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Foreword

The first publication of Rehabilitation Caseload Management: Concepts and
Practice in 1985 addressed a major void in the rehabilitation literature. Both
preservice and continuing rehabilitation educators, as well as rehabilitation
counselors and case managers, will herald this updated edition that incor-
porates not only the basic elements of the first edition, but new technologies
that have developed since the original publication. This second edition is
particularly timely in the current era of increased accountability and limited
resources.

The term multi-tasking has long been synonymous with the work of the
rehabilitation counselor. The many and varied caseload management skills
help counselors who are struggling with increased caseload sizes, providing
rehabilitation services to individuals with the most serious disabilities, and
working in governmental agencies that are reducing, rather than increasing
budgets.

The authors of this second edition of Rehabilitation Caseload Management:
Concepts and Practice, Lee Ann Grubbs, Jack Cassell, and Wayne Mulkey, have
a long history of practical experience and training others in caseload manage-
ment, all of which is reflected in the applied, practical aspects of this book.
Also, as part of a Rehabilitation Services Administration Regional Rehabilita-
tion Continuing Education Program (RRCEP), the authors focus on caseload
management with the primary, target audience counselors who work in the
state-federal vocational rehabilitation program. Case managers in other settings
will also find value in this text, as issues such as decision making, time manage-
ment, and case recording exist in all service settings (e.g., caseload manage-
ment in the Department of Veterans Affairs Vocational Rehabilitation Program,
disability management programs, independent living programs, community-
based rehabilitation programs, and workers’ compensation programs).

A philosophical belief that has been reinforced by legislation is the right
of individuals with disabilities to receive services from qualified rehabilitation
counselors—those individuals who have the basic knowledge and skills in
rehabilitation counseling. However, knowledge and skills in counseling and
medical, vocational, and psychosocial aspects of disability may benefit only

vii
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a few individuals if counselors lack caseload management skills. A direct
parallel exists between the manner in which counseling skills undergird the
delivery of services to a person with a disability and the role of caseload man-
agement skills in promoting timely and appropriate services to all individuals
on the counselor’s caseload. Thus the real recipients of the knowledge areas
addressed by this book are people with disabilities whose rehabilitation ex-
periences, both the goal and the process, are enhanced when served by an
effective caseload manager. Enhanced rehabilitation experiences contribute
to consumer satisfaction, which is an important consideration of any indi-
vidual involved in the delivery of rehabilitation services. This book, written
by pioneers in the rehabilitation field, will help counselors in the 21st century
continue to manage caseloads effectively by providing principles that endure
beyond changing settings and service systems.

Jeanne Patterson, Ed.D., CRC
Professor and Director, Rehabilitation Counseling Program
President, National Council on Rehabilitation Education 2004-05



Preface

Caseload management is . . . work. More specifically it is the work of case-
load managers in both the public and private rehabilitation sectors. Caseload
management is not merely relying on intuitive strategies, but rather, it is the
disciplined application of skills, tools, and techniques that facilitate positive
movement toward a desired, successful, productive outcome. It is the skilled
interaction of managers and management constructs that produce responsible
performance. Such achievement is a positive alternative to random behav-
iors, confusion, and inappropriate decision making in rehabilitation caseload
functions and practice.

Prior to the 1985 text, Rehabilitation Caseload Management: Concepts and
Practice, instruction, training, and information acquisition in rehabilitation
caseload management was generally fragmented into areas of concern specific
to perceived individual needs. Caseflow or case-movement concerns were un-
derstood to be caseload management as if these were synonymous activities.
Frequently, case recording, statistical note keeping, and cost containment were
noted as caseload management. In fact, comprehensive instruction, training,
and/or information in caseload management was quite elusive.

During the decade from 1985 to 1995, considerable attention was fo-
cused on rehabilitation caseload management. Preservice training programs
incorporated a course in rehabilitation caseload management into the gradu-
ate curriculum, in-service caseload management training programs emerged,
and other continuing education programs stressed the importance of mana-
gerial skills for rehabilitation counselors.

Perhaps the most crucial indictment against any preservice training pro-
gram emerges from employers of program graduates regarding the assumption
that the trained counselor will also be a trained manager. Two assumptions
that undoubtedly deal a fatal blow to effective caseload management practices
are (1) that managerial skills are a given that will naturally evolve with experi-
ence on the job, and (2) that managerial skills are not within the purview or
responsibility of the counselor. The authors do not question the importance of
learning while on the job because many successful rehabilitation practitioners
have learned to manage while performing in job situations. Our concern is with

ix



X Preface

the time required and the cost to performance for such trial-and-error learning
environments, as well as the sometimes haphazard, unsystematic procedures
developed purely for the sake of survival. Clearly, learning to swim after one
has been thrown into the swimming pool is considerably risky. Following the
acquisition of survival skills, subsequent training would likely be slowed by
the unlearning process and the application of new techniques and principles of
management. The managerial responsibilities of a caseload can be overwhelm-
ing to the ill-equipped practitioner who fails to develop managerial skills.

This book has been developed with consideration for two groups of in-
dividuals. The first group consists of graduate students in preservice training
programs. For educators, this text fills a void in academic courses and train-
ing seminars/workshops. Educators will find that the rationale and concep-
tual framework provide a solid foundation for teaching managerial principles
and skills to complement aspiring students’ programs of counseling and/or
vocational guidance.

The second group contains the numerous rehabilitation professionals
who could learn and/or refresh principles of management for application to
existing caseloads. Even the most counseling-oriented rehabilitation practi-
tioner cannot survive without at least minimal skills in management. In fact,
because of the managerial focus of this text, its utility as a desk reference
would expand beyond public and private rehabilitation caseload manage-
ment situations into other human services and counseling professionals.

Throughout this text, the reader will find the term client used as a reference
for individuals identified in rehabilitation caseloads. Such usage should never be
interpreted as other than positive. Recent terminology has enhanced the terms
consumer and customer as role identifiers germane to these identities. However,
as clients have limited influence on rehabilitation caseload management termi-
nology, the use of the term client was selected as the appropriate identifier.

Of course, we have been the students of our students. Our thanks for
their perception, wisdom, and fortitude in presenting us with challenging
inquiries that have provided insight into and clarification of numerous ideas.
It is the needs of our students, public and private rehabilitation practitioners,
and other colleagues that have motivated us to revise and develop the second
edition of Rehabilitation Caseload Management: Concepts and Practice.

Hope Moore-Webb made a significant contribution to the development
of this book. She provided clerical assistance, language refinement, and de-
velopment of all tables and figures. Clearly, she was a very valuable influence
in bringing the book to fruition.

Others who contributed to the revision initiative include Dr. Ralph
Pacinelli, Dr. Jerry Abbott, and Patricia Nash of the Rehabilitation Services
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Administration. Those who additionally supported the need for a revised text
on rehabilitation caseload management include Dr. Julie Smart, Dr. William
Fennessee, Dr. David DeLambo, Dr. Alan Davis, Dr. Amy Skinner, Commis-
sioner Steve Shivers, and Assistant Commissioner Carl Brown. Finally, thanks
to our independent reader who could separate thoughts of content from those
of style and jargon. Dr. Richa C. Russell, you have our gratitude.

Lee Ann R. Grubbs, Ph.D.
Jack L. Cassell, Ph.D.
S. Wayne Mulkey, Ph.D.
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Partc 1

Conceptual Aspects of
Caseload Management

The first segment of this text provides insight into the concepts and the phi-
losophy of managerial aspects related to roles and functions of the rehabilita-
tion caseload manager. The practical aspects of any job must have a supporting
theoretical or philosophical base. Caseload management has had many phi-
losophers or theorists, but to date no real theory has evolved. Part I merges
various conceptual aspects of management into a theoretical approach. Thus, it
provides a foundation for developing rehabilitation caseload manager skills.
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CHAPTER 1

Rehabilitation Caseload
Management

Definition, Rationale, and Benefits

QUEST FOR COMPETENCE

Some of the most ambiguous descriptions for guiding behavior ever con-
fronted by developing professionals begin with the phrase “Caseload man-
agement is. . ..” In the field of vocational rehabilitation these descriptions
range from general to specific. However, for more than half a century, lack of
comprehension of what constitutes caseload management has plagued pro-
fessional practice. Because caseload management functions are so intricately
entwined with all counselor functions, any quest for a competency base that
uniquely characterizes this group of practitioners must take into account the
role of caseload management.

The quest for a unique competency base, or what Rubin and Roessler
(2001) term “professionalization,” has led to the compilation of a vast array of
abilities and skills. Historically, McGowan (1960) gives a list of counseling
competencies, each of which could take extensive elaboration to enumerate
the subparts. This list includes (1) an ability to establish and maintain a coun-
seling relationship with individuals, (2) an ability to evaluate aptitudes, skills,
interests, and educational background, (3) an ability to recognize manifesta-
tions of physical and mental disabilities and their relationships to vocational
adjustment, (4) an ability to analyze occupations and workers in terms of job
requirements, the skills required, and the physical demands of the job, and
(5) an ability to make discriminating use of available community services and
to maintain a cooperative working relationship with such sources.

In contrast, in the last 40 years the field of rehabilitation has seen an
increase in specialization in multiple areas. Rubin and Roessler (2001) reflect
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4 CONCEPTUAL ASPECTS OF CASELOAD MANAGEMENT

on the increase in professionals and specialists as accompanied by greater
societal influence. “In general, professionals act as gatekeepers of information
and services; help define appropriate behaviors, goals, strategies, and treat-
ment for clients” (p.176). Other areas important to the “professionalization”
of counselors are medical-related knowledge, vocational and personal coun-
seling skills, implementation of minimal skills in management, ability to ana-
lyze occupational and industrial trends, and an understanding of legislative
trends and federal laws relevant to rehabilitation programs (Mullahy, 1998,
2004; Shrey & Lacerte, 1995). Cassell and Mulkey (2004) point out that at
the lowest level of career adjustment (i.e., mere survival) the counselor must
have some management skills.

The complexities involved in rehabilitation counseling in the public
sector continue to be enumerated in the ongoing process of defining and/or
redefining counselor competencies and skills. Several authors have addressed
the need for an overall improvement in counselor skills development (Power,
1991; Roessler & Rubin, 1982; Rubin & Roessler, 2001; Sink, Porter, Rubin,
& Painter, 1979). Although counselors bring with them a wealth of educa-
tional knowledge, professional development must include job activities, req-
uisite knowledge, and skills development. Rubin and Roessler (2001) further
state, “Regardless of setting or specialization . . . a common core set of skills is
important for direct service providers in rehabilitation” (p. 261). They iden-
tify five competency areas as most important for rehabilitation counselors in
the public sector as (1) vocational counseling, (2) assessment planning and
interpretation, (3) personal adjustment counseling, (4) case management,
and (5) job analysis.

