
APPENDIX 3 - CASE MANAGEMENT GUIDELINES

Standards for the Case Management of Persons with HIV in Comprehensive Ambulatory HIV
Programs (CAHP) 

I. Definition of Case Management:

Case Management is a multi-step process which ensures coordination of medical and specialty care and access to a
range of appropriate medical, psychosocial and social services for the client and family and which promotes and
supports the independent functioning of the client and family. Case management can be accomplished through a
designated case manager or a team approach within the CAHP agency, or with the client's concurrence, by a case
manager in another community-based setting, (e.g., COBRA Community Follow-Up Program (CFP) provider or
Community Service Program (CSP).) 

II. Objectives of Case Management:

• To provide all clients with the opportunity to obtain case management services, assuring continuity of care and
follow-up; 

• To provide a comprehensive family-centered assessment of medical, social and psychosocial needs; 
• To develop a service plan which addresses clinical care and social and psycho-social needs; 
• To provide documented assistance in coordinating multidisciplinary health care services and referral activities, in

order to minimize duplication of services;
• To ensure that 24-hour crisis intervention information is available and easily accessible to the client; 
• To provide on-going follow-up activities to ensure delivery of needed health care and social services; 
• To provide periodic reassessment and evaluation of client needs and case management activities; 
• To integrate case management services into the agency's HIV quality review program. 

III. Criteria for Eligibility for Case Management Services

Case management services must be available to all HIV-infected patients who receive ongoing care at certified
CAHP agencies. HIV-infected patients who receive their medical care at the CAHP program should be informed, at
the time of entry into the program, of the availability of on-site case management services. Each patient should be
assessed to determine if the patient is currently participating in an off-site HIV case management program.
Coordination and communication with existing case managers should be carried out by the CAHP case manager.
Patients with needs for intensive case management should be referred by the CAHP case manager to an agency
providing intensive case management. An internal procedure should be developed by the CAHP agency to ensure
that the patient will be appropriately referred if he/she elects to receive medical care and/or case management from
another provider or if it is determined that he/she needs medical services or case management beyond the capabili-
ty of the CAHP provider. While patients may also refuse or decline case management services, they should be con-
tacted and reoffered case management annually or in the event of a significant change of status. 

IV. Case Management in a Comprehensive Ambulatory HIV Program

Responsibility for case management services, including referral, coordination and follow-up of medical and social
services, may be shared by the physician, physician's assistant, nurse practitioner, registered nurse and the case
manager. Agencies should bear in mind, however, that the team approach can only be effective if tasks are delegat-
ed according to training and expertise and if the functions of each person on the team are clearly delineated and
documented in the service plan. Internal procedures should be developed to utilize existing resources efficiently, to
facilitate the smooth operation of the team, and to assure the quality of case management services. If resources are
not available within the CAHP program to implement a team approach, case management may be performed by an
individual.

Professional supervision and oversight of case management activities is, however, strongly advised to assure the
quality of case management services. 

Family-centered case management services should be rendered to all children, adolescents, parents and pregnant
women, evaluating needs in the context of the patient's family and/or personal support network. In the case of



infected mothers and children, CAHP providers should ensure that case management services are available and pro-
mote coordination between obstetrical/gynecological and pediatric services. Where more than one member of a
family is eligible for case management, coordination of case management plans and services should be evident in
the records. 

V. Elements of Case Management

Case management is a multi-step process comprised of the following activities:

• Intake/Assessment
• Development of Initial Service Plan
• Service Plan Implementation/Monitoring
• Reassessment, Service Plan Update, Case Conferencing
• Crisis Intervention
• Case Disposition/Case Closure 

A. Intake/Assessment 

Patients may be referred for intake to case management before or after receiving the Initial/Comprehensive
HIV Medical Evaluation visit. If the examining physician determines that a higher level of care is needed, no
intake or assessment is required. The balance of patients should be referred for an intake and an age-appro-
priate, comprehensive, family-centered assessment to determine the need for ongoing case management and
the locus (site) of case management. The intake and assessment must be completed as soon as possible but
not later than 60 days after the Initial Comprehensive HIV Medical Evaluation is completed. 

An intake form should be developed which expands upon information already collected by the facility at reg-
istration. The following information should be collected as part of the intake: 

Identifying information: 

• name, address, phone number
• referral source
• living arrangements
• exposure category
• emergency contact
• consent for treatment and case management services
• signed consent for the CAHP case manager to contact external case management agencies and/or other

service providers (DOH-3507) 
• employment status
• income
• health insurance
• diagnosis
• languages spoken
• name of case manager assigned
• name of person completing intake/assessment 

Assessment is a more thorough collection of information about the patient's medical, physical and psychoso-
cial condition, resources, and needs. The purpose of the assessment is to identify the patient's problems and
care needs, what care needs are being met and by whom, and what needs are not adequately met. In addi-
tion, information about the client's rights should be provided during the assessment. 

