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COORDINATED HEALTH AND HUMAN
SERVICES DELIVERY SYSTEM AND PROCESS

CROSS REFERENCE TO RELATED
APPLICATION

[0001] This application claims benefit of U.S. Provisional
Application No. 60/654,932, filed Feb. 23, 2005, entitled
“Coordinated Health and Human Services Management
Network”, by Jay E. Yourist, Karl J. Krieger, Robert L.
Dilworth, and Zuhair Latif, which is hereby incorporated by
reference.

FIELD OF THE INVENTION

[0002] The embodiments of the invention herein relate to
management systems, and more particularly a method of
health and human services delivery.

DESCRIPTION OF THE RELATED ART

[0003] The management practices of the healthcare sys-
tem evolved in response to the high incidences of acute
illnesses. However, over the last fifty years the prevalence of
chronic illness has risen significantly. Chronic disease is a
leading cause of disability and consequently unemployment
for special needs populations including the elderly and
disabled. Indirect non-clinical care costs frequently associ-
ated with disability, dependency, and joblessness are higher
than the direct clinical care costs. Chronic disease is a
leading cause of disability and unemployment undermining
worker productivity and employability. Persons with chronic
conditions may be less likely to work and may be more
likely to have lower incomes. Minority populations have
also demonstrated a higher incidence of chronic conditions,
primarily diabetes and ensuing disability, further disenfran-
chising those particular populations.

[0004] Historically, healthcare practices were not coordi-
nated but episodic and fragmented thereby proving to be
increasingly inefficient for treating individuals of chronic
diseases. In addition, service providers did not readily have
access to client information which resulted in limited service
delivery and cost inefficiency. Healthcare expenditures have
steadily increased due to unnecessary hospital admissions,
expensive and indecisive technologies, and the accumula-
tion of conflicting clinical data. These expenditures have not
provided substantive improvements in health status, com-
munity integration, or independent living.

[0005] Over the last twenty five years, policies and pro-
grams have been enacted to integrate services in order to
promote cost efficiency and improve the quality of health
care for such plans. Notably, the US Congress, through the
Rehabilitation Act of 1973 and the IDEA Act of 1988,
developed a policy to deliver a comprehensive plan to
provide coordinated services to both adults and children
with disabilities. Attempts to integrate or coordinate all or a
part of the necessary services to achieve coordinated health
care services have formerly included Disease and Care
Management Programs, Workers Compensations Programs,
Vocational Rehabilitation (Rehabilitation Act of 1973),
IDEA Act of 1988, Ticket to Work Program, Comprehensive
Elder Programs (PACE), Social HMOs, California Medi-Cal
model for persons with disabilities (CHAT), Community
Health Information Network (CHIN), and Integrated Health-
care Management (IHM).
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[0006] The Ticket to Work Program; the Medicaid Buy-In;
Benefits Planning, Assistance and Outreach (BPAO); and
Protection and Advocacy for Beneficiaries of Social Security
(PABSS) were all key initiatives contained in the Ticket to
Work and Work Incentives Improvement Act of 1999
(TWWIIA) for increasing employment outcomes for ben-
eficiaries. The goal of the Ticket Program was to give
disability beneficiaries the opportunity to achieve long-term
employment by providing them greater choices and Confi-
dential (Social Security Administration) SSA Contract Pro-
posal opportunities for employment. The legislation also
removed barriers that previously influenced individual’s
choices between healthcare coverage and work. However,
despite significant efforts by the SSA to provide employment
opportunities such as the “Ticket to Work Program™, less
than 1% of all disability program beneficiaries return to
gainful employment. (Wehman, 2003 a)

[0007] Considerable evidence and testimony from benefi-
ciaries, advocates and providers have noted significant
weaknesses in the Ticket to Work Program namely; 1)
eligibility criteria exclude certain beneficiaries with signifi-
cant return to work potential, 2) conflicts exist between the
vocational rehabilitation system and the Ticket Program, and
3) the provider payment system has failed to recruit suffi-
cient providers to guarantee beneficiary choice in job train-
ing and supports. Few beneficiaries and even fewer provid-
ers are participating in the Ticket program. The national
statistics for Ticket assignments as of Sep. 27, 2005 indicate
that 11,038,798 Tickets were issued and 104,537 tickets
(0.95%) were assigned which is less than 1% of the total
ticket distribution. Of those assigned Tickets 96,358 were
assigned to Vocational Rehabilitation agencies (92.2%) and
8,179 to Employer Networks (ENs) (7.8%). These statistics
mirror with those ticket assignment statistics in the State of
Florida.

[0008] For example, in the State of Florida as of Sep. 27,
2005 out of 678,489 eligible ticket holders, only 5,688
Tickets were assigned (0.84%). Of the assigned tickets, 578
tickets were assigned to ENs (10%) and 5,110 Tickets were
assigned to Florida’s Division of Vocational Rehabilitation
(90%). These numbers parallel national statistics where,
nearly ninety percent of the current participants of the Ticket
Program have been assigned to VR agencies. Consequently,
overwhelming use of State VR agencies and the low num-
bers of ENs assisting current “Ticket” holders indicate that
the goals of the Ticket Program to enhance access to
services, primarily employment, are not being met. Studies
have shown that beneficiaries would prefer to be employed
if their primary benefits could remain intact, especially
healthcare.

[0009] The Social Security Administration supports two
disability programs: Social Security Disability Insurance
(SSDI) and Supplemental Security Income (SSI). The pro-
grams consume approximately five percent of the federal
budget, and are projected to become much more costly
through 2012. The Ticket to Work and Work Incentives
Improvement Act of 1999 was enacted to provide employ-
ment opportunities for beneficiaries, potentially reversing
the growing claimant burden on the Social Security Admin-
istration. This has met with limited success and the sug-
gested reforms and barrier removal strategies to improve the
delivery of the Ticket Program tend to focus on policy
changes and administrative systems in isolation, rather than
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following a holistic, integrative or a total systems approach.
As the “baby boomer” population reaches the age where
they are more susceptible to disability, critical economic
issues impacting employment and rising health insurance
costs can be expected to accelerate growth of these Social
Security disability programs.

[0010] It has been verified that educating participants to
make positive lifestyle choices can significantly reduce the
complications attributed to chronic disease and disability.
However, the traditional health care programs have been
fragmented and ineffective. The policies and programs were
mainly aimed at integrating primary and specialty healthcare
services. They were not successful due in large part to the
practical inability to access and share medical data. A major
barrier to providing such services was also conflicting
business interests, namely the reluctance for multiple health-
care providers to cooperate and coordinate their services due
to increased competition. In addition, individual health and
economic prosperity have typically been managed indepen-
dently and in isolation with regard to the overall manage-
ment of healthcare, wellness, community and vocational
service delivery. The dissociation has compounded the prob-
lem to the detriment of both healthcare and economic
remedies.

[0011] A need therefore exists for integrating and coordi-
nating healthcare wellness, disease prevention, social, and
employment service functions into a health care program to
improve the quality of life for special needs populations
such as elderly populations, minority populations, uninsured
and underinsured populations, and persons with disabilities
including those having chronic illness. Such a program can
prepare a participant for employment, independence, and
improved quality of life. In particular, a need also exists to
establish a system to promote gainful employment for
SSDI/SSI beneficiaries by providing a multi-disciplinary
support system of services that promotes long term behavior
modification, self-determination and systems change.

OBIJECT OF THE INVENTION

[0012] An object of the invention is to bring together an
array of interlocking modalities and constructs in ways that
are mutually reinforcing and a part of one single overarching
system. Typically, individual health care system compo-
nents, such as peer support teams and circles, are usually
used in isolation from one another rather than in juxtaposi-
tion with other systems or components of systems. In other
cases there is no known existing parallel to these system
pieces; that is, the manner in which principles of action
learning are to be employed. The system component
involved within the context of the invention, even if similar
to systems that are already available in some form in the
market place, have been specifically tailored to fit within the
overall coordinated human and health services and delivery
system to promote synergy. A core essence of the embodi-
ments of the invention, as well as the uniqueness, is in its
broad integration of essential services as a single system.
The system is designed to holistically provide the necessary
support mechanisms and services to not only improve the
health status of those with chronic disease and disabilities of
clients, but also to improve their quality of life, build their
self-efficacy and level of self-confidence, and position cli-
ents for reentry into the workforce.

[0013] Referring to FIG. 1, an illustration for a connec-
tivity of services is shown. The illustration represents the
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services as pieces of a puzzle connected together by an
information technology (IT) platform. The IT platform is
just one embodiment demonstrating how various system
pieces can be widely integrated from a process standpoint,
in support of chronic disease management, social services
and support for those with chronic disease and/or disabili-
ties. Various embodiments of the invention, in addition to the
IT embodiment, are herein contemplated. The IT component
can be considered as a tool to facilitate service coordination
and data collection and analysis for a continuum of available
services. Understandably, information technology can be
interwoven throughout the services and delivery system in
ways that optimize the sharing of critical information, both
within the specific system and with external organizations,
such as Vocational Rehabilitation. As a result, a coordinated
human and health services and delivery program can be
established wherein case management under such a program
can become much more efficient. Rather than a series of
individual and isolated system components or services, the
framework creates an open system for coordination of
services from the standpoint of information sharing across
agency and organizational lines.