Similarly, rehabilitation counselors in the private sector are presently
seeking similar definitions of the skills and knowledge required for their pro-
fessional roles (Kontosh, 2000; Lynch & Martin, 1982; Mullahy, 1998, 2004;
and Shrey, 1995). Although each professional brings a competency core
of knowledge and skills from past educational encounters, Hursch (1995)
states, “To be effective, disability managers must recognize and understand
the characteristics and trends of the system and how each must be integrated
into disability programs and practices” (p. 304). Hursch concludes that com-
petencies required by independent and private rehabilitation practitioners
will most often depend on the characteristics of the work environment and of
the client population.

Patterson (1957), in his pivotal publication regarding the counselor-
versus-coordinator controversy, offers what even today can be considered a
summary statement to a process of compiling lists of performance competen-
cies. He noted that these long lists of abilities, skills, and knowledge bases for
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rehabilitation counselors give one the impression of reading the curriculum
for the complete content of the social and biological sciences. However, these
lists cannot be summarized in any simple manner to produce a complete pic-
ture of a competent rehabilitation professional. This conclusion may have
prompted Rubin and Roessler (2001) to call for the development of multifaceted
counselor roles. This multifarious approach continues to perpetuate a dualism
between counselor competencies and coordinator or manager competencies,
that is, the Patterson (1957) “two hats” perspective. The field is long overdue
in developing an integrative approach to rehabilitation counselor competency.
Therefore, rather than continue in the current vein of broadening perspectives
on counselor performance areas, a more productive approach would be the
integration of the numerous functions of the rehabilitation professional into a
core area toward which a majority of the competencies are directed.

The Core of Counselor Competency

The base of competency has long been centralized in the counseling function
and has prompted authorities to consider counseling the core of the rehabili-
tation professional’s activities (Bellini & Rumrill, 2002; Riggar & Maki, 1997;
Thomason & Barrett, 1959). Yet, the counselor continues to come under a
great deal of pressure, both internally (i.e., intrapersonally generated) and
externally (e.g., from organizational demands), due to the accountability fac-
tors inherent in fulfilling the responsibilities for an entire caseload. However,
whether considering the accountability demands of the organization or per-
sonal accountability, the same end result is sought: the successful managing of
individuals with disabilities through an informed process.

Contrary to the perception that competency in management may not
be needed in direct client contact (Harrison & Lee, 1979), the true core of
rehabilitation counselors’ work lies with their management activities and the
manner in which they establish order over, and eventually control of, total
caseload demands. Successful counselors in the vocational rehabilitation field
have accepted this precept (Willey, 1978). Indeed, counselors in the private
sector are guided by a shift of focus from the typical vocational rehabilitation
concept to that of “disability management” (Kreider, 1983; Mullahy, 1998,
2004; Shrey, 1995). The three distinct elements of disability management
(health-care delivery, cost-containment programs, and vocational placement)
clearly demonstrate that caseload management in the private sector relies
heavily on a management model.

Management is a function of counselor performance. Whether the set-
ting is a public agency, a private organization, or an independent facility, it is
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the outcome of a well-constructed management process that gives any coun-
seling activity its authority and accountability. As such, this process and its
power-pivoting potential is not intended to replace counseling as acritical
responsibility. On the contrary, the intention is to give this counseling func-
tion the power base it requires through fully effective caseload management.

The Common Thread

In examining the long lists of abilities, skills, and knowledge bases required
of counselors, we need to understand that the time is long overdue to put
them into a unified perspective and to tie them together with a common
thread. This common thread is caseload management. As a 1965 study group
on caseload management stated: “The group thought CLM [caseload man-
agement] should be defined in terms of total work activities which would
include case work, case load, case management, and other job activities of the
counselor. . . . ” (Muthard, 1965, pp. 12-13).

Management concepts and principles underlie the entire gamut of scat-
tered functions and duties of counselors to give the solidarity and consis-
tency required. Management of a caseload in the past has not been given
the strength of purpose required to establish it as a unique, viable area for
intensive study and research. McLelland (1977), when addressing caseload
management in the rehabilitation process, proclaimed that “the counselor’s
competence has more to do with the success of this process than any other
variables one may list” (p. 25).

DEFINING CASELOAD MANAGEMENT
The Definition Dilemma
One explanation for the lack of a consensus for determining a common
competency base is the ambiguity surrounding what precisely constitutes
caseload management. Caseload management must be given a workable
objectivity that will contribute to resolving the search for this elusive com-
petency base.

Currently, very little agreement is found among practitioners and admin-
istrative personnel, researchers, and writers as to how the term caseload man-
agement is defined. In fact, case management is defined in the dictionary, but
not caseload management. Without a consensus among those in the field on
the meaning of caseload management, the competency level of the professional
will be as inconsistent as the varieties of definitions. A working definition is
explored in great detail later in this chapter. However, the concepts provided
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are a beginning point only. Further elaborations and requirements must be de-
veloped as the field adds subsequent research and renewed thinking.

Conceptual definitions give perspectives or even quasi-boundaries
wherein individuals respond with appropriate duties and responsibilities.
Therefore, if a definition of a concept is consistently vague, ambiguous, or
incomplete, expected performance derived from this definitional base will be
less than effective. If basic definitions are not developed through organized
research, documented writings, and shared discussions among professionals,
definitions will never evolve that have commonalities with potential for mu-
tual acceptance. The end result will be individually derived definitional bases
likely to be fragmented, unclear, incomplete, and disorganized.

The term case management has often been confused with caseload man-
agement. “In fact, these terms are sometimes used synonymously, without
attempting to distinguish any difference” (Cassell & Mulkey, 2004, p. 254).
This misuse adds to the confusion and frustration of establishing definitions.
There are differences that have implications for the way counselors mentally
rank germane activities as to their importance and value. Consequently, the
motivational set that follows is affected also.

The Certified Case Management Guide states, in the revision of July 2002,
that case management is not considered a profession within itself, but an
area of practice within one’s profession. Thus, with casework practices the
counselor’s perspective is naturally focused primarily on case-by-case specif-
ics and not the more encompassing, interacting whole, which is the entire
caseload. Casework is immersed in activities involving (1) moving clients
from intake to closure, (2) performing proper case-by-case documentation,
(3) acquiring necessary evaluations and examinations for justification pur-
poses and satisfying established guidelines, (4) execution of masterlist activi-
ties and case findings, (5) individualized medical management programs, and
(6) concern for case-by-case cost-containment practices. Rubin and Roessler
(1983, 2001) offer procedures and techniques for developing case manage-
ment skills. Their work delineates operational strategies and guidelines for
the diagnosis, evaluation, treatment, and follow-up of the individual case.

In contrast, caseload management is considered to be performance en-
compassing, totally involving of counselor attention, and integrating the
coordination and control of many activities, one of which is case manage-
ment. As the term caseload management implies, “it is a systematic process
of organizing, planning, coordinating, directing, and controlling for effective
and efficient counselor and manager decision-making, to enhance proactive
practice” (Cassell & Mulkey, 1985, p. 11). In contrast to casework manage-
ment, Henke, Connolly, and Cox (1975) bring to prominence a description
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of caseload management. This description reads: “how to work with more than
one case at a time, how to select which case to work with, how to move from
one case to another, how to establish a system to insure (sic) movement of all
cases, and how to meet the objective one has established in terms of numbers
served” (p. 218).

Other distinct characteristics are prominent when trying to define case-
load management. These include (1) establishing a calendar of activities for a
reasonably structured day or week for the most effective use of the counsel-
or’s time by filling the day with high-priority tasks, (2) orchestrating a group
of other professionals to rehabilitate clients through this coordinated group
effort, and (3) initiating actions through a consistent decision-making style
that keeps activities moving toward targeted goals.

Whereas control is prominent in both caseload management and case-
work activities, it is much broader and more encompassing in caseload man-
agement functions. Casework goals and objectives are typically microcosmic
in scope, whereas caseload management goals and objectives are more macro-
cosmic. Implied also is the fact that counselors must effectively invoke salient
counseling and managerial skills to be in control of a caseload management
process.

This discussion has served to highlight a few of the identifying distinc-
tions between the concepts of case management and caseload management.
A more complete, more functional definition of caseload management will
evolve in subsequent discussions. For efficient action, a counselor’s extensive
array of responsibilities must be met with case manager skills. Roessler and
Rubin (1982) state that “while they must be skilled vocational counselors,
rehabilitation counselors must also be competent case managers” (p. 33).
However, without the perspective and skills founded in effective caseload
management practices, overall competency will elude the counselor.

Definitions in a Historical Context

The field has not yet accurately collected the components of caseload manage-
ment into a basic definition that will serve as a major guidepost for describing
the functions and actions required of the professional counselor. Thus, sus-
tained efforts for upgrading knowledge and improving skill levels continue to
be thwarted. Of those definitions existing in the literature, most are vague and
general, some are scantly specific, and only a few are hauntingly accurate. Ex-
amples of past definitions for caseload management were noted by members
of the Third Institute of Rehabilitation Services study group (Muthard, 1965).
The first is “the objective of CLM [caseload management] is to vocationally
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rehabilitate the greatest number of disabled persons at the least possible cost,
consistent with the highest standards of quality” (p. 12).

Although this definition is easily generalizable to a private or public re-
habilitation setting, it is actually an outcome or result and does not describe
the process of caseload management. As an objective or goal the definition
offers no real guidelines on which managerial behaviors can be founded. This
is because one can never “do” a goal. That is, one can engage only in those ac-
tivities that lead toward the goal. A second definition of caseload management
is “the total techniques, procedures, and the like used to achieve the agencies’
objectives” (Muthard, 1965, p. 12). This definition is succinct to the point
of complete vagueness. No functional base of operations could emerge from
this beginning point. Also, the end result toward which the caseload manage-
ment activities are to be directed is for the benefit of the fulfillment of agency
objectives. Thus, the definition addresses only one of the four elements of
caseload management to be described later in this chapter.

The study group gave the following definition as the one they would collec-
tively support: “the use of techniques (methods or details of procedure) to control the
distribution, quality, quantity, and cost of all aspects of casework activities in order
to accomplish the program goals of the agency” (p. 12).

This definition admirably delineates process specifics (i.e., “techniques
to ... ”) and outcomes (i.e., program goals). However, the definition is re-
stricted in its perspective and does not deal with caseload management as a
more encompassing, systematic, gestalt-like entity. It narrows to a case man-
agement definition and thus is circular: in other words, it makes an infer-
ence that caseload management is case management and case management is
caseload management.

Henke, Connolly, and Cox (1975) define caseload management with
broad “how to” statements. They describe it as “how to work with more than
one case at a time, how to select which case to work with, how to move from
one case to another, how to establish a system to insure (sic) movement of
all cases, how to meet objectives one has established” (p. 218). Greenwood
(1982) characterized caseload management as a plan-manage-review con-
ceptualization. He further states that “his approach to systematic caseload
management is integrated into a case management model of rehabilitation
counseling” (p. 159). Cassell and Mulkey (1985) provide an instructive defi-
nition as “a systematic process merging counseling and managerial concepts
and skills through application of techniques and research . . . and other rel-
evant related factors for anchoring a proactive practice” (p. 10).

