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ABSTRACT 

Devolution of the welfare state brings with it problems of democratic accountability to 
taxpayers, equality and uniformity in services, and the protection of vulnerable service 
populations.  This research contributes to discussions of devolution and outsourcing by 
exploring the role of service populations in shaping the relationship between policy 
formation and implementation and the implications of this relationship for accountability 
in public policy implementation.  A comparative analysis of community based services in 
aging and behavioral health illuminates the role of political power, professional interests, 
and organized advocacy in policy formation and implementation.  The study pools 
evidence from legislative histories, newspaper archives, field observations, and surveys 
to provide a detailed account of the relationship between legislation and implementation.  
The findings suggest that the political power of service populations affects public policy 
formation, and written policies structure implementation organizations.  Strengths and 
weaknesses of legislation are transferred to the organizations of implementation as state 
policies determine the constraints and resources that structure implementation 
organizations. 
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CHAPTER 1: INTRODUCTION 
 

The last 30 years witnessed a massive shift in the structure and implementation of 

the American welfare state.  Government shifted responsibility for the implementation of 

social welfare policies away from the federal government, down to the state level and 

from there, into the hands of local funding intermediaries and the public and private 

organizations with which they contract.  Local governments and funding intermediaries 

administer contracts, funded by federal, state, and local governments, to networks of 

organizations that collaborate to provide services formerly provided directly by the state 

(Smith and Lipsky 1993; Kettl 1993; Sclar 2000; DeVita 1998; Milward and Provan 

1993).  At the beginning of the twenty-first century, social services, public health, energy, 

natural resources, prisons and defense are a few of the many goods and services produced 

in part through outsourcing via public contracts with private entities.1  

The theory behind outsourcing policy implementation is that it allows for 

competition to keep costs low and shrinks the size and power of the federal government.  

Politically, what could be better than extending community social services for our 

citizenry while shrinking government?  A primary concern associated with outsourcing, 

however, is that it creates complex problems of accountability and monitoring.  Policy-

makers respond by putting in place oversight committees and strict requirements for 

 
1 I will use the terms “devolution”, “outsourcing,”  “contracting out,” and “privatization” to describe processes and 
relationships that connect national, state, and local governments and service providers.  Devolution is the move from 
national to state level policy-making and/or from states to counties and municipalities.  When the Federal Government 
shifted to Block Grant funding, they shifted responsibility for programming and legislating services to the states.  I use 
“outsourcing” and “contracting out” interchangeably to describe the process whereby state governments contract with 
local governments and/or private entities to oversee and/or implemented service provision.  “Privatization” refers to the 
move to a competitive process that allows private firms (nonprofit and/or for profit) to bid for government contracts.  
Privatization involves the movement of state monies into the private sector. 
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service provision.  The state monitors adherence to these requirements via extensive 

documentation.  But these processes do not operate in a uniform fashion across policy 

domains.  Moreover, the contracting process may be forcing private organizations into 

bureaucratic molds or creating perverse incentives that stifle if not remove any innovative 

or competitive advantages of private auspice.  This research examines the role of political 

power, legislation and institutional and organizational factors in shaping variation in 

accountability to written policy across domains.     

In the state of Arizona, both long-term care for the aging and behavioral health 

services are products of devolution where a bureaucratic chain of command implements 

policies.  In Southwest County, a public county health agency provides long-term care 

services for the aging (I will call it Southwest County Health Center or SCHC)2.  The 

needs of the elderly are largely universal and society tends to agree on the desired 

outcomes.  The mentally ill present a more complex and uncertain case, thus supporting 

the notion that privatization and competition could best serve the needs of the target 

population.  However, the vulnerability of the mentally ill population and the fact that the 

services are publicly financed means that uniformity and protection from corruption are 

important in determining how society provides these services.   

In the county under investigation private nonprofit firms implement policies 

designed to help the mentally ill.  Public funding means great demands for 

“accountability” thus creating the same inefficiencies of bureaucracy found in the 

government organizations described above.  Legislation and monitoring necessitate a 
 

2 I use pseudonyms for all people organizations, and locations. 
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clear hierarchical bureaucratic structure and Desert Behavioral Health (DBH, a case 

management provider in Southwest County) has that.  However, frontline personnel have 

found it useful to implement case management using a team-based network approach that 

encourages case managers to brainstorm and consult within and across work sites as they 

serve the SMI within the limits of the system.  The complexity of the lives of both the 

mentally ill and the elderly require some level of flexibility in service provision.  The 

dilemma created by the need to balance accountability and flexibility in service 

provision, along with the existence of competing stakeholders within each organization, 

makes the process of managing accountability to written policy theoretically and 

empirically interesting.   

The question of if and how political power affects accountability to the state, the 

organization, and the client is important when politicians and citizen groups call for 

increased privatization in public policy implementation. “To the extent that policymakers 

best understand the groups who most resemble them in social background or who have 

the most resources to write their experience into law, both the design of policy, and its 

salutary effects when properly implemented, end up benefiting the best-represented” (Lin 

2000, 168).  The elderly have a great deal of political power and their needs are highly 

salient to the general public.  The mentally ill, on the other hand, have very little political 

power and their needs are neither known nor understood by the general population.  This 

distinction shapes the legislative process and thus affects the organization of 

implementation.   
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Case management is a key site for examining the relationship between written and 

implemented policy.  Case managers are the frontline social workers who coordinate the 

multiple client needs met by community based care programs in aging and behavioral 

health.  The experiences of case managers, as observed in their daily work and as 

reported by them, are embedded in their organizations' norms and histories, contracting 

relationships, public discourse on the service populations and the service system, and the 

public policies that case managers implement.  Case managers work at the intersection of 

competing interests in the policy implementation process.  Within State contracting 

relationships the strategies and actions that street-level bureaucrats (case managers) use 

to meet the demands of their contracts become the implemented policies, regardless of 

their relationship to state-level public policy (Lipsky 1980; Brodkin 2000; Brodkin 1997).  

Service providers constantly adjudicate discrepancies between client needs, family 

requests, policy mandates, organizational histories, norms and requirements, and their 

own need to serve their entire caseload.  The organization of case management 

determines how case managers respond to these interests and their response determines 

how service recipients experience the policies designed to help them. 

By examining policy domains from legislation to implementation, we are able to 

see how political power, organizational structure, and stakeholder competition can 

produce varied levels of accountability in public social service provision.  Accountability 

in the multiple principle-agent relationships that comprise policy formation and 

implementation determines the extent to which implemented policy mirrors written 
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policy.  The job of case management occurs at the intersection of the state, the public, the 

organization, and the client population as case managers must manage the competing 

demands of these stakeholders in their decision-making and record-keeping processes.  I 

examine how case managers in provider organizations perceive accountability to the 

public via the state, accountability to the mission of their organization and accountability 

to clients.  A comparison of case managers in aging and behavioral health may tell us 

something about how organizational, institutional, and economic resources shape 

recruitment and retention of case managers in ways that affect accountability.   

Competing institutions theory (Heimer 1999) suggests that those institutions that 

are able to formulate their interests as organizational problems will have greater decision-

making authority in the organizational setting.  Political power and cultural legitimacy 

theories contend that service providers will see politically powerful or culturally 

legitimate service recipients as agents of accountability and will thus adhere to written 

policies to avoid possible repercussions.  Organizational theories argue that bureaucratic 

structure provides solutions to the problem of accountability.   

I entered the field with the hypothesis that constituency power and legitimacy led 

to lower levels of decoupling and greater accountability in long-term care for the aging 

than in behavioral health for the seriously mentally ill.  I expected to find that case 

managers who perceive their clients as active participants and holders of political power 

(direct or indirect) in the implementation system are more likely to see themselves as 

most accountable to their clients and/or are more likely to rank their clients highly when 
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prioritizing competing demands.  More specifically, I expected to find that case managers 

in aging perceive their clients as political agents and as a recognized service population in 

the public discourse.  I found that political power played a role in policy formation and 

implementation, but not at the level of case management as expected.  Organized 

constituencies shape policy formation and in so doing are able to institutionalize 

accountability in implementation.  Their participation in policy formation produces a 

greater match between written and implemented policy.  Conversely, the absence of 

service population or provider participation will generate a mismatch between written 

and implemented policy.   

The multi-method design used here illuminates the connection between the 

content of legislation and both the organizational structures of implementation and, in 

this case, the experience of case management.  Providers are most empowered by the 

long term home and community based care legislation.  Even though the “elderly” have 

cultural legitimacy, in the implementation relation, case managers and bureaucratic 

organization based on rules dominate.  In contrast, absent a design role in the 

policymaking process, behavioral health organizations manage the problem of monitoring 

and accountability by focusing on their organizational mission and the financial 

imperative of winning the state contract to serve the seriously mentally ill. 

After a brief review of the literatures on institutional competition, political power, 

and organizations, I explore how each plays a role in structuring the relationship between 

policy formation and implementation in behavioral health and long-term care for the 
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aging in Arizona.  Chapter 4 includes the histories of community based services in aging 

and behavioral health, legislative histories of both policy domains in the state of Arizona, 

observations, and survey data supporting the hypothesis that political power shapes the 

relationship between policy formation and implementation.  The data indicate that 

organized advocacy supports the formation of detailed policies and procedures and the 

involvement of service providers and advocates in oversight.  Attention to political power 

is important in examining the legislative process, but political power variables do not 

explain all of the variation in accountability in behavioral health and aging.   

I present data on case managers’ assessments of their priorities and of their own 

accountability to clients.  Survey responses provide data on case managers’ ability to 

meet state requirements for face-to-face contact and completion of useful service plans.  

The findings in chapter 5 do not indicate that case manager decision-making is driven 

primarily by perceptions of their clients’ political power, but that elements of 

organizational structure affect case managers’ perceptions of priorities and accountability 

to service recipients.  In fact, there is little evidence to suggest that political power plays a 

role in the case manager/client interaction.  In Chapter 6 I explore the finding that long 

term care case managers are more responsive to their organization than are case managers 

in behavioral health.  I argue that differences in enabling legislation and resources explain 

the differences in case manager accountability to the organization in behavioral health 

and aging.  Legislation provides the environment around which service organizations are 

structured, and organizational structure is the most important factor shaping case manager 
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accountability in activities and decision-making.  In Chapter 7 I conclude that the 

political power that shapes the legislative process structures organizational differences 

and affects levels of funding that determine the resources available to serve the mentally 

ill and the elderly.  I also consider possible implications of these findings and ideas for 

future research. 

Legislation shapes implementation, not simply by laying out the need for 

organizational action, but by defining the terms of such action.  I find that differences in 

accountability in implementation are written into the legislation and incorporated into 

organizational structure.  The organization of case management determines how street-

level bureaucrats manage accountability amidst competing stakeholders. 
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CHAPTER 2: THEORETICAL FRAMEWORK 
  

Academics and practitioners alike often take decoupling between written and 

implemented policy for granted.  In a time of widespread outsourcing for implementation, 

the increase in the number of principal-agent relationships between discussions of policy 

intent and front-line implementation exacerbates the problem of monitoring conformity 

between written and implemented policy.  The growing network of players in the policy 

implementation game also makes it more difficult to study the relationship between 

policy formation and implementation.  Sociologists most frequently study policy as the 

outcome.  Social movement scholars, for example, see policy as the outcome of 

organizational actions and political opportunities.  Political scientists may examine how a 

bill becomes a law and both sociology and political science examine the various interests 

that shape this process.  For those who study policy implementation, the legislation itself 

is taken for granted as they assume that on-the-ground implementation is the most 

important part to understand.  Differences in implementation in two domains that provide 

similar services are coincidental or simply a matter of organizational differences.  These 

scholars assume decoupling and expect that it will vary across organizations, whereas 

much of political sociology fails to recognize that there may be such a difference between 

formal and implemented policy.   

Existing research fails to connect the dots between policy formation, legislation, 

and implementation; however, the literature does offer some useful theoretical tools for 

drawing these connections.  Principal-agent theory suggests it is incumbent upon 
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principals to design legislation well.  If the laws are well-written and recognize realities 

on the ground, they should induce accountability, in the form of conformity to written 

policy, in front-line policy provision.  Devolution and privatization complicate matters as 

principle-agent relationships multiply in these “new” decentralized implementation 

structures and street-level bureaucrats find themselves serving multiple principals.  In 

addition, legislators are further from the implementation process and may fail to 

anticipate realities of implementation that are central to good policy design.  Neo-

institutionalist theory suggests that decoupling will occur in implementation, but that it 

will vary according to local contingencies.  Competing institutions theory generates the 

expectation that different stakeholders in the policy implementation process will have 

different models of authority, accountability, and appropriate care and those who are able 

to frame their models in terms of organizational solutions will be most likely to have 

decision-making authority or in this case, the accountability of case managers. 

  

Public Policy Devolution, Outsourcing, and Decoupling 

In an effort to decentralize, the federal government contracts with states and 

counties to design and implement federally-funded programs at the local level.  This 

devolution allows programs to be tailored to local needs, but also allows the federal 

government to meet demands for social services without expanding the federal 

government itself.  Federal Block Grants provide a portion of the funds for federally 

mandated state-run programs.  Where the federal government previously earmarked 
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funds for particular programs, Block Grants allow state governments to determine where 

to direct funds within a policy domain.  For example, the state could decide that its need 

for substance abuse treatment is greater than its need for day programs for the seriously 

mentally ill and could direct funds to reflect this assessment.  Some argue that Block 

Grants provide a necessary flexibility for states, while others argue that Block Grants are 

simply a way to make financial and program information less visible.  The 

decentralization of program design, implementation, and oversight lends itself to further 

devolution through privatization. 

 Today's politicians tout privatization of policy implementation as a "new" turn in 

the welfare state, but government has been contracting with third parties for the 

implementation of social services for some time (Reich 1964, Salamon 1995).  The 

growth of the nonprofit sector is due, in large part, to the role nonprofits have played in 

public policy implementation since World War II.  Government outsourcing for service 

provision opened up funding streams for associations wanting to expand their community 

work and created demand for new organizations to meet additional community needs.  

The state, lacking the personnel and expertise to provide extensive welfare state services 

in house, provided tax incentives for interested parties to form their organizations 

according to the government's non-profit regulations.  This system allowed altruistic 

community groups to receive funding to further their missions and allowed the 

government to outsource service provision at a relatively low cost.   
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Recent increases in devolution and contracting with private entities were part of 

both Republican efforts at retrenchment in the 1980’s (Pierson 1994) and Democratic 

plans to “reinvent government” in the 1990’s.  Whether rooted in the desire to limit the 

role of government in all areas or in concern for the most efficient and effective means of 

providing services, arguments in favor of devolution, from conservatives and liberals 

alike, draw on ideas about how markets and bureaucracies work and/or fail to work in 

achieving public goals.  Proponents of privatization argue that markets will produce 

efficiency and innovation.  "Private agencies are … thought to be more likely to 

experiment with new strategies compared to public agencies" (Doyle 1994).  But when 

private organizations contract with government, contract requirements may limit the 

flexibility necessary for such innovation.   

Some argue that the ideal is for government to “steer” public policies while 

private entities do the “rowing” (Osborne and Gaebler 1992).  According to this 

formulation, the important legislative, regulatory, and monitoring roles of government 

remain instrumental, while local entities maintain responsibility for “doing” public policy 

implementation, for providing services.  The extent to which this model plays out on the 

ground may depend on the structure of contracting and/or on the level of direction 

provided by the legislation governing a given domain.  In other words, the better the state 

steers, the better service providers row.     

 Privatization allows the state to expand into the market economy in ways that 

raise questions about the impact on the character of nonprofit organizations, for-profit 
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government funded enterprises, and the relationship between local and national 

government agencies.  The discussion centers largely on the contracting relationship’s 

impact on the character of nonprofit organizations (Smith and Lipsky 1993; Salamon 

1995; Kettl 1993).  In an early analysis of these relationships, however, Reich (1964) 

warned of the increase in the power of the state that was sure to accompany the greater 

dependence of organizations on government largess.  "Government largess not only 

increases the legal basis for government power; it increases the political basis as well" 

(749).  Reich's concerns include not only the expansion of government power, but also 

the expansion of power among private organizations that, through government largess, 

gain state-like powers.  He notes that policy-making ought not to be delegated to 

essentially private organizations. 

In addition to the political concerns surrounding privatization, some argue that the 

contracts alter the private organizations that execute them.  Contracting relationships 

become policy feedback loops (Kingdon 1995).  The contract itself becomes a 

constraining factor and contract renewal becomes a driving force determining methods of 

implementation and limiting innovation.  Because public dollars are at stake it only 

makes sense that contracts will include the same oversight provisions that would be 

implemented in a state bureaucracy.  These accountability measures may, however, 

effectively bureaucratize the private sector.  This may produce conformity between 

written and implemented policy, but at the expense of flexibility and innovation.  The 

organization’s mission-based interests maybe sacrificed at the hands of their financial 
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dependence on the state contract.  The organization’s interests are primarily to serve the 

client, but in order to do that, the organization must win the bid for the state contract.   

To the extent that private organizations maintain their structure and independence, 

decentralization and privatization generate monitoring costs and create problems of 

accountability.  The principal-agent approach (Brehm and Gates 1999; Kettl 1993; Pratt 

and Zeckhauser 1985; Sappington and Stiglitz 1987; Milward and Provan 1998; Miller 

1992) suggests that decentralized public policy implementation comprises multiple 

principal-agent relationships (i.e. between the state and funding intermediaries, between 

intermediaries and providers, and within organizations at all levels of the implementation 

network).  According to the theory, principals lack access to perfect information making 

the implementation system vulnerable to shirking on the part of agents.  The inability to 

achieve perfect monitoring means there will be differences between written and 

implemented policy.  This research does not challenge this literature, but rather looks 

more closely at how legislation and the political power of a constituency group may 

shape the outcomes of multiple principal agent relationships in social services for the 

aging and the mentally ill.  We can expect higher levels of monitoring and less 

decoupling in domains serving politically powerful constituents.  Moreover, one can 

expect that with each additional organizational step between legislation and 

implementation, the problem of decoupling is likely to increase.  Provider organizations 

whose contracts are closer to the state apparatus will have fewer monitoring problems 

and therefore will exhibit a closer match between legislation and implementation.   
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Outsourcing means that publicly financed social services may be housed in a 

variety of places and may be funded in a number of ways.  Outsourcing refers to the act 

of contracting out for services to be provided.  In Arizona, the state government contracts 

with a non-profit Regional Behavioral Health Authority (RBHA—pronounced ree-bah 

among those in the field) that oversees the behavioral health system in the county under 

investigation.  The RBHA then contracts with three non-profit providers who provide 

case management and other services to the client population.  These providers also 

contract with other organizations for services that fall under the purview of the system. 

Providers who are at-risk in publicly financed systems are those who bear the 

costs should the organization experience financial loss.  Those who are not at-risk do not 

bear this burden.  In addition, funding may be provided under restrictions of capitation.  

Capitation refers to a per client funding structure.  Both the behavioral health system and 

the long-term care system in the state of Arizona operate as at-risk capitated systems 

whereby the provider organizations are given a set amount of money per client per month 

and the state capitates the total amount at the outset of the fiscal year.3 Capitated funding 

requires that organizations construct case manager incentives around saving money and 

tracking per client activity in great detail.  The funding structure mandated by the 

legislation determines organizational structure and behavior to the extent that both must 

 
3 “Capitation rate” as defined in the article governing the Arizona Long-Term Care System “means a mode of payment 
which the program contractor receives for the delivery of services to members pursuant to this article and which is 
based on a fixed rate per person notwithstanding the amount of services provided to a member” (Arizona Revised 
Statutes §36-2931). 
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allow the organization to operate within the constraints of capitated funding.  The state’s 

interests are expressed in the capitation rate and in service requirements. 

In community based implementation systems, case manager accountability is a 

problem of democratic control of bureaucracy (Brehm and Gates 2002).  Arguments in 

favor of outsourcing rest on a notion of the citizen as a consumer and on the idea that, as 

in the capitalist market, the citizen consumer will drive the quality of public provision up 

while driving the cost down.  First, there is the problem that the citizen is not the buyer in 

outsourced social services.  Those looking to drive down costs are not the ones who have 

to deal with problems in the system.  But even if we assume that government is listening 

to those citizens who are served by contracting providers, what happens to the notion of 

consumer-citizen invoked by these market models when consumer-citizens are vulnerable 

populations with little voice in the public debate. 

 While the outsourcing bill is sold under the guise of innovation and shrinking 

government and much of the debate that surrounds it takes place on this terrain; it is 

important to note that outsourcing is a strategy in retrenchment efforts as it lowers the 

visibility of changes (Pierson 1994).  Funding cuts may be less visible as are personnel 

problems.  The visibility of government processes can be influenced by the political 

power of those interests affected.  A large mobilized group is able to marshal its 

resources in a crisis to ensure such visibility.  Smaller, more vulnerable groups with 

fewer resources may be less able to respond quickly and effectively. 
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Institutional Theory 

Institutions are the broader frameworks within which organizations exist.  

Institutions consist of roles, rules, routines, norms, cognitive frameworks, symbolic 

systems and cultural rules and schemas (Scott 2001).  Neo-institutional theory suggests 

that contracting relationships will involve the decoupling of state institutions and the 

activities of provider organizations (Meyer and Rowan 1991 [1977]; Bernstein 1991).  

“Decoupling” refers to the separation of formal institutional structure from day-to-day 

organizational activities.  Meyer and Rowan would predict that provider organizations 

develop an external façade that conforms to government expectations but that this façade 

will be decoupled from day-to-day operations.  An organization may file quarterly reports 

that suggest they are following regulations and policies, but those reports may not be 

entirely accurate in their accounting of client progress or of daily activities within the 

organization.   

If we accept that some decoupling will occur in decentralized policy 

implementation, then for the sake of concerns over accountability and the uniformity of 

public provision, we must ask what factors lead to variation in the level of decoupling 

between written and implemented policy?  How does the dynamic relationship between 

the state, the implementation organization and the client population play out to produce 

varied results across policy domains?  Neo-institutional theory suggests that the domain 

in which there is a close match between legislative intent and organizational mission will 
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be able to limit the problem of decoupling.  When legislative intent and organizational 

mission do not match, decoupling of written and implemented policy will occur. 

Measuring and monitoring productivity in the public sector is difficult.  In the 

people processing organizations studied here, measuring productivity is that much more 

difficult.   

At the same time we want an agency to be efficient (devote 
minimum manpower and other resources to a problem), we 
also want it to be equitable (make sure that all clients 
receive the same treatment) and fair (make sure that clients 
receive treatment specific to the circumstances of their 
case) (Brehm and Gates 1997, 192). 
 

The tension between the desire for accountability in the form of close monitoring and the 

desire to be efficient, equitable and fair, leads to a clear tension between discretion and 

accountability.  Organizational efficiency requires reducing money spent on monitoring 

through redundant system checks and balances, equity requires clear rules and routines 

for decision-making, and fairness requires that case managers have the discretion to 

recognize and act on the specifics of a given case in whatever way they believe will serve 

the best end for the client.  This tension is at the heart of the institutional competition for 

decision making authority in policy implementation. 

 The theoretical contributions of principal agent theory are vital to understanding 

institutional dynamics of policy decentralization, however, they assume that agents know 

the principal.  Decentralized policy implementation is far more complex than a 

government bureaucracy, more stakeholders and institutional actors leads to a more 

complex set of principals and agents. With services increasingly outsourced, no one in 
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the implementation networks actually works for the state.  In dealing with state laws, 

funding intermediaries, members of their own nonprofit or local government 

organizations, and clients; contracted street-level agents (case managers) are often unsure 

of who the principal is.  In addition to clients, their organization, funding intermediary, 

and state policy structure, case managers also interact with and contend with the interests 

of direct service providers.  The case management role is a boundary spanning role 

requiring the street-level bureaucrat to judge the merits and implications of many 

competing interests and demands.  In this respect, organizational economics and 

institutional theory assume a world that does not exist.  In a system where principalness 

may be ambiguous, we need to know whose interests are served by the day-to-day 

decisions of front line policy-makers and how this may vary across policy domains.   

Carol Heimer draws attention to the dynamic processes that emerge when 

organizational practices lie at the intersection of multiple institutional frameworks.  Her 

work can be read as a variant of stakeholder theory.  “Institutionalists have argued that 

institutionalized practices—including procedures, routines, or policies associated with the 

law—are adopted largely for symbolic reasons and should not be expected to have 

substantial effects on what actually occurs in organizations” (Heimer 1999, 18).  

Organizational actors engage in particular practices as a means of sending messages to 

their various institutional audiences.  Heimer’s work examines how institutions influence 

organizational practice through internal processes.  She argues that in order for an 
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institution to shape the actions of organizational actors, it must make its interests into 

organizational problems requiring organizational solutions. 

In the case of Neonatal Intensive Care Units (NICU’s), institutions of law, 

medicine, and family influence organizational structure and processes in varied ways 

(Heimer 1999).  Families, the state, and hospital staff members all try to influence 

decisions and decision-making procedures in the NICU.  Heimer’s approach is one that 

combines new institutionalist (Cohen, March, and Olsen 1972; DiMaggio 1988; 

DiMaggio and Powell 1983; 1991; Friedland and Alford 1991; Jepperson 1991; Kingdon 

1995; March 1994; Scott 1991; Zucker 1983) and behavioral decision theories (Cyert and 

March 1998[1963]; Simon 1997 [1945]) to understand how competing institutions 

struggle for legitimacy and authority in organizational decision-making processes.  

Heimer’s theoretical framework allows for a move away from a focus on clearly 

identified principals and agents while maintaining an important focus on the role of 

institutional dynamics in determining behaviors.  

 Institutional factors influence case managers’ perceptions of their own 

accountability to the state, the organization, the profession, and the service recipients 

(Heimer and Mitchell 1997).  However, in long-term care and behavioral health, the state, 

the organization, and clients do not represent distinctive institutional frameworks for 

addressing the situation at hand in the same way family, law, and medicine do in 

Heimer’s study of decision-making in the NICU.  Provider organizations, the public via 

the state, and clients are stakeholders in the policy implementation system, but they do 
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not each bring institutional authority and institutionalized rules for decision making to the 

experience of case management.  The distinction between NICU’s and the cases studied 

here does not mean that Heimer’s work is irrelevant.  Institutional theory predicts the 

outcome of institutional competition in much the same way that it predicts the level of 

decoupling.  To the extent that each of the competing institutions is able to make its own 

interests into organizational problems with organizational solutions, that institution’s 

interests will have decision-making authority in the organization.   

Clients, the organization, and the state are competing stakeholders whose interests 

shape the decisions of case managers.  The extent to which the state provides a 

framework wherein state interests are clearly defined and organizational means for 

serving them are structured into the legislation and the contracts, the state will have 

decision-making authority among case managers.  Similarly, to the extent that the 

organization structures the job of case manager in a clearly defined fashion where the 

interests of the organization are met in the roles, rules and routines of case management, 

the organization will hold decision-making authority among case managers.  If clients 

and their families are able to voice their interests and if they are able to find avenues for 

expressing their interests in terms of organizational solutions, then their interests will 

have decision making authority in public policy implementation.  Lin (2000) finds that 

when policymakers anticipate both the organizational realities of implementation and the 

specifics of serving a given target population, they are more likely to create policies to 

which street-level bureaucrats can and will be accountable.  
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I look at how case managers prioritize competing demands; to whom they claim 

to be most accountable in their decision making; and what interests they see as best 

served by their decisions.  Findings from the legislative history and organizational case 

studies support the institutional argument that competing stakeholders who are able to 

frame their interests in terms of organizational solutions enjoy decision making authority 

in the execution of case management.  However, the data counter institutional arguments 

that functions such as social service provision will have an institutionalized model and 

that all the organizational actors have to do is put it in place and it will function as 

expected.    

 

The Elderly and the Seriously Mentally Ill: Contrasts in Political Power 
 
 The political power of service populations may shape public policy formation 

through organized advocacy, lobbying, and democratic control through voting.  Service 

populations may also shape policy implementation in their interactions with case 

managers.  If case managers perceive clients as agents of accountability, they may be 

more likely to prioritize client needs and to perceive themselves as accountable to their 

clients. 

 Interest groups are a product of the rise of the social welfare state (Pierson 1994; 

Campbell 2003).  "Large public social programs are now central features of the political 

landscape, and with them have come dense networks of interest groups and strong 

popular attachments to particular policies" (Pierson 1994, 8).  The development of 
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policies to serve groups of people in need created interest groups.  Some of those interests 

have faired well while others have struggled.  The process determining success is one that 

is intricately intertwined with cultural ideologies of race, class, health and wellness. 

 The "deservingness" of the elderly in public policy discussions dates back to the 

English Poor Laws (Rochefort 1986).  In the United States, the origins of state policies to 

care for the aging may be found in the Social Security Act of 1935.  The economic 

provisions of this Act are responsible in part for the growth of a community-based elderly 

population that in turn gave rise to the community-based care system under study here.  

Sociological analyses of the Social Security Act of 1935 and the Townsend Movement 

that preceded its passage, while varied in their contributions, seem to agree on the 

electoral "desirability" of the aging as a constituency.  The Social Security Act further 

"raised the aged to a status where legislation and bureaucratic and fiscal practices 

combined to enforce their interests” (Derthick 1979 as cited in Amenta et.al. 1992). 

 Several conditions must be met for the success of social movements.  Political 

support of organizations and diversity within any movement or organized constituency 

are necessary if not sufficient conditions for the successful political activism of any 

constituency (Amenta et al. 1992).  The AARP was chartered in 1958 and by the late 

1980's the organization had 28 million members and 1300 staff, more than a hundred of 

which were legislative staff (Pierson 1994).  In 2004 the AARP in the state of Arizona 

had 750,000 members.  "Seniors are the super-participators of American democracy" 

 



33 
 

 
 

                                                

(Campbell 2003, 14) and they enjoy substantial organizational and political support as a 

result.   

 In How Policies Make Citizens: Senior Political Activism and the American 

Welfare State, Andrea Louise Campbell (2003) follows on Pierson (1994) and argues that 

the expansion of welfare state programs for seniors, namely the expansions initiated by 

Johnson's Great Society, spurred an increase in senior participation.  As the well-being of 

seniors became more closely tied to the state, they became constituted as citizens with a 

vested interest in participation.  Their increased participation has in turn led to further 

growth in programs and in their legitimacy as a political group.  "The programs have 

enhanced both seniors' ability to participate (by improving their physical and financial 

health and providing mobilization opportunities) and their interest in participating (by 

giving them a stake in the system)" (Campbell 2003, 15).4  This political feedback loop 

ensures their continued participation which should, theoretically, ensure their continued 

success. 

Participation matters and while large numbers can yield some power, research 

(Steinberg 1982, Amenta et al. 1992) indicates that organization and advocacy are central 

to the political success of any constituency.  Steinberg (1982) found a clear relationship 

between constituency power and advocacy and legislative outcomes.   

First, a high level of unionization is found in states with 
progressive minimum wage laws.  The extent of 
unionization also affects positively congressional voting on 
the federal minimum wage law.  Finally, the greater the 

 
4 For facts and figures on the effects of senior policies on indicators of well-being and for  analysis of trends in senior 
participation see Campbell 2003, Chapter 2. 
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unionization in an industry, the more extensive is the scope 
of coverage under wage and hour standards laws to 
employees in that industry (210). 
 

All of this research focuses on the role of constituency power in affecting favorable 

legislation.  Research focuses significant attention on legislation and the role of 

constituencies at this level, but by mixing levels of analysis we can also examine other 

avenues for the role of political power.   

Legislation structures the organizational and institutional environments in which 

case managers work, but characteristics of the service population also play a role in the 

immediate interactions between case managers and clients and in the constructions of 

clientele within the organizational culture of the provider organization.  Research in 

human services suggests that "Poor clients tend to receive poor services" (Handler 1992, 

282; Hasenfeld 1987; also discussed in Brodkin 1997).  The relationship between case 

manager and client/member is one that involves unequal power.  When serving a strong 

clientele, individuals with access to resources and political or financial recourse, the 

power of the case manager may be kept in check.  However, vulnerable individuals with 

little access to resources for asserting their own legitimacy and their own power may be 

disadvantaged in the case manager/client relationship.   

The traditional social work practice theory assumption of 
client self-determination is largely untrue for vulnerable 
groups.  There, relationships tend to be involuntary.  The 
asymmetrical power relationship between the agency and 
the client, and hence between the worker and the client, is 
maintained throughout the structure of social services 
(Handler 1992, 281). 
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The case manager has state-like powers and is effectively, in the eyes of clients, the state.  

The source of social worker power is in the control of resources distributed by the 

organization.   

Street-level bureaucrats in decentralized implementation may have significant discretion 

in distributing resources.  Typification (Hasenfeld 1983) is a pervasive feature of field-level 

discretion in social services.  "The organization identifies client characteristics in terms of 

diagnostic labels that then determine the service response.  Agency perceptions of the client's 

moral character are often determinative" (Handler 1992, 282).  Case managers may have 

different typologies for different groups of clients and their actions may be determined by their 

assessment of a client's place in one of these groups.  While this may be a very natural process, 

the discretion that allows for this to happen may interfere with standards of conformity to written 

policy in the public provision of services. 

Discretion involves the existence of choice as opposed to decisions dictated by 

rules (Handler 1992, 276).  While discretion in large bureaucracies can offer an important 

level of flexibility, it also "allows for the bargaining away of publicly defined normative 

standards and may further disadvantage the weak and the powerless" (Handler 1992, 

277).  In situations where there is a large power differential, discretion may exacerbate 

inequalities.  Discretion may be a roadblock to accountability to the state, but the bigger 

problem may be in the case manager's ability to take on state-like powers in their exercise 

of these judgments.   
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Reich (1964) recognized the relationship between government outsourcing and 

high levels of discretion in implementation. 

The legislature generally delegates to an administrative 
agency its authority with respect to a given form of largess.  
In this very process of delegation there can be an 
enlargement of power.  The courts allow the agencies a 
wide measure of discretion to make policy and to interpret 
legislative policy.  Sometimes a legislature gives the 
agency several different, possibly conflicting policies, 
allowing it (perhaps unintentionally) to enforce now one 
and now another…Discretion as to enforcement or 
punishment is one of the greatest of agency powers" (750). 

 

Reich’s answer to this problem lies in the use of procedure as a valuable means for 

restraining arbitrary action.  Procedure, or paperwork, is the state's way of keeping track 

of what is happening on the ground.  These procedures and all of the paperwork 

associated with them are the government's response to demands for "accountability." 

 Political power is integral to concerns for accountability.  Organized advocacy 

and lobbying hold legislatures accountable for producing responsive policies.  Individual 

clients and their families may hold case managers accountable to those policies.  When 

these mechanisms fail, the courts are the avenue of last resort for forcing the hand of the 

state and/or of delinquent service providers.  I expect to find that the political power of 

the elderly pays off both at the level of legislation and in interactions with case managers.  

I expect the mentally ill to have little access to political power at either the institutional or 

the interaction level.  This difference will lead to greater problems of accountability, in 
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the form of decoupling between written and implemented policy, in behavioral health 

than in aging. 

 

Bureaucracy and Contracting Out: Contrasts in the Organization of 
Implementation 
 
 Decentralization, outsourcing and privatization open up the possibility of 

alternative organizational models for implementation.  Bureaucracy is often seen as the 

baseline from which other methods of organizing implementation might diverge.  Any 

move away from bureaucratic implementation must contend with the problem of 

monitoring accountability: the very problem that bureaucracy was designed to solve.  

Devolution and contemporary contracting structures increase the number of stakeholders 

making demands on any given implementation structure and in so doing expand the 

number of principals to whom accountability must be managed.  I consider the elements 

that constitute a functioning bureaucracy and how they are altered by alternative 

organizational structures.  This discussion offers tools for thinking through the costs and 

benefits of bureaucratic organization.  Unpacking bureaucratic organization allows for 

fuller consideration of privatization and the use of nonprofit organizations in 

implementation systems.  

