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Learning Objectives 
At the conclusion of this activity, the participant will be able to: 
1. Define and identify points of medical case management 

involvement along the NHAS 2020 and HIV Continuum of 
Care. 

2. Identify the various roles of the medical case manager and 
its impact on the delivery of HIV care. 

3. Discuss ways of developing a supportive environment and 
provide effective supervision of the multiple roles of the HIV 
medical case managers.  

 

Presenter
Presentation Notes
Today we are going to be discussing what I like to refer to as the Identity Crisis of the Medical Case Manager.  Primarily, we’ll be discussing the definition of MCM and identifying points of involvement along the National HIV/AIDS Strategy and the HIV Continuum of Care.  Also, we will be discussing the various roles that medical case managers play, how this has changed over time, and how it has impacted the delivery of HIV care.  And finally, we’ll be discussing ways to develop a supportive environment and how to provide effective supervision of the multiple roles of the HIV medical case managers.
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Central Kentucky where we are known for our love of basketball, horses, bourbon, and bluegrass.  
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My name is Amy Downs.  I live and work in central Kentucky where we are known for our love of basketball, horses, bourbon, and bluegrass.  I completed my Master of Social Work and a Master of Divinity degree from Baylor University. I want to acknowledge that my background is social work so much of my perspective is going to be coming from a social work foundation.  We’ll talk a bit about the different disciplines that contribute to medical case management and I want to recognize that other professions definitely have perspectives and approaches that contribute to the topic of medical case management and I look forward to hearing from some of you about these perspectives. And I think the fact that there are different perspectives is one contributing factor to this “identity crisis” that is felt and we will talk more about that in a moment. 

I have worked in the field of HIV/AIDS for 13 years.  I started my experience working in volunteer management, non-profit development, moved on to HIV/AIDS prevention & outreach, and during my graduate studies focused on developing collaborative strategies with faith-based organizations with HIV community organizations and developing faith based HIV curriculum for congregations.  Most recently, I serve as the Ryan White Care Coordination (Part B) Program Coordinator/Social Work Supervisor for the Bluegrass Care Clinic at the University of Kentucky and have been in this role for 7 years, starting off myself as a Care Coordinator before transferring into my administrative role.
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The Bluegrass Care Clinic 
Established 1990 
Served over 1400 patients in 2015 
Receive RWHAP B,C,D,F funding 
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So just a little bit more about myself and where I come from so you can hopefully get a better understanding of where my experience lies….I am currently the Part B Program Coordinator at the Bluegrass Care Clinic, located in Lexington, KY and part of the University of Kentucky.  We have been in existence for over 26 years and served over 1400 patients in 2015.  Currently, we are a sub grantee of Ryan White Part B funds from the State of Kentucky Cabinet for Health and Family Services and direct recipients of Ryan White Parts C, D, and F and SPNS funding.  We serve primarily 63 counties of central and eastern Kentucky, which is over half of the state, and have a mix of suburban and rural populations.  So this kind of gives you some context of my perspective on this issue….now let’s jump into it…
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Who are Medical Case Managers? 

Presenter
Presentation Notes
So I want to ask you….what are some of the different roles that you believe that medical case managers serve in?
Here you can see many of the roles that the case managers that I work with acknowledged- from very appropriate roles such as advocate, navigator, mentor, educator, The Face of the Clinic, the Hub where it all happens to more unofficial but just as appropriate roles such as refuge, nurturer, enforcer, cheerleader to more facetious roles such as the yellow pages, personal assistance, FEMA, or in our state even being asked to assist our patients in voter registration….
So as we think about the numerous complex & interlocking social and medical needs of PLWH- it is evident that quality case management is vital.  The bewildering maze of needs and resources require a medical case manager to be flexible, to be able to adapt, to be able to put on many of these hats when appropriate.  
And it’s here that I want to acknowledge that although case managers come from many different backgrounds and there is wide variation and much debate with regard to the educational levels, credentials, and experience required of those who practice case management but one thing is certain: they help consumers remove barriers to achieve better health…We are all working in the trenches towards one goal, however, our approaches, our priorities may be different.  A very common example of this difference is the role of social workers vs. Nurses in a medical case management role.  Both are charged with the same task but their backgrounds naturally build their foundation on the way that they address a particular issue or concern of a patient, one may be more medical focused, one more person centered focus…not here to discuss which approach is necessarily right but to discuss and acknowledge that these differences reflect the complexity, intensity, and type of case management services being provided, and can create divergent viewpoints on service priorities and best approaches….thus contributing to this identity crisis of the medical case manager and who actually are we?