[0014] The business methods underlying the system of
coordinated health and human service delivery herein pre-
sented can be applied to various contexts and operations. For
example, the system can be configured to target Social
Security Disability Insurance (SSDI) or Social Security
Insurance (SSI) beneficiaries. Understandably, these benefi-
ciaries are unique and require a broad range of support
services to sustain community integrations which the coor-
dinated health and human service delivery of the invention
is uniquely adapted to provide. The coordinated health and
human service delivery herein presented is flexible and
adaptable to such unique demands. In one particular
example, Federal and State systems have been minimally
successful in enticing such individuals to actively return to
the workplace (i.e., The Ticket-To-Work program). Conse-
quently, one aspect of the invention is configurable for
addressing the complexity of this problem. The embodiment
of the invention can prove highly effective in providing
coordinated services to other clientele groups as well. For
instance, in one aspect, the underlying business methods can
be readily customized to serve the elderly or to operate in
different cultures in the United states or elsewhere. The
system can evolve and adapt over time due to the inherent
system flexibility afforded by the uniqueness and novelty of
the coordinated delivery services model.

[0015] Incertain aspects, the business methods underlying
the system of coordinated health and human service delivery
can be considered multi-disciplinary; that is, a holistic
support system, which facilitates the linkage and efficient
management of integrating clinical, community and voca-
tional services. Accordingly, the system as a whole creates
a seamless continuum of one coordinated service infrastruc-
ture. Notably, the execution of healthcare and social services
in existence today is highly fragmented and not coordinated.
The independent service modules are themselves not unique,
but the architecture and deployment of this invention pro-
vides a coordinated system of essential services that repre-
sents a unique and novel systems approach.

[0016] The purposeful departure from independent service
delivery is a hallmark feature of this invention. The under-
lying business methods of the invention provide an innova-
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tive approach that represents a paradigm shift in traditional
case management and service delivery for primary care,
specifically aimed at chronic disease and disability manage-
ment. In one aspect, the invention is an evidence-based,
population-based model that delivers culturally-relevant ser-
vices customized for any population demographic, but is
especially applicable for minority, underserved and under-
insured communities with particular chronic diseases and/or
disabilities. Uniquely designed, it employs action learning
principles and peer support teams which foster individual
responsibility and self-management under the auspices of
support services mechanism and network, with the oversight
of'an advisory body of stakeholders. In one embodiment, the
effective integration of these otherwise disparate services is
realized through a proprietary 1T platform.

[0017] In one aspect, for purposes of practical illustration,
the method of coordinated services provided by the inven-
tion can promote gainful employment for SSDI/SSI benefi-
ciaries through the deployment of a primary care and social
delivery system in an underdeveloped country. It should be
understood that the underlying business methods supporting
the coordinated network of human and health services
delivery may be applied to a variety of populations, particu-
larly underserved communities, in need of coordination
and/or consolidation of services.

[0018] Thus, in one aspect, the invention can provide a
coordinated services support network to promote coordi-
nated human and health services delivery for participant
beneficiaries by providing a multi-disciplinary support sys-
tem of services that promotes long term behavior modifica-
tion, self-determination and systems change. This can
include, but is not limited to,

A. Developing a logistics infrastructure and training staff to
provide essential services.

B. Partnering with Disability Vocational Resource (DVR)
providers as a collaborator in most aspects of program from
participant recruitment, plan development to data capture,
analysis and evaluation.

C. Partnering with local and state agencies, to provide: 1)
change management training; 2) appropriate program “cross
training”, and 3) information capture, sharing and analysis.

D. Recruiting and establishing a stakeholder provider net-
work; Confidential SSA Contract Proposal.

E. Instituting a proactive recruitment strategy to enroll
qualified SSDI/SSI beneficiary candidates.

F. Customizing self-management content targeting the broad
needs of program participants in the areas of vocational, job
readiness training, and health and fitness;

G. Articulating document and track Individual Development
Plans (IDP) to capture personal and program goals for each
participant, focusing on empowerment, self determination
and employment goals.

H. Providing a secure IT platform to facilitate timely com-
munication between program stakeholders and a virtual
service coordination tool.

1. Designing and building a HIPPA compliant database to
capture, archive, disseminate and analyze health, job readi-
ness, economic and quality of life data.
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SUMMARY

[0019] A health care delivery system and program is
provided that coordinates human and health services to
enhance gainful employment through individual develop-
ment and principles of Action Learning. The coordinated
human and health delivery system fosters self determination
through “peer support” teams and multidisciplinary private/
public partnerships which promote the capacity, quality and
improved sustainability of healthcare, community service
and meaningful employment opportunities.

[0020] In one aspect, embodiments of the invention con-
cern a business method for coordinated health care services
and delivery. The method can include providing services to
clients at high risk for chronic disease including co-mor-
bidities and consequent disabilities associated with the
chronic disease, linking community and vocational services
for facilitating community inclusion to supplement funda-
mental clinical and economic goals, creating a comprehen-
sive and dynamic individual development plan to involve
the client and family members as active program team
members for stressing client-centric collaborative goal set-
ting, and applying action learning to promote behavior
modification and lifestyle change. Notably, the creation of
the integrated development plan and the coordination of
services is a fundamental feature to the inventive method of
doing business.

[0021] The method can further include focusing on reach-
out goals of the client’s improved quality of life by encom-
passing clinical, social, and vocational measures and out-
comes. This can include integrating a comprehensive set of
healthcare, vocational, community integration and education
services, coordinating and maintaining connectivity of the
services while providing overall communication among
program stakeholders, and providing tools and suitable
media for customized data collection, capture, analysis,
archiving, communication and information sharing. Nota-
bly, the development of an Individual Development Plan
(IDP) in combination with self management education can
promote personal accountability. Accordingly, utilization of
action learning and peer support team principles can pro-
mote a client’s self determination, advocacy, gainful
employment and independence. The action learning can
empower clients to solve problems with peers and case
managers, wherein the problems may be associated with a
clients’ health management service and reimbursement poli-
cies.

[0022] 1In one aspect, the method can further include
measuring and analyzing outcomes, and validating premises
based on outcome indicators and metrics. Monitoring the
implementation and coordination of the services with the
care plan can provide continuous quality improvement. In
one aspect, the data analysis results of the services can be
combined with the individual development plan for devel-
oping new cost/economic models. In addition, evaluative
mechanisms can be imposed for streamlining accountability
of the coordinated health care services and delivery pro-
gram. The evaluative mechanisms can include efficacy of
recruitment, attainment of IDP goals, clinical goals outcome,
job readiness and actual placements, assessment of partici-
pant satisfaction, and quality of life measures.

[0023] The method can further include providing a coor-
dinated management architecture that places peer support



US 2006/0190303 Al

teams at the core of a service delivery model. The model can
rely upon personal relationships, trust factors, and emotional
support established by peer-to-peer counseling. The peer
support system can empower the client through customized
self management education and problem solving skills for
improving the client’s health, community integration,
employment readiness, financial well being, and overall
quality of life.

[0024] In one arrangement, the coordinated health care
delivery and services can be developed and implemented in
phases consisting of primary and secondary intervention
strategies. For example, a Primary interventions can be
based on an individual development plan that focuses on an
individual beneficiary. The secondary intervention can be
system-based including clinical, educational, community,
vocational services and benefit counseling.

[0025] Embodiments of the invention also concern a com-
prehensive service delivery program for coordinated health
and human services management. In one aspect, the service
delivery program can facilitate healthcare, community and
vocational services for both Social Security Disability Insur-
ance (SSDI) and Supplemental Security Income (SSI) ben-
eficiaries, primarily those with disabilities related to chronic
disease. The integrated approach can be critical for facili-
tating and sustaining gainful employment. It can provide a
comprehensive set of essential coordinated supports, includ-
ing healthcare. In practice, the delivery model can provide a
confidential program of comprehensive and culturally sen-
sitive coordinated services and lifestyle reform initiatives to
achieve successful outcomes, specifically overall improved
quality of life for persons with chronic disease and disabili-
ties. The proposed program can target disability beneficia-
ries with, or at-risk for, chronic disease and disabilities.

[0026] The delivery program can provide services and
products to manage participant problems in a useful, timely,
efficient, cost-effective and participant-centric manner. Hos-
pital staff members, healthcare providers and representatives
of the pharmaceutical and medical device/research and
development industry, and the participant among many other
stakeholders, can be included within the delivery model to
play important decision-making roles in determining and
implementing the care plan for the participant’s chronic
illness. In one implementation, the program can target Ticket
to Work assignees to Vocational Rehabilitation. The imple-
mentation can provide gainful employment opportunities
and independent living, improved client-provider interac-
tions through accessible and coordinated support services,
lifestyle changes/behavior modification through self-man-
agement education and peer supported interactive problem
solving, client empowerment and self-determination, and
improved quality of life outcomes.

[0027] The delivery program can include an Individual
Development Plan (IDP) that beneficiaries develop in con-
junction with family members and other program stakehold-
ers. The IDP can be a dynamic, personal template that
articulates the beneficiary’s goals, and which can be facili-
tated by “Peer Support Teams” to promote behavioral and
lifestyle change using principles of Action Learning and
interactive dialogue. The model can represent a paradigm
change in traditional case management that can be a con-
sumer-driven approach to provide support service coordi-
nation promoting self-determination and self-advocacy.
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Through this Systems Approach, Action Learning—based
peer support, together with broad information sharing and
analysis via an [T platform can facilitate the goals of Ticket
to Work legislation.

[0028] The delivery program can include an intake assess-
ment and recruitment module for population stratification
and recruitment of clients having chronic disease or disabil-
ity, a primary intervention module for developing an indi-
vidual development plan and for enacting action-learning
through peer support team intervention, a secondary inter-
vention module for providing coordination of services
through an IT platform, an information archive to coordinate
services for monitoring and tracking client progress, a
delivery process module for placing a client in a supportive,
nurturing and learning environment for gaining access to the
aforementioned services, and an evaluation module to ana-
lyze and measure the effectiveness of the coordinated ser-
vice delivery system with regard to the level of community
integration and re-employment of the client.

