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Introduction 

About the workshop

On January 31, 2017, approximately 260 people convened at the Humphrey School of  Public Affairs on the 
University of  Minnesota campus for a day-long workshop focused on case management redesign sponsored by 
the Department of  Human Services and the multi-stakeholder Case Management Redesign Workgroup and 
hosted by the Future Services Institute. One purpose of  the workshop was to foster an environment for  
attendees to identify and dive deeper into what matters most to them about case management. To achieve that 
purpose, the afternoon of  the workshop was organized using Open Space Technology, a group process 
methodology used all across the globe, to allow attendees to self-organize around topics they cared about.  

About the process

The ideal conditions for Open Space are when there is a real issue of  concern worth talking about; a high level 
of  complexity, such that no single person or small group can solve the issue; a high level of  diversity of  skills and 
people required for a successful resolution; the potential for conflict, which implies people genuinely care about 
the issue; and a high level of  urgency, meaning the time for decisions and action was “yesterday”.  

Open Space Technology creates the conditions for respectful conversation. It is a powerful way of  bringing 
people together to search for solutions to complex issues. Everyone had the opportunity to express what they 
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consider to be important and to take responsibility for their passions whether that be to pose a question, call for 
a change, or explore an idea. In doing so we discover new ways of  working cooperatively. The role of  
participants in Open Space: 

• Create the agenda on-site by posing topics and questions that are important to them  
• Team up with others who care about the same topics  
• Make space for every topic anyone cares about  
• Benefit from everyone’s experience and knowledge in a creative, respectful and responsible environment  
• Express and develop ideas and identify actions 

The Principles of  Open Space:  
1. Whoever comes is the right “people”  

genuine interest and wisdom are present in the room 
2. Whatever happens is the only thing that could have happened  

let go of  the past and regrets, focus on the best possible effort in the moment  
3. Whenever it starts is the right time  

take things as they come  
4. When it’s over, it’s over  

discussions may be short or long, you decide  

The Law of  Mobility:  
If  you are neither learning nor contributing, move on. Some will move around 
pollinating ideas (bumblebees) and others may take a break or reflect (butterflies). 

About this book of reports

This is a compilation of  reports that were created by attendees who called topics for discussion during a Case 
Management Redesign workshop held on January 31, 2017. These reports were all generated and made 
available at http://z.umn.edu/cmredesignreports. Aside from formatting text so it was consistent for readers 
and correcting the spelling of  names, the content of  reports is unchanged.  

A list of  registrants is included in this Book of  Reports to enable follow-up conversations and connections.   1

Not everyone on the list of registrants attended and some who attended did not register so the list does not fully represent all those who participated.1
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Discussion Reports  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1. Culturally-specific case management

CONSTANCE DARAMOLA 

Participants:  
Cheryl Lundsgaand, Bryan Cole, Christina Costello, Parker Greene-Kelly, Ashlee Schmidt, Georgann Rumsey, Carrie Owen, Ann 
Earl, Georgette Christensen, Meggan Gardner, Kim Nguyen, Jolene Peterson, Donna Newgren-Isaacson, Lisa Jones, Sophie Rodrigues 

Summary of  Conversation: 
During our conversation we spoke about the culturally specific clients being served.  But there remains a gap in 
the services being provided and the number of  culturally specific clients being served. The idea of  using an 
interpreter being regulated/certified or not some concerns were raised. 

• Spoken Language or deaf: client can’t always advocate for themselves 
• Boundaries and ethics are an issue 
• Interpreters aren’t properly trained or certified in the mental health system or symptomatology. 
• Same interpreter becomes conflict of  interest or lack of  professionalism at times.   

Key Insights: 
• Relationships: longevity for consumer and companies and a different interpreter every time causes trust issues 

for the client. They are not just another voice in the room.  
• Try to facilitate BA and MA graduates who has the same cultural background as the clients.  

Any Next Steps? 
Encourage DHS to add incentives into the state plan for culturally specific case managers.  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2. Education for students

LAUREN KOSMATKA, LSW 

Participants:  
list of participants not available 

Summary of  Conversation: 
During our conversation, we discussed that there are not enough applicants for case management positions. The 
social work colleges are not selling the different fields of  social work well to new students. Many people have a 
negative perspective of  social work, and the field is not received well. Undergraduate social work does not 
prepare students well enough for case management positions. Undergrad needs to prepare students for working 
with human nature and reading people. Perhaps more psychology courses, could better help social workers 
understand how to connect with the individual clients and use the person centered approach. There needs to be 
more education the how people get access to services. There needs to be other education about how to apply 
information to real life situations with clients. There needs to be a more universal training for case managers or 
a training certificate for new students/ grads. Perhaps having an elective course for social workers who want to 
work in case management. Case management can be so broad that that it can be difficult to train for all, but it 
would be beneficial to have a better training for new grads going into the case management field. Teaching self  
care is important with case managers, there is a high burnout rate for case managers. Perhaps having a self  care 
course for social work students. Self  care should also be a topic during supervision. Client’s experience such a 
high turnover rate, that it would be very good to teach about how destructive that can be for a client during the 
undergraduate education. Case managers get so frustrated with the obstacles that they need to jump through, 
teaching students about these obstacles could help illuminate the frustration and high burnout. 

Key Insights:  
Undergrad programs that focus on case management. Undergrad programs that focus on self  care. Undergrad 
programs that focus on person centered philosophy. 

Any Next Steps?  
Changing case management really begins when there is a focus on the workforce entering the case management 
field. Focus on the training, and create the type of  case manager that is needed for each field. Provide a higher 
quality training for students so that the turnover rate will be lower and clients will get the experienced case 
manager that they want.  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3. Case management and managed care

KAREN BERG-MOBERG 

Participants: 
Beth Fondell; Anne Wixon Meyer; Elizabeth Clark; Gary Olson, VOA; Katie Dinter, People Inc; Melissa Keith, Blue Sky Inc.; Jane 
Welter-Nolan, Medica; Sue Neboutin, Blue Earth Co. Public Health; Theresa Acevedo, Medica; Cheri Dodds; Shannon Swenson, 
McCleod County; Rachel Shands, DHS; Constance Daramola, Joshua’s Journey; Quanah Walker, Health Partners 

Summary of  Conversation: 
• How do the various case management programs work with MCO’s? This conversation focused mainly on 

waiver case management and MCO’s.  
• General agreement that MCO’s are able to focus on preventive work with clients where the waiver case 

managers aren’t able to due to case size.  
• Agreement that there is a disconnect between MCO’s, waiver requirements and things like eligibility. The lack 

of  MA eligibility (falling off  of  insurance) causes major problems for clients causing service disruption and 
unnecessary distress for many clients.  

