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Stakeholder and Community Feedback for CM Redesign Finance Team 

Decision Map 
Created for the case management redesign finance team meeting 11/9/18 

Introduction 
The case management redesign finance team has created a “Decision Map” to assist them as they 

develop recommendations regarding the financial analysis and development of payment methodology 

for case management services. Feedback has been collected from case management stakeholders, 

community members, past case management redesign workgroups and members of the initial design 

team. This document provides a high level overview of the feedback we have received to date that may 

directly relate to the topics outlined in the decision map. The themes identified are not representative 

of a whole group, but are meant to represent the range of feedback received. The groups represented in 

this document are: 

 Stakeholders, which include case managers, case management providers, advocacy group, 

nonprofit organizations, managed care organizations, and related providers that are impacted 

by case management.  

 Community members, which include people who receive case management services, their 

families, and other informal supports to someone who receives case management services. 

 The initial design team was established in February of 2018 to draft a definition for the service 

of case management and create a set of provider standards. The initial design team consisted of 

individuals representing counties, managed care organizations, case management providers, 

family members of people receiving case management services and policy staff from the 

Department of Human Services. 

 DHS case management workgroups have informed past efforts and legislative reports. If a DHS 

case management workgroup is cited in this document, it refers to the one that was convened 

to help generate recommendations for the 2013/2014 report to the legislature about case 

management redesign. 

Decision Points 

1. Billable units 
a. Both stakeholders and community members are concerned with the transparency of 

rates. They want to know who gets paid to do what and the true cost of case 

management.  

b. Stakeholders said they have noticed the system for billing case management services is 

inaccurate, leading to reimbursement for one service being paid multiple times to either 

one provider or multiple providers. 

c. Stakeholders are open and generally supportive of outcome or value-based payment 

mechanisms.  

d. Stakeholders are very concerned with case management rates not covering the cost of 

the service.  

e. Some providers of TCM services feel that they only get paid for one interaction per 

month and perceive the other activities to be unfunded.  
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f. Stakeholders and community members voiced complaints about too much paperwork 

and too many reporting requirements. 

g. Stakeholders are concerned about the amount of steps case managers have to take in 

order to serve a person. Stakeholders want the steps analyzed to see if any steps can be 

reduced so case managers can focus on the things that matter to the person the most, 

which include face-to-face meeting, following through on action items, and coordinating 

with the other providers and supports for the person. 

2. Tiered units or not 
a. Stakeholders have expressed that they do not receive the funding needed to serve 

people with more intense needs.  

b. Stakeholders said that if tiers are used, they need to be flexible because each person’s 

needs change.  

c. The initial design team had a conversation about tiered units. Much of that conversation 

focused on challenges that could come from a tiered system. The following summarizes 

key points to that effect: 

i. People’s needs for services, supports, and case management fluctuate over 

time. Tiers would do more harm than good if a person gets stuck in a tier that 

hinders their ability to get the case management they need.  

ii. Tier systems generally require more intensive reporting, so that the person can 

be reassigned to the right tier. This additional administrative work generally 

seems to become more of a burden which is not outweighed by benefit.   

iii. Medica used to use a tiered reimbursement system using retrospective billing. 

This method is more reactive, as opposed to proactive, when determining the 

needs of a person and may not align with meeting a person’s needs.  

iv. It feels daunting to attempt to create various levels of compensation for each 

tier.  

v. Tiers seem to only solve for billing within TCM monthly rates.  

vi. Tiers can be particularly challenging in rural counties because they can’t deny 

services, so caseloads increase. When caseloads increase it is challenging to give 

each case manager the right amount of cases given the various tiers, without 

moving people between case managers.  

d. The DHS case management redesign workgroups for the 2013/2014 legislative report 

determined that an effective tiered case management system would be: 

i. Discussed by the person and their case manager 

ii. Based on the person’s assessed needs, strengths, goals, and preferences 

iii. Individualized in the plan as to the frequency and duration of the contact 

iv. Flexible to changing circumstances or health needs. 