[0029] Embodiments of the invention also concern a pro-
gram for coordinated health and human services delivery
through an IT platform. The program can include assessing
and recruiting clients, developing a team of professionals
and third party providers, developing an individual devel-
opment plan for the clients, supporting service groups and
managing services for clients through action-learning and
peer support team intervention, sharing and archiving infor-
mation using an IT platform to consolidate data from the
services and for monitoring and tracking client progress,
delivering the services through the IT platform for providing
on-line access to a multi-disciplinary team of experts, and
analyzing and measuring the effectiveness of the coordi-
nated service delivery program to provide healthcare, com-
munity integration, and employment service performance to
the client.

[0030] Embodiments of the invention concern an infor-
mation technology (IT) platform for providing coordinated
health care and human services management. The platform
can include a healthcare management service, a self-man-
agement service, a community and vocational service, and
an outcomes research service. The IT platform can be a
population-based, client-centric entity that combines access
to self-management programs with a comprehensive con-
tinuum of services to facilitate a clients’ functional and
psychosocial needs for focusing the client on community
integration and re-employment.

BRIEF DESCRIPTION OF THE DRAWINGS

[0031] The features of the system, which are believed to
be novel, are set forth with particularity in the appended
claims. The embodiments herein, can be understood by
reference to the following description, taken in conjunction
with the accompanying drawings, in the several figures of
which like reference numerals identity like elements, and in
which:

[0032] FIG. 1 depicts an information technology (IT)
platform in accordance with an embodiment of the inventive
arrangements;

[0033] FIG. 2 illustrates a coordinated service delivery
network in accordance with an embodiment of the inventive
arrangements;
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[0034] FIG. 3 illustrates a coordinated service delivery
network in accordance with an embodiment of the inventive
arrangements;

[0035] FIG. 4 illustrates a support service network in
accordance with an embodiment of the inventive arrange-
ments;

[0036] FIG. 5 presents a program for coordinated health
and human services delivery in accordance with an embodi-
ment of the inventive arrangements;

[0037] FIG. 6 presents a flowchart for intake assessment
and recruitment in accordance with an embodiment of the
inventive arrangements;

[0038] FIG. 7 presents a method for intake assessment
and recruitment in accordance with an embodiment of the
inventive arrangements;

[0039] FIG. 8 illustrates an organization chart in accor-
dance with an embodiment of the inventive arrangements;

[0040] FIG. 9 illustrates a peer support team coordination
flowchart in accordance with an embodiment of the inven-
tive arrangements;

[0041] FIG. 10 illustrates a web-based portal in accor-
dance with an embodiment of the inventive arrangements;

[0042] FIG. 11 illustrates an outcome report in accordance
with an embodiment of the inventive arrangements; and

[0043] FIG. 12 depicts a client flow chart in accordance
with an embodiment of the inventive arrangements.

GLOSSARY OF TERMS

[0044] A. Action Learning—Action Learning can be a
process of reflecting on one’s work and beliefs in an
interactive and supportive environment of one’s peers for
the purpose of gaining new insights and resolving real
business, personal or community problems in real time
(expression of self determination).

[0045] B. Advisory Council—A Project Advisory Council
can consist of volunteer individuals within the project’s
targeted population and critical community stakeholders
will be created during the planning year and maintained
throughout the duration of the project. Its purpose can be
two-fold: 1) Assure the principles of Self-Determination are
driving the activities within the Peer Support Circles (PSCs)
and Peer Support Teams (PSTs); and 2) Provide input into
the Policy Implications component.

[0046] C. Coordinated Support Service Management—A
multi-disciplinary approach to client-centered service that
can seek to facilitate a continuum of clinical, community and
vocational services in a cost-effective manner that enhances
service and ensures cost efficiency. It represents a paradigm
change to traditional case management.

[0047] D. Employment Network (EN)—Federal term for
provider agencies that can be registered with a provider
(such as Maximus) to deliver specific employment supports
and services to individuals activating their Ticket.

[0048] E. Future Search—Methodology for bringing
together a representative group of approximately sixty-four
to seventy-two principal stakeholders (e.g. community lead-
ers) to discuss past, present and future, and arrive at “com-
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mon ground” that may agree to in a specific of focus. In this
case “common ground” can focus on employment for SSI/
SSDI beneficiaries.

[0049] F. Individual Development Plan (IDP)—A
dynamic comprehensive plan developed by the participant,
Learning Coach, family members (at client’s election) and a
Support Service Group Coordinator who can delineate the
participant’s overall individual clinical, community and
employment goals and the services required to meet those
goals.

[0050] G. Individual Plan for Employment (IPE)—An
IPE, can be developed by the individual and the DVR
Counselor, can be a description of the specific rehabilitation
services that are needed for the individual to achieve an
employment outcome. The IPE can be designed to achieve
the specific employment outcome that is selected by the
individual and consistent with the individual’s unique
strengths, resources, priorities concerns, abilities, capabili-
ties, interests and informed choice; and the IPE can result in
employment in an integrated setting.

[0051] H. Learning Coach (LLC)—A person who can facili-
tate the activities of a Peer Support Team (PST), Peer
Support Circle (PSC) or other Action Learning Team that
may be established. The Learning Coach can create a
nurturing environment that fosters the ability of the team to
draw from its collective strength in helping each individual
team member improve their ability to master health related
problems and better manage their lives, in positioning them-
selves for job opportunities. The responsibility of the Learn-
ing Coach can extend to at least three peer support teams
(PST). Confidential SSA Contract

[0052] 1. Peer Support Teams (PSTs)—The basic func-
tional process and problem solving group in which program
services can be coordinated and self-management education
and peer support counseling can be provided. Approxi-
mately twelve to eighteen participants can comprise each
team and the PST process can be facilitated by a “Learning
Coach”.

[0053] J. Peer Support Circles (PSC)—A Peer Support
Circle can be a subdivision of a Peer Support Team (PST).
It can have approximately four to six members. There can be
at least three PSCs in a PST, each functioning as a bona fide
Action Learning team, with each team member empowered
to self-determine the best personal strategies for improving
their life situation. There may be no designated team leader.
They can be self-directed teams. Team members can operate
as equals, learn from and with each other, reflect on what is
being learned from their collective and individual actions,
and can provide support to one another.

[0054] K. Quality of Life (QOL)—can refer to the sum of
all things in an individual’s environment or personal make
up that influence their life. The indicators can range from
good health, to financial means, purposefulness of their
existence, support of family and friends, ability to seek and
gain meaningful employment, and feeling some confidence
in their future. QOL can be holistic and can recognize that
a good quality of life may require a number of things to be
in place to drive this end.

[0055] L. Self Determination—Self-Determination can be
a philosophy of daily living focusing on a holistic, con-
sumer-directed approach which can have four overarching
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principles: (Nerney, T. and Shumway, D., 1996): * Freedom:
Choosing where and with whom to live, how to make a
living, and with whom to develop relationships. * Authority:
Being in control of how one’s long-term care dollars are
spent. * Support: Arranging public resources in a way that
meet the individual needs of a person. * Responsibility:
Using public resources cost-effectively. ¢ Confirmation:
Recognizing that all individuals must play a major role in the
development and implementation of self-determination poli-
cies.

[0056] M. Self-Management Education—The ability of
participants to apply knowledge and practice skills to opti-
mize their health and economic potential, and quality of life
in partnership with their peer support and provider teams.

[0057] N. Support Service Group (SSG)—A service group
within the Coordinated Support Service Model can be
comprised of one Support Service Group Coordinator who
oversees at least three Learning Coaches in which each
coach may be charged with at least three peer support teams.
Therefore, each SSG can be composed of one Support
Service Group Coordinator (SSGC), three Learning
Coaches, one clerical and nine peer support teams contain-
ing approximately one hundred thirty five (135) participants
in total. This can be the basic service unit in which the
primary intervention of Support Service Coordination is
provided through Action Learning and services centered on
each participant’s IDP.

[0058] O. Support Service Group Coordinator
(SSGC)—A person that can be assigned with the oversight
of all services provided in a single Support Service Group
which can usually be case management in nature. At least
three learning coaches can be accountable to each Support
Service Group Coordinator.

[0059] P. Support Service Region (SSR)—FEach region can
represent one demonstration site and there can be two
Support Service Regions. Each region can contain two
Support Service Groups.

[0060] Q. Support Service Network (SSN)—The Support
Service Network can be the group of provider stakeholders
that make up the basic four constituent service domains: 1)
clinical services; 2) educational services; 3) community
services; and 4) vocational services.

[0061] R.Teams (two teams can be defined as follows:)—
1) Task Teams—teams that can have an administrative focus
in ensuring that processes are followed, making certain that
educational components can be developed and in place,
monitoring program progress and recommending any pro-
gram adjustments, reviewing information flow and tracking
evaluative results, and supporting the referral plan for ser-
vices. 2) Action Learning Teams—In contrast to Task
Teams, Action Learning Teams can be managed by the
participants themselves, with all team members as equals;
these teams (respective participants) can be empowered
through self-management education and problem solving
skills to participate in the choice of services to improve their
health, community integration, enhance their employment
readiness and job placement.

DETAILED DESCRIPTION

[0062] While the specification concludes with claims
defining the features of the embodiments of the invention
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that are regarded as novel, it is believed that the method,
system, and other embodiments will be better understood
from a consideration of the following description in con-
junction with the drawing figures, in which like reference
numerals are carried forward.