• Knowing who is the “main” case manager is a problem when people have multiple case managers.  
• Solutions: combine the waiver case management with the managed care functions, which would require re-

structuring but the agreement is that there is a lot of  duplication of  services among these programs. 
• Audits: can we align audit requirements so that case managers can be relieved of  the duplication of  

paperwork and spend more time with clients, each MCO seems to have slightly different audit requirements. 
• Agreement that the MCO does add value, their role in navigating the health plan network is helpful. 
• Another concern that was articulated are the new programs such as BHH and CCBHC which will add 

another layer of  case management! 
• Many expressed difficulty with easily finding who all the providers are who are working with a client so that we 

aren’t always able to reach out to the providers we should.  
• One solution proposed was that the STATE could take the lead with standardizing how MCO’s fulfill certain 

contract requirements. One suggestion was standardizing the customized living tool that all MCO’s use.  
• Policy and legislation tends to solve problems that have been identified with more data requests, more 

regulations and forms which becomes part of  the problem.  

Key Insights:  
• Combine case management functions across various Medical Assistance funded case management programs 

to avoid duplication and overlap. 
• Find ways to easily communicate the number of  providers working with individual clients. 
• Stop solving problems with more regulations and forms and think about the client experience when adding 

new programs.  

Any Next Steps? 
We didn’t get that far!  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4. Tribal case management redesign

CANDACE LAGOU 

Participants:  
Candace LaGou, Lauri York, Cheri Goodwin, Sue Koch, Donna Newgren-Isaacson, Lisa Jones, Georgette Christensen, Angie Hirsch, 
Samuel Moose, Lydia Ninham, Georgann Rumsey, Reanna Jacobs, Larone Green, Vern LaPlante 

Summary of  Conversation: 
• Language needs to be incorporated into all state statute that recognize Tribal authority to certify their own 

Case Managers--CW, MH (Adult and Children), VA-DD, CD, other…) 
• Language needs to be incorporated into all state statute that recognize Tribal authority to license or certify 

their own Provider Agency(s) for various types of  CM. Statutory language should be incorporated into all CM 
statutes that require All Case Managers, (County, Tribal, Managed Care Organizations) to mandatorily 
incorporate a “cultural connection” case plan whenever and American Indian child or adult is in need of  case 
management services. 

• Mandatory Training should be incorporated into all Case Management statutes obligating all case managers 
to be trained in specific trainings that are designed to provide knowledge of  Indian children and families, 
tribal sovereignty, Anishinabe and Dakota history, federal and state laws that address unique political rights of  
American Indians such as ICWA, MIFPA, etc. These trainings will be determined by members of  the Joint 
American Indian Advisory Councils and endorsed each of  the 11 individual Tribal Nations and by the MN 
Indian Affairs Council.  

• DHS must recognize that the rate that is paid to tribal CM Providers is a federally negotiated rate and is not 
subject to be unilaterally changed by the state. (State should also recognize that as this is 100% Federal 
funded--this is a revenue source that comes into the state that costs neither the state or county any expense)  If  
change is agreed upon by Tribes, Tribes will need to be engaged by DHS to amend the State MA Plan. 
Changes to the State MA Plan cannot be done without Tribal Consultation as required by CMS Tribal 
Consultation requirement.  

• Tribes request that DHS actively engage Tribal reps in any negotiations that may impact rates---including 
county rates as these may detrimentally affect Tribal CW-TCM rates as well as funding available to counties 
and managed care orgs to provide services to Indian children and adults.  

• Tribal reps support, at this stage, a request to the state legislature that will provide funding to counties to 
supplement county rates--so long as these funds are used specifically for services to address the disparity of  
American Indians (children and adults) in need of  case management services.  

• Tribes recognize that DHS partner with them to do a risk analysis to determine the pros and cons of  seeking a 
state plan amendment that will allow for amendments to the state plan that will improve case management 
services.  

• One example, is to seek an inclusion of  CW-TCM as reimbursable at the federally negotiated encounter rate 
paid for other MA CM services. 

• Second example is to seek CMS approval to pay cultural healers at the federally negotiated encounter rate.  
• Tribal reps also request that a tribal leadership team be convened on a regular basis to develop 

recommendations on Tribal CM Redesign--and that this group be given the opportunity to periodically meet 
with both the DHS Leadership Team and County Leadership Team.  
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Key Insights:  
Recognition that negotiations by the counties and managed care organizations, without factoring in Tribal 
recommendations, is a big risk but also something that must be understood by DHS Leadership.  

Any Next Steps? 
Tribal Leadership team to meet with DHS Leadership Team--tentatively scheduled for Feb 13 per Chuck 
Johnson. 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5. Integrated case management

MARTIN MARTY, HENNEPIN COUNTY 
Kari Schuster, Thomas Allen (report writers) 

Participants:  
Participant list not available 

Summary of  Conversation: 
• Often we add to many people to do different things for our clients; waiver CM, MH CM, health plan CC, housing 

access coordination, etc. 
• Suggestions or ideas about how to streamline/change paperwork within the pilot? None at this point due to how small 

the pilot is at this time. If  the pilot expanded though, it would be beneficial to discuss this with DHS. 
• What is the consumer perspective on combining these types of  CM (or keeping them separate?) 
• Are we making the system more fragmented? 
• People we serve are already confused about the difference between their financial worker and their case manager. There 

are a number of  different types of  case managers; it’s very hard for professionals and clients to keep track. 
• Client needs could be better met with smaller caseloads. We could spend more time with our clients, have a quicker 

response time, help write a more specific and detailed service plan, help them achieve more of  their goals, etc. With such 
large caseloads and MnCHOICES, it’s not possible to spend that time with our clients. 

• Should DHS mandate case load sizes for waivers like they do (suggest) for MHTCM? However, there still has to be 
enough revenue to support the FTE’s (for smaller case load sizes). 

• Administrative costs increase too, as you hire more FTE’s to reduce case load sizes.  
• There are also issues with hiring because if  there are caps on case load sizes and a county cannot hire, they would have 

to turn people away because they wouldn’t have the capacity to serve any new people.  
• Smaller caseloads would allow for more person-centered case management. Eventually (in theory), the clients would 

become more independent because their plans are more person-centered. 
• A success story was shared about a very challenging client who had a long, in-depth person-centered plan established 

and he is much more independent now.  
• If  counties had to decide who would qualify for integrated/intensive case management, what would that look like? Small 

counties can do that because they have more internal knowledge of  who they are serving. Larger counties have to come 
up with a more specific way to establish criteria.  

• Some contracted agencies allow CM’s to have smaller caseloads when they have a particularly challenging population 
they are serving. 

• For contracted case management agencies, they are not always able to bill for everything (contractually) within the 
service agreement when someone is high needs. If  we are expecting integration, what happens when it’s not billable? 

• Continuity of  care and building relationships is a key strength of  integrated model; if  MA closes or something major 
changes, no one “closes” that is when the integrated model takes over and surrounds the person with support. 

• The clients who call a lot, get the most attention because CM’s are so busy with such high caseloads. Sometimes our 
CM’s don’t feel like they are doing “social work” as they want to because of  so many paperwork requirements. 
Paperwork is required to be completed a certain way for payment/QA purposes. But this gets us so far from working 
with the people we are serving. 

• There is a major difference in the amount of  paperwork that is required for MH CM vs. waiver. Because of  that, it may 
be very unattractive for MH CM’s to start doing CADI because it’s too much paperwork (unless caseload sizes were 
15-20). 