Confusion over the nature of caseload management is not limited to
academic groups, researchers, and writers. Counselors in the field also have
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a great deal of difficulty defining caseload management as it relates to them.
To focus on recent definitions, the authors in training sessions asked counsel-
ors employed by state rehabilitation agencies to write definitions of caseload
management in their practices. They were told that definitions do indeed
serve as descriptors for action or as guides to determine the direction of fu-
ture activities. Therefore, serious consideration was to be given to writing
definitions that accurately depicted what each counselor does as a caseload
manager. The definitions presented below were written by the counselors.
For purposes of description and analysis, the authors independently judged
the definitions as falling into three categories: (1) Functional Definitions,
(2) Minimally Functional Definitions, and (3) Nonfunctional Definitions. The
three categories were created in an effort to investigate the definitional for-
mats that counselors most often utilize to guide their caseload management
activities.

Functional Definition

A Functional Definition would be one on which the counselor could base
an adequate program or management system. It would have enough ele-
ments to demonstrate that the counselor had a good grasp of what needs to
go into a descriptive guide for behavior or an adequate perspective on the
caseload as a more complete, systematized entity. Counselors were asked
to complete the statement: “Caseload management is . . .” to form practical
definitions. Three examples of those judged to be Functional Definitions
are listed below:

1. the process of analyzing, planning, supervising, and administering the
smooth flow of rehabilitation services to the number of clients for which
you have responsibility and the coordination of other professionals and re-
sources utilized.

2. to effectively coordinate a system whereby individual clients are provided
services toward eventual rehabilitation by predicting through evaluation,
setting objectives, processing, coordinating, and maintaining an equitable
and just flow of clients toward individual goals.

3. the ability to organize, coordinate, and effect the smooth flow of cases and
services with maximum return from the services, to be utilized in returning
clientele to the most independent status of which the counselor is capable.

Definitions in this category are characterized by (1) the conceptualiza-
tion of caseload management as a process or system, (2) the owning of mana-
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gerial functions, such as planning, supervision, coordinating, and organizing
as a necessary part of a counselor’s responsibility parallel to the therapeutic
functions, (3) adequate length to “get into” the definition, (4) integration of
work responsibilities and personal characteristics, (5) the proper differentia-
tion between aspects of efficiency and effectiveness, and (6) the recognition
of a dual role requirement, that is, counselor responsibilities and casework or
caseflow responsibilities.

Minimally Functional Definition

A Minimally Functional Definition would demonstrate that the counselor was
giving thought to an adequate definition but could focus only marginally on
the elements involved. That is, as a definition it would be a beginning, but it
lacks completeness as an adequate behavioral guide. Examples of Minimally
Functional Definitions are given below. These follow the stem “Caseload
management is. . . .”

1. the effective use and control of time, money, and people in such a way as to
produce a desired result with a given case.

2. the effective administration and management of services to clients within a
reasonable time period.

3. the process by which clients’ cases are initiated and carried through the
rehabilitation process in the most facilitative way possible by the vocational
rehabilitation counselor.

Minimally Functional Definitions are characterized by (1) vague gen-
eralities such as “in the most facilitative way possible,” (2) a focus on smaller
units at the expense of a gestalt conceptualization of a caseload, (3) brevity
but not succinctness, and (4) minimal concern for a sophisticated managerial
approach.

Nonfunctional Definition

Nonfunctional Definitions would be incomplete or inadequate attempts to
describe the functions that make up d the activities required in caseload
management. Examples of Nonfunctional Definitions are given below. also
follow the stem “Caseload management is. . . .”

1. primarily “paper work.” Your caseload is, however, those cases you choose
to accept or ones you feel that you must accept based upon your interpreta-
tion of the regulations and what you can get by your supervisor.
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2. your arrangement and coordination of client services.
3. the fine art of shuffling paper more effectively, in order to facilitate a smooth
transition from where the client is to a predetermined goal.

Finally, Nonfunctional Definitions (1) have very little goal direction
written in or are simply rambling collections of words, (2) are either vague to
the extreme or attempt a universal explanation, (3) have a dearth of descrip-
tive content, and (4) display some hostility or displeasure toward performing
caseload management activities.

Of the 98 definitions gathered for analysis, the following percentages by
categories were obtained: (1) 15% were judged to be Functional Definitions,
(2) 45% were Minimally Functional Definitions, and (3) 40% were Nonfunc-
tional Definitions. Thus, 85% of the counselors in this study could not clearly
demonstrate that they had an adequate base of knowledge or understanding
of what constitutes caseload management and upon which they could base
progressive caseload management activities.

The implications of this analysis are readily apparent, as is the aware-
ness of the impact of attempting to function from some of these definitional
bases. Again, if 85% of these counselors, the large majority of whom had
more than three years of experience, have only a vague concept of themselves
as in control of a process that necessitates managerial principles and con-
cepts, then clearly a great deal of training or retraining lies ahead. Failure to
arrive at more complete and comprehensive activity bases will perpetuate the
tendency to manage by crises or, in many cases, not manage at all.

External forces and issues acting upon counselors and forces within their
settings influence current definitions of caseload management. However, the
basics are seldom altered or undergo any drastic revision over time. These
basics stem from self-management issues, situation or setting management
issues (i.e., private or public rehabilitation issues, state agency guidelines,
or federal mandates), economic principles, and client management issues.
These basics can be addressed with a knowledge base and practice format
that will stabilize new counselors coming into the field as well as continuing
counselors who still grope for stability in an environment that often appears
to have boundaries and limitations that will not stay constant for any ex-
tended period of time.

A Basic Definition
To this point, different definitions, all of which appear to be in various
stages of incompleteness, have been given. All those we have encountered
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thus far have varying degrees of functionality but none have a completeness
that could be considered a standard. All counselors, of course, will arrive at
some definition to guide their own behavior. However, for effective caseload
management practices, an instructive definition is provided as follows:

Caseload management is a systematic process merging counseling and mana-
gerial concepts and skills through application of techniques from intuitive and
researched methods, thereby advancing efficient and effective decisionmaking for
functional control of self, client, setting, and other relevant related factors for
anchoring a proactive and outcome-focused practice.

This definition contains components that provide greater depth than the
majority of definitions found in the literature or in the field. A closer look at
what this definition is communicating can be done by examining its indi-
vidual components.

Systematic Process

Consistent patterns for performing caseload management responsibilities
cannot exist without the counselor-manager being conceptually aware of the
systematic process. These concepts establish two major points. First, coun-
selors must operate from a model or system in order to achieve consistency.
Whether practicing counselors realize it or not, their efforts to cope with
or to control elements of caseload management activities fall into a system
they have already devised for themselves. Assuredly, although consistency
is the key element that signifies that a systematic approach is being taken, it
does not ensure efficiency nor does it address the extent of the effectiveness
of counselors. Secondly, caseload management has beginning and ending
phases that must be hierarchically and systematically arranged. The caseload
management process consists of stages or a series of activities that must be
sequenced properly in a logical, rational manner. The beginning and ending
stages have separate requirements and considerations, but the idea of a flow
or pipeline is paramount. The hierarchical arrangement (see Figure 1.1) of
the process develops from a base of referral and interview biographical data.
From this base develop interpersonal relationships, formalized and intuitive
evaluations and insights, and, finally, professional judgments or decisions, all
of which peak with an eventual successful rehabilitation. Each of the concep-
tual areas, of course, has its own skill and expertise requirements that must
be well developed if the caseload manager is to be in effective control of this
process.
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FIGURE 1.1 A Hierarchical Arrangement of Conceptual Aspects of the Caseload
Management Process

Merging Counseling and Managerial Concepts and Skills

In the field of vocational rehabilitation, a professional must perform balanced,
dual roles involving both typical counselor functions and managerial duties.
Dualism must give way to interrelatedness with equal commitments for both
roles in order for the process to be systematic (a discussion of these roles will
be elaborated upon in chapter 2).

Application of Techniques from Intuitive and Researched Methods

This phrase draws from the systematic or model concept just discussed.
However, here considerations are given to caseload management as a devel-
oping science that must be supported by techniques and methods derived
by counselors through personal experiences and from intuitive approaches.
These are “researched” and reported in literature, used within practice, and
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then refined by counselor practice. This activity places much of the burden of
the developing practice of caseload management with practitioners.

Advancing Efficient and Effective Decision Making

This is a goal all rehabilitation professionals strive for, regardless of setting.
It is especially the case in the field of rehabilitation where there are rapport-
building activities in human services endeavors, as well as management of
financial resources to achieve the greatest benefit from constrained budgets
in the public sector, and from cost-restrictive insurance-applied rehabilita-
tion programs in the private sector. The efficiency-effectiveness dimensions
often are clouded unnecessarily by a continual dilemma that develops over
the decision of which to sacrifice when discussing client concerns (i.e., the
effectiveness dimension), and monetary, agency accounting-reporting de-
mands (i.e., the efficiency dimension). This has been termed the “serving two
masters” dilemma (Cassell & Mulkey, 1985, p. 13). The obvious, but very
difficult to achieve, compromise is a balance between the two dimensions.
Efficiency has a definite place in a management system and is necessary to
achieve effectiveness. Hence, setting relatively strict schedule limits or con-
ducting interviews in an efficient manner can be done without sacrificing the
interpersonal or counseling relationship. It is by this efficient route that ef-
fectiveness is often achieved. However, it must be emphasized that efficiency
will not always lead to effectiveness.

Functional Control of Self, Client, Setting, and Other Relevant

Related Factors

The idea of control pervades the entire definition and is openly stated in its
latter part for emphasis. Control is the key ingredient of a caseload manage-
ment model and will be given extensive attention in later chapters. This com-
ponent of our definition further extends the above discussion and reinforces
the idea that boundaries are confronted consistently by professionals dealing
with clients at the point of service delivery. The counselors’ personal needs for
performing work activities and deriving personal and professional satisfaction
from these activities to meet the needs of clients are important considerations
in defining caseload management as an entity consisting of a variety of factors.
Also, clients’ expectations generally exceed agency or company limitations.
Control is the act of ensuring that this exceeding of limitations never reaches
a critically high or abort level. Or, if limits are exceeded, then alternatives
(the control dimension) are enacted that diminish the critical nature of the
events. It should be noted that “related factors” are considered in the generic
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sense. That is, legislative mandates (e.g., varying the disabilities allowable as
eligible for services), employment outlook in varying economic conditions,
counselors’ drive and motivational strength, professional-ethical forces, need
structures of counselors and clients, client personal strengths, drive and en-
ergy levels, and community resources are integral parts of this categorization.
Culmination of the above noted factors may result in strategies for empower-
ing consumer involvement in maximizing the rehabilitation process.