[0063] As required, detailed embodiments of the present
method and system are disclosed herein. However, it is to be
understood that the disclosed embodiments are merely
exemplary, which can be embodied in various forms. There-
fore, specific structural and functional details disclosed
herein are not to be interpreted as limiting, but merely as a
basis for the claims and as a representative basis for teaching
one skilled in the art to variously employ the embodiments
of the present invention in virtually any appropriately
detailed structure. Further, the terms and phrases used herein
are not intended to be limiting but rather to provide an
understandable description of the embodiments herein.

[0064] The terms “a” or “an,” as used herein, are defined
as one or more than one. The term “plurality,” as used
herein, is defined as two or more than two. The term
“another,” as used herein, is defined as at least a second or
more. The terms “including” and/or “having,” as used
herein, are defined as comprising (i.e., open language). The
term “coupled,” as used herein, is defined as connected,
although not necessarily directly, and not necessarily
mechanically. The term “program” as used herein, is defined
as system of services, opportunities, or projects, generally
designed to meet a social need. In some embodiments, a
computer readable medium can be implemented in software
for performing the method steps. The software may be
embodied in an article of manufacture that includes a
program storage medium such as a computer disk or dis-
kette, a CD, DVD, RAM, flash memory, or other computer
memory device. The machine-readable storage can be
encoded with a data structure that defines structural and
functional interrelationships between the data structure and
the computer software and hardware components which
permit the data structure’s functionality to be realized.

[0065] Embodiments of the invention herein present a
coordinated health and human services management pro-
gram that provides a collaborative environment between
clinical providers, community service providers, clinical and
social service researchers, clients and their families. In one
aspect, the management program can be deployed using an
information technology (IT) platform but is not restricted to
such an embodiment. The web-base IT platform is presented
merely to describe one possible implementation of the
business methods of coordinated health and human services.
The management program can be the application and
deployment of a set of business methods that when com-
bined together provide a coordinated and holistic health care
service. In practice, the program can educate clients, also
herein referred to as participants, to manage disability and
chronic disease which includes the related disabling condi-
tions associated with the chronic illness. In one aspect, the
program can focus the client on their functional and psy-
chosocial needs for re-entering the work force and the
community. The program can be a population-based, client-
centric strategy that combines self-management skills with a
comprehensive continuum of services to facilitate a com-
munity integration and re-employment of the client. The
services can include clinical, educational, community, and
vocational services. The program can integrate the service
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offerings to provide a holistic and nurturing atmosphere to
treat an entire health condition such as chronic illness. The
program can include intervention programs to elevate self-
esteem and a sense of participant self-worth. The services
can be customized to the client’s individual needs and dealt
with in a caring environment where learning is encouraged.
In one particular example, but not herein limited, the pro-
gram may target disenfranchised or minority communities
and the veterans population with, or at-risk for, chronic
disease and disabilities.

[0066] Referring to FIG. 1, a coordinated health care and
human services management program puzzle 100 is shown.
The puzzle 100 can be interconnected through a set of
business methods that integrate various health and human
services programs. For example, the puzzle 100 can include
a healthcare management service program 110, a self-man-
agement service program 120, a community and vocational
service program 130, an outcomes research service program
140, and an IT platform 150 serving as a coordination unit
between the services 110-140. The pieces of the puzzle are
shown merely to illustrate the connection of services
through a set of underlying business methods. The services
110-140 are depicted as pieces of a “care management
puzzle.” In one arrangement, the individual pieces can be
connected and enabled by the IT platform 150, which can
combine access to the services for coordinating and man-
aging the services within the puzzle 100. The puzzle 100 is
not limited to the connections and interconnections shown,
and can include combinations thereof in various arrange-
ments. The puzzle 100 can link these services with other
services, consolidate data from the services 110-140, collect
and analyze healthcare outcomes, and develop and refine
clinical protocols from client health care data. In one aspect,
data from the services 110-140 can be normalized and
analyzed to develop outcome health care studies for evi-
dence-based healthcare programs. In practice, the business
methods underlying the puzzle 100 can provide a popula-
tion-based, client-centric approach that facilitates a focusing
of a client’s functional and psychosocial needs on commu-
nity integration and re-employment through the coordina-
tion and interaction of the services 110-140.

[0067] The underlying business methods of the invention
provide a broad array of integrated services which can be
implemented by means of the information technology plat-
form 150. For example, one business method can capture
clinical and cost data from “real-time” clinical and commu-
nity-based social and vocational services, including proto-
col-driven clinical trials. The method of doing business can
provide the continuity, consistency and efficiency to inte-
grate and synchronize the disparate delivery services 110-
140 into a single coordinated information stream. The meth-
ods of doing business can improve the participant/provider
relationship by providing a healthcare client with access to
up-to-date information pertinent to that client’s particular
healthcare treatment plan. In one embodiment, an open
access environment can be provided through an IT platform
to enable a joint decision-making process between a health-
care recipient and his/her healthcare provider(s) for the
course of that healthcare treatment.

[0068] In another aspect, the methods of doing business
coordinate phases of a traditional episodic delivery system.
For example, health care data from each of the services
110-140 can be captured and made accessible, for example,
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using the underlying information technology platform 150.
Business methods implemented by the information technol-
ogy platform 150 can capture and archive disparate data
from the services 110-140 and can normalize the data to
produce outcomes from a clinical, economic, clinical
research and community service perspective for improving
standards of practice. Whereas healthcare outcomes are
conventionally obtained from manually retrieved clinical
and economic indicators, the outcomes herein can be auto-
matically processed using the business methods described
herein.

[0069] In certain arrangements, but not herein limited too,
the coordination of the human and health care services and
delivery through the business methods can be implemented
within a web-based platform; for example, an intranet or
extranet platform, an education tool, a tele-health monitor-
ing system, or a clinical research tool. Those skilled in the
art can appreciate that the web-based platform provides an
integrated healthcare service to improve the quality of life of
a participant by consolidating disparate service programs
which would otherwise be unavailable as a single person-
alized health care information source to the participant. The
underlying business methods link services 110-140 and
consolidate the data for each respective service to enhance
healthcare, vocational, and social service delivery outcomes
and health care provider protocols. Integration of the busi-
ness methods for providing a coordinated human and health
care services and delivery program can include numerous
services other than 110-140 which are contemplated herein.

[0070] Referring to FIG. 2, a coordinated service delivery
network 200 for coordinated health and human services
management is shown. The coordinated service delivery
network 200, can include an intake assessment and recruit-
ment module 210 for population stratification and recruit-
ment of clients having chronic disease or disability, a
primary intervention module 220 for developing an indi-
vidual development plan and for enacting action-learning
through peer support team intervention, a secondary inter-
vention module 230 for providing coordination of services
through an information technology (IT) platform, and an
information archive 240 to coordinate services for monitor-
ing and tracking client progress. The coordinated service
delivery network 200 can further include a an Evaluation
module 250 and a Policy module 260. The Evaluation
module 250 can contain a Program Analysis and an Indi-
vidual Outcomes Study Development. Notably, the imple-
mentation of the coordinated health and human network 200
relies on the Individual Development Plan (IDP) 222, the
Support Service Coordination Groups (Peer Support Teams)
224, and the Action Learning 226.

[0071] Referring to FIG. 3, the modules 210-260 of the
coordinated service delivery network 200 are shown. In
some embodiments within the contemplated scope herein it
may be useful to access the information archive 240 (i.e.
web-base 1T platform) for various purposes. One such
purpose may be for evaluating client outcomes as shown in
FIG. 2. Another such purpose may be for implementing
policies based on an outcome. Understandably, the informa-
tion archive 240 provides various network configurations for
interfacing and interacting with the coordinated service
delivery network 200.

[0072] In one embodiment, the information archive 240
can be an information technology (IT) platform for sharing
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and archiving information. For example, one method of
doing business implements a coordinated services delivery
that takes a holistic approach to providing healthcare, well-
ness, social and vocational services to participants, including
overall community integration. Note, the primary interven-
tion module 220 and secondary intervention module 230
provide an environment wherein a team of professionals and
“third party” providers utilize Action Learning 226 to maxi-
mize their capacity and ability to collaborate with one
another. The center of the teams actions is the creation of the
IDP 222 that outlines the client’s overall plan to realize his
or her goal towards of independence.

[0073] Understandably, creating an integrated develop-
ment plan with the participants and/or their family is an
integral aspect of the business method. The IDP 222 repre-
sents a fulcrum in balancing the “goals” of the participant on
one side and “results” of the program on the other. The
information archive 240 can measure and report on the
outcome of strategies undertaken by the clients and the
teams through periodic reviews processes. Understandably,
one of the business methods is measuring and reporting the
outcome of strategies. The information archive 240 allows
for the capacity to collect long term clinical, behavior and
compliance information to evaluate long term study out-
comes. Understandably, one of the business methods is
collecting long term clinical, behavior and compliance infor-
mation to evaluate long term study outcomes.

[0074] The connection of the pieces of the puzzle 100 in
FIG. 1 can provide a seamless, efficient, and cost-effective
integration of the services 110-140 for supporting the coor-
dinated service delivery network 200. One business method
includes constructing a coordinated service delivery net-
work among stakeholders of the program using information
technology and team building with “Action Learning” prin-
ciples as a primary tool to facilitate the integration of
services. Action-learning is a primary tool which allows
clients and peer support teams to interact and learn from one
another. In one aspect, a method of doing business consoli-
dates healthcare and wellness services, educational services
by employing action learning, vocational services such as
employment networks, and social services. The business
methods coordinate access to healthcare, social and voca-
tional services for persons with chronic disease and disabili-
ties thereby facilitating community integration, and, accord-
ingly, an improved quality-of-life for the client. The
business methods take the client beyond his or her tradi-
tional role of being the passive recipient of services to
becoming an active partner in the decision-making processes
that can be required to effectively manage his or her com-
prehensive personal service plan.