• Are there pieces of  required paperwork that don’t feel necessary?  
• Client perspective: 1 worker would be much easier. She currently has a CADI worker, financial worker and health plan 

care coordinator. They don’t communicate with each other effectively and they don’t agree with each other. One person 
would be much more helpful because they would be able to do it all.  
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• Does one person really need so many care plans (if  open to more than one program)? Likely not. A unified case plan 
would be a good thing for when people are open to multiple programs. Plans right now are very long and clients don’t 
have time to read so many plans that are so long. Plans seem like they are a waste of  time of  people are not reading/
reviewing them.  

• Case managers come up with plans and goals, but so do ARMHS workers, ILS workers, etc. It’s a great deal of  
paperwork for the worker, but also for the client.  

• Hennepin County has a broker model for both waiver and MH CM services. They purchase these services separately 
because they are separate skill-sets.  

• Is it a manageable work load to expect case managers to be able to handle waivers and MH CM? With the idea behind 
integrating all waivers under 1 program, it seems like there may be unrealistic expectations for case managers when they 
are responsible to know everything under every program for every type of  service needs. 

• The number of  people we need to serve under current programs, won’t make sense to have everyone under an 
integrated model. However, having multiple workers assigned to so many people isn’t working either. 

• There needs to be flexibility built into the system. The way some counties are structured are that they separate adult 
mental health and public health (waivers), so to integrate everyone would not work with current infrastructure.  

• Each county has its own system; to try to streamline integrated case management under one umbrella is a massive 
undertaking. 

• Each county interprets/carries out statute and program policy in ways that work for their individual community. That 
needs to be considered when making these changes. 

• Regional collaboration among counties is helping to improve/streamline processes. 
• Health plan care coordination and behavior health home and CCBHC care coordination – how do we avoid 

duplication? How do we prevent someone from having 5 or 6 care coordinators? This is about more than just waiver 
and MH CM.  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6. Meeting the needs of people living with HIV

JONATHAN HANFT 

Summary of  Conversation: 
(These are the thoughts of  the caller since the caller was the sole participant. ) HIV case management is not 
currently a Medicaid reimbursed service in Minnesota. It is in other states. How can we make it so in MN? HIV 
case management is currently funded by a state appropriation (DHS general funds) and federal Ryan White 
HIV/AIDS Program grants (Parts A, B and C). Additional HIV case management capacity is needed to ensure 
that all Medicaid eligible people living with HIV access medical care and other services that support retention in 
care. HIV case management is key to facilitating treatment adherence and viral suppression; one of  the highest 
impact prevention interventions that could lead to eliminating HIV transmission.  

Key Insights:  
• DHS ought to consider including HIV case management as a targeted case management service reimbursable 

by MA. 
• Demonstrating cost neutrality is straightforward. HIV case management supports retention in medical care 

and adherence to antiretroviral treatment which leads to viral suppression. People with suppressed virus don’t 
transmit HIV and the lifetime cost of  HIV care is $380,000 based on 2010 cost estimates.  

Any Next Steps?  
DHS’ Division of  Disability Services convenes a study group to inform including HIV in their CMS 1115 (?) 
waiver application to CMS. Study group to be led by DHS policy planner and includes Hennepin County Ryan 
White Program, MDH’s HIV/STI/TB section, HCMC’s Positive Care Center, Rural AIDS Action Network, 
Minnesota AIDS Project, other HIV service providers and HIV service recipients.  
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7. Restorative process of circles and Signs of Safety in case management

STACEY STEINBACH and BRIDGETTE VON CORDES-BERTRAND 

Participants: 
Ryan Sandquist, Angie Kemen, Mike Poindexter, Ana Martel, Stacey Steinbach, Bridgette von Cordes-Bertrand 

Summary of  Conversation: 
The participants began the conversation with introductions and an brief  explanation for what brought each 
participant to this open space topic. Half  of  the participants had an awareness of  Signs of  Safety and Circle 
processes. The conveners began with a description of  Signs of  Safety and circle processes in county case 
management. The participants than discussed the benefits for children and families when Signs of  Safety and 
circle processes are utilized within county case management. It was agreed that these approaches, along with 
Wraparound, are best practice, however, there has not been support to fully implement. The support that is 
necessary to fully implement is ongoing, in-depth training, smaller caseload sizes, funding and an updated SSIS 
system. Agencies who receive financial support from a County Board struggle to implement into the current 
system. For example, the current case plans and documentation do not match these approaches. Agencies are 
worried if  Signs of  Safety become mandatory that additional forms and requirements will be expected in 
addition to all the current requirements and forms. All of  the forms and requirements should be reviewed to 
decide what can be combined, eliminated and improved.  

The participants further explored the impacts for Minnesota if  financial and training support were in place to 
fully implement Signs of  Safety and Circle process’ in Child Protection and CMH case management. The hope 
would be that the stories the participants heard from the panel this morning would occur with less frequency. 
Families and children would be stating how involved they were case management and how case managers 
empowered them to make changes to better their lives. The participants also discussed the research that 
indicates worker satisfaction and retention would increase, further resulting in better outcomes for children and 
families.  

Key Insights:  
• There are case management approaches, such as Signs of  Safety, Circle/Restorative Practice and 

Wraparound that have been proven to be effective case management design models, however, the current 
system does not allow for implementation based on caseload sizes and paperwork demands. 

• These case management approaches are also not fully funded or supported to be implemented. 
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8. CW-TCM tribal interface

JONI CABRERA 

Participants:  
Luke Simonette, Yvonne Barrett, Brian Chilberg, Joni Cabrera, Carrie Owen, Meredith Peck, Mary Woodard, Diane Marshall 

Summary of  Conversation:  
CW-TCM - need to respect the connection between tribal, state, and county fiscal responsibilities.    

Key Insights:  
• Child Welfare- Targeted Case Management Tribal & County Collaboration 
• Clarity around billing and expectations 
• How do tribes and counties determine who will be primarily providing case management. ICWA should be 

considered in this discussion. 
• Collaboration with tribes and counties 
• Person centered teaching should support cultural awareness 
• Improved outcomes standards for targeted case management 

�16



9. Private sector case management

SHARON CHADER, LSW CMC 

Participants:  
Heather Zahn - Supervisor Superior Health and Human Services, Christina Frokjer - Superior Health and Human Services, 
Sherronda Bowden - CAHHDHS Intern, Sharon Chader - Private Pay Case Management 

Summary of  Conversation:  
• Discussed possibility of  outsourcing Case Management tasks to the private sector so that CM’s can spend 

more time with clients. 
• Recognize what we do in the private sector and hear out input. We are person centered or we wouldn’t remain 

in business. We do what works. 
• There should be a special license for private Case Management services. There isn’t a category where it fits. 

Doesn’t seem right that it has to be licensed under Comprehensive Home Care just because we offer social 
work services. 

• The system seems to be built on mistrust of  people not doing their job. Most people go into human services 
because they want to help people. It isn’t generally to make lots of  money.  

• Develop a good, consistent core of  guidelines and then allow people/agencies develop their unique services/
relationships that are geared to unique clients/families.  