Anchoring a Proactive and Outcome-Focused Practice

The concepts brought together in this basic definition are given as boundary
conditions or guidelines. Functional control, then, provides only a connec-
tion to link the concepts coherently. The end result or action step, a proactive,
outcome-focused practice, still rests with the execution of consistent daily
practices and personal conduct that extends beyond self-defeating negative
attitudes that can arise.

Conclusion
It should be noted that the authors’ definition does not mention numbers
of “successful rehabilitations” or “successful case closures” as part of case-
load management. Because caseload management is considered a process to
achieve these universally stated goals, success is an outcome dimension and
generally will follow if the process is managed adequately from the outset.
There are two other issues that require attention when developing defi-
nitions. The first is the activity base from which counselors initiate caseload
management functions (i.e., a proactive versus a reactive base). The second is
the confusion of case management and caseload management as one and the
same with identical theoretical underpinnings. These important issues are
addressed in the following discussion.

A CONCEPTUAL MODEL OF CASELOAD MANAGEMENT
The practice of caseload management is not devoid of professionalism, nor is
there an absence of consistent approaches. Rather, counselors often develop
a personal methodology or approach but are unaware of the individual ele-
ments of their systems. Many of these counselors are unable to effect change
or initiate improvement without this insight or perspective. For experienced
counselors and for those who are being initiated to the demands of a case-
load, this text attempts to systematize an approach to caseload management.
The concepts offer a measure of organization and a professional base to help
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counselors develop a personal management style and personal management
system.

The conceptualization of caseload management that follows stems from
the authors’ conclusions that this area is bounded by four essential elements.
Figure 1.2 depicts the four essential factors in this framework: (1) Personal
Elements, (2) Data Elements, (3) Client Elements, and (4) Rehabilitation
Organization Elements.

Each of these elements exerts a specific influence or force on the caseload
management process. The methodology for coping with these factors is usu-
ally specific to the particular area of influence, and thus a separate knowledge
base is required for each area. However, because these elements do not exist
in isolation from one another, the interaction among them establishes the
fact that knowledge about or experience gained from each element is usually
synergistic with the others.

Clearly, it is this synergism that constitutes caseload management. These ele-
ments must be viewed and studied individually before they can be properly

Rehabilitation Organization
Elements

Client
Elements

Personal
Elements

Data
Elements

FIGURE 1.2 The Essential Elements of a Caseload Management Model
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incorporated into a personalized management system. However, this text will
concern itself with those two areas over which the counselor can exert the
greatest control and can have the most immediate impact: Personal Elements
and Data Elements. Client Elements, of course, can be influenced greatly by a
counselors action (or inaction). The influence is more indirect, and sufficient lit-
erature has been developed to treat these elements. The subsequent discussion
will present a brief overview of all four elements.

The management of a caseload is dependent first and foremost on the
personal characteristics of the counselor. In order to manage a rehabilitation
process, the counselor must first understand and be in control of aspects of
managing him- or herself in the most effective manner possible. Hence, it is
necessary for counselors to be as fully aware as possible of their internal dy-
namics: attitudes, beliefs, motivations, perceptions, decision-making skills,
and general psychological make-up.

Personal Elements have a wide range of components that require the
caseload manager to exercise some measure of control. Control is defined
very broadly and is not restricted to direct manipulation of overt actions.
Basically, knowledge is control. To acquire an awareness or knowledge base
in a particular area is to establish for oneself a measure of control. To lack
information and knowledge in a specific personal area and to be forced to
draw upon this area for interaction with external processes (persons and
procedures) is to suffer the consequence of having these external processes
control the caseload manager.

The authors believe that four content areas offer a framework for de-
veloping Personal Elements in a management process. These four areas are
(1) learning the basics of management for counselors, (2) becoming aware
of the specifics for establishing control, (3) developing an effective decision-
making base, and (4) gaining effective management of time. These basics of
management are an important area of consideration as counselors do not
often think of themselves as managers, or at least they most often prefer not
to do so (Rubin & Emener, 1979).

Personal Elements

One can never really act like a caseload manager unless one first begins to
think like a caseload manager. When the basic information of a management
framework is owned by the counselor, the “thinking process” has begun and
future constructive action is then dependent upon the use to which the coun-
selor puts the information gained.
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Once the basics of a management model have been incorporated into
a counselors generic modus operandi, refinements of the basics are then
possible. The caseload manager is now ready to focus directly upon the key
management function: control. Without a firm level of control—at least per-
sonal control if not the difficult-to-achieve structural or organizational con-
trol—effective caseload management will always be elusive, or achieved at
very dramatic personal costs to counselors. Thus, “stress” (Brill, 1995; Miller
& Roberts, 1979; Selye, 1978), “role strain” (Rubin & Emener, 1979; Vash,
2001; Woodside & McClam, 2003), and “counselor burn-out” (Emener,
1978; Faubion, Palmer, & Andrew, 2001; Olkun, 1999) all become relevant
issues for practicing counselors.

Decision making, of course, is the pivotal point upon which the case-
load management process balances. Decision making is a personal pro-
cess and requires an individualized approach to make the process valid.
However, if the basics for understanding this process and for objectifying
it are learned well, decision making becomes more than just an intuitive
endeavor (see chapter 4).

Effective decision making, however, will depend upon how well the
counselor has developed the control function. When the counselor firmly
believes a state of overall control is possible and consistently executes con-
trol, then the most formidable barrier to decision making has been removed.
Thus, we see how the acquisition of a true management style is highly depen-
dent on a process arrangement or sequential building of one set of activities
upon others.

Finally, the mortar for building any management program is the effective
use of time. The counselor’s consistency in managing a caseload will depend
upon whether he or she uses a systematic approach to managing time. By
relying on personalized principles and concepts for a complete understand-
ing of time management, the counselor is in control of the flow of day-to-day
management activities. Conceptualizing time management as a dual arrange-
ment (i.e., a quantitative base and an intuitive base) with methodology and
techniques specific to each leads to a comprehensive picture. Caseload man-
agers must learn to manage their time by becoming aware of the specific
manner in which they allot time to various activities (i.e., determining which
activities are effective and which are time wasters). Also, caseload managers
must sometimes manage time from an intuitive base that does not require the
gathering of facts, figures, and other data. Instead, they must be spontaneous
and ready to respond from internal processes that guide them through those
time traps and time robbers that threaten effective time utilization.
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These four areas are not all inclusive for establishing what counselors
should understand about the Personal Elements of caseload management.
They are the minimally necessary aspects. The information gained in this
area should stimulate a thinking process that will allow the manager role to
become cognitively and emotionally palatable. Although these are the mini-
mally necessary aspects for control of Personal Elements, the incorporation
of the principles learned in a counselor’s total approach to the job is not mini-
mal in terms of impact on performance and, thus, client services. These four
areas also serve as the core for dealing effectively with the three remaining
caseload management elements (i.e., Data Elements, Client Elements, and
Organization or Agency Elements) as they exert their influences on counselor
practice.

Data Elements

Managers of caseloads most often perceive Caseload Data Elements as the
only area toward which to direct management efforts. Counselors who at-
tend training sessions conducted by the authors come with the idea that they
will be dealing only with data, including computerized lists, the basic clas-
sification system, case movement, and case recording. As one can see from
what has already been stated, Data Elements are not the only area requiring
the application of a managerial approach. Caseload data points do, however,
constitute a significant portion of counselors’ areas of responsibility in reha-
bilitation settings, and must be managed, unless one would have them exert
such an influence that the data begin to manage the counselor.

Part II of this text will be devoted primarily to aspects of getting this
element of caseload management under counselor control. The areas empha-
sized will be (1) understanding the basic classification system, (2) managing
case flow, and (3) essentials of case recording and documentation.

The monitoring, assessment, and managing of client movement through
any process requires a systematic structure. In the rehabilitation field, indi-
viduals with disabilities who seek services in private and public rehabilita-
tion organizations automatically become part of pre-established monitoring
systems. Therefore, professional caseload managers who work within these
organizations or those who work in association with them must have suffi-
cient knowledge of the classification system private and public rehabilitation
organizations employ. This system gives counselors the expertise required for
moving clients through this monitoring system, and it gives counselors in the
public sector and case managers in the private sector, who work with these
agencies, an understanding of their terminology and nomenclature.
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Caseloads in public rehabilitation are systematized. The classifica-
tion system itself is somewhat static. When the different zones accumulate
numbers representing clients and when these clients move within the clas-
sification system, then a more dynamic case flow process is created. If effec-
tiveness and efficiency are to be achieved within this caseload management
framework, the counselor cannot move clients aimlessly through the system.
Instead, priorities for action must be established and methods applied for
assessment of actions that go beyond defined parameters. Next, the measure
of control required to cope with changing pressure points must be initiated.
This cannot be accomplished without structuring a management approach to
caseload data.

With the establishment of a consistent, stable system for classifying cases
and monitoring their movement comes an almost monumental amount of
data, figures, and facts. If one is to manage in this area, one must exert con-
trol over the massive flow of data. The usual tendency would be merely to
report the information according to the requirements of those asking for it
and stop there. However, if caseload managers can establish a methodology
for tracking the flow of cases from input to output stages, efforts to control
the Data Elements will be successful.

Accountability has always been a professional issue, whatever the field
in which an individual performs. It can be as nebulous as personally derived
accountability or as formal as an official audit. In vocational rehabilitation
agencies, accountability stems from personal and external sources. External
sources include those emanating from federal policy and regulations derived
from congressional legislation and appropriate consumer groups. In the pri-
vate sector, litigation factors and cost containment are among the taskmas-
ters overseeing accountability issues. For these reasons, case recording and
documentation are vital aspects of caseload management (see chapter 8). A
caseload manager should have the knowledge and skills required in these
two areas to facilitate gaining of control over Data Elements.

Client Elements

The characteristics of empowered clients exert a definite influence on case-
load management and thus constitute a significant element. These character-
istics are not much different categorically from those involved in the Personal
Element. That is, clients’ attitudes, affect, motivations, beliefs, perceptions,
social factors, resilience, and general psychological make-up are integral
parts of caseload management. DeLoach and Greer (1979) note concern for
accurate predictors to distinguish eventually successful clients from those
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who are not rehabilitated. This has been a research concern for two decades.
DelLoach and Greer determined that the personality variables of self-esteem,
self-acceptance, attitudes, and expectations correlated with client rehabilita-
tion success.

Counselors in the private sector must deal directly with Client Elements
from a management stance more than counselors in the public sector. The
client characteristics of major concern emerge from five potential problem
areas described by Kreider (1983): physical, emotional, financial, vocational,
and motivational. The problems all concern balancing the injured or disabled
client’s welfare with cost-containment restrictions posed by the contracting
organization.