[0075] 1In one aspect, the coordinated service delivery
network 200 is an evidence-based, population-based model
that delivers health care relevant services customized for a
targeted population consistent with the demographics and
epidemiology of that population. The Community health-
care/vocational/advocacy workers can be placed at the core
of the service delivery model, relying upon the confidence
building personal relationships, trust and emotional support
established by peer-to-peer counseling, to support care plan
compliance and to provide socioeconomic support. The
business methods can provide specific learning content from
periodic peer support team meetings on an interactive basis
versus didactic learning. The coordinated service delivery
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network 200 can employ business methods that monitor
progress and provide feedback to program managers and
program stakeholders. The coordinated service delivery net-
work 200 can focus on the ultimate goal of improved quality
of life for clients, encompassing clinical, social, and voca-
tional measures and outcomes. The coordinated service
delivery network 200 can provide a central prescription drug
benefit and counseling service, as well as access to appro-
priate nutritionals based on indications of a clients particular
health condition.

[0076] Inyetanother aspect, the coordinated service deliv-
ery network 200 can target Ticket to Work assignees to
Vocational Rehabilitation. The network 200 can provide
active recruitment of eligible Ticket holders that have acti-
vated their Ticket and have been assigned to a Division of
Vocational Rehabilitation. The network 200 can assign a
pool of eligible Ticket holders in accordance with the
number of participant slots available in intervention and
control groups. The network 200 can provide a support
service coordination system that is consumer-driven using a
peer supported “Action Learning”226 approach to coordi-
nate, advocate and manage services. The network 200 can
provide a peer supported process of Action Learning 226 for
interactive problem solving to improve long term “Lif-
estyle” changes and promote consumer empowerment. The
network 200 can provide a comprehensive and coordinated
network of support services, such as primary healthcare,
community integration, job readiness and placement through
an integrated service network. In one arrangement, the
network 200 can provide partnership with state sponsored
programs through an underlying network connection to
maximize all program outcomes. The network 200 can
interface to a web based IT platform can capture, analyze,
and process program data to promote communication among
all critical stakeholders.

[0077] Referring to FIG. 4, service domains under the
coordinated health and human network 200 of FIGS. 2 and
3 are shown. The service domains include a clinical services
domain 232, an education services domain 234, a commu-
nity services domain 236, and a vocational services domain
238. Embodiments of the invention are not herein limited to
providing only these service domains. In addition, all the
modules in each domain do not have to be a part of each
program application. For example, a wellness and preven-
tion model application can be created from three of the
domains excluding the employment domain. The domains
and functional modules associated with each domain can
employ business methods that accommodate several pro-
gram applications. In one aspect, but not herein limited to,
the network 200 can employ business methods that offer a
unique opportunity and research platform to conduct clinical
research for chronic disease population among underserved,
underinsured and/or minority populations.

[0078] The clinical services domain 232 can employ busi-
ness methods that include risk stratification, compliance
monitoring, wellness/fitness programs, prescription drug
and counseling programs, nutritional and supplemental pro-
grams, home healthcare encounters, outpatient primary care
encounters, and inpatient encounters. The education services
domain 234 can employ business methods that include
self-management education, advocacy training, continuing
education training, micro-computer training, and technical
assistance. The community services domain 236 can employ
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business methods that include housing services, transporta-
tion services, accessibility services, adaptive technology
services, and recreation services. The vocational services
domain 238 can employ business methods that include job
readiness training, mentorship and internship programs,
networking development, resume and interviewing skill
development, and job listings and postings. A description of
the four categories follow:

[0079] The clinical services domain 232 can employ busi-
ness methods that coordinate clinical services through out-
patient, wellness/exercise, home and inpatient encounters.
The clinical services domain 232 can employ business
methods that are centered on prevention and wellness in
combination with the Individual Development Plan 222. The
clinical services domain 232 of the program can employ
business methods that coordinate clinical services through
outpatient, wellness/exercise, prescription drug services and
counseling, home and inpatient encounters. Most program
participants (i.e. clients) qualify for private healthcare ben-
efits or public healthcare benefits including Medicare or
Medicaid or dual eligibility. Each participant can expected to
have or be given the opportunity to select a primary care
physician. Physicians can share clinical information with the
Program and portions of this data can be updated in the
database. This data sharing can occur with the consent of the
client. This information can be part of the client record or the
Individual Development Plan. The basic clinical services
that are provided in the network can employ business
methods that account for risk stratification, compliance
monitoring, wellness/fitness programs, prescription drug &
counseling programs, nutritional and supplement programs,
home healthcare encounters, outpatient primary care
encounters, inpatient encounters

[0080] The educational services domain 234 can employ
business methods that teach clients skills such as problem
solving and decision making for coping with their chronic
illness. The educational services domain 234 can employ
business methods that teach clients with chronic disease the
skills and confidence they need to manage their disease on
a daily basis and to manage the longstanding life impact of
the disease through principles of self management. For
example, people with a chronic disease having received
basic disease-specific education are expected to manage the
disease for the rest of their lives. This can be the case for
minorities and disenfranchised populations who do not have
continuity of healthcare. Accordingly, peer support teams
provide a forum for self-management education and advo-
cacy training. The educational services domain 234 can
employ business methods that provide prevention education
for family members, or friends, of clients with chronic
disease and disability. Self management education is the
responsibility of all members of the peer support team.
Customarily, the physician or primary is responsible for
informing the client on how to manage their chronic illness.
However, rarely will there be time in the average client
encounter to adequately provide such instruction. The edu-
cational services domain 234 can employ business methods
that provide a team approach including clinical experts,
nursing and other disciplines to provide client and family
education.

[0081] The education services domain 234 can employ
business methods that promote self-management education,
advocacy training, continuing education training, micro-
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computer training, and technical assistance. The self-man-
agement education can be community-based which differs
from traditional self-management education in several ways.
First, it can be based on problems identified by the partici-
pants, where needs drive program content. Second, program
content focuses on imparting skills such as problem solving
and decision making. A purpose of the education is to
prepare program participants to have the skills and confi-
dence to manage their disease on a daily basis, as well as to
manage their life roles and emotions. Judgment about the
quality of the education can be based on improvements in
key health, functional, productivity and lifestyle outcomes.
The outcomes may be both physiological and psychological
having a direct impact upon quality of life.

[0082] The community services domain 236 can employ
business methods that promote housing services, transpor-
tation services, accessibility services, adaptive technology
services, recreation services which provide activities for
client’s daily living. Understandably, the community ser-
vices are offerings available from the community to the
client to assist the client with their daily living. This can
include physical and occupational therapy, physical envi-
ronment services and accessibility training, and transporta-
tion accessibility, housing services, transportation services,
accessibility services, adaptive technology services, child
care, and recreation services. Moreover, technical assistance
by benefits and financial counselors can be provided to train
and assist clients to better navigate the various reimburse-
ment and payment systems for improving personal financial
planning. The community integration section employ busi-
ness methods that can capture primarily employment infor-
mation from vocational assessments, including resumes,
internship and mentorship opportunities, job postings and
job retention data. In addition, it contains local and regional
community services resources. Community services can be
coordinated and/or facilitated through a Support Service
Group (SSG) Manager through a respective Peer Support
Team.

[0083] The outcome of these facilitated services can be
based on the ability of each client to live and function
independently and to successfully re-integrate into his/her
respective community, to the fullest extent possible. The
measure of these outcomes can be self-reported levels of
physical activity, directed at increasing participants’ ability
to perform basic tasks of daily life, including participation in
community-based activities. Community services within the
IDP 222 may be unique with milestones that address both
real and artificial barriers to employment and community
integration.

[0084] The vocational services domain 238 can employ
business methods that promote job readiness training, men-
torship and internship programs, networking development,
resume and interviewing skill development, and job listings
and postings. Understandably, a primary outcome of the
program is gainful employment facilitated by a coordinated
continuum of services that provides job readiness training
and community integration services. In one aspect, the
program can employ business methods that facilitate and
enhance employment opportunities for the program partici-
pants in partnership with divisions of vocational rehabilita-
tion and associated employment network collaborators.
Each participant can prepare for employment opportunities
through the mechanism of a Peer Support Team (PST),
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including: vocational assessments, job readiness training,
job mentor ships and internships, employment referrals,
follow-up and employment retention, though are not limited
to these. Moreover, participants may also be trained and
supported in learning how to identify and pursue their own
employment opportunities.

[0085] The vocational services domain 238 can employ
business methods that provide basic services including job
readiness training, mentorship/internship programs, net-
working development, resume and interviewing skill devel-
opment, job listings & postings. Understandably, a primary
outcome of the Program is to facilitate a coordinated con-
tinuum of services for helping a client ensue gainful employ-
ment opportunities. Business methods include organizing
peer support teams help a client prepare for employment
opportunities which include: vocational assessment, job
readiness training, job mentorship, employment referrals,
follow-up, and employment retention. In one arrangement,
the program can employ business methods to collaborate
directly with both public and private placement agencies to
facilitate employment. For example, a platform includes an
employment section to post client resumes, and job postings
that are actively recruited from the local community. The
vocational services domain 238 can employ business meth-
ods that create a virtual job fair within the IT platform.
Understandably, preliminary communication and informa-
tion is exchanged with potential employers using the IT
platform.

