients?

o 1 2 3
Unknown Never a Seldom a Often a barrier

barrier barrier (about 50% of the
time)

A. GENERAL CONSIDERATIONS

a. Client level of disability o 1 2

b. Service providers o 1 2

c. Lack of training/information O I 2
on what you as a case manager
should do

d. Lack of family involvement O 1 2

4
Almost
always a
barrier

3 4

3 4

3 4

3 4

5
Always
a barrier

5

5

5

5
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B.

c.

D.

E.

e.

f.

g.

h.

i.

Amound of time needed to
interact with other agencies

Travel time/distance to
client residence

Your current client caseload
size

Paperwork

Too many meetings

STAFFING

1. Staff shortages

2. Staff turnover

3. Reduction in force (layoffs)
of case management staff

AVAILABILITY OF PROGRAMS

1. Lack of residential
program options

2. Lack of day program options

3. Difficult access for the
client to generic agency
program/services by or for
the client

FUNDING

1. Insufficient funds

2. Delays in receiving funds

3. Restrictions in use of funds

COUNTY ADMINISTRATION

1. Lack of routine planning
and coordination within
own agency

2. Coordination between
program units

3. Internal reorganization

o

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 4 5

1 2 3 45

1 2 3 4 5

1 2 3 45

1 2 3 45

1 2

1 2

1 2

1 2

1 2

1 2

3 45

3 45

3 45

3 45

3 45

3 45
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F. INTER-AGENCY ADMINISTRATION

1.

2.

3.

4.

5.

6.

7.

8.

9.

10.

Lack of routine planning o 1
and coordination among service
providers at the local level
for a client

Difficulty in communication
among agencies at the local
level

Confidentiality issues that
inhibit flow of necessary
information on clients

Lack of information or
understanding about other
agencies, programs,
resources, & problems

Inappropriate referrals

Duplication of services

Multiple individual plans
for a single client

Clients “falling into the
cracks” between agencies

o

Lack of clear understanding
of which agency is responsible
for client’s case management

Multiple case managers/client

o 1

0 1

0 1

0 1

0 1

1

0 1

0 1

0 1

2

2

2

2

2

2

2

2

2

2

3

3

3

3

3

3

3

3

3

3

4

4

4

4

4

4

4

4

4

4

5

5

5

5

5

5

5

5

5

5
coordinators for a single client

14. What additional functions could “Rule 185 County Case Managers” provide which
would support the provision of services your agency delivers?
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15. Are you involved in the development of the individual 1 2
service plan?

a. If yes,
1. for how many clients?
2. during what period of

Yes No

time? from to

b. If no, would you like to be involved? 1 2
Yes No——

16. Are You involved in the individual habilitation plan? 1 2

a. If
1.
2.

b. If

Yes e No——
yes,
for how many clients?
during what period of time? from to——

no. would You like to be involved? 1 2

17. When orienting new clients,
Services case management?

Yes No——

do you inform them about Department of Human

1 2
Yes No—.

18. Do you contact your clients/parents/guardian prior to initiating their Individual
Written Rehabilitation Plan (IWRP) process to discuss this with them?

a. Always
b. Sometimes ;: —
c. Never c.

19. How important do you feel it is for the client to participate in the IWRP process?

a. Very Important a.
b. Important b.
c. Not Important c.

20. How often is consensus reached at the end of the IWRP process with the client?

a. Always
b. Sometimes :: —
c. Never c.

21. What approach do you take when consensus is not reached?
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22. Do you encourage the clients/parents/guardians who are able to do so to take an
active role in procuring, adapting and arranging the services identified in the
Individual Written Rehabilitation Plan?

a. Always
b. Sometimes :: —
c. Never c.

23. How do you monitor provision of services outlined in the IWRP. Please check ( ).

a.

b.

c.

Periodic client interviews. a.

Individual evaluation criteria and methods b.
specified on the IWRP are identified and
carried out.

Contact with county case manager. c.

d. Service provider contact. d.

e. Family/client contact. e.

f. Annual IWRP review. f.

g. Other (Please specify). &

24a. What gaps do you see in your agency’s client service coordinating system?

Please list any suggestions for improvement.

24b. What duplications do you see in your agency’s client service coordinating system?

Please list any suggestions for improvement.
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25a. What gaps do you see within the county case management system?

Please list any suggestions for improvement.

25b. What duplications to you see within the county case management system?

Please list any suggestions for improvement.

. . . . - . . . . . . ..26.

a.

b.

c.

cl.

Thinking Ot-your role as a vocational rehamlltatlon counselor serving persons wltn
developmental disabilities, in which of the following topics have you had training or
do you feel Youneed training in? Check all of the topics which apply.

Have had Need
training trainin%

Information on history, values, normalization. al a2

How to identify client’s personal goals, preferences, bl b2
strengths, and needs.

Methods for creative problem solving and for thinking cl C2
innovatively.

Legal rights of clients and steps necessary to protect dl d2
those rights.
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e.

f.

g.

h.

i.

j.

k.

1.

m.

n.

o.

P.

q.

r.

How to assist clients in becoming their own service
coordinators.

How to relate to and work with the various participating
agencies.

Methods to assist and refer clients in crises or
cmcrgency situations.

How to procureand analyze intake data to determine
client eligibility for DRS.

How to identify all Pertinent information rated to the
client.

How to analyzeinitial client information and develop a
formal agreementwith the client.

How to function as a broker of service.

Methodsto facilitate the team consensusprocess.

How to participate effectively in the individual work
rehabilitation planning process.

Methods for procuring accurate information related to
service options to meet individual client needs.

Methods for negotiating with clients and service providers
when the client disagrees with individual plan components.

How to participate in periodic client reviews.

How to monitor quality of service to individual clients.

General information on developmental disabilities.

el

fl

gl

hl

il

.
jl

kl

11

ml

01

pl

ql

rl

9

e2

f2

g2

h2

i2

j2

k2

12

m2

n2

02

p2

q2

r2

NOW, go back over the list and select from the itcms you have chcckcd the three areas
you believe it is most important that YOU receive training in. Circle the three checks by
the topics you feel are the most needed training areas.

Thank you.

If wc have questions about your responses, may we call you? If yes, may we have the
foIlowing information? Your name, phone number, and response? will be kept
confidential.

Nnmc of person completing survey:

Phone number:
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