 The research questions that drive this study are embedded in a larger discussion of 

devolution of public policy implementation to states, counties, and private organizations.  

Questions surrounding privatization must deal with distinctions between government, 

nonprofit, and for profit entities.  Idealistic notions of nonprofit organizations lead to 
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assumptions that nonprofits will behave differently than either the government or for 

profit firms, but researchers have been unable to document empirical differences 

(Schlesinger 1998; DiMaggio and Anheier 1990; Ferris and Grady 1989).  In comparing 

nonprofit to for-profit hospitals, Schlesinger (1990) finds that the consequences of 

auspice are dependent on the environment in which the organization operates.  Moreover, 

he finds that the reflection of altruistic goals in nonprofits is likely only when they 

operate under external oversight.  Schlesinger’s findings may lead one to conclude that 

nonprofits that are contracting with government entities that monitor their activities will 

behave in a distinctive fashion, but research suggests that the contracting relationship 

itself changes nonprofits, making them look far more like government bureaucracies 

(O’Regan and Oster 2002; predicted by Reich 1964).    

We might expect nonprofits to have a distinctive response to the contracting 

relationship.  Nonprofit organizations lie somewhere between public agencies and for-

profit firms in terms of the level of normative expectations of conformity to laws and 

regulations (Edelman 1990; 1992; Dobbin et al 1988 as cited in Schneiberg and Clemens, 

Forthcoming).  There may be some slippage between state laws and regulations and a 

nonprofit organization’s mission and activities.  Edelman (1992) deals with this slippage 

by examining the structures that organizations put in place as visible symbols of 

compliance.  In the case of outsourcing for social service provision, documentation 

provides evidence of compliance but may not offer evidence of the slippage between 

policy and implementation.  Based on these arguments, I designed this study with the 

 



39 
 

 
 

                                                

assumption that comparing a public agency providing services to the elderly to a private 

nonprofit organization providing services to the mentally ill is not analytically 

problematic.  “[A]ny observed behavior of nonprofit organizations cannot be attributed to 

the effects of the non-distribution constraint alone” (Weisbrod 1998, 82).  I argue that 

differences between the two organizations under investigation could be tied to other 

factors, including differences in legislative framework, organizational culture and 

structure and differences in constituency power of service populations.  The findings of 

this study suggest that indeed legislative framework and constituency power play an 

important role in the differences between the organizations.  In fact, I find that lobbying 

and advocacy play a central role in legislation and oversight and that legislation 

structures the organization of implementation5.   

We generally associate government programs with “bureaucracy.”  Bureaucracy 

tends to work well for things that are universally beneficial, for large scale projects, 

stable environments, predictable situations, and for things about which there is agreement 

on desired outcomes.  In “Bureaucracy,” Weber (1978[1954]) characterizes bureaucracy 

as marked by control, regulation/rules, structure—centralized hierarchy, and 

specialization.  The advantages of bureaucracy include: order and protection from 

corruption and arbitrary power; fairness and uniformity.  The need to protect vulnerable 

service populations from corruption and to insure uniformity in service provision makes 

bureaucratic organization a likely choice for community based services for the aging and 

 
5 These findings may have implications for discussions of privatization, but they bear most directly on outsourcing 
more generally.  I make reference to questions of auspice, but do not take up this issue in earnest. 
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the seriously mentally ill.  In addition, the services provided in the two domains under 

study provide public goods in the form of a society where the mentally ill are cared for 

and we can all expect to receive some modicum of care in our later years.  Without public 

provision these populations would go underserved creating larger social problems of 

homelessness, crime, hunger and general social disorder.  The demand for fairness and 

uniformity combined with the production of public goods places responsibility for 

behavioral health and aging services with the state and indicates the logic of bureaucratic 

organization.  

The problem with bureaucratic government provision is that it is often inefficient 

and wasteful.  In addition, critics accuse bureaucracy of stifling innovation and 

obstructing accountability.  The time and energy put into rule following detracts from 

efficient production, innovation, and accountability in service provision.  Bureaucracy 

does not work well in complex and uncertain cases; when there is variation in what 

people want or need, or in places where environments are changing.  Legislative 

decisions regarding the structure of implementation must account for differences in the 

needs of target populations, realities of implementation, and desired outcomes.  When 

legislators accurately anticipate and balance these factors, and when their preferred 

outcomes are in line with those of the service population and with the realities of 

organizational implementation, then legislation can generate a match between policy as 

written and as implemented. 
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Government contracting for public policy implementation is the perfect example 

of government bureaucracy being used to support market processes.  By offering funding 

lines for policy implementation, state governments encourage local governments and 

private entities to take up the tasks of service provision.  In the case of nonprofit 

organizations providing social services, this often offers a way for organizations to fund 

their altruistic endeavors.  The organizational case study presented here includes one case 

management service provider that is a county government entity and another that is a 

community nonprofit organization.  Both contract with other private entities for the 

various services that their clients require.  The two organizations vary in organizational 

structure.  The aging services provider is a centralized government agency while the 

behavioral health provider is a decentralized nonprofit organization.  To the extent that 

the two vary in their adherence to characteristics of Weberian bureaucracy, I expect that 

these differences will influence the relationship between written and implemented 

policies in the two domains.  The implementation of long-term care services for the aging 

will be more “accountable” to the organization.  To the extent that the organization’s 

goals line up with legislative mandates, this will produce a match between written and 

implemented policy.  

Law affects organizational structure and action.  In examining the work of 

organizations that contract with the government for the purpose of implementing public 

policy, administrative law is the primary source of the organization’s stated function.   

The organization’s goals and mission may have been established prior to bidding for and 
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being awarded government contracts, but their purpose, function, and goals (as well as 

mission) are constantly shaped and reshaped by the ever-changing public policies that 

they implement.  Provider organizations must change with changes in policy in order to 

continue to win bids for contracts.  While the organizations themselves may be private, 

the contracting relationship blurs the line between state and market and ties these 

organizations to public dollars in a way that defines their functioning and inextricably ties 

their structure and activity to administrative law. 

Recent discussions of law and organizations in sociology deal primarily with 

policies that operate through judicial or quasi-judicial enforcement mechanisms, to the 

exclusion of discussions regarding the direct provision of goods and services by 

nonjudicial state agencies (Edelman and Suchman 1997, 481).  These analyses fail to 

fully employ the theoretical contributions of organizational theorists and those who study 

the sociology of law in understanding the dynamic relationship between written policy 

and implemented policy.  Notable exceptions include political scientist Michael Lipsky's 

foundational work Street-Level Bureaucracy (1980) and sociologist Ann E.P. Dill's 

Managing to Care (2001).  Both of these works delve into the intricacies of implemented 

public policy at the level of the street-level bureaucrat.  Lipsky brings us a clear 

understanding of the extent to which the work of individual service providers comprises 

public policy.  Dill looks specifically at the job of case management in three policy 

domains to assess the distinctive characteristics of "case management" as a type of 

"people processing" (Hasenfeld 1972) service and a specific site for policy 
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implementation.  Both of them document decoupling between written and implemented 

policy.   

Organizational structure can affect the extent of decoupling between policies and 

implementation and in so doing, may lead to differences in accountability and the 

experience of case management.  Brehm and Gates’ study of bureaucrats finds that the 

agent’s orientation toward the work is the most significant predictor of a bureaucrat’s 

decision to work, shirk, or sabotage (Brehm and Gates 1997).  Their study indicates that 

the greatest problem for supervisors in bureaucracies is adverse selection, not moral 

hazard predicted by principal agent models.6  I expect to find that those bureaucrats who 

have a positive orientation toward their work will be more able to complete the tasks that 

comprise “accountability” and will also be more likely to describe themselves as 

accountable to the organization, and/or the state.   

Bureaucracy serves important functions and is the best organizational form for 

some projects.  For example, bureaucracy is credited with promoting economic growth 

(Evans and Rauch 1999) as it provides the appropriate structural counterpart for the 

development of capitalism (Evans 1995; Evans and Rauch 1999).  Using meritocratic 

recruitment and rewarding career ladders as indicators of “Weberianness,” Evans and 

Rauch find that states with more bureaucratic structures are more likely to experience 

economic growth.  Evans and Rauch (1999) note that “Meritocratic recruitment not only 

 
6 Moral hazard, as discussed in principal-agent theory, describes opportunism in economic organizations (Williamson 
1985).  In reference to social services, a more specific definition is useful.  Moral hazard, as defined in Gordon 
Marshall’s Dictionary of Sociology (Oxford University Press), is “A problem created by the tendency for the group in 
receipt of a benefit (such as a welfare benefit) to grow in size as a consequence of the virtually costless (to the 
individual) availability of certain social benefits” (341).  
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increases the likelihood of at least minimal competence but also helps generate corporate 

coherence and esprit de corps, which in turn has substantive effects on the motivation of 

individual office holders” (752).  Rewarding long-term careers may increase competence, 

and will likely increase corporate coherence and consistency (752).  Career ladders with 

competitive salaries will help to minimize turnover thus raising the stakes for violating 

organizational norms (752).  The organizational structure and recruitment processes of 

bureaucracy produce accountability.   

The process of case manager selection in the county level service systems studied 

here is not independent of issues concerned with constituency power and influence over 

policy formation and implementation.  Recruitment of qualified personnel is at least 

partially dependent on the organization’s ability to offer a rewarding salary and 

opportunities for career level placement and/or advancement; both elements of 

bureaucratic organization.  The greater resources of the long term care system will allow 

them to recruit experienced and qualified personnel.    

Bureaucracy, as a system of organization, in whichever sector, will insure 

“objectivity” through the explicit use of rules and routines.  “It does not matter for the 

character of bureaucracy whether its authority is called ‘private’ or ‘public’” (Weber 

1978[1954]).  The organizational structure that includes meritocratic recruitment and 

clear career ladders will produce a disciplined professional cohort with a vested interest 

in upholding the bureaucracy and adhering to its rules and norms (Weber 1978[1954]; 

Evans and Rauch 1999; Evans 1995).  In Weber’s formulation accountability is managed 

 



45 
 

 
 

both through rule-governed decision-making and through hierarchical subordination 

whereby subordinates are closely supervised by those above them and career 

professionals have an interest in adhering to norms and enforcing the very rules that will 

ensure their own meritocratic ascension in the organizational hierarchy.  The problem of 

accountability is contained through meritocratic recruitment, rewarding career ladders, 

and rule-governed decision-making.  The first two insure that the bureaucrat has a vested 

interest in following the rules and routines of the organization and the third provides a 

clear guide for bureaucratic behavior. 

 Weber’s formulation of bureaucracy generates some important hypotheses about 

where we will see accountability in public policy implementation.  In organizations with 

meritocratic recruitment involving clear education and experience requirements, case 

managers will be more accountable to the organization and the state.  Organizations with 

clear career ladders that include rewarding compensation will attract and maintain case 

managers who are accountable to the organization.  Accountability in specific decision-

making activities will be most evident in organizations that provide a set of rules and 

routines for decision making.   

According to this approach, accountability to clients will be dependent upon the 

extent to which the organization’s rules and routines are accountable to the interests and 

input of clients and their families.  These hypotheses lead to the expectation that the more 

bureaucratically structured and tightly governed long-term care system will be more 

accountable to the organization and the state than the less bureaucratic nonprofit 
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organizations that provide behavioral health services to the seriously mentally ill.  Being 

accountable to the state only results in greater accountability to clients if the legislation 

case managers are implementing is responsive to the needs of the service population.  

Accountability to consumer-citizens may produce significant gaps between written and 

implemented policy if policy serves interests counter to those of the provider organization 

or the client.  

Bureaucrats have a clear base for professional decision-making and an interest in 

adhering to organizational rules.  For the sake of examining accountability in 

decentralized public policy implementation where case managers make decisions beyond 

the watchful eye of supervisors, I will include indicators of rule-governed decision-

making in the “Weberian” characteristics that will shape public policy implementation.  

Case managers in the domain whose structure adheres most closely to Weberian 

bureaucracy will experience a closer match between written and implemented policy, 

greater accountability to the organization and the state. 

 

Conclusion 

 Community based care for the aging and for the seriously mentally ill is the 

product of processes of devolution, outsourcing, and privatization.  Decentralized 

implementation structures bring with them unavoidable problems of accountability and 

monitoring.  Institutional theory suggests that decoupling of written and implemented 

policy can be minimized to the extent that stakeholders are able to frame their interests in 
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terms of organizational solutions.  In this case, those stakeholders who are able to frame 

their interests in the policy formation process will contribute to the organization of 

implementation and in so doing may be able to minimize problems associated with 

decoupling and accountability. 

 Literature on the role of organized constituencies suggests that those that are able 

to access financial and political resources will experience success in lobbying for public 

policies that better serve their interests.  Service recipients who are perceived as 

politically powerful may be seen as agents of accountability and may therefore be better 

able to draw attention to system failures and demand accountability to legislation in 

service provision.  Political power may shape accountability in case management either at 

the level of policy formation or at the level of implementation, or both.  We can expect 

that the constituency with greater political power and public salience will be more likely 

to take priority in the decision-making of their case managers.  Moreover, case managers 

will be more likely to perceive their own actions as accountable to clients if their clients 

have political power.  In this case, I expect the aging population to enjoy the benefits of 

political power and public salience both in policy formation and in implementation. 

 Organizational theory suggests that the organizational structures of 

implementation will determine the level of decoupling and the ability to maintain 

successful monitoring and accountability.  The logic of outsourcing stems from critiques 

of bureaucratic inefficiency and stagnation.  However, bureaucratic organization offers 

solutions to the problem of accountability through meritocratic recruitment, rewarding 
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salaries, career ladders, and close supervision and oversight.  Theories of bureaucracy 

predict that the more bureaucratically structured long term care case management for the 

aging will experience less decoupling and more accountability than decentralized 

behavioral health case management. 

Public policy formation and implementation are functions of institutional, 

political, and organizational factors.  This research supports the role of political power in 

shaping policy formation.  Political power shapes policy implementation, but not in the 

service interaction.  Organized advocacy and lobbying affect the inclusion of advocates 

and providers in legislative and oversight processes.  Legislation structures the 

organization of implementation and in so doing, determines how accountability will be 

monitored and decoupling minimized. 
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CHAPTER 3: CASE SELECTION AND METHODS 

Several factors influence the relationship between state policy and social service 

implementation.  Contracting relationships, regulations, and program based funding 

sources make it difficult to study the connections and disjunctions between written and 

implemented policy.  In a decentralized implementation system, policies and their 

funding may run through several intermediaries before reaching frontline service workers 

and service recipients.  Organizational and institutional norms and routines shape 

interpretation and implementation in each subsequent step in the decentralized process.  

To understand the institutional and organizational influences on accountability in public 

policy implementation I employ several research methods:  legislative histories of 

community based behavioral health and community based long-term care for the aging, 

field observations of organizations providing community based care for the seriously 

mentally ill and the elderly, and surveys of the street-level bureaucrats responsible for 

implementing the public policies under study.  I use newspaper archives to fill in pieces 

of the domains’ histories and to provide an element of the narrative surrounding the 

service systems.  Micro and macro analyses are necessary to any treatment of policy 

change (Pierson 1994).  First, one must address the goals and incentives of central 

political actors and second, one must examine how institutional rules and the distribution 

of political resources structure choices.  This research design allows for such an 

examination and analysis. 
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 Policy domains are the cases under investigation and organizations and individual 

case managers function as units of analysis.  I study how legislation structures 

implementation organizations and how organizational structure and resources shape 

implemented policy in the form of case management.  I examine community based 

services for the seriously mentally ill and for the elderly7.  For the sake of this research, I 

impose a somewhat artificial boundary between these policy domains.  This boundary 

maintains logical consistency with empirical reality as there are indeed two separate 

legislative histories to the service systems for senior citizens and for the seriously 

mentally ill.  The research supports the claim that constituency power (of the aging and 

the mentally ill as distinct service populations) plays a role in public policy formation and 

legislation structures implementation organizations and shapes the experience of case 

management. 

 

Two Cases: Behavioral Health and Aging 

Publicly funded services for the seriously mentally ill and for the elderly primarily 

serve those with few economic resources.  The poor mentally ill and the poor elderly are 

 
7 Individuals who are both old and mentally ill may have needs that fall under both sets of legislation.  They may even 
be served by organizations in both domains.  Individuals served by both a behavioral health agency and the county 
health organization are generally in transition.  When a person suffering from mental illness suffers from medical 
difficulties that require long-term care services or, more importantly, that qualify them for long-term care services, they 
move into the behavioral health division of Southwest County Health Center (SCHC).  Supervisors advise case 
managers in Desert Behavioral Health (DBH) to watch for clients who may be able to qualify for long-term care 
through SCHC as these clients cost DBH large sums of money and those working in behavioral health believe the long-
term care system (provided through SCHC) is better equipped (i.e. better-funded) to deal with these high cost clients.  
These cases mark a place where the two systems often clash with one another as each, in its own struggle to make ends 
meet, tries to pawn the client in question off on the other.  The time of transition is also marked by conversations 
among SCHC case managers about the problems in the behavioral health system. 
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chronically dependent on publicly funded services ranging from nutritional and 

socialization programs to medical care.  Case management agencies must coordinate the 

numerous services that these populations must access to remain stable in the community.  

In addition to population similarities, the two service systems are similar as well.  Federal 

Block Grants to the State provide funding for community-based care for the aging and for 

the seriously mentally ill.  These funds funnel through intermediaries that outsource to 

providers in the community.  In the county under investigation, behavioral health service 

funds run through a nonprofit organization to three nonprofit case management 

organizations and then down to individual direct service providers.  Block Grant, state 

and county funds comprise the totality of funds used to provide long-term care services to 

the elderly.  The state directs these to the county to fund and oversee services.  In 

Southwest County, the county’s health agency provides case management, and contracts 

with private entities that provide direct services.   

Arizona rejected federal models for publicly funded healthcare and, in a drastic 

break with state funding tradition, modeled its healthcare system after industrial managed 

care models.  Under this system, the state pays providers a set fee per client on a monthly 

basis (capitation funding).  These programs are a policy experiment in progress.  The two 

domains began their experiment with the state’s new managed care model and with the 

emerging model for case management at around the same time.  Both domains first gain 

attention in the early eighties, but it is not until the late eighties and early nineties that 
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they begin statewide implementation of the case management systems.  The simultaneity 

of these projects functions as a control for the makeup of the Arizona legislature. 

Case managers in these service systems are the primary contact for their clients.  

Case managers coordinate services, make referrals, insure that clients are accessing 

services to which they are entitled, write treatment plans, maintain written records on 

client health and progress and document all interactions with their clients.  Case 

managers make sure that clients see their health care or mental health care providers at 

required intervals and, in the case of behavioral health, may attend those appointments.  

Case managers in aging schedule in-home services and file proper paperwork for 

payment of direct service providers.  Case managers in behavioral health manage client 

prescriptions and monitor med compliance among clients.   

The elderly and the seriously mentally ill vary on important dimensions that may 

affect legislation, organizational missions and organizational norms among providers.  

The elderly have the right to vote and they tend to exercise that right in large numbers.  

Issues pertaining to the elderly have a presence in public policy debates and party 

platforms as a result of their active and powerful status in lobbying and electoral 

processes.  The needs and interests of the elderly are universal; everyone expects to grow 

old and therefore can see the interests of the elderly as their own.  While the seriously 

mentally ill also have the right to vote, they do not vote in large numbers.  Moreover, 

while advocacy groups support the mentally ill and their families, those lobbying for 

them are less likely to be mentally ill themselves, and even when successful, these 
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advocacy groups are not nearly as well known or recognized as the American Association 

of Retired Persons (AARP).  As a result, the interests of the seriously mentally ill seldom 

take center stage in political debates.   

Characteristics of service populations and political activity on their behalf play a 

role in how we construct policies to help them.  Legislation structures the organizations 

that implement policies and thus affects the experience of implemented policies.  A 

comparison of case management services for the aging and the seriously mentally ill, 

from legislation to implementation, allows for an exploration of the role of constituency 

power in service provision to vulnerable populations.   

 

Research Design 

Both the elderly and the seriously mentally ill served by publicly funded 

community based services are chronically dependent and need a combination of medical 

and social services to remain functional in the community.  The direct recipients of these 

services are relatively, if not absolutely, poor and powerless.  However, the elderly 

population as a whole wields significant power in the state of Arizona.  Lobbyists and 

service providers advocating for the needs of the elderly are active in Arizona.  The 

seriously mentally ill, on the other hand, are difficult to represent and while there are 

active advocacy groups in the state of Arizona, they are not active lobbyists and their 

goals are not primarily political.  The contrast in political power between the two service 

populations serves as the distinction of theoretical interest for this study: the question for 
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this research is whether constituency power shapes conformity between written and 

implemented policy.   

 I use legislative history, observations of case management work sites, and surveys 

of case managers to explore the relationship between legislation and implementation.  

Multi-method research produces more valid results and “capture[s] a more complete, 

holistic, and contextual portrayal of the unit(s) under study” than would a single method 

study (Jick 1979, 603).  The combination of fieldwork and survey methods has a long 

history of advocacy throughout the social sciences (Erzberger and Prein 1997; Jick 1979; 

Denzin 1978; Vidich and Shapiro 1955; McCall and Simmons 1969).  Fieldwork has the 

capacity to increase the validity of survey results and survey data may boost confidence 

in the generalizability of qualitative research results.  Increased validity and 

generalizability are advantages of the multi-method approach when the methods yield 

mutually confirming data; when the data diverge, they demand that the researcher 

reconcile such differences and this often provides the opportunity for more nuanced 

explanations and richer understandings of social phenomena (Jick 1979).  In this case, 

observations provided a clear picture of the standard day-to-day practice and experience 

of case managers.  The survey produced somewhat different results as case managers 

used the survey as an opportunity to express their grievances and indicate where they 

think that they fail in ways that I may not have been able to observe.  The contribution of 

multiple methods comes from the complementarity of data, their ability to fill in different 

pieces of the puzzle in question.   
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 The multi-method approach has its critics.  Blaikie (1991) notes the 

epistemological and ontological inconsistencies of combining methods.  According to 

Blaikie, methods that grow out of fundamentally different understandings of “science” 

and knowledge cannot be combined in any theoretically consistent or meaningful way.  

Others respond to the critique, “Data can be understood from a ‘product perspective 

based upon cause and effect or stimulus response’ or from a ‘processual orientation’ that 

focuses on context, interpretation, and the process of developing meaning…we can 

‘allow both product and process orientations’ simultaneously in research” (Farrer 1984, 

274 as cited in Roth and Mehta 2002).  Roth and Mehta (2002) further note Shankman’s 

(1984b) key contribution to the discussion, “The very fact that subjective understanding 

differs depending on the context reveals that objective contextual conditions may 

influence subjective meanings” (137).  The focus on the simultaneity of objective 

phenomena and subjective interpretations is a theoretical and empirical imperative for 

social research.   

In addition to mixing methods for the sake of a more complete understanding, this 

study examines multiple sites and stages of the policy process.  Public Policy Sociology, 

Political Science, Public Administration, and Social Work researchers commonly isolate 

policy formation and policy implementation from each other and/or from the larger 

institutional and organizational influences that shape them both.  Parsing these processes 

into separate analytical bodies is problematic as such an artificial separation denies the 

dialectical processes that shape both policy formation and implementation.  Researchers 
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have a tendency to ignore the extent to which legislation shapes the organizational 

environment, the language, and the practice of implementation.  An extended case 

method that recognizes case manager behaviors and perceptions as nested within 

organizations nested in policy domains and all of these as nested in larger cultural and 

political dynamics that differentially define and determine populations, their needs and 

their resources is the best way to examine political power and the relationship between 

written and implemented policy.  This study draws on data from legislation and 

legislative histories, newspaper archives, field observations of case managers, and survey 

instruments administered to case managers in both long-term care for the aging, and 

behavioral health for the seriously mentally ill. 

Legislative History 

Legislative history is central to understanding how legislators designed the 

structure of these domains and to what extent, and in what ways, organized constituencies 

were and are active in the process.  Sign-in sheets from House and Senate Committee 

hearings pertaining to the legislation in question indicate the involvement of organized 

constituencies and/or advocates in debates surrounding the legislation.  The legislation 

provides the framework used by provider organizations in designing their implementation 

systems.  The legislative history includes notes on the intent of the policies and 

guidelines for how the policy goals are to be achieved.  In the case of community based 

services for the aging and for the seriously mentally ill, I am particularly interested in 

how the legislation describes the service population, the composition of the legislative 
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oversight committees that monitor effectiveness and propose necessary changes, and the 

existence and details of the grievance procedure.  What role do legislators see for the 

service populations and their advocates in producing, implementing and overseeing the 

policies designed to serve their needs?   

 Two pieces of legislation outline the Home and Community Based Long-term 

Care System that serves the elderly in Arizona:  “Article 8: Arizona Older Americans 

Act—Non-medical Home and Community Based Care Services” (Welfare Title 46 

Article 8 §§ 46-191 and 46-192) and “Title 36, Article 2: Arizona Long-Term Care 

System.”  “Title XIX” of the Social Security Act and “Title 36 Article 10: Community 

Mental Health Residential Treatment System” outline the community based behavioral 

health system.  These laws provide the framework for the use of federal, state and local 

funds to serve a wide range of qualifying individuals.  My research focuses specifically 

on these policies as they describe, apply to and are experienced by the elderly and the 

seriously mentally ill8.  The Arizona Long-Term Care System (ALTCS) serves all those 

adults who are functionally dependent as the result of physical illness or disability, but 

the services included as the result of the Arizona Older Americans Act are specific to the 

aging population.  Moreover, nearly 80% of ALTCS members are over the age of 60 and 

are eligible as the result of illness and disability related to aging.  The behavioral health 

 
8 While the legislation does not define "elderly" or the "aging" in specific terms, throughout my study in this area, I 
think in terms of services for those over the age of 60.  Many people retire at this time and/or begin facing health 
problems characteristic of later life.   
"'Seriously mentally ill' means persons who as a result of a mental disorder as defined in §36-501 exhibit emotional or 
behavioral functioning which is so impaired as to interfere substantially with their capacity to remain in the community 
without supportive treatment or services of a long-term or indefinite duration.  In these persons mental disability is 
severe and persistent, resulting in a long-term limitation of their functional capacities for primary activities of daily 
living such as interpersonal relationships, homemaking, self-care, employment and recreation" (ARS § 36-550, p. 414).  
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system provides substance abuse and general mental health services, but the legislation 

and case management services studied here focus on those who are “seriously mentally 

ill” (SMI).  A specific group of case managers serves the distinctive needs of SMI clients. 

Newspaper Archives 

 In addition to the legislative history, I compiled an archive of newspaper coverage 

of activity in the two domains dating back to 1987 when both community-based care 

systems were in their infancy.  I used the Newsbank, Inc. database available at Arizona 

State University, which includes articles from The Arizona Republic and The Phoenix 

Gazette.  The Arizona Republic is Phoenix's primary newspaper and is the state's premier 

newspaper.  While Tucson and Flagstaff also have there own mid-sized newspapers, The 

Arizona Republic has the largest readership in the state and is also the paper with the 

most coverage of state policy issues due to its location in the capitol.  The newspaper 

accounts provide vignettes of past controversy that are useful in understanding the history 

and context of current organizational and policy structures.   

 

Organizational Case Studies 

I conducted field observations in case management organizations in each of the 

two policy domains.  Case managers are the primary contacts for service recipients.  Case 

management organizations are the frontline agencies coordinating the myriad services 

used by both community based service systems.  Field observations offer a way to 

observe daily decision-making processes in provider organizations along with the 
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conversations and activities surrounding and comprising these decisions.  The field 

observations do not function as a traditional organizational ethnography.  I conducted 

observations in an effort to gain a deeper understanding of the day-to-day work of case 

managers and to gain knowledge of the vocabulary they use to describe their clients and 

their work.  I used this information to create a survey instrument for case managers.  

Because I needed to use the same survey in two different policy domains and due to my 

interest in issues that might be considered delicate topics of discussion, it was important 

to establish rapport with the case managers and to learn their language so that the survey 

would be as user-friendly as possible.  The field observations provide details and 

examples from the daily work setting that I use to illustrate survey findings and elaborate 

on connections between written and implemented policy. 

Gaining Access 

 My interest in the relationship between government and nonprofit organizations in 

implementation of behavioral health services grows out of my own experience first as a 

clerical worker and then as a case manager during the summer of 1998.  I was placed in a 

clerical position at Desert Behavioral Health by a local temp agency at the beginning of 

the summer.  I did clerical work for three weeks.  During that time I cleaned out the filing 

system and reorganized, worked with case managers and our site supervisors to design 

and create what would become known as "the grid," a guide to paperwork deadlines for a 

case manager's whole caseload, and I interacted with clients who came into the office and 

with the case managers and program director at the site.  During my third week, two case 
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managers quit and one was fired.  The program director asked if I would be willing to 

work the remainder of the summer as a case manager.  Eager for steady employment, I 

accepted the offer.  I took over a full caseload of 62 clients and was very busy for 8 

weeks.  After school started, I continued to work Saturdays for a couple of months to help 

the site catch up on paperwork that had fallen by the wayside amidst the turnover. 

 A couple years later, I called my former supervisor and asked if they would let me 

return for the purpose of doing research.  She and I met and she referred me to the 

Network Director.  I called the Network Director, who remembered me from my time 

with the organization, and she put me in touch with the Director of Research.  The 

Director of Research explained the process to me and I agreed to go through all of the 

proper channels to gain access to the organization.  I provided the organization with a 

proposal that was reviewed by their board of directors.  I completed the Human Subjects 

Review process for my institution, and then provided all of that paperwork to the 

organization.  They approved my proposal and granted access to their case management 

sites. 

 Gaining access to eldercare case management was a bit harder.  I placed several 

calls to people, but could not get in touch with the right person.  Finally, I called on an 

acquaintance that had connections to Southwest County Health Center.  She called a 

colleague and introduced me and my project to that colleague and then called me and told 

me the ball was in my court.  I immediately phoned the contact at the organization of 

interest and arranged a meeting.  I met with the Director of Southwest County Health 
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Center (SCHC), the Program Manager for the Community Service System, and the 

Assistant Director of the Community Based Care System.  I explained my theoretical 

interests and my methods of observation.  In addition I indicated how my research might 

help them.  They all agreed on the value of the research and started working with me on 

the review board process.  In order to observe a county agency, I had to provide 

documentation of my Human Subjects Review from the university and I had to submit a 

proposal to be reviewed by the county hospital's Internal Review Board.  The process 

took months longer than expected, but I was granted access to the organization and was 

welcomed into the organization for observations.  

Desert Behavioral Health (DBH) is a nonprofit organization funded by a nonprofit 

funding intermediary that receives its money from the state.  The Federal Government 

funds behavioral health through Block Grants to the state and the state adds its own 

funding along with earmarked funds from a number of court settlements.  Southwest 

County Health Center (SCHC) is a county-level government agency funded by Block 

Grants to the state as well as by state and county funds.  Funding, organizational structure 

and organizational culture all seem to be important points of distinction between the two 

organizations and the domains that they represent.   

Both systems could use more funding, but SCHC and the ALTCS serve 

individuals who often have some income source (SSDI or pension).  In addition, there are 

several supplemental programs funded by grants or other outside sources that provide 

services to the elderly—the ALTCS does not represent the entirety of what is available to 
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the aging population.  Many of the programs within the system are funded independently 

and are thus not at the mercy of the political system and state budget constraints. 

Desert Behavioral Health 

 Desert Behavioral Health (DBH) is a private 501(c)3 non-profit organization that 

began serving the mentally ill in the community in 1974.  The organization was a direct 

outgrowth of the deinstitutionalization movement of the 1960’s.  In a move to lower 

costs, and ostensibly to improve quality of life, the government released thousands of 

mentally ill individuals from state hospitals into communities across the country.  

Churches in the community under study responded by forming DBH and creating 

programs that gave the mentally ill something to do.  Initial programming included 

vocational, reentry, and recreation programs.  Today the organization has nearly 250 staff 

and a $16 million dollar annual budget.  In addition to providing case management 

services to the seriously mentally ill (SMI), they also offer programs for substance abuse 

and general mental health, and continue to expand their behavioral health services.  

Ninety percent of DBH’s funding comes from government contracts, the bulk of which is 

federal money managed by the state.  DBH operates under risk-based contracting.  If they 

cannot do the job with the money awarded by the state then they lose their contracts.    

 In 1991 DBH hired a psychologist who brought a behavioral model to DBH’s 

service system.  The idea behind the model was to get ahead of the SMI individual’s 

behavior through positive daily routines and redirection.  Staff employed this model in 

DBH’s residential programs and the behavioral model continues to be the basis for the 
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entire continuum of care provided by the organization.  The executive director describes 

DBH as a “goals-oriented organization that doesn’t care much about organizational 

hierarchy or chain of command.”  DBH’s organizational structure does, however, follow 

a hierarchical model and case managers are the front line workers charged with 

implementing policies and procedures established by the state and by those above them in 

the organization.    

 Desert Behavioral Health runs a decentralized case management program.  The 

total client load is divided among three case management sites;9 each located in a 

different part of town.  Each site has its own program director.  The three program 

directors have distinctive leadership styles that lead to variations in how case 

management is done at the three sites. 

Southwest County Health Center 

 Southwest County Health Center (SCHC) is a county government agency that 

provides a variety of healthcare services to the community.  The Arizona Long-term Care 

System (ALTCS) is one of many programs for which it contracts with the state.  SCHC 

has held the contract for twenty years without ever being under threat of losing it.  They 

train all of the ALTCS case managers in house, but the non-medical community services 

for those who do not qualify for ALTCS are provided by nonprofit organizations that 

contract with SCHC and train their own case managers.  In its early days, SCHC trained 

all of the case managers throughout the service system (Both ALTCS and the Community 

 
9 During my observations, there were three case management sites, with a different program director at each.  When I 
returned to administer surveys, there were four case management sites and two program directors, each responsible for 
two sites. 
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Service System) in an effort to insure continuity (conversation with key informant).  

ALTCS divides its service system into home and community based services (HCBS) and 

institutional services.  In addition, they have a group of behavioral health case managers 

that serves the ALTCS eligible mentally ill. 

Field Observations 

 From January 2001 thru April 2001 and September thru October 2001, I 

conducted field observations in Desert Behavioral Health.  I spent one week observing 

case manager training and then spent a month in each of 3 different case management 

sites.  I conducted field observations in long-term care services from March 2002-May 

2002.  Because all case management operated out of one work site and because 

leadership was more centralized, I did not need to spend as much time in the long-term 

care organization.  Long-term care had a far more extensive training process that was 

offered as new case managers were hired.  I attended training sessions and met with the 

woman in charge of case manager training on separate occasions to gather training 

materials and to learn about the training process.  The research focuses on case managers 

in the home and community based services section of SCHC and more specifically on 

interactions with elderly clients within that system.  I also conducted some observations 

of case management to those living in nursing homes.  These observations were designed 

to provide the closest parallel to the behavioral health services at DBH.   

 I returned to each of the organizations for spot checks on my field observations 

and to survey case managers.  The spot checks allowed me to look for temporal variation 
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and the influence of varied external conditions.  All those observed during my field 

observations were fully aware of my researcher status.  Case Managers, supervisors and 

staff signed consent forms granting permission for me to document their work on the 

condition that their identities and the identity of their organization remain confidential.  

In addition, prior to sitting in on appointments case managers received client permission 

for me to observe meetings between clients and the treatment team.  I kept a notebook 

and pen with me at all times.  During meetings with clients, I often put the notebook 

away and jotted notes just after the meeting ended.   