Any next steps?  
Contract Case Management tasks to private sector. Might actually save money in the long run. 
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10. Choice of case manager 

STEVE LARSON 
stevel@arcmn.org  

Participants:  
Tony Masters, Sherburne County; Ann Earl, UCare; Phyllis Reller, Pope & Grant Counties; Ann Stackpool-Gunderson; Jodi Donnay, 
Isanti County; Steve Schmidt, MN Disability Law Center; Jona Williams, Fraser; Lisa Glasspoule, Washington County; Amy Pluym, 
Watawon County; Patsy Murphy; Crystal Anderson; Randee Baron  

Summary of  Conversation: 
Federal law says that individuals should have a choice of  case manager. MN has not done a good job of  
accomplishing this goal. Consumer Directed Community Supports (CDCS) offers an example of  how 
individuals get to choose their own support planner. By improving how CDCS works we will start offering 
individuals many more choices.  

Key Insights:  
• MN should look at what other states are doing to provide choice of  case manager 
• Even more important than just choice of  case manager is changing the system so each individual has access to 

a support planner that is responsible for helping the individual achieve their person centered plan’s goals 
• In CDCS support planning should be paid for outside of  the individual’s budget so more individuals would 

access support planners. CFSS as planned will pay for support planners outside the individual budget.  
• County case manager’s have an inherent conflict of  interest when they are both gatekeepers to funding and 

suppose to be an advocate for individuals. This needs to be addressed in any new system.  
• County staff  stated that there is inadequate training from the state for new supervisors and case managers for 

clients with disabilities.  
• The staff  should have mandated caseload sizes for disability services (35 - 45 clients) 

Any Next Steps?  
Work to pass proposed CDCS legislation.  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11. Case management payment models

JENNY LEWIS 
Lauren Siegel - report writer 

Participants:  
List of  participants is not available 

Summary of  Conversation:  
A large number of  people showed up to this group to discuss what is most important in a case management 
payment model. The general consensus is that the group wants a fair, coordinated, transparent rate system that 
reflects the services being provided to people receiving case management services. Case management 
administrators don’t feel like they are receiving the returns on successful outcomes and the entire case 
management system can create disincentives to quality service (such as not having the time to work with higher 
need people, because the rate is the same).  

The most favored methodology among the group is a tiered monthly payment, but the group acknowledges that 
this might not be the best methodology for all case management. The advantages of  tiered monthly payments 
include the ability to budget more easily, the provider knows for what they are being paid, and the provider gets 
paid more for a high-need client. This methodology seems to better represent the true cost of  case management. 
It would just be important for there to be flexibility to move between tiers. Some also mentioned that rates based 
on time is another good methodology, as it is straight-forward and because some populations swing between 
higher and lower needs. 

Key Insights:  
• Some people came to the discussion with the question of  - do we have enough people to do the quality work 

we want to do? How can rates influence if  we have the workforce to get the quality work done? 
• The group seems to prefer the idea of  fewer case management methodologies implemented. The group 

understands that based on the funding stream and the needs of  the population, there are different 
requirements, which can dictate the methodology used, but the group agrees there is room for simplicity.  

• Is it better to separate overall administration costs of  a case management provider from the rates for case 
management services provided?  

• DHS needs to continue to work together across divisions to create a unified vision of  case management and 
the best payment methodologies to support them. 

Any Next Steps? 
A partnership should be created between the State, counties, health plans, case management providers, mental 
health providers and other stakeholders to begin to develop what is the goal and purpose of  case management 
and how do the finances/payment methodologies support those goals - as opposed to having the finances and 
payment models drive how case management is conducted. The financing of  case management shouldn’t get in 
the way of  quality case management.  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12. Contracted case management

BARB TURNER 

Participants: 
Barb Turner, Amy Burke, Linda Ericson, Nancy Noetzelman, Charlotte Carrington, Traci Feit, Mark Hedenstrom, Sheri Olson, 
Sophie Rodrigues, Christensia Larkey, Christine Shawa, Kacy Dickinson, Emily Girard, Megan Jacobs, Jennifer Schmit, Theresa 
Miller, Jen Bayles, Jody Meinz, Tory Merhar, Stephanie Loehlein, Alyshia Bills, Tom Ruff  

Key Insights:  
• There are big differences between how countys operate- some because of  lack of  resources others simply by 

choice. This diversity makes it tough for agencies that contract with more than one County. We need some 
standards, but must remember one size does not fit all. 

• As we do redesign we must look at the barriers that are preventing case managers from the ability to focus on 
the needs of  the individual- Compliance paperwork takes priority over actual time with the individual. 

• If  all contracted case managers could get on the SSIS system in order to know what other services they are 
receiving, it would be very helpful in coordinating services. 

• Coordinated meetings of  contracted case managers would be helpful- for training and to provide consistent 
information. 

• Develop a “best practices” document for counties new to contracted case management- so that we do not 
need to reinvent the wheel. 

• We need better rates to reduce turnover- there is disparity between pay at counties vs contracted agencies. 
• Communication is crucial- find better ways to share information. Often contracted case managers feel like 

they are interpreting info that has been previously interpreted by the county- like a game of  telephone. 
• Sometimes it feels like the contracted case manager is the “enemy” of  the county, not working together. 
• It is good that there private agencies are unique and offer options to people.  
• With contracted case management individuals have more chance of  actual choice of  cm- within one agency 

or among multiple agencies. 
• There has been A LOT of  discussion today on the impact of  the MNChoices assessment process on case 

management. This group feels it is very important that this be looked at and not simply ignored.- time, $, 
duplication of  work 

• It is hard to get consistent answers to questions- sometimes like the blind leading the blind. 
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13. How can health plans and counties better collaborate? 

SUSAN MCGEEHAN 

Participants: 
Sandy Isaackson, Leah Roell, Susan McGeehan, Doreen Narlock, Aron Buchanan, Jill Sonstelie, Jennifer Hipp 

Summary of  Conversation: 
Need better handoffs so there’s not duplication. . 
Communication is key. Need to define at a practical level roles, etc at the nuts and bolts/practical level, not philosophically.  

Continuity barrier: or those with a lot of  mental health needs, there’s a lot of  transition between health plans because 
person falls off  of  health plan rolls, goes FFS, but then gets assigned to a different health plan. Could the default health 
plan in this circumstance be the prior health plan?  

• Not enough financial workers to process paperwork in time. 
• MCOs do get 30 and 60 reports to tell them when MA is going to close. Reported that there’s been some 

communications from DHS that health plans should not be informing members when their MA is going to close, 
but rather this should be done by the county. Health plans mention it would be good if  health plans could/should 
do this...that this would help with continuity. It was mentioned there is some question relating to the reliability of  the 
data. 

• Questions: Could MSHO box on health care application could be bigger so it doesn’t get missed and person goes 
MSC+ instead.  

SNBC 
• Mentioned that SNBC care coordinator and waiver CM’s work better together than SNBC care coordinator and TCM.  
• Better coordination when county based. 
• Barrier to working together: Need a release of  information. It would be nice to have a central data sharing. Question: 

Could MN-ITS mailboxes be used to help? 
• Confusion over what the roles are for SNBC care coordinator versus CADI CM.  
• PCA is carved out of  SNBC, but not senior products. 
• Difficult for SNBC care coordinator to figure out who CM is. 