The following information should be included in assessment and if needed in the service plan: 

• family, support system, spirituality and disclosure issues
• the patient's medical condition, TB status, disease staging nutritional needs



• physical status
• functional status (activities of daily living, instrumental activities of daily living) and rehabilitative services 
• psychological status, including mental health status and a behavioral assessment related to prevention of

further transmission 
• financial status, including eligibility for entitlements 
• chemical dependencies and drug treatment status 
• parole/probation status 
• social needs, including housing, recreation, and transportation parenting support needs 
• partner notification needs (past and present partners) 
• legal needs, including living will and guardianship issues 
• history or knowledge of behavioral issues 
• currently involved service agencies including addresses, phone numbers, contact persons and services pro-

vided 
• specialized services for children such as: day care, foster care, adoption, neurodevelopmental assessments,

and educational services, if needed. 

B. Development of Initial Service Plan (ISP) 

An initial service plan is required for all patients except for those who refuse or decline case management
services. To develop the initial service plan, assessment information is translated into specific treatment goals
and objectives. The service plan is developed by the case manager or case management team in consultation
with the client, his/her representative(s) and other providers. 

For children and adolescents, the parent(s) or primary caregiver(s) should be consulted in service plan devel-
opment. Consistent with their level of maturity and emotional state, adolescents should be consulted in the
development of their service plans. The case manager or team promotes family-centered service planning by
addressing the patient's needs in the context of his/her family and personal support network. The service
plan should be written and identifiable in the medical record. 

C. Service Plan Implementation/Monitoring 

Subsequent to the assessment and development of the ISP, the case manager or team determines if the
patient has an existing HIV case manager to whom responsibility for monitoring and implementation of the
service plan will fall, or if the client requires intensive case management beyond the capability of the CAHP
team. In these cases, the case management team should forward assessment and service plan information to
the responsible agency/case manager. After determining that the external agency/case manager has agreed to
accept responsibility for implementation and monitoring, the CAHP team retains responsibility for clinical
care coordination as well as coordination with the primary case manager to assure that the patient's case
management needs are being adequately addressed. When there is information from the patient that their
case management needs are not being met, case conferencing with the primary case manager should occur.
Communication, and coordination with the primary case management agency should be documented in the
CAHP record. 

If the patient elects not to receive case management on site or through referral, this should also be docu-
mented in the record. For the remainder of patients who have no external case manager or ongoing relation-
ship or who elect to receive case management at the CAHP site, implementation and monitoring of the serv-
ice plan remain the responsibility of the CAHP case manager/team.

Implementation of the service plan is an ongoing responsibility for the case manager and should begin
immediately after service needs are assessed. Common activities of the case manager during the service
implementation phase may include:



• screening for eligibility for entitlements, assistance in completing applications for entitlements, referral to
special benefit programs for HIV-infected individuals, arranging an appointment to apply for benefits; 

• advocating and negotiating on behalf of a patient/family to secure needed entitlements; 
• referring the patient/family to community-based organizations which provide needed services such as sup-

port groups, food pantries, etc.;
• providing crisis intervention services, including referrals for emergency services such as food, clothing, or

shelter; 
• documenting changes in mental status, including suicidal or homicidal ideation or changes in mental status

which may have an impact on a patient's functioning, and making appropriate referrals; 
• arranging for home care services which support a patient's ability to remain at home; 
• maintaining a system for tracking patients to ensure that they are not lost to follow-up; 
• contacting patients, either in person, by phone or by mail to ensure that services are received; 
• case conferencing with service providers and other involved case managers when contacted or when there

is an issue requiring collaboration; 
• arranging transportation to and from clinic visits and other medically related appointments; 
• assisting patients or family in determining appropriate child care arrangements and plans for custody of

children; 
• assisting patients in arranging for advanced directives in health care. 

There must be at least one documented contact with the client every 90 days. Such contact may be in per-
son, by letter, or via telephone and may also be used for patient input into the required reassessment. 

D. Reassessment, Service Plan Update, Case Conferencing 

A reassessment or re-examination of the care plan should be conducted every 180 days or on the recommen-
dation of the patient's health care or other service provider or sooner if there is a significant change in status.
The purpose of reassessment is to collect information on changes in the patient's health or psychosocial sta-
tus which have occurred since the initial case management assessment or most recent reassessment and to
summarize progress in goal achievement. During the reassessment, the case manager conducts a thorough
review of the patient's or family's clinical, financial, and social support needs to identify changes which may
necessitate the provision of additional services or a change in the intensity of case management services
required. The service plan should be updated as necessary. 

