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Development of a Care Delivery Model for
High-Need Older Adults in the Community
Hui-Fen Hsu ▼ Kuei-Min Chen ▼ Yu-Ming Chen ▼ Chiang-Ching Chang ▼ Meng-Chin Chen ▼ Chuan-Feng Kuo

Background: High-need older adults have multiple needs and require different types of care services. Care coordinators in
community care centers in Taiwan, however, often experience difficulties in providing sufficient care services because of the
inadequate capacity of case management.

Objective: The aim of this study was to develop a realistic care delivery model for the care coordinators to manage the care of
high-need, community-dwelling older adults.

Methods: Focus-group interviews concerning elements and process for establishing a care delivery model were conducted with
12 care management experts in two groups: the practical work group (three registered nurses and three social workers) and the
care management group (three care managers and three care management supervisors). The interviews were video-recorded and
subjected to content analysis.

Results: A five-stage care delivery model was formulated: case screening, case assessment, care plan, care delivery, and follow-up
evaluation. Six types of high-need older adults were identified: those living with disability, solitude, dementia, depression,
elder abuse, and poverty. A list of categorized care services, including care resources, social welfare resources, and
caregiver resources, was then used as a guide for case management and care delivery.

Discussion: The developedmodel—consisting a classification of services for different types of high-need older adults—serves as
a guide for care coordinators in community care centers to make better decisions on service linkages, resourcemanagement, and
care plan monitoring.
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The global population is aging. The number of people
over the age of 65 years old was approximately 6.12
billion in 2017, accounting for 8.3% of the total world

population; this number is expected to reach 15.46 billion in
2050 and 25.15 billion in 2100—which is 4.11 timesmore than
the population of older adults in 2017 (United Nations, DESA/
Population Division, 2017). Similar to theworld trend, Taiwan
statistics reveal an aging population, and it is expected to con-
tinue (Ministry of the Interior, Department of Statistics, 2017).
It is recognized that age-related changes inmany cases contrib-
ute to chronic conditions or disabilities, resulting in complex

and long-term care (LTC) needs (Kuluski, Ho, Hans, & Nelson,
2017; Marengoni et al., 2011). In response to the challenge of a
rapidly aging population and the tremendous demand for LTC
services for frail or disabled older adults, community-based
services have been developed to achieve the goal of aging in
the local community and to foster the dignity and the well-
being of these special populations.

The establishment of community care centers (CCCs) has
been an innovative community-based service in Taiwan since
2005. Themain objective is to leverage local workforce and re-
sources to provide preventive care for older adults (Ministry of
Health and Welfare, 2013). CCCs are usually established by
neighborhood magistrate offices and nongovernmental orga-
nizations. Most are small and receive partial funding from their
local governments. CCCs operate as miniscale centers with
programs and services, such as home visits, telephone check-
ups, meals on wheels, health promotion activities, and related
resource referrals (Chiu & Fu, 2014). Due to both an insuffi-
cient workforce and funding, care managers in most CCCs
are center managers and directors who are relatively old in
age, less educated, and lack a professional background in el-
derly care, resulting in the lack of expertise to respond to the
complex care needs of older adults (Chiu & Fu, 2014; Ferry,
2017).Only a fewCCCs employ teamsof socialworkers as care
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managers to assess the needs of community-dwelling older
adults and provide access to services that help to alleviate suf-
fering and enhance the quality of life (Ferry, 2017). The pri-
mary challenge confronting most care managers in CCCs is
that they are unprepared for the demands placed upon them.
They lack adequate professional training and specific guid-
ance, which hinders their ability to timely identify those older
adults in desperate need of help andmake appropriate service
linkages for further professional intervention. This results in
poor use of already limited resources.