TCM 
• Adult mental health TCM difficult as person is on/off  of  MA all the time.  
• Sounds like AMH CMs do work with health plan Behavioral Health well.  

MSHO/MSC+ 
• Not very many circumstances where a person would not choose MSHO. Maybe if  they are working and have good 

prescription plan.  
• Not a lot of. understanding relating to the benefits of  MSHO. Suggestion to do a better job of  education to people the 

benefits of  MSHO 
• Hospital Billing departments also need education regarding MSHO. 
• MSHO saves time and money for member. 
• County to health plan transfers going well. 
• When the county is the health plan delegate, that works well. Ctys generally pretty responsive. 
• When the person has a CADI CM and has MSC+ or MSHO, the care coordinator then feels like a third 

wheel….different than when person is on EW where these roles are combined. Also, there is confusion over roles for the 
workers and the person. 
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14. Relationship vs paper

LAURA NORRIS 

Participants:  
Jolene Peterson-Vail Place, Nancy  Buckholtz- Anoka Co, Laura Norris-Hennepin Co 

Summary of  Conversation:  
Discussed how the continuous paperwork requirements (including MnCHOICES) take away from time spent 
with person we’re serving which negatively impacts the quality and effectiveness of  case manager/client 
relationship. Also impacts staff  retention and job satisfaction. 

Key Insights:  
• All service areas (TCM-behavioral health), DD, CADI,BI, EW waivers feel overwhelmed by paperwork 

demands 
• Helpful to know they whys of  new paperwork. People more likely to do it if  they see the purpose and if  it’s not 

redundant. People also need adequate training and instruction when new paperwork/processes are rolled out 
(i.e. new signature page for providers) 

• Environmental impact of  excess paper for the many forms-can some be consolidated 

Any Next Steps? 
• Time studies to look at time spent-seems like it has increased 
•  Measuring client satisfaction -phone surveys? Is the info retrieved then incorporated into our practice? 
• MnChoices. We know it’s hear to stay but when they tweak it, can they seriously look at the length to truly 

practice being person centered? Feedback we hear from individuals we serve is it is too long and asks too many 
questions. Should be kept to an hour in the home 
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15. DHS next steps

JENNIFER BLANCHARD 
Lisa Cariveau, Leah Montgomery - report writers 

Participants:  
Lisa Cariveau, Jennifer Blanchard, Sheila Grisim, Ben Gustafson, Melanie Erickson, Megan Holzheimer, Sue Koch, John Sellen, Sara 
Schlegelmilch, Mike Poindexter, Ana Martel, Amy Yarbrough, Dagny Nornberg, Katie Gomtow, Natasha Privastsky, Sheri Olson, 
Steve Schmidt, Tony Masters, Traci Feit, Jona Williams, Jenny Lewis, Mary Kosmatka, Tom Henderson, Leah Kaiser, Nancy 
Noetzelman, Jody Meinz, Lori Miller, Claire Courtney, Suzanne Stoy, Ann Hill, Julie Schuelke, Sherri Pickthorn, Sandy Isaackson, 
Phyllis Reller, Nicole Names, Angie Gjerde, Ann Wixon Meyer, Samantha Quizon, Jen Bayles, Stephanie Alexander, Rachel Shands, 
Linda Ericson, Joe Hoops, Lynn Price, Candace LaGou, Laurie York, Suzanne Hofrenning, Samuel Moose, Joni Cabrera, Angie 
Hirsch, Laura Norris, Charlotte Carrington, Gary Olson 

THIS REPORT CONTAINS A REPORT OUT OF FOUR SEPARATE CONVERSATIONS ON THE TOPIC 
OF CM REDESIGN NEXT STEPS 

Group One Summary of  Conversation:  
Overview of  where we’ve been, including how information was gathered and equity policy. 
Conversations today will guide the next steps 
We need internal resources to move the work forward.  
What’s the timeline? 
• How is the state going to prioritize the 8 things?  
• Priorities discussed in the group: defining case management, rates, outcomes. 
• They are very intertwined 
• Rates shouldn’t be just about rates, spending/distribution of  money, but how things are funded, including 

administration.  

What will happen with the new federal policies? Does CMS have priorities? How is the state preparing? 
• Continuing to move planning forward 
• Block grants will have big fiscal impact on MA 

This event doesn’t include enough people receiving services and people of  color. Ideas for engaging people?  
• DHS will continue to have events, try to do it in a way that is easier for people to access, location, time of  day, 

child care.  
• Have a set of  questions that case managers ask of  people receiving services 
• Can questions be asked, or data already exist, in MNCHOICES? 

Is care coordination part of  the conversation? (Yes, need to define care coordination, case management, care 
management) 

Group Two Summary of  Conversation: Candace, LaGou, Red Lake:  
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• Happy tribes are included at this early stage 
• Not a county but a sovereign nation 
• Redesign needs to fit tribal practices and ways 

and families, etc. 

Theresa, Medica:  
• anything to simplify the experience  
• Access to services shouldn’t require another 

person 
• Be on another advisory group, health plans 

important 
• Managed care 
• Could use some stability in policy as my people 

should  

Megan, Morrison County 
• Case managers involved in planning forget what’s 

in the field 

Melanie, Morrison County 
• Hard to attend meetings 
• Share with local MH collaborative  
• Be liaison to the local MH collaborative 
• Important to involve clients involve case managers 

Ben, Fraser 
• Be at the table as contracted provider 
• Helping to shape change 
• Be conduit to actual case managers 

Sheila, Fraser 
• Committed to increasing client choice 
• Contractor for 10 years 
• Some parts working well, glad not throwing it all 

out 
• Sister one getting case mgmt 
• In person by writing 
• Amazing how long it all takes 
• Low hanging fruit 

Steve, ARC 
• Continuous involvement of  those with disabilities 

and families 
• Could be focus group not all meetings  
• Incremental not everything at once  

• Choice of  CM 
• But more important to help 
• Implement person centered plans 
• Consumer driven, directed support plan dollars 

come from person’s budget 

Beth, Inst on Community Integration 
• Chuck Johnson’s comments were meaningful 
• Quality and accountability  
• regionalization 
• I’m doing most of  my nieces CM but someone at 

the county is getting paid for it 
• When I think of  equity, it is aggravating 
• Interested in quality and accountability 
• Need to incentivize other people in community 

and let DHS step back, through natural supports 
• Regional quality council model  
• Be included in initiatives on quality councils 
• Don’t like the term “case management”  

Candace, Red Lake:  
• Good start - but I’m a suspicious person.  
• I’m glad I’m in weekly meetings about case 

management redesign.  
• CM redesign is going to affect American Indian 

children, maybe negatively. 
• Change is always scary, sometimes you need to be 

scared. I suggest that DHS meet separately with 
tribal nations. 

• Our children already have big disparities in out-of-
home placements. Rate changes are a big friction 
point.  

