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ubstance abuse treatment programs, including those that receive public assistance, are increasingly operating in a
managed care environment. Policymaking and clinical decisionmaking in a managed care environment depend on outcome data that have traditionally described the impact of case management and substance abuse treatment interventions in terms of services used and money spent. (See Chapter 6 for more on implementing case management in a managed care setting.) An additional demand for data comes from public and private payers who want services linked to specific outcomes.
In the past, public sector substance abuse
programs were not paid to collect such data and were discouraged from using funds designated for service delivery to conduct evaluations.
Consequently, evaluation services often were available only through demonstration grants or through the efforts of university-based evaluators. Today, however, many providers plan, fund, and perform their own evaluations. This reflects both the mandates of funding organizations and agencies' desire to refine or improve their services. To prepare treatment programs to get involved in these efforts, this chapter first presents findings from previous evaluation efforts and then proposes a
framework for facilitating quality improvement

and other evaluative efforts that consider multiple stakeholders and focus on myriad outcomes and data sources.
A Brief Overview of the Research Literature


Researchers only recently have begun to assess the effectiveness of case management. Studies conducted thus far have suffered from significant methodological problems that include small sample sizes, poorly defined or implemented case management interventions, problems in evaluation design and measurement, lack of distinction between case management and comparison interventions, poor timing, and unaccounted-for contextual factors in communities where case management was studied (Orwin et al., 1994). Problems in research design are more than an academic concern-they render results that may be misleading, difficult to interpret, and unreliable for use in developing case management programs or policy.
Although problems in research design affect
other kinds of addiction treatment research, case management is especially difficult to evaluate because contextual factors play a critical role in program operations. Case management programs do not function in isolation. A key
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component of a successful case management intervention is the establishment of linkages to other agencies in a service network. Some researchers have suggested that the effectiveness of case management may have more to do with the environment in which it functions than with the functions of the program per se (Ridgely and Willenbring, 1992; Morlock et al., 1988).
However, in spite of these difficulties, some useful findings have emerged from work in the mental health and substance abuse fields.
Much of the research on case management has been conducted in the mental health field. Reviews of its effectiveness are mixed (Bond et al., 1995; Chamberlain and Rapp, 1991; Rubin, 1992; Soloman, 1995), revealing the need to identify specific program models and expectations about which type of case management works for particular populations and at what cost (Bond et al., 1995). The Assertive Community Treatment (ACT) model currently appears to have the strongest research base for persons with initially high rates of psychiatric hospitalization, both in terms of increased retention in community based treatment programs and in reduced psychiatric in-patient days (Stein and Test, 1980). This model includes a team of case managers who work with clients in an intensive manner to address problems of daily living and who have a long-term commitment to providing services to clients as long as their needs exist (McGrew and Bond, 1995). While the model appears to be effective in reducing psychiatric hospitalization, there is little evidence that the approach results in improved quality of life or level of functioning for the client (Bond et al., 1995;
McGrew and Bond, 1995; Olfson, 1990; Soloman,
1992; Test, 1992).
Evaluation of so-called administrative models in which case managers coordinate services but provide little specific clinical care is inconclusive. Some of these programs improved clients' quality of life but did not interrupt

patterns of rehospitalization. However, at least one study revealed that administrative case management both increased the use of services and increased costs for clients without a concomitant measure of improvement in clients' lives (Willenbring et al., 1991).
Few studies have been undertaken on case management in the substance abuse field, and it is difficult to generalize the findings of those studies that have. One study in Canada found results similar to those in mental health studies: There are positive, measurable effects of case management, especially for clients with poor prognostic indicators at admission (such as heavy consumption of alcohol and other drugs, previous treatment failures, and lack of social support) (Lightfoot et al., 1982).
Other studies of case management in the substance abuse field have reported few or no differences for case managed clients compared to those in treatment who do not receive case management services (Inciardi et al., 1994; Falck et al., 1994; Hasson et al., 1994). The authors of those studies, however, speculate that implementation and population issues may have affected outcome. Other studies attribute some of these negative findings not to poor case management interventions, but rather to methodological problems in the evaluations (Orwin et al., 1994).
Even in light of the implementation and methodological concerns about case management research, all the studies together with the findings of other addiction research suggest that case management can be an effective enhancement to intervention in and treatment of substance abuse. This is especially true for clients with other disorders, who may not benefit from traditional substance abuse treatments, who require multiple services over extended periods of time, and who face difficulty gaining access to those services.
In addition, research suggests two reasons why case management may be effective as an
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adjunct to substance abuse treatment. First, treatment may be more likely to succeed when "drug use is treated as a complex of symptom patterns involving various dimensions of the individual's life" (Inciardi et al., 1994, p. 146). Case management focuses on the whole individual and stresses comprehensive assessment, service planning, and service coordination to address multiple aspects of a client's life. Second, retention in treatment is associated with better outcomes, and a principal goal of case management is to keep clients engaged in treatment and moving toward recovery and independence (Institute of Medicine, 1990). Studies looking at treatment retention and case management posit a positive relationship between the two (Siegal, 1997; Rapp et al., in press).
Case management's ambitious scope is one
of the reasons its effectiveness is difficult to measure. Ashery and others have recommended that practitioners in the field maintain reasonable expectations for case management, pay attention to the implementation of programs, and understand the enhancing or limiting factors of the particular service context in which the case management programs are implemented (Ashery, 1994). The field should consider not only how to best research case management but what to expect from it.
Evaluating Case Management Programs