Even as our roles  or backgrounds may vary- our titles also vary from place to place and from time to time- from Care Coordinator, Patient Navigator, Care Management, Service Coordinators, etc All these titles allude to the various roles that we play and possibly contribute to the potential identity confusion that is felt. 
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•1990- Ryan White CARE Act  
• Passed and provides support for HIV/AIDS case 

management as a core component in the delivery of 
HIV services 

• Transition from end of life focus to more long term 
planning 

 
•2006- Ryan White Reauthorization 

• Placed emphasis on the provision of life-saving and 
life-extending services  

• “Care Coordinator”  “Medical Case Manager” 

History of Medical Case Management 
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So where did it all begin? How exactly did the role of medical case management come into play in the HIV setting?  How has it evolved over time? As the HIV/AIDS epidemic continues to change, so do the roles case managers play.  
A little history lesson- the term case management did not enter our professional vocabulary until 1976, when it was associated with a comprehensive approach to community mental health so this idea has been borrowed from our community mental health partners. 
In the beginning of the AIDS crisis- I think everyone’s roles were quite a bit different.  Doctors were charged with attempting to save lives with very little resources.  Nurses were charged with caring for patients that many wouldn’t even consider touching and social workers were swamped with the overwhelming task of providing grief counseling to patients, families, and friends. This is where we saw the development of “buddy” systems to provide social and emotional support.
When AZT came on the market in 1987, the medical profession finally had an effective tool to fight the virus.  This is where we see the beginning of the case managers transition- from their role in providing psychosocial support, counseling, helping families and friends cope with grief and loss, combating stigma and advocating to beginning the early discussions of long range planning with clients and treatment adherence. The transition of HIV/AIDS from a terminal disease to a chronically managed condition placed greater emphasis on the delivery of case management services that highlight prevention, focus on early entry into treatment and retention in care and the need for case management moved from being a  relatively short-term service, from a few months to a few years, where services were more narrowly defined and personalized.  But this transition to a chronic disease has lead case management to become more encompassing of the several life factors that will play into chronic disease management.  What does it look like to take multiple pills, multiple times a day?  What does it look like to begin symptom management?  How do you discuss these concerns with the doctors? What does it look like to go back to work? What does it look like to expect to live a little longer which means the thought of disclosing to family or friends is more likely? 
Over time, Ryan White legislations has been adjusted with each reauthorization to accommodate these new and emerging needs.  Beginning in 1990 with the passing of the Ryan White CARE Act, case management was seen as a core component in the delivery of HIV services to address many of the changes associated with HIV treatment.  And as we just discussed, initially a lot of this transition went from an end of life focus to more long term planning.

And then in 2006, during the Ryan White Reauthorization we see an emphasis placed on the provision of life-saving and life-extending services as the whole Ryan White program continued repositioning itself as a health care program rather than a social services program.  We shift our focus to “medical case management” which is essentially a reflection of the increasing emphasis on treatment and treatment adherence. We see this transition formally and in our terminology.  We go from the idea of Care Coordinator to Medical Case Manager.  Care Coordination gave us a broader base to work within, a psychosocial model, where the title Medical Case Manager titles gives us a specific focus for our efforts and becoming a medical model of case management.  This shift was difficult for some- creating perhaps the second sort of catalyst of our identity crisis as medical case managers?  In my state, there were certain areas/agencies that definitely felt the pains of making this transition…most of them were singly funded as a Part B agency and were not necessarily housed within a medical setting, were used to providing mainly these social supports- transportation, housing assistance etc, and making this transition to becoming involved in the client’s medical care, understanding and addressing appointment and adherence required developing new agreements and relationships with these medical providers in their area in order to make this transition into the medical model of case management.  In my particular setting, this was not necessarily a difficult shift in our mentality since we were housed within a medical setting, a RW Part C D clinic where this had essentially become our focus anyway.  But even considering the shift in our case management models- from a psychosocial to a medical model does that mean that the prior model is now null and void?  I think most of us in here would agree that even though in formality there has been the shift- meaning leaving one and adopting a new framework that we often instead just see this shift as more of an addition to our work.  The psychosocial aspects of our patient’s care have become no less greater, no less more in need, yet many would argue that shifting to this framework of a medical model now lowers those as priority in our work.  In reality, all of the psychosocial aspects are still very apparent- the social, community, legal, financial supports are just as much an essential component to predicting a client’s success in medical care….so we cannot do a medical model of case management without really continuing to acknowledge all of the other factors at play which I believe contributes to the identity crisis of knowing our roles as medical case managers.
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Medical Case Management  
 “Medical case management services (including treatment 
adherence) are a range of client-centered services that link 
clients with health care, psychosocial and other services.  The 
coordination and follow-up of medical treatments is a 
component of medical case management.  These services ensure 
timely and coordinated access to medically appropriate levels of 
health and support services and continuity of care, through 
ongoing assessment of the client’s and other key family 
members’ needs and personal support systems.  Medical case 
management includes the provision of treatment adherence 
counseling to ensure readiness for, and adherence, to complex 
HIV/AIDS treatments.” 
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So this leads us to now…most of us should be pretty familiar with this definition and may have it engrained in our brains but I think not only does the history of Ryan White and case management create some of the tension felt by medical case management but the actual definition gives us insight into why we find this service so particularly draining.
So within this definition- we see that it is a RANGE of client centered services linking clients with health care, psychosocial, and other services…Here is our first crisis of identity- a range of services acknowledges that there are numerous activities that can take place.  There is not one specific activity that defines us but rather could include a multitude of roles.
Next- CLIENT-CENTERED- there is no one size fits all model for medical case management.  You cannot blanket apply this service and requires services to be tailored and unique to the patients needs….thus again, creating identity confusion
Moving on to COORDINATION AND FOLLOW UP of MEDICAL TREATMENTS—Here’s the medical part.  The Coordination and follow-up are separate activities and require unique attention, and especially when working with a client that is new or not in good health and may have multiple referrals, this can become extremely complex and consuming….and this coordination and follow up have to be attuned to those psychosocial needs that we were talking about earlier- transportation to appts, food security at home, language barriers, etc.
And next, we’ll see that this is an ONGOING process of assessment…it does not stop.  We cannot assume that a client today will not have an issue that needs your help tomorrow.  Building that rapport with the client will help ensure over time that they bring those ongoing needs to you to assist.
Next, we’ll see that we are focused on NEEDS, yes, pretty simple there but also SUPPORT….we are addressing the NEEDS of the client…what they need to get to their appointment, what they need to get their meds refilled, what they need to remember to take their meds each day but ALSO SUPPORT…we have to remember that there is no purpose for many of these client in achieving health if they have no reason or no forms of support.  Their emotional well-being is just as an important component to this definition. 
And then finally, TREATMENT ADHERENCE, here is another “medical” part to the definition and maybe one of the most important parts….we’ve got to make sure that are clients are equipped with the knowledge, understanding and tools to help them adhere to their medicines….again, we all know this is an ongoing process.
So when looking at this definition I think that we find medical case management is much more complex that initially thinking that we are focused on just treatment success and realize that it takes much more skilled effort, attention and flexibility to make this work for clients.
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Medical Case Management 
“Key activities include :  
(1) Initial assessment of service needs; 
(2) Development of a comprehensive, individualized service 
plan; 
(3) Coordination of services required to implement the plan; 