Melanie, Morrison County:  
• We do a lot of  relative searches and finding natural 

supports.  
• Because of  this, our children do better, but it’s not 

a reimbursable service. That becomes the scary 
part when we talk about rate setting.  

• Can we pay for social work?  

Theresa:  
• These principles should be followed by DHS in things 

being put in place right now.  These are great, but DHS 
not following them now.  

Group Three Summary of  Conversation: 
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• Slow and steady approach is good. Don’t do a revolutionary change. 
• How to differentiate case management and care coordination? Need clarity of  definition. Can we start on that 

now? 
• Tiered system will really be a “devil in the details” system. 
• Can we add levels of  professionals, so some are licensed and some are para-professionals?  
• The training and education plan should be changed. Could increase quality and lower costs. 
• Someone expressed concern about having non-professionals in MH case management. 
• Simplification has to be a goal. We could do a better job without all the administrative overhead tasks. 
• We need to figure out what we’ll stop doing. We can’t keep adding on new tasks. 
• How can we give people the right level of  service? Truly person-centered? 
• People on planning team should shadow front-line staff. 

Group Four Summary of  Conversation: 
How can we develop a planning structure that keeps you engaged?  What makes sense? What doesn’t? How 
should information should be shared? 
• What is it we’re really redesigning? Is it rate structure?  
• DHS response: It is the eight items on page 8 of  the background document. 
• The concerns are not the eight items. We need the following, and these things need to be in place before we 

address the eight items in the background document: 
• More providers 
• More staff  
• Smaller caseloads 
• More placement options for kids 

• Provider development is needed. We need to pay providers more than $12/hour. They are doing important 
work. 

• Utilize the current process for county audits to gather feedback. For example, the CFSR.  
• More specialized group input is needed.  
• Narrow things down further. For example the different between metro and rural. We often don’t know (even in 

a big metro) all the resources that are available to our families. Wait lists are a huge problem. 
• Can you start with a grid? 
• DHS is categorizing the services out. Capture the current state. It would be important to capture the 

paperwork requirements. Because our paperwork can be scaled back. We need more efficiency. 
• We don’t really know what you want out of  a new plan. DHS needs to put out its plan in simple language. 
• Time matters. 
• We need to start with defining the MN model of  case management. Then, create more work groups.  
• There needs to be a real union between the counties and DHS on this. A message of  we are in this together 

and we need to make joint decisions. 
• I want to provide input but I also have a job to do. I need a question to answer. I need more direction from 

DHS on what it is you want. 
• Can we focus on what works well? Can’t that be a starting point? 
• We have to build our foundation of  what is our model. Also, find out what is the amount of  money we have, 

then go from there. 
• How did the six states reform before us? Let’s learn from them. 

Key Insights:  
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• Make sure that front-line staff  are involved in the actual systems, rules, or forms that are set up. We know what 
will work.  

• The job has gone from social workers to case managers. We should go back to being generalists. 
• Perfection is the enemy of  the good.  
• What is the end date? You need a timeline or from the outside it’s not clear what you’re working towards.  

Any Next Steps? 
• Take advantage of  natural supports. But this will be time for case managers. 
• Figure out how to communicate this to taxpayers, commissioners, etc., to explain how investments will save 

money in the long run. 
• Need to consider things that are not funded by MA (example - VA/DD counties provide if  not receiving MA) 
• In the fiscal analysis, include contracted providers. 
• Please have more days like this. It’s helpful to hear from other counties.  
• Make sure we take greater MN and size of  county into account 
• Please put the summary report of  this day on the DHS website 
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16. Vulnerable adult targeted case management

MARY MCGURRAN 

Participants:  
Lisa Glasspoole, Washington County; Luke Simonett, DHS; Carmen Castaneda, Hennepin County; Jodi Donnay, Isanti County; 
Mary McGurran, DHS 

Summary of  Conversation:  
Discussion of  what is working and not working in VA-TCM. Suggestions for Redesign. What’s working? Being 
able to use case aide for TCM is really effective to getting services to clients. 

Key Insights:  
Vulnerable Adult Targeted Case Management is different 
• Adult Protection may not see work as case management and may not respond to this lexicon 
• Some counties have separate units for VA case management, some only do case management/services 

during the VA investigation 
• Hard to know if  clients are eligible and many clients in most need have assets and do not qualify. 
• Required to provide VA protection regardless of  funding availability 
• VA-TCM is different because the person may not be voluntary. The service is mandated. 
• CM choice is relevant, worker must be able to be effective with client. except when VA TCM is associated 

with an investigation, client may not have choice as the investigation is mandated.  
• VA-TCM does not fit in a unified CM model. 

Confusion be combining VA and DD 
So many VA clients don’t qualify for CM as have assets, but are still self  neglecting. Why do we put VA and DD 
together? 

Billing 
• Coding for billing is confusing. Not all Counties understand how to do VA-TCM.  
• Counties are missing billing for VA-TCM.  
• This impacts funds available for providing VA-Adult protective services.  
• Counties don’t want staff  to focus on billing when responding to Adult maltreatment reports.  
• County social services use VA TCM for covering VA services in general Intake and CD. 
• Why can’t two CM programs bill for different services? DD under185 and an adult protection investigation 

for sexual abuse, two totally different issues, but both can’t bill. 
• Also, relocation services and VA can’t both bill, when they are addressing different issues. 
• Adult Protection is a financial loss. 

Any Next Steps? 
More discussion and planning on VA-TCM as CM Redesign planning moves forward. Separate out VATCM 
and DD, unless will risk losing VA TCM  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17. Geriatric case management

SHARON CHADER, LSW CMC 

Participants:  
Jennifer Hipp - UCare, Sue Nelson - BE County, Shannon Swenson - McLoed County 

Summary of  Conversation:  
Introductions. 
Discussion of  customized living tool 
Paperwork 
Family choice vs client choice 
Case reviews 
Coverage for assistive devices 
PCA assessments 
Balance between RN’s and LSW’s --beneficial to have both going for assessments 

Key Insights:  
Paperwork is very time consuming 

Any Next Steps? 
• Reduce paperwork 
• Possibility of  dictation and data entry by the system for word processing 
• Recognize the need to a balance of   RN’s and Social Workers in the county system  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18. Social work vs. case management

DEIRDRA VANDER GRIFT 

Participants:  
Amy Yarbrough, Dagny Norenberg, Mary McKenna, Winna Belnarc, Denise Stearns, Margie Richarson, Deirdra Vander Grift 

Summary of  Conversation:  
Social Work vs. Case Management  

• Case Management is more static, more about budgets, paperwork and maintenance.  
• Social Work is more about movement and progress; working on goals 

Different positions within counties feel more like social work positions than others. For example, child protection 
has smaller caseloads than waiver case managers (15 vs 60+). The waiver case managers at the table felt that 
they were spending more time behind computers and doing paperwork than spending time with clients.  

Counties assign all positions as Social Workers instead of  case managers. Contracted case managers and county 
social workers felt that the jobs are better within the counties because of  union representation and pay 
differential.  