Case conferencing with service providers and other involved case managers is recommended at the time of
reassessment. Case conferencing is an integral mechanism for coordinating service provision, identifying
needs and accessing care and is an important component of an internal quality assurance process.
Recommendation and input from the case conferences should be incorporated in the client file. 

E. Crisis Intervention 

Crisis intervention services provide assessment and intensive short term treatment of acute medical, social, or
emotional distress impacting the clinical plan. The crisis may relate to any emergency need, drug use or over-
dose, domestic violence, etc. Irrespective of the nature of the crisis, it is the responsibility of the case manag-
er or CAHP provider agency to assist the client or family in developing the appropriate response to the situa-
tion. Crisis intervention should be designed to decrease the inappropriate utilization of hospital emergency
rooms by focusing the response more fitting to the identified crisis. The provider agency should have a crisis
plan or crisis manual in which emergency responses are outlined. Each patient should be given a crisis plan,
with information on how to receive emergency medical and psychosocial services. The patient's signature
should be obtained to indicate receipt of such a plan. 

F. Case Disposition/Case Closure 

Case disposition/exit planning/case closure refers to a major change in the level of service provided to a
client by the agency. The case manager should prepare a final assessment summarizing all activity on the
case to date. The case manager should document the reason for case closure in the medical record. Case clo-
sure occurs when:

• the patient transfers to another health provider;
• the patient dies;
• reasonable efforts to locate the patient by phone, telegram, letter or in person have been unsuccessful and



the patient has been lost to contact for a period of greater than one year despite repeated attempts to
locate the patient;

• the patient no longer wishes to receive case management;
• the patient is repeatedly uncooperative with the service plan, violent, or discharged from the agency due

to disciplinary actions. 

VI. Quality Assurance

The quality of care management program developed by the CAHP agency must include a review of the appropriate-
ness of case management services, including but not limited to the adequacy of care plans and care plan reassess-
ments. Quality reviews of case management services should occur on a quarterly basis and include a representative
sample of case management records. 

Standards for the Case Management of Persons with HIV in AIDS Centers Revised Fall 1994 

I. Introduction

To describe New York's AIDS Center case management program for patients with AIDS and HIV related illnesses,
the Department of Health brought together case management personnel from designated AIDS centers and appli-
cant hospitals. The charge to this committee was to develop measurable guidelines for AIDS specific case manage-
ment to assist the AIDS Centers in operationalizing their programs consistent with AIDS Center Standards. 

These Case Management Guidelines were originally developed in the Fall of 1988 and released during the Summer
of 1992. Several factors have required the revision and updating of the case management guidelines: the shift of the
epidemic from an acute to chronic care focus; the emergence and growth of case management as a specific service
both within hospital and community-based settings; the significant increase of cases of HIV infection among eco-
nomically disenfranchised communities; and New York State's experience with case management gained through
the AIMS System and through the oversight of other AIDS Institute funded case management programs. In addition,
these guidelines are based upon the updated AIDS Center Standards with which all members of the multi-discipli-
nary team should be familiar, and in particular Standard 17, which defines the inpatient case management process
as the assessment and development of an initial service plan, multi-disciplinary care coordination, crisis intervention
and counseling, and discharge planning coordinated by the case manager. Standard 17 also describes the outpatient
case management process and provides guidelines for determining eligibility for case management in the outpatient
setting, with emphasis on developing linkages and coordination with community-based case managers. These
guidelines are intended to strengthen the ability of Designated AIDS Centers to conduct quality case management
programs and increase coordination with community-based case management resources. 

The complex issues associated with HIV-related illness require a comprehensive and coordinated approach to care.
The HIV epidemic has necessitated the evolution of case management systems capable of addressing the multiple,
complex and changing needs of persons with HIV infection. Case management plays a pivotal role in ensuring early
medical intervention and continued monitoring for persons who face many barriers to accessing both medical and
social services. In a fragmented services system, where the compliment of needed services is diverse, the role of the
case manager is central. AIDS Center case management encompasses addressing the needs of the individual within
inpatient, outpatient and community settings. The hospital-based case manager must promote the patient's inde-
pendence by working with the patient and existing support system to help the patient to learn to negotiate a com-
plex service system. Of equal importance, the case manager must work cooperatively with community-based case
managers and service providers on behalf of the patient, ensuring the role of each is clear and non-duplicative. 

Case management is a multi-step process focusing on coordination and expedient access to a range of appropriate
medical, psychological and social services for the client and family. The goal is to promote the independent func-
tioning of the individual to the fullest degree possible. The case management process consists of assessing specific
medical, psychological and social needs and strengths; developing an individualized service plan; obtaining the
services specified in the plan; monitoring the patient's status; and, making necessary adjustments in the plan as the
patient's service needs and resources change over time. 