 During lunch and at the end of a day of observations, I read through the notes and 

wrote down any missing details that I could remember.  I made these notes directly on 

my raw field notes as I knew that with the hours I spent in the field I could not keep up 

with typing my field notes during the observation periods.  Raw field notes and extensive 

jottings were then typed into computer files for use.  I use the following analytical 

categories for organization and analysis of the field notes: setting (descriptions of the 

work setting, clients’ homes, nursing homes, hospitals, etc), training (all notes on 

training), interactions with and references to clients, notes on the organization and 

comments made about the organization, references to policy or instances where policy is 

in play, case manager comments about superiors, conversations with me, quotes that are 

particularly illustrative, and odds and ends.  

Survey  

 



66 
 

 
 

After completing both sets of field observations, I performed preliminary analyses 

to produce a survey instrument.  I returned to the field to administer surveys during the 

summer of 2003.  In addition to the organizations in which I conducted field 

observations, I surveyed case managers in another behavioral health case management 

organization under contract with the Regional Behavioral Health Authority at the time of 

the survey10 (see Table 3.1).  I also surveyed SCHC’s Community Based Long-Term 

Care case managers.  The surveys elicit case managers’ perceptions of the work they do 

and their positioning vis-à-vis their clients, the nonprofit and county organizations for 

which they work, and the state. 

Table 3.1: Field Research and Survey Data Sources 

 Behavioral Health for the Seriously 
Mentally Ill 

Community Based Long-
term Care for the Aging 

 Desert Behavioral 
Health 

New Day 
Behavioral Health 

Southwest County Health 
Center 

Work Site 1 2 3 411 5 6 
Observations X X X   X 
Surveys X X X X X X12

 

 I wrote the same survey for both behavioral health and long-term care case 

managers, changing only those words that referred directly to the service populations or 

                                                 
10 A third organization provided some services under a similar contract with the RBHA, but I did not conduct surveys 
in this organization.  I do not see this as a data problem for this round of data collection because at the time the third 
organization was providing case management to only a very small portion of the community's SMI population (less 
than 10 percent).  Their contract was a behavioral health contract for substance abuse treatment and they were handling 
a small overflow of SMI clients.  The organization has since taken on a larger portion of the SMI client pool.  Any 
further data collection will include data from this organization. 
11 At the time of the field observations, Desert Behavioral Health had three case management sites.  At the time of the 
survey one of the original sites had changed location and an additional site had been added. 
12 Southwest County Health Center had moved some case managers to a new site at the time of the surveys, however, I 
administered the surveys at full staff meetings at the organization’s central location.  Nearly all case managers were 
present. 
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the service systems13.  The first section of the survey requests demographic data from 

respondents.  The second section elicits information on education, professional and 

personal background, including work history within the organization, and work history in 

social services more generally; and information on individual and household income.  

The third section of the survey focuses on the work of case managers.  I ask case 

managers to think specifically about the roles of the organization, the state, and their 

clients as well as the influence of money, organizational mission, and pressures for 

formal accountability on their decision-making process.  This section of the survey asks 

case managers to think about how they feel about their work and about how the state and 

the organization structure the work.  The survey presents respondents with statements and 

they can “Strongly Disagree,” “Disagree,” “Agree,” or “Strongly Agree.”  I code 

responses 1, 2, 3, and 4 respectively.  I include several questions from the Confirmatory 

Factor Scales for Preferences and Organizational Attributes, 1992 Survey of Federal 

Employees (Brehm and Gates 1997).  The final section of the survey is a short answer 

section that offers an opportunity for case managers to share perceptions of their jobs, 

their organization, and the funding issues that constrain their daily work. 

 I designed the field observations to help me establish rapport with case managers 

and to learn the language and norms of the group, but high turnover at DBH made this 

effort a bit moot.  While case managers understood the survey fairly well, most of them 

did not know or recognize me and were frustrated by the time taken out of their day to 

complete the survey.  I requested staff meeting time at all of the case management 
 

13 See Appendix A for the complete case manager surveys. 
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locations, but it was up to the program director’s discretion to determine exactly how to 

handle the process at each site.  Two program directors oversee the four sites—one of 

them was very helpful in allowing me to use a large portion of his staff meeting time 

while the other was less willing to give that time to the survey.  At two of the DBH case 

management sites, the survey was conducted during weekly staff meetings.  I had a very 

high response rate for both of these sites (sites 1 & 4 in Table 3.2).  At a third site (site 3 

in Table 3.2), the survey was partially completed during a staff meeting and most of the 

case managers turned their surveys in shortly after the meeting, and at the remaining site 

(site 2 in Table 3.2), the survey was distributed after only a brief explanation during a 

staff meeting and case managers were asked to return it to me within the week.  I had a 

very poor response rate from the site (7 of 15 case managers).  I collected a total of 71 

surveys in Behavioral Health; 42 of which came from the organization in which I 

conducted field observations.  An additional 29 surveys were collected from New Day 

Behavioral Health, another nonprofit organization that carried a large portion of the SMI 

case load for the county under investigation.  I introduced myself and explained my work 

during a staff meeting at New Day and they agreed to complete the surveys.  Case 

managers completed the surveys and mailed them to me within a couple weeks of my 

visit. 
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Table 3.2: Behavioral Health Response Rate 
 Desert Behavioral Health New Day Total 
CM Sites 1 2 3 4 5  
Surveys 
Completed 

10 7 9 16 29 71 

Total 
Number of 
Case 
Managers 

14 15 12 20 46 101 

Response 
Rate 

.71 .47 .75 .80 .63 .70 

 

 I administered the surveys at Southwest County Health Center during monthly 

staff meetings.   The population of case managers is split into two groups for these 

meetings so I attended both meetings and administered the survey one time to each 

group.  The first group was given a thorough introduction to me and my work by the 

program's director.  The second group was handed over to me rather haphazardly and my 

own introduction was shorter and less informative.  The second group of case managers 

was annoyed by the time taken to complete the survey and they seemed to complete 

fewer of the short answer questions found at the end of the survey.  I collected a total of 

55 surveys in long-term care (see Table 3.3 for response rate). 

Table 3.3: Long-Term Care Response Rate 

 Long-term Care—HCBS 
and Institutional 

Number of Surveys  55 
Number of Case Managers 60 (an estimate) 
Response Rate .92 
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All set response data were entered directly into SPSS.  I coded short answer data on 

demographics and then entered them into SPSS and I entered the final section of short 

answer responses by survey number into a text file for analysis.  I treat short answers in 

much the same way that I treat the field observations—grouping responses for analytical 

purposes and then performing rudimentary coding for the sake of tying these data to the 

rest of the survey data. 

 

Conclusion 

The combination of methods used to examine the connection between legislation 

and implementation within a larger cultural context produces a rich descriptive analysis.  

The analysis, however, is not simply richly descriptive, it is holistic in the sense that it 

allows for a theoretical move away from the false division of policy into distinct episodes 

of formation and implementation.  I look directly at the legislation as well as House and 

Senate Committee hearing notes that indicate who was involved in the passage of the 

legislation allowing for a clear sense of the intent of the legislation.  Newspaper articles 

offer a window into the public discourse surrounding policy changes, and the 

observations and surveys provide data for examining on-the-ground implementation.   

By using multiple methods, I am able to pinpoint when and where political power 

of service populations makes a difference in the policy formation and implementation 

process.  Had I simply observed and surveyed case managers I would have concluded 

that political power played no role in implementation and that organizational structure 
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was independently determinant.  A study that examined only the legislative histories 

would have yielded a clear argument about the importance of advocacy in shaping 

legislation, but I would not have understood the impact of differences in legislation on 

implementation.  In particular, I probably would have failed to recognize the significance 

of differences in the level of detail in the legislation.  The multiple methods employed in 

this study provide opportunities to triangulate findings and produce a fuller understanding 

of the roles of political power and organizational structure in shaping accountability in 

implementation.  
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CHAPTER 4: POLITICAL POWER AND PUBLIC POLICY 

 Service populations are able to shape the systems that serve them to the extent 

that they are able to leverage political power in their own favor.  Service recipients may 

access such power through organized lobbying or advocacy.  Constituencies that are able 

to shape public policies that affect them will be able to secure the protection of their own 

interests while those who are unable to wield such power will be subject to the decisions 

of legislators whose interests may be at odds with those of the service population.  Social 

service target populations will benefit from organized lobbying in the form of responsive 

legislation and responsive service at the level of implementation. Service recipients may 

exercise power in interactions with service providers and the organizations for which they 

work.  Case managers will be more responsive to clients whom they perceive as political 

agents.  These two channels for power may produce greater or lesser matches between 

policy as written and as implemented.  I explore the political and institutional contexts of 

case management in behavioral health and aging:  the history of the policies that structure 

and regulate the activities of community based case management, public attention and 

response to issues facing the aging and the mentally ill, and the political power that each 

of these groups holds or is perceived to hold in the community and in policy formation.   

The Arizona Long-term Care System (ALTCS) houses Home and Community 

Based Services (HCBS) for Arizona's aging population.  The data for this chapter come 

from the legislative history of HCBS within ALTCS, the legislative history of 

Community Based Care for the Seriously Mentally Ill, newspaper accounts of activity in 
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the two policy domains, and field observations in behavioral health and long-term care 

case management in the county under investigation. 

This chapter explores the relationship between political power and public policy 

formation and systems of implementation.  Legislative histories and newspaper archives 

provide data on policy formation.  Observations and surveys provide data for examining 

the role of political power in implementation.  I argue that differences in case 

management between behavioral health and aging begin with the written legislation: a 

product of the political power of service populations.  Legislation sets up different 

implementation systems from legislative intent down to case manager pay and workload.  

These differences affect accountability of street-level bureaucrats to state legislation.   

 

Aging and Behavioral Health in the U.S. Welfare State 

Community-based care programs for the aging and for the seriously mentally ill 

are both parts of significant transformations in the U.S. welfare state from World War II 

to the present.  In the mid-1960’s President Johnson’s revolutionary Great Society took 

on the task of implementing broad-based expansion of the welfare state and 

implementation of community based programs for both service populations.  The 

programs established during the 1960’s eroded with the economic crisis of the late 1970’s 

and the election of Ronald Reagan in 1980.  The Reagan era of retrenchment turned the 

Great Society on its head as social programs were re-privatized by way of devolution to 

the states and government outsourcing to private community organizations and local 
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government entities.  Amidst this shift case management emerged as the service 

technology of choice for coordinating community-based service systems. 

Aging in the U.S. Welfare State 

Aging is one of life's few certainties.  The commonness and general inevitability 

of the experience make it somewhat more tangible to many people than schizophrenia or 

bipolar disorder.  Advances in technology and medicine increase the likelihood that we 

will live to experience old age and have to find ways to manage our increased 

dependence upon others.  Historically, people died before reaching such a state of 

dependence, or families took their aging relatives into their homes to care for them.  With 

increasing lifespan and the move of middle class women into the labor force, many 

families find this arrangement less tenable.   

In addition to these socio-demographic changes, policy changes affect senior 

citizens’ ability to play a role in determining the future of their growing constituency.  

The Social Security Act of 1935 created a powerful interest group in the elderly and with 

it, organizational and institutional structures designed to protect it.  Public policy reforms 

take place on a stage set by previous policies (Kingdon 1995; Laumann, Knoke, and 

Clemens 1987).  All subsequent reforms designed to serve the aging population assume 

their legitimate place in the welfare state and contend with the financial and political 

security conferred by the establishment of Social Security.   
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During the 1960's and 1970's, those entering old age were among the first cohorts 

moving into old age under the protection of social security.14  For the first time, the aging 

population was a political interest group with a stake in the system (Campbell 2003).  

They were more able to maintain economic independence giving rise to the possibility of 

keeping them in their own homes with the help of support services in the community 

(Dill 2001).  At the time, perceptions of aging also began to shift as dependency was 

increasingly viewed as the root of the problem (Dill 2001; Rochefort 1986; Estes 1979).  

The solution to the problem was thus to increase independence: a solution that lent itself 

to re-privatization in a society where younger relatives were no longer likely or able to 

take in aging relatives.  The reframing of the problem in this way made community based 

care systems a perfect solution. 

“The White House Conference on Aging 1961” was among the first collective 

mobilizations of the aging population.  The Conference set the stage for policy 

discussions of expanded health insurance for the aged leading to Medicare and Medicaid, 

and the expansion of nursing home and home care services (Dill 2001).  The Older 

Americans Act followed in 1965.  As a policy initiative, the Older Americans Act enjoys 

overwhelming support from Republicans and Democrats alike.  The ideals associated 

with a community based service system tap into democrats' richest sense of caring for the 

community through social welfare.  The privatization associated with the plan and the 

cost-cutting nature of such an effort at deinstitutionalization is appealing to fiscal 

 
14 For a discussion of political power of the elderly and the passage of the Social Security Act of 1935 see Quadagno, 
Jill S.  "Welfare Capitalism and the Social Security Act of 1935."  1984.  American Sociological Review 49: 632-647.  
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conservatives looking to scale back state spending on social welfare.  Keeping aging 

citizens in the community means reducing money spent on nursing homes and hospitals. 

The oil crisis of the late 1970's and the election of Ronald Reagan brought with 

them a resistance to further expansion of such programs and, in fact, a retrenchment from 

the grand proposals of Johnson's day (see Pierson 1994 and Dill 2001 for further 

discussion).  The 1978 Older Americans Act Amendments and the 1981 Omnibus Budget 

Reconciliation Act mark the end of Great Society expansions in the welfare state and the 

beginning of retrenchment (Dill 2001, 26).  While the need to care for our aging 

population remained, the focus of home and community based care shifted from a 

philosophical commitment, to a cost-containment strategy that would allow for the 

devolution and re-privatization of these services (Smith and Lipsky 1993). 

  A growing aging population and a new service structure for solving their 

problems gave rise to new professional communities built around the need to understand 

and address the issues of this population.   

Medical, public health, and social service providers, related 
industries, public bureaucracies at all levels, interest 
groups, academics and research institutes, trade 
associations, and individual professions—together these all 
constituted an aging enterprise (Estes, 1979, 2), a mass 
(though hardly unified) effort to define and treat the 
problems and needs of the aged (Dill 2001, 28). 

The network of community organizations and professional groups that emerged to meet 

the needs of the aging population had their own vested interest in the maintenance and 

expansion of the community based services system. 
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At the same time that the aging population was growing and establishing itself as 

an active and independent citizenry, many were moving to Arizona.  The population of 

the state of Arizona grew from 1,799,531 in 1960 (only 172,147 of whom were over age 

65—9.6%) to 5,130,632 in 2000 (667,839 of who were over age 65 in 2000—13.02%).  

Those over 65 represented 16.73% of the voting age population in the U.S. in 2000 and a 

somewhat higher 17.77% of the voting age population in the state of Arizona.15  In 2004 

the American Association of Retired Persons (AARP) of Arizona claimed 750,000 

members16.  These developments make Arizona an excellent case for examining the 

aging population as a political force. 

Serious Mental Illness in the Welfare State 

During the same period, ideas about how to best care for the Nation’s seriously 

mentally ill changed as well.  Prior to the 1940’s the federal government did not 

participate in public policy formulation regarding mental health.  Lawrence C. Kolb, the 

psychiatrist in charge of the Division of Mental Hygiene worked to establish a National 

Neuropsychiatric Institute within the Public Health System.  Kolb argued that attitudes 

toward mental illness were preventing productive research into causes and treatments.  

Kolb’s proposal never made it out of deliberations with the American Medical 

Association.  Some policy-makers proposed state-federal partnerships for dealing with 

the mentally ill, but all federal government involvement was rejected until after World 

War II.  The New Deal ushered in the expansion of the welfare state and of the federal 

                                                 
15 Source: Population Division, U.S. Census Bureau, www.census.gov. 
16 Author’s e-mail correspondence with the Arizona AARP office 2004. 
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government’s role, and at the same time brought scientists and intellectuals into 

discussions about public policy formation (Grob 1991).  The early 1940’s were marked 

by Surgeon General Thomas Parran’s efforts to expand the role of the Public Health 

System and convert wartime research contracts into grants.   

These changes formed the basis for the expansion of the National Institutes of 

Health extramural research program.  In combination with the formation of the National 

Science Foundation in 1950, institutional changes laid the groundwork for dramatic 

changes in the U.S. healthcare system.  In the post World War II era, with widespread 

bipartisan support, the U.S. healthcare system underwent massive expansion and change.  

“During these years, utilization of services and expenditures increased rapidly in response 

to an enhanced public faith in the efficacy of medical intervention as well as a rising 

standard of living and general prosperity” (Grob 1991, 48).  Psychiatrists and advocates 

with access to the institutions of the public healthcare system used their roles to lobby for 

changes in public policies affecting research and services in mental health.  Grob’s 

description of this history suggests that the confluence of the New Deal legacy, the 

energy behind growing support for health care legislation, and the rapidly increasing 

interest and success in biomedical research all combined to create the conditions for 

getting mental health onto the national healthcare agenda.  Most opposition came from 

those who were generally against the expansion of federal powers.   

A great deal of activism on the part of psychiatric activists, combined with the 

energy of the times, led to the signing of the National Mental Health Act (NMHA) on 
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July 3, 1946.  The establishment of the NMHA ended the tradition of federal inactivity on 

issues pertaining to mental health (Grob 1991, 53).  The NMHA authorized the 

establishment of the National Institutes of Mental Health (NIMH).  The primary work of 

the NIMH in the early years was to build support for community based programs.  Major 

advances in psychotropic pharmacology contributed to optimism in the 1950’s.  No one 

ever considered the possibility that these programs would not have the anticipated 

consequences.   

The NIMH established a demonstration community-based mental health clinic in 

Prince Georges County, Maryland and reported success in the community-based 

approach in 1949.  Their report suggested that the clinic’s activities, “by obviating the 

need for hospitalization, decreased public expenditures, and by improving personal, 

marital, and vocational adjustment, conserved human and economic resources in the 

community” (Grob 1991, 60).  The NIMH did not systematically evaluate these 

programs, and claims to success were never supported with empirical evidence.  By 1955 

some lawmakers expressed concerns over “the vagueness surrounding the whole problem 

of community mental health, the unclearness surrounding the function and role of the 

personnel working in this area, and the kinds of preparation these people needed” (61).   

A massive turn to deinstitutionalization moved forward, still without clear 

evidence of its effectiveness.  The civil rights movement and broader human rights 

activities and ideologies of the 1960’s gave rise to advocacy outside of the psychiatric 

professions.  As a result, advocates turned away from concern for the psychiatric 
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professional and toward a concern for patient rights.  Deinstitutionalization enjoyed 

broad-based support as a humane response to the problem of mental illness and the 

conditions of institutional mental health facilities.  The Community Mental Health 

Centers Act (CMHC) of 1963 launched the massive deinstitutionalization of America’s 

seriously mentally ill population (Dill 2001; Grob 1991; Rochefort 1993).  While Grob 

presents this legislation as the product of an exciting period of activism and successful 

lobbying, others (Scull 1976, 1977, 1984; Brown 1985) read it as a progression in social 

control designed to suit changes in U.S. society.   

Rochefort (1993) works from a more complicated perspective, and directs 

attention to the role of culture in shaping the public response to mental illness.  The 

CMHC Act can be explained by “a new image of the mentally ill that became prevalent 

in U.S. society during the decades following World War II” (34).  Scientific, intellectual, 

and social developments of the post war era led to a destigmatization of mental illness 

and a shift to seeing the mentally ill as a “deserving” population.  The changing image of 

mental illness and the mentally ill led to a move away from treatment through social 

isolation (Rochefort 1993).   

In 1955, U.S. public mental hospitals housed 558,922 patients.  By 1971 that 

number decreased to 308,98317 and according to the Center for Mental Health Services 

Uniform Reporting System, mental hospitals treated 165,180 patients in 2002.  In that 

same year, community mental health programs served 3,920,465; 90,014 of those in the 

 
17 These numbers reflect resident patients at the end of the year and were taken from Table 10.2 p. 260 in Gerald N. 
Grob 1991, From Asylum to Community: Mental Health Policy in Modern America.  Princeton, NJ: Princeton 
University Press. 
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state of Arizona.  The mass movement of the mentally ill out of institutions and into 

community based care programs necessitated the creation of an institutional structure to 

replace the institution, but without walls or restrictions.  Case management emerged as 

the service technology best-suited to fill this need (Dill 2001).   

While broad community based service programs have indeed remained a part of 

the U.S. welfare state, adjustments in the structure of funding reflect changes in the 

political climate surrounding these programs.  The era of Great Society welfare state 

expansion involving categorical grants to state agencies and private entities came to a halt 

with the Omnibus Budget Reconciliation Act of 1981 (OBRA, Public Law 97-35).  The 

OBRA transformed federal funding of state and local projects through a move to a Block 

Grant system in which states received lump sums of money to cover the costs of several 

different programs.  The idea was that states should have control over where the money 

went and should be able to use discretion in determining where their state’s greatest 

needs might lie.  The legislation also put an end to private and local parties skirting state 

level government and lobbying directly to Washington.  This shift in funding made room 

for local discretion and shifted the role of lobbyists and private organizations as they no 

longer had a direct connection to the funding source.  The change also put programs more 

directly and obviously in competition for scarce resources.  Both the Arizona Long-term 

Care System and Arizona Behavioral Health Services are funded through Federal Block 

Grants to the state. 
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Legislative Histories and the Arizona Context 

Legislative histories do not simply provide a history of laws; they provide a 

history of the conversations about laws, their intent, and their method of implementation.  

The language of the law conveys important meaning and intent.  I conducted a 

comparative analysis of the two legislative histories with careful attention to the role of 

the service population in legislative and oversight processes.  I acquired records of 

committee and hearing notes that document attendance and topics of discussion at the 

House and Senate Committee meetings concerning these pieces of legislation 

Legislative histories for community based care for the aging and for the seriously 

mentally ill in the state of Arizona run concurrent to one another with 1980 as the starting 

point for recognizing the need for coordinated community-based services and as the 

jumping off point for planning and implementation.  The two service populations share 

needs for social activity, medical treatment, nutritional advising, assistance with activities 

of daily living (ADLs), and assistance in navigating the various public assistance 

programs for which they are eligible.  The legislative discussions occur around the same 

time so we can assume that the same legislators discussed the two systems as they 

evolved.  I begin with a summary of the legislative histories for each domain and then 

turn to a comparative examination of the two legislative histories. 

Community Based Care for the Seriously Mentally Ill 

In 1980, an Arizona legislative report found insufficient noninstitutional 

programming for a growing and vulnerable "chronically mentally ill" population.  The 
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committee passed Senate Bill 1057 on from committee to the full thirty-fourth legislature. 

At that time, it was determined that a statewide system of alternatives should be 

organized at the county level.  Citizens in attendance at the committee meeting included 

representatives from the following: Arizona Association of Counties, Coalition for 

Improved Long-Term Care, the Department of Health Services/Behavioral Health 

Services (DHS/BHS), Presbyterian Service Agency, the Community Organization for 

Drug Abuse Mental Health and Alcohol Services (CODAMA), Arizona Alcoholics 

Anonymous, Department of Economic Security (DES), Arizona Association of Counties, 

Arizona Narcotics Anonymous, Community Support Consortium, and one citizen 

representing herself18.  Three representatives of “Alternatives for Care Coalition” 

attended the Appropriations Committee meeting and one spoke in favor of the bill.  

Representatives of the Arizona Association of Counties, DHS/BHS, DES, Community 

Support Consortium and Arizona Narcotics Anonymous also attended the meeting.  The 

Bill passed in the Appropriations committee on February 29, 1980 and included plans for 

a one million dollar appropriation from the general fund to DHS for services included in 

the bill and another $230,000 for planning.  Meanwhile a class action lawsuit was filed 

against the state of Arizona by the Arizona Center for Law in the Public Interest, 

claiming that Arizona provided inadequate health care for the mentally ill.  The Deputy 

Director19 was to establish a statewide plan by July 1, 1983.  In 1986 the court found in 

 
18 These data come from the “Minutes of Committee on Health, Welfare, and Aging” February 12, 1980 and the 
accompanying sign-in sheet.  Other citizens representing themselves were present, but failed to indicate which bill they 
were there to address.   
19 The Deputy Director of the Division of Behavioral Health in the Department of Health Services. 
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favor of the Arizona Center for Law in the Public Interest and ordered that the state 

provide mandated services. 

The legislature took little action on the issue through the mid-1980’s.  Title XIX 

of the Social Security Act called for a pilot program for the chronically mentally ill to 

begin July 1, 1987.  In January 1987, The Phoenix Gazette reported 27 jobs cut in the 

newly created Behavioral Health Division and its Chronically Mentally Ill Pilot Project.  

The same article reported “An extra $17 million to fund long-term health care, a program 

now provided by the counties.”    In February of 1987, The Arizona Republic reported on 

the behavioral health problems associated with rapid population growth.  Rapid 

population growth caused behavioral health problems related to relocation and lack of 

community ties and that same growth meant there was not enough money to take care of 

all of the people living in the state—population grew faster than state revenues and 

service systems.  In March of the same year, mental health experts who were interviewed 

in regard to the state of Arizona’s behavioral health system for children responded that 

the system was hampered by “too few facilities, too little money and too little legislative 

commitment.”  In the same article there was talk of the need to file a complaint against 

the state in an effort to jolt them into action.  The state earned a reputation for only taking 

action when court ordered to do so.   

As the pilot programs took shape, allegations of “creaming,” designing the system 

to serve those whose care is the least expensive and who are most likely to succeed with 

treatment for the sake of maximizing profits, were made by Southern Arizona Legal Aid.  
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They filed a Federal complaint in hopes of a quicker response than what a law suit might 

yield.  In June of 1987 a coalition of mental health advocacy groups presented Governor 

Mecham with a report on the political and administrative history of the state’s chronically 

mentally ill.  “The coalition apparently wants to make new friends within the governor’s 

office….Mecham might be enlisted as a powerful ally in the tough insiderish battles over 

turf and mental health funding.”  The Phoenix Gazette summed up the history of SMI 

services in Arizona: 

For decades, the mentally ill have been the focus of a 
monotonous depressing history.  Their plight is marked by 
long periods of public disinterest, occasionally interrupted 
by well-publicized scandals, a landmark court decision, 
quick legislative response, then lapsing into fractious 
jurisdictional struggles among advocates, practitioners and 
governmental institutions (The Phoenix Gazette 06-26-87).   
 

Rather than an organized lobby applying consistent pressure to the legislature and 

affecting policy formation, political power in this domain came through the courts in the 

form of public interest lawsuits. 

As the start date for the pilot programs approached, it became clear that the state 

that ranked last in the nation in per capita spending on mental health had sorely 

underestimated the cost of implementing an effective system.  Cost estimates came in at 

up to 500 percent higher than state officials expected (The Arizona Republic 06-30-87).  

Majority Leader Bob Usdane, a Republican from Scottsdale, claimed that the criteria for 

the programs established by the DHS were too immense—“almost nobody could have 

done it at any cost.”  Some argued that the problem was too little competition for the 
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contracts.  Concerns loomed as the state faced the possibility of the Arizona Health Care 

Cost Containment System (AHCCCS) taking over the mental-health services system.  A 

waiver from the federal government exempted AHCCCS from having to provide mental 

health services, but if the state could not get its new system in place, AHCCCS was set to 

take over mental health services in 1989. 

Before the pilot programs even got off the ground, the programs were reduced 

from 5 to 3 programs to accommodate a higher per patient price tag than anticipated.  

Lawmakers had approved $4,700 annual cost per patient and bids came in at $12,000-

$13,000.  The pilot programs were reduced and providers settled on a $7,000 per patient 

price tag.  Amidst debate over budget cuts, Executive Order 89-12 dated May 9, 1989 

created the governor's task force on the seriously mentally ill.  The Division of 

Behavioral Health Services had not yet managed to comply with the settlement from the 

class action lawsuit and the program was facing cuts to meet the proposed 1990 budget. 

The state was found in contempt of the 1986 court order for failing to ask for enough 

money to fund the planning of the ordered programs.  Full implementation of the 

continuum of care services for the chronically mentally ill was added to the Arizona 

Revised Statutes October 1, 1995 and at that time case management became the primary 

means of coordinating the myriad services needed for chronically mentally ill individuals 

to remain in the community. 

The plan was called “The Blueprint: Implementing Services to the Seriously 

Mentally Ill” and it called for the creation of a new office under the DHS Division of 
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Behavioral Health Services to oversee the development and implementation of care for 

SMI’s.  Tannis Fox, an attorney for the Arizona Center for Law in the Public Interest said 

that advocates were pleased, but wondered if state officials were serious about 

implementation.  DHS asked for $28 million to implement the plan, but Governor 

Mofford’s budget, released around the same time, did not include these funds. 

The Community Mental Health Residential Treatment System (Title 36, Chapter 

5, Article 10) is intended to “provide a statewide system of residential services and 

adequate treatment for the chronically mentally ill in the least restrictive alternative 

available and in accordance with the client’s needs.”  The legislation provides guidelines 

for the community-based programs, authorizes counties to implement community 

residential treatment systems with federal, county and state funds, and provides state 

funds for the development of such systems at the county level.  The legislation requires 

that each community residential treatment program have a case management system “to 

enhance cooperation of elements within the system and provide each client with 

appropriate services."  The determination of what constitutes “appropriate services” is 

left up to the discretion of providers.  The vagueness of the legislation makes decoupling, 

or at least inconsistency between policy and practice, inevitable.  Moreover, the failure to 

adequately fund community-based programs for the seriously mentally ill meant that 

provider organizations were financially constrained from the beginning; a constraint 

likely to limit experimentation and innovation, save those efforts designed to cut costs.   
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Throughout the legislation SMI individuals served by the system are referred to as 

“clients”.  While the legislation is designed to serve their interests, they are not included 

in the process of defining those interests nor are they, or their service providers, made 

partners in the implementation process.  The joint legislative oversight committee is to 

receive reports and make recommendations for modifications and additions to the 

behavioral health system. The legislature established the behavioral health oversight 

committee in 1986 and amended it in 1991.  Three members of the State Senate, three 

members of the Arizona House of Representatives, two members of the community with 

an interest in mental health who are not employed by the Division of Behavioral Health 

and the assistant director of the Division of Behavioral Health comprise the committee.  

There are no provisions for clients or for other mentally ill individuals, advocate or 

provider organizations to be involved in the joint legislative oversight committee.  One of 

the jobs of the committee is to examine and analyze “the extent to which the system 

provides for decision making that is representative, responsive and accountable to the 

community, clients and funding sources” (ARS Title 36 Ch. 34 section 60 D.3).   

The legislation requires that organizations provide a grievance procedure for 

clients.  The grievance procedure is the primary avenue for client participation in the 

policy aspects of the behavioral health system.  The absence of other avenues for input by 

clients and their advocates may explain the significant role of the courts in the history of 

the behavioral health system in Arizona.  Lawsuits filed by public interest attorneys on 

behalf of behavioral health service system clients have, on more than one occasion, 
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forced the state to increase funding in order to meet the mandates of its own policies.  

Previously mentioned, Arnold v. Sarn (1981) is the most famous of these cases.  Arnold, 

a public interest attorney, filed suit against the state Division of Behavioral Health for 

failure to provide services mandated by legislation.  Arnold v. Sarn and cases like it 

forced the state to adhere to both federal and state policies regarding the care of the 

seriously mentally ill. 

Community based care for the mentally ill in the state of Arizona relies on court 

battles and federal mandates for enforcement of federal and state policies regarding 

public provision of behavioral health services for the seriously mentally ill.  The state is  

both reluctant and stingy in appropriating funds to behavioral health and organized the 

system in a way that limits input from the service population, advocates, and 

practitioners.     

Community Based Care for the Aging 
 

Two major pieces of legislation outline community based services for the aging in 

the state of Arizona: the Arizona Older Americans Act—Nonmedical Home and 

Community Based Care Services (Title 46 Article 8) and the Arizona Long-Term Care 

System (Title 36 Article 2).  The Arizona Older Americans Act—Nonmedical Home and 

Community Based Care Services (AOAA-NHCBS) grew out of the Older Americans Act 

of 1965 and was first added to Arizona statutes in 1980 as the Arizona Older Americans 

Act (AOAA).  The AOAA carried no fiscal impacts as its purpose was to better 

coordinate services already provided by the Department of Health Services, the 
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Department of Transportation, the Department of Education and the Department of 

Economic Security.  Advocates, providers, and individual citizens spoke in committee 

meetings concerning the bill.  The Committee on Human Resources reviewed the bill and 

representatives of the following organizations spoke at the meeting: Aging, Family and 

Child Services (DES), Advisory Council on Aging, Arizona Council for Senior Citizens, 

Pima Council on Aging, Coalition for Improved Long-term Care and the Governor’s 

Council on Aging.  During that meeting the following line was added to the bill: “The 

integrity of senior citizen participation at all planning and program development levels 

must be ensured.”  The bill passed the Health, Welfare and Aging Committee on April 8, 

1980.  Representatives of the following groups attended the meeting: National Retired 

Teachers Association (3), Arizona Association of Counties, and Coalition for Long-term 

Care, Governor’s Council on Aging (3), Teamster Retirees, and Arizona Council for 

Senior Citizens.  One citizen signed as representing himself with an interest in H.B. 2037.     

In 1987 the state Aging and Adult Administration announced a 3 year plan to 

improve health, housing, nutrition and medical insurance benefits for Arizona’s elderly.  

Acting Program Administrator, Richard Littler, described the plan’s goals in terms of 

“expanding cooperative efforts among state agencies to promote development of needed 

services” (The Arizona Republic 05-15-87).  The Long-Term Care Bill (S.B. 1418) went 

before the health and welfare committee in early April.  Representatives from several 

hospitals, DES, AHCCCS, and several counties spoke at the meeting.  In addition, two 

representatives of area agencies on aging, two representatives from the AARP, and one 

 



91 
 

 
 

                                                

representative of the Governor’s Committee on Aging attended the meeting as guests.  

Several last minute amendments to S.B. 1418 went through the Committee on Health at 

the end of April 1987.  Thirty-two guests spoke at the committee meeting including 

representatives from several government agencies involved in implementation and from 

several advocacy and lobbying groups20.    

The elderly were among several constituent groups (including hospitals and 

physician groups) that had a stake in the legislation and were represented at the Health 

Committee meeting, but there is no question that the elderly were well-represented 

among the lobbyists.  Representatives from the AARP, several counties and area agencies 

on aging attended the meeting but did not speak.  In May of 1987, Governor Mecham 

signed into law the legislation allowing AHCCCS to provide long-term care for the 

elderly beginning October 1, 1988 (The Phoenix Gazette 05-22-87).  AHCCCS set 

January 1, 1989 as the date to begin paying for eligible home services for elderly 

clientele.  The plan offered counties a choice, either they could provide long-term care or 

AHCCCS would provide it (05-22-87).  That same week the U.S. House of 

Representatives reauthorized the Older Americans Act with a substantial increase in 

funding; from $100 million to more than $1.5 billion with a 5 percent annual boost 

written into the legislation (The Phoenix Gazette 05-29-87).   

 
20 The following groups were represented: Department of Economic Security, Region I Area Agency on Aging, 
Hospice of the Valley, Pima County Department of Aging and Medical Services, County Supervisors’ Association, 
Arizona Center for Law in the Public Interest, St. Joseph’s Hospital, University Physicians, Inc. (Lobbyist), Governor’s 
Advisory Council on Aging, Arizona Association of Retired Persons, Association of Retarded Citizens of Arizona, 
Arizona Hospital Association, Arizona Nurses Association, Arizona Catholic Conference, Fairness and Accountability 
in Insurance Reform, Arizona Physicians IPA, Legislative Consultant on AHCCCS, Pima County Health Department, 
Arizona Hospice Organization, Arizona Bridge to Independent Living, Office of Health Care Licensure, Arizona 
Association of Homes for the Aging, Maricopa County Long-Term Care, and Department of Health Services. 
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The Arizona Long-Term Care System (ALTCS) is provided for by Title 36 

Article 2.  Article 2 was added by Laws 1987, Ch. 332, section 30 and was effective 

August 18, 1987.  The ALTCS system serves all those who are functionally disabled.  

