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Qualifications 

Elder care has become so complex, that a multidisciplinary team of experts is necessary to 

successfully manage the total spectrum of needs of elder clients. One of the essential players of 

this team is the Care Manager. Since there is no license or degree that can be used as an indicator 

of quality, assessing the qualifications of the Care Manager becomes essential. Degrees, licenses 

and certifications may all vary between Care Managers. By understanding their work history, 

education backgrounds, areas of concentration, their strengths, their training, their reputation, 

and their references, their potential to be of significant assistance as a team member can be 

assessed.  

 

Healthcare and legal professionals such as medical doctors and Elder Law attorneys, frequently 

come across situations that require the services of a Care Manager with expertise in assessing 

and treating medical and mental health problems. Since families might expect that their primary 

care physician or Elder Law attorney to assemble an excellent team, the proper selection of each 

member becomes critical. This is particularly true of the Care Manager. 

 

Discussed below are ways to identify the qualifications of your Care Manager. 

 

Level of Education.  A Care Manager’s expertise varies directly with the level of education. Do 

they have a Bachelor’s, Master’s, post-Masters or Doctorate Degree?  What is the area of degree 

concentration?  If a Care Manager does not have a significant educational background in 

medical, mental health or human services, who will manage these components?  The primary 

care physician? The Elder Law attorney? Care Managers who are most effective will generally 

have a background in psychology, nursing, social work, public health administration and other 

fields related to human service specialization. 
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Degree Concentration. You might have a chronically mentally ill client who is seeking 

placement in an assisted living facility.  Here you will need a Care Manager who has a 

background in clinical psychology, psychiatry or clinical/psychiatric social work in order to 

assess the client’s mental health, and determine the correct plan of care and placement of the 

individual.  Medical and mental health backgrounds are also crucial when having to prepare for 

guardianship, power of attorney, emergency placement and crisis management.  Care Managers 

must know the techniques and skills in determining an individual’s cognitive capacity when 

assisting with petitioning for legal guardianship or serving as an expert witness on capacity. 

 

Licensure.  Licensure plays a critical role in the ability to assess and determine an individual’s 

mental, medical health, and general welfare.  It is especially important if the Care Manager is to 

be legally authorized to assess the cognition, mood, and behavior of a client.  A Care Manager 

with the advanced degree of Licensed Clinical Social Worker is particularly suited to do this. 

 

Registered Nurses (RN). Nurses are important team members. They can treat wounds, and 

dispense medications. They are licensed to take treatment orders from a doctor over the phone. 

These services can all be conducted at the client’s residence.  Registered Nurses have an 

extensive knowledge of therapeutic interventions, medication therapy and medical diagnosis. 

Having a Registered Nurse follow and monitor a client’s physical status and medical 

management is an important component of managing the total client/patient relationship. 

 

Licensed Clinical Social Worker. The LCSW is able to diagnose and treat mental illness with 

psychotherapy, without the authorization, written orders, or diagnosis of a physician. Licensed 

Clinical Social Workers are also able to assist in guardianship cases by assessing the individual’s 

mental capacity using standardized assessment tools. One tool in particular is the Mini Mental 

State examination that will be discussed in detail during the placement section. 

 

Certification.  There is no specific license or degree for Geriatric Care Management. However, 

there are certifications for a Certified Care Manager or Case Manager that can be used as 

indicators of competence. Eligibility requirements must be met for both certifications. 

Requirements consist of a college or advanced degree in the medical, mental health, or related 
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field, a minimum number of years or hours conducted in care management or health related field, 

a minimum number of hours of clinical supervision, letters of recommendation, and a certifying 

exam.  

 

Care Manager Certifications: The National Academy of Certified Care Managers. This 

organization conducts the Care Manager Certified (CMC) exam twice a year. Again, eligibility 

must first be determined before registering for the exam.   

 

The National Association of Social Workers. This association provides certification for a 

Certified Advanced Social Worker Case Manager (C-ASWCM). No exam is required, however 

eligibility requirements must be met and then determined appropriate by the review board. 

 

The National Association of Professional Care Managers does not conduct any Care Manager 

certifications. To become a member, the eligibility requirements must be met. This largely 

consists of the requirements for Care or Case Manager certification. This Association has an 

extensive and growing directory of Care Managers throughout the US. This directory also 

includes their degrees, licensure, certifications and areas of specialization. It can be accessed on 

the internet at caremanager.org.  