In order for substance abuse programs to ascertain if case management works, the program and its various stakeholders (including funding and regulatory agencies) must specify and measure outcomes they regard as indicators of success.
This section presents options for basic evaluative methods, including documentation of the case management program's progress and

measurement of system and individual client outcomes. It concludes by identifying the data needs of various stakeholders. Whether an evaluation is conducted internally by agency personnel, or by experts hired from outside, front-line case managers are the key source of information.
In documenting a case management effort, it is important to start with benchmarks-­ expectations that are made concrete as measurable statements (e.g., "case managers spend 60 percent of their time in face-to-face contact with their clients"). Some of the sources that programs can use to establish benchmarks include
· Policy and procedure manuals
· Federal, State, and local case management standards
· Agency case management program descriptions and mission statements
· Literature on program models (if the
program under evaluation is a replication)
· Consultants
If no written manuals or protocols are available, or if it is clear that the program has drifted from its original design, the program managers and staff may use a consensus­ development process to arrive at benchmarks.
Measuring Practice
Once the process benchmarks are defined in measurable terms, the next step is to develop and implement a method for measuring practice--to answer the question, "What are case managers doing and how does their practice conform to the benchmarks?" One approach is to maintain a simple staff log that measures case managers' activities by contact. The information should be comparable to the benchmarks and brief enough to ensure compliance and quality of data. Staff log instruments such as the one used by John Brekke and his colleagues (Brekke, 1987) have



been widely adapted and used in the mental health field. They usually record the client's name, location of the contact, duration of the contact, activity, and whether other individuals participated (e.g., staff of other agencies or family members). The brevity and frequency of case managers' contacts with clients makes this measure extremely burdensome, and as a result many programs use time-limited or sampling measures (for example, over a two-week period) to get a "snapshot" of activities.
If time and resources permit, it may be
valuable to use several methods of documentation to compare their usefulness and sensitivity. Other methods and purposes include
· Reviews of case manager client records (to evaluate how service planning and referrals adhere to protocols and procedural expectations)
· Interviews or surveys of case managers or
clients and their family members (to collect information on activities in which case managers engage, to gauge how clients' and case managers' views of those activities differ)
· Analysis of data from the agency's
management information system (to examine patterns on type, number, and duration of case manager contacts with different target populations)
In addition to using multiple methods of documentation, it is important to review case manager activities over time because programs may drift from innovative to familiar patterns of service delivery. In addition, the timing of data collection is crucial. New programs need time to stabilize, and new staff members need a period of orientation before a true picture of program activities can be established.
The key informant survey
Evaluators can use a key informant survey to examine the operations of a program's case

management activities. The survey is a fixed series of questions about the functioning of both the case management program and the system of care and is administered to a variety of stakeholders in the community. Different stakeholders are identified by each agency, depending on its particular case management model and the system of care within which it works. Appropriate stakeholders may include, but are certainly not limited to
· Agency staff
· Staff from other substance abuse and human service agencies, homeless shelters, and hospital emergency rooms
· Clients and their family members
· Criminal justice and law enforcement personnel
Survey participants might be asked about their awareness of case management services, their use of these services, types of ongoing contact with the case management program, and their perception of the impact of these services on the community. To ensure a cross section of informed opinion at various points in time, all stakeholders are asked the same questions, and the survey is repeated at several intervals. Such surveys have been used to evaluate systems change in the mental health field (Morrisey et al., 1994) and could be adapted for use in case management programs.
Client satisfaction
Knowing how clients perceive the services they receive is essential to evaluative activities. One can argue that satisfaction with service is related to treatment retention. It is also important to know whether the service provider-in this instance the case manager-and client share a common view of the services being offered and their benefits. For example, did the client feel that the case management services actually led to needed resources? Other questions might focus on client perceptions about those providing the service: Did the case manager