Approximately 80% of their members are elderly and the other 20% of their members are 

under age 60 and are suffering from functional disabilities such as paraplegia.  The 

ALTCS system includes home and community based services as defined by the above 

legislation for those who are eligible for ALTCS.   

The system includes the management and delivery of 
hospitalization, medical care, institutional services and 
home and community based services to members through 
the administration, the program contractors and providers 
pursuant to this article together with federal participation 
under title XIX of the Social Security Act.  The director in 
the performance of all duties shall consider the use of 
existing programs, rules and procedures in the counties and 
department where appropriate in meeting federal 
requirements (section 36-2932.A).   
 

Seniors who do not qualify for ALTCS may still receive community services and case 

management pursuant to the Arizona Older Americans Act. 

The ALTCS legislation mandates a uniform statewide case management system to 

“ensure the most appropriate placement and cost effective delivery of services to 

members by the program contractors” (section 36-2938.A).  It further states that each 

member will have a long-term care service plan and that the plan will include a cost 

benefit analysis for institutional or Home and Community Based Services (HCBS).  

HCBS are not to exceed 80% of the cost for institutional care.  There is room for 

exceptions.  Exceptions must be approved and are most common among young 
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paraplegic clients.  They need a lot of care, but are also most helped by remaining outside 

of institutions.  Case management is defined as “a service that will direct members to the 

most appropriate amount, duration and type of services and continually monitor and 

reassess a member’s need for services provided pursuant to this article” (section 36-

2938.D).  ALTCS also provides mental health services to those who are eligible for 

ALTCS21. 

In May of 1988 the Committee on Health and Welfare reviewed proposed 

changes to AHCCCS (S.B. 1486) that would affect both behavioral health and long-term 

care services.  The changes were largely technical and designed to clarify eligibility, 

covered services, and spending limits.  Again, the guest list was long, included 

representatives from several counties, DHS and home health providers.  The Gray 

Panthers, the Governor’s Committee on Aging, and a couple of Area Agencies on Aging 

were the obvious representatives of the elderly.  The Arizona Center for Law in the 

Public Interest was also present and may have been monitoring aspects of the bill 

pertaining to the mentally ill, but there is no way to know for sure.  No other obvious 

representatives of the mentally ill were present.   

In 1989 Article 8 was renamed the “Nonmedical Home and Community Based 

Care Services System.”  The two former titles were combined in 1992 to become what is 

now known as the Arizona Older Americans Act—Nonmedical Home and Community 

 
21 This creates some tension between the Behavioral Health system and the ALTCS system as there is a fair bit of 
discretion in the determination of which system a client will be assigned to.   
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Based Care Services22.  The Arizona Older Americans Act provides funding and a 

mandate for social and nutritional services that supplement the basic long-term care 

service provided by ALTCS.  The legislation provides for the following:  

[A] comprehensive, case managed system of care which is 
provided to a functionally disabled person in the person’s 
home or community and which supports the role of the 
family and caregivers as a part of the care plan which may 
include personal care, housekeeper chore services, adult 
day care, adult day health care, respite care and home 
delivered meals, as well as health care services which are a 
necessary, but subordinate, part of the care plan (section 
46-191: 7). 
 

A wide range of organizations provide these services. 
 

The legislation refers to the recipients of the services as “members.”  The 

language of the legislation includes service recipients as part of the implementation 

system.  The legislation provides for a services review committee.  The committee 

includes the director of the Arizona Health Care Cost Containment System 

administration, the director of the Department of Health Services, a representative of the 

Office of Aging and Adult Administration in the Department of Economic Security, a 

representative of the Governor’s Council On Aging, a representative of the Region 1 

Area Agency for Aging, a person who is providing home and community based services 

for members of ALTCS, and two persons who operate nursing care institutions.  The 

legislation is very detailed and leaves none of the terms of service provision ambiguous. 

 
22 Those seniors who do not qualify for ALTCS may still qualify for non-medical HCBS based on need.  In keeping 
with the arguments about advocacy, I think it is important to note that one of the non-profit organizations providing 
these services in the county under investigation is also one of the county’s primary advocacy groups for the aging.  
They are the advocacy arm of the community based care system. 
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Legislative Comparisons 

 I examine the stated "legislative intent" for the two policy areas under study (See 

Appendix B for full text).  In the behavioral health legislation, the "legislative intent" 

section provides a concise description of the role of the state in facilitating the 

construction of a community-based residential treatment system.  The job of the state will 

be to "provide guidelines and principles," to "authorize" the use of federal state and local 

funds for implementing a community residential program, and to "provide state funds."  

The statewide system itself will provide "adequate treatment" in the "least restrictive 

alternative available."  The "legislative intent" is to grant counties "flexibility to design a 

residential treatment system to meet the specific needs of clients in their community."  

There is no discussion of the chronically mentally ill population and the specific 

problems that they face. 

The "legislative intent" of the Arizona Older Americans Act—Nonmedical Home 

and Community Based Care Services describes the problem being addressed, the system 

to be designed, its intent, and the role of the state.  Here, the role of the state is to provide 

"leadership," and "a state policy based on cost-effective planning and programming."  In 

addition, the legislation itself is designed to establish "state responsibility for the 

coordination and integration of effort at all levels of service, based on the concept of 

servicing the whole person."  The statewide system will "address the general welfare of 

Arizona Older Americans;" it will provide benefits that are "measurable, demonstrable 

and consistent with a reliable assessment, made in concert with older Arizonans, of the 
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needs of older Arizonans."   The system will allow older Arizonans to "maintain an 

independent lifestyle of their own choice, avoid premature and unnecessary institutional 

care, and live in dignity."   

The policy is based on "survival, self-help, and self-determination of older 

Americans."  Other important descriptions of the policy to be implemented and its intent 

are: "comprehensive in scope," intended to "strengthen the economic social and general 

well-being of older Arizonans,"  "effective coordination of delivery of services to prevent 

fragmentation, duplication, inadequate access and neglect,"  "servicing the whole 

person," and "promoting comprehensive investigation and development of alternative 

forms of service which create options for older Arizonans as the need for support services 

increases."   The problem needing attention is described as "an expanding population 

with a high incidence of disability, isolation and low-income level that is aggravated by 

inadequate resources, rising living costs and inaccessibility of appropriate services."  The 

legislation is clear in its intent and in its commitment to the service population.  There is 

no equivalent passage in the behavioral health legislation.   

I should note that the legislation for behavioral health does not include an 

equivalent to the Arizona Older Americans Act.  The Older Americans Act provides 

funding and a mandate for social and nutritional programming.  The ALTCS is not 

responsible for this though case managers may coordinate these services for ALTCS 

members.  The funding for behavioral health must cover any social and/or nutritional 

services that the seriously mentally ill might need. 
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 Legislation includes definitions that provide clarity for the reader; a way of 

avoiding confusion about what it means to meet the letter of the law.  The number of 

definitions can be seen as an indicator of how general or how specific a given piece of 

legislation is and the terms defined may indicate places where legislators were 

determined to avoid confusion and limit discretion in interpretation.   In the Arizona 

Older Americans Act Non-Medical Home and Community Based Services legislation,23 

12 terms are defined including "case management services" and "nonmedical home and 

community based care system."   

"Case Management Services" means the assessment and development of 
an individualized service plan through which the eligibility of individuals 
is determined, appropriate services or benefits are identified, planned, 
reported, monitored or terminated and follow-up is provided if and when 
appropriate (ARS § 46-191). 
 
"Nonmedical home and community based care system" means a 
comprehensive, case managed system of care which is provided to a 
functionally disabled person in the person's home or community and 
which supports the role of the family and caregivers as a part of the care 
plan which may include personal care, housekeeper chore services, adult 
day care, adult day healthcare, respite care and home delivered meals, as 
well as health care services which are a necessary, but subordinate, part of 
the care plan (ARS §46-191). 
 

The definitions provided in this legislation provide specific details regarding what is to be 

included in the service system and how it is to be implemented, and that it is to be 

 
23 The following terms are defined: "adult day care," "attendant care," "case management services," "home care 
services," "home delivered meals service," "home health aid," "nonmedical home and community based care system," 
"Older Arizonan," "personal care," "physically disabled," "respite sitter services," and "visiting nurse services." 
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monitored.  Thirteen additional definitions are provided in Title 36 Article 2 Arizona 

Long-term Care System (ALTCS)24.   

In the behavioral health domain Title 36 includes the definitions of the following 

six terms: "advisory council," "children," "department," "deputy director," director," 

"division."  Later, in Article 10, four more definitions are provided: "community 

residential treatment system," "deputy director," "division," and "seriously mentally ill." 

All of the definitions initially offered in Title 36 serve to clarify shorthand terminology 

used in the legislation.  Two of those definitions are repeated in Article 10, but there is 

also some clarification on the system and the population that it serves.   

"Community residential treatment system" means a statewide system of 
community based residential treatment programs for the seriously 
mentally ill which provides a wide range of services as alternatives to 
institutionalization and in the least restrictive setting" (ARS §36-550).   
 
"Seriously mentally ill" means persons, who as a result of a mental 
disorder as defined in §36-501 exhibit emotional or behavioral functioning 
which is so impaired as to interfere substantially with their capacity to 
remain in the community without supportive treatment or services of a 
long-term or indefinite duration.  In these persons mental disability is 
severe and persistent, resulting in a long-term limitation of their functional 
capacities for primary activities of daily living such as interpersonal 
relationships, homemaking, self-care, employment and recreation" (ARS 
§36-550). 
 

These terms clarify that there will be a "wide range of services" and that the seriously 

mentally ill are individuals with diminished capacities who need assistance with activities 

of daily living. 

 
24 The ALTCS legislations includes definitions of the following terms: "Administration," "Capitation rate," 
"department," "director," "eligible person," "home and community based services," "institutional services," "member," 
"noncontracting provider," "program contractor," "provider," "system," and "uniform accounting system" (ARS Title 36 
Article 2).  
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The differences between these two legislative frameworks and the organizational 

structures that grow out of them lead to questions about the effect of policy structure on 

institutional authority and accountability in implementation.  One could argue that the 

lower level of detail in the provisions for Behavioral Health signifies greater deference to 

professionals in the field, however, a comparison of education and experience (indicators 

of professionalism) at the level of case manager suggests that such deference is 

misplaced.  The psychiatrists are the professionals in the Behavioral Health domain and 

the legislation does not legislate the specific work that they do with clients—this is where 

the deference lies.  The legislation does outline the work of the treatment team (i.e. 

service planning to be done by case managers in consultation with psychiatrists).   

 The ALTCS legislation refers to those served as “members;” and the mental 

health legislation refers to those served as “clients.”  On its face, this may not seem like a 

significant issue, however, these words do carry different meanings and they evoke 

different images of the relationship between the organizations under study and the 

individuals they serve.  The language of membership denotes equality and a sense that 

without the individual, the entity is not whole.  This language makes no distinction 

between those served and those providing the services.  The use of the term client, on the 

other hand, denotes dependence and a separation or “otherness” between providers and 

those served.   

 The legislative frameworks delineate the composition of the oversight 

committees. Representatives from all of the government offices that are central to 
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ALTCS funding serve on the oversight committee: the director of the Arizona Health 

Care Cost Containment System (AHCCCS), the Director of the Department of Health 

Services, and a Representative of the Office of Aging and Adult Administration at the 

Department of Economic Security.  The committee also includes advocates: a 

representative of the Governor’s Council on Aging and a representative of the Region 

One Area Agency on Aging.  Finally, the committee includes practitioners: one 

individual who provides home and community based services (HCBS) for members of 

ALTCS and two people who operate nursing care institutions.   

Only one representative of a government agency central to funding the behavioral 

health system sits on the oversight committee; the Assistant Director of the Division of 

Behavioral Health (note that it is not the Director).  Two members of the committee serve 

as advocates, but the specification of their connection to the service population is left 

quite vague: “two members of the community with an interest in mental health who are 

not employed by the Division of Behavioral Health.”  No representatives from the 

implementation system serve on the oversight committee.  Legislators comprise the 

majority of the committee: three members of the Senate and three members of the House 

of Representatives.  Legislators do not necessarily have any specialized knowledge of the 

needs of the mentally ill, nor do they have direct knowledge of the implementation 

system’s day-to-day operations.  Behavioral health providers are effectively "decoupled" 

from the legislative process, both by their exclusion from the oversight committee and by 

the paucity of details in the outline of the behavioral health system. 
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Some management theories might predict that provider involvement will produce 

a system that maximizes provider discretion.  Similarly, one might expect that the 

absence of providers in the planning process in behavioral health might lead to a system 

dominated by meticulous rules for decision-making.  Interestingly, I find exactly the 

opposite.  The long-term care system is designed around very detailed policies and 

procedures while the behavioral health system provides very little in the way of specific 

policies and procedures for decision-making. 

Lin’s (2000) work on education programs in prisons suggests that the distinctive 

character of these two bodies of legislation may be a legislative strategy for dealing with 

the problem of accountability.  State, organizational, and client interests may not be 

commensurate with one another and only one of these entities writes the policies.  

Knowing that organizational actors may choose to subvert policy that they disagree with 

(and recognizing their limited ability to monitor) policy-makers deal with this problem in 

one of two ways.  Policy makers may “impose their preferences by limiting the discretion 

of staff and regulating the responses of target groups as much as possible” (Lin 2000, 

163).  Alternatively, policymakers determine that their differences with the other 

stakeholders are a function of location.  “[P]olicymakers have better information about 

desirable ends, but staff (and perhaps target groups) have better information about the 

best means to the end” (163).  In this situation, they expand staff discretion, tell them 

what the goals are, provide resources, and allow them to come up with ways to meet 
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those goals (163).  The first alternative describes the structure of the aging service system 

and the latter describes behavioral health.   

The state uses capitation rates to finance both long-term care and behavioral 

health services.  The capitation rate assumes that some clients will require more 

expensive care than others and the total amount needed for the system is averaged across 

clients.  The state bases financing of long-term care on the premise that the community 

based care system should spend no more than 80% of what it would cost to provide 

institutional care.  This formula is clearly explained in the legislation.  All exceptions to 

this rule must go through a supervisor.  Case managers must receive prior authorization 

for all services.   

Advocacy and lobbying have the ability to influence the structure, language, and 

content of legislation.  Advocates can insure that their own advocacy is institutionalized 

into the policy process through inclusion on oversight committees.  By formalizing the 

role of advocates, they insure the ability to continue to bring legislative attention to 

system failures and insure that the legislation serves the needs of the service population.  

In the absence of organized advocacy and lobbying, legislation will serve the interests 

and needs of the state.  If legislators are disproportionately represented in planning and 

oversight, then they will design the service system to serve their interests, not those of 

service providers or the service population.   
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Legislation and Organization 

 The political landscape is an organizational landscape.  Every part of the policy 

process from mobilization to policy formulation and implementation involves the 

corporate actions of organizations (Laumann and Knoke 1987).  Organizations are 

vehicles for communication networks, resource lines, and the establishment of 

legitimacy.  “Contemporary policy domains are the outcome of a twofold process: the 

establishment of organizations committed to—and capable of—participation in policy 

making at various levels of government as well as the framing of ‘issues’ in ways that 

serve to organize that participation” (Laumann, Knoke, and Clemens 1987, 44).  In the 

contracting regime of policy implementation, the organization is both constituted by 

public policy via prescriptive outlines for service provision and regulations, and 

constitutes public policy as the activities of the organization, and the individual actors 

within the organization, are implemented public policy (Lipsky 1980).   

Legislation structures organizations.  In examining the work of organizations that 

contract with the government for the purpose of implementing public policy, 

administrative law is the primary source of the organization’s stated function.  While the 

organization’s goals and mission may have been established prior to bidding for and 

being awarded government contracts, their purpose, function, and goals (as well as 

mission) are constantly shaped and reshaped by the ever-changing public policies that 

they implement.  Provider organizations must change with changes in policy in order to 

continue to win government contracts.  The organizations may be private, but the 
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contracting relationship blurs the line between state and market and ties these 

organizations to public dollars in a way that defines their functioning and inextricably ties 

their structure and activity to administrative law.  In the hollow state (Milward and 

Provan 1993), provider organizations mediate the relationship between service 

populations and the state apparatus.  This relationship means that differences in political 

power will be apparent in the organizational landscapes of the domains. 

Network of Community Organizations 

Case managers in long-term care for the aging have more community care 

resources and are able to provide continuity and consistency by easily accessing needed 

services for their clients in the community.  Behavioral health case managers in both 

domains are consistently constrained by the paucity of community resources for the 

mentally ill.  When a client with Borderline Personality Disorder wears out his/her 

welcome at their current residence, there may not be any community facilities available 

that will take a person with that diagnosis.  The behaviors characteristic of the many 

illnesses found in the SMI system lead to a certain amount of discontinuity, but the 

system is not adequate to handle the juggling, nor are the facilities equipped to handle 

such behaviors.  Case managers in behavioral health spend much of their time dealing 

with these behaviors; either through direct care or in dealing with service fallouts that 

result. 

 The structure and extent of services available and used to serve the aging serve to 

medicalize the unpleasant aspects of their lives.  The job of case manager is separated 
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from the daily indignities of disease, illness, and aging.  Attendant care workers and 

nurses handle these aspects of member care.  Case managers in behavioral health are 

more likely to be the front-line workers who must pick up the pieces or clean up the mess 

(literally) in these situations.  Behavioral health case managers for the seriously mentally 

ill fill in gaps and provide services that might fall under attendant care in long-term care 

for the aging. 

 The distinctive community support networks in aging and behavioral health are 

not particular to Arizona or to the county studied here.  The rise of the elderly as an 

“unrivaled minority” following the Social Security Act of 1935 and the Great Society 

expansion of the welfare state is well-documented (Pratt 1976, p. 83 as cited Dill 2001, 

26).  “Public legitimation [of the aging as a population deserving of social services and 

better quality of life] and funding fueled the expansion of programs offered by those 

promoters [organizations, agencies, and professional interests in governmental, corporate, 

nonprofit and academic arenas] and their consolidation as an ‘aging enterprise’” (Estes, 

1979 as cited in Dill 2001, 26).  On the flip side, following deinstitutionalization of the 

mentally ill into communities that had no “mental health enterprise,” behavioral health 

services for the seriously mentally ill suffered from “Gaps in care, fragmentation of 

services, lack of continuity and follow up, and the absence of the ‘basic necessities’” 

(Reich 1973; U.S. General Accounting Office, 1977; Turner & TenHoor 1978; Chu & 

Trotter 1974; as cited in Dill 2001, 77).   
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In their efforts to determine what had gone wrong in behavioral health, most 

analysts pointed to “insufficient supply and coordination of the diverse services needed to 

maintain people within the community” (Dill 2001, 77).  Without the infrastructure in 

place for providing needed services to the mentally ill, case managers are left with 

insufficient resources for keeping their clients stable.  One can only coordinate services 

that are available.  The tendency for case managers in behavioral health to be “putting out 

fires” is closely tied to the lack of options for service.  Too few boarding homes in the 

community leads to problems when board and care operators ask psychotic clients to 

leave and case managers have no where to send them.  Waiting lists for therapy mean that 

access to psychotherapy is sparingly rationed to clients.  Behavioral health case managers 

at SCHC ran into the same complications as they were limited to the same small set of 

community providers willing to serve the mentally ill.  The shortage of direct service 

providers is a reality of implementation that legislators fail to consider in funding the 

service system and regulating its requirements. 

Legal Requirements for Case Management 

 Legislative requirements based on a clear understanding of the realities of service 

provision and supported by adequate funding and community resources will engender 

accountability in implementation.  Participation of providers and advocates in the 

legislative process makes this more likely as the perspectives of providers and service 

recipients are incorporated into the planning process.  To determine if the legislative 

framework for a domain has built accountability into the system in this way, we need 
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only look at legislative requirements and the resources available for meeting those 

requirements.  Comparing actual funding in these two domains is not necessarily useful 

in that services do vary some and the two programs overlap with other funding streams 

that make it difficult to draw meaningful comparisons.  We can, however, look at some 

specific requirements and what they demand in terms of manpower resources. 

The number of face-to-face contacts and the frequency of service plan updates are 

both requirements written into the legislation outlining each of the service systems.  The 

requirements are more stringent in behavioral health and caseloads are less stable, 

making it difficult for case managers to comply with these accountability requirements.  

The state requires behavioral health case managers to have one face-to-face contact per 

month with each client; the state requires case managers in long-term care to have one 

face-to-face contact every three months with each member.  The paperwork for these two 

functions is a central symbol of the organization's compliance with the state.  Given that 

case managers in behavioral health have historically had higher case loads, this difference 

amounts to a significant difference in the case manager’s ability to succeed in meeting the 

requirements of the state and meeting the needs of their clients.  The two groups now 

have roughly similar caseload sizes, but the requirements continue to be different.  

Individuals suffering from serious mental illness may need more contact with their case 

managers, but the system cannot provide that and maintain caseloads and personnel at 

their current levels. 
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Case managers in aging must make 4-6 face-to-face contacts per week to stay on 

top.  During these visits, they update functional assessments, conduct on-site reviews—

this includes updating the service plan and member goals.  Behavioral health case 

managers must make 12 face-to-face contacts per week to fulfill requirements.  They 

update service plans every 90 days and attend doctor and nurse appointments at least 

every 90 days.  Case managers in behavioral health face tremendous demand for face 

time and direct service making it difficult to stay on top of paperwork and coordinating 

functions. 

Case Manager Salaries 

 In addition to man hours as a service system resource, one can look to case 

manager salaries as an indicator of resource levels.  Salary structures also offer an 

indicator of professionalism and will shape the ability of provider organizations to recruit 

and attract qualified personnel.  Inadequate appropriations for behavioral health mean 

that provider organizations are able to attract entry level social workers with little or no 

experience who are willing and able to work for low wages.  The average case manager 

in behavioral health earns $24,285.26 with a modal income of $24,500.  Case managers 

holding Bachelor's degrees and who have completed their probationary period earn 

$24,500.  Data on household income indicate that the majority of behavioral health case 

managers are the sole income in their household.  Most of these young adults are single 

and living on their own, supporting themselves with their jobs as case managers. 
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Incomes in long-term care range from a minimum $26,000 to a high of $55,000.  

The mean income is $37,554.09 and the modal income is $40,000.  Household incomes 

among these case managers range from the $21,000-$30,000 range all the way up to the 

$91,000-$100,000 range indicating that many are members of dual-income households.  

Case managers in aging earn significantly more money than do case managers in 

behavioral health.   

Some behavioral health case managers were specific in stating that the 

organization needed to pay case managers more.  

“Pay case managers more!”—Behavioral Health Case 
Manager 
 
“Lower caseload.  Increase pay.  Increase input in decision-
making (policies, new paperwork, client care).”—
Behavioral Health Case Manager 
 
“Smaller caseloads, More training, increased salaries.”—
Behavioral Health Case Manager 

 
Remuneration of personnel is one of many organizational aspects of implementation 

affected by funding constraints.  Budget appropriations are a product of legislative 

processes that reflect the priorities of the state and may be affected by organized 

advocacy and lobbying in the state legislature.  The failure of the state to anticipate the 

fiscal realities of providing the continuum of care required by the state increases the 

likelihood of a mismatch between written and implemented policy.   

Political Power   
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Political power in a democratic state has the capacity to shape the outcomes of 

electoral and legislative processes.  Lin (2000) suggests that when providers and target 

populations are included in the planning process, the legislation is more likely to be 

successful in matching intent to outcomes.  Political power may determine whether or not 

service providers and their clients are included in the process.  In addition, political 

power may provide service recipients with leverage for making demands on providers 

and on the state.  In either case, the exercise of political power is likely to produce a 

closer match between written and implemented policy. 

In outsourced public policy implementation the political power of service 

populations may be direct or indirect: the client or member may exercise political power 

him or herself, or others may advocate for them.  Direct political power requires a 

capacity for individual direct action; the ability to draw attention to system failures.  A 

constituency may also access indirect political power through family members or 

organizational advocates who are willing and able to draw attention to system failures.  

Direct action may involve the capacity for collective action through mobilization.  

Collective action may also be indirect as advocacy groups supporting a service 

population may mobilize to affect change.  These capacities may be structured into a 

service system through legislation, through organizational policies and procedures, or 

both.  Additional resources for mobilization and collective action are likely to be found 

outside of the service-providing organization.  In order to assess the political power of the 

aging and the mentally ill, I examine all of these types of power and points of access.   
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The capacity for collective action varies between the aging and the seriously 

mentally ill, both at the national level and in the state of Arizona.  National level policy-

making is what has led to devolution of public policy implementation in these two 

domains.  Both domains receive block grant funding from the federal government tying 

them to national level interest group activity.  The largest advocacy groups for the two 

populations are the American Association of Retired Persons (AARP) for the elderly and 

The National Alliance for the Mentally Ill (NAMI) for the seriously mentally ill.  

National groups can be effective in state level policy disputes when a situation becomes 

grave enough or when that organization has state level actors at the ready.  Both of these 

organizations have people on the ground in the state of Arizona.  While missing data keep 

me from tallying state level financial resources, figures for the national organizations 

(See Table 4.1) offer a macro-level indicator of the possible capacity for collective action 

in terms of lobbying and or gaining widespread support from constituents and their 

supporters.  The American Association for Retired Persons has significantly greater 

assets and revenues than does NAMI.  Even with their proportionally larger expenses, 

they still maintain a much larger economic resource base, not to mention their capacity 

for collective action through large membership.  NAMI does provide advocacy for the 

mentally ill and their families, but is unable to marshal such a wide pool of resources and 

large number of people in their collective efforts.   
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Table 4.1 Financial Resources of the AARP and NAMI25

 NAMI Fiscal Year Ending 
200326

AARP Fiscal Year Ending 
200227

Revenues $10,215,795 $63,711,045 
Expenses $10,216,726 $62,639,170 
Assets $3,982,560 $13,115,095 
Liabilities $1,580,462 $9,873,760 
 

The most successful behavioral health advocacy in Arizona has taken place in the 

courts, led by public interest attorneys who affect change by suing the state for its failure 

to fulfill its own policies and mandates.  No representatives of the Arizona Alliance for 

the Mentally Ill (AAMI) appeared on any of the House or Senate Committee meeting 

sign-in sheets.  Public interest attorneys, particularly the Southern Arizona Center for 

Law in the Public Interest, were the strongest force representing the seriously mentally ill 

at these Committee meetings. Lawsuits appear to be the most influential if not the only 

advocacy that shapes state action for the seriously mentally ill in Arizona.  While this 

advocacy and activism has been essential to improving care in Arizona, it takes place 

post hoc, occurs in spurts, and takes a great deal of time to reach resolution.  These 

efforts are not policy setting activities.  

 Organized advocacy is an important site for institutionalizing the interests of 

service populations.  The network of organizations providing community based services 

for the aging includes one organization, the county Council on Aging (most areas have 

one), whose job is to serve as the advocacy arm of the home and community based 

                                                 
 
26 NAMI website: www.nami.org 
27 AARP website: www.aarp.org 
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service system.  The Council on Aging provides nonmedical community service case 

management and also matches Home and Community Based Services members from 

ALTCS with advocates.  In one of Amy’s cases (Amy is a behavioral health case 

manager at SCHC), a member who requested a move from one Skilled Nursing Facility 

(SNF) to another had an advocate who called Amy regularly to check on the progress in 

finding a new place.  He requested that Amy try to place the member in the SNF closest 

to his office.  Amy did not think that the SNF he requested would be willing to take the 

member, but called them and indicated that her advocate was requesting that facility.  The 

SNF agreed to the move.  In addition to the local advocacy within the system, the AARP 

provides consistent advocacy and lobbying in the state capitol.  The advocacy link on 

their website currently contains an alert about threats to HCBS funding along with 

regular legislative updates and links to information on how to get involved.   

The behavioral health system contained no functional equivalent to the Council 

on Aging.  At a health fair sponsored by DBH, there was an information table for the 

AAMI, but the organization is not a part of the community network providing services to 

the mentally ill.  Most of the programming of AAMI involves support rather than 

advocacy.  They offer support groups for people suffering from mental illness, support 

groups for family members, and volunteer opportunities for mentally ill individuals to 

provide support to others with mental illness.  The AAMI website contains no link for or 

information about advocacy.  The newspaper archive indicates that members of AAMI 

and other supporters have a history of rallying around court cases and staging marches at 
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the capitol, but the interests of the seriously mentally ill do not appear to be 

institutionalized in a consistent advocacy and lobbying force in Arizona.  House and 

Senate Committee sign-in sheets did not include representatives from either NAMI or 

AAMI. 

 

Conclusion 

 Community-based service systems for the elderly and the seriously mentally ill 

are products of changing service technologies and both expansions and contractions of 

the welfare state.  The notion of community based services grows out of the most well-

intentioned Great Society visions and equally well-intentioned human rights activism.  

Enthusiasm for case management and the ideals of community based care may have 

clouded empirical realities along the way; leading officials to underestimate the cost and 

overestimate the efficacy of community based programs.  Moreover, devolution and 

outsourcing of welfare state implementation and the fiscal conservatism that such a 

system could support made the change popular among conservatives.  But outsourcing 

and community based programs also created a system wherein multiple principal agent 

relationships could lead to disparities between the intent and content of written legislation 

and the experience of implementation on the ground.   

 In Arizona, the language and content of the legislation outlining home and 

community based care systems for the aging and the seriously mentally ill place the two 

service populations in a different relationship to their case managers and to the policy 
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formation process.  The language of client versus member may not produce measurable 

effects, but it is a symbolic gesture that indicates that the elderly are a part of the policy 

process, they are participants whereas the seriously mentally ill are dependants.  The 

inclusion of advocates for the aging as well as service providers on the legislative 

oversight committee for the ALTCS ensures that the realities of service provision and 

client needs are represented in policy formation and monitoring processes.  The oversight 

committee for behavioral health, comprised of State Senators and Representatives, lacks 

insider knowledge of service provision, organizational capacities, and the needs of the 

seriously mentally ill.  Policy makers may not recognize gaps in the decentralized system.  

Service populations need to be able to affect legislation and to monitor implementation in 

order to protect their rights. 

Constituency power is created within a larger cultural context that defines and, 

through a variety of mechanisms, confers legitimacy and priority upon groups and issues.  

These cultural and social processes of definition are related to a group’s or an issue's 

ability to pool resources: voting power, money for increasing public awareness, money 

for lobbying, and time for building coalitions and educating lawmakers and the public.   

Cultural legitimacy and public recognition of a problem opens the door for 

resources to be directed to solving the problem.  In other words, cultural legitimacy and 

public recognition are necessary conditions to political power among mass 

constituencies.  Once established, whether through policies or by other means, a group’s 

political power may be perpetuated as it becomes embedded in the system.  The elderly 
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gained political and economic power as the result of the Social Security Act of 1935 and 

subsequent developments in aging services are the result of their legitimacy as a service 

population and of their ability to pool economic and political resources.  In the case of the 

aging in Arizona, advocates, paid lobbyists, and service providers monitor legislative 

processes carefully by attending and speaking at committee meetings.  The inclusion of 

advocates and service providers in planning and oversight leads to the creation and 

implementation of a service system that is inclusive and that can succeed; its intent, goals 

and requirements match the capacities of the system as Lin (2000)  would predict.  The 

oversight committee offers a place for organizational actors representing the State, 

members, and provider organizations to meet and find ways to coordinate needs and 

integrate the institutional and organizational structures (roles, rules and routines) 

employed by each.   

In the case of the seriously mentally ill, the absence of advocates and providers in 

planning and oversight processes contributes to a less coherent system.  The legislation 

lacks clear specifications and makes demands that are not commensurate with the 

capacities of the implementation organizations or the resources provided.  This disparity 

drives a process wherein the activities of case managers are likely to be decoupled from 

written policy.  The vagueness in the legislation does translate into flexibility in decision 

making, which has its advantages, but flexibility also brings with it problems of 

accountability and monitoring.  
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CHAPTER 5: POLITICAL POWER IN CASE MANAGEMENT 
 
 Advocacy and lobbying efforts affect policy formation, but does political power 

in the legislative process translate into political power in the service interaction.  I turn to 

implemented policy in the work of the case manager, the “street-level bureaucrat,” to 

explore the question of whether political power affects accountability in the form of case 

manager responsiveness to clients and the tight coupling of written and implemented 

policy.  Outsourcing and privatization are likely to exacerbate problems of decoupling as 

they increase the number of principal-agent relationships between legislators and front-

line providers.   

For service recipients, the case manager is the face of the state.  For this reason, 

case managers’ perceptions of the clients’ or members’ ability to exercise or access 

political power plays a role in policy implementation.  Given differences in perceptions, 

as well as actual differences in political power of the aging and the mentally ill, one 

might expect case managers in aging to be more likely to see their members as agents of 

accountability than case managers in behavioral health.  I expected case managers in 

aging to place a higher priority on clients than case managers in behavioral health, and to 

describe themselves as most accountable to clients.  Based on organizational and 

financial limitations in the behavioral health service system, I expected behavioral health 

case managers to feel that client care took a back seat to organizational, fiscal, and 

regulatory issues in their daily work.   
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 The discussion here draws primarily on survey data and makes reference to 

observational data.  These data address questions about the competing stakeholders in the 

implementation process and how case managers adjudicate these competing demands vis-

à-vis service recipients.  First, do case managers perceive their clients or members as 

agents of accountability?  Second, how do case managers prioritize the tasks associated 

with their work: spending time with clients, completing paperwork, planning within fiscal 

constraints.  Third, to whom do they say they are most accountable?  Finally, are they 

able to complete the two legislated tasks for which I have measures: required face-to-face 

contacts and spending time on useful service plans?  These last measures provide direct 

indicators of the match between written and implemented policy.  

 The value of a comparative analysis of the relationship between legislation and 

implementation lies in the ability of such an analysis to speak to the experiences of the 

two service populations.  In a democratic system, variations in the outcomes of the public 

policy process that result in similarly dependant groups being treated differently are 

important indicators of the political economy of serving vulnerable citizens.  This chapter 

directs attention to case managers’ responsiveness to policy targets and finds that policy 

structures shape accountability to service populations in unexpected ways. 

 

Political Power and Public Salience in Service Populations 

 Political power in the form of advocacy and lobbying affects legislative and 

appropriations processes at an institutional level, but the political power and public 
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salience of a target population may also have an effect on policy at the interaction level.  

Discretion in the execution of case management responsibilities means that case 

managers have the ability to shape the service recipient’s experience of public policy in 

implementation.  Case managers’ perceptions of their clients may influence their 

priorities, their perceptions of accountability and their actions.  Given higher levels of 

political advocacy and lobbying for the elderly, case managers in aging are more likely 

than those in behavioral health to perceive members as agents of accountability. 