Family-centered case management services should be rendered to all patients, evaluating needs in the context of the
patient's family and/or personal support network. In the case of infected mothers and children, AIDS Centers should
ensure that case management services are available and promote coordination between obstetrical and pediatric
services. Where more than one member of a family is eligible for AIDS Center case management, coordination of



case management plans and services should be evident in the case record. AIDS Centers should incorporate con-
cepts related to family-centered care into their educational programs to sensitize staff to the needs and problems of
families affected by HIV disease. 

II. The Case Manager

The case manager identified to the patient will be a professional staff member such as a social worker, nurse, physi-
cian's assistant, physician, or other qualified person involved in the multi-disciplinary team caring for the patient. To
the extent possible, case managers should be assigned full-time to case management responsibilities. The case man-
ager, in consultation with the patient and his/her family or personal support network, will carry out functions as
defined in Section IV. Other personnel, such as a case management technician, community liaison worker, or other
paraprofessionals may assist in performing the functions of case management, under the supervision of the case
manager. 

Collaboration with an identified case manager in a community-based setting should routinely occur whenever possi-
ble. The patient, or primary caregiver in the case of a child, should be kept apprised of the specific responsibilities
assumed by the respective case managers. 

III. Documentation

The Designated AIDS Center case manager shall be named in the record. The record should also show evidence of
coordination among multiple case managers when this responsibility is shared among case managers in the hospi-
tal's inpatient and outpatient departments, and in community-based settings. In these instances, the service plan
must document how coordination of efforts will be achieved, delineating respective responsibilities and tasks
among the involved case managers. Although case management records may be kept in a separate location, this
information should be readily accessible to the multi-disciplinary team, case management staff and to quality assur-
ance and utilization review staff. Such documentation must include the comprehensive needs assessment; the initial
and updated service plans; monitoring and progress notes including evidence of multi-disciplinary care coordina-
tion, and crisis intervention. AIDS Centers are encouraged to develop standardized forms for case management
using the minimum data set included in this document. 

In addition to the documentation requirements noted throughout these guidelines, adequate documentation for case
management services delivered on an outpatient basis must be maintained in the record. Required documentation
includes:

a--the date of service 
b--name of the person providing the service 
c--description of the case management service 

IV. The Case Management Process: Inpatient Case Management

A. Eligibility 

The facility should identify all eligible AIDS Center patients, as referenced in the AIMS Administrative Memo
#91-01 dated June 25, 1991. 

B. Intake 

At intake, initial information is collected and serves as the basis for initiating a comprehensive needs assess-
ment. The intake includes confirmation that the Designated AIDS Center case management program has been
fully explained to the patient, emphasizing that the service is client-centered and intended to help the patient
receive the full range of medical and psycho-social services needed. While written consent is not required to
receive case management services, patients have the right to refuse to participate in the case management
program. This decision should be documented in the record. However, the AIDS Center retains responsibility
for re-offering case management services when upon readmission there has been a significant change in the
status of the patient, and/or the multi-disciplinary team recommends that such services are needed. 

In the event of the refusal by an attending physician to permit the AIDS Center to assume case management
responsibility for his/her patient, the AIDS Center is not released from case management responsibilities as
outlined herein. Only the patient may refuse case management services. Team members should discuss the



case management process with the patient to determine the patient's interest in receiving case management
services. In the case of a patient incapable of making an informed decision due to his/her physical or mental
status, the individual with legal responsibility for the patient must be consulted to determine if case manage-
ment services will be accepted. The decision should be documented in the record.

C. Assessment/Reassessment 

Assessment is the collection of information about the patient's physical and psychological condition with
identification of current problems and needs as well as strengths and available resources. The assessment
process includes recording specific information on the patient's clinical status, mental health condition, hous-
ing, home care, nursing facility care, other social service needs, and resources available to the patient.
Further, the assessment should include a discussion with the patient to determine if they need more informa-
tion about preventing the transmission of HIV. 

During the assessment process, the patient, and others as appropriate, including family member(s), significant
others, members of the support network, as well as appropriate members of the multi-disciplinary team, par-
ticipate in an interview with the case manager. Existing community-based case managers should also be con-
tacted to participate in the assessment process either by attending the interview or through subsequent dis-
cussions initiated by the AIDS Center case manager, which should be documented. In instances where an
assessment has already been done in the out-patient or community-based setting, transfer of records should
occur with patient consent as required. Involving existing community-based case managers in the assessment
process is essential to clarify roles and coordinate efforts. Since community-based case managers often visit
the home and can assess the home environment, their involvement is important to a full assessment of the
patient's needs and resources. 

