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Case Management Training Content

• Based on findings from our previous surveys and 
interviews, this training will cover the following topics

• Overarching case management philosophy 

• Client identification 

• Holistic assessment

• Resource connection 

• Evaluation

• Evidence-based case management 



Philosophies of Case Management

Overview

PHILOSOPHIES

• Using a client-centered approach

• Strengths-based case management

• Harm reduction vs. abstinence

• Motivational interviewing

SKILLS

• Foundation skills to display philosophies



CLIENT – CENTERED APPROACH



Bronfenbrenner’s Ecological Systems Theory

• “Individuals are perceived as a system composed of biological, 
psychological, and emotional dimensions…individuals are 
perceived as interacting with others. Individuals, in turn, 
influence their social environment,” (Poulin, p.32) 

• Dysfunction can happen within any system which can limit 
people from reaching their individual potential

• Assumption: We require adequate resources and positive 
transactions between people and environments; interventions 
must be directed to all systems that impact problem



Ecological Systems Perspective

• Work to increase the fit 
between individual/family 
needs with available 
resources in the 
neighborhood, community, 
and other social systems

• Work simultaneously with 
other systems within the 
environment to improve 
outcomes

• Focal system- the 
identified client
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Person in Environment (PIE)

Person
(Individual, 

Family, or Small 
Group)

In (Transactions 
between the 

individual and 
environment)

Environment

(Family, 
Neighborhoods, 
schools, work, 

community 
organizations, 

larger systems)



The Client Oriented Practical Evidence Search Process

Question
Literature 

Search

Critically 
Appraising 
Evidence

Apply the 
Evidence 

with 
Guidance 

from Client 
Preferences

Reevaluate 
Evidence and 

Modify 
Future 

Practice
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Integrating Conceptual 
Perspectives

• Seek to integrate the core themes from these different 
frameworks by using

• A meta-systems framework 

• A bio-psycho-social-spiritual perspective in working with 
individuals and families 

• A strength orientation to change

• A perspective that values diversity and cultural norms 

• An emphasis on informed practice that incorporates emerging 
evidence

• An awareness of how the various service sectors may influence 
outcomes.
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STRENGTHS-BASED CASE 
MANAGEMENT



Strengths Based Perspective

• Identify:

• Inherent strengths

• Resources  

• Coping skills

• Clients are capable of change

• Collaborative practice

• Active participation required by clients

• Clients as problem-solver

• Empowerment

• Helps us see beyond the deficits



Underlying Assumptions Inherent in 
Strengths Based Model

• Everyone has abilities, capacities, 
talents, and competencies

• People have an inherent capacity 
for growth and change

• Life traumas may have a negative 
impact on people’s lives but they 
can also serve as a source of 
growth

• The upper limits of people’s ability 
to grow and overcome adversity is 
unknowable

• Problems do not reside within the 
person, but occur in the 
transactions within and across 
systems

• People are experts on their own 
lives

• People’s friends, families, and 
communities are resources that are 
or can be made available

• Growth is future focused on what is 
possible

• Mastery and competence are best 
attained within a supportive 
process

• People generally know what will 
and will not be helpful in 
overcoming the challenges they 
face

Miley, O’Melia, & DuBois, 2011; Sheafor & Horejsi, 2012)



HARM REDUCTION



https://harmreduction.org
/about-us/principles-of-
harm-reduction/



MOTIVATIONAL 
INTERVIEWING



MI Philosophy

MI is:
• Directive
• Explores and resolves 

ambivalence
• Based on Stages of 

Change
• Assumes motivation can 

change
• Goal oriented
• Aims to examine 

differences between 
current behaviors and 
goals



Spirit of MI 

The spirit of MI is critical and includes: 

• Collaboration. Using a collaborative approach to working with 
clients, which involves a partnership that honors the client’s 
experiences and views. The emphasis is on creating an 
environment that is conducive to change rather than telling or 
convincing clients that they must change. 

• Evocation. Drawing out knowledge and perceptions of clients 
about their own situations including resources, strengths, 
reasons to change, and internal motivation to change.