A simple comparison of mean responses to questions about public salience 

indicates that case managers in aging do recognize their members as more salient to the 

general population (see Table 5.1).  Mean responses differ significantly for all three 

indicators of public salience.  Neither group of case managers strongly agrees with any of 

the public salience statements, but there is a clear difference in case managers’ 

perceptions of the place their service population holds in wider public discussions.   
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Table 5.1: Public Salience Difference of Means 
 Domain Mean SD Mean 

Difference 

t-test for 
significance

(two-tailed) 

Public Salience      

Behavioral 
Health 

1.54 .584 The general population 
is aware of the needs 
of these 
clients/members. Aging 1.94 .627 

0.400*** 0.000 

Behavioral 
Health 

1.47 .559 Issues important to this 
population are well-
addressed in local 
media. Aging 1.95 .650 

0.475*** 0.000 

Behavioral 
Health 

2.34 .803 I was aware of 
organizations like this 
one prior to working in 
this field. Aging 2.85 .650 

.516*** 0.000 

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree.
*p < .10; **p < .05; ***p < .001 
 

Case managers differed significantly on only two of the political power variables 

(See Table 5.2), but in both cases, the difference of means placed the two groups of case 

managers on opposite sides of the disagree/agree split.  Surprisingly, case managers 

serving the SMI were significantly more likely to see their clients as instrumental in 

shaping the policies designed to serve them.  Consistent with my predictions, eldercare 

case managers had a significantly higher mean response when asked if members have 

families that speak up for them. 

 The absence of expected differences with regard to advocacy and the courts, and 

the lack of findings in support of a strong public salience argument in favor of the aging, 

suggests that while advocacy and lobbying play a predictable role in the legislative 

process, institutional power does not translate directly into political power in 
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implementation.  Case managers may be sympathetic and therefore responsive to their 

service populations precisely because they believe their target population has little 

political power or public salience. 
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Table 5.2: Case Manager Perceptions of Political Power 
 Domain Mean SD Mean 

Difference 

t-test for 
significance

(two-tailed) 

Political Power      

Behavioral 
Health 

2.70 .645 My clients speak up 
for themselves.  

Aging 2.56 .631 

-0.136 0.237 

Behavioral 
Health 

2.59 .671 Seriously mentally 
ill/aging people are 
instrumental in 
shaping the policies we 
implement to help 
them. 

Aging 2.39 .685 

-0.205* 0.097 

Behavioral 
Health 

2.29 .714 Our seriously mentally 
ill clients/aging 
members have families 
that speak up for them. Aging 2.78 .498 

0.488*** 0.000 

Behavioral 
Health 

2.62 .670 Advocates for the 
seriously mentally 
ill/aging are very 
active in Arizona. Aging 2.80 .678 

0.182 0.139 

Behavioral 
Health 

2.79 .534 Advocates for the 
seriously mentally 
ill/aging are 
instrumental in 
shaping the policies 
that we implement to 
help the seriously 
mentally ill/aging. 

Aging 2.81 .517 

0.021 0.829 

Behavioral 
health 

2.48 .752 The courts are 
instrumental in 
shaping the policies 
that we implement to 
help the seriously 
mentally ill/aging. 

Aging 2.62 .565 

0.138 0.273 

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 
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Priorities 

 The existence of a tension between the competing demands of the state, the 

organization and service recipients is clear in observations, but the extent to which this 

tension is present in the minds of case managers is hard to measure.  Case managers 

ranked various functions in order of importance to them.  The functions included “serving 

the best interests of our clients,” “spending as little money as possible,” “filing the proper 

paperwork to insure continued funding,” and “fulfilling the mission of our organization.”  

I coded the rankings so that one indicates the least important function and 4 indicates the 

most important function.  Case managers in both domains placed their clients at or near 

the top of their priorities, with mean scores of 3.73 in behavioral health and 3.82 in aging 

(See Table 5.3).  The two groups of case managers do not vary significantly in the 

priority they grant to serving the best interests of their clients or members.  Case manager 

rankings of their priorities did not vary significantly for any of the four functions.  In both 

domains, mean rankings placed priorities in the following order from most important to 

least important: clients, organizational mission, paperwork, and money.     
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Table 5.3: Case Manager Priority Rankings 
 Policy 

Domain 
N Mean SD Diff. of 

Means 
Significance 

(2-tailed 
t-test)28

BH 70 3.73 .658 -.090 .418 Case manager’s rank of 
client. Aging 55 3.82 .547   
       

BH 69 2.62 .824 .049 .736 Case manager’s rank of 
organization’s mission. Aging 54 2.57 .767   
       

BH 69 2.32 .653 -.192 .149 Case Manager’s rank of 
paperwork. Aging 55 2.13 .818   
       

BH 69 1.30 .692 .083 Case manager’s rank of 
money Aging 55 1.42 .599 .081 

.337 

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 

 
Another way to determine the place of service recipients in case managers’ 

priorities is to examine what drives their decision-making.  Survey respondents had the 

opportunity to “Strongly Disagree,” “Disagree,” “Agree,” or “Strongly Agree” with the 

statement “Most of my decisions regarding client/member services are driven by the 

client’s/member’s needs as stated by the client” (See Table 5.4).  These data speak to the 

question of whether service recipients who are part of more politically powerful 

constituencies leverage that power in interaction with case managers.  If political power 

were shaping this interaction then we would expect case managers in aging to agree with 

the statement that most of their decision-making is driven by the member’s needs as 

stated by the member.  Contrary to expectations, case manager responses to the statement 

did not vary significantly across the two domains.  Both case manager priorities and case 

                                                 
28 Equal variances assumed. 
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manager claims regarding their decision-making processes suggest that there is no 

difference in the centrality of members and clients across the two domains. 

Table 5.4: Decision-Making 
 Domain Mean SD Mean 

Diff. 

t-test for 
significance 
two-tailed 

BH 2.43 .753 Most of my decisions 
regarding client services 
are driven by the budget. Aging 2.40 .710 

.029 .828 

BH 2.66 .696 Most of my decisions 
regarding client/member 
services are driven by 
the organization’s 
mission. 

Aging 2.68 .581 

.153 .224 

BH 3.17 .680 Most of my decisions 
regarding client/member 
services are driven by 
the client’s/member’s 
needs as stated by the 
client/member. 

Aging 3.02 .707 

-.017 .881 

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 
 

 Case managers are in it for the clients and members.  They prioritize their clients 

over other competing demands and they tend to agree that their decision-making is driven 

by the client’s/member’s needs as stated by the client/member.  Differences in lobbying, 

advocacy, and legislation do not result in significant differences in case managers’ 

perceptions of their priorities or their decision-making. 
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Accountability 

 Previous research provides data on the problem of decoupling in street-level 

bureaucracies (Lipsky 1980; Dill 2001; Brehm and Gates 1997).  “The gaps between the 

rhetoric and realities of case-management are large” (Mechanic and Rochefort 1990), and 

the problems of decoupling and accountability increase with outsourcing and 

privatization.  Theories of privatization suggest that market competition will ensure 

quality of care and accountability, but when the recipients of services are not the 

purchasers of those services, the problem of accountability becomes more complicated.  

Because their actions comprise implemented policy, the case managers’ perceptions of 

their own accountability in decision-making provide important data on the outcome of 

competition between the state, the organization, and clients.  Based on a political power 

argument for accountability to members, I expected that case managers in aging would be 

more likely to be most accountable to their members.  However, findings on public 

salience and political power in case management suggest that case managers across 

domains may differ very little.  Given the priority they place on serving their targets, both 

groups are likely to perceive themselves as most accountable to their members or clients. 
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Table 5.5 Difference of Means--Perceptions of Accountability 
 Domain Mean  Standard

Deviation

Mean 

Difference 

t-test for 
significance 
two-tailed 

Behavioral 
Health 

.00 .000 Case managers are 
most accountable to 
the public in their 
decision-making. Aging .04 .192 

-.038* .105 

 

Behavioral 
Health 

.09 .284 Case managers are 
most accountable to 
the state in their 
decision-making. Aging .09 .295 

-.007 .889 

 

Behavioral 
Health 

.36 .484 Case managers are 
most accountable to 
the organization in 
their decision-
making. 

Aging .53 .504 

-.166* .068 

 

Behavioral 
Health 

.57 .499 Case managers are 
most accountable to 
clients/members in 
their decision-
making. 

Aging .36 .484 

.207** .023 

 

*p < .10; **p < .05; ***p < .001 
 

The case manager survey asks case managers who they are most accountable to in 

their decision-making and offers respondents four choices: client, organization, State, 

public.  I code responses as four separate dummy variables and use them as indicators of 

case managers’ perceptions of accountability in implementation (see Table 5.5).  This 

variable cannot measure accountability; it measures case manager perceptions of their 

own activities vis-à-vis the public, the State, the organization, and the client.  Fifty-seven 

percent of behavioral health case managers perceived case managers to be most 

accountable to clients in their decision-making.  A significantly smaller 36% of aging 

case managers said they were most accountable to clients.  This finding counters both my 
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original expectations rooted in the political power of the aging and those generated by the 

findings on public salience and advocacy which suggested that the two domains were 

likely to be equally accountable to clients.  SCHC case managers overwhelmingly 

perceived themselves and their fellow case managers to be most accountable to the 

organization.  This finding will be taken up in greater detail in chapter 6.     

Political power arguments predict that case managers will be most accountable to 

those clients who are perceived to have the most political power.  In an effort to move 

beyond descriptive comparisons to predictions of causal relationships, I regress 

“accountable to client” on political power and domain variables (see Table 5.6 for 

models).  Model 1 tests the role of recipient’s direct political power and both domain and 

direct political power are significant and positive.  I model indirect political power in the 

second equation and only domain is significant.  In the third model I regress the 

accountability variable on all of the political power variables controlling for domain.  

Again domain and direct political power of the service population are significant (but 

only at the .10 level).  Behavioral health case managers are more likely to say that case 

managers are accountable to clients regardless of whether they perceive them to be 

politically influential.  Controlling for domain, those who perceive clients or members as 

agents of accountability are more likely to say that case managers are accountable to 

clients than those who do not.    
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Table 5.6: Logistic Regression of Accountability to Clients on Domain Controlling 
for Political Power 
 Model 1 Model 2 Model 3 
Y = Case Manager Decision-Making Most 
Accountable to Clients/Members (0,1) 

   

    
Constant -2.282 -2.178 -2.628 
Domain .806** 

(.040) 
.902** 

(.031) 
.776* 

(.070) 
Seriously mentally ill/aging people are instrumental 
in shaping the policies we implement to help them. 

.677** 

(.022) 
 .594* 

(.062) 

Our seriously mentally ill clients/aging members 
have families that speak up for them. 

 .103 
(.742) 

.002 
(.996) 

Advocates for the seriously mentally ill/aging are 
instrumental in shaping the policies that we 
implement to help the seriously mentally ill/aging. 

 .627 
(.134) 

.402 
(.366) 

The courts are instrumental in shaping the policies 
that we implement to help the seriously mentally 
ill/aging. 

 -.173 
(.566) 

-.207 
(.502) 

R2 .122 .087 .125 
Coding for the independent variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 
 

These findings suggest that perception of political power at the level of the case 

manager interaction does shape decision-making.  However, the findings counter 

expectations as it is case managers in behavioral health who perceive themselves as most 

accountable to clients and who see their clients as instrumental in shaping policy.  One 

explanation for this counterintuitive finding may be that the behavioral health system is 

set up in such a way that the only institutionalized opportunity for service population 

participation or feedback is the grievance procedure.  Case managers are often the objects 

of grievances and they are aware of this threat in their daily activities.  To the degree that 
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this shapes their behavior, it does encourage accountability (or at least responsiveness) to 

clients. 

Accountability in Action 

Case managers in behavioral health are quite responsive to their clients: they spend 

much of their time managing client crises and filling in gaps in the service system 

through direct service to clients.  However, if we look at their ability to perform state-

required tasks designed to ensure “accountability,” we find that they are far less able to 

complete the required service provision and documentation than are those in aging (see 

Table 5.7).  In response to the statement, “Generally, I am able to see all of my clients for 

all required face-to-face contacts,” case managers in aging were significantly more likely 

to agree.  In response to the statement, “Generally, I am able to spend time on service 

plans that help my clients to set and update useful goals for their own progress,” case 

managers in aging again were significantly more likely to agree.  Case managers in 

behavioral health are responsive to the immediate needs and requests of their clients, but 

case managers in aging are better able to “manage the case” as prescribed by the state and 

the organization through maintaining required contacts and useful service planning. 

 



131 
 

 
 

 

Table 5.7: Difference of Means—Accountability in Action 
 Policy 

Domain
N Mean SD Diff. of 

Means 
Significance

2-tailed 
t-test 

(1-tail test) 
BH 70 2.29 .783 -1.114 .000*** Generally, I am able to see all of my 

clients for all required face-to-face 
contacts. 

Aging 55 3.40 .655   

       
BH 70 2.54 .630 -.384 .003** Generally, I am able to spend time 

on service plans that help my clients 
to set and update useful goals for 
their own progress. 

Aging 55 2.93 .766   

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 

 

In one behavioral health case management site, there were several case managers 

who documented dozens of telephone conversations with clients as monthly face-to-face 

contacts.  On more than one occasion I witnessed case manager Dina dedicating a couple 

hours of a work day to her monthly contacts—this consisted of two hours of back-to-back 

phone calls in which she inquired about the client’s well-being, current compliance with 

medications, and other elements of their treatment plan.  Nothing is wrong with these 

contacts and, given the caseloads (50-60 clients per case manager at the time of 

observations), this seems like a reasonable way to keep in touch with clients.  However, 

the state requires a monthly face-to-face with all clients and this practice violates that 

requirement.  The documentation of such phone calls as face-to-face contacts is 

fraudulent and it misrepresents the realities of serving so many clients.   

The case manager in the example fulfills the paperwork obligation to the state, but 

fails to actually conduct the mandated client visits.  This does not appear to serve the 
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client or the state.  It serves the organization as it allows them to continue to secure 

funding.  Preservation of the mission-based organization seems to interfere with fulfilling 

their mission and complying with the state by providing prescribed client care.  This 

example illustrates the extent to which the requirements of the behavioral health system 

exceed its resources.  Workers are not shirking.  Case manager actions represent 

“reasonable responses to the mismatch between programs and their organizational 

context” (Lin 2000, 162).  They are “making sense of the work” in a context of 

constraint.  

 

Conclusion 

Behavioral health case managers perceive their clients as shapers of policy and 

claim to be most accountable to clients in their decision-making.  This counters findings 

on the policy formation process, but may speak to the structure of the legislation 

nonetheless.  The one institutionalized avenue for input and feedback from the service 

population in behavioral health is the grievance procedure.  Grievances are generally 

filed in response to problems at the level of implementation—case managers are the 

objects of complaint.  Grievances are fairly common and case managers are cognizant of 

the client’s right to file them at any time.  This may explain the perception of political 

power.   

The perception that behavioral health case managers are most accountable to 

clients may also be a function of their inability to be more accountable to the organization 
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and the state.  Case managers in behavioral health cannot make all of the required face-

to-face contacts nor can they spend time on useful service plans.  As a result of limited 

resources in terms of both manpower and community service providers, case managers in 

behavioral health spend most of their time responding to the immediate needs of clients 

as they arise.  In this way, they are indeed most accountable to clients. 

In the case of behavioral health, politicians intended to structure accountability 

into the implementation system through high demands for client contact, but they did not 

appropriate sufficient funds to meet these requirements.  With providers present with 

politicians for discussion and decision-making in the long-term care system, the 

legislature provides a legislative intent that reflects the “missions” of provider 

organizations and rules and regulations that are reasonable.  The committee includes 

informants on the projected costs and feasibility of implementing requirements.  The 

match between the interests of the state and the capacity of the organization allow for the 

interests of these two institutions to be in line with one another rather than in competition 

with one another.  This leaves case managers feeling more accountable to the 

organization than to members.   

 Case managers in long-term care for the aging are able to make required face-to-

face contacts and spend time on useful service plans.  These findings suggest that while 

“political power” plays a role in both policy formation and implementation, the 

mechanism for its effect is mediated by the resources and institutional and organizational 

structure of the domain (this will be addressed in greater detail in chapter 6).  The elderly 
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see their case managers regularly, not because the case managers fear the political 

influence of members; but because the case managers have time to visit all of their 

members once every three months.  The power of the senior lobby means that case 

managers in aging can rely on a large network of community providers for direct service 

leaving plenty of time for the case manager to simply manage the case. 
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CHAPTER 6: LEGISLATION AND THE ORGANIZATION OF CASE 
MANAGEMENT 

 
A key determinant of the organization’s service delivery 
system is the nature of the environment in which it is 
embedded.  The survival of the organization and its 
capacity to attain its various aims hinge on its ability to 
obtain needed resources from the environment.  The 
strategies that the organization employs to do so include the 
very design of its service delivery system.  That is, services 
are organized to respond to environmental constraints, but 
also to optimize the flow of resources (Hasenfeld 1992, 
45). 

 
State legislation determines the rules of implementation in case management 

provider organizations.  The legislation delineates the services that each domain must 

provide.  In addition, the legislation specifies aspects of case management such as 

frequency of services and proper documentation of activities for the sake of state 

monitoring.  “[M]ost public grants and contracts subject recipient organizations to 

considerable outside control in the form of deadlines and mandatory reporting 

requirements that limit discretion and impose a wide range of management tasks” 

(Gronbjerg 1992, 81).  The organizations responsible for the state contracts determine 

additional documentation requirements to insure that they are able to provide all needed 

information to the state.  In the case of long-term care, these decisions are made by 

SCHC, which holds the contract and provides the case management services.  In 

behavioral health, a nonprofit funding intermediary (the RBHA) sets documentation 

requirements that each of three separate case management provider organizations 

enforce.  These requirements affect how case managers organize their work and use their 
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time.  Changes in policy that affect these requirements alter case managers’ daily 

routines.   

The State provides the bulk of the funding for these programs.  Whether Federal 

Block Grants or state matching funds, the State disperses the money to the counties or 

funding intermediaries who provide services or contract for the provision of services.  

Differences in legislation (namely differences in oversight committees, amount of 

discretion afforded to provider organizations, and service and documentation 

requirements) lead to differences in organizational resources and structure.  The 

participation of advocates and providers in policy formation and oversight means that the 

legislation accommodates the realities of implementation.  Without the involvement of 

providers and advocates, the combination of Block Grant funding, devolution, and 

privatization allows legislators to ignore the fiscal and logistic realities of service 

implementation and leads to unrealistic legislative guidelines and inadequate 

appropriations.  The legislative requirements and fiscal resources of a policy domain 

shape the ability of service organizations to build accountability into the system. 

Case managers are social workers and front-line policy implementers—street-

level bureaucrats—whose actions define implemented public policy.  Several elements of 

bureaucratic organization function to ensure accountability among street-level 

bureaucrats.  Personnel selection, in terms of educational, personal and work history, 

supervision, and organizational structures and policies all shape the orientations and 

actions of case managers.  If any or all of these things vary systematically across policy 
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domains, then such differences will lead to differences in implemented public policy.  We 

should expect to see differences in policy implementation across domains; we are talking 

about implementation of different policies.  However, if differences in constituency lead 

to differences in legislation that allow for variation in the process or guidelines for 

personnel selection and the organization of the job of case manager; and if these 

differences affect accountability then these distinctions become the subject of concern 

over the protection of vulnerable citizens.  

As the primary contact for clients, the coordinator for multiple state funded 

programs, and the individual responsible for efficiency and monitoring in service 

provision, the case manager is the arbiter of implemented public policy.  While many 

factors influence the relationship between written and implemented policy, it is the case 

manager that is the face of implemented policy for the client and the gatekeeper to 

community and government services.  Case managers are street-level bureaucrats who 

hold state-like powers in determining citizens’ access to long-term care and behavioral 

health services.  Organizations that are able to recruit highly qualified and experienced 

case managers, and are able to offer them career level pay and opportunities for 

advancement, will achieve a greater match between written and implemented policy. 

Street-level bureaucrats work within the roles, rules and routines of their 

organizations.  While some level of decoupling is likely to occur in any organization, 

clarity in roles, rules and routines can minimize the problems of accountability endemic 

to principal-agent relationships.  Moreover, the financial resources of a service system 
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shape the ability of implementation organizations to recruit and retain qualified personnel 

to fill reasonably well-defined positions.     

This chapter provides a brief history of the emergence of case management as the 

service technology of choice in aging and behavioral health. Using bureaucracy as a base 

for the organization of services that seek to achieve equality and uniformity and for 

projects where accountability and monitoring can be a problem, I analyze the ways that 

organizational structure shapes implementation.  I focus detailed attention to the 

differences between the two groups of case managers, the organization of case 

management, and the roles case managers play in each policy domain in an effort to 

explain the finding that case managers in long term care are significantly more likely to 

perceive themselves as accountable to their organization than are behavioral health case 

managers.  I conclude that this finding is a function of different organizational structures 

and practices; and that the organization of case management is largely a product of the 

legislation and resources that frame and fund each service system.  The legislative and 

bureaucratic organizational structure of eldercare produces close conformity between 

written and implemented policy while vague legislation in a privatized behavioral health 

system produces equally variable implementation. 

Case Management in Community Based Care 

 Case management in community based managed care programs for the elderly 

became the service technology and organizational and fiscal model for states in the 

1980's.  Under this system, case managers were not only responsible for coordinating 
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care; they were responsible for fiscal accountability in authorizing and monitoring long-

term care services (Dill 2001, 50).  Case management for the aging has evolved into a 

system primarily focused on controlling the costs of care (Dill 2001, 25). 

 Despite early evidence suggesting that community-based services were neither 

cost efficient nor were they demonstrably effective in keeping the aging from 

institutionalization, professional interests and political and economic constraints led 

policy-makers to forge ahead (Dill 2001).  They argued that coordinated case 

management services were the answer to growing demands for a comprehensive system 

to serve the needs of the elderly.  Time-limited pilot programs in case management 

serving older adults began in a few select sites during the 1970's and have grown into the 

primary service technology for serving the aging community.  "Indeed, case 

management's legitimacy as a service technology endured despite an absence of evidence 

that it was even effective in achieving program goals" (Dill 2001, 26).  Once established 

the community based care system quickly institutionalized and all future policy decisions 

assumed and continue to assume this system as the base for any changes.     

A prototype of the case manager appeared in behavioral health in the late 1960’s.  

In the aftermath of deinstitutionalization, some state hospitals began providing intensive 

follow-up in communities.  States needed personnel to help patients transition to 

aftercare, to keep rosters, and make referrals for care (Dill 2001, 81).  Colleges and 

universities made graduate training for this role available by the end of the 1960’s.  These 

programs included training in “assessment, planning, monitoring, support, and advocacy 
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([Hansell, Wodarczyk, & Visotsky, 1968; Granet & Talbott, 1978; cf. Platman et.al., 

1982; Levine, Tulkin, Intagliata, Perry, & Whitson, 1979] as cited in Dill 2001, 81).  

Shifts in the division of responsibilities within community mental health led to a blurring 

of the line between the roles of professional and paraprofessional workers in mental 

health centers.  This was certainly true among the tasks that would later typify case 

management (Dill 2001, 82).  Nonprofessionals continued to take on new roles and to 

serve clients underserved by professionals, including poor clients (82).   

The Community Support Program of 1977 was the “first formal mandate for 

mental health case management (83).  The NIMH awarded contracts to 19 states under 

the Community Support Program (CSP) in 1978.  The states were to develop service 

planning and demonstration programs.  A major focus of the program was to provide a 

single person who would maintain regular contact with the client and would coordinate 

their care across a wide range of community services and support systems: the case 

manager.  By 1984, the CSP provided support for these programs to all 50 states and two 

territories.    

The case manager was not intended to provide direct clinical services, but rather 

to plan, coordinate, and monitor.  But early evaluations found that case managers were 

involved 80% of the time when clients received services.  A lack of clarity and 

uniformity plagued behavioral health case management activities and responsibilities 

from the beginning (Dill 2001, 85-87).  As with case management in aging services, case 

management in behavioral health became increasingly focused on cost effectiveness 
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during the 1980’s.  “Case managers were also doing more with less: more searching for 

ways to provide services or reinstate eligibility for clients; more work with higher 

caseloads; less service resources for clients; less financial resources for their agencies” 

(Rochefort 1993; Burt & Pittman 1985 as cited in Dill 2001, 89). 

 Aging and behavioral health have different organizational environments.  

Community based care for the aging grew out of both the increasing size of the aging 

population, and their increasing economic and political resource base.  Following the 

Social Security Act of 1935, a community of professionals and organizations emerged to 

meet the needs of this growing and increasingly powerful constituency.  Community 

based care for those with serious mental illness did not share this history.  In a 2004 

article in the Substance Abuse and Mental Health Services Administration (SAMHSA) 

newsletter, the Department of Health and Human Services ran the first in a series of 

articles on workforce development.  The article focused on workforce problems facing 

the mental health system: 

One problem is the simple shortage of providers.  “We 
don’t have a workforce that’s adequate in terms of 
numbers, much less a workforce that’s adequate in terms of 
training,” emphasized SAMHSA Chief of Staff Gail P. 
Hutchings, M.P.A.  “We have big hurdles to face in terms 
of recruitment and retention.”  These hurdles include low 
salaries, poor benefits, and the hassles of third-party 
reimbursement. 
 

To the extent that recruitment and retention are central to managing problems of 

accountability, at least from the Weberian perspective, the behavioral health system (on a 

national level) lacks the key components for success.   
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 Case management enjoys sustained prominence as a service technology of choice 

in many community based implementation systems.  The near universal application of the 

technology fails to account for how the community service environments needing 

coordination affect the functioning of case management in distinct ways across domains.    

This chapter explores how state-level decisions regarding budget and the structure of 

legislation shape the organization of implementation in ways that affect case managers’ 

responsiveness to their organizations.   

Recruitment, Professionalism, and Career Ladders in Case Management 

 Over the past 30 years, efforts to improve the quality and consistency of social 

services involved large-scale efforts to increase professionalism in the field of social 

work.  These efforts included the establishment of graduate programs in social work, 

increased certification requirements and the definition of criteria for assessing legitimacy 

among social work programs and social workers as professionals.  The process of 

building professionalism by establishing standards and credentials is a process of 

bureaucratization. 

 Meanwhile, efforts at retrenchment in the welfare state led to increased federalism 

in the implementation of social service policies and the provision of social work.  As 

responsibility for these programs devolved to the states and states looked to the private 

sector for implementation, the need for bureaucratic checks on the "legitimacy" or 

"professionalism" of social service providers was not addressed.  In fact, part of the 

 



143 
 

 
 

                                                

argument for privatization29 in both education and in social service programs is that a 

move away from such bureaucratic trappings allows private organizations to tap wider 

pools of talent; talent that is likely to be more creative and innovative precisely because 

the individuals are not trained in bureaucratic institutions or by professional associations 

with an interest in having things done in a certain way.  In the absence of such controls, 

organizations implementing welfare state programs are likely to vary widely in their 

methods for assessing qualifications and attracting a labor force.   

The combination of budget cuts and privatization can have the effect of deskilling 

service provision.  Case management experienced this in recent years, as responsibilities 

previously held by professionals became the work of paraprofessionals (Dill 2001).  

Privatization and deskilling are moves away from bureaucracy.  While bureaucracy has 

its critics, a closer look at elements of bureaucratic organization on the ground may 

reveal important consequences of the pairing of budget cuts, outsourcing, and 

privatization.  I explore recruitment, training, and attrition; demographic characteristics 

of the case managers across the two domains; and human capital and remuneration in the 

two domains to see how these elements of bureaucratic organization shape 

responsiveness to the service organization. 

Training, Attrition and Continuity of Care 

 
29 “Privatization” refers to the process whereby government agencies allow private firms to compete for government 
contracts to produce goods or, in this case, provide services.  In many cases, local government agencies may also 
compete for the contracts, but the rationale is that the competitive bidding process will produce efficiency and avoid the 
pitfalls of bureaucratization.  
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 At Desert Behavioral Health all new employees participate in new employee 

training.  Training lasts one week and is simply a beginning; most of the case manager’s 

training takes place on-the-job as the director hands her a full case load (See Appendix E 

for details on training).  One individual plans and organizes the week-long new employee 

training, but a different organizational actor leads each one to two hour session.  Case 

managers and program directors lead some of the sessions.  Different people may lead 

these sessions each time they are offered.  For example, the program director and case 

managers who led the discussion on documentation in action (different from the medical 

records documentation seminar) may not have led the same session in the previous 

month’s training.  Training may vary from month to month depending on who leads the 

sessions. 

 While the style and content of particular sessions may vary, the organization’s 

mission is a primary focus in the weeklong event.  All of the organization’s directors 

participate in the training.  Each director shares his story of he started working with the 

mentally ill and what brought him to DBH.  Several have worked in the community 

service system in Southwest County for more than twenty years and have endless stories 

of client successes and failures to share with the new recruits.  The directors are 

passionate in their presentation and are singularly focused on selling the organization’s 

mission and its potential to new employees.  As the executive director introduces himself, 

he says, “This is pretty much what I do, takin’ care of people.”  He goes on to describe 

the organization, “clients, community, staff, however we want to designate it, this 
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company, it’s yours” and he implores new employees to take ownership, “Buy off on the 

Mission, Vision, and Values and it’s yours.” 

 Despite the warm fuzzy feeling one gets during the impassioned presentations of 

training week, DBH has a very high turnover rate among case managers.  In addition to 

high turnover, the organization’s efforts to fix its problems and improve and expand 

services without spending more money mean that there is frequent shifting within the 

organization: personnel switching positions, sites moving, and shuffling clients around.  

During the observation period the organization experienced a great deal of transition.  

While these transitions may seem anomalous, my previous experiences as a case manager 

with the organization lead me to conclude that this is a common state of affairs at DBH.  

Continuity of care is not a reality for the seriously mentally ill.   

 Inconsistency in the behavioral health system is a recurring theme throughout my 

field observations and one also prevalent in newspaper coverage of the service system.  

DBH has put a great deal of money into trying to reduce the turnover rate in recent years.  

They dedicate more time and money to training and have increased case manager 

salaries.  The turnover rate declined, but remains high.  Jennifer, a case manager at DBH 

commented, after talking to a client that she had to transfer to another site (in an effort to 

even out case loads across the sites), “I feel bad for them [clients].  I can try and stay here 

as long as I can to give them a little stability.”  Jennifer said that most of her clients had 

5-7 different case managers in the last year.  When I returned to DBH a couple months 

later, Jennifer was no longer working there.  In fact, four of the case managers that I 
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observed at that case management site had left since the completion of my observations.  

When asked what she would change about the organization, one behavioral health case 

manager addressed the issue of turnover directly, “I would place a mandatory time of 

working.  The turnover rate is ridiculous.”   

Southwest County Health Center (SCHC) enjoys the stability of a relatively 

consistent workforce.  SCHC centralizes case management for the elderly in one case 

management location and provides the same training to all case managers.  Training is an 

intensive process that takes at least two weeks.  One woman is responsible for case 

manager training.  She stays abreast of all changes in the policies and procedures dictated 

by the state and the organization, and ensures that case managers are aware of such 

changes.  Kathy holds this position at SCHC.  Kathy has ten years of case management 

experience.  She is a stickler for details; a stern woman who will talk with anyone 

anytime about the minutiae that are the policies and procedures governing case 

management.  Kathy would like to have a six-week training period for case managers, but 

is limited to two weeks.  She conducts a thorough training every month.  Because 

turnover is lower in aging services, she often trains only 1 or 2 new case managers at a 

time.  This low student teacher ratio makes for an intensive training procedure.  SCHC 

gives new case managers a reduced caseload for their first six weeks.  At the end of the 

six weeks their load increases to the standard caseload.  Kathy provides all new case 

managers with detailed policies and procedures.  In addition, her expertise is recognized 

as an asset to case managers long after their training is over.  Because she is the expert on 
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all legislative updates and changes to procedure, case managers often go to her with 

policy related questions or concerns about procedure.  Having a policy expert on staff and 

responsible for training and providing policy updates is a deliberate effort to minimize 

decoupling between written and implemented policy.   

I perceived the training programs to be quite distinct and expected case managers 

in behavioral health to claim that they had not received sufficient training.  I also 

expected case managers in aging to have a strong affirmative response regarding their 

training.  Neither prediction came to pass.  Survey responses indicate that the two training 

programs may not be so distinct in impact.  Presented with the statement, “The 

organization provides sufficient training to allow case managers to do a good job” mean 

responses did not differ significantly across the two domains.  Both domains had mean 

responses indicating a slight tendency toward agreement.  I thought that turnover in 

behavioral health might be related to a sense among case managers that they simply were 

not adequately trained to do the job.  These findings suggest that turnover is more likely 

to be a function of burnout or low pay. 

Demographics 
 
 The demographic characteristics of case managers in aging and behavioral health 

reflect differences in the use of professional standards and criteria in determining 

qualifications for the job.  SCHC requires more education and experience as reflected in 

the data on the average ages of case managers in both domains (see Table 6.1).    

Behavioral health case managers are young and appear to be at the very beginning of 
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their adult work lives.  Their average age is 28, but 23 ties 25 as the modal age.  

Conversely, eldercare case managers report a mean age of 43.  Demographics also reflect 

important supply side factors such as attractiveness of the work to different groups of 

workers.  Age and work history may affect a social worker’s ability and/or preference for 

choosing a particular field of social service.  Young workers fresh out of college can get 

by on a lower salary as they have fewer financial burdens and they may also be willing to 

sacrifice a higher salary for the sake of gaining experience, a necessary precursor to more 

profitable employment in the social work professions.  

 Social work is a feminized occupation.  The behavioral health system in 

Southwest County attracts significantly more men (more than it used to) than does long 

term care, but both fields remain predominately female (See Table 6.1 for comparative 

demographics).  Southwest County’s racial composition is predominately white with a 

large minority Hispanic population, some Native Americans, and very small African 

American and Asian American populations.  The racial composition of the community is 

reflected in case management as 72% of behavioral health case managers and 83% of 

eldercare case managers self identify as white and 21% and 15% identify, respectively, as 

Hispanic.  Observations indicate that most, if not all, Hispanic case managers use their 

language skills to serve Spanish speaking client.  Other racial/ethnic minorities are 

minimally represented in behavioral health and not represented at all in aging (see Table 

6.1 for details). 
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Table 6.1: Demographics 

 Policy 
Domain 

N Mean SD Diff. of 
Means 

Significance 
2-tailed 

t-test 
BH 71 .37 .485 Sex^ 

 Aging 54 .06 .231 
.311*** .000 

BH 70 28.13 7.887 Age (years) 
Aging 53 43.08 9.917 

-
14.947**

* 

.000 

BH 68 .72 .452 White# 

 Aging 53 .83 .379 
-.110 .159 

BH 68 .21 .407 Hispanic 
 Aging 53 .15 .361 

0.55 .441 

BH 68 .04 .207 African 
American 
 

Aging 53 .00 .000 
0.44 .124 

BH 68 .10 .306 Asian 
American Aging 53 .00 .000 

.103** .016 

BH 68 .01 .121 Native 
American Aging 53 .00 .000 

.015 .380 

*p < .10; **p < .05; ***p < .001 
^ Sex variable coded 0 = female, 1 = male 

# Race variables coded 0 = absence of racial identification and 1 = presence of racial identification 
 

Education, Work History, and Remuneration 

Job descriptions include the skills an organization requires for a particular 

position.  Human capital characteristics and individual and household income variables 

tell us how the organization attracts workers and who they are able to successfully recruit 

and hire.  The data indicate that street-level bureaucrats in aging and behavioral health 

represent different stages of the social work career.  I look first at minimum qualifications 

for the case manager job description in each of the organizations in which I conducted 

observations.  Then I turn to human capital and income data from the case manager 
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surveys to determine if there is any significant difference between the two groups of case 

managers. 

The “Case Manager Job Description” at DBH includes the following minimum 

qualifications (See Appendix D for full job description): 

Must possess a high school diploma or GED and have four 
(4) years experience in behavioral health or an Associate’s 
Degree from an accredited college and two (2) years 
experience in behavioral health. 
 
Preferred Qualifications—Bachelor’s degree in behavioral 
health field from an accredited college or a bachelor’s 
degree in any field from an accredited college plus one (1) 
years experience in behavioral health.    
 