The definition of older adults with high needs is inconsis-
tent internationally. One aspect of a definition to consider is
frailty. Frailty can be described as an accumulation of physical,
psychological, and social problems, which enhances the risk
of negative health outcomes such as functional decline, institu-
tionalization, or death (van Campen, 2011). Because ofmultiple
conditions and their smaller social capital, frail older adults tend
to be at risk when they live alone (Verver, Merten, Robben, &
Wagner, 2018). In clinical practice, people who have three or
more chronic diseases and a functional limitation in their ability
to care for themselves or perform routine daily tasks are consid-
ered as high-need clients (Hayes et al., 2016). Depression may
be another indicator of older adults with high needs (Gitlin
et al., 2013). Other indicators included low income or poverty,
dementia, minority status, and poor overall health (Beach et al.,
2018). Accordingly, “older adults with high needs” refers to
physically disabled, cognitively impaired, psychologically
depressed older adults or thosewho are living alone or experienc-
ing elder abuse or living at a poverty level in this study. The
high-need, community-dwelling older adults have multiple
needs and require different types of care services. However,
in Taiwan, they fail to receive all the services they require be-
cause of ineligibility of receiving the services, inflexible ser-
vice delivery, and inadequate delivery of information (Ferry,
2017; Mirzaei et al., 2013). With the ineffective coordination
of care and the aforementioned professional incapacity of
most care managers in CCCs, the existing services provided
do not satisfy the miscellaneous needs of high-need older
adults. There is a clear need for innovative models to meet the
demands of the high-need, community-dwelling older adults
while delaying hospitalization and supporting their desire to
remain in their own homes for as long as possible.

Case management has been suggested as an approach for
handling the complex care needs of older adults (Hudon et al.,
2017; You,Dunt, Doyle, &Hsueh, 2012). Older adults can ben-
efit from case management, which provides close monitoring
of changes in their condition and implementing a plan of care
(Glendenning-Napoli, Dowling, Pulvino, Baillargeon, & Raimer,
2012; Phillips, Han, Petterson, Makaroff, & Liaw, 2014). A sub-
stantial number of case management models or studies for older
adults have been published (Asakawa et al., 2017; Leonard &
Miller, 2012; Low, Yap, & Brodaty, 2011). Somemodels focused
on the subjectivity of services, some focused on the approach

of delivery, and others focused on the degree of service involve-
ment. It also has been suggested that the basic case manage-
ment functions include screening or case finding, assessment,
care planning, service provision, monitoring, and reassess-
ment (Case Management Society of America, 2010; Parsons
et al., 2012; Ross, Curry, & Goodwin, 2011). Evidence of the
effectiveness of previous case management models, neverthe-
less, have been contradictory (Bleijenberg et al., 2016; Eklund,
Wilhelmson, Gustafsson, Landahl, & Dahlin-Ivanoff, 2013; Low
et al., 2011). In most of the models, care service plans are usu-
ally designed without determining the concrete contents of
care, and service provisions are not based on the specific con-
dition of each older adult. The quality of care service plans for
older adults, as a result, has been dependent upon the partic-
ular experience or attitude of a care manager (King, Boyd,
Raphael, & Jull, 2018; Kato, Tsuru, & Iizuka, 2013). Moreover,
none of the aforementioned models was designed for high-
need, community-dwelling older adults and used by nonpro-
fessional care managers. Thus, it was difficult to determine
which care services should be included. A more realistic care
delivery model is necessary for care managers in CCCs to de-
sign care service plans according to the specific condition of
each high-need older adult, therefore assisting the high-need
older adults to seek care at the right level and at the right
time. The purpose of this study was to develop a high-need,
community-dwelling older adults care delivery model as an
easy follow guideline for care managers in CCCs in Taiwan
to generate greater efficiencies in service delivery.

METHODS

Design

Focus-group interviews were conducted to obtain care manage-
ment experts’ in-depth and more contextualized insights into
developing a care delivery model for high-need, community-
dwelling older adults in Taiwan. The feedback and opinions
from the experts were used to revise and develop the model.

Participants

Twelve purposively chosen care management experts partici-
pated in the focus-group interviews: three practitioners spe-
cialized in geriatrics care, three practitioners specialized in
social work, three care management supervisors, and three
care managers. Inclusion criteria were that the practitioners
had at least a 2-year working experience with older adults,
the care management supervisors had at least a 2-year manag-
ing experience, and the care managers had worked as care
managers and caring for older adults for at least 2 years. The
sixpractitionerswere recommendedby the accreditation eval-
uation committees of the CCCs. The six care management
supervisors andmanagerswhowere educated as nurses or social
workers were recruited from different LTC management cen-
ters. Different professional backgrounds and practical working
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experiences of the participants permitted the researchers to
compare perspectives from different types of individuals on
their experiences concerning community-based care service
provisions (Patton, 2014).