For first admissions, the intake and assessment processes should be underway within 5 days of identification
of the patient as AIDS Center eligible. For patients readmitted, a reassessment to update service needs and
available support systems, should be conducted when the hospital stay lasts at least five days or the patient
exhibits significant progression of illness or there is a significant change in psychosocial needs. The reassess-
ment should also address progress in meeting the needs included in the Service Plan (which is described
below). Further, information obtained through the reassessment process should be used to update the Service
Plan as appropriate. The reassessment process should include appropriate and documented consultation with
other involved case managers to update information and ensure continued coordination. 

D. Multi-disciplinary team care 

The multi-disciplinary team approach allows for the development of a comprehensive assessment and service
plan addressing the needs of the patient. The involvement and support of all disciplines, including clinical,
psychosocial and other ancillary personnel in the multi-disciplinary case management team process, is vital to
the effective functioning of the team and for successful case management of the patient. 

AIDS Centers are encouraged to conduct team meetings on a regular basis for inpatients receiving case man-
agement services and to document the most current information on the patient's needs, plans to address
those needs, and respective responsibilities of team members. Involved community-based case managers
should be included in multi-disciplinary team meetings whenever possible. 

E. Crisis Intervention and Counseling 

Crisis intervention and counseling services should be provided to AIDS Center patients as necessary. These
services may be required prior to the completion of the assessment and the development of the initial service
plan. The delivery of such services should be documented in the patient chart, and integrated into the service
plan as described below. 

F. Initial Service Plan Development 

Development of the initial service plan is the translation of assessment information including needs and
short- and long-term objectives, into resources and specific services, indicating the responsible person and
timeframes to reach each objective. The case manager coordinates development of the service plan by the
multi-disciplinary team in consultation with the patient, his/her family and support network, and any existing
community-based case manager. For children and adolescents, the parent(s) or primary caregiver should be



consulted in service plan development. Consistent with their level of maturity and emotional state, adoles-
cents should be consulted in the development of their service plans. 

The case manager and multi-disciplinary team promotes family-centered service planning by addressing the
patients' needs in the context of his/her family and personal support network. At a minimum, services to be
considered include: substance use treatment, rehabilitative services, follow-up for tuberculosis prophylaxis
and/or treatment, nutrition, dental, infusion therapy, family planning, prenatal care, mental health, housing
and entitlement assistance, home care, adult day care, nursing facility care, hospice, respite, caregiver sup-
port, transportation and homemaker services. In addition, specialized services for children and families, such
as: day care, foster care, adoption, neurodevelopmental, educational, and transitional residency. Special serv-
ices may also be necessary to address the specific needs of inmates and parolees should be considered. 

In addition, the plan must include an evaluation of the extent to which the patient or patient's personal sup-
port network can provide or arrange for the service needs of the patient. The service plan should emphasize
the provision of services which bolster the independence and autonomy of the patient and his/her support
network. The service plan should specifically address how crisis intervention and counseling services will be
provided in collaboration with any other involved community agencies. The service plan should be written
and identifiable in the record. 

The development of the service plan begins during the initial patient stay as an AIDS Center patient. Short-
term objectives and service needs must be addressed while an inpatient and, at a minimum, include the coor-
dination of services identified in the clinical care plan and the development of psycho-social services
required during the inpatient stay and upon discharge. Dependent on the patient's length of stay, develop-
ment of long-term objectives may begin while an inpatient with follow-up and implementation occurring in
the outpatient setting. Development of the service plan should be coordinated with either the AIDS Center's
outpatient case manager or an existing community-based case manager. When intake and assessment proce-
dures identify a patient who is receiving HIV-related case management services from a Community Service
Program or other community-based organization, case management activities and responsibilities must be
coordinated. With required patient consent, transfer of assessment and service plan records should occur. In
addition, it is the responsibility of the inpatient case manager to insure that, upon discharge, the patient is
linked to an ongoing case management source, transferring responsibility to a case manager in the outpatient
department, clinic, or other community-based agency. The patient should participate in this decision making
process. The transition of ongoing case management responsibility should be documented in the record. This
documentation should include an indication that the community-based agency has agreed to undertake case
management responsibility for the client and in addition, that there was follow-up by the hospital-based case
manager within one week of such referral to assure that the patient was in receipt of case management serv-
ices. 

The service plan for each inpatient must encompass appropriate discharge planning, coordinated through the
case manager, ensuring compliance with all provisions of Section 405.9 of Title X of the Official Compilation
of Codes, Rules and Regulations of the State of New York. The discharge plan must address the patient's
post-hospital needs, which may include home health care, personal care and homemaker services, tuberculo-
sis management, adult day care, nursing facility care, hospice residential living services, or specialized servic-
es for children and families such as day care, foster care, adoption, developmental and education services.
Follow-up to ensure receipt of services ordered upon discharge should occur within one week after the
agreed upon service delivery date. However, when life-sustaining services have been arranged through a
home care referral, follow-up should be within 24 hours after the initiation of the service. 