(4) Client monitoring to assess the efficacy of the plan; 

(5) Periodic re-evaluation and adaptation of the plan as 
necessary over the life of the client 
It includes client-specific advocacy and/or review of utilization of 
services.” 
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Moving further into the definition we can list some key activities of MCM including:…
So again, by breaking this down and focusing on some specific key words we can gain some insight quickly into some of the difficult components of medical case management.  The initial assessment is very important to basically determine what you can know about where the client is at that very moment in their life.  It gives you a baseline to work off of but as you move along to the development of the INDIVIDUALIZED care plan that again we need to acknowledge that EACH and EVERY client is unique and will have unique barriers, unique issues to address.  Yes, we can use general services across the board with multiple clients but again it’s not going to be a one size fits all.  So it’s very important that the case managers are flexible to be able to adapt and to respond to a variety of issues and needs and to quickly change hats depending on the client that they are working with. Being able to develop a comprehensive, specific care plan takes time, skill, devotion to be able to KNOW patients on that level, KNOW what their individualized needs are and then KNOW how to address each personal goal.  The reality is that we get busy, we get tired, we are overwhelmed and it becomes easy to offer a general care plan approach that ultimately ineffective.  I think if you start seeing a one-size fits all approach in your setting, you are going to see a decline in the effectiveness and quality of your case management.  We need to understand and to appreciate that this should be an on-going, life breathing plan---life is crazy and your client must adjust, your case managers must adjust but this constant adjustment is what leads to the identity crisis.  
This conversation could easily transpire to the discussion of case load size and I don’t know about you and your setting but keeping case loads manageable seems to be an impossible task in our clinic and we’ll talk about this more towards the end of our discussion today but as we talk about this identity crisis of who we are as medical case managers and the roles we serve I think it is important to keep noting the roots from which this problem exists in order to know how to best address the quality of work of our medical case managers
Next we find the coordination of SERVICES- here I want to point out two things- 1) this is plural…and I don’t think it is an accident but more commonly than not we are going to be working on multiple issues with clients…Also, that in order to coordinate services, we must be aware of services…having knowledge of community resources, providers in the area, referral systems, intricacies in each system that work or don’t work for the benefit of our clients…this take extensive knowledge.
In activity 4, we are charged with client MONITORING…setting the care plan, developing the goals and letting them fly out of the nest is not going to work…We are constantly monitoring our clients, this means being engaged, this means the development of a relationship, this is an on-going process…and as our patient population is aging I think one of the beautiful things that I have seen in our clinic is the ability to walk alongside our clients for years.  This monitoring could be several years old but that’s what leads us to the next step…
Re-evaluation and ADAPATION over the LIFE of the CLIENT.  Adaptation means change.  We must change and adapt as our client encounter new struggles, new issues, new strengths, and even new services or advances in HIV treatment over the LIFE of the CLIENT.  For the eligibility determination folks listening, yes, this means as long as they are enrolled in our program but we find that this really means years to us and our clients.  Our process with them does not stop but only adapts and changes over time.  So, medical case management really becomes a complex, ever-evolving, relationship with our clients that requires constant flexibility, abundant knowledge of resources, and willingness to be and do a little bit of everything.
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Non-Medical Case Management 
• “…Includes the provision of 