[0086] Program participants’ vocational and employment
efforts can be coordinated with a provider such as a division
of vocational resources (DVR) and/or an employer network
(EN) to support their final employment goals. The coordi-
nated health and human network 200 can employ business
methods that promote for the collaboration with DVR and
ENs to develop partnerships with local employers, business
advisory councils and other relevant community providers in
order to improve employment outcomes. These collabora-
tions can also be developed to improve employer awareness
of employment for persons with disabilities. Within the
vocational services domain, participants can be provided
basic microcomputer skill training and computer access in a
classroom environment.

[0087] For example, the skill training can promote each
participant’s job readiness skills with basic word processing,
spread sheeting, database and communication skills. Addi-
tionally, it will give each participant the ability to access
their respective program files, input information, review
calendar of program events and communicate with program
stakeholders. The vocational services domain 238 can
employ business methods that promote an employment
section to post client resumes, as well as job postings for
providing active recruitment from the local community. In
one aspect, the vocational services domain 238 can employ
business methods that create a virtual job fair. For example,
preliminary communication and exchanges of information
can even be executed over this platform with potential
employers by the prospective employee(s).

[0088] Embodiments of the invention also concern a pro-
gram 500 (i.e. method) for coordinated health and human
services delivery through an information technology (IT)
platform. When describing the program 500, reference will
be made to FIGS. 1-4. Moreover, the steps of the program
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are not limited to the particular order in which they are
presented in FIG. 5. The program can also have a greater
number of steps or a fewer number of steps than those
shown. The program 500 can include assessing and recruit-
ing clients 510, developing an individual development plan
for clients 520, supporting service groups and managing
services for clients through action-learning and peer support
team intervention 530, sharing and archiving information for
monitoring and tracking client progress 540. In a first
arrangement, the program 500 can further include delivering
the services through an IT platform for providing on-line
access 550, and analyzing and measuring the effectiveness
of the coordinated service delivery program 560 to provide
healthcare, community integration, and employment ser-
vices to the client. In a second arrangement not shown, the
program 500 can further include collecting outcome perfor-
mance indicators for evaluating them against those collected
from a control group. The program 500 can also include
providing policy implication recommendations.

[0089] In one embodiment, the program 500 can provide
a consumer driven/client-centered approach that involve the
client as an active team member stressing self-determinant
collaborative goal setting for improving client-provider par-
ticipation and interaction. In another embodiment, the pro-
gram 500 can provide a service delivery extension to tradi-
tional medical and wellness care that links social and
vocational services to facilitate community inclusion in
addition to fundamental clinical and economic goals. In
another aspect, the program 500 can be deployed within a
special needs community such as SSDI and SSI beneficiaries
(or populations) for providing services to a disenfranchised,
disabled, or minority populations at high risk for chronic
disease and its co-morbidities, and consequent disabilities.

[0090] The program 500 can extend service delivery
beyond traditional medical care to link community and
vocational services thereby facilitating community inclusion
in addition to fundamental clinical and economic goals. The
business methods of the program 500 can provide imple-
mentation for a client-centered model improving upon cli-
ent-provider interactions by involving the client as an active
program team member and stressing client-centric collabo-
rative goal setting. The program 500 can apply principles of
Action Learning as the underlying process to promote
behavior modification and lifestyle change. In this aspect,
the methods of doing business can place peer support teams
at the core of the service delivery model, relying heavily
upon the personal relationships, trust factor and emotional
support established by peer-to-peer counseling, to IDP com-
pliance to enhance gainful employment opportunities.

[0091] In one arrangement, the program 500 can be imple-
mented through an IT platform, which coordinates and
maintains connectivity of services and overall communica-
tion among program stakeholders. In practice, an IT plat-
form can implement the program 500 to provides seamless,
efficient, and cost-effective facilitation of health care deliv-
ery features as one implementation example. Another imple-
mentation example can be an intranet or extranet platform.
The IT platform can enable definitive data capture to vali-
date program premises by measuring and analyzing program
indicators/metrics. Understandably, business methods
include capturing data and validating program premises. The
business methods underlying the IT platform can allow for
the development of a new and different perspective on
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outcome development by combining data analysis results
from healthcare to community and vocational services
allowing for the opportunity to develop new cost/economic
models. It should be noted that the program 500 can be
implemented by various other applications which may or
may not be.

[0092] In one application, the program 500 can combine a
coordinated, holistic, consumer-directed care approach
within an Employer Network, such as a state Vocational
Rehabilitation Division. Business methods include partner-
ing with an Employer Network to maximize the support and
services available and accessible to project participants.
Understandably, the partnership can increase a client’s
opportunities to increase their independence, productivity,
and self-worth. Such partnerships can also increase the
research value or program potential for examining future
statewide and nation wide policy issues. Business methods
can include examining problems and recommending solu-
tions considered from the perspectives of the client or
individual, or providers such as the employer networks or
the funding agencies such as the SSA, Medicaid, and
Medicare.

[0093] Referring to FIG. 5, the first method 510 of the
program 500 is intake assessment and recruitment of can-
didates. The intake assessment and recruitment method
collects long term clinical, behavioral, and compliance
information from clients to evaluate long term study out-
comes. This can include analysis of demographic, employ-
ment history, prevalence of chronic disease and other health
factors, utilization and other risk stratification factors for
chronic disease and disability. Briefly, referring to FIG. 6 a
flowchart for client intake evaluation is shown. At step 610,
consumer focus groups can gather marketing data. At step
620, a primary pool of eligible ticket holders can be iden-
tified. At step 630, a database of the ticket eligible pool can
be queried. At step 640, clients can be pre-screened for
eligibility review. Notably, a second pool 632 and associated
database 634 can be queried to identify other eligible
candidates. At step 640, a call pre-screening can be con-
ducted to interview identified candidates. At step 650, a
control group of candidates ineligible to participate is
formed. At step 643, eligible candidates are screened to
collect demographic, employment, health care data, and the
like. At step 644, clients are evaluated for intake assessment.
At step 646, a pool of recruited clients is enrolled in the
program 500. At step 648, program initiation begins wherein
clients go through a base line interview, an orientation, and
are assigned to peer support teams. Clients not selected in
the control pool are interviewed at step 652.

[0094] As a particular example of the intake assessment
and recruitment method, a supporting method 700 for
assessing and recruiting clients is shown in FIG. 7. The
method 700 can also have a greater number of steps or a
fewer number of steps than those shown. At step 701, client
manual records and client information from an electronic
database 702 can be reviewed 703 to generate a client
profile. This can include collecting long term clinical,
behavior, and compliance information from client records. A
client profile describes the health type characteristics for a
candidate participant. At step 704, an inquiry can be sent to
the database 705 for identifying candidate clients. The
inquiry can include analysis of demographic, employment
history, prevalence of chronic disease and other health
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factors, utilization and other risk stratification factors for
chronic disease and disability. A profile of client qualifica-
tion criteria with the support of all program stakeholders can
be generated.

[0095] At step 706, the client can be subjected to a primary
screening. Clients who are not chosen 707 are encouraged to
participate in the traditional programs. After the pre-screen-
ing process 708, data of selected clients can be input 709 into
the Program’s database 710. The pre-screened clients can
then be interviewed 711 in person where they live, allowing
direct assessment of their needs and interest in participation.
At step 712, a secondary screen process can be conducted.
Prospective clients who are not chosen 713 are encouraged
to participate in the traditional programs and are given
recommendations if they wish to be considered again for the
Program. The clients may be encouraged to participate in
parts or selected modules of the Program, if available. The
Program database is updated 714, and the qualifying clients
can receive program materials by mail and can be scheduled
for a “face to face” interview 715 for final screening 717.
Final interviews are given, and qualifying clients are finally
selected, enrolled 722 in an orientation program 720, and
then assigned to a peer support team 723, with team mem-
bers usually geographically proximate in a neighborhood.
Clients that are not chosen 718 or that drop out from the
orientation are updated within the program database 719.
Clients that are not chosen are encouraged to participate in
a traditional program and are given recommendations if they
wish to be considered again by the proposed Program

[0096] In one practical example, the intake assessment and
recruitment module 210 of FIG. 2 can be applied to recruit
Ticket to Work beneficiaries. Understandably, the module
210 can include developing a profile of client qualification
criteria for recruiting clients and receiving approval and
support from program stakeholders. Tickets to Work ben-
eficiaries, however, have been historically skeptical in par-
ticipating. In general, eligible beneficiaries have had no
interest in returning to work, and they can be highly dis-
trustful of government programs. Understandably, eligible
beneficiaries do not want to risk loss of their existing
benefits and are not interested in risking loss of this safety
net once in place. Eligible beneficiaries consider return to
the workforce, if physically and mentally able, and per-
ceived as significant gain and life improvement. Their
mental outlook can directly impact the ability the program’s
ability to recruit these populations. The co-morbidity of
depression is often present, and some have lifestyles, includ-
ing diet, that work against their health and sense of general
well being. Existing services are difficult to access and are
compartmentalized and fragmented, and therefore difficult
for the eligible beneficiary to navigate.

[0097] Very few of those beneficiaries recruited have
actually returned to the workforce. Accordingly, the program
500 includes a recruiting strategy within the intake assess-
ment and recruitment module 210 of FIG. 2 that overcomes
these barriers. The business method strategy includes
recruiting upbeat and non-bureaucratic individuals, focusing
on building the level of trust in dealing with program staff,
assessing what is impacting the lives of those being
recruited, planning to the sensitivity of challenges faced by
counselors in working with the beneficiaries, and providing
marketing strategies that are the product of joint deliberation
between vocational rehabilitative teams and managers. The
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intake assessment and recruitment module 210 includes
business methods that identify which beneficiaries are
selected as participants for the coordinated health and
human services delivery program.