Commensurate with the notion that privatization allows implementation 

organizations to seek talent outside of strict credential requirements, DBH honors work 

experience in the field of behavioral health on par with years spent in school.  The result 

is that while behavioral health case managers are unlikely to have prior work experience 

in social services, they often come to case management after spending time working in 

DBH’s group homes and residential facilities.  Behavioral health case managers were 

more likely to have worked in their organization prior to becoming a case manager (either 

as Behavioral Health Technicians30, case manager aides, clerical staff, or some 

combination thereof) than were case managers in aging.  When I worked for DBH in 

1998, a large portion of case managers had only a high school diploma.  Program 

 
30 Behavioral Health Technicians (BHT’s) in residential facilities help high acuity clients with their activities of daily 
living.  They monitor client behavior and work to prevent crises and “decompensation” (a worsening of the client’s 
condition or regression in behavior management).  The BHT position involves close contact with clients all day every 
day. 
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directors were then in the process of shifting to hiring only individuals with at least a 

Bachelor's degree.  As of this 2003 survey, only 7 out of 71 (9.9%) behavioral health 

respondents reported that high school was their highest completed level of education.  

Four percent had Associate’s degrees, 79% had Bachelor’s degrees and 7% had Master’s 

degrees. 

 The “Functional Job Description” for “Case Manager” at SCHC includes the 

following under the heading “Certification/Education required for position” (see 

Appendix D for full job description): 

Graduation from an approved school of nursing and two 
years of professional nursing experience.  OR A bachelor’s 
degree from an accredited college or university with a 
major in social or behavioral science, or a closely related 
field and two years of experience providing social services.   
 

The heading for this portion of the job description (i.e. the use of the term “certification”) 

betrays the more bureaucratic structure of SCHC (the county health agency).  At the base 

level, SCHC requires two years of experience on top of an undergraduate degree whereas 

DBH hires case managers straight out of college with no experience.   

In addition, SCHC requires some level of higher education.  The result is that case 

managers in aging have a significantly higher mean level of education than those in 

behavioral health (see Table 6.2).  Education levels ranged from Associate's degrees to 

Professional degrees, primarily in nursing.  Not only do the vast majority of eldercare 

case managers hold bachelor's degrees, 43.6% hold either a Master's Degree or a 

Professional degree of some sort (observations indicate that these women hold nursing 
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degrees).  Eldercare case managers generally have work experience in social services 

prior to joining SCHC as case managers.  Work history variables were all coded as 

dichotomous variables where 0 represented no such history and 1 represented some 

history (see Table 6.2).  Case managers in aging had significantly more experience in 

social services generally and in behavioral health or behavioral health medicine, and 

aging or medicine related to aging (medical histories were reported among those who had 

come to case management from nursing where many had experience in both behavioral 

healthcare and geriatrics) than did behavioral health case managers.   

 Many long-term care case managers started their social service careers in 

behavioral health.  Fifty-nine percent of those responding to the question (42% of the 

case managers surveyed) indicated a work history in behavioral health.31  Only 5% of 

case managers in behavioral health mentioned work histories in social service or medical 

occupations serving the elderly.  These data indicate a flow of workers from behavioral 

health to long-term care.  Conversations with administrators and case managers alike 

confirm that the move from behavioral health into aging is a sign of career advancement: 

case managers cite better pay and better work environment as reasons for the change.  

The flow of case managers from the behavioral health system into the aging system 

suggests that behavioral health functions as a training ground for case managers and that 

 
31 In my initial meeting with program directors at SCHC, they told me that in long-term care they considered behavioral 
health to be a training ground for their case managers; they often pulled new recruits from the population of case 
managers in behavioral health.  Indeed, two case managers were present in DBH during my observations and had 
moved to SCHC by the time I began my observations in long-term care: one was in training at SCHC and the other was 
already carrying a full caseload.  In addition, among the directors that I spoke with in my first meeting at SCHC, 3 of 
the 4 had worked in behavioral health themselves.  Another informant held upper-level administrative positions in both 
service systems—first in behavioral health and later as an architect of the ALTCS. 
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the move to aging is a move to “the real job,” or may signal the decision to make a career 

out of case management.   

Case managers in long term care are career professionals.  They often experience 

conflict between their desire to be treated as professionals, who know the business well 

enough to make sound decisions, and the organization’s tight bureaucratic reign on 

decision-making and authorization procedures.  In responses to the question of what they 

would change about case management in their organization, two long-term care case 

managers specifically cited the need for case managers to be treated as professionals. 

“—Treat them as professionals.” 
“LISTEN TO CM’S!  Support the CM’s rather than making 
us feel like we have to plead for what is needed—also treat 
us like the PROFESSIONALS we are.  (Difficult for 
administrators who are on a power trip because of their 
own feelings of inadequacy.)” 

 

Case managers in long-term care find strict rules and regulations to be a constraint on 

their ability to exercise professional judgment in the execution of their responsibilities.  

For many, years of experience solidify their status as career professionals.  This is a case 

where two different mechanisms for insuring accountability conflict with one another.   

 



154 
 

 
 

Table 6.2: Education, Work History, and Income 

 Policy 
Domain 

N Mean SD Diff. of 
Means 

Significance 
2-tailed 
t-test 

BH 71 2.83 .697 Level of 
Education# Aging 55 3.55 .878 

-.714*** .000 

BH 65 11.09 11.208 Time as case 
manager in this 
organization 
(months). 

Aging 48 49.46 43.594 
-38.366*** .000 

BH 66 .26 .441 Organizational 
History (worked 
in the 
organization 
prior to 
becoming a case 
manager) 

Aging 47 .06 .247 
.194** .008 

BH 57 .53 .504 Social Service 
History Aging 45 .89 .318 

-.363*** .000 

BH 57 .39 .491 Medical or 
Behavioral 
Health Social 
Service History 

Aging 39 .59 .498 
-.204* .051 

BH 57 .05 .225 Aging Social 
Service or 
Medical History 

Aging 40 .65 .533 
-.597*** .000 

BH 66 24,554.52 3,503.99Income 
Aging 44 37,554.09 4,716.64

-12,999.58*** .000 

BH 65 2.82 1.911 Household 
Income## 

 
Aging 48 5.46 2.042 

-2.643*** 

 
.000 

 

*p < .10; **p < .05; ***p < .001 
# The education variable was coded with values 1-5 where 1 = high school, 2 = Associate’s degree, 3 = Bachelor’s 
degree, 4 = Master’s degree, 5 = Professional degree. 
## The Household Income item on the survey asked case managers to identify the range their total household income 
fell into last year before taxes.  The income ranges were coded as follows: 1 = less than $20,000, 2 = $21,000-$30,000, 
3 = $31,000-$40,000, 4 = $41,000-$50,000, 5 = $51,000-$60,000, 6 = $61,000-$70,000, 7 = $71,000-$80,000, 8 = 
$81,000-$90,000, 9 = $91,000-$100,000, 10 = more than $100,000. 
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Bureaucratic reliance on recruitment, professionalism, and career rewards and ladders 

suggests that case managers at SCHC should have professional discretion and that in 

exercising that discretion, they will serve the organization’s interests as their own.  

Instead, rule-based decision-making and demands for documentation drive their work 

creating frustration among experienced social workers.    

The tension between professionalism and bureaucratic decision-making is 

mediated by competitive salaries and benefits.  Case managers at SCHC stay, in part, 

because work conditions are relatively good in the County agency and they earn decent 

money and benefits.  The economic resources of a service system affect the ability of 

service organizations to attract and retain quality personnel.  Rewarding salary structures 

are an important component of career ladders as they attract educated workers, confer a 

sense of the professional status of an occupation, and offer workers economic stability 

and advancement.  Case managers in long-term care for the aging make significantly 

more money than case managers in behavioral health (see Table 6.2).  The mean income 

for long-term care case managers is $37,554.09.  The mean income for behavioral health 

case managers is $24,554.52.  Income is also a function of seniority.  High turnover in 

behavioral health services keeps case managers from reaching higher salary levels.  Case 

managers in behavioral health worked as case managers in their organization for an 

average of eleven months at the time of the survey (see Table 6.2), while case managers 

in aging enjoyed an average tenure of more than four years (49.46 months).   
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 The behavioral health case manager is more likely to have taken the job as a 

logical first job out of college with a degree in psychology.  While neither group of case 

managers tends to hold advanced degrees in social work or professional certifications or 

association memberships, greater stability in employment and longer work histories are 

indicative of a higher level of professionalism in aging than in behavioral health.  In 

organizational and management theory high turnover is consistently equated with low-

skilled occupations where workers are easily replaced and trained.  Employers do not 

worry about high turnover in areas such as fast food because training costs are low and 

there is not a huge benefit to longevity.  While neither of these things would seem to be 

true of case management, behavioral health continues to struggle with high turnover and 

one case manager expressed feeling easily replaceable.  When asked about the role of 

case manager in her organization, she replied: 

Our role is to do all the work.  I compare it to a (sic) ant 
colony.  Case managers are the worker ant (do all the work 
and get little recognition).  We are made to feel we are 
replaceable and unimportant.  The supervisors are in upper 
management and spend most of the time caring for the 
desires of the Director or Directors.  The Director is like the 
queen ant who spends most of the time with administration 
directing them [supervisors] to get the worker ants to work 
harder (italics added). 

 

The case manager was clearly airing her complaints, but she makes a valid point.  Desert 

Behavioral Health is a revolving door for case managers.  Most case managers work there 

for 6-18 months before they are fired or burn out and quit. 
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Meritocratic recruitment, career ladders and professionalism are elements that 

contribute to both legitimacy and accountability.  The three are tied in their contributions 

to ensuring a base level of knowledge among workers and a vested interest in following 

the rules of the organizational structure in order to ascend career ladders and garner pay 

increases.  In a domain where case managers are drawn from a population with 

experience in social services, oftentimes professional experience in nursing, and 

consistent levels of education; where case managers build long-term work histories and 

see their positions as careers; and where they also view themselves as professionals 

deserving of autonomy and professional respect; turnover is low and case managers are 

likely to be more accountable to the organization because they are vested in the 

organization.  Without these elements of bureaucratic professionalism, service 

organizations must find alternative ways to create a connection between the social worker 

and the organization, and to ensure accountability to the organization and its legislative 

mandates.  Beyond personnel selection, the organization of case management work may 

provide opportunities to structure accountability into decision-making and daily 

operations.  

Organization of Case Management Work 

The organization of case management work determines the experiences of both 

case managers and service recipients.  Attitude toward the employing organization and 

the way supervisors and directors lead may shape case manager responses to clients, the 

organization, and the state and in so doing may affect the level of decoupling between 
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written and implemented policy.  Adverse selection is the greatest barrier to 

accountability among bureaucrats in social services (Brehm and Gates 1999).  Brehm and 

Gates find that orientation to work is the most important factor in determining the 

bureaucrat’s decision to work, shirk or sabotage.  Employees who feel like they have a 

role in shaping the organization are more likely to work than to shirk or to sabotage 

(Brehm and Gates 1997).  I used some of Brehm and Gates’ “orientation to work” survey 

questions in an effort to determine whether these factors varied significantly among case 

managers across the two domains.  

 In both domains, street-level bureaucrats generally enjoy working in their 

organization and know that their contribution will be missed if they are not at work.  Case 

managers agree that they have too much work to do everything well and that they work 

hard on their jobs, but case managers in aging offered significantly higher responses 

(meaning they tended to agree more strongly).  Case managers in behavioral health were 

significantly more likely to feel a sense of efficacy in their organizations.  They agreed 

more strongly that they have the necessary authority to accomplish their work objectives, 

that it is possible to change things in their organizations and that they have some 

influence in the organization (the last two items were presented in the negative so those 

with lower mean responses were more likely to feel some sense of efficacy, see Table 6.3 

for wording and mean responses).  These findings may reflect the greater level of 

discretion and the grassroots culture in the behavioral health system.  Because policies 

and procedures are not strictly codified, management is able to make changes when 
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necessary.  The more highly bureaucratic organization of long-term care means that rules 

and routines are harder to change, a noted inefficiency of bureaucratic organization.  

These findings suggest that behavioral health case managers will be more likely to see 

themselves as most accountable to the organization.   

Table 6.3: Orientation to Work 
 Policy 

Domain 
N Mean SD Diff. of 

Means 
Significance 

2-tailed 
t-test 

 
BH 70 3.06 .796 If I am not at work, I know my 

contribution will be missed. Aging 55 3.04 .769 
.021 .883 

BH 70 2.93 .953 I have too much work to do 
everything well. Aging 55 3.27 .849 

-.344* .035 

BH 71 3.63 .567 I work hard on my job. 
Aging 55 3.85 .356 

-.221* .013 

BH 71 3.23 .637 In general, I like working here. 
Aging 55 3.25 .615 

-.029 .795 

BH 71 2.85 .730 I have the authority I need to 
accomplish my work objectives. Aging 54 2.57 .792 

.271* .05 

BH 70 2.31 .910 It’s really not possible to change 
things around here. Aging 54 2.89 .769 

-.575*** .000 

BH 71 2.52 .843 Employees do not have much 
influence in this organization. Aging 54 3.02 .707 

-.498*** 

 
.001 

 

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 
 

 Perspectives on organizational leadership and functioning vary across the two 

domains.  I expected to find that case managers who indicated that supervisors and 

directors were involved and in-touch with day-to-day decision making in case 

management would be more accountable to the organization.  Case managers in aging 

were significantly less likely to agree that the directors of the organization were in touch 

with the realities of case management in their organization (mean 2.36 for behavioral 

health and 1.65 for aging, see Table 6.4).  The disparity in mean responses across the two 
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domains is larger for this item than for any of the other organizational variables.  

Observational data support findings that directors are more present and aware in the 

behavioral health case management setting.  During three months of observations in 

behavioral health, I saw several DBH directors in case management sites.  Directors often 

attended weekly case management site staff meetings, either to bring news or to check up 

on how things were going.  During three months of observations in long-term care, I 

never saw any of the directors with whom I met prior to entering the field.  SCHC had 

another level of supervision (roughly equivalent to the Program Directors in behavioral 

health) that was quite dense—there were several supervisors within the HCBS, 

institutional and behavioral health case management, but the directors of the service 

system did not spend time in the case management offices.    

The two groups did not vary significantly in their agreement that supervisors are 

present and aware of their decisions concerning clients.  I note that in long-term care, 

those case managers who had been with SCHC for less than a year tended to consult 

with, often hard to find, supervisors on a very regular basis.  Case managers with more 

experience rarely consulted either supervisors or fellow case managers beyond the 

necessary authorizations.  High turnover in behavioral health means that few case 

managers reach a level of work experience that would allow them to do the job more 

independently.  In behavioral health, the lack of experience and longevity requires the 

more active presence of supervisors and directors in the day-to-day operations of the case 

management site.  The presence of supervisors and directors in day-to-day operations is 
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not framed as close supervision, but rather as the team-based brainstorming kind of 

decision-making that the organization seeks as part of its network approach to 

organization. 

In theories of bureaucracy, close supervision is a key component of bureaucratic 

accountability (Brehm and Gates 1997).  To the extent that supervisors are more engaged 

in the day-to-day activities of behavioral health case managers, theories of bureaucracy 

would predict that behavioral health case managers would be more accountable to the 

organization and/or the state in their decision-making.  Based on observations, however, I 

do not see this supervision as bureaucratic supervision.  Behavioral health case managers 

have significant discretion in much of their decision-making and tend to look to 

supervisors, directors, and fellow case managers for help in creative problem solving.  

These interactions occur without clear guidelines for decision-making.   

 Conversely, with or without the involvement of supervisors and directors, 

decision-making in aging is driven by rules and regulations.  Case managers in long-term 

care for the aging agree more strongly that “Organizational rules and regulations specify 

the criteria to be used in making decisions about a client’s services” (see Table 6.4)  

Eldercare case managers’ bulletin boards and office walls were covered with decision-

making rules for various contingencies within the long-term care system.  In many cases, 

the rules for a given situation were clearly laid out on one sheet of paper that was 

laminated and then posted in each office.  Clear rules and routines may contribute, as 
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Brehm and Gates suggest, to case managers’ perceptions of themselves as most 

accountable to the organization.   

Table 6.4: Difference of Means: Case manager perceptions of the role of the 
organization in structuring their daily work and decision-making 
 Policy 

Domain
N Mean SD Diff. of 

Means 
Significance

2-tailed 
t-test 

BH 71 2.96 .685 Organizational rules and regulations 
specify the criteria to be used in 
making decisions about a client’s 
services. 

Aging 55 3.29 .497 
-.333** .003 

BH 71 2.89 .747 Supervisors in this organization are 
present and are aware of the 
decisions that case managers are 
making concerning clients. 

Aging 54 2.76 .671 
.128 .324 

BH 70 2.36 .869 The directors (i.e. network director, 
executive director) of the 
organization are in touch with the 
realities of case management in our 
organization. 

Aging 54 1.65 .781 
.709*** .000 

BH 70 2.61 .786 Management is flexible enough to 
make changes when necessary. Aging 54 2.20 .683 

.411** .003 

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 
 
 Eldercare case managers report that they are most accountable to the organization.  

Theories of organization and bureaucracy suggest that the problem of accountability can 

be managed through meritocratic recruitment, organizational structure and decision-

making rules.  Institutional organizational arguments that address the problem of 

decoupling suggest that bureaucrats who have a positive orientation toward their jobs will 

be more likely to work (Brehm and Gates 1997).  I regress accountability to the 

organization on human capital, organizational, and attitudinal variables to assess the 

applicability of these arguments to aging and behavioral health services using logistic 

regression (see Table 6.5).   
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The first model includes only domain, which is significant (p < .10).  The second 

model controls for human capital variables of social service history and education.  

Domain maintains significance and is still negative confirming that eldercare case 

managers are still more likely to be most accountable to the organization even when we 

control for human capital.  Social service history is also significant, but is also negative.  

Education is not significant.  When I control for organizational variables, domain is no 

longer significant.  This suggests that the case manager’s perception of the organization 

drives accountability to the organization.  Organizational differences are the key to major 

differences in perceived accountability across the two domains.  The next model includes 

only “Domain” and “Generally, I like working here,” a proxy for orientation toward 

work.  The t-value for “I like working here” is .131; it is not significant, but close enough 

to merit further inclusion.  Domain is significant and negative as expected.  The final 

model includes those variables that were either significant or demonstrated some 

strength.  When work experience, rule driven decision making and orientation to work 

are controlled, domain remains significant.  Those who are likely to say that case 

manager decision making is most accountable to the organization tend to work in the 

aging sector, have a shorter social service history, work in an environment where 

organizational rules and regulations are important, or are unhappy working at their site.  

The highly bureaucratic organization of SCHC asserts itself and leads to rule 

based decision-making and case managers who report being most accountable to the 

organization.  Case managers have a clear sense of their jobs, but are frustrated by the 
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focus on finances and policy.  In behavioral health, case managers who had positive 

feelings about the organization’s ability to fulfill its mission focused on the effect they 

had on clients’ lives.  Those who found financial constraints and policies to be barriers to 

client care were likely to find the organization at fault for failing to live up to its mission.  

Table 6.5: Accountable to Organization 

 Model 1 Model 2 Model 3 Model 4 Model 5 
Y = Case Manager Decision-
Making Most Accountable to 
Organization 

     

Constant .113 .001 -1.104 1.591 1.053 
Domain -.679* 

(.068) 
-.988** 

(.049) 
-.412 
(.325) 

 -1.106** 

(.030) 
Social Service History  -.864* 

(.091) 
  -.947* 

(.075) 
Education  .268 

(.369) 
   

Supervisors present and 
aware 

  -.007 
(.980) 

  

Organizational Rules and 
Regulations Specify the 
criteria to be used in making 
decisions about a client’s 
services. 

  .506 
(.126) 

 .662* 

(.093) 

Directors in touch with case 
management 

  -.231 
(.346) 

  

Generally, I like working 
here. 

   -.452 
(.131) 

 

-.663* 

(.060) 

R2 .036 .097 .078  .173 
*p < .10; **p < .05; ***p < .001 
 

While rules and regulations typify models of bureaucratic organization, a focus on 

mission permeates our sense of community based nonprofit service organizations (despite 

little supporting evidence).  Case manager responses confirm the literature’s null findings 

on the distinctive impacts of mission in nonprofit organizations.  When case managers 
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responded to the statement, “Most of my decisions regarding client services are driven by 

the organization’s mission,” agreement with the statement was quite similar across the 

two domains (mean of 2.66 for behavioral health and 2.68 for long-term care)32. One 

explanation for the similarity in mean responses might be that the difference in the two 

organizations’ missions means that the mission holds a similar place for each, but that the 

outcomes resulting from acting in accordance with the mission is different (See 

Appendices F and G for organizational mission statements for DBH and SCHC).  For 

case managers in behavioral health, their organization’s mission is client-centered and 

case managers find that being true to that mission means being most responsive to clients 

in daily activities.  In behavioral health, the strong focus on the client is absent in the 

legislative intent, but present in the organization and thus represents a point of divergence 

with policy.  For long term care case managers the focus on vision and values without a 

clear “mission” statement may reflect their place in a government organization.  The 

vision and values include attention to the dignity of members and the priority placed on 

providing quality service; all of which is clearly stated in the legislation.  The vision and 

values mirror the long-term care legislation.  If they are true to the “mission” of the 

organization, this means they are providing quality services in a timely fashion and are 

maintaining the dignity of their members in the process.  The mission may be more 

focused on the tasks of service provision thus generating the sense of accountability to 

the organization even in light of the focus on the mission. 

 
32 While neither group showed strong agreement in the aggregate, the fact that the two did not differ significantly 
counters arguments that mission will function differently in mission-based nonprofit organizations than in government 
organizations bringing us back to the notion that auspice should make little difference in these analyses. 
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An open-ended question on the survey asked case managers if the goal/mission of 

their organization is central to how their organization operates.  Of those who responded 

to the question, 20.63% of behavioral health case managers (N=63) and 29.54% of case 

managers in aging (N=44) said “no.”  Those who said "no," cited problems related to the 

conflicting demands of stakeholders.  In behavioral health, respondents noted the 

following problems: 

Because sometimes we’re not allowed to help clients as we want to 
(policies are enforced).  Policies are aimed to cause no harm to 
organization and hurting clients. 
 
Sometimes the needs of clients do not follow the policies of the 
organization. 
 
I think the budget influences decision-making greatly. 
 
I believe this organization relies on money and just doing what we need to 
cover our butts. 
 
Due to state laws and budgets it’s difficult to fulfill this doctrine.  Also, 
clients have to be held accountable as well. 
 
Organization focus tends to be solely on paperwork. 
 
My goal of helping clients is commonly difficult when keeping up with 
paperwork. 
 
This organization cares only about money (saving it) and paperwork—not 
the clients. 
 

Case managers in long-term care for the aging also cited budget issues as the main barrier 

to fulfilling the mission of the organization. 

 
Our program is constantly denying critical services that our clients need 
based on financial issues. 
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Seems like it [the organization] gets in the way of itself!  The process for 
prior auth is getting better but needs much work. 
 
Saving money is #1.  The ironic thing is that often short-sighted policies 
which may save money in the immediate future end up costing the 
organization more (e.g. denying members needed medications and they 
end up in the hospital.)  How many Drug Request Forms from PCP’s are 
DENIED? 
 
I believe our organization’s primary focus is on saving money.  Even 
though we have had a ‘surplus’ every year for our division.  Our 
organization will rarely let us take individual needs into account.  They 
prefer to make the assumption that if it’s good (or not good) for one, then 
it is or isn’t for everyone.  They don’t allow us to look at our population as 
individuals, but rather as a group. 
 

The tension between cost containment and fulfilling the mission of the organization 

affects not only the case manager’s perception of the organization, but also her perception 

of the organization’s relationship with the state.  Case managers in behavioral health do 

not see their organizations' missions as lining up in any clear way with the state's goals.  

The state represents financial constraint and they see themselves as responsive to their 

clients almost in spite of the state.   

The funding histories of these two domains as well as my own observations of 

case managers’ ability to access needed services for their clients led me to assume that 

saving money would be seen as a higher priority in behavioral health than in aging.  

While neither group of case managers agreed strongly with the statement, “In this 

organization, saving money is a higher priority than client welfare,” case managers in 

long-term care did have a significantly higher mean response (2.67 compared to 2.27 in 

behavioral health).  While the higher mean response may have come as a bit of a surprise, 
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it can be explained by the focus on prices and computing the costs of community based 

care in the ALTCS.  Case managers are very aware of costs and work actively at cutting 

costs and saving money for the sake of keeping members below 80% of the cost of 

institutional care.   

In addition to the physical presence of rules and regulations, price lists are readily 

accessible at SCHC.  The 80% requirement is institutionalized via a computerized form 

(the Cost Effectiveness Study or CES) that is programmed to calculate the costs of 

various services as a percentage of the price of institutional care.  Case managers submit 

a CES every time they update a client’s services or change them in any way.   The case 

manager enters the type and amount of service for the client and the price per unit of 

service (per unit prices for all standard services are provided on a laminated sheet that 

SCHC staff update regularly) and the form computes the total cost as a percentage of 

institutional care.  If the amount totals more than 80%, the case manager may try to move 

things around, minimize certain services for the sake of others, etc.  If the case manager 

finds it impossible to provide what they perceive to be adequate care within the budget, 

then they must get supervisor approval before submitting the CES to prior authorization.  

All service requests go through prior authorization where they are processed through the 

organization’s accounting system.  I witnessed several instances of mathematical 

maneuvering as case managers thought through how to maximize needed assistance and 

minimize costs.    

 



169 
 

 
 

The financial specifics of the behavioral health system are more obscure.  Case 

managers do not have the same clear handle on the costs of each service and do not see 

many of their decisions as financial decisions.  In one behavioral health staff meeting, the 

program director encouraged case managers to log as much of their time with clients as 

possible under either the “counseling” category or under “crisis intervention”; both of 

these categories could bill more than case management.  Finances were an issue in 

behavioral health staff meetings, but in the daily decision-making of case managers, the 

specifics of per client spending were far less obvious.  

The organization of case management varies significantly between aging and 

behavioral health.  The Vision and Values and organizational structure of SCHC mirror 

the legislative intent and detailed provisions of the enabling legislation for ALTCS.  

Bureaucratic organization from recruitment, pay and career ladders to rule based decision 

making produces case management decisions that are most accountable to the 

organization and that conform with written policies.  The absence of detail in the 

legislative intent and provisions of the community based behavioral health system leads 

to a less bureaucratic organizational structure.  Rules and regulations do not drive 

decision-making and case management does not conform to written legislation in the 

form of contact and service plan requirements.  Case management is focused on the 

mission of improving the lives of the mentally ill and case managers do the best they can 

to achieve this goal with very limited resources.  In the absence of detailed legislative 
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instructions the organization relies on the compassion of its workers and its mission-

based philosophy. 

The Role of the Case Manager 

 The work environments of those working in aging and behavioral health are 

different, but how do these different organizational settings affect the way case managers 

carry out their day-to-day tasks?  At SCHC clearly defined rules and routines combine 

with an extensive network of service providers to produce boundaries around the role of 

the case manager.  The case manager is responsible for coordinating myriad services, but 

that is the only service she provides.  She updates service plans and maintains updated 

records on all members.  In behavioral health, case managers report serving in a variety 

of roles in order to help clients function in the community.  The vagaries of the 

legislation and the flexibility built into DBH combine with the organization’s history of 

providing residential treatment to form a case management system that does far more 

than coordinate services.  Differences in the role of case manager in the two domains are 

symptomatic of distinct community resources for the two service populations and also 

contribute to variations in the case manager’s ability to make required contacts and spend 

time on useful service plans.   

The case manager at SCHC is responsible for service authorizations ranging from 

Adult Day Care to Home Delivered Meals, Hospice, and Supportive Residential Living.  

Case managers assess physical and emotional needs of clients, develop, implement and 

monitor service plans, communicate with clients and their caregivers and family 
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members, monitor client progress, advocate for client needs, provide crisis intervention 

when necessary, and maintain client records.33  Case managers are the primary contact 

between the service recipient and the state. 

 The ALTCS legislation requires case managers to have a face-to-face contact with 

each client once every three months; an average of 4 to 6 home visits each week.  In 

addition to these periodic contacts, case managers keep a running record of all 

interactions with their members in the member file.  They record these case notes directly 

in the file.  They may have several separate dated entries per page.  Case managers 

update functional assessments and service plans at every face-to-face meeting and 

coordinate client services and monitor service delivery through regular contacts with 

clients and whenever client needs arise between scheduled contacts.  The assessment 

documentation is computerized making it easy to update.  One case manager printed the 

current assessment and took it with her for her face-to-face contacts.  She went through 

the form, asked for the required information, marked changes right on the form, and 

entered them in the computer upon returning to the office.  This update process was very 

efficient.  Requirements are clear and reasonable.  Accountability mechanisms in the 

form of required documentation are relatively efficient and all but the case notes are 

computerized. 

 Desert Behavioral Health was in the process of decreasing caseload size.  In 1998, 

case managers carried 60-80 clients at one time.  By 2003, most case managers surveyed 

in behavioral health (58%) had caseloads between 50 and 60 clients and only three 
 

33 For full job description see Appendix D. 
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reported larger caseloads.  With an average of 48 clients per caseload, legislation requires 

behavioral health case managers to have one face-to-face contact each month with each 

client; that averages 12 face-to-face contacts per week.  Arranging face-to-face contacts 

and working to make sure they occur as scheduled requires a great deal of time and 

attention.  Clients are often difficult to reach: some do not have telephones, others fail to 

return calls or may be avoiding their case manager if they have lapsed in taking their 

medications.  Arranging a visit also does not guarantee that it will take place.  Lisa, a 

behavioral health case manager, returned to the office one morning and explained that the 

client she went to see would not answer the door, “I’m sure she was there since she’s 

afraid to leave the house.”  At the time of this incident Lisa’s caseload was 81, which 

averages to 20 visits per week.  When clients fail to show up for meetings or refuse to 

answer their doors, case managers lose needed time. 

On another occasion, Lisa was scheduled to visit a client at the jail.  Lisa receives 

a call from the director of a substance abuse/mental health (dual diagnosis) halfway 

house regarding a client who has been absent without leave (in a court-mandated 

program), Lisa spends the next few hours trying to arrange for alternative placement for 

the client that is safe and can accommodate here dual diagnosis.  Amidst the necessary 

paperwork for moving her troubled client, Lisa sighs, “So much for going to the jail 

today.”  One more face-to-face contact that needs rescheduling.  Behavioral health clients 

also must see their psychiatrist, a nurse, or a pharmacologist once every 90 days.  Case 

managers attend these appointments.   
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Case managers in behavioral health must use a separate case management note 

(carbon forms that must be hand-written) for each client interaction.  To the frustration of 

case managers, the RBHA changes the format for these forms frequently.  In addition, the 

RBHA requires updates to service plans every 90 days.  DBH is in the process of 

computerizing documentation, however, during the observation period, the transition was 

riddled with problems.  The benefits of computer efficiency were not yet realized. 

 Case managers in behavioral health write referrals and make arrangements for a 

variety of services for their clients.  In addition, they provide clients with information on 

services, social and employment opportunities and encourage clients to make these 

connections themselves.  Behavioral health case managers also manage crises, make 

residential arrangements, and write outpatient treatment plans prior to hospital 

discharges.  In 1998 and as late as 2001, case managers in behavioral health conducted 

their own intakes and wrote psychological/social histories on each client as part of the 

intake process.  During my observations, the organization shifted to a centralized intake 

program and by the time I returned to administer surveys, that centralized program was 

on shaky ground.  As noted earlier, behavioral health case managers have been found to 

be present for as much as 80% of direct service provision to their clients (Dill 2001).  The 

following description of differences in the role of case managers in the two domains 

suggests that this common inefficiency in behavioral health case management is related 

to inadequate organizational resources and contributes to other inefficiencies and 

dysfunctions in the behavioral health system. 
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 Case management differs in the two domains under study, but the service 

technology itself serves some common functions across policy domains.  I examine 

variation by domain within the functions of managing the demands of competing 

stakeholders, coordinating services, and simultaneously functioning as gatekeepers to 

state funded services and advocates for clients’ needs.   

Responding to Competing Stakeholders 

 The state, the organization, and service recipients are likely to have different 

interests and goals at stake in the policy formation and implementation system (Heimer et 

al.).  Each entity may have multiple goals and needs to meet.  Competing stakeholders are 

most likely to have their interests served if they are able to frame their needs in terms of 

solutions that may be offered by the other entities involved.  This theoretical perspective 

suggests that when legislative intent, organizational goals, and service recipient needs 

and entitlements map onto one another relatively well, there will be a closer match 

between written and implemented policy than when these elements diverge.  Case 

management provides an excellent site in the policy structure for studying the 

competition among policy stakeholders. 

Directors, supervisors and case managers all recognize that the job of case 

manager is one of managing competing demands and competing institutions.  When 

asked about the role of the case manager, one case manager commented on the tensions 

between client care and state accountability.  "Case managers are often forced to put 

aside client concerns for paperwork, red tape BS, and money concerns."  Previous 
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research on case management documents the tension between treatment or service goals 

and cost-containment pressures from service agencies (Dill 1987; Rochefort and 

Mechanic 1990).  Other case managers made references to the intersections and tensions: 

"…paperwork, mediation between client and family, client and psychiatrist, advocate for 
client's needs, …" (italics added).   

 
 “We are the go-between from our clients to our organization.”  

“ …guardian of public funds…intermediary between members and facilities.”  

“To be the go-between [for] the client and the agency.” 

The executive director of DBH described it during new employee training:  

50% of the case manager’s job is paper work.  Why?  
Because we are spending tax payers’ money and we have to 
be accountable.  It used to be there was no 
accountability—now the government is involved and it 
demands accountability.  We have to do paperwork better 
than others.  How well we manage behavior is not how we 
get money, we get money for paperwork. 
 

According to the state, documentation is accountability.  Within moments of explaining 

the importance of paperwork and that it is 50% of the case manager’s job, the executive 

director said, “We don’t want you doing paperwork all day, we want you to be out there 

having positive contacts with clients.”  Even from the first days of new employee 

training, the competition between the institutions of the state, the organization, and the 

client are obvious in the description of the case manager’s job and the expectations that 

accompany that job (See Appendix D for case manager job descriptions). 
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 Several items on the case manager survey required that case managers assess the 

priorities of the state in their policy domain and the role the state plays in their decision-

making and the organization of their work.  Table 6.6 provides a comparison of case 

managers’ perceptions of the state’s priorities in aging and behavioral health.  Case 

managers in both domains perceived the state’s ranking in order of importance to be 

money, paperwork, clients, and the organization’s mission (see Table 6.6).  The only 

place where the two groups of case managers offered significantly different answers in 

regards to state priorities, was in the state’s rank of the organization’s mission.  Neither 

group of case managers indicated that the state ranked their organization’s mission very 

high in its priorities, but the mean score of 1.89 in long-term care was significantly higher 

than the mean score of 1.57 in behavioral health.   