Ethical Considerations

This study was approved by the human research ethics commit-
tee of a university hospital in Taiwan (KMUHIRB-F(I)-20170070).
Written informed consent was obtained from the participants
after providing them with an explanation of the study. The
participants were also informed that confidentiality would
be maintained when presenting the results.

Data Collection

The study was conducted between January and May 2018. A
preliminary version of the model was developed by the re-
searchers based on the LTC service procedure suggested by
the Taiwanese Government (Ministry of Health and Welfare,
2017) and on a literature review of case management models
(Kristensson, Ekwall, Jakobsson, Midlöv, & Hallberg, 2010;
Leonard & Miller, 2012; Ross et al., 2011) before the focus-
group interviews. It comprised five stages:
1. service application, where applications were from the older

adult’s initiative or from coherent units or from the general
public’s referrals;

2. eligibility review, where volunteers carried out home visits
and tried to search for high-need older adults by utilizing a
screening instrument;

3. care plan, where the care manager made an individualized care
plan according to the high-need older adult’s situation;

4. care delivery,where a list of categorizedhealth and social services
was provided to the care manager for making the care plan and
service linkages; and

5. follow-up evaluation, where the care manager assessed the
high-need older adult’s situation 1 month after implementing
the care plan and then regularly carried out an assessment
every 3 months.

Two focus-group interviews were conducted. One group
consisted of six practitionerswho specialized in geriatrics care
and social work. Another group consisted of six care manage-
ment supervisors and care managers. Both focus-group inter-
views followed the approach outlined by Krueger and Casey
(2014) andwere facilitated by semistructured interview guides.
An interview guide was developed based on the study objec-
tives and relevant research literature. The experts were asked
to evaluate stages in the preliminary version of the model and
to provide their opinions and suggestions for model revision.
The developed interview guide asked participants to provide
opinions concerning (a) the appropriateness of the five stages;
(b) the appropriateness of the process and measures for
identification and enrollment; (c) the duration of the eligi-
bility review and care plan making; (d) the appropriateness of
services for different types of high-need, community-dwelling
older adults; and (e) the appropriateness of the follow-up eval-
uation mechanism and the cycle of the care delivery model.

All focus-group sessions took place at a meeting room of the
university and started with a clarification of the aim of the in-
terview. The focus groupswere led by a facilitator and accom-
panied by two note-takers. Each focus-group interview lasted
90 minutes. All the interviews were video-recorded. Reflec-
tive notes regarding the level of consensus or variability in
the opinions imparted by participants were also documented
(Kidd & Parshall, 2000) by the facilitator and note-takers.

Data Analysis

Content analysiswas used to analyze the data. The analysiswas
influenced by Lune and Berg (2016),who suggest that the con-
tent analysis may include a manifest analysis in which the visi-
ble and the obvious in the text were described. Therefore, the
transcribed interviews were read several times independently
andcritically analyzedby the facilitator and the twonote-takers
to identify important opinions and suggestions with regard
to developing the care delivery model. The researchers then
discussed the findings until a consensus was reached. The
trustworthiness of the analysis was determined through peer
debriefing, member checking, and reviewing the previous lit-
erature on case management models and care management
models to determine similarities of interpretation (Roberts,
Priest, & Traynor, 2006). After the consensus had been reached
among the research team members, the results were sent
to the experts for checking the accuracy of representing
their opinions.

RESULTS

Sixpractitioners,whohad anaverageof 19 years ofworkexpe-
riencewith older adults, and six caremanagement supervisors
and caremanagers,whohad an average of 13 years ofwork ex-
perience with older adults, participated in the focus-group in-
terviews. The results revealed two main themes that needed
to be modified for developing the final version of the care de-
livery model for high-need, community-dwelling older adults:
(a) professional capacity and (b) desired process.