• Autonomy. Respecting autonomy by affirming clients’ right 
and capacity to choose whether or not to change in every 
situation. 



MI Skills

You may find it helpful to use tools such as the OARS, 
which will assist us in enhancing our client’s motivation 
for change. OARS stand for: 

O = using Open-ended questions 

A = Affirming the clients 

R = Reflecting on the dialogue 

S = Summarizing what has been said 





GENERAL SKILLS



Types of communication

Non-Verbal Verbal Written

Empathy

Authenticity

Validation

Listening

SOLAR

Empathy

Authenticity

Validation

Open Questions

Closed Questions

Documentation



Communication errors

 Being patronizing or condescending
 Interrogating rather than 

interviewing
 Focusing on oneself rather than the 

client
 Failing to pay attention to all 

aspects of the client’s 
communication

 Interrupting frequently
 Failing to listen or selective 

listening
 Stereotyping people or groups
 Assuming an inappropriate degree 

of formality or informality
 Neglecting to consider the cultural 

meaning of the interview to the 
client

 Suggesting solutions based on 
incomplete information

 Using absolutist terms (“always” or 
“never”)

 Speculating without adequate 
information

 Confronting before establishing a 
relationship

 Pushing for action before the client 
is ready

 Using clichés and jargon
 Criticizing other people or groups
 Displaying inappropriate emotions



Culturally Sensitive Communication

• Effective interpersonal communications are among the most 
difficult activities human beings undertake. Our clients are 
diverse, and we must be skilled at culturally sensitive 
communication. People tend to ascribe different meanings to 
verbal and nonverbal expressions based on their culture. 

At a minimum:

 Ask clients for their cultural input

 Give clients the opportunity to decline to identify themselves 
according to a group

 Ask for information only when it is really needed



NON-VERBAL SKILLS



Visibly Tuning in:

The Importance of 

“Empathic Presence”

Visibly tuning in to others contributes to the 

intensity of  your presence with the client. It is an 

expression of  empathy that tells clients that you are 

with them, and it puts you in a position to listen 

carefully to their concerns. Your attention can be 

manifested in both physical and psychological ways.



Nonverbal Communication and Body 
Language

 Body language should be congruent with verbal language

 Body language of social workers should communicate 
attention to and interest in the other person

• Adopt an open body position in the beginning of interviews

• Adjust body language to suit the clients and their situations

 Attending encourages others to express themselves as fully 
and freely as possible

• Attending: Process of nonverbally communicating to others that one 
is open, nonjudgmental, and accepting of them



Nonverbal Communication

• What matters?

• Posture, facial expressions, eye contact, body positioning

• Inconsistencies between verbal and nonverbal

• Personal space

• Attire

• Office space and decor



SOLER Skills

• Face the person Squarely

• Assume an Open body position

• Lean slightly toward the client sometimes

• Maintain Eye contact

• Exhibit nonverbal communication in a Relaxed manner



Listening – Gone Wrong

• Non listening—being distracted by environmental 

things. Distracted by what you will say next.

• Partial Listening—helper picks up bits and pieces but 

not all points clients is attempting to make.  It’s phony!

• Tape-Recorder Listening—don’t’ attempt to repeat 

every word. Seen as being present…but not present.

• Rehearsing—thinking about how to respond to the 

client causes the helper to stop listening



What are we Listening For?

• Context

• Key Messages and Feelings

• Listening and Processing for red flags, 

inconsistencies, consistencies, strengths, 

resources

• What's Missing



VERBAL SKILLS



Verbal communication impacts clients:

 Words chosen

 Sound and pitch of voice

 Rate and delivery of speech

 Use of language

 What is disclosed

 What we learn

 How we intervene



Effective communication:

 Use easily understandable words

 Avoid evaluative terms, such as good, bad, okay

 Avoid jargon, inferences, speculation, and labels

 Use words that are descriptive rather than inferential

 Do not generalize people based on their ethnicity, gender, 
class, etc.

