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We describe data from a convenience sample of 48 case management programs,
illustrating variation in both program features and costs. Case management varied
in practice and in ways that affect both the cost of case management and the costs
of services being managed. Nonetheless, information linking cost to client charac-
teristics, client outcomes, or even case management inputs is rare. Implications for
research and policy in case management in long-term care are discussed.

Introduction

Case management is widely hailed as a solution to many problems in
the delivery of health care and social services in the United States,
with advantages for clients whose care is being coordinated and for
the community as a whole.! It is particularly recommended for pop-
ulations with multiple problems that cut across traditional service delivery
systems. Its short-run political advantage is that it can be overlaid on
existing systems of health and human services without requiring basic
organizational change.

In this article, we examine this ubiquitous, rapidly growing but
poorly defined phenomenon of case management as applied to long-
term care for the elderly and disabled. We focus particularly on the
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underlying incentives that may affect not only the cost of case man-
agement but also the costs of the services being managed.

We took two distinct approaches to exploring case management
costs: empirical and conceptual. In the former, the focus of this article,
we describe a convenience sample of 48 case management programs,
illustrating substantial variation in both program features and costs.
In the latter, we use economic modeling to generate five case man-
agement models and to speculate on the factors associated with cost
differences within models and across models of case management.
Elsewhere we discuss in detail economic modeling of case management
costs.?

Background

Case management has its roots in social work and public health pra(:tices.3

As it has evolved in long-term care, case management is distinguished
from the ordinary coordinating efforts of any social worker, nurse, or
primary care physician on behalf of a client or patient by the notion
of a defined target population followed over time. Case management
has been a feature of many demonstration projects in long-term care
for the elderly and disabled. These projects, which began in the 1970s,
have moved through increasingly sophisticated research designs,* cul-
minating in the National Channeling demonstration® and the capitated
Social Health Maintenance Organizations (S/HMO) demonstration.®

Under the 2176 Medicaid waivers, effective in 1981, states are per-
mitted to receive matching federal dollars to pay for a range of com-
munity services to prevent or postpone nursing home use.” Case man-
agement is the most frequently included service under the waivers. It
is also the avenue by which clients most frequently gain access to other
services.® Effective October 1985, states can include case management
as an optional service in their regular Medicaid programs. Consumers,
however, must be allowed free choice of provider, and, thus, the gate-
keeping function of case management is weakened.

Some states, such as Massachusetts and Pennsylvania, have managed
socially oriented, long-term-care services largely funded with state
dollars since the early 1970s. These programs have the advantage of
coherent, geographically based case management, but medically oriented
home care tends to be allocated under a different auspice. Under such
parallel systems, case management programs can hardly be held ac-
countable for the general well-being of a particular target population
or for the overall costs and distribution of care. Despite the fragmentation
inherent in multiple funding streams for case management, several
states have pieced together statewide case management systems.’
Sometimes these are tied to preadmission screening programs for
nursing home placement.'’
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Case management has other manifestations as well. In many proposals
for private, long-term-care insurance, a case management feature is
included to determine eligibility for benefits and to design, authorize,
and monitor the service package.'! Case management is a mainstay
in regional treatment programs for the developmentally disabled and
has more recently been proposed as the ideal approach for the care
of AIDS patients.

In the acute-care sector, a variant of case management is suggested
as a way to allocate services and curb high-cost users. In 1989, two
congressionally mandated, multisite Medicare demonstrations of case
management were initiated, one for Alzheimer’s disease and one for
high-cost beneficiaries of the recently repealed Catastrophic Health
Insurance Act.

Finally, private practice of case management, wherein individuals
or organizations sell case management directly to the elderly, their
families, and to employers is also a growing phenomenon.'?