assistance in obtaining 
medical, social, community, 
legal, financial and other 
needed services.  Non-
Medical Case Management 
does not involve the 
coordination and follow-up 
of medical treatments, as 
does Medical Case 
Management.”  
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So, some of you may be thinking to yourselves- What about non-medical case management?  Are you confusing that with medical case management?  So let’s review that define and talk briefly about how this is different and how it is easy to blur (I think) to blue the lines between the two services.  According to the definition, non-medical case management… So you can see where these two are very similar in some regards.  Perhaps you can say that you can do non-medical case management alone without the aid of medical case management but I believe that it is difficult to offer medical case management without a little of the non-medical case management components as this is referring to many of the psychosocial supports that we have talked about such as transportation, support, etc.  HRSA has stated that it is important to note that MCM services must have as their objective IMPROVING HEALTH CARE OUTCOMES whereas Non-Medical Case Management Services have as their objective providing guidance and assistance in IMPROVING ACCESS to needed services. So  medical case management wants to revolve around services related to improving healthcare outcomes while non-medical is centered around improving access to needed services.  But doesn’t transportation assistance often lead to increase appointment adherence? Doesn’t food bank referrals lead to better food security and better nutrition which leads to better health?  So aren’t these non-medical services related to improving healthcare outcomes?  So while we can think that this is a strictly dichotomy between the two different types of services, I think we really see is that this is where it gets blurry. This is where it gets a little blurry to me.  So ideally, you need a little of both to make medical case management work. It’s a very gray area to me and I think the lines between the two are very blurry thus contributing to our identity crisis because heaven forbid we walk on each other’s toes when it comes to making a strong divide between these two services.  Like I said, I think MCM cannot survive without non-medical case management while I think it is possible that that non-medical case management is possible as a sole service.
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Theoretical Frameworks 
• Ecological Model of Care 
• General and Family 

Systems Theory 
• Social Network and 

Support Theories 
• Strengths Based 

Perspective 
• Biopsychosocial 

Perspective 
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So we have reviewed the basic definitions and gist of medical case management to discover some of the roots to our identity crisis in medical case management so now we can ask, is it worth it? Does it work? By building upon several well-know basic theoretical frameworks that have proven to be successful, it is no surprise that there is numerous work being done to show the effectiveness of the medical case management approach.  MCM has its foundations in frameworks such as the ecological model of care which looks at the different environmental systems that individuals interact, looking at the relationships with individuals contexts within community and the wider society. A social worker may know this theory as similar to the Person-in-environment framework. This framework believes that each individual experiences a relationship with her or his physical and social environment and cannot be understood outside of that context. This ecological perspective recognizes that systemic injustice and oppression underlie many challenges faced by clients  Taking into account this context is important in determining barriers to care and appropriate responses or services to provide to clients. 
General and Family Systems Theory- Systems theory describes human behavior in terms of complex systems. It is premised on the idea that an effective system is based on individual needs, rewards, expectations, and attributes of the people living in the system. The family systems theory is a theory that suggests that individuals cannot be understood in isolation from one another, but rather as a part of their family, as the family is an emotional unit. Families are systems of interconnected and interdependent individuals, none of whom can be understood in isolation from the system.
Social network and support theories- Social Network Theory is the study of how people or groups interact with others inside their network. The terms social network and social support describe the structure, processes, and functions of social relationships. 
Strengths Based - While not necessarily specific, good practice would lend itself towards a strengths based approach to this type of case management focusing on the client’s inherent and present strengths in order to put to use towards achieving their goals. Rather than focus on pathology, the case manager elicits, supports, and builds on the resilience and potential for growth and development inherent in each individual.
Biopsychosocial Perspective- The biopsychosocial model is a broad view that attributes or disease outcome to the intricate, variable interaction of biological factors (genetic, biochemical, etc), psychological factors (mood, personality, behavior, etc.), and social factors (cultural, familial, socioeconomic, medical, etc.).
There is no one correct theory, no one theory that captures the essences of every aspect of our duties that we play as medical case managers but it is important to keep these perspectives in mind as guiding frameworks to abide by and to understand our role in the context or theoretical model in relation to our client.
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Successful Outcomes 
• Increased likelihood of linkage to care1,2,3,4,5 

• Reduce unmet needs and structural barriers6 

• Retained in care5 

• Adherence to medication4 

• Improved biological outcomes of HIV4,6 

• Higher levels of client satisfaction with care 4 

 
 