 Adopt a speaking style that is moderate in tone and speed of 
delivery

 Use speech to convey that you are truly interested in what the 
client has to say



Asking questions

Types of questions

• We use different kinds of questions to gather information:

• Open ended (e.g., "Can you tell me about your job?“)

• Closed ended (e.g., "What do you do for a living?“)

What are the BEST kinds of questions?

It depends!



https://www.youtube.com/watch?v=B0Xv6Tb2k0E



Empathy IS

• Essential to the helping relationship and building 
rapport

• Perceiving accurately and sensitively inner feelings 
of clients (explicit and implicit)

• Exploring underlying emotions and the meaning 
and significance of them

• Communicate that understanding (expand on your 
affective vocab!)—communication is both verbal 
and nonverbal

• Capturing emotions and their intensity accurately



Empathy IS NOT

 Based on judgment or bias

 About how you might feel

 Agreement

 Always a re-statement (parroting)

 Sympathy



Empathy vs. Sympathy vs. 
validation

Empathy
“The act of perceiving, understanding, experiencing, and responding to the emotional state 
and ideas of another person.” (Barker, 2003)

Ex: “It sounds like this is really tough on you. I can’t even imagine what that must be like. 
You’re expressing physical pain and discomfort but it also seems like your confidence was 
shaken as well. Let’s talk about strategies that might help mend your confidence while you 
physically recover.”

Sympathy
“The act or power of sharing the feelings of another. A feeling or an expression of 
pity or sorrow for the distress of another; compassion.” (American Heritage Dictionary, 
2002)

Ex: “I know exactly how you feel. I had a similar experience happen to me”

Validation
Our ability to communicate to clients that how they feel, what they think, and what they do 
make sense.



Becoming Empathetic

 Clarify the meaning of emotions or words used to describe 
feelings

 Discuss contradictions (verbal and nonverbal 
discrepancies)

 Always allow clients to disagree—use tentative language

 Watch for clients’ responses (verbal and nonverbal)

 “Lean into” client emotions (including anger)



Questions for Helpers on Visibly Tuning in to Clients

 What are my attitudes toward this client?

 To what degree does my nonverbal behavior indicate a 

willingness to work with the client?

 What attitudes am I expressing in my nonverbal behavior?

 What attitudes am I expressing in my verbal behavior?

 To what degree does the client experience me as effectively 

present and working with him or her?

 To what degree does my nonverbal behavior reinforce my   

internal attitudes?

 In what ways am I distracted from giving my full attention to this 

client? How might I be more effectively present to this person?
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IN SUMMARY….



Client Identification: 
Outreach

• Scope of reach: who are we looking to connect to?

• Local legislation and programming: who is the community 
looking to connect to?

• Get out there: Meeting clients where they are at

• Team or individual approach

• Team elements: who, what, why?

• Opportunity: Collaboration and partnerships with other 
providers in your community

• Repeat: Engaging new clients often unfolds over several 
meetings



Client Identification:
Referral

• Identifying appropriate services and level of care

• Prioritization: what are the most pressing needs in your 
community?

• Client-led goals

• Limited resources pose a challenge (see resource connection)

• Exiting homelessness often involves multiple agencies and 
players beyond the outreach team

• Community partnerships! 



Holistic Assessment

• Engagement skills 

• Biopsychosocial assessment

• Develop rapport during assessment 

• Suicide 

• Substance Use – SBI and SAMHSA

• Assessing for barriers





Core Values That Guide Engagement and
Relationship-Building Efforts

Practice decisions

are

well reasoned.

Truth is valued

over

ignorance.

Critical discussion and

testing

of claims is valued.

Decisions are data

based as

well as theory based

Individual differences

are considered.

Self-knowledge

that contributes to

well-reasoned decisions

is sought and used.

Words correspond

with actions.