Definition

In the Encyclopedia of Aging, case management is defined as “a service
function directed at coordinating existing resources to assure appropriate
and continuous care for individuals on a case-by-case basis.”'> The
Omnibus Budget Reconciliation Act (OBRA) of 1981, which introduced
case management as service under Medicaid waivers, called it “man-
agement of a specified group of services for a specified group of
people.” The Consolidated Omnibus Budget Reconciliation Act
(COBRA) of 1985, which permitted states to include case management
for targeted populations as an optional service under their regular
Medicaid programs, referred to it as “a system under which responsibility
for locating, coordinating, and monitoring a group of services rests
with a designated person or organization.”

The population focus in the definitions underscores the idea that
case management can be construed as an administrative function as
well as a potentially valued service. Indeed, case management often
involves an uneasy balance between advocacy for members of the
target population (which includes providing clients with information
about available services to meet their needs) and efforts to allocate
limited services fairly and parsimoniously among all those with needs
in the target group.'* The greater the case management program’s
authority to purchase or allocate services, the greater the likely tension
between advocacy and allocative (or gatekeeping) functions.

Although case management programs vary markedly in goals, settings,
and target populations, there is general agreement about their com-
ponents. By consensus, these are (1) screening, that is, procedures to
identify those in the targeted population who need case management;
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(2) assessment, typically a comprehensive, multidimensional, functionally
oriented evaluation of applicants’ needs and situations, including the
adequacy of present arrangements of formal services and family care;
(3) care planning, that is, using assessment information to derive a
plan for care; (4) implementation, through “brokering” or purchase
of services, or both; (5) monitoring, both of the client’s progress and
the service providers’ adequacy; and (6) reassessment at fixed intervals.

Classification of Case Management Programs

Various attempts at classifying case management and case management
programs have already been made. For example, case management
has been classified by target population;'? by the authority of the case
manager and the consolidation in the delivery system;!® and by the
desired outcomes, such as improving clients’ access to service and
funding, decreasing inappropriate use of services, improving client
functioning, or achieving ambitious multiple goals.'” In their evaluation
of 24 Robert Wood Johnson hospital-based, long-term-care demon-
stration projects, John Capitman, Margaret MacAdam, and Donna
Yee classified case management programs by their goals, which yielded
four types: (1) programs that attempt to divert clients from inappropriate
nursing home use; (2) programs that manage postacute care on a
short-term basis; (3) programs that coordinate medical management
tor complex cases; and (4) programs that coordinate community-based,
long-term care on a long-range basis but that lack financial control
over the services.'®

When case management is used for acute care, it is often more
accurately described as utilization management. For example, it may
be used to limit lengths of stay in hospitals and maximize revenues
under the diagnosis-related group (DRG) system of Medicare reim-
bursement. It may also be used by health maintenance organizations
to control their costs and rationalize their services, or insurance com-
panies may use it to control costs. Often, such case management involves
a computerized information system that identifies high-cost users.
Sometimes it entails preauthorization of care for high-cost users or
high-cost procedures or counseling to reduce utilization.

Commentators on case management often fail to distinguish between
case management of acute-care services (as in the above examples)
and case management of long-term-care services occurring in acute-
care settings. For example, long-term-care plans are often made while
older people are in the hospital, and hospitals have thus been convenient
sites for case managers. Sometimes, hospitals themselves offer long-
term-care case management programs, sometimes a case management
function is designated to hospital personnel from another program if
the client is in the hospital, and sometimes personnel from case man-
agement programs work in hospitals. In all these examples, however,
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the focus of management is not on hospital care but on posthospital
and other long-term care. In this article, we exclude case management
that exclusively manages acute-care services, though we include some
examples of case management under which both long-term care and
acute care are managed (the latter to varying degrees).