understand their needs and have the skills and experience necessary to help them accomplish their goals?
Such process data have direct utility for program management and development. They may help programs with defining staff training needs and assuring that the needs of the population they are working with are being addressed. Such data are also quite useful for those who have the responsibility for funding programs.
Measuring System Outcomes
Many programs in the managed care environment control access to services through what is called "case management," in which gatekeeping procedures are used to limit clients' use of expensive services such as hospitalization and residential treatment. These programs may be particularly interested in measuring system­ level outcomes to see whether case management has a systemic effect on the delivery of substance abuse and allied services (e.g., change in patterns of service utilization or costs). Thus, a net reduction in the number of inpatient admissions for substance abuse treatment would, by itself, be defined as a positive outcome. This, of course, may not reflect the needs of all clients.
If the goal is preventing clients from "falling through the cracks" between discharge from detoxification and entry into outpatient substance abuse treatment, a system-level outcome might be measured by continuity of care. Greater continuity could be defined as fewer clients with no outpatient treatment episode after a detoxification discharge, patterns showing shorter periods of time between detoxification discharge and outpatient treatment admission, and fewer people with "revolving door" detoxification admissions.
Another case management program may aim for increased access to care for certain target populations (for example, cocaine-abusing

pregnant women). In this instance, it would be useful to compare the number of admissions in the target population to all admissions during a specified time period.
In order to measure most system outcomes, it is necessary to track clients within a comprehensive service agency and, if a program's mandate includes managing care across a network of agencies, to gather data on encounters and costs and analyze them. Access to a computerized management information system (MIS) is essential for complete analyses. Although these systems vary widely in their level of sophistication, for this purpose, one must be able to document more than units of service information and should be able to link encounter, claims, and cost data and produce information quickly and easily. Over a period of time, a comprehensive MIS tracks changes in patterns of service utilization and changes in costs, which gives the agency information crucial to management and planning. For example, an MIS that combines utilization and cost data could help identify high utilizers for a program that focuses on clients who use numerous or expensive services. A later section in this chapter describes how a program can evaluate and enhance its MIS system.
Measuring Client Outcomes
While most would agree that "evaluation" is generally worthwhile, there is considerably less agreement about the measurement and documentation of specific outcomes for individual clients. When trying to evaluate case management in an ongoing service agency setting, additional challenges-conceptual, methodological, and ethical-are posed. The field has seen a long-standing and often strident debate about what kinds of outcomes should be measured. Some claim a single measure such as sobriety or complete abstinence from any drug use is the only meaningful measure of treatment success. Others assert that treatment success is



most appropriately measured by a constellation of factors, including diminished alcohol and/ or other drug use, improved family functioning, improved occupational functioning, less deviant and/ or criminal activity, fewer contacts with the criminal justice system, and improvement on a range of psychological variables. The debate will continue. In the meantime, programs should carefully consider treatment objectives to articulate and then operationalize those outcome variables they want to measure.
Another significant complication arises when trying to evaluate case management activities and client outcomes. A program must be able to articulate the role of case management and how it meshes with other program activities.
However, when "standard" client outcomes­ such as reduced substance use or fewer contacts with the criminal justice system-are measured, it is very difficult to separate the effects of substance abuse treatment activities from the effects of case management activities.
Finally, conducting research in community­ based treatment/service organizations presents significant challenges. Experimentation, that is, comparison and control, is at the heart of any scientific research study. One group-typically defined as the "experimental group"-receives onekind of treatment and the control group does not. The two groups are then compared, and conclusions can be reached about the efficacy of the treatment. However, in the context of community-based treatment, a potentially beneficial service like case management cannot be withheld from some clients. This makes it extremely difficult to definitively attribute specific client outcomes to case management or some other service.
Anticipating Quality Assurance Data Needs
The types of data required for an evaluation of case management, how the data are collected, and the manner in which data are put to use

vary among different stakeholders. It is important to understand the types of data that various stakeholders need to evaluate the program. Structured feedback loops should be established to ensure that the data gathered are returned to various stakeholders in some meaningful way so that they have an impact on shaping future program development (and future data needs). One of the benefits of the case management approach is that it can be adapted to meet the sometimes contradictory needs of the various stakeholders.
Data needs of case managers
Although the data needs of case managers may vary from agency to agency, rapid access to data in three particular areas is critical:
· Information about clients currently on the caseload (roster management), including outcome data so case managers have feedback on their performance
· Data that allow case managers to track clients
through various services
· Data that produce "flags" for follow-up letters, aftercare, and other time-sensitive functions
In addition to these elements, case managers with gatekeeping or budgeting responsibility need overall service utilization and cost figures by client in order to manage services within a budget. To evaluate process, case managers need access (preferably computerized) to referral networks, bed allocation systems, progress notes, and data related to the daily conduct of their jobs. In terms of outcome data, case managers may want rapid access to client status, especially if it would prompt additional efforts.
Data needs of program managers
Program managers must ensure that the data collected reflect the program mission and facilitate the program's management. While the case manager focuses on individual clients, the