(Please note: Much of this discussion was based on modeling after the Medica 

methodology.) 

e. Manageable caseload sizes are a priority for stakeholders. Tiers are often suggested as a 

way to manage caseload sizes. The following are specific comments from stakeholders: 

i. There is a difference between caseload and workload. 
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ii. For some programs like Children’s Mental Health Targeted Case Management, 

one case could involve working with one person or a whole family, which 

impacts the amount of work involved. Not all strategies to determine tiers 

would reflect that. 

iii. It is hard to think of a universal caseload size given differences between service 

areas and populations. 

iv. It is hard to create a scale of intensity/needs in order to determine a tier. 

v. Promote a team case management model which utilizes case aides or para 

professionals, in order to better manage caseload size. Team case management 

can also reduce redundancy and increase accountability in providing services by 

using a lead coordinator method to determine which case management 

provider should take the lead.  

vi. Consider current and potential future system with case aides or para 

professional and how that can assist caseloads. The current system does not 

make utilizing case manager associates fiscally possible.  

vii. Creating tiers based on caseload size can result in focusing on the slot to fill as 

opposed to the person. 

viii. We need to get buy-in on a tiered system from all types of stakeholders, 

including guardians. 

ix. What is the effect of a case manager’s level of education on a tier? 

f. Community members want more face to face time with their case manager and a 

reasonable caseload size will promote that.  

3. If tiered, based on what? 
a. Some members of the initial design team suggested that if a tier system is implemented, 

it should be based on outcomes, as opposed to reported need, in order to limit the 

potential for someone to take advantage of the system.  

b. Stakeholders and some initial design team members said it may depend on if the county 

or a contracted entity is providing the service.  

c. Stakeholders believe continuing services and discharge criteria should be “need” driven 

and less emphasis on just diagnosis and use of some certain mental health services. 

4. Whose time can be billed? 
a. Stakeholders and community members want case managers to have more time to be 

out meeting with people instead of doing paperwork. How do we support them in doing 

this? Some solutions from stakeholders include: 

i. utilizing case aides/case management associates more  

ii. pay informal supports such as family members 

5. Varying rates for core case management based on cost 
a. Stakeholders have said that they are aware that funding sources and funding 

mechanisms for various case management service areas are different. This difference 

should be factored into the redesign.  
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b. Stakeholders have expressed support for paying for a foundational service of case 

management and then developing a way to account for the needs of specific 

populations within a rate.   

c. In regard to different rates for public versus private providers, stakeholders have 

expressed frustration with services and rates becoming less transparent in the process 

of subcontracting with private providers. In addition, they want private providers to be 

part of the analysis of costs, such as the time study, so private providers can have a role 

in influencing rate setting.  

d. Stakeholders want “consistent” and “transparent” rates. For counties, stakeholders 

want more consistency. For private providers, stakeholders want the rates to do a 

better job of “covering the cost of services”.  

e. A case management redesign workgroup recommended re-examining the costs and 

benefits of linking respite care services to MH-TCM. 

6. Build top down, bottom up, or hybrid 
a. Stakeholders have expressed that the rates do not cover the costs to provide the 

service. A methodology which results in a higher rate would probably be preferred. 

b. Stakeholders want both private and public provider data included in the time study/date 

collection for setting the rate. 

c. Stakeholders’ statements confirm the notion that case management is dominated by 

labor and they want a rate that reflects completing all the key types of labor, beyond 

just face to face meetings. Some people require more labor from a case manager in the 

way of coordinating and following up on needed items. However, rates should 

incentivize face to face meetings. 

7. Frequency of rate revision 
a. Stakeholders are concerned with the transparency of the rate revisions.  

8. Miscellaneous finance feedback from stakeholders (which seems relevant to this decision 

map) 
a. Stakeholders like flexible funding mechanisms like Consumer-Directed Community 

Supports (CDCS), but are concerned about the more undefined role of the case manager 

in these types of arrangements. Would like more CDCS options but with a better defined 

case manager role. 

b. Stakeholders want a method to provide feedback about rates without looking like they 

are overstepping the boundaries of their role. 

c. Stakeholders are concerned about managed care organizations (MCOs) continuing to 

lower the rate and how that will impact counties and providers. 

d. Stakeholders want to understand which services and actions are covered under the MA 

rate and which are not. 

e. Stakeholders want this work connected to the mental health rate setting study with 

contracted providers. 

f. Stakeholders are interested in seeing the outcomes and connecting them to rates. They 

understand outcomes are hard on the case manager but they see them as best for the 

person receiving services. 
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g. Stakeholders and community members want to know how we are promoting cultural 

equity in our rate setting process. 

h. The initial design team expressed the importance to clearly define which actions are 

case management and which actions are the administration that supports case 

management. What are the financial rules for these two separate categories? Right now 

some administration is paid for within the service cost and some within separate 

administrative draw-down.   

i. The initial design team is looking forward to the Integrated Services Business Model 

(ISBM) and sees the ISBM as having the potential to help with collecting and providing 

needed data and information for case management. 