1Brennan-Ing, M., Seidel, L., Rodgers, L., Ernst, J., Wirth, D., Tietz, D., Karpiak, S. (2016, February 5). The impact of comprehensive case management on HIV client outcomes. PLoS ONE, 11(2). 
doi:10.1371/journal.pone.0148865 
2 Craw, JA., Gardner, LI., Marks, G., et al. Brief strengths-based case management promotes entry into HIV medical care. Journal of Acquired Immune Deficiency Syndromes, 2008;47:597-606. 
3 Gardner, LI., Metsch, LR., Anderson-Mahoney, P., et al. Efficacy of a brief case management intervention to link recently diagnosed HIV-infected persons to care. AIDS. 2005;19:423-431. 
4 Kushel, MB., Colfax, G., Ragland, K., Heineman, A., Palacio, H., Bangsberg, DR. Case management is associated with improved antiretroviral adherence and CD4+ cell counts in homeless and 
marginally housed individuals with HIV infection. Clinical Infectious Disease. 2006;43:234-42. 
5Willis, S., Castel, A. D., T. A., Olejemeh, C., Frison, L., & M. K. (2013, November 1). Linkage, engagement, and viral suppression rates Among HIV-infected persons receiving care at medical case 
management programs in Washington, DC. Journal of Acquired Immune Deficiency Syndromes, 64(1), S33-S41. 
6Bradford, JB., Coleman,S., Cunningham, W., HIV System navigation: an emerging model to improve HIV care access. AIDS Patient Care STDS.2007;21(suppl 1):S49-58. 
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So we now turn our discussion to the importance of our roles in medical case management.  Does it work?  Why does it matter?  Why is it the preferred model?
Well, it works.  Numerous studies have shown and continue to show the effectiveness of medical case management on health outcomes for clients living with HIV
Research has shown:
Increased likelihood of linkage to care- Medical case management services are shown to be improving entry into care
Reduce unmet needs and structural barriers- Medical case management is able to remove barriers such as payment for medical care and getting an appointment at a convenient time, transportation to appointments, etc.
Not only are they engaged in care and barriers removed, but the effects of medical case management shows that we are able to improve retention into care, we are able to assist with keeping people in care by providing those ongoing assessments and removal of barriers to keep clients retain in care.
As we discussed earlier, treatment adherence is a vital component to the medical case management definition and here we are able to see the results of this by researching telling us that our services impact client adherence to medication
And then as a result of medication adherence, clients have improved biological outcomes of HIV- one study noted that clients receiving case management services in a medical case management facility were just as likely to be virally suppressed than a person receiving care in non-MCM funded facilities
So in the end it’s important to see that this shift in focus to provide a medical case management model of care appears to have a significant impact on the health outcomes of clients living with HIV
Our efforts should continue in research to further determine the effectiveness of medical case management on the HIV population and it’s because of this effectiveness that we can now turn to it’s impact on significant issues being addressed nationally…
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National HIV/AIDS Strategy 2020 
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Because of the success and effectiveness of medical case management services, it would behoove us to take a quick look at medical case management’s impact on the National HIV/AIDS Strategy, something that I’m sure we are all familiar with…
The first goal of the National HIV/AIDS Strategy is Reducing New Infections- MCM has a significant impact on this goal by participating in a few key components targeted toward achieving this goal.
1). Engagement- as we just discussed, medical case management services have been shown to improve linkage to care, and early entry into care so it is important to develop those relationships with testing and outreach sites in order to collaborate on best ways to complete this linkage component.  Our relationship with community partners is key in this area.
2)Education- in order to best equip our clients, we have to take the time to ensure that clients are educated about the disease process, routes of transmission, risk behaviors, and possible health outcomes in order to equip clients with the knowledge to take the best care of themselves and thus reducing the risk of transmission
3) Prevention & Harm Reduction- Next, our role continues in the realm of prevention and harm reduction, Risk assessment and education are also part of the assessment process.  Case managers who incorporate prevention strategies into routine activities cannot only help prevent spread of HIV, but also prevent their clients from becoming co-infected which can be difficult to treat with someone with HIV. Our ongoing assessment and relationships with clients will require us to be attuned to the yes, the sexual lives of our clients, that we must be able to talk with and educate our patients on safer behaviors, This also includes developing a knowledge about PrEP and being able to answer those questions for clients and their partners in order to provide the latest treatment and prevention options available.
Goal #2 is Increasing Access to Care & Improving Health Outcomes for Persons living with HIV
Within this goal, we find again that medical case management services have unique contributions in our ability to coordinate and collaborate with appropriate community providers….As we think about increasing access to care and improving health outcomes, our coordination and follow up with services should be guided with the thought of working with internal and external providers that are accessible, meet our clients needs and are equip to treat our clients. Specifically, special attention I believe should be given to the area of mental health and substance abuse providers and finding providers that are again equipped to treat the complex issues that be present in our population and are culturally sensitive and competent.
Next, within this goal and thinking specifically about improving health outcomes, again, the subject of Treatment Adherence is paramount and a critical component of the role of medical case management.  And while discussing treatment adherence, case management should simultaneously being assessing and addressing barriers to care in order to improve the quality of life for our clients.
Goal #3 - Reducing HIV Related Disparities and Health Inequities
Medical case management services must strive to be Culturally competent and referring back to the theoretical frameworks discussed earlier and thinking about the system theory for support or network theories, we must understand the person in the context of their environment and how that impacts their health behaviors, or perceptions of health care
This falls in line with the next bullet- recognizing and being attuned to the Social and structural determinates of health.  Often times it is our role to advocate for our patients and to be their voice in a situation and often times I feel that we are found in positions where we are really acting as the liaison on issues that stem from these social and structural determinates—how often are we found relaying information to our providers trying to explain concepts such as generational poverty and how this may impact a client’s decision or ability to be adherent to medication.