Variations Related to Cost

Despite its prevalence, relatively little is known about the costs of case
management in long-term care—its actual costs under various program
designs or its expected proportion of the cost of delivering services.
In addition, the monetary or other benefits gained through the use
of case management are not known. Yet case management is not free,
and as James Callahan, Jr., noted, resources devoted to case manage-
ment may be used more effectively as direct-service dollars.'® Case
management is hard to extricate from the services being managed,
and, with few exceptions, this disentangling has not been attempted.
In addition, scant information is available to link variation in case
management programs to cost variation. A retrospective, cross-cutting
evaluation of case-managed, long-term-care demonstrations found wide
variation in the cost of case management in the five demonstrations
in which cost was examined in depth.?’ This variation was attributed
to the intensity of the case management, the level of the professional,
the specialization of the case management functions, and differences
in the availability and variety of services in particular areas (which
influenced the difficulty of generating a care plan). The evaluators of
the National Channeling demonstration, which tested two types of
case management at 10 sites in 10 states, noted intersite variation in
project costs that they could not fully explain.?!

From the literature, we identified factors believed to be associated
with the cost of case management or the cost of services being managed.
(Often authors draw no clear distinction between the two costs.) Among
the suggested factors associated with costs of case management in long-
term care are the following:

1. Status as an operational program compared to a demonstration
program;

2. Stage of development: costs per user are greater during start-up,
when procedures and caseloads are being developed;

3. Staffing, caseloads, intensity, and program design: the larger and
more professional the staff and the smaller the caseloads, the more
expensive the case management. Similarly, telephone monitoring at
infrequent intervals is less expensive than home visiting at frequent
intervals;

4. Case mix: case management costs and efforts may be greater for
programs designed to help relatively older, frail, and disabled clients.
For example, programs aimed at nursing home diversion may result
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in greater case management costs than a program that attracts less
impaired clients.

5. Freestanding entity versus one incorporated into existing service
providers: the freestanding entity would appear more expensive, but
case management agencies that are closely associated with providers
of service have an incentive to channel desirable clients to their own
programs and to assess clients as needing service, thus increasing costs
of care.

6. Consolidated, capitated delivery systems: if the program is at
financial risk to deliver care for a fixed amount, it has an incentive to
be parsimonious in the services delivered. But it may also spend case
management time on efforts to find other payers and to enhance the
likelihood of family care instead of care covered under the plans, thus
increasing costs of case management itself.

7. The authority of the case manager to sanction or purchase services:
this discretion or flexibility will influence how problems get defined
and approached in the care plans. Although the costs, particularly the
public costs, of long-term care should rise when the case manager has
authority without financial risk, the cost of case management itself
may be greater when the case manager cannot conveniently authorize
services.

8. The way the case management organization itself is paid: reim-
bursement ranges from fee-for-service case management to budgeted
case management programs with overall and per-client cost limits.
Cost attributions will vary when case management is considered ad-
ministrative. Incentives may exist to attribute costs directly to the case
management unit (for example, resource development, management-
information system) or, conversely, to charge some aspects of case
management to a different cost center.

9. Cost-control elements: these include an annual average care plan
limit across all clients, an individual care plan limit, or client cost
sharing. A combination of these elements can be imposed and strict
algorithms developed to link allowable services to assessed disability.

Case Management Cost Models

Table 1 describes five case management models that we identified as
theoretically related to costs, namely, broker, purchase authority, cap-
itated, insurance, and fee for service. We think that all long-term-care
case management programs currently operating can be incorporated
into these models. In addition, the five models are specific and distinct
enough to permit reasonable cost comparisons within models. A detailed
description of each of the cost models, their theoretical economic
underpinnings, and our hypotheses for factors affecting within- and
between-model differences in cost is found elsewhere.?* As Table 1

Copyright (¢) 2005 ProQuest Information and Learning Company
Copyright (¢) University of Chicago Press ‘aa.com



Case Management 287

shows, our approach to classifying case management includes three
dimensions: service features, the goals of case management, and the
reimbursement method for case management.

Two aspects are encompassed in service features: the extent of in-
tegration of case management with service delivery and the number
of case management functions performed by the program.

The goals of the case management unit are usually multiple, including
such vague goals as contributing to the full independence of its clients.
To define case management cost models, however, we define goals as
the expression of what the case management decision-making unit is
trying to optimize.