The fact that case managers in behavioral health are significantly more likely than 

case managers in aging to assume that the state ranks their organization’s mission last in 

its priorities indicates that those case managers perceive greater slippage between the 

state’s interests and the mission of their organization.  Given the perceived slippage 

between the state’s goals and those of the organization, case managers in behavioral 

health may be less likely to see the state’s authority as legitimate and may, therefore, be 

more likely to grant decision-making authority to the organization or to their clients.  
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Table 6.6: Difference of Means--Case manager’s perception of state and 
organization priorities 

 Policy 
Domain

N Mean SD Diff. of 
Means 

Significance
(2-tailed 
t-test)34

BH 68 1.99 .906 State’s rank of client.35

Aging 53 2.09 1.165
-.109 .563 

BH 68 3.18 1.021State’s rank of money. 
Aging 53 2.89 1.121

.290 .141 

BH 69 2.45 .850 State’s rank of 
paperwork. Aging 53 2.85 .928 

.185 .197 

BH 67 1.57 .722 State’s rank of 
organization’s mission. Aging 53 1.89 .847 

-.320** .028 

BH 70 2.59 1.222Organization’s rank of 
client.36 Aging 53 2.06 1.262

.529** .021 

BH 69 2.14 1.252Organization’s rank of 
money. Aging 53 2.64 1.111

-.497** .024 

BH 69 2.45 .850 Organization’s rank of 
paperwork. Aging 53 2.85 .928 

-.400** .015 

BH 67 1.57 .722 Organization’s rank of 
organization’s mission. Aging 53 1.89 .847 

-.373** .051 

 *p < .10; **p < .05; ***p < .001 
 

Case managers in long-term care and behavioral health have significantly 

different perceptions of their organizations’ priorities.  Case managers in behavioral 

health thought their organizations ranked both clients and the organizations’ missions 

more highly than did case managers in long-term care (see Table 6.6).  The flip side of 

this was that case managers in aging said their organization ranked paperwork and money 

more highly than did case managers in behavioral health.   

                                                 
34 Equal variances assumed. 
35 Case managers were asked to rank these from 1-4, with 1 indicating the most important and 4 the least important.  The ranking 
variables were recoded so that a higher number now indicates a higher ranking of importance.  The higher the number, the more 
important, the lower the number, the less important. 
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Perceptions of the state and the importance and legitimacy of paperwork will 

shape case manager willingness to conform to state requirements.  In keeping with the 

notion that provider involvement in planning and oversight might produce a greater 

match between written and implemented policy, I expected that case managers in long-

term care for the aging would agree strongly with the importance and legitimacy of 

accurate paperwork, but did not expect that they would experience a need to place it 

above client care.  Coming out of my observations, I expected that behavioral health case 

managers would have relatively negative views of paperwork and its legitimacy and 

would say it was more important that it be done than that it be complete and that it came 

ahead of spending time with clients.  

Survey responses indicated no statistically significant differences between case 

managers in the two policy domains in regards to the function, legitimacy and priority of 

paperwork (see Table 6.7).  Case managers in both domains were split in their responses 

to the statement “It is more important for paperwork to be submitted on time than for all 

the information to be complete” (see Table 6.7).  However, my observations suggest that 

while case managers may not agree with this statement, they do sacrifice completeness 

and accuracy in the face of deadlines.  Case managers cannot possibly make all of the 

required face-to-face contacts on a monthly basis and complete all of their paperwork and 

other tasks so they fudge face-to-face contacts, file inaccurate paperwork or miss the 

paperwork altogether.   
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Table 6.7: Difference of Means: Case manager perceptions of the role of the state in 
their organization and their daily work 

 Policy 
Domain

N Mean SD Diff. of 
Means 

Significance
2-tailed 

t-test 
BH 70 2.43 .844 -.099 .495 It is more important for 

paperwork to be submitted on 
time than for all the 
information to be complete. 

Aging 55 2.53 .742   

BH 70 2.50 .929 -.204 .232 It is more important to file 
paperwork on time than to 
spend time with clients. 

Aging 54 2.70 .944   

BH 70 2.50 .929 .082 .581 The paperwork that I file is an 
important way for the state to 
be sure that clients are 
receiving quality care. 

Aging 55 2.42 .658   

BH 71 2.75 .806 .037 .786 The paperwork that I file is an 
important way for the state to 
monitor this organization’s 
spending. 

Aging 55 2.71 .712   

BH 69 2.64 .766 .185 .197 Generally, the state requires 
behavioral health, aging case 
managers to sacrifice client 
welfare in order to save money.

Aging 53 2.45 .798   

 Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 
 

Then when it is time for the file to be audited, whoever is responsible for the client at that 

time fills in the missing pieces.  At least some case managers in both groups find 

themselves having to prioritize state demands for accountability ahead of spending time 

with clients. Case managers in aging agreed more strongly with the need to prioritize 

paperwork in both cases.  This finding counters the expectation that the greater political 

power of the elderly will make case managers more accountable to them than case 

managers are to their clients in behavioral health, but supports the bureaucratic 
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organization theory that professionals in a bureaucratic organization will be more 

accountable to the organization and the state. 

 Case managers’ sense of the state’s approach to case management in their domain 

is likely to affect their sense of the legitimacy of the state’s authority in their decision-

making and will thus shape accountability.  Based on field observations and the history of 

insufficient funding in behavioral health, I expected to find behavioral health case 

managers feeling as if the state required them to sacrifice client care to save money.  

Indeed, they did tend toward agreement (mean response of 2.64) with the statement 

“Generally, the state requires behavioral health case managers to sacrifice client welfare 

in order to save money.”  Counter to the political power argument, however, their mean 

response was not significantly different from that of the case managers in long-term care 

(2.45) though the two do come down on opposite sides of the disagree/agree split.  

The Network Director for DBH, told new employees “Your primary 

responsibility is to the client.”  While the network director and new case managers 

present themselves and the work of case management as being client centered, their 

words and actions reveal the extent to which the implementation system is not client 

centered.  Accountability to clients is important, but it is funneled through organizational 

interests in an interesting way.  The Network Director tells new employees,  

Clients can be frustrating and most times families can be 
even more frustrating...Your behavior is monitored by 
clients and their families...Please don’t record services you 
haven’t provided.  It’s fraudulent and it’s horrendous when 
it happens.  It’s better to miss a monthly face-to-face than 
to say you had one when you didn’t.  
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Lip service is given to the importance of honesty in record keeping, but the incentive 

structures within case management sites clearly place primary importance on having files 

that can pass audits and that means files with all required paperwork included.    These 

incentive structures draw away from the case manager’s ability to serve the client and 

give precedence to accountability to the state.   

Because funding is tied to documentation the organization solves the problem by 

creating incentives for documentation rather than incentives for actual client care.  

During new employee orientation, Sherry (the health information manager) said, 

“Sometimes I pray we don’t get taken to court on some of these files...the more you put 

in the record the more you’re liable for, the more you’re accountable for.  I can’t tell you 

what to document, just be careful.”  This statement has a couple of messages.  One is that 

you must make sure that all required documentation is complete, but the other is that you 

may not want it to be overly complete, meaning overly detailed.  Make sure that 

something is in the file, but don’t tell the state too much about how things really happen 

around here.  These findings indicate that political power is not coming into case 

managers’ decision-making directly from the state nor is it coming directly from the 

clients or members.  State requirements drive organizational incentive structures—often 

in ways that are counter to the organizational mission and to the realities of 

implementation. 

Coordination of Services 
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 The role of case manager is a boundary spanning role that functions at the 

intersection of the state and the service organization and across the boundaries of several 

direct service providers in the community.  At the most basic level, the job of the case 

manager is to manage the case, to coordinate services for the member or client.  In 

observing case management in the two domains, I found that case managers in long-term 

care were able to spend more time at their desks, managing members’ needs by phone.  

They were indeed managing the case and coordinating services, largely a telephone job.  

In behavioral health, from the first week of training, the case manager is encouraged to, 

asked to, and required to, spend a great deal of time in the field.  As previously noted, 

behavioral health case managers do far more direct service provision than coordination of 

services. 

The coordination aspect of case management is well-represented in responses to 

the question “What is the role of case manager in your organization?” Several case 

managers in both domains have a clear sense of this part of the job: 

“Coordinate treatment through effectively matching offered 
services with client needs.” –Behavioral Health Case 
Manager (BH CM) 
 
“Case managers help clients to get the services they 
need.”—BH CM 
 
“To advocate, implement and coordinate various levels of 
services for clients.”—BH CM 
 
“To coordinate the services our clients receive from our 
organization.”—BH CM 
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“Assist in coordinating benefits and services for the 
members; advocacy.”—Aging CM 

 
“Coordinate services for members.”—Aging CM 
 
“Coordinates needs and benefits.”—Aging CM 
 
“To coordinate care to keep the member in the home.”--
Aging CM     

 
Case managers in both domains manage the case, in part, by working with doctors and 

other staff to be sure that all providers understand the member’s/client’s full range of 

needs.   

Both DBH and SCHC require case managers to participate in “staffing” clients.  

“Staffing” is the act of meeting with other “treatment team” personnel to discuss the 

client’s needs and each provider’s perspective on how the member is doing and what 

needs to happen.  They write a “service plan” that incorporates information from staffings 

as well as member input.  Medical issues concerning members in long term care are 

managed by doctors and nurses.  Case managers may arrange for medical services, but 

the referral for the service comes from medical personnel.  Case managers coordinate the 

services necessary for executing both the service plan and any treatment plans put 

forward by physicians.   

The behavioral health case manager writes both service plans and treatment plans.  

By this very act, case managers become both service managers and treatment providers.  

Case managers in behavioral health have no medical training or professional experience 

for “treating” mental illness and yet, this is part of the job of managing the case.   
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To act as an advocate for clients, as well as a sounding 
board for their ideas and frustrations (sort of surface level 
counseling)…and to (hopefully) help them live more 
meaningful lives” (emphasis added). 
 

Other case managers also included “med monitoring,” “counseling,” and “behavior 

management” among their responsibilities.  The treatment oriented roles of case 

managers may be evidence of the “deskilling process” that resulted from funding cuts in 

behavioral health.  Direct service provision at DBH also grows out of the organization’s 

history: it is an element of institutional inertia.  The philosophy behind DBH’s work is 

one established in the residential treatment setting and when the organization moved into 

case management and working with clients living independently and in group homes not 

owned by the organization itself, the organization kept the behavioral model and its goals 

as the standard for case management care.  A major theme of the training was that of 

behavior management; a task that requires regular contact with clients.  So while case 

managers are, of course, responsible for “managing the case” and coordinating services, 

they are also responsible for treating the client—managing behavior to limit the negative 

effects of their illness (See Appendix D for Job Description) and the need for additional 

services (i.e. hospitalization). 

 In addition to these pseudo-professional roles, case managers in behavioral health 

“help them in the field (when there’s time).”  This type of work involves everything from 

picking up food boxes, taking them grocery shopping or shopping for clothes, to 

personally moving their belongings from one residence to another.  The relative scarcity 
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of family support systems among the mentally ill contributes to the need for case 

managers to provide direct service.  In contrast, the elderly often have family and 

community support networks that take care of these odds and ends.   

 Case managers in long-term care describe a very clear coordinating role that 

involves authorization of services, gate keeping, advocacy, monitoring cost effectiveness, 

working as a mediator between members and their families, providers, and doctors, and 

documenting the many services that each client uses.  The network of community 

organizations serving the elderly includes a wide range of voluntary services as well as 

fee-for-service programs.  The behavioral health network is far less dense and case 

managers find themselves filling in the gaps.  .   

When asked about the role of case managers in their organization, behavioral 

health case managers often include a laundry list of responsibilities: 

Miracle worker—helping client with solutions, decisions, obtaining basic 
needs—anything that disturbs a client can increase symptoms—CM’s 
need to and do help with all issues.—Behavioral Health Case Manager. 

 

One behavioral health case manager said, "I think that a role of a case manager is to 

coordinate services but we end up becoming parents."  Another began her answer with, 

"Case managers do everything."  Similarly, "Everything and anything to maintain good 

mental health for a client."  None of the responses in Aging described an all-

encompassing or impossible to achieve role.  The long term care system maintained very 

clear boundaries around the coordinating function of case managers.   
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 The difference between the two domains may reflect differences in both the 

legislation structuring the service systems and differences in the community of providers 

available to provide direct service in each domain.  Both sets of legislation provide long 

lists of the services to be provided.  In their descriptions of case management, however, 

the language differs.  The Arizona Long Term Care System is to provide case 

management, “a service that will direct members to the most appropriate amount, 

duration, and type of services and continually monitor and reassess a member’s need for 

services provided pursuant to this article” (emphasis added, See Appendix C for text).  

The community mental health system includes “A case management system to enhance 

cooperation of elements within the system and provide each client with appropriate 

services” (emphasis added, see Appendix C for full text).  In addition to this small, but 

meaningful linguistic difference, as noted in the political and legislative histories of the 

two domains, the Long Term Care System is tapping into an established “aging 

enterprise” serving a resource rich population whereas, community based behavioral 

healthcare begins with the deinstitutionalization movement and is never supported by a 

flood of community and professional resources into the system.  Case managers in 

behavioral health have to provide some of the needed services as the number of 

organizations serving the mentally ill in the community is insufficient to meet the needs 

of the population. 

 



187 
 

 
 

Advocacy and Gate Keeping  

 At my first meeting with directors at SCHC, in their discussion of the dramatic 

differences between long-term care and behavioral health, they explained to me that the 

role of case manager in aging was that of "advocate" whereas the role of case manager in 

behavioral health was that of "gatekeeper."  When asked about the role of case managers 

in their organization, advocacy was a stronger theme among SCHC case managers.  

Behavioral health case managers mentioned advocacy in lower numbers, but never 

mentioned gate keeping.  In addition to eliciting open-ended responses on the role of the 

case manager, the survey offered opportunities for case managers to indicate their 

agreement or disagreement with the following statements: “The job of the case manager 

is to be sure that our organization is providing no more and no less than the necessary 

services for our clients” and “The job of the case manger is to advocate for the client.”  I 

coded responses such that 1 = strongly disagree, 2 = disagree, 3 = agree, and 4 = strongly 

agree.  Case managers in long-term care were significantly more likely to agree with both 

of these statements (See Table 6.8), indicating that they do see their role very clearly as 

one of advocate, but that they simultaneously recognize their function as gatekeepers to 

state and county funded services.  
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Table 6.8: Gatekeeping and Advocacy 
 Policy 

Domain 
N Mean SD Diff. of 

Means 
Significance 

2-tailed 
t-test 

BH 71 2.25 .712 The job of case manager is to be 
sure that our organization is 
providing no more and no less 
than the necessary services for our 
clients. 

Aging 55 2.71 .629 
-.456 .000*** 

       
BH 69 3.23 .710 The job of the case manager is to 

advocate for the client. Aging 55 3.58 .498 
-.350 .002** 

Coding of variables: 1=Strongly Disagree, 2=Disagree, 3=Agree, and 4=Strongly Agree. 
*p < .10; **p < .05; ***p < .001 
 

 The difference between what directors said and how case managers responded 

may be a function of the greater focus on the cost of services in long term care.  As 

previously noted, case management at SCHC is highly bureaucratized by paperwork and 

careful tracking of per client spending.  This structure keeps case managers focused on 

their gatekeeping role.  Case managers act as advocates in requesting authorization for 

additional services or in representing their clients to the organization, the state, or other 

service providers.  But the day-to-day work of the long-term care case manager involves 

managing member needs within the constraints of the per client budget.  

 

Conclusion 

In long-term care, state policies map onto organizational goals and organizational 

structure in such a way that one can see the state as effectively steering the 

implementation system while the provider organization does the rowing.  Case manager 

responsibilities are clearly delineated and enjoy clear boundaries.  The organization's 

 



189 
 

 
 

mission, as expressed by case managers, is in line with state priorities of saving money 

and effectively coordinating client services.  Case managers in long-term care generally 

have a positive orientation toward their work and stay in their positions for substantial 

periods of time.  The job of case manager is a career and case managers enjoy experience 

based knowledge that allows them to feel confident in their ability to exercise their 

responsibilities independently and effectively.   

 Case managers in long-term care for the aging are more highly educated, have 

more work experience, and longer tenures with the organization than do case managers in 

behavioral health.  A county entity provides long-term care for the aging; their 

organizational structure is unabashedly bureaucratic and hierarchical.  Rules and routines 

structure the decision-making process and case managers have a clear sense of their role.  

Descriptions of the role of the case manager are consistent across case managers.  While 

they do not work as closely with supervisors, this may simply be a by-product of both a 

more experienced labor force and of the clearly stated rules for decision-making.  Case 

managers have clear written guides for making decisions so there may be less need to 

consult with supervisors.  While this may prove efficient, it also conflicts with the 

professionalism of eldercare case managers creating resentment and tension in the 

organization. 

A private nonprofit organization with a hierarchical organizational structure and a 

network and team-based philosophy provides case management to the seriously mentally 

ill.  The organization has specific procedures for some aspects of the case manager’s job, 
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but many decisions are made on a case-by-case basis through collaboration with fellow 

case managers, supervisors, and/or the network director.  The role of the case manager is 

neither precise nor confined.  The case manager does “whatever the client needs.”  Case 

managers in behavioral health do more than manage the case, they provide services in the 

form of informal counseling, help with shopping, moving, and, at times, housekeeping all 

in addition to their work as coordinators of care and advocates and guides to obtaining 

services.  The absence of a “mental health enterprise,” or the scarcity of direct service 

providers, in the community along with the vagueness of the behavioral health 

legislation, and the low level of professionalism among behavioral health case managers 

are all factors that contribute to the tendency for behavioral health case managers to fill in 

gaps in service and to be present for service provision rather than simply coordinating 

services.  All of this may contribute to the perception among case managers that their 

work revolves around and is most accountable to clients.  These same factors contribute 

to decoupling and reduce accountability to the state as case managers are unable to make 

required contacts with clients and are unable to spend time on useful service plans. 

Case management in long-term care, from legislation to implementation, is clearly 

defined and implemented, with clear elements of bureaucracy designed to ensure 

accountability.  In behavioral health it is vague and all-encompassing and is unable to 

attract an experienced work force.  The policies that regulate long-term care services for 

the aging and behavioral health for the seriously mentally ill are distinct in the level of 

detail and composition of oversight committees; both of which shape organizational 
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structure and the ability of case managers to meet state requirements for accountability.  

The composition of the legislative oversight committees determines who has a voice in 

structuring and monitoring the functioning of each of the service systems.  Because 

providers have a role in setting up, monitoring, and making needed changes to long-term 

care for the aging, they create arrangements in which it is easier to meet set standards for 

accountability.  On the other hand, members of the State Senate and House did not embed 

governance of behavioral health in a tight, quasi-corporatist set of oversight 

arrangements, but rather, relied and continue to rely on demands for high levels of 

documentation as accountability.  Consequently, behavioral health caseworkers, although 

they are less constrained by regulations and clear prescriptions for all decision-making, 

are more constrained by their insurmountable caseloads and the fact that they are not 

simply case managers, but service providers.  Case managers in the two systems 

experience distinct challenges in their efforts to be accountable to clients, provider 

organizations, and the state. 
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CHAPTER 7: CONCLUSIONS AND IMPLICATIONS 
 

Policy debates surrounding outsourcing and privatization for social policy 

implementation include concerns about the principal-agent problem of accountability and 

monitoring endemic to a decentralized implementation system.  This research adds to the 

discussion by exploring the role of service populations in shaping the relationship 

between policy formation and implementation and the implications of this relationship 

for accountability in public policy implementation.  I find that the political power of 

service populations affects public policy formation, and written policies structure 

implementation organizations.  Strengths and weaknesses of legislation will be 

transferred to the organizations of implementation as the policies determine the 

constraints and resources that structure implementation organizations. 

 The job of case manager is, in many respects, the job of managing the competing 

demands of the state, the provider organization, and the service population.  The 

management of these demands occurs within the confines of the case management 

organization, but is the product of political institutions and organizations within and 

beyond the case management organization.  State requirements for service and 

documentation structure the case manager’s tasks.  When service providers and advocates 

are involved in policy formation and oversight, these requirements are more likely to 

accommodate the realities of implementation.  Organizational structures that map on to 

clearly defined legislation are most likely to achieve close conformity between written 

and implemented policies.  When legislators write and oversee policy without the benefit 
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of first-hand knowledge of the implementation system, they write policies that meet 

federal mandates for service, or in this case that delegate responsibility for meeting 

federal mandates.  Legislators acting independent of input from providers may build 

accountability into the system through rigorous service and documentation requirements, 

but may not have a clear understanding of the resources necessary to meet the 

requirements.  Such policies produce implementation systems that fail to meet state 

requirements.  These divergent outcomes are a function of political power, varied levels 

of participation among competing stakeholders in policy formation and implementation, 

and the resulting organizational structures of implementation.  

 

Policy Formation and the Organization of Implementation 

 This research began with concerns over the complex problems of accountability 

and monitoring in an increasingly decentralized social welfare state.  While some level of 

decoupling is likely to occur in any contracting relationship, variation in compliance with 

written policy across policy domains raises questions about the importance of uniformity 

and protection from corruption in systems serving vulnerable populations.  The social 

movement literature demonstrates the importance of organized advocacy and activism, 

but an important unanswered question is what are the differences in outcomes between a 

service group that enjoys the support of organized advocacy and access to cultural and 

financial resources and one that is unable to draw on such resources and is supported by 

smaller and weaker advocate groups?  This research is able to respond to this question as 
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it relates to the processes of policy formation and implementation in community based 

services for the aging and the mentally ill in the state of Arizona.  

Devolution, Outsourcing, Privatization, and the Organization of Implementation 

Devolution, outsourcing and privatization can produce innovative implementation 

at the local level.  States can tailor policies to meet the specific needs of their service 

populations and can tap into networks of community providers for implementation.  

However, multiple stakeholders are involved in these contracting relationships and the 

complex web of principle-agent relationships leaves significant room for the decoupling 

of written and implemented policy.  This research finds that the relationships forged 

between multiple stakeholders may affect the structure of implementation in varied ways 

across domains.  Different organizational structures of implementation achieve varied 

levels of accountability to the multiple stakeholders involved.  Neo-institutional theory 

led to the hypothesis that policy domains in which there is a tight coupling of legislative 

intent and organizational mission will be able to limit divergence between written and 

implemented policy.  Among competing stakeholders, those who are able to make their 

interests into organizational problems with organizational solutions will have decision-

making authority in provider organizations. 

The findings suggest that political power affects opportunities for providers and 

service populations to incorporate their interests into legislation.  Organized advocates 

and service providers in aging lobby actively and attend legislative sessions and 

committee hearings to ensure that their interests are represented and incorporated in 
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policy formation.  In this case, active involvement results in the inclusion of advocates 

and providers in the state mandated oversight committee charged with responsibility for 

monitoring accountability and proposing needed changes.  The seriously mentally ill are 

seldom represented in any significant way in legislative sessions and committee 

meetings.  The resulting legislation includes a provision for an oversight committee, but 

that committee includes neither providers nor organized advocates for the service 

population.   

This research illuminates these distinctions and proposes a political historical 

explanation for the difference, suggesting that prior legislation in the form of the Social 

Security Act of 1935 created both a powerful constituency in a more financially secure 

elderly population and a network of community providers with a stake in state funding to 

serve the needs of the aging population.  The research is unable to quantify the difference 

made by these varied levels of political involvement.  I am also unable to prove a causal 

connection, but the detailed descriptions in the legislative histories and hearing notes 

offer a fairly convincing picture of the political processes at work. 

Contrasts in Organization 

Differences in the organization of implementation are the result of State and 

County level decisions.  Providers structure their organizations to meet state requirements 

for service within the constraints of state capitation rates.  Detailed legislation in aging 

provides a framework for a highly structured service system with very specific 

requirements and decision-making rules.  The County Health Center has won the bid for 
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the ALTCS contract for several years running thus maintaining a bureaucratically 

structured public home for service coordination.  The bureaucratic structure 

accommodates the detailed rules of the legislation quite well.  Meritocratic recruitment, 

rewarding salaries and career ladders allow the long-term care system to attract an 

experienced and qualified workforce that has an interest in maintaining accountability for 

the sake of achieving long-term career goals.  The bureaucratic structure and rule driven 

decision-making in long-term care produce tight coupling between policy and 

implementation; and the appropriation of adequate resources for attracting and 

maintaining qualified personnel produces a system in which case managers can complete 

the state required visits and paperwork.     

The Legislative Intent of the behavioral health system is to authorize the counties 

to contract for a community residential treatment system and to provide a “statewide 

system of residential services and adequate treatment for the chronically mentally ill in 

the least restrictive alternative available and in accordance with the client’s needs.”  The 

legislation is intended to provide “guidelines” and “principles” that “ensure…flexibility.”  

The legislation does include a list of services to be provided, but provides very little 

detail on standards and few clarifying definitions.  In the county under investigation, the 

result is a private nonprofit RBHA that oversees three private nonprofit case management 

provider organizations that contract with other private community providers for client 

services.  Case manager decision-making is often the result of team discussions and 

consultations with supervisors and is generally done on a case-by-case basis.  The pace of 
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work is fast and the volume is high.  Case managers in this system report that they are 

generally unable to make all of their state mandated monthly face-to-face contacts and 

are also unable to spend time on useful service plans for clients. 

The level of detail in the enabling legislation for the ALTCS system is no 

accident, nor is the lack of detail in the behavioral health system.  Lin (2000) argues that 

in cases where multiple stakeholders are involved in policy formation and 

implementation, the state generally chooses one of two paths to mediate the differences.  

“One is to think of the problem as one of incompatible preferences, and then try to 

impose their preferences by limiting the discretion of staff….specifying each action that 

staff must take, monitoring staff behavior through a variety of checks and balances…”  

The alternative solution assumes that different approaches to the problem are the result of 

differences in location where,  

policymakers may have better information about desirable 
ends, but staff (and perhaps target groups) have better 
information about the best means to the end.  The solution 
is then to increase the skills and expand the discretion of 
staff: telling staff what the goals are, providing resources, 
and letting staff and target groups come to their own 
decisions about how best to meet those goals (163).   

 

Lin assumes that when legislators choose the former they will be less concerned with 

experience and training because all decisions are dictated by the legislation.  Similarly, 

the system with greater discretion may require a more experienced staff so that they may 

draw on that experience to solve problems and the state can trust that their solutions will 

be legitimate responses to the target population.  Lin’s approach offers these two options 
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as separate alternatives, each represents a different strategy and yet both include 

components of Weberian bureaucracy. 

In this study, I find an odd combination of strategies.  Experienced and 

professional case managers in long term care for the aging find themselves stifled by 

strict rules and regulations and feel no sense of efficacy within their organization.  Young 

and inexperienced case managers in behavioral health find themselves empowered within 

their organization (they “own the solutions” as Lin suggests) and are more responsive to 

clients, but are unable to meet legislative requirements for service. 

This paradox illustrates a case where two different aspects of bureaucratic 

organization that are designed to ensure accountability conflict with one another: detailed 

rules for all decision making come head to head with experienced paraprofessional staff 

who may have good ideas for how best to achieve the desired ends, but are unable to act 

on their own expertise.  Conversely, inexperienced staff in behavioral health are given 

substantial discretion in finding creative ways to meet desired ends—providing needed 

services within very tight budget constraints—but with severely limited resources they 

quickly tire and leave the organization. 

These findings conform to expectations for a clear connection between legislation 

and organization of implementation in domains where providers and service recipients 

are involved in policy formation.  As predicted, clear and detailed legislation produces 

organizations structured to meet service and documentation requirements of the state.  

The findings on organizational efficacy counter expectations.  Behavioral health case 
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managers feel the greatest sense of efficacy in their organization, but do not report that 

they are most accountable to the organization in their decision making.  Case managers in 

aging report low levels of efficacy in their organization, but the majority of them claim 

that they are most accountable to the organization in their decision-making.  These 

findings reflect the strict rule governed decision-making of the aging system and 

conversely reflect the grass roots team-based approach of the behavioral health 

organizations.    

Accountability to Competing Stakeholders 

 Case managers in aging and behavioral health offered the same ordering of their 

priorities, with clients first and organizational mission second, but demonstrated clear and 

opposing patterns in their perceptions of their own accountability to clients and to the 

organization.  As noted above, the majority of case managers in aging report that they are 

most accountable to the organization in their decision making.  Case managers in 

behavioral health claim that they are most accountable to their clients.  This research 

suggests that these findings are the result of varied organizational structures, missions, 

and relationships with the legislative frameworks that structure the service systems.   

Case manager decision-making is most dependent on organizational policies and 

procedures, which are defined by the legislative framework of the domain or by funding 

intermediaries responding to the legislative framework.  Political power does not affect 

case manager decision-making at the level of the client interaction.  This finding both 

refutes and supports Carol Heimer’s theory of competing institutions.  The stakeholders 
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do not have distinct institutional logics for dealing with the problem at hand in the same 

way that family, medicine, and law did in Heimer’s work on NICU’s.  In fact, in these 

cases it seems that each stakeholder is hoping the others will take on more of the 

responsibility for outcomes.  The competing stakeholders experience varied levels of 

success based on their ability to frame their interests in terms of organizational solutions.  

 Through organized advocacy and lobbying, the elderly population is able to 

frame its needs in terms of state-level policy solutions.  The interests of the aging inform 

the policy formation and oversight processes through participation of advocates and 

service providers in both.  The composition of oversight committees, as written in the 

legislation, institutionalizes the participation of providers and advocates in the legislative 

process.  The legislation structures implementation organizations with very specific 

requirements, policies, and procedures.  SCHC institutionalizes these details in clear 

decision-making rules. Case manager decision-making is dictated by these rules and 

regulations and is thus most accountable to the organization. 

The enabling legislation in behavioral health builds flexibility into the system but 

also sets required levels of documentation and service at unrealistic levels.  

Implementation organizations do not have clear rules and regulations for decision-making 

and much of the work is done on a case-by-case basis through treatment team and 

coworker consultation.  Case managers faced with contact requirements that they cannot 

meet, work to fulfill the mission of their organization and serve their clients the best that 

they can.  These case managers perceive their work as most accountable to their clients.   
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 The research countered my expectations in that case managers’ perceptions of 

accountability to competing stakeholders appeared to be a function of the organization of 

their work and not a function of the political power of their service populations.  The 

highly bureaucratized structure of the aging system produced accountability to the 

organization and tight coupling between written and implemented policy.  Case managers 

in aging were not most responsive to clients for fear of repercussions, they were too 

tightly bound by rules to even make exceptions for members without approval.  The 

network and team-based structure of behavioral health lacked clear rules for decision-

making and left case managers feeling most accountable to their clients.  Unable to 

succeed in meeting state requirements, case managers in behavioral health relied on client 

needs and requests and available service options to drive their decision-making. 

Political Power 

 This research contributes to political sociology by revealing the mechanism by 

which organized advocacy and lobbying affect the organization of implementation.  High 

levels of involvement in policy formation open up the possibility, if not insure the 

imperative, of participation in oversight.  Advocates and lobbyists draw attention to 

system failures and rally support for adequate funding.  Providers offer organizational 

solutions to problems of implementation as well as realistic projections regarding 

program costs and manpower requirements.  Participation of advocates and providers 

leads to the creation and maintenance of a functional implementation system.  These 

findings suggest that, counter to theories of regulatory capture, participation of providers 
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leads to tighter organizational structuring and greater oversight, not higher levels of 

discretion and more decoupling.  Providers and advocates are not involved in policy 

formation in behavioral health: the legislation is decoupled from the realities of service 

provision.  The legislation provides few specifics for the structure and function of case 

management.  

 In addition to shaping legislation, advocacy, lobbying, and the participation of 

providers can shape the budget appropriations process.  Behavioral Health has received 

inadequate funding throughout its history in Arizona.  Inadequate funding makes it nearly 

impossible for case managers to meet state requirements for face-to-face contact and 

service planning.  Tight resources make it difficult for case management organizations to 

attract and retain a qualified workforce.  Case managers in behavioral health face 

tremendous responsibilities in caring for the mentally ill.  They have a very high burnout 

rate as they are overworked, underpaid, and see few prospects for career wages and 

advancement.   

 

How Do Structures of Implementation Function? 
  

 I found implementation in long term care more accountable to state policy and in 

this sense more functional.  Decision making was consistent across case managers and 

was accountable to the organization.  Paradoxically, the same features that made it 

accountable and uniform undercut the professionalism of the highly experienced case 

management staff and limited their responsiveness to members.  One has to wonder, if 
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left to use their years of experience and their understanding and knowledge of their field 

and its shortcomings, what kind of innovations Long Term Care case managers might be 

able to bring to the service system. 

The behavioral health system was dysfunctional by comparison.  High turnover, 

discretion, and vagaries regarding policy and procedure made for a rather chaotic service 

setting.  The majority of behavioral health case managers claim to be most accountable to 

clients, yet they are unable to make the required monthly face-to-face contacts and they 

are unable to spend time on useful service plans.  That said, there was an energy about 

the organization.  Groups of case managers sharing cramped office spaces brainstormed 

strategies for managing the problems of clients.  Staff meetings involved the entire work 

site staff, the program director, and often a director of DBH.  These meetings often 

included time for “hot spots”—clients in trouble.  All those in attendance had the 

opportunity to contribute to discussion about how best to solve the problem.  The team 

approach to problem solving offered a way to pool intellectual resources and experience 

based knowledge to figure out how to meet client needs within the constraints of the 

system.  In this case, I have to wonder what these passionate folks could do if given 

adequate financial and community support networks. 

Though the staff is less experienced and less “professional” in behavioral health, 

discretion offers the flexibility needed for creative problem solving.  The system under 

study has received national recognition as a model program.  The current RBHA is the 

longest standing in the history of Arizona’s community based behavioral health care 
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system.  Turnover and constant change appears to be dysfunctional, but maybe it is not.  

Serving the seriously mentally ill requires a great deal of energy, commitment, and 

flexibility.  Case managers in the behavioral health system are young, idealistic and 

energetic.  The behavioral health system has sorely inadequate resources and young 

social workers in training are the only workers likely to work long hours for low wages in 

a high stress setting.  Desert Behavioral Health may be serving its needs well by getting 

one good year out of a case manager—a year during which that case manager believes 

she can make a difference in the lives of her clients.  Because the task of serving the 

seriously mentally ill is so emotionally and even physically taxing, this pattern of 

personnel shuffling may actually be functional.  Flexibility and discretion may allow the 

implementation organizations the latitude necessary to accommodate the inconsistencies 

of their clientele and the lack of experience among their staff.  The less bureaucratized 

and experienced worker may be better able to creatively manage these cases amidst the 

inadequacies of the service system and the organization.  I do not explore this hypothesis 

here, but this may be an important direction for understanding the role and function of 

organizational structure in policy implementation.   

 

Implications for Practice 

  These findings have implications for the practice of case management.  First and 

foremost, these data suggest that elements of bureaucratic organization are central to 

maintaining consistency between written and implemented policy.  The fact that 
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legislation is so instrumental in shaping organizational structure may have implications 

for how providers see their role in the political economy of their policy domain.  

Privatization in behavioral health means that the participation of providers is not 

institutionalized through committees on behavioral health within government agencies.  

This finding suggests that discussions of privatization need to include careful 

consideration for the structure of implementation in the private sector and the 

participation of advocates and service providers in planning and monitoring.   

 The research suggests that a combination of discretion, professionalism, and 

adequate resources might produce desirable outcomes for all of the competing 

stakeholders involved.  Long term care had sufficient resources to attract qualified 

workers and provide them with careers and was also able to meet state mandates for 

service and documentation, but case managers were unsatisfied with the level of 

discretion and control over their own work.  Behavioral health case managers enjoyed a 

strong sense of efficacy within their organization and were satisfied with the level of 

discretion in their work, but simply had inadequate community resources to provide 

needed services and inadequate resources to meet state requirements for service and 

documentation.  These findings lead one to ask whether there are policy domains that 

have both sufficient resources and satisfying levels of discretion for their case workers or 

whether there is something about the demand for democratic accountability that prevents 

any domain from offering both discretion and resources.  If the latter is the case, then this 

may be a case of the “irrationality of rationality” (Ritzer 2004) where the demand for 
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accountability in spending tax dollars prevents the welfare state from innovating in 

efficiently serving the interests of service populations. 