Ruffolo, Direct Social Work Practice



Five Core Relationship-
Building Values

Building Hope

Recognizing Consumers

and Families as

Experts in Their Own

Experience

Emphasizing

Personal Choice

Establishing a

Collaborative

Partnership

Demonstrating

Respect

Ruffolo, Direct Social Work Practice



Alliance Building

• In alliance building, it is imperative that we focus on 
and make conscious efforts to develop a relationship 
between the social worker and the client

• Building rapport is a collaborative effort

• It does predict positive outcomes

• The client’s perspective of the relationship is the 
most consistent predictor of a positive outcome 

Ruffolo, Direct Social Work Practice



The Therapeutic Relationship

• One of the most important contributors to therapeutic 
success

• Facilitating conditions: 
1. Use of empathy
2. Respect and warmth
3. Authenticity/Genuineness

• What are some barriers that may hinder the development of 
the relationship?

• Is our work doomed if a relationship is not created?



Engaging with Strengths Perspective

Tasks that you should use to ensure that a strength-based approach is 
utilized:

1. Convey one’s openness, respect, and curiosity about the 
clients’ culturally embedded perceptions.
2. Convene interventions as a collaborative process
3. Ask about and clarify the information presented
4. Use cultural resources and strengths 
5. Use clients’/families’ preferred help-seeking methods 
6. Use face-saving techniques 
7. Use language that implies the fewest assumptions 
8. Focus on what clients/families’ have done well
9. Focus on positive motivations for change
10. Establish meaningful goals 
11. Establish clear indicators of progress

Ruffolo, Direct Social Work Practice



Engage & Empowerment

Empowerment: a capacity-building process where clients… 

• increase their belief that they play an active role (i.e., taking 
action to solve their problems), 

• participate in decision making (i.e., seeing themselves as capable 
of making decisions and of feeling confident of the decisions 
they make), and 

• manage their situation to achieve a greater measure of control 
(i.e., being able to accomplish what they set out to do and 
making their plan work). 

Ruffolo, Direct Social Work Practice,



Engagement Skills: Nonverbal

Silence

• Types of silence:

• Thinking

• Confused/unsure what to say

• Painful feelings

• Dealing with issues of trust

• Quiet or shy

• Reached closure

Facial Expressions

• Mirror back to your clients

• Explore incongruence



Engagement: Questions

Types of questions:

• Open ended

• Closed ended

• Scaling Questions 

• Difference Questions 

• Accomplishment Questions 

• Goal Questions 

• Description Questions

Avoid leading and double-barreled questions….



The Right Question Approach

The Right Question Approach shifts our focus in the initial 
engagement process with clients and families from asking 
questions and finding answers or solutions to an approach where 
we:

• Support clients and families in defining their own questions, 

• Help them look for ways that they have already tried to solve 
problems, 

• Examine the solutions they have tried, 

• Work with them to advocate for their own priority needs and

• Provide information that empowers them to seek answers they 
need about their own situations. 

Ruffolo, Direct Social Work Practice



Engagement Skills: 
Seeking Concreteness

1. Types of responses that facilitate specificity of expression by 
clients

• Checking out perceptions

• Clarifying the meaning of vague or unfamiliar terms

• Exploring the basis of conclusions drawn by clients

• Assisting clients to personalize their statements

• Eliciting specific feelings

• Focusing on the here-and-now, rather than on the distant 
past

• Eliciting details related to clients’ experiences

• Eliciting details related to interactional behavior

2. Specificity of expression by workers



Roles & Engagement

• Advocate:  Represent or champion rights of a client

• Broker:  Locate and arrange services

• Case manager:  Coordinate service, casework

• Counselor:  Support & guidance

• Educator:  Provide info, train, teach

• Evaluator:  Bring perspectives together

• Investigator:  Careful, systematic search

• Mediator:  Communication link

• Therapist:  Specialized knowledge to improve coping or 
resolve issues



ASSESSMENT – APPROACH AND TOOLS



What is Assessment?

 A fluid and dynamic process that involves receiving, 
analyzing and synthesizing new information as it emerges 
during the entire course of a given case.

 A tool to reach an understanding about what causes the 
individuals or family members to partner with you in a 
change process and

 A way to construct a collaborative plan to work on the 
challenges identified through this process.