program manager analyzes data elements to see patterns and to flag and investigate "outliers"­ those who deviate drastically from the statistical norms of the population.
The initial data needs of program managers reflect concerns with concrete aspects of program operation. To program managers, case management essentially begins when the phone rings, and therefore, their data needs are filled by asking the following basic questions:
· How many inquiries are we getting about services?
· Are we getting clients?
· From what area are our clients?
· Are clients entering care once they make contact?
· Are we responsive to clients' needs from first contact forward?
· Is the type of client changing?
In addition to collecting these initial data, program managers must be able to track clients through their services so they can decide how to alter service provision. Important questions include
· Who is in what level of care at what time?
· How does the service fit with their treatment plans?
· Is the program meeting clients' different cultural needs?
· Who is dropping out, and why?
· What service not currently provided is requested most frequently?
· How much money is being spent on a
particular service?
Other questions relate to the program manager's administrative functions, including
· What are the case managers doing? What are their caseloads?
· What are the results of internal monitoring?
· Are we reaching the target populations?
· Are clients retained at the appropriate level of care?

Data needs of community policymakers
Community policymakers may be local government officials, members of community coalitions, representatives of local law enforcement agencies, school board members, or other interested community-based stakeholders. Since they are not often directly associated with treatment programs, they may not have a very sophisticated understanding of program goals and may think of outcomes in terms of questions like "Is the client sober or not?" or "Is there less crime?" They tend to be less interested in improved scores on standardized measures of client functioning than in easily defined and observable outcomes that affect the community, principally
· Taxes--Reducing costs to taxpayers in the areas of incarceration, unemployment, and welfare enrollment and reducing costs of case management and substance abuse treatment by substituting a costly treatment with a less expensive one
· Safety-Reducing neighborhood crime and
the number of homeless persons loitering in business districts
· Social costs--Increasing the number of
substance abusers who are working and improving care for children of substance abusers
Data needs of directors of State alcohol and drug abuse agencies
Directors of State substance abuse agencies value data elements that describe the overall accessibility, quality, and cost of the substance abuse treatment system. In addition, these directors require data to track and contain the growth of Medicaid and public sector behavioral health care expenditures, to put managed care systems in place, and to evaluate the effect of managed care (including the provision of case management) on the delivery of behavioral health care services.



Key data elements that State directors often want to see in evaluation efforts include
· Patterns of service utilization and costs, including the use of public hospital and residential treatment centers
· Numbers of clients working and
withdrawing from welfare and Medicaid
· Numbers of clients avoiding prison, reducing child welfare cases and costs, and reducing food stamp usage
· Numbers of appeals and grievances by
clients
· Number and characteristics of substance abuse patients accessing other publicly funded social services
Increasingly, State directors of substance abuse agencies are becoming less isolated and are beginning to look for opportunities to exchange data among previously independent departments (e.g., mental health departments, Medicaid offices, and criminal justice offices). Some State agencies share access to statewide data sets. In addition, the movement toward managed behavioral health care has prompted more integration of data between State Medicaid offices and State substance abuse and mental health authorities.
Data needs of third party payers
Third party payers such as insurance companies need data that justify case management as a cost above and beyond the direct costs of treatment services (see Chapter 6). In addition, when case management is used to coordinate care, third party payers want to know whether clients are receiving the right services, at the right level of care, and in the right sequence, and to ensure that clients who are no longer in need are no longer receiving services. To that end, important data elements include
· The severity of the client's illness
· Assignment to levels of care
· Patterns of service utilization
· 
Use of free self-help or volunteer organization services
· Urinalysis results, use of other drugs, and
scores on standardized outcome indicators
· Discharge determinations

Data needs of clients and family members
Clients and family members may serve on advisory or governing boards of local programs or may be involved in family or peer support groups within the community. They may use outcome data, especially results of client satisfaction surveys, to change programs and policies or to choose services and providers.
They may be less interested in patterns of service utilization or standardized scores on outcome evaluations than in how the system functions from the user's perspective. In fact, clients might consider a program successful if it is supportive, reliable, and easily accessible, as opposed to "efficient."
Data elements important to clients and family members include
· The availability and accessibility of services
· The freedom of choice (of services and providers) that the system allows
· The use and effectiveness of the appeals and
grievance process
· The influence of input from consumers and family members
· Effectiveness of treatment
· Acceptability of treatment among the targeted populations
Specifically, clients seek answers to the questions
· Am I getting the right services, in the right setting?
· Are there systems I can access myself?
· How appropriate is my care?