The patient's concurrence with the service plan and/or refusal of any part of the Plan should be documented.
At a minimum, the Plan should include documentation of: 

1. Service needs or problems 

2. Objectives for each need or problem 

3. Services to meet each need or problem 

a. relevant patient and support persons' resources 

b. nature of service 

c. frequency of service

d. duration of service 



e. timeframes within which services are to be provided

f. provider of service (name or agency)

g. payor

4. Notes on the availability and appropriateness of each service, and alternative plans, if appropriate. 

5. Notes on how crisis intervention and counseling services will be provided in collaboration with other
involved community agencies. 

G. Case Disposition 

The Center's case management responsibility for discharged patients terminates 30 days post discharge in the
following instances: 

• the patient will not be followed medically in the outpatient department; 
• the patient is assessed as having no unmet service or case management needs and has an intact support

system; 
• a referral is made to a community-based case manager that is capable of assuming primary responsibility

for the case with appropriate follow-up by the hospital based case manager as described above. 

Otherwise, case management begins at the time of entry into the AIDS Center system and continues until: 

1. the patient declines to participate in case management; 

2. the diagnosis of HIV illness is ruled out; 

3. the patient relocates outside of the Center's service area; 

4. the patient transfers to another AIDS Center for ongoing care; 

5. the patient is admitted to a hospice or nursing facility; 

6. the patient expires; or 

7. reasonable efforts by phone, telegram or in person have been made for 90 days to locate the patient and
he/she does not appear for outpatient visits. 

Upon patient request and with patient consent, consistent with confidentiality requirements pursuant to
Article 27-F of the Public Health Law, transfer of case management records should be forwarded to another
agency selected by the patient to provide case management services. Appropriate information to be consid-
ered for release includes: intake, assessment, service plan, monitoring and reassessment documentation. The
case management records of patients no longer receiving AIDS Center case management services should be
handled according to hospital policies and procedures. 

V. Outpatient Based Case Management

A. Eligibility for Ambulatory Case Management 

Ambulatory case management as defined in these guidelines is required for all HIV clinically ill AIDS Center
patients as referenced in AIDS Admission Criteria and AIDS Center Standards, including HIV infected and
asymptomatic pregnant women, children and adolescents, who meet the following requirements: 

1. have needs for assistance with any of the following: housing, substance use, entitlements, tuberculosis
treatment, health services, home care from other than a CHHA, or negotiating the health and human services
resulting from the lack of an intact support system, and

2. are not currently receiving ambulatory case management services from an identified case manager in the
community such as: 

• COBRA/Community Follow-up Providers 
• Community Service Programs 
• Community-Based Organizations 
• Certified Home Health Agencies 
• HIV Adult Day Treatment Programs
• Long Term Care Facilities 



• Other community-based organizations that have implemented a case management program. (e.g., the HIV
Women's Supportive Services Initiative or an HIV Multi-service agency). 

For HIV+ asymptomatic persons who are not determined to be AIDS Center eligible, an initial assessment of
need should be completed and if a need for ongoing case management is indicated, a referral and linkage
should be made to a community-based agency. To determine which of the outpatient-based patients require
ambulatory case management, the outpatient-based case manager should conduct an assessment as follows: 

a. for any former AIDS Center inpatient, the outpatient-based case manager checks the patient's record, com-
municates with any involved case manager (inpatient or community-based), and assesses current needs and
available support systems. 

b. for any outpatient new to the AIDS Center, the outpatient-based case manager conducts an assessment to
determine needs and available support systems, and whether there is involvement of a community-based
case manager.

Case management over the long term for outpatients meeting the above criteria may be provided either by
the AIDS Center case manager or, with the patient's agreement, by assisting the patient in linking with a com-
munity-based case manager. In the event that the outpatient-based case manager determines that ambulatory
case management services are not needed by the patient, the basis for this decision must be documented in
the patient's chart. 

B. Crisis Intervention and Other Services 

All AIDS Center outpatients will receive crisis intervention to assist with immediate problems presented dur-
ing the course of outpatient follow-up. As an AIDS Center patient receiving case management services in the
community advances to more serious illness, it may be appropriate and desirable for the ambulatory case
management responsibility to be assumed by the AIDS Center. 

All AIDS Center patients should be advised of the name of a person within the AIDS Center to contact
should their needs change and they wish to receive case management from the AIDS Center. 

C. Intake/Assessment 

The assessment process in the outpatient setting is carried out in a manner consistent with the inpatient
based assessment process (IV.C above). The intake and assessment should be completed by the second HIV-
related outpatient visit, following that, the decision on whether the patient will receive ongoing ambulatory
case management services at the AIDS Center will be documented in the patient record. If the patient is to be
case managed by another agency, the name of the agency, case manager and referral should be documented. 