And this leads to the next point of - Direct practice and advocacy in community working with marginalized and at-risk communities- It is our role, as medical case managers, and personally speaking as a social worker, to advocate for the voiceless, for those that cannot speak for themselves.  We know and understand our patients the best, we are in position to make their concerns valid and working within the HIV population we find ourselves in prime ground for this to happen continually.
Goal #4- Achieving a more coordinated national response to the HIV epidemic- We must be good stewards of funds- looking at resource allocation and the coordination of HIV services/program on a local, state, and geographical level…Yes, this is a macro issue but I think it is important to note that this begins even on the smallest level- each individual staff member, medical case manager, has a major role to play in achieving this goal by continuing to coordinate and be aware of services for our mutual clients and avoid duplication
Next, accuracy and collection of data- my case managers love this area, but yes, it is important.  In order to make change possible, we must know what change needs to happen and that begins with accurate data.  So a general understanding of this even on the medical case management level is important to remind ourselves of.
**And accountability- we must hold each other accountable to do what we are set out to do….
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HIV Care Continuum 
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Moving on to our next favorite topic- The HIV Care Continuum and the role that medical case management has again in each piece of the puzzle…
Beginning with Diagnosis of HIV status- Reminiscent of our discussion from the National HIV/AIDS Strategy- MCM’s role in collaboration with Key Points of Access for Testing/Outreach is essential for those newly diagnosed to be engaged and enter into care
Once that linkage to care is set we see Medical case management’s involvement in terms of Client engagement; relationship building with client, assessing barriers.  We must engage the client, a lot of that comes through developing a relationship with the client, getting to know their history, getting to know their current situation in order for us to effectively assess and address barriers to their successful health outcomes
As patients are Engaged or Retained in Care medical case management services are essential for completing a thorough psychosocial assessment and care plan development to fully review the client’s ability to engage in care or keep them retain, again assessing those barriers and putting a plan in place to remove those barriers. Case managers, through the assessment process, must systematically gather information about all areas of the client’s life, so a thorough can be created that has a high chance of leading the client to successful treatment compliance and better quality of life.
Next, we move on to those Prescribed ARV- the successful adherence of clients prescribed ARVs is aided by medical case management services such as the  assessment of treatment compliance and identification of potential barriers.  Providers are not able to check in daily, weekly with clients in order to ensure compliance, they are not the ones answering the phone when a client calls and reports nausea or trouble sleeping but it is the medical case managers that are able to be the connection to our clients and to provide those frequent and ongoing assessments of compliance and determining potential barriers.
And then finally, the final realm of the continuum- Those that have achieved viral suppression- As we have mentioned many times, it is important to see our roles as medical case managers require ongoing assessment and constant re-evaluation with our clients.  Our jobs are never done and we can see that at every point along the spectrum, whether it be the National HIV/AIDS Strategy or the HIV Care Continuum that medical case management, however complex and intricate they seem are a vital component to the health outcomes of our clients.  We can see ourselves as the underpinning of all HIV prevention and care services going on today.
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Given all of the benefits that we have discussed of medical case management services, it’s important to also acknowledge that it takes effort and thought to make this work in your context.  
How can you make medical case management work and be the most effective for both the case manager and client? A key thing to remember is that we must take into account the variety of case management models, settings and difficult system changes that occur in each of our individualized settings so no one-size fits all approach will work. You must work to tailor your MCM program to meet your needs and fit into your setting keeping in mind the general standards and guidelines provided to us in the RWHAP definition.
To begin with we must talk about Integration…and specifically integration into the medical setting.  As medical case management providers, it’s obvious that our role requires the ability to be involved in the medical care being provided and coordinating medical care services subsequent. Does this mean that only case management program housed within medical clinic are the only ones that work? Not necessarily…yes, it probably makes things easier, logistically but it is not necessary. I’ve seen sites that offer medical case management offsite, outside of a medical clinic,  but there has to be the attention to really develop the relationship with key providers in their area in order to ensure that they are able to provide the type of case management services appropriate. I believe that there is an added degree of difficulty for the medical case manager to extend out to the multiple providers that they may collaborate with in order to make this work…plus, it could also be more difficult for the patient to understand their role if they are not part of the setting.
When an MCM is integrated as part of the multidisciplinary team, the coordination and follow up of medical treatment becomes much easier.  The MCMs are able to access the medical information needed, be part of the discussions, and be able to obtain the information needed to provide the greatest services to our clients. 
Data suggests that person living with HIV and receiving care in MCM-funded facilities were more likely to be retained in care (76.2% vs 59.9%) than persons receiving care at non-MCM facilities; Persons living with HIV and receiving care at MCM-funded facilities were >4 times as likely to be retained in care compared with persons at non-MCM funded facilities
Collaboration- The integration with the medical setting allows us the opportunity to provide the best linkages to care. Regardless of setting, another key to making case management services successful is collaboration.  Regardless of setting, it is important to be able to openly communicate with providers in order to be involved in case discussions and ongoing communication regarding the client’s barriers and/or successes in order to assist the providers in obtaining a full picture of the client and the issues that may end up impacting a patient’s care. So collaboration is another key component to success and finally….