Part of  the discussion was about how to save time on the case management tasks in order to spend more time on 
the social work tasks. Some ideas included: 

• Not having to justify the need for services at multiple levels in order to get them implemented.  
• Make different programs more streamlined so social workers don’t need to have such a wide knowledge base 

in order to be effective.  
• Have a mandated caseload limit in order to keep caseload sizes manageable and more of  the one-on-one 

client time, which our clients want, is available. It’s felt that both jobs can be done, just need reasonable 
caseloads so there is time for both.  

• Allow case aides to be able to bill for their time on DD waivers. This will allow social workers to not have to 
do as much paperwork. 

• Have both a social worker and a case manager. The social worker puts together the plan while the case 
manager is behind the scenes to do the budget and paperwork. Ideally,  the financial worker/eligibility 
information would be part of  the case management in this scenario too. This keeps fewer people involved, 
more individualized service.  

• Take advantage of  technology to reduce paperwork. Make sure information is available from year to year, 
voice to text software, DHS supporting newer technology 

A general statement is that there are so many types of  case managers. The term is too broad/generic. Need 
more specificity in order to clarify.  
  
The bottom line is that the “social work” side of  the job is why people come into it and stay. If  more time is 
allowed for these tasks, there may be less turnover and better client service.  
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Any Next Steps? 
• Reduce caseload sizes.  
• Reduce the amount of  paperwork is needed for the waivers. Make a unified case plan that applies to all case 

management services so multiples are not needed.  
• Refocus on what works when working with clients and build systems around that setting rather than building 

service models around systems.  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19. Person-centered planning for people with cognitive impairment

ANNA MCLAFFERTY 

Participants:  
Mary Kosmatka, Clyde Swenson, Anna McLafferty, Elliott Rankin, Veronica Medina-Gillies, Angie Gjerde, Michelle Schopper, 
Bonnie Jean Smith, Amy Yarbrough, Sherri Pickthorn, Kim Nguyen, Nathan Orr, Julie Schuelke 

Summary of  Conversation:  
• Examples of  barriers to full participation that prevent case managers from facilitating informed choice: 

cognitive impairment, no verbal communication, people who are “institutionalized” after years of  receiving 
services. 

• How to balance conflicts between guardian and ward perspectives/wishes. For example, if  a person with a 
disability wants to live independently but has significant safety issues. Also - case managers struggle with how 
to elicit the person’s perspective when the guardian won’t allow their input or when the ward is used to/looks 
to the guardian speaking for them. 

• People need the dignity of  risk, but case managers need to have time -- and the understanding of  specific 
disabilities like FAS -- to learn what the nuances of  risk may be for each individual they’re working with.  

• PACER has a parent homework sheet that can help parents translate a neuropsychological evaluation into 
concrete ideas/knowledge about how to support their child’s needs. 

• Case managers can’t provide person-centered plans or respond to people’s crises/immediate needs AND meet 
the DHS timeline (i.e., 40 days to make a plan at roughly 13 hours of  work per person/plan).  

Key Insights:  
• The initial vision for person-centered planning is getting lost in the delivery of  trainings and supervision on 

this topic. The training is focused on how to use tools. It’s very provider focused. Case managers are walking 
away from training with questions about how to capture and address “dreams” and “aspirations” in a CSP.  

• Caseloads are too high, and case managers don’t always have the skills, to leverage people’s natural supports to 
help implement a person-centered plan. Case managers should be helping to build a service team but don’t 
have the skills or time to do this properly. 

• Teach people with disabilities -- and parents and caregivers -- their rights, especially at key times like transition 
age.  

• People need the dignity of  risk. 
• MnCHOICES doesn’t ask the right questions to flow into a person-centered plan.  
• Staff  need training on the nuances of  facilitating person-centered planning and truly informed choice for 

people with cognitive impairment. They also need training on navigating situations where there’s conflict 
between the person and their parent/caregiver/guardian surrounding what the person with a disability wants. 

Any Next Steps? 
• MnCHOICES needs more attention. Needs to be revised to support person-centered planning. 
• Reconsider the MnCHOICES assessment process/structure. Particularly for people with largely invisible 

disabilities like FASD and for whom cognitive impairments are part of  their disability, a lot of  concerns come 
out of  MnCHOICES assessors being separate from case managers and other staff  who know the people being 
assessed.  

• Ensure people with disabilities and their parents and caregivers know their rights. 
• Overhaul the person-centered training process to be focused on person-centeredness. Make sure case 

managers are leaving with the right takeaways.  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20. Client satisfaction surveys

SUZANNE BACHMAN (MHM) 

Participants:  
Suzanne Bachman, Wa Xiong, Kathy Palm, Stephanie Loehlein, Sarah Reese 

Summary of  Conversation:  
There was general agreement that client satisfaction surveys were necessary to determine quality of  services 
received by case management recipients and as a basis of  empowerment--for the client to have a voice in service 
quality. There were concerns raised over how to collect the data and whether there would be sufficient responses 
collected. The issue of  funding was also raised--would this simply be another unfunded mandate? How would 
the surveys be used? For in house only or as one person suggested as a state based requirement to submit the 
data to DHS. The collection of  state based data could be used to justify legislative initiatives. Otherwise without 
this data from consumers it is difficult to advance legislative changes from a consumer point of  view.  

There is no state based requirement for case management providers to do satisfaction surveys. Some providers 
provide satisfaction surveys but this is spotty at best and done only minimally. Per the DHS requirement for 
person centered services, mandating client based satisfaction surveys would be in conformity with this principle.  

Who responds to surveys was raised. This can be a complicated issue since many demographic groups are less 
likely to respond to a survey. This then calls in question the value of  the data and could lead to erroneous 
conclusions. The question then becomes how to collect the data using different approaches which included but 
was not limited to: web survey, focus group, paper or telephone.  

In summary, the group agreed that doing client satisfaction surveys was a good idea even if  it was state 
mandated, but with state funding to cover the costs of  collection, and as long as the questions are framed 
properly and there is a good response. 

Key Insights:  
• Currently there is no requirement to collect satisfaction surveys from clients. 
• The value of  the data is important in understanding what is occurring in the case manager-client relationship. 
• Collection of  this data may empower clients. 
• Collection of  data is consistent with person centered planning. 
• Doing a good survey can be difficult. 

Any Next Steps? 
Survey providers to find out who and why providers are conducting surveys and what they do with this 
information.  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21. Case management: Experience vs. education

KIRSTEN RHODES, BS Care Systems Manager 
South Country Health Alliance 
(Former Adult Mental Health Case Manager) 

Participants:  
Kirsten Rhodes, Hope Johnson, Gina Koss, Stacy Jorgensen, Wa Xiong, Ryan Sandquist, Sandy Quinn, Ben Gustafson, Parker 
Greene-Kelly, Christina Costello, Ashlee Schmidt, Crystal Weckert 

Summary of  Conversation:  
I brought the conversation to the table due to the experience of  a previous co-worker who has has been an 
ARMHS worker for the past 5 years, has another 5 years working for REM with experience as a QDDP 
(QIDP), but has a 4 year degree in English and was not able to be hired with a title of  Adult Mental Health 
Targeted Case Manager; she has the job title of  Case Management Associate. This is due to not having a degree 
in a “related” field. Even though she does has a 4 year degree, qualified as a QDDP and has 10 years of  
experience. 