 

Commission for Case Manager Certification: Certified Care Manager (CCM). To seek this  

credential one must be of good moral character, meet acceptable standards of quality in their  

practice, and must demonstrate that they possess an acceptable minimum level of basic  

knowledge with regard to the case management process. The initial certification is valid for five  

years. It is achieved by satisfying specific licensure/certification and employment requirements  

and achieving a passing score on the CCMÒ examination. The examination is based on a body of  

knowledge that encompasses laws, public regulations, and the delivery of case management  

services as practiced within the United States.  (CCMC - www.ccmcertification.org) 

 

Services 

Many of you might have found yourselves devoting time to do the work of a Geriatric Care 

Manager when you should have been focusing on being the attorney, a loved one, companion 
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etc. You will have realized that care management is comprised of many different components. 

Comprehensive assessment, placement, education, psychotherapy, advocacy, crisis intervention, 

care planning and coordination and management are some of the more common services that you 

should expect a Care Manager to provide.  These services are all intertwined and generally start 

with the initial assessment. 

 

Initial Assessment.  A comprehensive assessment should be conducted during the initial visit. 

More than one visit might very well be required to complete the comprehensive assessment 

especially when the elder might be sensitive to Care Manager services.  From this assessment, 

the Care Manager can determine an individual’s medical history, cognitive status, mood and 

behavior, functional abilities, activities of daily living, instrumental activities of daily living, 

home environment, degree of informal and formal support networks and finances. In turn, this 

will identify potential and actual problem areas, measure the degree of severity, and determine 

the interventions that are to be implemented and the goals. 

 

Care Plans.  Care Managers should execute care plans on each client. The plan serves as a guide 

to the team members, provides the basis for monitoring the plan of care and determining if any 

changes or modifications are needed. If a Care Manger does not have the medical and/or mental 

health background, the assessment and the care plan will be incomplete. This can place the client 

at high risk of harm, jeopardizing their general welfare and quality of life. A written 

comprehensive assessment with care plan goals should be the basis of ongoing communication 

between the family, client, interdisciplinary team members, lawyer and Care Manager. 

 

Placement.  The assessment will assist in determining if an individual requires companion 

care/home health services, adaptive devices such as grab bars, durable medical equipment such 

as a walker, physical or occupational therapies, an adult day program or alternative residences 

such as assisted living. Qualified and experienced Care Managers will be able to assist in 

exploring financial options and create and implement placement services. Family members will 

be encouraged to look to the Care Manager for information about placement recommendations 

and anticipated costs involved. 
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Education Responsibilities.  Education plays a key role in geriatric care management. Family 

members and lawyers look to the Geriatric Care Manager as an educator. Depending on the case, 

the Care Managers can educate the client or team members on Alzheimer’s and other memory 

related impairments, medication therapy, mental health, nutrition, application for Medicare 

disability or community support, alternative residential placement and much more.  

 

Psychotherapy and Counseling.  As the elder’s degree of independence and capabilities 

decreases, and roles reverse, their thoughts, mood and behavior may very well decline. Feelings 

of hopelessness, helplessness, role loss and social isolation are some of the common thoughts 

and behaviors exhibited among the elderly and disabled populations. The changes in mood and 

behavior can also impact loved ones. All Care Managers can provide support by listening, 

understanding, empowerment and encouragement. However, a licensed counselor or 

psychotherapist can actually intervene therapeutically and provide individual, couples, or family 

therapy. By enhancing communication between parties the quality of life for the client and their 

family will be improved. 

 

Advocacy.  The primary role of a Geriatric Care Manager is to function as an advocate for the 

client. Respecting the individual’s right to self-determination through client-centered services is 

always essential. Involving and engaging the client in the decision making process as well as 

developing action plans to achieve these goals are also critical. As an advocate, to maximize the 

available services and benefits whether it is from paid service providers and/or unpaid help from 

family and friends is necessary. The ultimate goal is to provide a plan of care that is continually 

synchronized to the individual’s values.  