Management Information Systems
The management information system contains all this information and allows stakeholders to use it. Managed care has provided the behavioral health care field with an example of how to manage far-flung data on clients.
One evaluation task for local programs is determining how to use data already routinely collected by a statewide MIS or managed care company-based MIS, saving the program from duplicating primary data collection. Another important task is to develop or enhance program-level MIS that track data the program needs locally, integrate with other computer­ based or paper-based systems, and supply data required by third party payer and governmental bodies. All staff members of a specific program should be stakeholders in the MIS, which increases both system accuracy and the likelihood that a broad array of staff members will use it. If an agency does not have the resources to develop a sophisticated system, it should be able to automate at least a minimum amount of client information through commercially available software.
Local programs that are part of a managed care network undoubtedly will be included in a larger MIS sponsored by the umbrella provider. Providers who are not part of these networks may need to assess their readiness to take on managed care activities by evaluating their current MIS capabilities. Today, it is critical that an MIS be designed with the data requirements of managed care organizations in mind. The following guidelines, adapted from a Federal technical assistance publication, may help a program determine whether its existing MIS is sophisticated enough to support managed care operations. A program's MIS will suffice if it does each of the following:
· Retrieves patient information online or in less than an hour
· Cross-matches client records, use of services,
and financial and insurance information
· 
Permits individual inquiries from managed care organizations
· Produces information that is used by
clinicians, supervisors, and managers
· Integrates information from other programs and sites
· Allows client and service information to be
reported to all major payers
· Generates patient invoices (CSAT, 1995d)
An existing MIS that can perform all of the above functions will likely support managed care and program demands; if it cannot, the program needs to strengthen deficient areas. Changes and advancements in data collection and access to patient information must be accompanied by appropriate protections for client confidentiality.
Future Research


Research focused on case management in the substance abuse field is limited and offers many opportunities for local substance abuse programs to make significant contributions to the field. Suggested directions for future research include the following:
· Key ingredients of successful programs, especially for hard-to-reach populations
· Relative cost-effectiveness of particular case
management models, including cost outcome results within systems incorporating full parity of substance abuse with other health care, outcome results when a full continuum of care is available to patients, and outcome results associated with use of standardized guidelines for placement, continued stay, and discharge for substance abuse patients
· Improved methodology to investigate
research questions in "real world" settings
· Development of brief versions of valid and reliable research outcome instrumentation
· The effect of particular forms of case management on societal costs of substance
abuse and its treatment



· Cost shifting among health, behavioral health, criminal justice, and other systems that can be accessed by the target population
· 
Creative ways to use secondary data sets (such as Medicaid and Medicare) to determine trends and patterns of care
· Research questions from broader sociological
or multi-disciplinary perspectives
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anaged care is "an organized system of care which attempts to balance access, quality, and cost effectively
by using utilization management, intensive case management, provider selection, and cost­ containment methods" (CSAT, 1995d). Despite the antipathy that many public sector health care providers feel toward managed care, those providers are actually striving toward the same ends using similar means as managed care organizations (MCOs). Many substance abuse treatment providers have been working within a managed care framework for decades, that is, looking at utilization data and developing a continuum of care. Substance abuse treatment providers, particularly those who use case management, have historically recognized the importance of connecting disparate services to meet the needs of clients.
Whatever treatment providers' attitudes
toward managed care, they will have to learn to operate within its bounds. More than half the States are currently in the process of adopting some form of managed care to provide behavioral health care services, and more than one-third have received Federal waivers to implement Medicaid managed behavioral health programs, with other waivers planned or pending. Some experts predict that many substance abuse programs, already accustomed to scarcity of resources, will make a smooth transition to a managed care environment.

However, many programs, particularly those that operate the least like businesses, may find this an extremely challenging time. The need to be accountable for outcomes, particularly in the face of a tax-conscious public, will undoubtedly increase in the managed care era.
To adapt to the world of managed care, treatment programs must assess how their services are currently delivered and identify which elements should be preserved and which should be modified. They also must have a firm grasp on how changes in Federal and State reforms will affect their current and future funding mechanisms.
Funding Case Management in a Managed Care World


Despite the promise of case management as an important adjunct to substance abuse services, it will not survive without empirical data that support its efficacy. Key decisionmakers must believe that case management is an integral component of treatment service before they will incorporate it into the funding structure. This is especially true of States choosing to offer services through managed Medicaid HMOs. It is also true for people who receive services through Medicare HMOs. (See Chapter 4 for a discussion of program evaluation and
measuring outcomes.)
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Controlling costs while providing care offers program administrators and case managers an opportunity to demonstrate case management's utility to a newly engaged managed care company. For example, clients with long-term or chronic conditions may be required to move from residential facilities to the community before some treatment providers believe they are ready. In this scenario, case management can prove its value by providing the clients with wraparound or supportive services to aid in a successful transition. As another example, outreach case management can help in the area of relapse prevention and aftercare and thus avert the need for high-cost services like inpatient treatment.
Managed care tools-clinical pathways,
standardized assessments, and treatment protocols-can work well in a case management context. The challenge then lies in tailoring services to the unique needs of each consumer and avoiding "cookie cutter" services. Use of these tools can increase case management's attractiveness to program administrators who operate in capitated or other forms of shared­ risk environments.
The true test is to develop a comprehensive case management system within a managed care framework with the inherent flexibility and resources necessary to eventually show tangible savings. Only then will an MCO be able to clearly justify case management as a reimbursable service.
Who Decides?
The decision to include case management in the array of treatment services usually rests with a primary funding source or at the program level. As many traditional public sector providers overhaul their delivery systems to participate in managed care, they must recognize the importance of case management as a key element of effective treatment and communicate that to the funding source. If the primary source