[0098] Referring back to FIG. 5, the second method 520
of the program 500 is primary intervention wherein an
individual development plan (IDP) can be developed, peer
support teams can be formed, and action learning can be
applied. Understandably, the method 520 includes develop-
ing an individual development plan for clients, forming peer
support teams, and applying principles of action learning.
Notably, the IDP is the distillation of the overall plan of the
client’s goals and aspirations benchmarked against the real
possibilities of achieving the documented personal goals. In
essence, the IDP is the “fulcrum” upon which the realization
of program goals rests. Action-learning is the overall climate
by which the IDP is processed. The combination of the IDP,
as the critical client tool or plan, with action-learning, as the
model process with its interactive, team-building, empow-
ering and self determinant qualities, and finally the secure
use of the Internet to communicate and share information
make a unique service delivery program 500.

[0099] Referring back to FIG. 2, the primary intervention
module 220 can include business methods which help each
client create an Individual Development Plan (IDP) 222 in
concert with family members, peers, and other program
stakeholders. The IDP 222 can be a multifaceted document
that provides the clinical background and life history of the
client. For example, the IDP 222 can contain education,
training received, family information, and employment his-
tory of the client, but is not limited to these. The IDP 222 can
include demographic information, health status information,
community information, social services information, voca-
tional information, and employment information. The IDP
222 can be used as a roadmap to balance the goals of the
client with the program results.

[0100] The IDP 222 is the client’s service management
record. Most importantly, it is the documentation and
progress record of the program goals that the client hopes to
achieve. Participants lay the ground work for their IDP 222
by determining goals that they choose to pursue, whether
they relate to health, fitness, self-confidence building,
employment or other areas. The IDP 222 becomes the prime
vehicle for tracking progress and reviewing indices that
relate to improved health and general well-being. It is used
to monitor progress in pursuing employment related goals.
Notably, the information generated can be held in strict
confidence. Families can be encouraged to be a part of the
process, subject to the approval of the participant.

[0101] The primary intervention method 220 can coordi-
nate the exchange of information between a client and a peer
support team 224 composed of a group of individuals that
together help the client with community integration and
re-employment. The client and the peer support team par-
ticipants learn from each other through action learning.
Action-learning is a primary tool within the primary inter-
vention module which allows clients and peer support teams
to interact and learn from one another. The monitoring and
implementation of the individual goals within the IDP 222
includes the use of these peer support mechanisms which is
central to the primary intervention module 220. As part of
Action Learning 226, the process focuses on the use of Peer

Aug. 24, 2006

Support Teams and Peer Support Circles which includes
teams of professionals and third party providers such as
specialty physicians or government programs to help define
client qualification criteria. The primary intervention
method 220 provides an environment by which interactive
information can be communicated, shared, and archived.

[0102] Notably, the coordinated human and health service
delivery program 500 sets out to promote lasting behavioral
changes in the life of the participants, whether it is greater
discipline in managing medications, better diet, weight
control, or other health indicators. The delivery program
relies on Peer Support as the foundation. Participants are
encouraged to adopt new positive ways of thinking. Because
the program is self directed by participants in terms of taking
control of their own lives, the degree of buy in can greatly
exceed traditional government programs that flow from a
less empowering authoritarian model. Taking action is not
an end all. Once action is taken the individual needs to
reflect on what has been learned, and how to sustain the
change involved. Action Learning requires a balance
between action and reflection if deep learning, of the kind
that can lead to behavioral change, is to occur. A Learning
coach facilitates this balance. Participants share what has
been learned with other members of a peer support team
(PST) and a peer support coach (PSC).

[0103] Referring to FIG. 8, a hierarchy of program stake-
holders, participants, and clients is shown. Within each
support service group 858, one client delegate can be chosen
by each peer support team to serve as a delegate to serve on
an Action-learning support service group team with one
learning coach 856 from that support service group acting as
facilitator. The peer support team 854 can be further divided
into three working Action-learning groups or peer support
circles (PSCs) 852 of five members each. Embodiments of
the invention are not herein limited to having only three
working groups, the PST can have more than or fewer than
this number. This team can discuss progress achieved within
their respective support service group and provide feedback
to promote achievement of client and peer support team
goals. Further, these teams can participate in discussions
with both provider and employment service teams to
enhance client provider and employer relationships. Peer
support circles within the hierarchy may have no designated
leaders, and participants determine priorities and areas of
focus by the help of a learning coach. The coach can also
serve as a resource for identifying agencies or programs that
can provide support. Together, the peer support team and
client employ action-learning principles.

[0104] Support service managers within a peer support
team can coordinate or facilitate the availability of the
community services to the client in order to maximize
vocational and quality of life outcomes. For example, an
outcome of these facilitated services can be measured as the
ability of each client to live and function independently and
to successfully re-integrate into his/her respective commu-
nity, to the fullest extent possible. The measure of these
outcomes will be self-reported levels of physical activity,
directed at increasing clients’ ability to perform basic tasks
of daily life, including participation in community-based
activities.

[0105] In one aspect, the organization chart 800 represents
the program support service coordination for the clinical
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services domain 232. The primary unit of service within this
organization chart 800 is the Support Service Group 858.
The organization chart 800 includes at least one PSC 852
and one PST 854. At the top of the organization’s structure
is the Support Service Group Coordinator (SSGC), who is
the principal gatekeeper of the Support Service Coordination
Group (SSCG) 858. The SSGC 858 supports nine PSTs 854
(approximately 135 participants), and oversees three Learn-
ing Coaches 856. This person (857) is the primary coordi-
nator of all program services and resources for those par-
ticipants in the SSCG 858. The Learning Coach reinforces
action orientation by recognizing the achievement of indi-
vidual members through PST celebrations of success.
Progress is also reinforced by actively using the IDP as a
vehicle for counseling individual PST members. This can
lead to amendment of the IDP.

[0106] The three Learning Coaches 856 in the SSCG 858
have reporting responsibilities to the Support Service Group
Coordinator (SSGC). The Learning Coach’s 856 responsi-
bility is to facilitate three Peer Support Teams (PST) 854
(approximately 20 persons each), as well as the three Peer
Support Circles (PSC) 852 (approximately 7 persons each)
under each PST. The Peer Support Teams (PST) 854 provide
the centerpiece for all processes that occur in the program
500. PST’s 854 are guided by the principles of Action
Learning. Each PST (12 to 18 members) 854 can be com-
prised of three Peer Support Circles (PSC) 852 of four to six
members each.

[0107] The PSCs 852 operate as Action Learning teams
which corresponds to the division where the Individual
Development Plans (IDP) begin to emerge through the
process of mutual collaboration and support. The basic
tenets of Action Learning are based on the simple principle
of placing people in a safe and trusting environment where
they can learn from and with each other. Action Learning
provides a confidential and secure environment for interac-
tive dialogue and problem solving. The Learning Coach
(LC) 856 does not act as a leader of the team per se, but
rather guides the process. The LC 856 facilitates the PST
854 and PSC 852 activities, and works with each participant
in developing and managing their IDP. Support Service
Coordination is solely managed within the Support Service
Group. Service coordination is primarily based on Action
Learning driven interactive problem solving whereas par-
ticipants within each PST or PSC identify problems specific
to their respective needs. This process may result in a service
referral if the issue cannot be resolved within the PST or
PSC. All referrals are made through the Learning Coaches to
the Support Service Group Coordinator for validation. The
referrals are then ultimately made by the SSGC to a Support
Service Network (SSN).

[0108] Referring to FIG. 9 a support service coordination
flow chart 900 is shown. The flow chart 900 identifies the
IDP within the center of a peer support network. At step 901,
an IDP 222 can be created for a client. At step 902, a peer
support team 902 comprising a peer support circles 903 can
be assigned to work with the client. At step 905 peer support
involvement with the client can help the client identify and
resolve health care issues. At step 906, a referral request for
consideration can be made. At step 907, problems referred
from the PSCs can be assigned to a learning coach 908. The
learning coach can refer the decision 909 to a support service
group coordinator 910. The service group coordinator 910
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can interact directly with the client and the peer support team
911. Accordingly, the support service group coordinator can
refer 912 the service decision to the support service network
913. Notably, the support service network can include the
clinical, community, and vocational service domains 232-
236. The support service network 913 can provide self
management education and problem solving skills to the
client through coordinated delivery of services 914.

[0109] With the assistance of the Learning Coach, the
Support Service Group Coordinator serves as the primary
gatekeeper of client service coordination. One responsibility
of the Support Service Group Coordinator can be to identify
facilities, coordinate transportation, schedule childcare, and
track client referrals via a web based platform. By monitor-
ing progress versus IDP’s across the various PST’s, the
manager is able to capture critical data for evaluation
purposes. This manager also determines the optimal setting
for PST meetings, including community settings, such as
churches, community centers, health clubs and schools,
making sure that the facilities provide lockers and shower
facilities to support the fitness component of what occurs as
a part of each PST meeting. During the biweekly PST
meetings, clinical functional data is collected and a learning
delivery process of self-management education and peer
support counseling is provided. In this forum, clinical and
community services are also provided, including benefits
counseling, vocational assessments and job readiness ser-
vices. Job mentorships, internships and job interviews are
coordinated through the PST process and Support Service
Group Coordinator in concert with the State Division of
Vocational Rehabilitation (DVR) organization and other
community stakeholders.

[0110] Support Service Group Coordinators work closely
with the learning coaches and their respective peer support
teams to regularly monitor both self-tested and laboratory
tested diagnostics and their social performance measure-
ments or indicators. These managers are responsible for
monitoring data and determining, in collaboration with the
learning coach, how best to support each client, including
clinical follow-up, and educational, community or voca-
tional interventions that are best fitted to the IDP. The
Support Service Group Coordinator is also responsible for
making sure that all participant data is updated and docu-
mented on-line.