 

Care Coordination and Management.  Short-term and long-term care coordination and 

management are the most sought after care management services. Care Managers are looked 

upon to coordinate, execute and monitor the plan(s) of care. Sometimes they are retained to 

conduct an initial consultation providing resources that the client or responsible party members 

will execute in implementing and monitoring. There are other instances where family members 

or the responsible party member of a client might live out of town, and they have to rely on the 

Care Manager to be their eyes, ears and voice, as well as the coordinator of the various 
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disciplines. More often than not, the responsible family member becomes overwhelmed when he 

or she has had to act as the care coordinator, manager and caregiver. 

 

Family Management 

Medical team members, attorneys and/or family members involved in elder care are frequently 

placed in the position of having to referee, mediate or put out fires between family members 

and/or the client. This can seriously hamper your effectiveness in your profession and/or 

relationship with the client. The care management activities can actually consume a great deal of 

your professional and personal time. As Care Managers, we can assist in identifying problem 

areas and establish target goals between the family and/or client, allowing you to focus your time 

and efforts more appropriately. Care Managers are known as problem solvers and strategists.  

 

When is Family Care at High Risk?  One of the risk factors that frequently cause failure is a 

frail or elderly caregiver. This is intensified when the caregiver performs too many tasks and 

does not take into consideration his/her own medical status and general welfare. Gaps or 

inconsistencies in the provision of care can also take place when the caregiver is not capable of 

performing all of the necessary tasks. 

 

Too Much Stress on the Caregiver.  Being employed full-time can compete with the time 

required to provide care. This can cause stress that impacts the quality care services provided by 

the caregiver. Strains already in the family’s relationship can lead to feelings of anger and 

frustration and may be displaced on the client. Feelings of guilt may lead the caregiver to 

become overly controlling.  

 

Denial.  Frequently, both the caregiver and the client are in denial or they do not agree about the 

situation or condition. There can also be unrealistic expectations as well as conflicts about values 

between the parties. More often than not, this thought pattern could result into a crisis situation in 

which the local authorities such as the police, Adult Protective Services or Community Services 

Board are called in. A Care Manager is able to work with the client and/or caregiver in first 

acknowledging and accepting their degree of denial. The Care Manager can then work with the 

client and/or caregiver on how to therapeutically cope with the situation or condition at hand. 
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They are also very qualified and able to assist/intervene during a crisis situation such as calling 

Adult Protective Services. 

 

Finances. Finances have a major impact on the role of the caregiver. Companion care services 

are quite costly and will only continue to rise. One can easily spend several thousand dollars a 

month in private duty services. Not everyone has huge financial resources. It is critical for 

someone to help determine when costly services are absolutely essential and if they are eligible 

for any Federal, State or County aid or Veteran Administration benefits such as the Veterans Aid 

and Attendance Benefit. A Care Manager is also qualified in assisting in filing a claim with one’s 

Long-term Care Insurance that will ultimately assist in subsidizing the cost of private duty aide 

services. 

 

Assuming Too Many Roles.  Anyone who assumes the role of the doctor, nurse, lawyer and 

social worker will place the client at high risk. Making complex medical decisions or tending to 

complex medical conditions without professional consultation or services can also place the 

individual in jeopardy. These are all reasons why it is important to have a multidisciplinary team 

and have the Geriatric Care Manager provide coordination of the team. As complex and as 

fragmented as our healthcare system is, care managing is necessary to navigate clients through 

the labyrinth. 

 

Information Seeking Families.  Families become information seekers when they realize they do 

not have the knowledge base or expertise to make decisions. They usually look to the Care 

Manager as the expert and their guide. Although the client is the primary focus, the family is part 

of the client system. Care planning should include the family if they are part of the individual’s 

support network. The support network can be more than just immediate family; it may be 

friends, neighbors, distant relatives, power of attorney and legal guardian. With the Health 

Insurance Portability and Accountability Act (HIPAA) of 1996 it is important to maintain 

confidentiality of protected health information; disclosing information only to those that are 

authorized by the client and responsible party. 
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Open Line of Communication.  An open line of communication between the interdisciplinary 

team members and Care Manager is essential. The Care Manager must act as a liaison between 

the team members including the medical personnel, attorney and the family.   