of funding (usually a State agency) expects or requires specific outcomes that go beyond sobriety or cost containment, then a program administrator must develop ways to measure those outcomes.
To undertake scientifically valid outcomes studies is beyond the reach of most treatment programs. Providers can, however, increase the chances of having case management activities reimbursed if they measure everything that helps the client, such as consumer-run support groups, drop-in centers, or "Compeer" programs, in which volunteers help clients maintain sobriety and manage other aspects of their lives. Keeping good records will allow managed care companies to determine exactly what's being provided-and what constitutes case management.
Funding Models
The multiple players involved in funding public substance abuse treatment have posed complex and ongoing problems for program administrators. Each funding stream has its own eligibility rules, service conditions, and reporting requirements, which frequently differ from those of other agencies supporting a program's operations. Case management services are no exception and have traditionally been funded through a variety of sources as well. These include
· Block grants from Federal agencies
· Medicaid, which included options that allow for non-medical services (e.g., the Medicaid Rehabilitation Option)
· Medicare and Supplemental Security Income
(SSI) for disabled clients
· Migrant health funds
· Private foundations and funds, such as United Way
· State and/ or local tax dollars
· Private insurance
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Far too often, the disparate mandates of these funders have exacerbated system and service fragmentation. Integration of funding streams has emerged as a strategy to meld services and provide continuity of care. Some States, in fact, have used Medicaid managed care initiatives as the catalyst for blending funding streams, particularly in full capitation models.
As States gain more freedom to allocate Medicaid dollars as they see fit, the prospect of increased flexibility in services offered at the program level improves. Programs that can account for funds received in terms of positive client outcomes will be better able to structure their service mix in response to clients' specific needs rather than to the dictates of funding agencies removed from the service delivery level.
Managed care is frequently used as a vehicle for integrating funding streams and for fostering collaboration among health care providers. For example, many managed care organizations establish (or will only contract with) integrated provider networks that
· Offer a full range of services
· Extend coverage over a wider geographical or population area (thus increasing the number of potential enrollees and sharing the financial risk among more providers)
· Maximize efficiencies in areas like
management information systems
When providers are organized in such a manner, administrative service organizations are engaged to handle a wide range of business duties for the network.
Blended funding approaches, especially those that give providers the necessary freedom to make clinical decisions while still holding them fiscally accountable, can preserve and support the case management function as an integral facet of modern substance abuse treatment. Capitation or enrollment rates based on genuine costs associated with providing

treatment and "stop-loss" clauses that cover such contingencies as reimbursement for longer or more intensive treatment than anticipated may help satisfy the providers' desire for flexibility and the payer's demand for fiscal responsibility.
Substance abuse treatment services are treated in different ways depending on which overarching health care delivery model is implemented by the State or by the managed care organization(s) contracted to provide behavioral healthcare. The two models currently prevailing are the carve-in model and the carve-out model.
Carve-in models
The carve-in model integrates physical (e.g., traditional medical services) and behavioral (e.g., mental health and substance abuse services) health care and is often the model chosen to manage a State's Medicaid population. Although the purchaser of services may elect a carve-in approach, frequently the MCO may elect to carve out behavioral health care by contracts with managed care organizations.
This is because behavioral health care tends to be the most expensive cost center of treatment within an integrated, managed care model of treatment. The carve-in model generally appeals to providers because many individuals with mental illness and substance abuse problems also have serious physical health problems. Integrating the two also underscores the notion that since body and brain are part of the same system, mental illness and substance abuse are bona fide health problems.
However, in such a model, case management is often administrative in nature and involves clinical oversight and activities such as utilization review and prior authorization procedures. The primary care physician functions as the case manager or gatekeeper who assesses the range of services the client needs and, ideally, refers him to network
providers who offer specialty services. This



happens when the physician is ill-equipped to provide the often labor-intensive, client-specific case management functions needed to successfully manage the client/member.
This model for behavioral health care has two major drawbacks. First, primary care physicians may underdiagnose substance abuse problems, especially in populations such as women (in whom depression is often diagnosed but seldom tied to substance abuse) and the elderly. Lack of knowledge or the desire to hold down costs also may lead to underutilization of services, with consumers denied access to needed care.
Second, since the course and overall treatment costs of behavioral health problems are less predictable than many physical health problems, the ability to establish firm enrollment or capitated rates is difficult. If rates are too low, the problem of inadequately treating or excluding those most in need of costly or long-term care (e.g., clients needing residential treatment) becomes a legitimate concern. When services are subcontracted, skimming may become a problem. In this situation, the opportunity exists to cost-shift "difficult" clients to subcontractors who receive only a percentage of the capitated rate. Not only are funds insufficient to provide proper treatment when this happens, but the subcontracting provider's resources are strained to the maximum.
Carve-out models
In carve-out arrangements, behavioral health care is considered distinct from other physical problems and is handled either as a separate contract or is intentionally excluded from a managed care plan. If behavioral health care is carved out and handled as a separate managed care account, it is possible to develop capitation or enrollment fees specifically tailored to this population. Carve-outs also provide States with a mechanism to monitor and control the use of
substance abuse or mental health funds and