Client Elements are less directly affected by a managing practice than are
the other three elements. That is, the execution of the action is incumbent
on the client. This influence felt by the counselor on caseload management
is controlled from a counseling or therapeutic approach. The techniques and
methodologies relied on are complex and require extensive and appropriate
integration into informed action plans. Rehabilitation counselors currently
receive sufficient training and usually acquire the basic skills necessary to
deal with Client Elements of a caseload at a relatively early stage in their
professional education. This area is fortunate to have a plethora of informa-
tion available from various sources with a variety of different models or ap-
proaches from which to choose. Hence, the significance of this element is
duly noted and the counselor can go to these previously developed sources if
a higher level of expertise is a personal or professional goal.

Rehabilitation Organization Elements

The final element of this conceptualization of caseload management has its
roots in the organization or agency’s structural and procedural processes. The
influence is related to the guidelines, policies, federal government demands,
changing emphases or priorities in serving different groups of disabled peo-
ple, and changing priorities in general. The control the caseload manager has
in this area is minimal. However, Figure 1.2 depicts this element as provid-
ing the medium wherein the other three elements operate, interact, and gain
their longevity.

Ideally, counselors will have input into the growth and development of
the rehabilitation organization element through individual goal-setting exer-
cises for output or production levels expected from a caseload, good record
keeping or reporting practices, and the cooperative, participatory teamwork
philosophy they bring to the job. Although counselors have input into this
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element, higher-level administrative processes are in control wherein checks
and corrective balances are achieved through a system over which the coun-
selor has only minimal control. Thus, no specific approach or elaborations
on techniques for managing in this area are included here. The counselor’s
intuitive skills and the knowledge gained throughout this text should be
available, however, when the counselor encounters situations calling for these
skills. The skills are generalized to all four of the basic elements of caseload
management. Although counselors’ conceptualizations of caseload manage-
ment are bounded necessarily by these four areas, basic action (or inaction)
orientation affects any form of practice. An action orientation for managing a
caseload sets forth the preliminary condition for viewing any conceptualiza-
tion of caseload management as falling into one of two summarizing classifi-
cations: reactive and proactive. Usually, one can predict the kinds of caseload
management activities that counselors will engage in by their tendencies to
place themselves into either part of this dichotomy.

Counselors who are aware of a tendency to consistently place themselves
in one of these classifications will be in a position to lay one or more building
blocks upon their efforts to construct a personalized style of managing. They
will be aware of which actions to reinforce and which maladaptive behaviors
to extinguish. The following discussion will concentrate on understanding
what these orientations entail.

Reactive Approach

As the term implies, reactive orientations stem from a stimulus-observe-act
model, which means the individual consistently fails to plan immediate
coping strategies for most approaching events (see Figure 1.3). Instead, the
counselor maintains a waiting posture and problem areas predictably build
up to a point where some corrective action is required. The counselor takes
no real preventive actions. From this stance, only minimal management prac-
tices can occur. A struggle merely to stay even or not to get far behind is pre-
dominant; this struggle cannot be termed management, but rather a struggle
for survival.

STIMULUS (make) ACT
(occurs) OBSERVATION

FIGURE 1.3 The Stimulus-Observe-Act Model
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For discussion purposes, the following definition illustrates a reactive ori-
entation: Caseload management is a composite of duties and responsibilities directed
toward relieving pressures from personal-professional domains, client domains, and
agency reporting-case recording domains.

The elements of a definition of the type above depict the counselor as
a troubleshooter or a brushfire fighter. The counselor waits for pressures
to occur before initiating action, thus taking a crisis orientation to caseload
management. Procrastination is a characteristic aspect, as evidenced by the
“relieving pressures” activities that come about from a wait-and-see posture,
thereby permitting a problem to become a crisis.

No descriptions of action for preventative management are built into the
definition. Counselors or case managers who adopt this position consistently
view their approach as that of a problem solver, deriving a great deal of rein-
forcement from this type of activity. The danger, of course, is that quite un-
knowingly counselors will at times create problems in order to demonstrate
their skill at solving them because with the solution comes the traditional
“atta-girl” or “atta-boy.” Caseload management professionals consequently go
about setting conditions to achieve as many “atta” awards from supervisors
and agencies as possible. Other than this demonstration, no real personal
control is built into a definition of this type.

The guiding objective in reactive practices is to stay even with the game.
Thus, caseload management becomes something that happens to the coun-
selor. To restate the old adage of whether the dog wags the tail or the tail wags
the dog, the caseload wags the counselor.

Proactive Approach

In contrast to the reactive approach, a proactive stance operates on an antici-
pate-act-assess-act-evaluate mode (see Figure 1.4). Here an anticipate-act cycle
replaces the stimulus variable of the reactive orientation. The “act” responses
following the “assessment” mode represent the caseload manager’s efforts to
refine decisions and to act on those variables that could not be anticipated.
This means that the counselor is now taking some action prior to a caseload
management event reaching crisis or problem potential. It does not mean that
problems will never occur and that no crises will ever be encountered. Rather,
a proactive orientation lays the foundation for controlling situations by initi-
ating some form of action that will continually lead one toward established
goals instead of relying on urgency as a motivator that will incessantly shove
one unceremoniously toward those goals. Consistency, of course, is the key
concept because realistically one cannot always anticipate and plan for future
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FIGURE 1.4 The Proactive Anticipation Cycle

actions. A reactive type of orientation might be the only response to certain
situations. However, the proactive counselor will not rely on this orientation
for any extended period of time.

The following statement is a definition of a proactive orientation. Case-
load management is an organized system of techniques or methods to effectively
and efficiently control anticipated personal, client, caseload, and setting demands
on one’ skills and resources and to react through immediate action steps to control
unanticipated demands.

Inherent in this definition is the concept of a counselor as an individual
who initiates or develops action steps to thwart agents that would disrupt a
flow process in caseload management. Counselors or case managers operating
from this orientation are not “holding tight.” Involvement in higher risk-taking
activities can be predicted, as opposed to the low-risk-taking approach charac-
terizing the reactive stance. The proactive definition depicts the counselor as
a problem preventer. The problem-prevention stance demands strong personal
characteristics of counselors as these activities most often do not come to the
attention of the supervisor or others who could offer proper reward. Caseload
managers operating from this base perceive reinforcement as derived from in-
trinsic personal sources, thus opting not to seek supervisory, agency, or other
extrinsic rewards. Control occupies a central place in a proactive definition.
Managers take the initiative in all phases of caseload management. These indi-
viduals make caseload management happen; therefore, they wag the caseload.

Proactive Versus Reactive
Proactive and reactive stances abound among counselors in the field. Unfor-
tunately, the latter variety is more abundant than the former. The definitions
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reported earlier were judged also on the basis of their proactive or reactive
posture. The information shown in Table 1.1 was used as a foundation for
making comparisons. If a definition basically revealed a striving for control,
avoiding possible pitfalls, or projecting an anticipatory approach to caseload
management, the definition fell within the proactive area.

Reactive definitions reflect a procrastinating nature. A person may rec-
ognize that a problem arises and only then take some action. No preventa-
tive or anticipatory action is initiated. Another facet is the attempt of those
guided by these definitions to equalize their efforts to all concerns without
differentiating the degree and complexity of the demands of a situation or
event.

Data not meeting the proactive or reactive protocols were defined as
noncommittal. Noncommittal definitions are those responses following the
stem, “Caseload management is . . .” taken by counselors who demonstrate a
lack of a proactive or reactive position on the issue of control. The definitions
used by these counselors lead them to avoid any real statement of anticipatory
actions. The noncommittal category also includes those definitions that are
too brief and so lacking in content as to suggest that these counselors either
have no knowledge base upon which to conceptualize caseload management
or prefer to remain in limbo and not commit themselves to a definite stance.
As the average years of experience in this group was approximately three,
the lack of a knowledge base seems unlikely. However, owing to the past
nature of caseload management as a less than fully conceptualized entity, the
knowledge base quite possibly is fragmented and as such could contribute to
this stagnating, noncommittal attitude.

In addition to the earlier definitions, which could be included in one
of the categories just described, other examples of actual definitions falling
within these groupings are given below.

TABLE 1.1
Approaches to Caseload Management
Proactive Reactive
1. Problem preventer. 1. Primarily a problem solver, brushfire fighter, crisis

oriented, a procrastinator.
. Seeks intrinsic reinforcers. . Seeks extrinsic reinforcers.
. Risk taker. . Low-risk taker.

. No personal control built in.

U A~ W N

2
3
4. Personal control.
5

. “Wags” the caseload. . Caseload “wags” counselor.
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Proactive Definitions
“Caseload management is . . .”

e a process whereby the caseload manager effectively controls and maintains
the caseload at a maximum efficiency to obtain the maximum results.

e the prompt and adequate movement of all applicants for vocational re-
habilitation services from an active status to case closure, without allow-
ing delay of movement due to lack of decisions, paperwork, or other
factors counselors can control.

Reactive Definitions
“Caseload management is . . .”

e the ability to keep the flow of work moving with as few snags as pos-
sible.

e the ability to be aware of casework flow and to spot any problem areas
and be able to correct them.

Noncommittal Definitions
“Caseload management is . . .”

e the orderly and timely movement of the rehabilitation process.

e performing the duties involved in vocational rehabilitation programs in
order to provide services necessary to rehabilitate individuals with dis-
abilities.

The results from the analysis of the 98 definitions examined revealed
that 26% were proactive, whereas 30% were reactive. The implication for
the field is that presently the majority of vocational rehabilitation counselors
are laboring under a reactive stance. Seventy-four percent of counselors in
this study find caseload management an area that must be tolerated but not
identified with, or more than likely an area that elicits their scorn. The cause—
effect relationships are not clear. However, inappropriate organization reward
systems for effective caseload management, confusing guidelines, unrealistic
objectives, and other situational and individual elements are but a few symp-
toms that contribute to a reactive stance or merely a noncommittal one.

The implications for counselor and supervisory actions are clear. If
a counselor is relying more heavily on one of these positions as a basic
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modus operandi, appropriate actions must be taken. That is, from a reac-
tive position both supervisor and counselor must interact to move closer
to resolving the negative aspects that arise. In contrast, mature counselors
who operate from a proactive stance are usually already aware of their ac-
tions. Thus, the responsibility is primarily for supervisors to be aware of
those proactive behaviors and properly to reward and reinforce these re-
sponses in their staff.

BENEFITS OF IMPROVED CASELOAD
MANAGEMENT PRACTICES
The benefits for initiating a structured, ordered approach to caseload man-
agement come from a variety of sources. These outcomes assist in answering
the question, “Why change or improve caseload management practices?” The
five areas discussed below represent only a few of the many benefits that ac-
crue from the enactment of a true management approach.