Assessment: A snapshot

 Both a process AND a product

 Assessment begins with the first appointment and ends at 
termination

 Gathering, analyzing, and synthesizing information

 “…complex working hypothesis based on the most current data 
available”

 Assessment Diagnosis

 Try to use multiple sources of information

 Don’t forget about strengths!



Assessment Influenced By

 Skill level

 Agency

 Information provided by client

 Theory

 Client’s concerns



Assessment: What is included?

• Descriptive information:

• Description of client system

• Issues/problems of concern

• Other factors related to client system and/or issues/problems

• Case formulation (tentative):

• Generate explanatory and change-oriented hypotheses by 
combining client’s perspective, theory, research, and your own 
knowledge

• Hypotheses will guide your work and the development of your 
plan of action



Assessment: What is included?

• Service agreement/Plan of action/Treatment plan:

• Develop goals and objectives 

• Goals should be: Specific, Measureable, Action Oriented, Realistic, Timely

• May need to engage your client to identify goals if they are  not readily 
apparent to him/her

• You may need to propose goals

• Who is involved in the change effort?

• Always get informed consent before referral!

• Identify potential resources/possible obstacles

• Identify the Action Steps (we will talk more about this…)

• Evaluate your work



Assessment

• Bring together: 
• Information learned from client
• Practice knowledge
• Theory 
• Empirical research
• Results of assessment tools 
• Direct observation
• Collateral information
• Client self-monitoring

• No ONE way to compile an assessment
• Dependent on agency standards and policy
• Dependent on stage of change (e.g., pre-contemplation, contemplation, 

preparation, action, maintenance) 



Assessment vs. Diagnosing

• Diagnosis

• Shorthand categorization based on specific criteria

• Positives: Common language about grouping of symptoms, 
facilitates research, identifies available treatments, names a 
condition

• Negatives: Self-fulfilling prophecies, obscures uniqueness of the 
individual, stigma

• Assessment

• Helps to describe the symptoms related to a diagnosis

• Helps to explain the client’s history, current situation 

• Helps to identify supports and resources to manage the 
symptoms



Assessment

• Observed vs. Reported

• Ideas vs. Conclusions

• Deduction vs. Induction

• Opinions vs. Facts

• Correlations vs. Causation



The Bio-Psycho-Social-Spiritual History

Behavior

Emotions

Cognition

Relations-
hips

Health/ 
Lifestyle

Self-
Concept

World 
Views

Life Goals
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Mind

Body



Descriptive Information

• Biopsychosocial Assessments

• BIO

• Physical health

• Physical presentation

• Access to healthcare

• Alcohol/other drug use or abuse

• PSYCHO

• Cognitive functioning/intellectual functioning

• Mental health 

• Mental illness/dual diagnosis

• Self-concept/self-esteem

• Emotional control and regulation

• Suicide risk/risk of harm



Descriptive Information cont.

• Biopsychosocial Assessments cont.

• SOCIAL

• Living conditions

• Family structure

• Interpersonal relationships

• Social support system/networks

• Employment

• Economics

• SPIRITUAL

• Religious affiliation

• Beliefs and Values

• Death & Dying



ASSESSMENT



Many, many assessment tools…

• Empirically Based- These tools have been established as 
reliable and valid. Examples include:
• PHQ-9 and GAD-7

• UCLA PTSD Index

• Child Behavior Checklist

• Borderline Symptom Checklist 

Non Empirically Based- These screening tools do not provide 
empirically based (reliable and valid) data. They do, however, 
provide assistance in engaging with clients and capturing essential 
information about the client system. Examples include:

• Ecomap

• Genogram

• Critical Event Timeline

• Social Network Map



An Ecomap is both a tool for engagement and assessment. It is a map of the 
client's subjective social world, that examines connections to the external 
environment.



A Genogram is also a tool for both assessment and engagement. It 
helps Social Workers gain essential information about family history 
and dynamics. Visually it looks like a family tree. However, clients are 
asked to share details about relationships, mental health, physical 
health, and abuse. Through the creation of this, patterns begin to 
emerge.