 

Accessibility and Availability.  An attribute often overlooked is the Care Manager’s 

accessibility and availability.  Can this individual always be reached on the phone and under 

what circumstances will he or she render services after working hours or on the weekends? Do 

they have an answering service? Do they have backup when on vacation or on leave of absence? 

 

Placement 

When is Placement Appropriate?  Placement becomes appropriate when the clients are unable 

to independently conduct their activities and instrumental activities of daily living and when their 

safety and quality of life remain in jeopardy at their current place of residence after having 

exhausted all interventions. 

 

A key component in determining placement is the information gathered in a comprehensive 

assessment. Key assessment tools are demographics, psychosocial history, medical history, 

nutritional status, cognitive and mental health status, functional abilities/status and home safety. 

 

The Mini Mental State Examination (MMSE) is the basis for understanding the client’s 

cognition. This exam is used to evaluate suspected memory loss, language skills or abnormal 

thinking processes. The MMSE is a commonly used assessment tool when assessing an 

individual’s capacity/capability in making decisions over person and property, especially those 

individuals suffering from Alzheimer’s and other memory related impairments.  Please note that 

this assessment tool is NOT the sole determining factor in determining one’s capacity. 

Neurological, psychiatric and/or neuropsychological testing along with a comprehensive medical 

work-up is quite often administered. 

 

Geriatric Depression Scale is also used to assess probable depression. This scale is used to 

evaluate one’s thoughts and perceptions related to their biopsychosocial status, quality of life, 

general welfare and assist in determining areas of focus for treatment. Depending on the severity 
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of depression, it can mask itself in the form of Dementia or other memory related impairments. 

Examples are short-term memory impairment and changes in one’s behavior. Once very socially 

outgoing they begin to withdraw from others. Please note that this assessment tool is NOT the 

sole determining factor in determining if one is suffering from Depression. Further 

neuropsychological testing and/or psychiatric evaluation are recommended with a possible 

medical work-up. 

 

Finances and Placement.  Finances can be a significant issue when a family is considering 

placement.  Family members have great concern about the eligibility of the client, as well as the 

affordability. Educating the individual on the anticipated covered costs from health insurance 

versus out of pocket expenses is of great importance. Deciding whether home health care, 

durable medical equipment, medications, or placement is appropriate can be critical both to the 

client as well as the other team members involved.    

 

Alternative Residential Placement.  Determining whether and when placement is necessary is 

crucial. Location is almost as important. Is it close to the informal and formal support networks?  

Having and knowing the support network is close by is reassuring to many. Knowledge of the 

degree of in-house medical and recreational programs, types of residential settings within their 

community, the services in the community and the facilities’ assistance in accessing these 

services is most helpful. Traveling great distances for medical services is a chore. Transportation 

and additional care services might be required, and are predominantly out of pocket costs unless 

enrolled in a subsidized transportation service. This can become quite time consuming and 

costly.  

 

Quality of Staff Members and Staff Ratios. For the client to be successfully placed, 

information about the placement facility needs to be gathered. The registered nurses, 

rehabilitation therapists, dietitians, social workers, outside providers and ombudsman need to be 

screened. Furthermore, the staff to resident ratio at alternative residential settings must be 

evaluated.  A staff ratio of 1:8 in a skilled nursing facility (during the day shift) is great; 

however, when times are tight you may encounter staffing at 1:10 or higher at the busy shift of 

the day. Departmental turnover and accessibility to the department directors is of importance. 
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The annual state survey conducted in long-term care nursing facilities and routine surveys 

conducted in assisted living facilities and home health agencies, will also provide an 

understanding of their degree of compliance and quality of services. Consultation may also be 

conducted with the assigned Ombudsman for that residential facility. 

 

Eligibility. One common misconception is that long-term care Medicaid is based on financial 

qualifications only. Both medical and financial eligibility must be determined.  Financially 

qualifying a client prior to determining the medical approval could place the client in financial 

jeopardy depending on asset restructuring.  Placement options can also be restricted.  Assuming 

that an individual is fully qualified for Medicaid assistance can be dangerous. At first glance it 

might appear that all of the qualifications are met, however, the Department of Family Services 

(medical assessment team for Medicaid) could determine that the individual is appropriate for 

assisted living (not covered) and not long-term care placement. When an individual is 

cognitively intact, does not require assistance with three or more activities of daily living and is 

able to ambulate and transfer independently or with assisted devices he or she is more than likely 

not to be eligible.  