Professional Capacity

Because of their professional incapacity, most care managers
inCCCscould only helphigh-needolder adults by allocating re-
sources andmaking linkages. Thus, the experts suggested that
the care managers in CCCs could be called by the term “care
coordinator.” Care managers in the LTC management centers
are nurses, social workers, physical therapists, occupational
therapists, pharmacists, nutritionists, or psychologists with a
bachelor’s degree and at least 2 years of work experience. Un-
like these caremanagers, the caremanagers in theCCCsdonot
have expertise in elderly care. In addition, care managers in
LTCmanagement centers can be seen conceptually as an agent
of the case, taking a “wholeperson”or a “whole case situation”
and identifying potential problems, rather than solely focusing
on problems related to disease or problems that were the
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causes of the need for care (Hickam et al., 2013; You, Dunt, &
Doyle, 2016). Care managers in CCCs, on the other hand,
lacked professional capacity to consider the whole situation
of a case.

Examples:
Care managers in the community care centers
aren’t social workers. They don’t have professional
background. (P1)

The current care management system in Taiwan re-
quires lots of elder care professionals. The workforce
in the community care centers isn’t able to meet the
requirement. (P4)

Care managers in the community care centers
don’t have professional background to conduct
case managements. (CS1)

The term “eligibility review”was changed to “case screen-
ing.” Because the preliminary screening was carried out by
volunteers, they may lack the professional background skills
or experiences to identify the eligibility of high-need older
adults.

Examples:
The volunteers aren’t able to identify older adults with
high needs. (P5)

Many volunteers are 70 years old and only have an
elementary level education. They aren’t social workers.
They can use the screening tool but may not be able to
make right judgments. (CS2)

Desired Process

In the preliminary model, a passive role of waiting for applica-
tions from the following agencies is taken: (a) the case applied
for the services on his or her own initiative; (b) coherent units,
such as health bureaus, social councils, police stations, and
neighborhood magistrates gave referrals; and (c) the general
public reported potential cases. Instead, the experts suggested
that CCCs should adopt a proactive approach by seeking high-
need older adults in the community. The stage of service appli-
cation in the preliminary model was thus eliminated.

Examples:
Because community care centers provide home visit
services, they should actively seek older adults with
high needs in the community. (P2)

Volunteers regularly visit older adults in the commu-
nity. They can find out potential older adults with high
needs. (CS3)

“Case assessment”was added in as the second stage in the
model. The expert panel of caremanagement supervisors and
care managers indicated that it required a second opinion
and possibly a more qualified and experienced person, such

as a care coordinator, to conduct the assessment again to con-
firm the preliminary case screening done by volunteers. More-
over, the item of resource utilization was also suggested to
be added in this stage to have a better understanding of the
case situation.

Examples:
Volunteers aren’t social workers. They don’t have
professional background. A more experienced care
coordinator should verify the screening results. (CM1)

The care coordinator should conduct an assessment
after the volunteer to check whether the volunteer has
made the right judgment of identifying older adults with
high needs. (CM3)

The care coordinator should record the resource that
the older adult has been using. (CS1)

A stage was added after the stage of care delivery (where
volunteers visited the cases every otherweek) as the careman-
agement supervisors and caremanagers pointedout that itwas
better to carry out follow-up visits in order to examine the ef-
fectiveness of service linkages. Because of a concern for the
care coordinators’workloads and because the volunteers had
already conducted home visits every other week, carrying
out the follow-up evaluation 1 month after the care plan
implementation—as designed in the preliminary model—
was not suggested. Moreover, the item resource utilization
was added and assessed at the follow-up evaluation stage in
order to review resource utilization.

Examples:
Volunteers could visit the older adults every other
week to check whether the older adult received the
needed services adequately. The care coordinator
does not have time checking the older adult’s con-
dition so frequently. (CM2)

Since the volunteer has visited the older adults with
high needs every other week, the care coordinator
could conduct the follow-up evaluation three months
after the older adults received the services. (CS3)

The care coordinator should review the resource the
older adult used again to check whether he or she
has received the right resource. (CM3)

The Finalized Model

Incorporating suggestions from the focus-group interviews, the
preliminary version of high-need, community-dwelling older
adults care delivery model was revised. The finalized model
comprised five stages, namely, case screening, case assessment,
care plan, care delivery, and follow-up evaluation (Figure 1).