LIFE THREATENING BEHAVIORS



Common Myths

1. Talking about it makes it worse

2. It’s for attention

3. Peer pressure is to blame

4. Hospitalization is the only way to keep people safe



Suicide Assessment Includes

Protective Factors

Risk Factors

Management



SUBSTANCE USE



Substance Use

• Variation in levels of problem identification

• Assessment

• Biological

• Psychological

• Social





https://store.samhsa
.gov/series/tip-
series-quick-guides

http://www.sbirt.care/tools.aspx

https://store.samhsa.gov/series/tip-series-quick-guides
http://www.sbirt.care/tools.aspx


Drugs & Alcohol Assessment Questions



MENTAL STATUS



Mental Status Exam (MSE)

EXAMPLES:

• Client is referred to you and has a history of significant mental 
health impairment

• Client exhibits significant deterioration since last encounter

• Client exhibits behaviors indicative of mental health impairment 
which significantly impact functioning



Components

1. Appearance

2. Orientation 

3. Speech Pattern 

4. Affect/Mood 

5. Impulsive/Potential For Harm 

6. Judgment/Insight 

7. Thought Processes/Reality Testing 

8. Intellectual Functioning/Memory 



ASSESSING FOR BARRIERS



When change doesn’t 
happen….
• Your client doesn’t show up to treatment

• You are working harder than your client

• Your client is not reaching their goals

• Your client experiences a setback 

• Your client starts to make progress but plateaus 

What does this mean?



Barriers to Progress

• Environmental/Economic barriers:

• Transportation

• Childcare

• Unable to pay copay

• Change in insurance

• Agency hours or location

• Homebound (e.g., due to health conditions)

• Stigma from family or friends



Barriers to Progress

• Client internal barriers:

• Relational dynamics

• Cross-racial or cross-cultural barriers

• Inability to trust

• Transference

• Symptoms interfere with rapport building

• Pre-contemplation stage

• Does not want to be in treatment



Barriers to Progress

• Case Worker:
• Inability to employ intervention
• Under or over-involvement with a client
• Burnout, compassion fatigue, vicarious trauma
• Cross-racial or cross-cultural barriers
• Inability to establish trust
• Countertransference:

Signs of countertransference: 
(1) Having intense feelings of anger or irritation; 
(2) Feelings of attraction or repulsion; 
(3) Reluctance to confront; 
(4)Rescuing behaviors; 
(5) Employing unnecessary disclosure; 
(6) Reluctance to end



What do you do?

• Assess for barriers regularly

• Discuss and explore with client

• Develop a plan for overcoming barriers

• Work with client to anticipate other barriers



What do you do?

• Client does not want to be in treatment
• Present choices to client: continue with service or manage 

consequences

• Environmental barriers
• Coordinate child care, transportation, work schedules

• Manipulating behaviors
• Hold firm to agency policies, plan of action, etc.

• Disinterest/Lacking motivation
• Find what really matters
• Use MI

• Redefine problems as opportunities for growth
• Worker barriers

• Self-reflect, use supervision, use self-care



Seek feedback

• Got the message? Ask the client to:

• Identify areas that are unclear

• Share thoughts

• Express disagreement

• Successful engagement is subjective

• Assess motivation and commitment

• Engagement is ongoing throughout your work with your 
client



Sometimes clients don’t come 
back……
• No-show clients

• Correlated with SES, age, vagueness of complaint, 
substance use, longer wait times for appointments

• Case workers’ role

• Problem driven

• Solutions given too early

• Avoiding discussion of negative emotion about helping 
relationship

• Engaging clients: temporal ordering of questions

• Promptness



IN SUMMARY…..



Case Management Evaluation

• Evaluation goals

• Monitor client progress
• Examine whether clients are able to achieve set goals

• Identify potential needs

• Demonstrate program effectiveness
• Understand the overall case management program performance

• Provide data-driven/informed case management services

Icons retrieved from : https://www.freepik.com/free-photos-vectors/business



Case Management Evaluation –
Determine Measurable Outcomes 
• In this training, we only focus on measurable outcomes; 

however, this does not mean that case notes or other non-
measurable outcomes are not critical in evaluation.