Coordination- If you think about collaboration, you might think of it as more of an in-house agreement between providers where coordination in this case is looking beyond the walls to outside community providers.  Coordination involves staff of different agencies working together on a case to ensure that clients receive appropriate services. It is essentially an agreement between partners to avoid overlap in each other efforts and cooperate to some degree in the delivery of services they already provide.  Uncoordinated systems of case management is where you find clients who have to interact with multiple case managers to secure services and assistance which then contributes to an environment of where services end up being duplicated, inefficient and clients are confused.  We are talking about services funded by CDC- CRCS/ARTAS, Medicaid programs, HOPWA, NIH/NIDA, SAMSHA (ex. AVOL and BCC)-  This ultimately leads to frustration on both the client and case managers part, difficulties and delays in receiving available assistance.  These types of systems lead to clients who become confused about how the system works and frustrated by the fact that it requires so much effort and time and as a result become detached from all services and care. So just because the absence of case managers to link to services and provide linkage services means that clients are likely to have more difficulty in accessing services, the existence of multiple case mangers and multiple enrollments and sets of rules to follow in an uncoordinated system can just as likely create a system that is fragmented and difficult for the client to access services, cause duplication of efforts, gaps in services, waste limited resources and prevent case managers from achieving shared goals of facilitating quality client care.  So the goal would be to coordinate with fellow community providers, meet and discuss ways to make the system seamless for our clients but in reality this is difficult…There are many reasons that although it all sounds great and would make our lives easier that it is so difficult to achieve this coordination piece.  Working to cultivate collaborative relationship can be a difficult task for case managers or agencies faced with high case loads, tight schedules and limited budgets.
A lot of the difficulties stem from separate funders, funding cycles, separate program guidelines, data requirements, different organizational missions and philosophies and even distance between providers and the biggest issue is possibly time but all play a role. It is important to acknowledge these potentials structural barriers between coordinating agencies and lay it on the table so that all programs working together know how they can “help” each other. 
But this effort is key to really ensuring that services for our clients are seamless which really reduces the efforts for not only the clients, but also the case managers and ensures success in accessing much needed services.
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So we have spent a lot of time talking about the different duties of medical case managers and the difficult tasks that they are faced with, the difficulty of having a constantly changing identities not only in their objectives but also the day to day roles they play with clients, but now I want to spend some time talking about ways that as program administrators and supervisors can provide the best type of support and direction to our hard working staff. Reality is that there are several contributing factors to job stress in the field of HIV/AIDS, including limited resources, too much work and too many roles, the psychological and emotional hardship of dealing with illness and death, HIV stigma, issues with confidentiality legal and ethical dilemmas, and the overwhelming severity and intensity of the epidemic.  This job stress can lead to burnout and feelings of hopelessness, not respected or cared for in turn resulting in case managers providing poorer service to clients. So how can we prevent this or provide the best type of supportive environment that continually fuels and supports those on the front lines.
 It begins with the hiring process. Obviously, you want to selective in your candidate selection process and that begins in the interview.  Our interviews are conducted with the entire MCM team present.  It can be a pretty intense and intimidating hour long interview for the candidate but it is worth it and allows each person on the team to have a say in the selection of their new team mate.  All of my case managers look for different things in a new employee and each case manager’s opinion has value.  It’s not easy most of the time but it’s a process that we each value and see as important. During the hiring process, we find it important to not only find an individual that is culturally sensitive and competent to our population,  that they have skills and experience that are beneficial to our work but also someone that has an understanding of the medical case management process.  One of our questions is – How is medical case management different than regular case management?  At that point we want to be clear that this is not a typical case management positon and want to gather of sense of the candidate’s understanding and what skills they would have that be beneficial in this role.
Ongoing Training and education support is another key to providing appropriate support.  We have to recognize that medical case management is a specialized professional field  and not merely an administrative system for coordinating care.  In order for medical case managers to become experts in their role, they must be equipped with familiarity with information specific to the client population and the community served and have not only the foundational knowledge but that knowledge continues to provide the framework for their entire building. Our medical case managers are actively involved in various types of ongoing education and training, not only specific to HIV but to other relevant subjects such as mental health, substance abuse, homelessness,  etc. Living with HIV does not exist in a vacuum so our case managers needs to be equipped with the insight and tools necessary to appropriately act in whatever circumstances. I would say that my case managers have found this to be one of the greatest sources of support and feeling equipped in being able to do their job.
Next is Open door and individual consultation- As supervisors, we need to be available to our case managers for supervision and consultation.  I know there are many opinions about “open door” policies and balancing that with our other administrative roles but it is equally important to acknowledge that any work with people is not black or white but very gray.  Aside from financial and program assistance questions, there are ethical considerations to be discussed, confidentiality vs. information sharing situations, client engagement challenges, issues around professional boundaries vs. relationship building…all of which are shaped by training, education and professional experience but should not be practiced in a vacuum and is the responsibility of the supervisor to ensure best practices are being used and case managers are being thoughtful, cautious and guided appropriately  Most of the time this happens on a whim and in situations where scheduling a time is not always in the best interest of the case manager. 