 

One solution to help your client maximize the potential to qualify for both medical and financial 

aid is to have a Care Manager conduct a medical assessment to assist in determining if the client 

meets the medical criteria for long-term care Medicaid. This entails assessing the client’s degree 

of assistance needed with their activities of daily living, instrumental activities of daily living, 

medical diagnosis and status, cognition, and functional abilities. The Elder Law attorney hired 

for Medicaid planning and filing the Medicaid application will often team with a GCM for the 

medical assessment since this is not their area of expertise.  

 

 

What Payer source does the Facility Accept? It is also important to know what payer source 

each facility accepts. Independent and Assisted living facilities predominantly take private pay 

and long-term care insurance if applicable. They do not accept long-term care Medicaid and 

some will provide subsidies such as an auxiliary grant or affordable housing. There can be an 

extensive waitlist for these facilities and priority is usually given to those already residing in 
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their residence.  Long-term care nursing facilities predominantly accept private pay, long-term 

care insurance, Medicare and managed care. They will also indicate whether or not they take 

long-term care Medicaid. For long-term care Medicaid, it is important to determine if there is 

bed availability and if they accept the new admission with only Medicaid reimbursement. More 

and more long-term care facilities request that a financial application be completed along with 

the medical information when determining admission. Some facilities will request a number of 

months private pay before applying for long-term care Medicaid or even private pay (typically 

from a family member if in agreement) while the elder is Medicaid pending. Once Medicaid 

approved, the nursing home will then reimburse the family for the private pay amount rendered 

while pending/up to the Medicaid eligibility date. 

 

Admission process. Determining the payer source upon admission is just one of many steps in 

the admission process. Obtaining the medical information is also of great importance. This 

usually consists of past and present medical diagnoses, medical status, medications, mental 

health, nutritional status, functional abilities and limitations, adaptive devices and degree of 

assistance with activities of daily living. The care manager can assist in obtaining and/or 

navigating the necessary documents to the facilities of interest as well as answering any 

additional questions that the admission department might have. Bed availability also determines 

the status of an admission. An individual might require a private room. If no private rooms are 

available at the facility of interest then alternative placement must be found. The acuity level 

within the nursing home also impacts admissions. Admissions are predominantly determined by 

the Director of Nursing and, if necessary, the Administrator. It is important to remember that the 

decision lies in the hands of the facility and not the family, MD, lawyer or Care Manager. 

However, having a good rapport with these facilities will ensure an effective working 

relationship, which is a key component in advocating for the client during the admission process. 

 

Conclusion 

The United States has a significant problem now and it will intensify significantly in the  

future. The problem is related to the phenomenal growth of the elderly population. The total 

number of persons aged 65 or older in 2004 was approximately 36.3 million. In 2050 the 

projected number will be 86.7 million. People in this age group will compromise 21 percent of 



12 

 

America’s total population at that time. The fastest growing group will actually be those age 85 

and older. Those 85 or older in 2004 were 8 million. In 2050 it will be slightly under 20 million. 

There are 35.6 million people worldwide with dementia. The estimated US annual cost in 2011 

for people with Alzheimer’s disease and other dementias was 183 billion and is projected to be 

1.1 trillion by 2050. This as you can image will have an incalculable toll on affected families. 

The last 2 decades of life place tremendous demands on the healthcare dollar as well as the 

medical, social and legal resources required providing a dignified existence for our elder 

population.  

 

Successful navigating the healthcare system, managing Medicare and Medicaid, Veteran’s 

Benefits, Long-Term Care insurance, financial/asset protection planning, capacity, crisis 

intervention, home safety evaluations and medical interventions just begin to cover the spectrum 

of services that will be required to manage the scope of issues raised by the elderly. The volume 

will be extraordinary in the years and decades to come. No one discipline will be able to manage 

this alone. A team will be essential. To cover the total spectrum of needs in elder care, various 

disciplines will need to be involved. More importantly, in depth expertise in each of the 

disciplines, in particular that of geriatric care management in required to assure a successful and 

satisfactory outcome for those in or entering into their “golden years.” 

 