The conversation started there, with the discussion of  education. What is a related field? In the DD case 
management world they are able to utilize the QIDP definition which includes social sciences (philosophy), 
education (English), nursing, and one year of  experience. This was not found to be the case for targeted case 
management across the board. We also discussed licensure requirements. Counties by contract may have 
different requirements for licensure, which means that different individuals hired within a contracted provider 
may only be able to work in certain counties. There was agreement that consistency would be really great. 
There are equity concerns. Availability of  workers/employees due to qualification ambiguity is a concern as 
well. There was also a statement of  not wanting DHS to become overly “prescriptive” in what is considered a 
requirement. Strong beliefs in NOT having a testing for eligibility. 

The discussion then turned to licensure and affordability of  hiring licensed social workers--entry level, master’s 
level, etc. No more merit testing for counties. What does that mean for those who have worked in the field of  
human services/social services, but do not have a license in social work. 

Key Insights:  
• What is a “related” field when it comes to qualifications/requirements for hiring a case manager? Can this be 

changed/more defined? Can experience come into play/have more weight when a “related” field is not clearly 
defined? 

• Change in statute needed 
• Consistency--across the board 
• One stop resource for proving up eligibility/qualifications 

Any Next Steps? 
Who else can we talk to about these needed changes? Clarification/updates to the statues. Consistency in 
qualifications/requirements. 
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22. Case management and out-of-home placement for children/youth

JENNIFER THOMAS 

Participants:  
Gwen Litke, Kathy Carlson, Dawn Barfriecht, Ann Hill, Megan Holzheimer, Sara Zellner, Emily Geffne, Hannah LaDuke, Michele 
Stewart, Meggan Gardner, Suzanne Stoy, Cindy McCabe, Rob Walker, Jennifer Thomas 

Summary of  Conversation:  
We started off  with introducing ourselves and sharing 1 or more burning questions/concerns specific to out-of-
home placements for children/youth which I listed below along with additional topics of  concern / areas of  
need that were mentioned: 

• Access to placement - barriers, many 
• Funding / eligibility into RTC, complicated and problematic 
• Not enough adequate placement settings to meet the needs of  children/youth; we are running out of  

placements 
• A lot of  kids are being placed out-of-state 
• Would like to see more local resources in the community to help keep kids in their homes or in their 

schools 
• CM observations: Parents demanding RTC for kids because they don't want them home any longer 
• Lack of  foster homes in the community, in order to keep kids in their home districts (school) 
• Why the recommendations from professionals are not sufficient for accessing OHP? 
• Why the process for RTC or OHP is not clear to parents? 
• Where is the continuity of  care? 
• We need to develop more community resources to avoid RTC - spend that money in other ways 
• We need to evolve services to meet more complex needs of  kids & families 
• CM concerns: Parents give up on parenting / want their kid fixed mentally 
• We need provider development 
• We need more programs for allowing for medication evaluation 
• We have a shortage of  child psychiatrists 
• We need more provider development 
• Kids placed OHP require a lot of  time for CMs to manage; there are more things to do which affects 

their caseloads and ability to meet the needs of  children/youth 
• We don’t have adequate OHP options for children with DD and MH needs or CD and MH 

treatment needs 
• In home family therapy - there's not enough 
• Parents report they can't get ahold of  their operated services CM through county and will then 

contact their previous contracted CM for help; but contracted CMs have no role w/OHP, and feel 
they cannot help 

• Would like to see the service providers/systems evolve with technology; our kids have a lot of  
knowledge and ability with technology but we are 'left in the dust' 

• Some kids are very complicated, and it seem like there is no one specific to help address these kids' 
needs  

• Focus often seems like it's on reacting rather than prevention (getting involved to address issues too 
late); and not a lot of  people (parents?) are interested in in-home services 
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• This also relates to challenges with the in-home services - service providers may change or may have 
not enough training 

• Not sure we need more RTC options but rather, community based options 
• The intersection of  private insurance and public insurance (MA) for RTC is problematic in some 

cases especially with self-insured health plans 
• Payment issues - for example when Medica was discontinued, we lost the tiered system for 

reimbursement (PMAP) of  CM 
• CM caseloads can be high; seeing kids in person when they are far away (out-of-state as well) is an 

issue 
• Need more coordination and collaboration - funding, service entities 
• Discharge planning from RTC or hospital for example, services are not always put into place prior to 

child/youth being discharged home 
• School placement is not always established and set up prior to returning home/to community; in 

some cases students remaining at home w/o access to education for many weeks 
• Truancy issues and when youth are pulled from home they can't stay in same school district because 

there may not be an option in that district 
• There are so many more children/youth with aggressive behaviors; some sexually offending - and it is 

hard to find placements 
• Some parents coming out of  the adoption system -- parents giving up on the process 
• Some parents are reporting an almost adversarial relationship with their child's CM when OHP is not 

agreed on; parent may feel as though they are not being heard about their concerns; parents may be 
struggling with fear of  losing their employment related to their child's high needs, risk for other 
siblings/children in the home; etc. 

• Out-of-home screening process concerns to parents: parents do not know that in many cases, a 
document summarizing information about the request for OHP is being written and submitted to 
others on the screening team and rarely is developed w/parent; that document has often been written 
in ways that define a message of  'parent failure' and in many cases, counties do not intend for the 
parent to ever read the document; parents are not considered as equal members of  the screening 
team; decisions about a parent request for OHP consideration through the screening team in many 
cases appear to be decided before that team comes together to meet 

• For in-home services or home visits -- if  the parent our child is not available, there is no payment for 
that service time which can be problematic if  the distance is far 

• School - if  kids are expelled and there are no other options; kids don't always understand what is 
going on 

• Schools, too, do not have adequate placements 
• From parent perspective, service plans, objective and measurable goals (measuring progress) is not 

something readily seen (in the way it is done/ required in special ed IEPs for example); measuring 
progress over time does not seem to be a requirement of  child once discharged from treatment; 
oftentimes parents hear from CMs about what's been 'tried' with relation to services which is not 
necessarily an effective way to determine a child's progress; some parents don’t know about a case 
plan or any service plan (especially in CW CM, TCM)  

Key Insights:  
• This is a complicated topic 
• We are in high need of  more options for children, youth and their families along the continuum of  care (in-

home, community, and OHP) and proximity is a big concern 
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• We are in high need of  more school options and school coordination for children/youth who may be needing 
OHP to assure their education is not significantly impacted 

• Funding (OHP) & reimbursement rates (CM) - it would help to see that these areas of  need get addressed 
• OHP process: Parents should not be experiencing secondary trauma from navigating the county systems or 

insurance-plan systems when trying to get help for their child; but many do. It would help for the state to take 
a closer look at why this is and what can be done to better support the recovery of  children, youth and their 
families 

Any Next Steps? 
DHS: How can you help? MDE: How can you be included in this discussion related to education? 
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