Case management programs are reimbursed or receive revenues
for case management services in a variety of ways, for example, as a
fixed budget based on cost at a capitated amount per client or in hours
billed. Our approach to classifying programs using the reimbursement
mechanism assumes that this dimension by itself does not distinguish
between models. However, the incentives that result from the reim-
bursement method combined with the differences in goals and service
features are sufficient to distinguish the five models from one another.

Description of Case Management Programs

Method

To explore variations in programs and costs and to determine the
type and quality of information generally available on case management
intensity and costs, we collected a convenience sample of 48 programs.
We limited ourselves to case management in long-term care or in
programs in which both long-term and acute care are managed. For
the purposes of sample selection, programs were further defined with
the following criteria: (1) at least three of the six accepted components
of the case management process were employed (i.e., screening, as-
sessment, care planning, implementation, monitoring, and reassess-
ment); (2) the sponsor agency considered it to be case management;
and (3) the availability of cost information. We also sought programs
that varied in the nature of the case management services provided,
in the auspices of the sponsoring agency, in the degree of integration
with service delivery, and in the reimbursement mechanisms for case
management.

We identified the sample through a combination of computerized
searches of literature in gerontological and health-related library data
bases and the professional contacts of the principal investigators. Al-
though the sample includes a good cross-section of long-term-care
case management programs in the country, past and present, we make
no claim that it is representative of the complete range of case man-
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agement programs in the community. Rather, we attempted to represent
a large number of 2176 waiver programs as well as the earlier 1115
waiver demonstration programs and made no effort to gather more
than a small representation of the many private agencies that claim
to do case management of the brokering variety.>* The best information
about costs of case management, the focus of our inquiry, tends to
come from programs with authority to purchase services because of
public accountability for the use of public funds. In contrast, only
limited cost information is available from private social, health, and
family service organizations. We believe we have captured an adequate
range of case management programs in long-term care to develop the
cost models and point out inter- and intramode] variations.

For operational case management programs, we interviewed the
administrator or a designated assistant by telephone. The interview
was designed to collect information on specific program elements that
might be likely to influence costs, and on costs themselves. When the
selected program was a demonstration project, we studied the dem-
onstration evaluations and contacted the evaluators for additional in-
formation as needed.

Determining the proper level of aggregation for describing programs
and costs required many decisions. For example, we treated each of
the 10 sites of the National Channeling demonstration and the four
sites of the S/HMO demonstrations as separate programs because each
had distinct features, and ample information was available for each
about program characteristics and costs. Conversely, some demonstra-
tion projects with multiple sites were treated as single observations
because that is how the cost and program information was presented
in evaluations. For operational programs, we faced similar difficulties.
Some states had one or more statewide case-managed programs with
uniform reporting requirements, and the most readily available data
were at the state level; in such instances, we treated the program as
a single observation, although we also sought to describe intrastate
variation. In other instances, we report a particular site rather than
the entire state because a single site was the best available source of
information.

Results

The 48 programs included 28 operational case management programs
and 20 demonstration projects. Included in the demonstrations were
the channeling sites, five long-term-care demonstrations analyzed in
detail by Berkeley Planning Associates,?* four S/HMOs (using data
from the first 30 months of the evaluation), and the California Multi-
purpose Senior Services project.?’ The 48 case management programs
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were distributed across the case management cost models in the following
way:

Model 1.—Broker: eight observations including the five basic chan-
neling sites.

Model 2.—Purchase authority: 31 observations, including the five
financial control channeling sites, six 1115 waiver programs evaluated
by Berkeley Planning Associates, a number of 2176 waiver programs,
both statewide and local, and one Canadian provincial program.

Model 3.—Capitated: five observations, including the four S'HMOs
and On Lok.?®

Model 4.—Insurance: we had no observations. For the most part,
long-term-care insurance policies that incorporate home care are at a
rudimentary stage, although many under development have a case
management component. Experience with benefits for home-based
services under long-term-care insurance is limited. To the extent that
data are available on the cost of case management in long-term-care
insurance, the information is proprietary.

