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Issue Brief: 

 

Case Management 
 

 

 

 

Introduction 

The Missouri Foundation for Health (MFH) has received many grant requests that 

include case management as a service component of the proposed program.  At the 

March 2003 meeting of the Program and Grants and the Program Review Committees, 

information about case management was requested.   As a result, the MFH Policy group 

has compiled this issue brief to provide the following: 

 

• Definitions from the field 

• Significant developments  

• Diagrams of case management and its role in health care 

• Examples of successful programs 

 
Definitions  

Broadly, case managers describe their work as: “Doing whatever it takes, with whatever 

you’ve got, for as long as it takes, to get the job done.”1  The American Case 

Management Association promotes this definition:  “Case management in hospital/health 

care systems is a collaborative practice model including patients, nurses, social workers, 

physicians, other practitioners, caregivers and the community.  The case management 

process encompasses communication and facilitates care along a continuum through 

effective resource coordination.  The goals of case management include the 

achievement of optimal health, access to care and appropriate utilization of resources, 

balanced with the patient’s right to self determination.”2   

 
Case management may target individuals or families from defined populations such as 

children, refugees or those with a specific disease.  It enlists varying degrees of the 

available resources from a range of service providers to meet complex needs.  The 

process of case management:  



 3 

• defines the problem,  

• identifies the resources needed,  

• coordinates engagement of appropriate services,  

• ensures that the resources complement each other and  

• monitors the coordination of services to meet the needs of the client. 

  

Significant Developments 

Throughout the twentieth century case management grew in recognition and acceptance 

within the public health sector of the United States.  The deinstitutionalization of disabled 

populations in the 1960’s resulted in increased community-based case management 

services that now function as a key element of treatment.3  The 1990’s witnessed the 

formation of national and local case management associations through which 

certification programs in case management emerged.4   

 

Since the year 2000, states have established 3,000 regulations and the Federal 

government has created 600 requirements to govern the intricate set of case 

management activities involved in providing resources for people confronted with 

complex health, legal or social problems.5  Several studies have shown that case 

management can be used to reduce or limit the cost of health care and the inappropriate 

use of health services for enrolled populations.6  Attesting to its value and effectiveness, 

Medicaid and Medicare reimburse for case management services under certain 

circumstances.7 

 

Diagrams of Case Management 

From staff conversations about how to define and categorize the many elements that 

make up case management two diagrams emerged.  The first attempts to place case 

management in context with the health care system.  The second provides a schematic 

for the complex set of activities that comprises case management. 

 

 

 

 

Diagram #1, Linkage of Health Care and Case Management, shows possible points 

of entry into health case management (through the health care system or through the 
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social services system). It proposes that referral is the linkage between case 

management and health care.  This process results in improved health status.  External 

factors (environment, heredity and behavior) may negatively impact health, reinitiating 

the cycle of care.   

 

Linkage of Health Care and Case Management, Diagram #1 

 

Diagram #2, Overview of Health Case Management, maps the process of case 

management beginning with referral.  Through assessment, one of four support types is 

selected according to the nature of the problem.  Case managers then choose among a 

range of interventions dependent on both the need of the patient and the capacity of the 

particular case management program.  The case management process (as in Diagram 

#1) results in improved health status.
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Overview of Health Case Management, Diagram #2 
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Case Management Programs 

Case management occurs in a wide range of settings including health clinics, hospitals, 

mental health organizations, senior care facilities, etc.  Three examples of successful 

health-related case management programs follow; each traces the path of a patient 

through Diagrams #1 and #2.  

 

 

Community Health Clinic of Joplin (Missouri) 
 

The Missouri Foundation for Health awarded a grant to the 

Community Health Clinic of Joplin in November of 2002.  The 

purpose of this grant was to hire two medical social workers to 

provide case management services for patients.  These case 

managers initially verify the indigent status of those seeking 

services from the clinic.  Eligible individuals then receive free 

medical treatment from volunteer doctors, dentists and 

pharmaceutical staff.  After receiving care for their immediate 

medical need, patients are sent back to the case managers 

(Referral) who work to ensure that basic needs are being met 

(Assessment).  Many who attend this clinic are so 

impoverished that basic lacks in food, clean water and medical 

supplies lead to their illnesses, or significantly impede their 

recovery.  The social workers link individuals and families to 

community resources in order to improve their health status 

and prevent further health complications.  Often the needed 

interventions are accomplished through a single interaction 

with a case manager (Support Type).  However, sometimes 

follow-up or on-going contact may be necessary to ensure a 

positive health outcome (Support Type).  The services offered 

by these case managers support and enhance the medical 

treatment provided by the clinic’s doctors (Intervention).8  

 

 

 

Meet the Smith Family 
 

Mrs. Smith brings her 10-
year-old son, Jack, to the 
Community Health Clinic 
because of his stomach 
cramps and diarrhea.  An 
initial screening by a case 
manager determines the 
family’s eligibility for services.  
 