Increased Efficiency

A succinct definition for efficiency is, simply, doing things right. Consistent
correct outcomes can come about only within a well-defined system of checks
and balances, monitoring and evaluating stepwise actions. In their mention
of realizable rewards, the study group of the Third Institute on Rehabilitation
Services (Muthard, 1965) identified several products of improved caseload
management, one of which is efficiency. Caseload management was seen as
“measurable in terms of increased efficiency; that is, improving the ratio of out-
put to input” (p. 1). To be efficient, rehabilitation professionals must recognize
and understand the characteristics and trends of their operating system and
how each of these must be integrated into service delivery (Havranek, 1995;
Riggar & Maki, 1997; Rubin & Rubin, 1988). To a large degree, these char-
acteristics define the unique skills, competencies, and knowledge bases that
counselors and case managers must utilize in order to be efficient throughout
their practices (Hursch, 1995). Almost any professional is motivated to seek
methods for satisfying the economy-of-effort principle. An improved caseload
management system provides a means for achieving greater production with
at least the same effort, if not with less effort. Woven properly into counselors’
styles for action, increased efficiency will not mean a sacrifice in the thera-
peutic relationships with clientele. Rather, overall competence is more readily
obtainable.
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Increased Effectiveness

A succinct definition of effectiveness is doing the right thing. Thus, with on-
going correct and consistent actions (efficiency), the caseload manager must
decide which prioritized action to take next. These actions evolve into man-
agement skills.

The effective use of management skills when working with multiple
rehabilitation services has several advantages. First, it allows the counselor
to become aware of a vast array of rehabilitation services within the com-
munity. “The case manager can concentrate on providing only those services
for which he or she is trained while linking the client to the services of other
professionals” (Woodside & McClam, 2003, p. 212). Second, not only do
effective caseload management practices increase the efficiency of counselors,
but they also increase the impact on the broader goal of assisting in the self-
actualization and self-sustenance of individuals with disabilities. The study
group mentioned above also spoke further to the point of improved caseload
management as impacting counselor function. “Another facet of this would be
increasing the effectiveness of the counselor as counselor. That is, if the rehabilita-
tion counselor is relieved of clerical and other routine tasks, whenever feasible, [the
counselor] will have more time to engage in counseling” (Muthard, 1965, p. 1).

Finally, caseload managers must become aware of the difference between
tasks that fall within an operating category (i.e., tasks others should be per-
forming or tasks that do not require the counselor’s level of skill training ) and
those that fall within a managing category (i.e., tasks requiring the specialized
skills and knowledge of the counselor). Then, understanding the necessity to
delegate those operating tasks, where feasible, must follow.

It is not ironic that through a management approach the counseling
role is enhanced, and that this role establishes greater gains in authority and
prominence for the counselor. The irony is the disbelieving attitudinal pos-
ture of many counselors who find it difficult to mesh a seeming dichotomy
(i.e., counselor versus manager roles) into a unity. This conflict of deferring
commitment to one role while attempting to be effective at the other has
robbed many counselors of effective performance.

Standards and Limitations

With a functioning caseload management system comes the opportunity
to set standards and limits within which one will manage a process. Such
standards offer goals to be attained and, at the same time, set boundaries
for reality testing. The benefits should be a decrease in anxieties that, in the
past, arose from the perception of a seemingly limitless set of variables to
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control. Further, a measure of reward is acquired when the individual per-
forms within the standards established and begins to control those variables
that can be controlled. The limits against which counselors will test them-
selves will emanate from personal and organization-established standards.
The managing efforts directed toward operating within personally set limits,
when these limits are maturely and wisely established, will provide a self-
reinforcement program that is nonexistent in some agencies. Therefore, the
overall effect will be a more relaxed approach to the job and a more enjoyable
working environment.

Increased Professionalism

Logically, the next benefit for improved caseload management to follow from
the above discussion is that not only will it allow counselors to better utilize
their professional skills, but improved practices will also add to their self-
perception as competent professionals (Muthard, 1965; Rubin & Roessler,
2001). If indeed counselors are managing appropriately and meeting per-
sonal expectations by fulfilling the job functions for which they were trained,
professionalism is a realizable goal. However, if counselors continue to flaunt
the counselor role and show disdain for activities that are significantly mana-
gerial, then anxieties and frustrations will stunt any image counselors have of
themselves as professionals.

Stress Reduction and Job Satisfaction
One of the most important roles for caseload managers is the coordination
of services. “Because in-house services are limited by the agency’s mission,
resources, and eligibility criteria—as well as by its employees’ roles functions
and expertise—arrangements must be made to match client needs with out-
side resources” (Woodside & McClam, 2003, p. 211). Therefore, a final benefit
to be mentioned, as a reason for improved caseload management, is one that
contributes not only to counselor well-being, but also to the stability of the
organization. With increased management skills practitioners develop the abil-
ity to utilize important information regarding the availability of rehabilitation
services (Bishop & Degeneffe, 2003). This benefit arises from the conclusion
that improved counselors’ caseload management practices will allow for more
productive provision, coordination, and delivery of services in rehabilitation
settings. Thus, practices build on the counselor or case managers knowledge
about availability of services and the skills to put these services to use.
Counselors who practice effective management skills are more ef-
fective professionals and work to ensure client-informed choice and self-
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determination. However, improved counselors’ caseload management
practices, and thus more favorable perceptions of themselves as profes-
sionals, is “linked to the old problem of retaining and recruiting trained
professional staff” (Muthard, 1965, p.1). Although there are numerous
reasons for counselors leaving their positions in both the public and pri-
vate sectors, from the authors’ perspective, many of those can be linked
to disillusionment with the field of vocational rehabilitation as a panacea
for fulfilling the professional aims of counseling persons with disabilities
toward greater self-actualization (Cassell & Mulkey, 1985). Rapid staff
turnover is another significant problem impacting all aspects of rehabilita-
tion organizations and their services. “Staff turnover is influenced by many
factors and the associated high monetary and service-related costs are sig-
nificant concerns for community based rehabilitation programs” (Mallik
& Lemaire, 2003, p.25). Previous literature has noted four reasons for
employee departure. They are (1) lack of opportunity for advancement,
(2) little job satisfaction, (3) stress and burnout, and (4) personality differ-
ences with management/supervision (Brill, 1995; Mallik & Lemaire, 2003;
Riggar, Hansen, & Crimando, 1987; Woodside & McClam, 2003).

As consumers of rehabilitation services are responsible for directing the
development of their plans and services, they are more involved than ever
before in the decision-making processes regarding service delivery (Bishop &
Degeneffe, 2003). Therefore, they must realize that rehabilitation professionals
do not just help people through the rehabilitation process. Instead, counselors
seek to empower individuals in the management of their rehabilitation pro-
cesses, and they work to ensure client-informed choice and self-determination
(Bishop & Degeneffe, 2003; Cassell & Mulkey, 1985).

The management base and philosophy support and augment the
counseling function. Muthard (1965) has suggested that counselors dis-
charged only approximately 25% of their time in what can be termed the
counseling function, while the remaining 75% was allotted to other sup-
porting functions. The “other supporting functions” fall within the pur-
view of the role of the counselor as a manager. Thus, we can see evidence
of the extent to which the counselor is actually involved in managerial ef-
forts. From 1965 until today, it has become apparent that counselor func-
tions have basically remained the same. Therefore, with full acceptance of
manager orientation as a reality and the imbuing of it with a personal bias
for constructive action, the profession will develop with greater solidarity,
exhibit less contradiction, resolve many contrasting philosophical issues,
and, in the end, establish firmer job stability and personal satisfaction for
counselors.
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CASELOAD MANAGEMENT: ART OR SCIENCE?
To conclude this chapter’s attempt to define what does and what does not
define caseload management, consideration should be given to the whether
caseload management is art or science. The field of private or insurance reha-
bilitation has only recently formalized practice tenets and guidelines.

In the past, attempts at fully describing caseload management have de-
fied definition to the point that one could conclude at times that it does not
exist as a scientific entity. Very little research has contributed to a scientific
base. The questions that arise are (1) What gives this universally espoused
term a basis for existence?, and (2) If caseload management exists, who or
what gives it continuity and definition?

A plausible explanation is that the acts and practices of professionals
in the field culminate in a gestalt that is then labeled caseload management.
With the individual parts and processes identified and isolated, they subse-
quently combine to produce “caseload management.” However, these parts
and processes cannot be totaled in any simple form. Thus, at the moment,
one can only conclude with partial certainty that caseload management exists
as an art emerging from cogent practices of many proficient professionals
performing from individualized management styles.

This conclusion immediately provokes a critical inquiry. How does the
field achieve transfer of knowledge and skills among all its practitioners? The
answer lies with the identification and collection of the salient features of
the art that are exhibited consistently by successful counselors or case man-
agers. The next step is teaching these salient features to the motivated learner
who will then become a knowledgeable and skilled practitioner. The point
to be developed in this text is that the art can be embellished or added to
through an organized, structured information base. A more complete un-
derstanding of the parts and the processes of caseload management can be
gained to give it order, consistency, and transference for increased learning by
professionals and ongoing achievement of professional development as well
as improved service delivery systems.

SUMMARY
This chapter has developed a rationale and overview that set the stage for
content specifics to follow. It was noted that the competency upon which
professionalism can evolve must come from the integration of a manager phi-
losophy with a counselor philosophy. The benefits that can be gained from
working toward improved caseload management were presented. These five
areas were discussed: (1) increased efficiency, (2) effectiveness, (3) limits
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testing, (4) professionalism, and (5) job satisfaction. A conceptualization of
caseload management was introduced. The chief components of this frame-
work were organized around four essential elements of caseload manage-
ment: (1) Personal Elements, (2) Data Elements, (3) Client Elements, and
(4) Rehabilitation Organization Elements. The purpose of the present text
is to develop in detail the first two of these elements. Finally, the question of
whether caseload management is art or science was posed. The conclusion
is that the science of caseload management must be considered a functional
developmental process to interface with the art. As such, the rehabilitation
professional must continue to be an integral, contributing part of defining
“Caseload management is. . . .”
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CHAPTER 2

A Management Model for
Rehabilitation Counselors

THE MANAGEMENT MODEL

Abraham Maslow, in his well-known conceptualization of the hierarchy of
human needs, stated that one fundamental group of needs stimulates behav-
iors that satisfy a need for order, stability, and structure (Glass, 1991). To be at
their highest level of functioning and achieve the greatest output counselors
must fulfill the requirements of these basic conditions before the emergence
of needs in the relatedness, self-esteem, and self-actualization areas. That is,
if an individual is to make maximum movement toward functioning as an
effective counselor with the proper credentials to maintain a professional
profile, that individual must deal systematically with the establishment of the
required order, stability, and structure. These systematic attempts, of course,
can only originate from the acquisition and application of a management
philosophy or program that has the variety and depth to meet the complex
demands of public and private rehabilitation organizations. Rehabilitation
counselors often come to the field well versed in several counseling models
but ill-prepared to confront an entire process of multifarious variables and
contingencies that must be managed, controlled, or otherwise kept within
some realistic boundaries.