• Outcomes can be

• Knowledge

• Skill

• Attitude

• Behavior

Short-term outcome:
Perceived Safety

Intermediate outcome:
Community Integration

Long-term outcome:
Stable Housing



Case Management Evaluation –
Identify Instruments
• Existing established measurements vs. self-developed 

measurements 

• All about reliability, validity, and specific target population

• Some common established outcome measurements

• Depression: Patient Health Questionnaire (PHQ-9) and Center for 
Epidemiologic Studies Depression Scale (CES-D)

• PTSD: Primary Care PTSD screener (PC-PTSD-5) 

• Coping: Cognitive Emotion Regulation Questionnaire (CERQ)

• Empowerment: The Empowerment Scale

• Perceived Loneliness: UCLA Perceived Loneliness Scale

• Community Integration: Brief Sense of Community Inventory 
(BSCI)

[More can be found in the Resource Sheet included in the training package.]



Case Management Evaluation – Data 
Collection and Analysis
• To monitor client progress, ideally, data should be collected 

regularly, starting from intake assessment

• To demonstrate case management program effectiveness, 
individual client data should be aggregated into a program 
dataset

[For detailed operation of data collection and analysis, please refer 
to the Data Collection and Analysis video clips included in the 
training package.]

Icons retrieved from: 

https://www.flaticon.com/free-icon/data-processing_1925166

https://www.flaticon.com/free-icon/statistics_1170718#term=growth&page=1&position=29

https://www.flaticon.com/free-icon/survey_1547341#term=survey&page=2&position=62



Evidence-Based Case Management 
Services (EB-CM)

Organizational/Community Context



Fantastic EB-CMs & Where to Find 
Them
• Remember: “Best Evidence” available

• California Institute for Behavioral Health Solution

• Homeless Hub

• National Alliance to End Homelessness

• Case Western Reserve University Center for Evidence Based 
Practices 

[More resources can be found in the resource sheet.]

• Many times, modifications on EB-CMs may be needed

• “Core Components” should be implemented 

as instructed



Major EB-CMs

• Three major EB-CMs targeting people experiencing 
homelessness:

• Assertive Community Treatment (ACT)

• Intensive Case Management (ICM)

• Critical Time Intervention (CTI)

Icon made by Smashicons; retrieved from https://www.flaticon.com/free-icon/archive_138909#term=file%20cabinet&page=1&position=24



Assertive Community Treatment

• Focus on individuals with severe mental illness and/or experiencing 
chronic homelessness (likely high in vulnerability index)

• Multidisciplinary team approach

• May include psychiatry, nursing, social work, substance abuse 
treatment, and employment counseling professionals

• Services usually are provided “directly” at clients’ home – referrals 
are usually limited

• Team members are likely to meet daily for better care coordination, 
with at least one team member available for clients at all times

• Successful example: Pathway to Housing Housing First Model

• Can be integrated with other models (e.g., motivational 
interviewing)

• Team-Client ratio is 1 to 10; services are provided 24/7

• Has been applied in rural areas



Intensive Case Management (ICM)

• Closely related to ACT, but not a 24/7 model

• A team-based approach that may include case managers and 
housing and complementary support workers

• Designed for clients who are of lower acuity

• Expect intensity of service to diminish over time by 
transitioning clients to mainstream services

• Case loads are usually shared by multiple case managers to 
ensure services are available 7 days per week/12 hours a day

• The staff to client ratio is usually 1 to 17-20

• Has been applied in rural areas



Critical Time Intervention (CTI)

• Designed as a short-term (time limited) intervention 

• Focus on “critical transitioning time”

• Facilitate community integration and continuity of care

• A phased approach

• Pre-CTI – Transition – Try-Out – Transfer of Care

• Does not replace regular case management, rather helps make 
the transition

• Has been implemented in rural areas