some assurance that those problems are being addressed. Ideally, carve-out managed care organizations will have expertise in substance abuse services or will work jointly with providers who possess that expertise. In all cases, State officials must develop specific contract language to carefully define their responsibilities (CSAT's Technical Assistance Publication Purchasing Managed Care Services for Alcohol and Other Drug Treatment offers suggestions for assessing managed care approaches and structuring effective contracts for managed care services.)
Case management in a carve-out model is likely to remain a service function, particularly if the responsibility for behavioral health care is delegated to the public sector. Given the trends in behavioral health care, the public sector might be advised to learn from the example of the proprietary, more precise matching of clients and service packages through management information capabilities, some aspects of utilization review procedures, and the development of clinical pathways. These efforts also help providers use their resources wisely and ensure that appropriate and cost-effective services are available to individual consumers. Unfortunately, this method lacks integration with the physical medicine side of treatment, which can lead to ineffective case management and duplication of services by the behavioral health provider and the primary care physician.
Preparing a Program for Managed Care


To adjust their current operations to meet new demands, programs need to assess their systems, appraise their readiness to operate in a managed care environment, and position themselves and their case management services in a competitive market by identifying market niches and preparing for increased staff licensing and accreditation.



Systems Assessment
As discussed in Chapter 1, case management assumes different forms depending on its setting and organizational context. Before integrating with managed care, program directors and administrators need to understand how case management is practiced in their program.
Administrators must identify potential buyers of case management services and must stay abreast of plans to integrate Medicaid with public funds and efforts to secure private vendors to manage public behavioral health care services.
Administrators also need to ascertain exactly who their program is serving, the nature and the range of clients' problems, and the gaps between what the program offers and what clients need. They must be able to articulate how these gaps are hindering the successful execution of their programs' mission.
With the blending of systems via managed Medicaid and Medicare, providers are now forced to compete directly with each other.
Eventually, all services now delivered by traditional community providers will be delivered within a managed care framework. Currently, many public sector providers of services to people under Medicaid managed care guidelines (for managed care companies) are providing administrative and clinical case management services for a "fixed," "blended," or "bundled" rate. That rate is a small piece of the pie that comprises the total per-member capitation payment the provider receives and usually is not assigned a specific dollar value.
What is the program doing?
As a first step in organizational assessment, administrators must clearly define the case management model(s) being used in the program. At the agency level, community needs and available resources must be reviewed.
Often case management services are subsumed under the general category of "the costs of doing business." Under managed care, it is important

to know precisely what services are being offered, what they cost, and what outcomes can reasonably be expected. Case management must be scrutinized both as a stand-alone activity and as part of a total package of services potentially available to consumers. The importance of auditing the costs and revenues associated with various services cannot be over­ emphasized, particularly if a system is moving toward a capitated or shared-risk paradigm.
Case management, whether a direct service or administrative function, must add value and provide cost benefit to justify its inclusion in the total array of services.
Clinical case management must demonstrate direct or indirect benefits above those that consumers can expect from traditional services. The gatekeeping function in administrative-level case management limits the discretion and treatment planning authority of a substance abuse professional. Offsetting this disadvantage, ideally, are two systemwide advantages: reduced costs by denying unnecessary services and by providing support for people in the community so that they do not need more expensive residential or inpatient care, and better clinical decisionmaking. The gatekeepers' decisions are based on established clinical pathways and protocols-the goals of this standardization being improved care as well as lowered costs.
Who is paying for case management?
Reimbursement for the case management aspects of treatment may come from one or all of the following sources:
· Private managed-care organizations (MCOs)
· Fee-for-service clients
· Private payers such as corporate employee assistance programs, foundations, and grant funding
· Volunteer and local sources
· Courts and criminal justice funding
· Social service providers (e.g., child welfare)