Case Screening Volunteers in CCCs carried out home visits,
and a screening instrument was used for preliminary needs
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assessment to identify potential community-dwelling older
adults with high needs. The older adults were assessed for
whether they had fallen into one of the six high-need types:
disability, solitude, dementia, depression, elder abuse, and
poverty. Within 7 days of receiving an older adult’s pre-
liminary screening results, a care coordinator in the CCC
would contact the older adult and assess his or her condition
again.

Case Assessment Care coordinators rescreened the po-
tential cases using the screening instrument. Conditions of

the cases’ daily living functional ability, quality of life, and
depression state were also assessed. With those assessments,
care coordinators were able to be more certain that the older
adults met the eligibility criteria. Resource utilization was also
examined at this stage to better understand the case situation.
It should be noted that when a case was not identified as a
high-need older adult, he or she would receive the regular ser-
vices provided by the CCC, including home visits, telephone
check-ups, meals on wheels, health promotion activities,
and related resource referrals. When the case’s conditions
changed, he or she would be assessed again.

FIGURE 1. The high-need, community-dwelling older adults care delivery model.
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Care Plan According to the types of the high-need older adults,
individualized serviceplansweremadeby thecarecoordinators
within 7 days.

Care Delivery Care coordinators made service linkages
according to the needs of the different types of high-need
older adults. The suggested services to be arranged were
mainly under three categories, namely, care resources
(such as home nursing, home medical treatment, home re-
habilitation, telecare, medical visit accompaniment, shuttle
service, and institutional resettlement), social welfare re-
sources (such as home care services, daily eldergarten, day
care, adult foster care, assistive devices, and welfare con-
sultation), and caregiver resources (such as care skill train-
ing, respite care, and emotional support; Figure 1). The list
of categorized services was used as a guide for the care co-
ordinator to comprehensively design care plans and make
service linkages.

Follow-Up Evaluation After the implementation of the care
plan, volunteers in the CCCs carried out home visits every
otherweek to followup the consequences of the intervention.
Care coordinators then assessed the cases’ daily living functional
ability, quality of life, and depression state every 3 months. A
questionnaire was also used to determine satisfaction with
the services received. In addition, the resources available to
compensate for the disabilities of the case were evaluated in
order to make sure that resource distribution was at the right
place and at the right time. The screening instrument was
used again to identify whether the case was still a high-need
older adult.

When the conditions of a high-need older adult became
better after participating in the care plan, he or she reverted
to the regular services provided by the CCC, and thus, the case
was closed.Nevertheless, if the conditions of a high-need older
adult did not change or had a newcondition thatwas identified
as a potential case of a high-need older adult, the care coordina-
tor assessed the older adult’s conditions again andmade a new
intervention plan. Thus, the process of the care delivery for
high-need, community-dwelling older adults was back to Stage
2 in the model: case assessment.

DISCUSSION

The main objective of this study was to develop a working
model that can be used to design appropriate care service
plans and accompanying care service linkages for high-need,
community-dwelling older adults. Focus-group interviewswere
conducted with different disciplines to verify the elements of a
straightforward and easy-to-use care delivery model from differ-
ent perspectives. The model included case screening, case
assessment, care plan, care delivery, and follow-up evaluation.
Person-centeredness is one component that has been stated to
be one of the theoretical components of case management

(Case Management Society of America, 2010), and the positive
effects of person-centeredness to meet the person’s unmet ser-
vice needs have also been found in previous studies (Kuluski
et al., 2017; Sandberg, Jakobsson, Midlöv, & Kristensson,
2014; You et al., 2012). Some studies, however, designed
care service plans without determining the concrete contents
of care that was based on the specific condition of each older
adult (Eklund &Wilhelmson, 2009). The high-need, community-
dwelling older adults care delivery model differs from the rest
of models in that a case management model with a list of cat-
egorized care services was provided to care coordinators in a
realistic and easy-to-follow manner. Care coordinators would
make better referral decisions when they were aware of the
services available and the service delivery processes and, at
the same time, the unique goals and needs of the high-need
older adults were the focus (Kristensson et al., 2010). More-
over, care coordinators followed up the cases periodically to
ensure that the services are working and to adjust services
as the needs of the cases changed. This dynamic pattern would
make the high-need older adults feel that someone is monitor-
ing their situations and make them feel at ease.