Counselors frequently fail to think of themselves as managers. The ra-
tionale is, “I am a counselor. Why do I need to know management?” Reeves
(1994) points out that there are managers without titles. Reeves states, “You
may not think of what you do as ‘managing,” but if you are working through
other people to achieve a purpose or goal, you are managing” (p. 4).

Ultimately, professionals in the field of administering and delivering ser-
vices to individuals with disabilities must confront the realization that the
management process at all levels of the organizational structure is paramount

35



36 CONCEPTUAL ASPECTS OF CASELOAD MANAGEMENT

for effective and efficient program success. Without question, administrative
and supervisory personnel operate from a management base and thus are
relatively comfortable with their role structure. Their array of activities can be
ordered into recognized patterns of duties and responsibilities that permit rel-
atively conflict-free roles. The role of counselor in a vocational rehabilitation
agency, however, is rarely conceptualized or experienced as a gestalt of com-
monly accepted and agreed-upon activities. The preponderance of literature
on the coordinator versus counselor controversy and other elaborate works
that describe what a counselor in the rehabilitation field does give credence
to this observation. The conclusion to be drawn is that no systematic model
currently exists for describing or explaining the array of activities engaged in
by counselors. When no consistent, interdependent behavioral guideposts
are available, confused and frustrated performance can be the result.

This chapter is devoted to the development of the basics of a manage-
ment model that will give practitioners a foundation for understanding the
relationship between their role as counselor and their role as manager in a
rehabilitation setting. Such a model provides a basis for meshing these seem-
ingly unrelated roles into a personalized counselor management model. This
blending, however, depends on an application phase that cannot be taught
easily but that most readily evolves from some already established solid base.
Thus, although this chapter provides a broad cognitive base, some additional
components such as personal motivation or drive must be present in sufficient
quantity to give impetus to the information gained. The model presented in
this chapter is organized around three conceptual areas: (1) Base Concepts,
(2) Process Concepts, and (3) Structure Concepts (see Figure 2.1).

Base Concepts are static aspects that form the building blocks and the
basic support that give the model stability. For example, boundary definitions
must be available that provide an understanding of the distinction between
the role a counselor performs in a rehabilitation setting and the functions
or activities required of the counselor. Distinctions are made among those
aspects of counselors’ activities that give order and clarity to the job because
only then will proper affective and cognitive goal-directed behaviors arise.
Thus, a resolution of conflicting expectations (from the role base) will allow
performance to initiate from the proper skill area (i.e., the function base).

Process Concepts are the dynamic aspects of a management program.
They are concerned with the outcomes obtained from effectively combin-
ing technical skills (e.g., filling out forms and following procedures) with
human relations skills (e.g., counseling). These enable the process to move
from beginning to end stages with a minimum of progress-thwarting barriers.
The focus of this segment of the model is on the global skills of a caseload
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R:/osl-e Dual Roles of a
Function Rehabilitation Counselor
BASE
CONCEPTS
Basic Functions of a
Caseload Manager -
Global Skills of a Caseload Manager
PROCESS *
CONCEPTS
Aspects of Managing Tasks and
Managing Relationships
STRUCTURE Three BasflgrStrategles
CONCEPTS Caseload Management

FIGURE 2.1 The Major Components of the Cassell-Mulkey Rehabilitation Counselor
Management Model (1985)

manager and on how to interface the management of the mutually interact-
ing task and the relationships are the two crucial areas for any manager in a
human services organization to consider.

Finally, with Structure Concepts, the last necessary component of the
management model is in place. The first two components are the fabric for
developing a management ideology but this collection of concepts and prin-
ciples must have a background or structure whereby the fabric can be woven
into some unified whole. Thus, Structure Concepts focus on strategies on
which caseload management practices are usually based. Practices stem from
one of three basic strategies or a combination of strategies.
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ROLES VERSUS FUNCTIONS
Basic to any management model is the understanding of the distinctions be-
tween roles and functions. In practice, confusions between them are likely
to distort the entire performance schema; therefore, clarification must lead
the way for counselors to establish higher-level individual commitments to
their job activities and lay a firm groundwork for a control or management
position.

Roles

The definition of a role is arrived at by using three rudimentary terms or
concepts: (1) title descriptors, (2) implied expected behavior patterns, and
(3) status within a group. Roles are depicted in operation manuals and other
agency documents that outline duties and responsibilities to be performed.
Roles also evolve out of an implied structure through expected behavior
patterns and status within groups. Implied expected behavior patterns are
created over time through the reinforcement of certain patterns of perfor-
mance. For example, some rehabilitation counselors are reinforced for their
continued involvement in community development programs for individuals
with disabilities. Status in a group also determines roles when, for example,
the general characteristics of an individual make that person stand out as a
leader. The three terms discussed here are used singularly or in combination,
but all three form a broad base for understanding the role of an individual.
As seen below, the field of rehabilitation is not always clear in the distinctions
made among these terms and thus conditions are set for ready-made contra-
dictions and role stress that can frustrate efforts directed toward managing
for appropriate outcomes.

Outlined responsibilities often take the form of job descriptions or list-
ings of conceptual activities encompassing a variety of duties and acts. The
authority to carry out these activities is the key to establishing consistently
accepted role responsibilities among counselors. In the rehabilitation field, if
a significant level of authority is not afforded to those counselors who have
the maturity to accept it, role responsibilities will be incomplete. Likewise,
if appropriate authority is present and the counselor lacks the initiative or
sufficient leadership qualities to use it, role demands and outcome expecta-
tions will be in conflict. Only when adequate responsibilities are outlined
and significant authority allowed can counselor-managers justifiably be held
accountable for the roles expected of them. Finally, the authors contend that
counselors in diverse areas of rehabilitation have evolved to the place where
they must now perform not one but two roles, each with specific functions,
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duties, and responsibilities. The dual roles expected of counselors in rehabili-
tation are discussed later.

Functions

Definitions offered for a function show it to be a significant part of the de-
scription for a role. In management terminology, functions are defined in
terms of the tasks, the acts, or the operations expected of and performed by
an individual (Hannagan, 2002; Introna, 1997). Functions then give defini-
tion to roles and not vice versa. That is, for any particular role an individual
fulfills within an organization, there exist descriptions of the functions that
constitute that role. However, a list of scattered functions lacks the complete-
ness and boundary-setting qualities of a well-defined role. Likewise, just as a
caseload manager has a role to fulfill by the performance of certain functions,
so do clients or receivers of services have the responsibilities inherent in ful-
filling their roles and functions within a rehabilitation process.

The traditional functions required of managers in many settings can also
be used to define the role of the counselor-manager in rehabilitation. These
management functions are described later, along with some of the typical
functions performed by counselors. The descriptions of counselor functions
presented here are intended only to give the reader an idea of the array of
activities stemming from the counselor role. The list is not intended to be
exhaustive; further elaborations on counselor functions can be obtained
from other classic works, which give their primary attention to this task (i.e.,
McGowan & Porter, 1967; Muthard & Salomone, 1969).

In the field of rehabilitation, expected duties or functions required of
counselors are far from cut and dried. However, careful scrutiny of the ex-
pectations and cogent categorizing of the functions required gives rise to our
conclusion that counselors working in multiple vocational rehabilitation set-
tings must perform the dual roles of counselor and manager. As seen below,
the statement of the expectancy of a dual role position does not constitute a
dualism or a paradox. Rather, we are espousing a viable harmony to account
for the expected and necessary duties or functions presently being performed
by individuals in these rehabilitation settings.

DUAL ROLES OF THE REHABILITATION COUNSELOR
Rehabilitation literature has long debated the two primary roles required of
counselors (Cassell & Mulkey, 1985; Henke, Connolly & Cox, 1975; Patter-
son, 1957; Riggar & Maki, 2004). Arguments have focused on whether these
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service providers are counselors, coordinators, or some combination of the
two. The incompleteness of the argument has continued the controversy into
the present day so that conceptual awareness and performance commitments
have significant barriers to overcome, thereby causing efficiency to deterio-
rate. This incompleteness stems more from basic conceptual flaws in the ar-
guments than mere semantic differences. When combined, the elements of a
counselor framework constitute a larger whole. However, it is important that
this framework reflect the coordinator function as only one component of a
more significant, encompassing management process, which involves several
other functions. Counselors practicing in rehabilitation agency settings will
rely on the coordination function for effective performance; however, an in-
dividual who is a coordinator will not necessarily be a counselor.
Coordinating, of course, is one of the five major functions that must be
performed by managers regardless of setting. However, the implication and
underlying message are the expositions one is accustomed to reading is that
counselors are not capable of the entire management process, only the one
function (coordination) or the one role (counselor). Here we can visualize the
discrepancy and conflict arising from the confusion of elevating a function to
arole. In the rehabilitation field, the result is usually personal commitment of
the practitioner to the higher status counselor role but indifference to the coor-
dinator function. The ability of counselors to perform the manager role should
not be considered the critical issue here; rather the lack of opportunity and
properly established reward systems are more significant barriers that need
to be considered if the seemingly dichotomous roles are to merge into one
unified role for efficient performance. The position taken here is that, indeed,
two primary roles are required of rehabilitation counselors (see Figure 2.2).

SELF-
ACTUALIZER MANAGER

REHABILITATION COUNSELOR

FIGURE 2.2 Dual Roles of Rehabilitation Counselors in Vocational Rehabilitation Settings
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One role is the counselors commonly accepted position, the role of a self-
actualizer. A self-actualizer is an individual who accepts the responsibility to
be part of a process that allows people’s potential to reach the highest attain-
able level (i.e., potential within clients, within peers, within subordinates,
and within the counselors themselves).

The remaining role is that of a manager in this process. Self-actualization
does not simply emerge from the manager. It is a process that changes and
evolves over time. Therefore, administration of a definite process or sequence
of events and activities, through the manager role, permits access to the self-
actualization level. These two roles will be discussed below with the greater
emphasis given to the components of the manager role.

Self-Actualizer Roles

The public agency rehabilitation counselor must function as a significant
other to allow the client to achieve a self-actualizing level of functioning, that
is, the achievement of the highest level of functioning of which that indi-
vidual is capable. However, the self-actualization process in the private reha-
bilitation sector reflects a level of functioning that is a state of employability
for the individual as near as possible to the preinjury level of employment.
Counselors in this case appear to follow a return-to-prior-functioning-level
philosophy for working with their clients with disabilities. Matkin (1983a)
notes that

Although the public vocational rehabilitation system seeks to maximize a
disabled clients potential, the philosophy of workers compensation (i.e.,
private sector rehabilitation) is to restore the individual to the preinjury level
of employment or, if that is not possible, to a state of employability as near
as possible to that level existing prior to the occupational injury. [p. 237]

This argument is not, in and of itself, a negation of the self-actualization
philosophy. With these cautions in mind, the following discussion elaborates
on this self-actualization process.