 

Limitations 

 This study is unique in its ability to offer an in-depth multi-faceted description of 

two public policy domains from legislation to implementation.  The depth and breadth of 

this effort necessitated the sacrifice of broad generalizability and the ability to make 

strong causal claims.  The analysis provides a starting point for expanding our 

understanding of the connection between political, legislative, and implementation 

processes.  The data cannot “prove” anything, but when nested in historical and analytical 

literatures, these descriptions and the accompanying inferential models offer a 

compelling case for pursuing arguments that connect legislation to organizational 

structures and accountability.     

The research presented here is also unable to test the role of auspice.  The study was 

not intended to test differences between public and private nonprofit entities, but the 

findings suggest that the organizational structure that we most often associate with 

government may well be the key to maintaining accountability.  At the very least, some 

elements of bureaucracy may be necessary.  Moreover, the network structure and team 

based decision-making more likely to occur in nonprofit organizations may produce 

accountability to clients as well as feelings of efficacy in the organization which may 

contribute to worker satisfaction.  In order to fully explore the role of auspice in the 
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observed differences one would have to find public, nonprofit, and for profit providers 

operating under the same legislative framework, connected to the same oversight 

structures, providing the same set of services in the same domain.  Needless to say, it is 

difficult to find such an experiment in progress.  

I make claims about the role of advocacy and lobbying, but am not able to provide 

concrete evidence on the appropriations process to determine if this is the key to 

garnering adequate funding to attract a qualified workforce.  Auspice may matter little if 

both systems are provided with adequate funding and community resources for providing 

the full range of services needed for clients to remain in the community.  I cannot answer 

these questions with the data presented here.  One county in one state, and a peculiar state 

at that, does not allow for broad generalizability.  Arizona has a distinctive managed 

healthcare system, a distinctively strong senior lobby, and a distinctively under-funded 

behavioral health system.   

 I want to take care not to suggest that the solution to the problems encountered in 

these systems is simply to throw more money at the behavioral health system and offer 

more discretion to those in aging.  To the extent that case managers tend to place clients 

at the top of their priorities and money at the bottom, they exemplify a social service 

model that some might find problematic.  Conservatives might argue that if given more 

money and/or more discretion, case managers across domains will fail to be attentive to 

protecting taxpayers.  Such critics might propose a business model focused on rule-

following and the bottom line.  This approach, as seen in aging, does protect 
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accountability to the organization and to the state, but it may be at the expense of 

innovation and quality of service to members.  The data do suggest that decisions 

regarding policy formation and appropriations should involve careful attention to the 

implications of different organizational structures in implementation. 

 

Conclusions and Future Research 

 Public policy formation and implementation are the result of political, 

organizational, and economic processes.  Political and economic interests of competing 

stakeholders shape the legislative process.  Legislation both enables and constrains the 

organizational structures of implementation, be they public or private.  Organizational 

design structures decision making and worker responses to competing demands.  Those 

constituencies that are able to draw on economic and organizational resources and who 

are also served by a professional community with a stake in legislative outcomes will 

experience greater conformity between written and implemented policy.  Accountability 

in this form may, however, come at the cost of organizational flexibility and case 

manager responsiveness to individual service recipients. 

 Future research needs to further explore the implications of auspice, controlling 

for other factors.  In addition, I would like to explore the notion that the dysfunction of 

the behavioral health system may actually be functional.  Desert Behavioral Health has 

earned national recognition for its programs, and yet on observation as well as by self-

report from case managers, the system is a mess.  What is happening here?  I would like 
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to determine if the nature of working with the seriously mentally ill population requires 

alternative models for understanding the organization of implementation.   

The data presented here provide a basis for expanding our understanding of the 

interplay of political power and legislation, and the relationship between legislation and 

the organizational structures of implementation.  Arguments in favor of privatization rely 

on the notion that auspice is what distinguishes the operations of public and private 

entities.  But if the key to accountability lies in how we write policy and what that means 

for the organizational structure of implementation, then auspice may only be important to 

the extent that it drives organizational structure.  As noted, this puzzle warrants further 

exploration.  This study demonstrates the necessity of examining both policy formation 

and implementation as a focus on one or the other yields an incomplete picture of the 

factors that shape the relationship between the two and may obscure variations produced 

by political inequality. 
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Appendix A: Case Manager Survey 

        CASE ID#_____________ 
 

Case Manager Survey 
Behavioral Health/Aging 

 
Demographics 
1. What is your sex (please circle one)? 
 Male   Female 
 
2. How old are you?______ 
 
3. What race/ethnicity do you consider yourself to be (please indicate if you consider 

yourself to be part of more than one racial/ethnic grouping)? 
__________________________________ 

 
4. Do you have any relatives or close friends with mental illness (please circle one)?  
  Yes   No 
 
5. Do you have any relatives or close friends over the age of 60 (please circle one)? 
  Yes   No 
 
Education and Professional Background  
6. What is your highest completed level of education? 
a. high school 
b. associate’s degree 
c. bachelor’s degree 
d. master’s degree 
e. doctorate 
f. other professional degree (please specify)________________________________ 
 
7. Do you have any advanced training or certification in case management or in 

behavioral health/aging? 
no 
yes (please specify)_________________________________________________ 

8. Are you a member of any professional organization(s) or association(s)? 
  no 
  yes (please specify)__________________________________________________ 
9.1 
Please list your positions (and dates of employment) within your current agency: 
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Job Title 
Dates held 

  
  
  
  
9.2 
Please list your positions and dates of employment for positions held before you came to 

this organization: 

Job Title and Organization Social Service Field (if applicable) Dates held 
   
   
   
   
 
10. Is case management your career? (circle one) 
 yes  no  maybe 
 
11. Briefly explain why you decided to work in behavioral health/aging/aging? 
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 

 

The Work That You Do 
 
12. How many client/members are you currently responsible for (what is your current 

caseload)?_______ 
 
13. Have you taken part in your organization’s new employee case manager training 

program? 
 yes  no 
 
14. Rank the following functions in order of importance to you (with 1 being the most 

important and 4 being the least important). 
 ___ serving the best interests of our client/members 
 ___ staying within the organization’s budget 
 ___ filing the proper paper work 

 



212 
 

 
 

 ___ insuring continued funding by the state 
  
15. Rank the following functions in order of importance to your organization (with 1 

being most important and 4 being least important). 
 ___ serving the best interests of our client/members 
 ___ staying within the organization’s budget 
 ___ filing the proper paper work 
 ___ insuring continued funding by the state 
 
16. Rank the following functions in order of importance to the State (with 1 being most 
important and 4 being least important). 
 ___ serving the best interests of our client/members 
 ___ staying within the organization’s budget 
 ___ filing the proper paper work 
 ___ insuring continued funding by the state 

 
17. Who are case managers most accountable to in their decision-making (please rank 
them 1-5, with 1 being the one case managers are most accountable to and 5 being the 
one that case managers are least accountable to)? 

___ client/members 
___ the organization 
___ the state 
___ the public 
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Read the following statements and circle the response that best fits your opinion on the 
issue. 
SD (strongly disagree)  D (disagree)  A (agree)  SA (strongly agree)  DK (don’t know) 

18. Generally, I have enough work to do to keep me busy. 
 SD  D  A  SA  DK 
 
19. If I am not at work, I know my contribution will be missed. 

 SD  D  A  SA  DK 
 
20. I have too much work to do everything well. 

 SD  D  A  SA  DK 
 
21. I work hard on my job. 
 SD  D  A  SA  DK 

 
22. In general, I like working here. 
 SD  D  A  SA  DK 

  
23. I have the authority as a case manager to accomplish my work objectives. 
 SD  D  A  SA  DK 
 
24. I have a great deal of control over decisions concerning my present job. 
 SD  D  A  SA  DK 
 
25. My job is pretty much a one-person job—there is little need for meeting or checking 

with others. 
 SD  D  A  SA  DK 
 
26. I have room to allow for an individual client/member’s case to determine what 

decisions I make regarding the services they receive. 
 SD  D  A  SA  DK 
 
27. Most decisions regarding client/member care are determined by the budget. 
 SD  D  A  SA  DK 
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28. Organizational rules and regulations specify the criteria to be used in making 
decisions about a client/member’s services. 

 SD  D  A  SA  DK 
 
29. Organizational policies are flexible enough for case managers to work around them if 

circumstances require it for a particular client/member. 
 SD  D  A  SA  DK 
 
30. Case managers generally know what is best for client/members. 
 SD  D  A  SA  DK 
 
31. I generally keep my supervisor posted on what is happening with my client/members. 
 SD  D  A  SA  DK 
 
32. Supervisory approval is required for any increase in client/member services. 
 SD  D  A  SA  DK 
 
33. When an employee continues to do his/her job poorly, supervisors here will take 

appropriate corrective action. 
 SD  D  A  SA  DK 
 
34. Supervisors in this organization are present and are aware of the decisions that their 

case managers are making concerning client/members. 
 SD  D  A  SA  DK 
 
35. The directors (i.e. network director, executive director) of the organization are in 

touch with the realities of case management in our organization. 
 SD  D  A  SA  DK 
 
36. It’s really not possible to change things around here. 
 SD  D  A  SA  DK 
 
37. I am told promptly when there is a change in policy, rules, or regulations that affects 

me. 
 SD  D  A  SA  DK 
 
38. Employees do not have much influence in this organization. 
 SD  D  A  SA  DK 
 
39. The organization provides sufficient training to allow case managers to do a good job. 
 SD  D  A  SA  DK 
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40. Management is flexible enough to make changes when necessary. 
 SD  D  A  SA  DK 
41. Competing for the state contract keeps our organization working toward innovation in 

client/member care. 
 SD  D  A  SA  DK 

 
42. In this organization, saving money is a higher priority than client/member welfare. 
 SD  D  A  SA  DK 
 
43. It is more important for paperwork to be submitted on time than for all the 

information to be complete. 
 SD  D  A  SA  DK 
 
44. It is more important to file paperwork on time than to spend time with 

client/members.  
 SD  D  A  SA  DK 
 
45. Our organization has worked hard to keep the paperwork efficient so that case 

managers can spend more time with client/members. 
 SD  D  A  SA  DK 
 
46. The paperwork that I file is an important way for the state to be sure that 

client/members are receiving quality care. 
 SD  D  A  SA  DK 
 
47. The paperwork that I file is an important way for the state to monitor this 

organization’s spending. 
 SD  D  A  SA  DK 
 
48. This organization makes consistent care a top priority in serving our client/members. 
 SD  D  A  SA  DK 
 
49. The job of the case manager is to be sure that our organization is providing no more 

and no less than the necessary services for our client/members. 
 SD  D  A  SA  DK 
 
50. Most of my decisions regarding client/member services are driven by the 

organization’s mission. 
 SD  D  A  SA  DK 
 
51. Generally, the executive director of this organization is satisfied with the services 

being provided to the seriously mentally ill/aging by case management staff. 
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 SD  D  A  SA  DK 
 
52. Generally, the state requires case managers to sacrifice client/member welfare in 

order to save money. 
 SD  D  A  SA  DK 
 
53. Most of my decisions regarding client/member services are driven by funding 

concerns. 
 SD  D  A  SA  DK 

 
54. Generally, the larger community is satisfied with the services being provided to the 

seriously mentally ill/aging by case management staff. 
 SD  D  A  SA  DK 
 
55. Characteristics of our client/member population often make it difficult to help them. 
 SD  D  A  SA  DK 
 
56. Generally, I am able to see all of my client/members for all required face-to-face 

contacts. 
 SD  D  A  SA  DK 
 
57. Generally, I am able to spend time on service plans that help my client/members to 

set and update useful goals for their own progress.  
 SD  D  A  SA  DK 
 
58. I have positive relationships with most of my client/members. 
 SD  D  A  SA  DK 
 
59. Most of my decisions regarding client/member services are driven by the 

client/member’s needs as stated by the client/member. 
 SD  D  A  SA  DK 
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60. In watching myself and other case managers in my organization, I think that our 
client/members generally receive equal and uniform treatment. 

 SD  D  A  SA  DK 
 
61. My client/members generally trust me. 
 SD  D  A  SA  DK 
 
62. My client/members generally trust this organization. 
 SD  D  A  SA  DK 
 
63. Our client/members generally know what is best for them. 
 SD  D  A  SA  DK 
 
64. The job of the case manager is to advocate for the client/member. 
 SD  D  A  SA  DK 
 
65. Advocates for the seriously mentally ill/aging are very active in Arizona. 
 SD  D  A  SA  DK 
 
66. My client/members speak up for themselves.  
 SD  D  A  SA  DK 
 
67. My client/members have families that speak up for them. 
 SD  D  A  SA  DK 
 
68. Seriously mentally ill/aging people are instrumental in shaping the policies we 

implement to help them. 
 SD  D  A  SA  DK 
 
69. Advocates for the seriously mentally ill/aging are instrumental in shaping the policies 

that we implement to help the seriously mentally ill/aging. 
 SD  D  A  SA  DK 
 
70. The courts are instrumental in shaping the policies that we implement to help the 

seriously mentally ill/aging. 

 SD  D  A  SA  DK 
 
71. I react differently when I am dealing with a client/member whose family is 

consistently involved in their treatment. 
 SD  D  A  SA  DK 
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72. I react differently when I am dealing with a client/member who has filed a grievance. 
 SD  D  A  SA  DK 
 
73. The general population is aware of the needs of the seriously mentally ill/aging. 
 SD  D  A  SA  DK 
 
74. Prior to entering this field, I was aware that organizations like this one were in our 

community helping the seriously mentally ill/aging. 
 SD  D  A  SA  DK 
 
75. Issues of importance to the poor seriously mentally ill/aging are well addressed in our 

local media.  
 SD  D  A  SA  DK 

 



219 
 

 
 

 

For Questions 76-84, please write your answers in the space provided.  Include as much 
or as little detail as you feel is necessary.  [Ample space was provided for each of the 
following questions.] 

76. What is the role of case manager in your organization?  
 
77. There is a great deal of paperwork in your job.  Do you have a strategy for keeping up 

with the paperwork demands?  
  no 
  yes (what is your strategy? describe your system) 

 
78. Are you or have you ever been encouraged by a supervisor not to include specific 

information in a case note?  
  no 
  yes (please explain)  
 
79. What is the goal/mission of your organization?  
 
80. Is this goal/mission central to how your organization operates (please check one and 

then elaborate)? 
 ___yes  
 How is the goal/mission of your organization supported in everyday practices and 

policies? 
___no  
Please explain what difference you see between this goal and the way that your 
organization operates? 

81. If you were in a situation where funding constraints kept you from providing services 
to a client/member, how would you explain to the client/member your decision not to 
provide those services? 

 
82. If your client/member needs something other than what is specified by policy, what 

do you do? 
  
83. We often see stories about failures in Family Services that have tragic consequences.  

These situations bring media attention and the powers of state regulators to bear on 
social service providers. What is the worst possible outcome in your field?  What 
would bring down the state regulators on you? 

 
84. If you could change anything about how your organization does case management, 

what would it be?  
 
Thank you for your participation! 
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APPENDIX B: Legislative Intent 
 
 

Title 36 Article 10.  Community Mental 
Health Residential Treatment System 

Article 10, consisting of §§36-550 to 36-
550.08, was added by Laws 1980, Ch. 

227, §3, effective July 31, 1980. 
 

Section 2. Legislative Intent 
"It is the intent of the legislature to:  
"1. Provide a statewide system of 
residential services and adequate treatment 
for the chronically mentally ill in the least 
restrictive alternative available and in 
accordance with the client's needs. 
"2. Provide guidelines and principles for 
community residential mental health 
programs in this state.  Such guidelines 
shall ensure counties the flexibility to 
design a residential treatment system to 
meet the specific needs of clients in their 
community. 
"3. Authorize the counties to implement a 
community residential treatment system 
with federal, county and state funds made 
available through the department of health 
services. 
"4. Provide state funds to facilitate the 
development of community residential 
treatment systems for the chronically 
mentally ill at the county level. 

Article 8.  Arizona Older Americans 
Act—Nonmedical Home and 
Community Based Care Services 
(Welfare Title 46 Article 8 §§46-191 
and 46-192) 
 
Legislative Intent: 
A. The legislature recognizes the need for: 

1.  State leadership to address the 
general welfare of Arizona older 
Americans, an expanding population 
with a high incidence of disability, 
isolation and low-income level that is 
aggravated by inadequate resources, 
rising living costs and inaccessibility of 
appropriate services. 
2.  A state policy based on cost-
effective planning and programming to 
produce:    

(a) Benefits which are measurable, 
demonstrable and consistent with a 
reliable assessment, made in concert 
with older Arizonans, of the needs of 
older Arizonans. 
(b) Effective coordination of delivery 
of services to prevent fragmentation, 
duplication, inadequate access and 
neglect. 

B.  It is the public policy of this state to 
provide, subject to available funding, a 
wide variety of coordinated services that 
enable older Arizonans to maintain an 
independent lifestyle of their own choice, 
avoid premature and unnecessary 
institutional care, and live in dignity.  The 
cornerstone of this policy is survival, self-
help and self-determination of older 
Arizonans.  This policy shall be 
implemented by: 
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1.  Developing and coordinating state 
programs and services that are 
appropriate, timely and comprehensive 
in scope in relation to local planning 
and programming. 
2.  Utilizing available federal, state, 
regional and local resources to 
strengthen the economic social and 
general well-being of older Arizonans. 
3.  Establishing state responsibility for 
the coordination and integration of 
effort at all levels of service, based on 
the concept of servicing the whole 
person. 
4.  Promoting comprehensive 
investigation and development of 
alternative forms of service which 
create options for older Arizonans as 
the need for support services increases. 
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APPENDIX C: Services To Be Provided 
 
 

Behavioral Health Services   
 

Title XIX 
Division shall contract for the provision 
of the following services relating to the 
seriously mentally ill: 

1. Community education 
2. Coordinated screening and intake. 
3. A coordinated service delivery system 
4. Coordinated case management and 

individualized treatment planning for 
each client. 

5. Ongoing family participation in the 
planning for and selection of continuum 
of care services 

6. A comprehensive continuum of care 
services, as appropriate for each client, 
which shall include but not be limited to 
the following: 
a. Home base services. 
b. Prevention and early intervention. 
c. Psychiatric Evaluation and 

consultation. 
d. Ancillary support services. 
e. Crisis intervention, including short-

term and mobile crisis stabilization. 
f. Outpatient counseling. 
g. Residential treatment services. 
h. Case management. 
i. Partial care services. 
j. Secure residential treatment services. 
k. Residential treatment services for 

clients discharged from the Arizona 
state hospital. 

l. Hospitalization services. 
m. Psychotropic medication services. 
n. Independent living services. 
o. Detoxification services. 
p. Respite care. 

Services for the Aging 
 

§ 46-192 Identification of services 
A.  The department of health services in 

conjunction with other state and local 
government agencies and community 
organizations shall identify services to 
be provided to meet the goal of 
enabling older Arizonans to "maintain 
the most independence and freedom, 
avoid institutional care and live in 
dignity.  In addition to existing 
services, such services may include 
the following:  
1.  General information services… 
2.  Transportation… 
3.  Nutrition, socialization and 
education. 
4.  Nonmedical home and community 
based care including case 
management, assessment of functional 
impairment and needed community 
services, home care, housekeeping 
chore services, home health aid, 
personal care, visiting nurse services, 
adult day care or adult day health, 
respite care, attendant care and home 
delivered meals. 
5.  Physical and mental health 
services… 
6.  Placement services… 
7.  Protective advocacy and legal 
services. 
8.  Education… 
9.  Volunteer and leadership 
development services. 
10.  Self-support services… 

B.  The department shall develop a basic 
plan to coordinate the services 
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q. Vocational rehabilitation. 
r. Transportation 
s. Socialization and recreation. 

 
Title 36 

§ 36-550.05.  Community mental health 
residential treatment services and 
facilities; prevention services 

A. "A residential or day treatment facility 
shall be designed to provide a homelike 
environment without sacrificing safety or 
care.  Facilities shall by relatively small, 
preferably fifteen or less beds. 

B. "Individual programs of a community 
residential treatment program shall 
include the following: 

1. A short-term crisis residential treatment 
program…. 

2.  A residential treatment program…. 
3. A semi-supervised, structured group 

living program…. 
4. A socialization or day care/partial care 

program…. 
C. Individual and family support prevention 

services shall provide assistance to the 
seriously mentally ill residing in their 
own home….shall include transportation, 
recreation, socialization, counseling, 
respite, companion services and in-home 
training. 

D. Each individual program shall use 
appropriate multidisciplinary staff to 
meet the diagnostic and treatment needs 
of the seriously mentally ill and shall 
encourage use of paraprofessionals. 

E. Each program shall have an Evaluation 
method to assess the effectiveness of the 
programs and shall include the following 
criteria: 

1. Prevalence and incidence of the target 
behavioral problem. 

2. Cost effectiveness. 

identified in this section and other 
appropriate services so as to avoid 
duplication and increase efficiency. 
 

Title 36 
The Arizona long-term care system 
includes the management and delivery of 
hospitalization, medical care, institutional 
services and home and community based 
services to members through the 
administration, the program contractors 
and providers pursuant to this article 
together with federal participation under 
title XIX of the social security act. 

 
§ 36-2938.  Case management; definition 
….The case management program shall 
include the development by the program 
contractor of a long-term care service plan 
for each member.  This plan shall include 
a cost benefit analysis for institutional or 
home and community based services…. 
D.  For the purposes of this section, "case 

management" means a service that 
will direct members to the most 
appropriate amount, duration and type 
of services and continually monitor 
and reassess a member's need for 
services provided pursuant to this 
article. 
 

§ 36-2939.  Long-term care system 
services 

1. Nursing facility services other than 
services in an institution for 
tuberculosis or mental disease. 
2.  Beginning February 1, 1993, 
mental health services to members 
who are sixty-five years of age or 
older if these services are not 
duplicative of long-term care services 
provided as of January 30, 1993 under 

 



224 
 

 
 

3. Potential for implementing the program 
using available funds and resources 
through cost-sharing. 

4. Measurability of the benefits. 
5. Effectiveness of intervention strategy. 
6. Availability of resources and personnel. 

F. Each community residential treatment 
system shall be designed to provide: 

1. Coordination between each program 
and other treatment systems in the 
community. 

2. A case management system to enhance 
cooperation of elements within the 
system and provide each client with 
appropriate services. 

3. Client movement to the most 
appropriate and least restrictive service. 

4. Direct referral of clients for specific 
programs which does not require the 
client to pass through the entire system 
to reach the most appropriate service. 

this subsection and are authorized by 
the program contractor through the 
long-term care case management 
system…. 
3. Hospice…. 
4. Case management services as 
provided in § 36-2938. 
5.  Health and medical services as 
provided in §36-2907. 
 
…. Section for services to the 
developmentally disabled…. 
 

C. In addition to services prescribed in 
subsection A of this section, home and 
community based services may be 
provided in a member's home, in an adult 
foster care home as prescribed in § 36-
401 or in a level one or level two 
behavioral health alternative residential 
facility approved by the director by 
program contractors to all members who 
are not defined as developmentally 
disabled pursuant to § 36-551 and are 
determined to need institutional services 
pursuant to this article.  The director may 
also approve other licensed residential 
facilities as appropriate on a case-by-case 
basis for traumatic brain injured 
members.  Home and community based 
services may include the following:  

1.  Home health…. 
2.  Home health aide…. 
3.  Homemaker…. 
4.  Personal care…. 
5.  Adult day health…. 
6.  Habilitation…. 
7.  Respite care…. 
9.  Home delivered meals…. 

  10.  Other services approved by the 
director. 
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APPENDIX D: Case Manager Job Descriptions 
 

DESERT BEHAVIORAL HEALTH 
 

POSITION TITLE:  CASE MANAGER 
 
RESPONSIBLE TO: SITE DIRECTOR 
 
FUNCTION: The Case Managers (sic) main purpose is to coordinate all services 
available to meet client’s individual treatment needs.  The Case Manager is expected to 
cooperate as a team member and provide services that will result in a positive behavioral 
change for each client. 
 
QUALIFICATIONS: 

1. Minimum Qualifications-Must possess a high school diploma or GED and have 
four (4) years experience in behavioral health or an Associate’s Degree from an 
accredited college and two (2) years experience in behavioral health. 

 
Preferred Qualifications-Bachelor’s degree in the behavioral health field from an 
accredited college or a bachelor’s degree in any field from an accredited college 
plus one (1) years experience in behavioral health. 
 

2. Must be at least 21 years of age (licensing requirement). 
3. Possess a valid Arizona driver’s license and be insurable under agency 

automobile policy (no more than two [2] moving violations in the last three [3] 
years- DUI and reckless driving are automatic exclusions). 

4. Have access to reliable, safe transportation with acceptable vehicle insurance to 
be used for agency travel as indicated by program if necessary. 

5. Have availability by home phone, cell phone or pager for easy access by agency 
personnel. 

6. Able to work flexible schedule as needed; weekends, nights, days, evenings and 
holidays. 

7. CPR and Standard First Aid preferred. 
8. Able to operate common office equipment and have basic word processing skills. 

 
MENTAL AND EMOTIONAL: 

1. Ability to effectively communicate both verbally and in writing. 
2. Able to positively interact and develop rapport with clients and their families, 

professional support staff, team members and various levels of staff from the 
community agencies. 

3. Able to maintain a clam, non-defensive, supportive attitude during crisis or 
potential crisis situations. 

 



226 
 

 
 

 
PHYSICAL: 

1. Must be fully ambulatory and able to sit and stand for extended periods of 
time. 

2. Must be able to climb stairs and assist clients in moving household items if 
necessary. 

3. Must be able to operate an agency transport vehicle. 
4. Able to demonstrate competency in the following areas: 

a. Manual dexterity to keep documentation records. 
b. Able to visually and auditorily monitor clients. 
c. Know and perform crisis intervention techniques to prevent behavior 

harmful to clients and others. 
d. Provide behavior management in crisis situations. 
e. Assess potential crisis situation and call for assistance if needed. 
 

SKILLS AND ABILITIES: 
1. Knowledge of the special needs of the SMI population. 
2. Knowledge of benefits and entitlement process and the availability of community 

resources. 
3. Familiar with psychotropic drugs and their side effects. 
4. Knowledge of Title 36 rules and regulations. 
5. Trained in crisis intervention. 
 

RESPONSIBILITIES AND DUTIES: 
1. Identify clients’ needs by completing a comprehensive intake assessment. 
2. Coordinate the overall planning, service delivery, and community resources for 

clients. 
3. Develops individual treatment plans and monitors compliance with goals and 

objectives. 
4. Contacts each client as appropriate, minimally once a month. 
5. Completes client documentation in a timely manner as defined by policies and 

procedures. 
6. Responsible for timely discharge planning and case closure. 
7. Coordinates interdisciplinary staffings for clients as appropriate. 
8. Provides case management, outreach, and crisis intervention to individuals in 

hospital, institution or community settings. 
9. Interact effectively with all components of service delivery systems and primary 

care physicians where appropriate. 
10. Frequently interacts with clients and their support system, usually their family. 
11. Interface as needed with peers and other clinical team members to coordinate 

client services. 
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12. Collaborate, as appropriate, with other community resources, referral agencies, 
other health and/or social service agencies, with the client’s consent, to facilitate 
client needed services. 

13. Participates in the agency’s Orientation Training, facility training and staff 
meetings as scheduled.  Complies with the agency’s ongoing staff training hours 
requirements. 

14. Participates in the agency’s Quality Management System and performance 
improvement activities. 

15. Performs other duties as assigned within the limitation of a Case Manager. 
 
ACCOMODATIONS: As appropriate and fiscally reasonable. 
 
POSITION STATUS: Regular, Full-Time-Exempt 
 
SALARY RANGE: $19,500-$24,500 depending on education and experience.  
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SOUTHWEST COUNTY HEALTH CENTER 
FUNCTIONAL JOB DESCRIPTION 

 
WORKING TITLE: Case Manager-HCBS 
COUNTY CLASSIFICATION: Case Manager 
REPORTS TO: Case Management Supervisor 
 
RESPONSIBILITIES SPECIFIC TO POSITION: 
 
1. Conduct intake assessment, including: physical care needs; emotional/psychosocial 

assessment; assess mental status and potential need for behavioral health intervention; 
informal and formal support systems. 

2. Based on this assessment, develop, implement and monitor case plan. 
3. Complete written Cost-Effectiveness Study and Service Plan forms and submit same 

for computer data-entry. 
4. Authorize the following services, in conjunction with the client's Primary Care 

Provider (PCP): 
 

a) Adult Day Care 
b) Adult Care Home Placement 
c) Adult Foster Care Placement 
d) Attendant Care Worker 
e) Durable Medical Equipment and Medical Supplies 
f) Behavioral Health Community Placement 
g) Behavioral Health Services 
h) Home Delivered Meals 
i) Home Health Aide Services 
j) Home Health Nurse Services 
k) Homemaker Service 
l) Home Repair and Adaptation 
m) Hospice 
n) Lifeline 
o) Medically Necessary Transportation 
p) Personal Care Services 
q) Physical, Occupational and Speech Therapies 
r) Respite Care Services 
s) Short-Term Nursing Home Admissions 
t) Supportive Residential Living 
 

5. Conduct timely client care plan reviews as mandated, including input from client, 
attendant/sponsor/provider/caregiver, significant others, and service providers. 
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6. Submit timely updates and changes in Service Plan and Cost-Effectiveness Study, as 
needed. 

7. Participate in care plan staffings and conferences with PCP and other service 
providers. 

8. Monitor client's ongoing progress.  Provide counseling or behavioral health referral as 
needed for issues of adjustment to placement and illness, family concerns, death/loss 
issues, and other psychosocial needs.  Make referrals to and arrangements for other 
social services as needed. 

9. Advocate for client's needs. 
10. Mediate in problem resolution between client/family and HCBS providers.  Assist 

with informal and formal grievance procedures, as needed. 
11. Provide crisis intervention when client's condition necessitates such action. 
12. Coordinate closely with staff who certify and supervise ACH and AFC Homes and 

Attendant Care Workers. 
13. Maintain client case records. 
14. Provide periodic 24-hour on-call coverage on a rotating, scheduled basis. 
 
KNOWLEDGE/SKILL REQUIRED TO PERFORM RESPONSIBILITIES 
 
1. Methods, principles and practices of social work or nursing. 
 
2. Client assessments and quality-of-care and service evaluations. 
 
3. Problems and needs of aged, disabled and institutionalized persons and care 

alternatives. 
 
4. Community resources and social services agencies. 
 
5. Principles and practices of Counseling. 
 
6. Good communication skills including written. 
 
CERTIFICATION/EDUCATION REQUIRED FOR POSITION: 
 
Graduation from an approved school of nursing and two years of professional nursing 
experience.  OR A bachelor's degree from an accredited college or university with a 
major in social or behavioral science, or a closely related field and two years of 
experience providing social services. 
 
SPECIAL CONDITIONS: 
 
This position requires an individual who: 

 



230 
 

 
 

 
Has readily available transportation to use as needed to complete job-related 
transportation, such as to County Hospital, client homes and/or community agencies. 
 
Is willing to work flexible hours in order to provide case management to meet the needs 
of our members.  Occasionally, early morning or evening appointments must be 
scheduled to meet with caregivers who may only be available at times that are outside the 
normal business day. 
 
Will be integrated into the On-Call schedule for weekend hours and outside of the normal 
business day.  The on-call time period is a week's duration.  Incumbent will be integrated 
into the on-call schedule approximately 23 weeks after employment, at which time the 
incumbent will receive an approximate 2.5% salary increase. 
 
Is willing to work with members who have various physical and/or behavioral 
disabilities, including but not limited to individuals with Acquired Immune Deficiency 
Syndrome {AIDS}. 
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APPENDIX E: Training 
 

Desert Behavioral Health 
 

 
.25 Introduction to the 

Organization 
1 Mission/Vision/Values/Goals 

and Objectives 
1 Human Resources & Drug-

Free Workplace 
1 Performance Improvement 
.5 Information Management 
1 Safety/Facility Rules 
1 Infection Control  
1.75 Documentation Overview 
1.25 Ethics—Sexual Harassment 
1.5 Cultural Competence 
1 Client Rights 
2 Behavior Crisis Management 
1 Client Privacy and 

Confidentiality 
.75 Customer Service 
3.5 Symptomology/Medication 

Indications (Part 1) 
1.75 Incident Reporting 
2 Behavior Management and 

Life Skills 
3.5 Symptomology/Medication 

Indications (Part II) 
1.5 Treatment Policies (Planning, 

etc.) 
1 Community Resources 

(Activities Planning) 
1.25 Nutrition 
4 CPR 
4 Standard First Aid 
 
Total Hours: 37.5 
 
 
 

 
Southwest County Health Center Long-

Term Care Services 
 

 
1.5 Goals with ALF Team 
1.5 Member Services, PCP assignments, 

Transportation 
1.5 Onsite Review 
3 Driving Class 
3.5 On-site reviews, or intakes with 

experienced staff 
2 CES, Goals and Plans 
3 Functional Assessment, Skin 

Assessment 
2 HCBS Services, limits, atypical 

mixes 
3 ACW worksheets, referral process 
3 Documentation, Chart Audit 
3 New Employee Orientation 
1 AL  
.75 ALC  
.75 ALF 
1 PF and Fraud/Abuse concerns 
3 Computer Training  
3 Corporate Compliance 
2.5 DME, Power W/C, referrals, CMNs, 

med supplies, therapies 
3 Ca161 BHC, BH referral, UAT 
2.5 ACO Notification of Rights, 

Complaint Resolution 
3 Hospital Discharges, A+S, Respite, 

Placement in Facilities, MCR  
3 COB, Bills 
3 Intake Training  
2.5 Disenrollments: death, moves, 

transfers, withdrawal 
3 Supervisory Approval, Diseases and 

Their Treatment, Time Management  
 
Total Hours: 59 
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APPENDIX F: Desert Behavioral Health Mission 
Mission Statement 

Desert Behavioral health is dedicated to improving the health and quality of life of 
individuals and our community.  The organization is committed to maintaining and 
exceeding established professional standards of quality in all governance, clinical 
management, and support activities.  DBH serves as a catalyst for positive behavioral 
change through flexible, creative and caring programs that recognize the rights and 
dignity of all people. 

Vision 
Desert Behavioral health leads in the development and delivery of services and products 
in three managed behavioral healthcare areas: clinical care delivery, information systems 

and program management. 

 

Values 
Proactively 

Professional Competence 

Teamwork 

Excellence 

Creativity 

Integrity 

Continuous Improvement and Learning 

Customer-centered Services 

Leadership 

Partnership Development 

Employee Participation & Development 

Employee Empowerment and Satisfaction 

Results-Focused 

Company Responsibility & Citizenship 

Management of Information & Technology 

Efficient Resource Utilization 

Dignity for All 
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APPENDIX G: Southwest County Health Center Mission 

OUR VISION 

To improve the quality of life for the community and the people we serve through an 
integrated system of health and social services. 

OUR COMMITMENT 

To promote prevention, wellness and maintenance of optimal health by providing and 
utilizing education, service and treatment. 

 

OUR VALUES 

QUALITY 

We are dedicated to excellence in delivering quality, comprehensive health care 
through dedicated, competent personnel. 

CUSTOMER 

We are dedicated to meeting the needs of all our customers, including members, 
providers, employees and associates. 

COMMUNITY  

We are responsive to the health and social service needs of our community. 

CARING AND DIGNITY 

Each person will be treated with respect and dignity regardless of their ability to 
pay. 

SERVING THE UNDERSERVED 

We play a leadership role in the community to ensure that the health care needs 
of the underserved are met. 

EFFECTIVE AND EFFICIENT 

We will maintain a highly efficient and effective system through the continuous 
measurement of clinical and financial outcomes. 
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