Some emerging issues of the care deliverymodel for high-
need, community-dwelling older adults have been raised by
the experts in this study and suggested in previous studies.
The professional competence of care coordinators—most of
whom are CCC managers and directors—is insufficient and
may result in repercussions for the high-need, community-
dwelling older adults (Kuluski et al., 2017; Lin, Chen, & Cheng,
2014). The care coordinators’ capacity to do geriatric assess-
ments, make care service plans, and develop professional care
resource management should be strengthened. Trainings for
and education of care coordinators are crucial (Sandberg
et al., 2014). As a result, it is suggested that care coordinators
be encouraged to complete advanced and accredited training,
participate in regular continuing education activities, and re-
ceive ongoing supervision in the future. For now, the model
has a feasible design and can be integrated into the existing
CCC service system. For care coordinators without the spe-
cific skills for making adequate service linkages, the model
provides important lessons for them as they seek to imple-
ment comprehensive care delivery initiatives.

Challenges of the care coordinators’ interprofessional
collaboration competence and teamwork capabilities appear
to be important for the effects seen in service utilization
(Asakawa et al., 2017; Lin et al., 2014). It is important to en-
courage good communication and relationships among those
arranging service delivery and those receiving care. Effective
management that engages older adults, family caregivers, care
coordinators, and service providers in collaboratively iden-
tifying the high-need older adults’ needs and goals and in
implementing individualized care service plans is essential
to achieve higher value healthcare. As a result, it is vital that
opportunities are created for care coordinators and service
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providers to have regular exchanges of ideas, develop stronger
trust, share information, and work more effectively together
based on the developed care delivery model.

It is recognized that the coordination of care by differ-
ent service providers should result in better and more cost-
effective care outcomes (Lin et al., 2014; Prgomet et al.,
2017). Under the current inadequate delivery of information
in the LTC system in Taiwan, it has been found to be difficult
to fully integrate the data of cases and services across organi-
zational and professional boundaries. Strengthening links be-
tween levels of care and creating systems for shared access
to up-to-date case records for all carers are vital. It ensures that
the services meet the users’ needs without duplication and as
efficiently as possible. In the future, within the care delivery
model, single-entry, point-of-service access to provide signposting
andmobilize services could be established. There is also an urgent
need to establish a monitoring system to improve the continuity
of care and services.

Limitations

The care delivery model is designed specifically for high-
need, community-dwelling older adults. Although there is
a concern that the model may be too specific to be general-
ized to other contexts, it can serve as the basis. Depending
on the context and case population, the model could be
adapted to suit specific objectives. Each context needs to
take stock of its unique situation to identify the best care de-
livery model for those in its context. Furthermore, the focus-
group interviews were held with a minimum size of care
experts for the initial development of the model. Compre-
hensive process evaluations and case satisfaction may pro-
vide additional information in determining the success of
the model. Researchers may conduct future studies in differ-
ent societies with different welfare programs and use larger,
more representative samples, in order to better understand
the effectiveness of the care delivery model in its application
to actual cases. In the end, this future workmay help in develop-
ing appropriate services and support for high-need, community-
dwelling older adults.

Conclusion

This study provides a beginning of an understanding concern-
ing how services for high-need, community-dwelling older
adults could be identified and referred by care coordinators
in CCCs in Taiwan. The model could facilitate proper and
timely decision-making for care coordinators to guide appro-
priate care service planning and the allocation of limited re-
sources. Although developed specific to Taiwan, the care
delivery model is relevant for other nations that face popula-
tion aging and that are developing their policies and practices
to support the ability to live in one’s home and community
safely, independently, and comfortably, regardless of age, in-
come, or ability level.
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