Through these individual consultations, we are able to build relationships with your case managers where you are able to learn their strengths, areas for growth and specific interest within this field.  In order to deal with our increasing case load size which is in most cases, considered unmanageable, we have utilized Specialized Case Loads & Case Load Leveling techniques to combat the frustration that often occurs with having a case load that is too large. Specialized case loads allows my case managers to work specifically with populations of their interest and within their greatest skill set.  We have case managers that excel with pregnant women, others with young adults, some with refugees, others with clients from rural areas.  We have been very successful in identifying skills sets within our team that have been successful with these different populations and the case managers feel more equipped, more passionate about serving clients within their realm.  This does not necessarily work for every case manager. We still have case managers that enjoy the variety and excel in adapting to all populations and that’s ok too.  Another tool that we have attempted to use to combat the management of high case loads is case low leveling tools such as the acuity scales that will essentially grade your client and assign their difficulty or level of care based on several different life areas.  This is a very subjective tool so while a good resource it can create even more difficulty at times but overall, case load monitoring of some sort if key to ensure that even if there are high case loads that we are sensitive to the types of clients and intensity of their case in terms of distribution among case loads.
Similar to individual consultation and having an open door to discuss cases, is Case Conferencing & Review– this is referring to case conferencing as a team.  I think we all acknowledge that it is important to work as a team and we can say that we all have become accustomed to doing this on a very informal basis but the real support is found when case conferencing and case review becomes a structured, intentional,  scheduled time where all players come to the table to become a united front.  When you come together, we find that each participant in the client’s care often has a unique insight into the plan of care for the client. Especially when dealing with our more difficult clients, don’t we all love our clients with borderline personality disorder, it’s important that we don’t allow triangulation to occur between the client and different providers and case conferencing allows the team to come up with responses that everyone will agree to and respond as one, a united front to our clients.  This process provides unique support to the medical case management team.
Next strategy is providing or creating an environment that fosters support and team collaboration.  As we’ve talked about there is an increasing concern over the burnout and fatigue building within this field and it’s important that management and front line employees take the lead by creating a supportive work environment where it is safe for all employees to express feelings, offer support and encouragement, debriefing, peer support and utilizing positive recognition and reinforcement for work being done. Building a team that works cohesively together provides the type of support and encouragement that is often needed in this field. Creating this team and seeing it in action where teammates work together, go to each other for advice on cases or referral sources is a great predictor of success and overall employee satisfaction.
Next strategy is to offer flexibility to your staff.  Whether this be flexibility in work schedules, or work environments, in order to combat competing feelings of fatigue and burnout it may be beneficial to offer this flexibility to allow your employees the option to create a schedule or environment, within reason, that supports their work and overall work/life balance.  This will lead to feelings of support and great buy-in from your employees.
And finally community collaboration.  As we mentioned earlier, collaboration with our community partners can create a seamless system for our case managers and clients. As administrators and supervisors we can assist in this collaboration. It should not be left up to the individual case managers to make this happen but can be something that management can assist with in terms of connecting agencies together, creating meetings where agencies are able to share information, develop coordinating systems of care, and working towards building a seamless referral relationship that meets each agency’s needs but at the same time avoids duplication and is effortless for the patient.
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Where do we go from here? We’ve talked some about the history of medical case management, how case management in general has evolved during the Ryan White era, and how medical case management has become an integral part of HIV prevention and medical care service delivery but where do we stand?
I don’t know.  But I am not the type of person that needs to know details so I am ok with a little unknown but I do think we know what are some of the key things to consider as we are moving into the future.  We are seeing what works…and we will evolve to continue to meet the client at their level.  Currently, under the Affordable Care Act and many Medicaid expansion programs, MCM services are not covered or reimbursed therefore reinforces the importance of Ryan White funding in order to continue to provide these services to clients and to improve outcomes such as retention in care.  How will we get there? Will that mean more advocacy? Will that mean more discussions and focus on treatment adherence strategies? Will it mean more focus on linkage to care to get that remaining percentage that has not been linked to care engaged in entry level medical care?  I think we can agree that there needs to be more of a focus on mental health and substance abuse strategies with our clients. Living with a chronic illness, pervaded with stigma and complicated by a multitude of other issues is not easy…the long term psychological well-being of our clients is an ongoing issue…substance abuse is of course, closely related to these issues and as these services continue to be lack across the country will this become an even more extended focus of medical case management?
So, in the end, I think it is fair to say that our identity crisis is expected to continue. On a macro level, our identity crisis as a medical case manager and role will continue to evolve in respond to the epidemic and as a result our identity crisis on a micro level, working individually with each client, adapting and changing roles to meet specific needs of each client will be a constantly changing challenge for us.  It is my hope that we can continue to recognize not only the importance of this work, it’s significant impacts on the lives of our clients but also respect that it is a challenging, draining professional that requires our attention and support to ensure that the quality of our services continue to be the greatest.  It really is beautiful work being done every day.
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