The “self” described in this case is discussed in the generic sense. Thus,
the actualizing of a self can occur at the provider or counselor level as well
as at the client level. The term self-actualizer is chosen as descriptive of the
needs and goals of the counseling process and thus conceptualizes the role
more clearly than the more often used term counselor. As a self-actualizer, the
rehabilitation professional can perform responsibilities well recognized as
proper activities for such an individual—interview, establish positive rapport
settings, counsel for problem identification-problem abatement, offer occupa-



42 CONCEPTUAL ASPECTS OF CASELOAD MANAGEMENT

tional information, assist in goal selection and guidance toward goals, and as-
sist in preparation for work adjustment and work stabilization, to name only
a few. Several authors have made lists of numerous characteristic responsibili-
ties and duties performed by counselors (e.g., Bellini & Rumrill, 2000; Blake
& Mouton, 1985; McGowan & Porter, 1967; Van Voorhis, Braswell, & Lester,
2000). With the exception of only a few, these lists contain only counselor or
self-actualizer functions.

The self-actualizer role is well documented in the literature as a pri-
mary role and counselors are extensively trained to perform this role. Univer-
sally, rehabilitation counselor education training programs establish curricula
heavily imbued with counseling theory, counseling practicum, and intern-
ships in counseling with clients. Also, programs sponsored by state agencies
and continuing education training programs select classic models such as
Carkhuff, Perls, and Rogerian, or some other counseling model to prepare
their counselors (Carkhuff, 1969; Carkhuff & Pierce, 1975; Cohen & Cohen,
1999; Okun, 1999; Perls, 1969, 1973; Rogers, 1951, 1961; Seligman, 2002;
Thomas, 2000). At the conclusion of such training, the rehabilitation coun-
selor usually has an adequate base for establishing the self-actualizer role.

The self-actualizer role also offers a means for visible and immedi-
ate gratification that in the past has caused this role to be valued above the
manager’s role. With the self-actualizer role, the counselor can establish
conditions to attain rewards and experience fulfillment in the absence of an
organizational reward system. The counselor in this instance is in control of
personal reinforcers, and draws from these reinforcers to make further com-
mitments to the self-actualizer role.

Manager Roles

In contrast to the self-actualizer role, the manager role in the past has not
been a well-recognized or well-documented area in the public sector. Few
articles are written on the managerial aspects of counseling in the rehabilita-
tion area, few academic courses incorporate principles of management for
counselors, and little experience is afforded in training for managing a case-
load. Thus, the foundation for establishing the manager role has not emerged
fully in public rehabilitation.

The manager role also suffers a low status position because the activities
often are not conspicuous, and opportunities for immediate gratification are
not readily available. The manager-role activities are not rewarded by agency
systems, and intrinsic reinforcement processes require a mature counselor to
garner adequate reinforcement to continue proficient performance.
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Because private sector rehabilitation is frequently viewed as a business
(Matkin, 1985), the manager role takes on a relatively different emphasis. Re-
search depicts the roles and functions of the private sector rehabilitation profes-
sional (Buys, 1993; Habeck & Munrowd, 1987; Mullahy, 2004; Shrey, 1995a;
Shrey, 1995b). These bodies of work revealed five major task categories:

1. Planning and coordinating client services.
2. Business and office management.

3. Job development and placement.

4. Diagnostic assessment.

5. Other professional activities.

Role Integration

The self-actualizer and manager roles have been discussed as two separate
entities or dichotomous roles, but in actuality they are interlinked and in-
terdependent. Figure 2.3 depicts the hypothesized relationship between the
two. Whatever the setting, little of either major role is excluded as an integral
part of effective counselor performance.

For discussion purposes separateness is maintained, but counselors
viewing the relationship of the manager and self-actualizer roles as they are
depicted in Figure 2.2 will have conflict in committing themselves to both
roles. A oneness must be maintained in responding to the requirements of
both role areas. The familiarity in the field with the term counselor compels the
authors to draw upon it with great frequency throughout this text; therefore,
we will use the terms self-actualizer, manager, and counselor interchangeably.
However, this does not mean that we have abandoned our earlier reserva-
tions about conceptualizing the person as performing counselor activities
only; these still stand. On the contrary, quite often the individual’s lack of
an adequate knowledge base or adequate awareness prevents full acceptance
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FIGURE 2.3 Interfaced Self-Actualizer and Manager Roles
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of manager-role activities. This situation may occur because counselors are
unaware of the functions to which they must commit themselves in an or-
derly manner. Acceptance of manager-role activities will be facilitated when
counselors recognize this limitation. In fact, rehabilitation professionals are
currently fulfilling many managerial functions, and the only missing ingre-
dient for effectiveness is often a lack of a systematic, organized format from
which to operate.

BASIC CLUSTERS OF MANAGERS

Authorities in the management field have identified basic functions required
of managers regardless of the setting in which they operate. The number of
functions described by writers often varies but most can be subsumed under
the five basic skill clusters listed in Table 2.1, which for our purposes now
become the basic functions of caseload managers. As the discussion below
indicates, the counselor-manager in rehabilitation draws from these functions
in varying degrees. Effective individuals who actually manage their caseloads
intuitively draw from these five functions. If the counselor-manager can lift
the functions out of partial obscurity to a personal awareness level, the gains
for improvement in the caseload management process are obvious.

Skill Clusters
Skill clusters are patterns of actions that revolve around central themes or axes.
A skill is a learned ability for doing an activity in a competent manner. Often,

TABLE 2.1
Basic Manager Functions in Caseload Management

Traditional Managerial —Typical Corresponding

Functions Caseload Management Functions

Planning Establishes set and setting for interpersonal communications
to occur.

Organizing Initiates and facilitates interpersonal communication process
with clients and staff.

Coordinating Serves as adjunctive link to physical, social, and emotional
rehabilitation regimes.

Directing Executes an interpersonal-vocational problems identification
process.

Controlling Guides goal-setting activities and necessary corrective action

phases within an individualized rehabilitation program struc-
ture. Objectifies Individualized Plan for Employment.
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the execution of one skill relies on another prerequisite skill. Thus, skills often
occur in clusters, each one relating to another (Cassell & Mulkey, 2004). Each
cluster gathers together sets of specific actions that the caseload manager uses
for consistency of personal practice and for fulfilling organization standards.
For caseload managers, as reflected in Table 2.1, there are five major skill clus-
ters: planning, organizing, coordinating, directing and controlling.

Planning

Planning is a key function in the management process. It assists the coun-
selor in guarding against the influences that interfere with the daily tasks that
produce desired management outcomes (Cassell & Mulkey, 2004). Webber
(1975) declares that the rationale for planning “is not to show how precisely
we can predict the future, but rather to uncover the things we must do today
in order to have a future” (p. 268). Being in charge of the future (in a man-
agement sense) begins with good planning skills today.

“Planning is intrasystemic, which means that planning develops its own
internal system properties. Planning must be approached in a systematic way”
(Cassell & Mulkey, 2004, p. 258). Planning long has been seen as a basic strat-
egy for managers. More recently, the focus has begun to narrow to strategic
planning (Cook & Fritts, 1994; Introna, 1997; Luther, 1995; Sahlin-Andersson
& Engwall, 2002), which places emphasis on planning as a critical and essential
component of the management process. According to Webber (1975), dreams
and visions are of importance in the planning process. Therefore, “a sense of the
present developmental phase of the caseload, and where one should be with it,
is a part of strategic planning” (Cassell & Mulkey, 2004, p. 259). Ackoff (1970)
further extends this perspective by the contention that planning is anticipatory
decision making. Although planning is projected, the strategic planning process
is applicable not only at the macro level, but on the individual level as well.
Cassell & Mulkey (2004) reflect on the steps projected for the individual level:

1. a personal vision,

2. writing down assumptions that shape a caseload,

3. from the assumptions listing, stating the issues facing a caseload and
the desired objectives,

4. developing measures for each objective, and

5. choosing strategies that will satisfy each objective.

Finally, systematic planning requires that a common purpose exist
among all of the manager functions to be accomplished in the process of
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caseload management. All of these activities are interlinked by issues affecting
performance and outcome. First, planning has an influence on the morale of
both the counselor and the client. It is for this reason that planning is intrin-
sically linked with goal-setting activities. Although it does not eliminate the
unmotivated client syndrome, a first step is taken to deal with the problem.
Second, inherent in the above statement is that planning affects productivity
on a personal level. Well-constructed planning forecasts the degree to which
the counselor, the client, and the agency as a whole accomplish tasks. Third,
planning is essentially a problem-prevention activity and thus is an integral
function in a proactive counselors repertoire. Without adequate planning,
rehabilitation professionals direct attention to planning as the one goal, when
in fact, “it is a common direction in which the caseload manager, the client,
and the program are moving” (Cassell & Mulkey, 2004, p. 259). Planning is
the conscious selection of successive plans, one building upon the other, and
the creation of successful and informed outcomes.

Organizing

The cluster of skills involved in organizing initiates a true action function, and
focuses on the establishment of the next priority that will engage the caseload
manager. Although planning is a somewhat passive mentalor largely non-
observable activity, organizing involves actively bringing resources together.
Such resources include people, financial resources, placement sources, and
equipment to establish the most beneficial pattern for attaining established
goals. At this level the rehabilitation professional functions analogously to a
“managerial architect.” That is, the manager directs efforts toward laying the
foundation for integrating people variables with all the intricacies of financial
and budgetary demands and other hardware elements. At the same time, the
manager attempts to arrive at a coordinated balance of people and supportive
variables that will stand the test of time.

Organizing is a priority and can be viewed as having two prime response-
demand areas that elicit action from counselors: (1) structural demands and
(2) humanistic demands. Structural demand areas require a rehabilitation pro-
fessional to

1. clarify responsibilities with the rehabilitation supervisor and other
professionals in the rehabilitation unit.

2. clarify with clients who the responsible parties are for particular as-
pects of the rehabilitation program or plan.
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3. deal with centralization versus decentralization of authority in a reha-
bilitation unit. That is, does the maturity level of the counselor and
the latitude given by the supervisor match? Often, the counselor’s
“track record” is the determining factor.

4. determine the span of control, or establish the conditions or limits
over which a counselor may effect control. For example, there is a
limit to the number of clients a counselor can manage effectively.

5. establish standards, boundaries, or goals against which one can struc-
ture action steps.

Humanistic factors come to bear on the organizing functions when we
realize what part the following elements play:

1. Mental set or attitudinal factors can create chaos with this function if
adequate preparation does not precede action.

2. Motivation is an important consideration in organizing if we realize
that the absence of motivation sets the conditions for procrastination
and thus ill-defined organizational attempts.

3. Centralization versus decentralization