Model 5.—Fee for service: four observations.

In table 2, general program features are summarized according to
cost models. Program goals identified by administrators or in evaluation
reports were consistent across the models. The majority of the programs
identified reducing nursing home admissions and promoting home
care as the primary program goals. Cost control and improving access
were goals for 60 percent of the programs.

Case management agencies can provide case management solely or
in combination with direct services managed. A large nonprofit hospital
with both a home care program and a case management program is
an example of the latter. Alternatively, as in the capitated model, all
services needed by members are provided or purchased on a capitated
basis, and the case management is thoroughly integrated with the
program.

The relationship of case management to service provision, however,
is often subtle. Organizations in the broker model may have an arm’s-
length relationship to service provision yet be part of a parent orga-
nization that is a service provider. Some fee-for-service case managers
also act as hiring agencies for home care workers.

Most programs (79%) expect the case managers to arrange whatever
community-based services are needed to maintain the client at home.
However, a few programs (10%) limit case managers to arranging
services reimbursed by the program funding source. Case management
usually stops when a client enters a nursing home (except for provision
of short-term respite), and case managers are rarely involved in arranging
and monitoring acute care. Only the programs in the capitated model
and in one Medicaid waiver program in the purchase-authority model
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continued case management for nursing home residents. Fee-for-service
case managers will follow clients in nursing homes if the client or
tamily pays for this service.

The case manager’s power to authorize services or purchase care
to implement the care plan varies. Alternatives for case managers
include brokering services, such as in the basic channeling model, or
advising clients and making referrals but not authorizing expenditures.
Brokering programs are common and indicate the extent of interest
in case management by home health and voluntary social service agen-
cies.

Our sample includes a large number of publicly funded programs
in which service funds are managed. However, within case management
programs with purchase authority there is variability in the flexibility
of the purchases they can make—both in choice of vendors for a
particular service and in choice of services to cover. For example,
municipal rules for letting purchase-of-service contracts sometimes
severely restrict the number of vendors that can be used for, say,
homemaking or home health service in a community. Similarly, waiver
programs may be more or less comprehensive in the list of covered
services used, and their case managers may or may not be allowed to
reimburse self-employed vendors of home care. Even the four SSHMOs
vary in the flexibility allowed the case managers.

Several states have made efforts to reduce the number of entry
points in a particular community to one for all clients using public
funding sources. Oregon, Wisconsin, Maine, and Ohio fall into this
pattern. It is expected that reduced fragmentation and greater cost
control, quality control, and access will result. Other programs act as
one of many different entry points to case management and community-
based care. In our sample, 79 percent of the programs were in a single-
entry-point system, and 21 percent were part of multiple-entry systems.

Physicians played small to nonexistent roles in most of the programs
we sampled. Many administrators expressed a wish that physicians
were more interested in home care services and case management.
Conversely, several of the programs deemed it a strength that they
did not need to limit their clientele to those referred by physicians or
their interventions to those endorsed by physicians.

Many programs (44%) use a mixture of professionals (Bachelor of
Arts, Bachelor of Social Work, Registered Nurse) and advanced profes-
sionals (Masters of Social Work, Masters of Science in Nursing, phy-
sicians) as case managers. Programs that rely mainly on nonprofessionals
are unusual (4%), but few programs mandate specific educational
levels for workers. Rather, characteristics of the labor market tend to
determine reliance on the more advanced professionals. Some programs
require only that a case manager have knowledge of the client group
served and of available resources.
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Table 3 shows characteristics of case management itself in the 48
programs. Case management functions are generally not mandated
in any detail by program regulations, and their evolutions reflect
professional standards and the desire to serve large caseloads effectively.
Two of the SSHMOs added utilization review as part of the case manager’s
responsibility.