A doctor’s exam results in the 
diagnosis of round worms.  
While the prescribed 
medication will solve the 
immediate problem, the 
doctor is concerned about 
reinfection because the 
family does not have access 
to clean drinking water. 
 
The Smith family is referred 
to one of the case managers 
who meets with them and 
connects them to a 
community resource where 
the family can receive free 
bottled water.  
 
This single encounter with 
the case manager supports 
the doctor’s health 
intervention and supplies the 
family with a permanent 
solution for their immediate 
need. 
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Senior Links to Independent Living (California) 
 

In 1998, the City of Long Beach Department of Health and 

Human Services established the Senior Links to 

Independent Living program for residents 55 years or older.  

The goal of the program is “to maximize the ability of at-risk 

Long Beach seniors to maintain independent living in a safe 

and healthy environment.”9  A three-part approach including 

community education, a telephone resource line and case 

management services facilitates the achievement of this goal.  

Community agencies such as the City’s Senior Police 

Partners, senior centers, mental health agencies, and Adult 

Protective Services make the initial referrals to the case 

management component of Senior Links (Referral).  A team 

consisting of a public health nurse and a social worker 

conduct an initial assessment with the senior and his or her 

family (Assessment), and provide up to 6 months of case 

management (Support Type).  The services offered include 

the creation of a needs-based plan, linkages to health and 

community services and connections between the senior 

and a primary care provider.  This short-term, targeted case 

management (Intervention) stabilizes the immediate 

situation and preserves the health and independence of the 

senior.10 

 

 

 

 

 

 

 

 

Meet Betty 
 

Betty is a 68-year-old female 
living by herself in Long Beach.  
About a year ago Betty fell and 
was hospitalized with a broken 
hip.   
 
She has no family locally, and 
her neighbors are concerned 
about her well-being.  She 
previously spent time with 
friends at the local community 
center, but since the accident 
she is no longer able to drive.  
The neighbors call Adult 
Protective Services who make 
a referral to Senior Links.   
 
Program staff visit and find 
Betty in good physical health, 
but she reports being lonely 
and depressed.  The case 
managers link Betty to local 
transportation services so she 
can resume her visits to the 
senior center.   
 
They also connect her with a 
primary care physician to 
monitor her physical as well as 
mental health.  The case 
managers employ a targeted 
case management intervention 
to address Betty’s health 
needs. 
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Boston Health Care for the Homeless Program (Massachusetts) 
 

The Boston Health Care for the Homeless Program 

(BHCHP) is “a service delivery model that integrates 

hospital-based primary and specialty care with direct care 

services at over 70 shelter and outreach sites in 

metropolitan Boston.”11 Staff at these service organizations 

refer homeless individuals into BHCHP (Referral).  Once a 

new client enters the program, a team of doctors, nurse 

practitioners, physician assistants, nurses and social 

workers assesses the individual’s needs (Assessment) 

and provides on-going monitoring and care  

(Support Type).  BHCHP uses comprehensive case 

management (Intervention): (1) to resolve critical health 

issues through linkages to appropriate health care 

providers and (2) to maintain stability through connections 

with both preventive health care and social services.  “The 

BHCHP continuum of care includes medical respite care, 

allowing homeless persons to receive acute, subacute, 

perioperative, recuperative and end-of-life care in a setting 

that serves as an alternative to costly acute-care 

hospitalizations.”12  The BHCHP system of health care 

delivery assures access to and provides quality medical 

treatment for homeless individuals and families in the 

Boston area.13 

 

 

 

 

 

 

Meet Sam 
 

Sam, a 35-year-old man, is 
homeless.  He prefers not sleeping 
in the shelters and prides himself 
on his fierce independence.  He 
lives by the motto of “Trust No 
One.” 
 
One of the case management 
teams at the Boston Health Care 
for the Homeless Program 
(BHCHP) focuses on providing on-
going care to Boston’s “rough 
sleepers.”   Through repeated 
contact, an outreach team slowly 
develops a relationship with Sam. 
 
Eventually, Sam allows one of the 
team’s nurses to perform a basic 
physical exam during which she 
discovers an open and infected 
wound.  The nurse, with help from 
the team’s social worker, 
convinces Sam to enter one of 
BHCHP’s respite care facilities to 
receive intravenous antibiotic 
treatment for his infection.   
 
In this case, BHCHP’s 
comprehensive case management 
provided a cost-effective 
alternative to an emergency room 
visit or hospital stay. Sam received 
preventive care and early 
treatment in a respectful and safe 
environment.  
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Conclusion 

Case management has become an established approach to quality health and mental 

health care.  This service component, when part of a health related program, should 

always link directly to health conditions and employ “support types” and “interventions” 

capable of improving the health status of those served.  Case management services can 

improve access to, coordination of and utilization of the health care system while also 

producing a cost savings.  These services are, at times, effective in creating a healthier 

and more efficient system for serving the health care needs of individuals. 
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