D. Service Plan Development

If the patient is to be case managed in the outpatient setting, the development of the service plan is to pro-
ceed as outlined in IV.F above. An identifiable service plan should be documented in the record by the third
HIV-related outpatient visit, and no later than 30 days from the initial intake interview. 

E. Implementation of the Service Plan 

In implementing the service plan, the case manager assists the patient and his/her support network in obtain-
ing needed services. Wherever possible, this assistance should focus on helping the patient and support net-
work learn to negotiate the delivery of needed services. The service plan may be modified at any time based
on the patient's status and/or to accommodate necessary changes in the original plan. Any such changes
should be noted in the record. 

To implement the service plan, the hospital-based case manager ensures each of the following activities are
carried out, either by him/herself, by the patient, the personal support network, other members of the multi-
disciplinary team, or an existing community-based case manager: 

1. contacting service providers, either by phone, in writing, or in person, to arrange for needed services; giv-
ing service providers accurate and complete information about the service(s) they are expected to provide



and the services provided by others; 

2. assisting the patient in making applications for entitlements, and in negotiating needed health and human
services; 

3. confirming service delivery dates with providers; 

4. documenting services that are not available or cannot be accessed.

Progress notes should be maintained in the record and should describe activities to obtain services and
include the contracts made, frequency of contacts, outcome or status of efforts to obtain services, and plans
for continued follow-up, if indicated. The patient's and support persons' progress in obtaining services should
also be noted. Documents needed by service providers in order to initiate services are completed and for-
warded, and a copy placed in the record. Examples include nursing facility applications, physician orders for
home health care, the Medicaid home care application form, etc. When the services are arranged, a schedule
of services to be provided and arrangements for weekends, evenings and emergencies, shall be given to the
patient or his/her representative.

F. Monitoring 

Monitoring is contact between the case manager and the patient or representative. Other members of the
multi-disciplinary team, the patient's support network, other case managers and service providers should also
be contacted when necessary. The purpose of these contacts is to assure that services are being delivered
according to the service plan. 

Monitoring contacts may include consulting with inpatient or outpatient department personnel or contacts by
phone or in person with the patient or representative, service providers and/or community-based case man-
ager(s). For any problems noted during monitoring, appropriate follow-up should be initiated by the AIDS
Center case manager to address the problem. 

Monitoring occurs as follows:

a. Monitoring contacts will be made as needed, (e.g., when initiated by patient, support person or service
provider). However, the patient should be seen at least once every 90 days to support the reassessment
process as noted in Section V.G.

b. AIDS Center case managers must make reasonable efforts to engage patients in care and to locate persons
who do not appear for outpatient visits or who are otherwise lost to monitoring contact. In addition, as con-
fidentiality permits, the AIDS Center will contact other care providers to determine the whereabouts of these
patients. Such contacts may be made by phone, telegram or face to face visits. 

c. For patients accessing the emergency room or in crisis for other reasons, the Center, as required under
AIDS Center Standard 3, must develop a routine system of communicating emergency room service reports to
a member of the multi-disciplinary team. Upon receipt of this information, the case manager should deter-
mine if reassessment of the patient's medical or social needs is necessary. If a determination is made not to
reassess the patient, there must be documentation in the record to support that decision.

G. Reassessment and Update of the Service Plan 

A reassessment is a formal re-examination of the patient's condition, needs and resources to identify changes
which occurred since the initial assessment or most recent assessment. The reassessment measures progress
toward the desired goals outlined in the care plan. Reassessment information is used to prepare a new or
revised service plan, or to confirm that the current service plan continues to be appropriate. The service plan
should be updated as a result of the reassessment process. Update of the service plan may also occur as a
result of changes in patient's needs, or information from monitoring contacts when changes are not signifi-
cant as to require a formal reassessment. 

The reassessment includes all activities of the initial assessment. The reassessment should be in an identified
format and documented in the records. The service plan should also be modified based on the reassessment
and documented in the record. Update of the Service Plan includes all of the activities of service plan devel-



opment described above. A formal reassessment and service plan update should occur every 90 days (3
months), or whenever a significant change in the patient's status has occurred as described below. Significant
changes in status include: 

a. significant change in the patient's clinical, psychological or functional status; 

b. death, illness or hospitalization of the patient's family member or caregiver(s), or a condition that impairs
their ability to provide for the patient's physical and/or emotional needs; 

c. loss of domicile, entitlements, or other essential services; 

d. emergency room use or other medical crisis; 

e. substance use or relapse 

f. pregnancy or birth of a child.

Monitoring, reassessment, and implementation of the updated service plan continue on an ongoing basis for
as long as the patient continues to access case management services at the AIDS Center. 