Case management cost information was available in a number of
forms: the average cost of case management per client per month;
the average cost for a client while on the caseload; cost of case man-
agement as a proportion of the cost of services managed; costs by case
management function (e.g., the assessment); and costs by client char-
acteristics. We found, however, that the information tended to be
rudimentary and varied widely.

Table 4 provides direct information about the cost of case man-
agement. Because the measures of cost and program features are not
uniform across models, cost comparisons among the models are not
meaningful. However, we present cost per client per month for three
of the models (broker, purchase authority, and capitated) where that
is an available and appropriate measure. Cost information for the
insurance model is not presented because it is limited and proprietary.
Cost per client per month is not an appropriate measure of cost (and
is unavailable) for the fee-for-service model. However, price per hour
of case management is available and reflects the cost to consumers of
case management. Costs per client per month for case management
ranged widely within the models, as did the quality of the information
on which we based the calculation.

We were able to find information on the cost of case management
as a proportion of the cost of the care plan for 12 programs, and
within these the range was between 7 and 50 percent. This important
but elusive measure is difficult for a case management program to
obtain under any circumstances because of the wide variety of service
payers and the problems of pricing volunteer services and services of
families.

Furthermore, the information on total caseload size is meaningful
only if the scale of the program is indicated; therefore, programs in
the broker and purchase authority models are further divided by the
source of the available information: single-site, multiple-site, or statewide
programs. The table also highlights the variability in the number of
clients served and average length of stay in the program.

Discussion

This exploration of case management in long-term care confirms that
case management costs, and program features and functions, are varied
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in practice. Moreover, variations in features and functions are likely
to affect both the cost of case management and the costs of services
being managed.

Although we were able to gather some information about the cost
of case management, information linking cost to client characteristics,
client outcomes, or even case management inputs was rare. The best
information available has been generated from demonstration projects
with research components. Obtaining comparable cross-program cost
information is hampered by differing conventions about attribution
of costs to case management. In some instances, additional costs are
loaded on the case management function, and in others, functions
usually performed by case management are charged elsewhere.

Information about the cost of case management as a proportion of
the costs of services being managed was particularly elusive. Although
some information is important and useful, it is also expensive to generate.
Only programs with financial accountability for services even attempted
to collect it, and even they accounted only for the costs for which the
program was responsible. The broker and fee-for-service model pro-
grams made no effort to keep records of any of the costs their clients
incurred or that other agencies incurred on behalf of their clients. Yet
broker-style case managers, when sufficiently numerous, influence
community systems of long-term care, and one might argue that they
should be conscious of costs.

Although incentives inherent in the case management programs
will affect a case manager’s behavior, there are several “human factors”
that may complicate and sometimes reduce the impact of economic
incentives. First, case managers bring to case management their par-
ticular professional standards, their altruism, and their beliefs about
how they should or should not practice. During the course of our
interviews, we noted that, in general, case managers approach their
work with the conviction that it is effective in bettering the lives of
older people and in postponing or preventing nursing home use. They
tended to believe in what they were doing, even in the face of information
that their own costs are a large proportion of their client’s overall
service costs. Case managers also have internalized concepts of when
a client is or is not safe in the community.

Second, with regard to the costs of the service plans, case managers
were not always conscious of the incentives inherent in their own
programs. Thus, they may act out of habit and professional orthodoxy
without cost consciousness. It is feasible, however, to induce case man-
agers to attend to the costs of care plans. The Financial Control Model
Channeling programs, to some extent, and the SSHMOs, to a large
extent, have made efforts to make case managers cost conscious.?’
Social HMOs also attempted to standardize the approach to care plan-
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ning within and across the four SYHMO sites by using case scenarios
to achieve more reliable care plans.