· User taxes and State and federally appropriated funds
Providers should understand exactly how these funding streams are integrated or separated, as well as the inherent flexibility in their use. Such knowledge will help design a case management program and will also help in advocacy efforts to shape State policy on funding streams.
How does the program model fit within the system?
It is equally important for providers to understand how case management is defined in their State's managed care contract, if at all.
What specific activities are considered case management and are they reimbursable? If they are reimbursable, are there limits on the number of billable units per consumer? Is there a finite pool of funds available on a fee-for-service basis? Given the melding of clinical and fiscal functions at the provider level, it is also critical to consider who benefits from case management and who does not. What is a reasonable length of time to offer services to a consumer? It is imperative that program staff grapple with these questions to best allocate available resources.
Readiness Review
In some cases, conversion to managed care must be accomplished in as little as six months after the enactment of legislation or by corporate decree, so providers must assess their readiness to make this transition rapidly and effectively.
Tools and surveys can help administrators do a readiness review by providing a clear picture of what models they are using and how they fit in the changing environment. One such tool is the Managed Healthcare Organizational Readiness Guide and Checklist reproduced in Appendix C. This and similar tools can help agencies evaluate their current operations within each of the following areas
· Program services and structure
· 
MIS capacities
· Fiscal/ financial structures
· Utilization review capabilities
· Program evaluation and quality management
· Staff development and training needs
· Board and management structure
· Marketing
· Licensure and accreditation (CSAT, 1995d)

Identifying Market Niches
In the managed care environment, programs will have to function as businesses and therefore must position themselves and their case management services in a competitive market (Brokowski and Eaddy, 1994). By focusing on the establishment of a market niche like the treatment of special populations (e.g., drug users, criminal justice clients, older adults, clients with HIV and AIDS), an agency can be a player in the transition to managed care. In addition, issues such as staffing, pricing, and salaries can be revisited within the market framework.
Despite its inefficiencies, the public system of
behavioral health has more experience and expertise than private programs do in caring for the most seriously disabled populations and in providing services that focus on their everyday life problems, such as employment and housing. Since this chronically needy clientele is least likely to be covered by private employer health plans, it offers a natural market niche for public­ sector service providers.
Providers who serve Medicaid and Medicare recipients will see an increase in commercial business as a result of managed care contracts but will primarily be paid indirectly. MCOs will become the main source of revenue for the providers, as opposed to the local or state government. Medicaid and Medicare revenues will flow from the government to the managed care company to the service provider. High­ volume providers, who are successful at delivering high-quality, cost-effective services



may even find themselves acquired by the managed care company.
State and Federal governments, in anticipation of the changing public sector system, have been disseminating resources to help publicly funded treatment providers survive and compete in a marketplace dominated by managed care organizations. The Federal Government is also currently designing programs and projects via the Center for Substance Abuse Treatment (CSAT) and the Center for Substance Abuse Prevention (CSAP). The National Leadership Institute Coordinating Center (NLICC) will provide resources, technical assistance, and materials to assist public sector providers in making the internal changes necessary to compete.
Licensing and Accreditation
One of the most controversial aspects of case management is the issue of licensing. Many believe that case managers should have earned at least a master's degree. Others argue that some of the best addictions counselors have received their education through overcoming their own substance abuse.
While both viewpoints-and the many in between-are valid, managed care will increasingly require higher levels of education as case management becomes a common ingredient in its mix of services. Case management functions were performed by paraprofessionals in the 1980s and early 1990s. Today, however, credentialing standards of managed care organizations and other providers require that case management be performed by people with master's degrees in social work or education. All case managers may need to earn advanced degrees to perform reimbursable case management in the near future.
Provider profiling and performance reviews
of individual practitioners are commonplace in managed care systems. Because data drive so many managed care decisions, any outlier,

whether the cost of one consumer's care or the performance level of an organization or professional, is likely to prompt a closer look. It seems likely that, as managed care organizations gain greater influence in the substance abuse world, there will be an increased demand for more professionally trained treatment personnel and for provider organizations to gain accreditation from national organizations such as the Joint Commission on Accreditation of Healthcare Organizations (JCAHO), the Rehabilitation Accreditation Commission (CARF), Community Mental Health Services (CMHS), SAMHSA, or the National Committee for Quality Assurance (NCQA).
Future Directions


The profound changes in reimbursement patterns have sent shock waves through the substance abuse treatment field. And change clearly will persist. Payers and those who allocate resources will continue to demand that the efficacy of services be demonstrated. On the programmatic level this will necessitate evaluating each service component and determining how it contributes to overall objectives. Programs must articulate their service expectations and decide what kinds of training and experience a practitioner must have to successfully deliver them.
What is needed now is more research on case management. Several promising lines of research, presented in Chapter 4, suggest that certain forms of case management activities improved client outcomes, resulting in fewer employment problems, increased income, longer treatment retention, and diminished drug use.
Other studies focusing on a criminal justice population suggest far-ranging benefits.
However, the applicability of those studies to the population outside prison and jail has yet to be established.



This research should be undertaken in a variety of settings and should address issues that demonstrate the efficacy of case management activities. What approaches work best for what populations in which kind of setting? While such questions are typically investigated by university researchers through demonstration projects, the research community must work with community-based programs in

this case. It will require hands-on experience to fully understand how case management functions, what benefits it achieves for program clients, and how much it costs to provide this service. Case managers must be able to follow their clients from pretreatment to aftercare to determine if treatment and services have succeeded. Quantifying its benefits is the most compelling argument for case management.
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