VI. Operational Issues

A. Continuous Quality Improvement 

In accordance with AIDS Center Standards, a quality assurance program specific to case management should
be developed in the Center. Quality assurance protocols developed from these guidelines should be applied
to the case management service. Centers should utilize the results of case management reviews conducted by
the AIMS Utilization Review Agent to periodically review and assess case management staff performance.
Centers may also select to implement a peer review process specifically for case management staff to meas-
ure the achievement of case management goals. Centers should take steps to implement continuous quality
improvement activities through these and other measures of performance, and revise procedures to improve
case management services as needed.

B. Caseload Ratio 

Facilities will be expected to staff the case management program consistent with Department of Health reim-
bursement methodologies, and with the staffing exercises conducted by the AIDS Institute Case Management
Unit. These staffing exercises resulted in recommendations of an inpatient caseload ratio of 1 to 14, and an
outpatient caseload ratio of 1 to 60. 

C. Staffing 

The AIDS Program Director is responsible for ensuring the delivery of case management services to AIDS
Center patients. Case management staff should be accountable to the AIDS Program Director. Case
Management staff should have accessible private locations in which to conduct interviews, counseling ses-
sions and telephone contacts. AIDS Centers are encouraged to make adequate space available for all case
management staff. 

As required under the AIDS Center Standards, ongoing stress management and psychosocial support should
be offered to case management staff caring for persons with HIV disease. Crisis counseling and other support
services should also be available for staff. 

D. Service Linkages 

As required under Standard 17, Centers should determine how to strengthen linkages between inpatient and
outpatient and community-based case management staff. Formal written plans should detail how inpatient
case management information will be transferred to and shared with outpatient and community-based case
management staff and vice versa, as well as how case management responsibility will be coordinated
between these different settings. 

As part of the effort to better coordinate service provision for AIDS Center patients, the Center should partici-
pate in the local Ryan White Care Networks where they exist. In particular, appropriate Center staff should
participate in the Case Management Committee operated by the Network to address systemic issues relating



to case management in the locality, as well as to participate in case conferencing for clients case managed by
more than one agency. 

In accordance with AIDS Center Standard 9, the Center must advise the community of the range of HIV serv-
ices in the community and the availability of case management services for Center eligible patients. Linkages
to other case management resources should be made to refer patients who are not eligible for AIDS Center
case management services. 

VII. Tuberculosis: Case Management Considerations

Treatment, Follow-up Planning and Coordination: 

1. Follow-up care arrangements should be in place for all TB patients before release from the hospital. 

a. Such arrangements should be made by the case management team. 

b. Social Service needs that are crucial to continued care include evaluation of Medicaid eligibility, coordina-
tion of the Medicaid application, if necessary, and determination of housing needs. 

c. The treating facility of patients in drug treatment programs should be notified of the patient's diagnosis and
therapeutic regimen. Laboratory data and treatment information should be made available to the treating
facility. 

Directly observed therapy (DOT) at the drug treatment program should be strongly encouraged and facilitat-
ed. 

d. Any time a patient with suspected or confirmed active TB leaves the hospital against medical advice, the
local health department must be notified within 24 hours.

2. The case management intake and assessment process should include an evaluation for likelihood of completing
anti-tuberculosis therapy. 

a. Factors that make compliance less likely include 

1. a history of poor clinic attendance; 

2. a history of previous non-compliance with therapy; 

3. mental health problems; 

4. uncertain housing status; 

5. use of alcohol and/or drugs

6. lack of informal supports;

7. history of incarceration.

b. Patients unlikely to complete routine therapy should be placed on directly observed therapy (DOT), coor-
dinated through the multi-disciplinary team.

c. The case manager should arrange for follow-up care insuring that drug susceptibility tests have been
obtained to determine the appropriate drug regimen, and that test results are provided to the physician or
clinic responsible for outpatient medical care. The case manager should educate the patient regarding risks of
relapse and development of multiple drug resistant TB if treatment is discontinued.

3. Housing status must be taken into account during the case management process. 

a. Unless adequate provisions for AFB isolation can be arranged at the accepting facility, patients with active
TB should be non-infectious before being eligible for placement in a non-isolation setting, as described in
2.C. Such settings include:

1. the home care setting where family members or significant others are likely to be exposed;



2. group situations where others, including immunocompromised persons are likely to be exposed; or

3. other congregate settings such as

(a) nursing homes,

(b) jails, and

(c) drug treatment centers.

b. Verification of non-infectious status should be provided to the living setting or agency providing home
care services.

4. Assistance should be provided in arranging for screening of household/family members, especially children and
others infected with HIV. 

5. Along with mandated reporting, active communication and coordination with local public health authorities is
necessary to improve the likelihood of completion of therapy. 