It remains to be decided what is the most desirable blend of cost
consciousness, standardization, and professional autonomy or judgment
in case management programs. Case managers are perhaps most likely
to be aware of the immediate incentives associated with their own
salaries and the growth or survival of their agency’s case management
program. However, as we found from interviews with program ad-
ministrators, how case managers function to maximize program goals
is further complicated in statewide, multilevel programs. Although a
state may have a clear incentive to minimize its share of costs under
a Medicaid waiver, the public or voluntary agencies doing the work
at local levels may be much more interested in maximizing the agency’s
budget while getting as much service to the client as possible. Paying
case managers at an hourly rate for case management services or by
budgets based on historical levels of case management activity is an
invitation to higher case management costs. In that sense, many states
seem to have undesirable incentives built into their payment methods.
Indeed, the federal Medicaid waiver program may be accentuating
this problem by the fact that it approves a maximum number of clients
who can be served, by implication thus affecting both program size
and dollar limit. This prevents programs from trying to serve more
people within their resources to purchase service.

It would be interesting to find out whether case managers could be
more efficient both in the use of their own time and in the use of the
long-term-care funds if caseloads were allowed to rise at state discretion
within the dollar limits. As long as local case management programs
must regulate the size of the caseload, there will be a disincentive to
spend less than the allowable per-client amount or to create ways to
limit the costs of case management. Many waiver programs spend far
less than the allowable amounts and have waiting lists and contacts
with eligible clients they cannot serve because of program rules. Our
informants have candidly told us that, under these conditions, there
is no reason to seek a cheaper service for a client, although many wish
they could attempt to serve more clients with the same money.

State-level officials should also examine the incentives built into their
case management programs. States, sometimes unwittingly, create in-
centives and disincentives for case managers working in Medicaid
waiver programs by the way they choose to reimburse the case managers.
Typically, states establish an expected caseload for each case manager,
which, combined with the established ceiling on the number of people
who may be served in any given locality, establishes the parameters
of the program. Under these circumstances, case management programs
at local levels have no incentive to be more efficient in their functions.
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They cannot use the money to serve more people, for example, or to
defray the costs of assessments for those who prove ineligible based
on their disabilities. States might be encouraged to consider ways of
reimbursing case managers and other providers under the waiver
programs in order to maximize the effectiveness and efficiency of the
case management.

Finally, the incentives to be cost conscious about care plans typically
pertain to the care for which the case management program is financially
responsible. Therefore, in a fragmented service system, there is a clear
incentive to maximize the contribution of other payers. Program ad-
ministrators in the broker and capitated programs were conscious of
this incentive, and one gauge of their case managers’ effectiveness was
their ability to procure benefits for clients from sources other than
their own funds. This is also compatible with the altruistic notion of
getting more services to clients despite cost caps in waiver programs.
However, it is incompatible with an interest in reducing total costs of
long-term care.

With case management fast becoming a norm in long-term care and
a part of most proposed federal legislation, policy decisions about case
management will undoubtedly be necessary before an ambitious research
agenda can be fashioned and completed. Case management already
exists, sometimes side by side, as a freestanding service and as a combined
service and administrative function linked to particular programs. Pro-
vider agencies have an interest in promoting case management as a
reimbursable service as is now possible under the Medicaid provision
that allows case management for targeted populations. Case manage-
ment is also being suggested as a provision under proposals for expanded
Medicare coverage of home and community-based services.

Yet case management as a freestanding, reimbursable service is likely
to add to the costs of long-term care, regardless of how parsimoniously
price is set. In wending one’s way through this minefield of vested
interests and earnest advocates, it is important to go beyond the question
of the cost of case management and to consider its benefits. If case
management offsets inappropriate long-term-care costs, its value is
easy to defend. If case management constitutes an added expense but
is helpful to its clients, it may also be justifiable. If case management
helps no one, it would have few advocates even if it were very inexpensive.
And if its benefits are minimal and it is associated with increased long-
term-care costs, it is also hard to defend. In the absence of research
findings, each proposed use of case management should be tested by
teasing out the incentives affecting the cost of case management and
the incentives affecting the cost of the services being managed. This
logical exercise has, it seems, often been omitted. We recommend that
it be carefully undertaken by those making policies regarding case
management.
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