[0111] In addition to the Peer Support Circle (PSC) 852
within the PST’s 854, each Support Service Management
Group 858 can have an overall Action Learning team, called
a Hybrid Action Learning Team. One “delegate” from each
PST 854, democratically “elected” by the PST membership,
can serve on this team. This team serves to synthesize and
communicate the views and recommendations of all nine
PSTs 854 in each pilot location. The Hybrid Action Learning
Team provides feedback to the program managers on how
the program can be further refined from a consumer per-
spective. This is another example of the client as the
principal focus in this program, a strategy that fosters
engagement and buy-in through participation in the seminal
processes that guide the delivery systems. In this respect it
can underwrite self-determination, empowerment, indepen-
dence and self-governance. PST delegates can serve as
liaisons with their PST’s membership for providing real time
feedback on discussion of issues, recommendations, and
decisions reached. Delegates to the Hybrid Action Learning
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Teams can also be invited to serve as assistants to the
Learning Coaches 856 in maintaining systematic contact
with those PSC members who leave the PST 854, either
through employment or for other reasons. These delegates
can be seen as potential future Learning Coaches 856 based
on the leadership traits they demonstrated in being elected as
delegates to the Hybrid Action Learning Team 851 and their
willingness to accept such service.

[0112] In one example, a Support Service Group Coordi-
nator can be a nurse practitioner who is the primary gate-
keeper for coordinating all participant services referred to
the program. For example, the nurse practitioner can be a
SSGC who is responsible for monitoring and reviewing
clinical indicators or any data reported as “flags”. The nurse
practitioner can try to resolve or make the appropriate
clinical referrals to the respective care physician. A nurse
practitioner can diagnose and prescribe medications, as well
as make referrals to appropriate specialists, if necessary; the
position in one respect is providing a primary care role.

[0113] A team approach can be implemented with the
SSGC as the team leader, together with the participants and
their family, the Learning Coaches, clinical professionals, as
well as other disciplines review clinical and community data
to assist in IDP development and assessment. Clinical
experts may provide part of the self-management curricu-
lum, although all team members are involved in the self-
management education process. As part of self-management
education (234), the client can be instructed to monitor
chronic disease indicators. These indicators can be tracked
and archived within an IT platform and supervised by the
Support Service Group Coordinator. Monitoring of such
indicators can be a significant factor in complying with the
IDP (222). Compliance with the clinical module of the IDP
(222) may prevent or reduce acute healthcare encounters,
significantly reduce healthcare costs and enhance employ-
ment opportunities. Clinical indicators can be monitored
during the weekly PST meeting, and documented by entries
in daily “Learning Logs”, or via telephone monitoring.
Acute incidences can be reviewed by the SSGC who may be
responsible to resolve all acute and chronic problems either
internally or by referral to the primary care or specialty
physician.

[0114] Returning back to the program 500 of FIG. 5, the
third method 530 is secondary intervention wherein service
groups and management of services can be supported
through principles of action learning. Understandably, the
business method 520 includes supporting service groups and
managing services for clients through action-learning and
peer support team intervention. The program delivery, from
clinical services to self-management and community ser-
vices, can be orchestrated by a multi-disciplinary network of
providers including an empowered client that shares in the
decision-making process. The Program Team is comprised
of all the main stakeholders from the Support Service Group
Coordinator, physician, health educator, dietician, exercise
physiologist, Learning Coach, vocational counselor, benefits
counselor, etc. Productive interactions between the client
and the provider teams are enhanced by an empowered
client, evidence-based practice guidelines, individual devel-
opment plan (IDP), and access to clinical and employment
data.

[0115] The Support Service Network or the continuum of
services and resources incorporates four main service activ-
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ity areas or domains which in one embodiment may be
integrated by an IT platform 150 illustrated in FIG. 1. These
services are monitored on-line by the Support Service Coor-
dinators. In one aspect, the IT platform 150 facilitates access
to all the service data generated by the Program team, as well
all provider stakeholders. The IT platform 150 can integrate
the primary intervention module 220 and the secondary
intervention module 230. For example, the secondary inter-
vention module 230 of FIG. 2 can include a clinical services
domain 232, an education services domain 234, a commu-
nity services domain 236, and a vocational services domain
238. The clinical services domain 232 can include business
methods that monitor chronic disease indicators captured
during peer support team meetings. The indicators can be
archived in a database for complying with the IDP (222).
The education services domain 234 can include business
methods that provide preventative education for family
members of clients with chronic disease and disability. The
community services domain 236 can include business meth-
ods that support active daily living of clients for overcoming
employment and community integration barriers. The voca-
tional services domain 238 can include business methods
that facilitate a coordinated continuum of services for pro-
viding the client with gainful employment opportunities.

[0116] The environment provided by the continuum of
services (232-238) guides the client through program mod-
ules (510-560) for building their capability to live a full life
and find meaningful employment. In order to produce the
environment, peer support teams (PST) are organized to
enact principles of action-learning to achieve both individual
development plan (IDP) and team goals. The secondary
intervention module 230 can include business methods that
engage peer support teams (PST) to use the principles of
Action-learning to meet both individual (IDP) and team
goals. Understandably, action-learning facilitates the peer
support team intervention based on the premise that people
placed together within an environment can learn from and
with each other. Understandably, participants interweave
action with reflection in learning how to better handle
various aspects of their lives which elevates their chance of
gainful employment.

[0117] For example, referring back to FIG. 2, the clinical
services domain 232 can include business methods that
collect, archive and analyze most clinical encounters, as well
as clinical indicator information captured from client diaries
and PST clinical data collection. For example, the underly-
ing IT platform (150) of the coordinated health and human
services delivery network (200) can provide the necessary
connectivity internally between the PSTs (854), as well as
externally to the community service providers or Support
Service Network. The underlying IT platform can also
provide access to critical resources to all stakeholders
including the program participants. The program outcomes
can be considered the responsibility of all members of the
PST (854). The PST (854) can provide the basic forum for
self-management education, advocacy training and overall
problem solving. The program can sustain the PST (854) and
basic peer support long term as the PST (854) continues
during program follow-up and is encouraged to survive
beyond the length of the formal program.

[0118] Referring back to FIG. 5, the fourth method 540 of
the program 500 is sharing and archiving information for
monitoring and tracking client progress. Recall, an IT plat-
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form (150) can unify the clinical services domain 232,
education services domain 234, community services domain
236, and vocational services domain 238. Business methods
include monitoring on-line by the Support Service Managers
and the PST coaches described in FIG. 8. In one embodi-
ment, such monitoring can be provided through an IT
platform 150 as shown in FIG. 10. The IT platform 150
opens access to the service data generated by the program
team and other stakeholders though the application of the
business methods underlying the IT platform 150.

[0119] In one aspect, but not herein limited, the coordi-
nated human and health care services and delivery program
helps clients and participants manage chronic disease
through applied clinical research programs via an Informa-
tion Technology (IT) platform 1000. The IT platform 1000
can be a visual tool available on the internet and accessible
to clients, their support team, and program shareholders. The
IT platform 1000 can deploy a continuum of services within
a collaborative network environment that can be monitored
by the program shareholders to generate evidence-based
healthcare outcomes and protocols for effectively managing
chronic disease and disability care. The IT platform 1000
can capture and analyze a client’s health care data according
to current clinical practice protocols. The IT platform 1000
can implement a health care delivery system based on
Action Learning principles that coordinate services to
enhance gainful employment by fostering self determination
through “peer support” teams and multidisciplinary private/
public partnerships which promote the capacity, quality and
improved sustainability of healthcare, community service
and meaningful employment opportunities. The IT platform
1000 can collect, consolidate and analyze data during the
progress of continued and monitored participant health care.
This information can be included within the IT platform
1000 of community-based social and vocational services for
guiding and helping the client seek gainful employment and
community integration.

[0120] The platform 1000 can employ business methods
to capture, archive, analyze, and disseminate data, and
facilitate or integrate stakeholder communication. In general
it provides an intranet platform for internal users that include
employees, consultants and participants. The IT platform
1000 consolidates data from various information sources
that could otherwise remain hidden inside isolated systems,
available only to data management staff, and presents the
data to all appropriate users from all or most service points
in a seamless and user-friendly fashion. The IT platform
1000 coordinates the continuum of services, monitors and
tracks client progress by case managers (and other project
professionals), develops critical outcomes reports, and
ensures optimal treatment and use of program funds. The
platform (1000) can contain various algorithms that generate
critical outcomes reports and archive information in a data
warehouse.

[0121] For example, referring to FIG. 11, an outcome
report 1100 is shown though section headings, entries, and
components of the report 1100 are only shown for illustra-
tion. Embodiments of the invention herein contemplate
various component arrangements and presentation formats
and are not limited to those shown in FIG. 11. Understand-
ably, the outcome reports allow for case or care management
results which is a significant function of the platform, in that
clients are strictly followed for care plan compliance and for
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tracking plan outcomes. The IT platform 1000 can be a
proprietary program that logistically coordinates the com-
plex continuum of services (232-238) including the moni-
toring and tracking of client progress by Support Service
Group Coordinators (SSGC) and Learning Coaches, or other
project professionals. The IT platform 1000 can also provide
secure interactive communication and access to proprietary
program information.

[0122] The information technology platform (150) sup-
porting the IT platform 1000 can comprise both public and
private services. The public services can include: 1) general
program marketing information, 2) general e-mail, 2) cal-
endar, 3) discussion groups and forums and 4) general job
placement information. The private section of the platform
is secure and private, and can be divided into two main
applications. The first application contains the IDP or par-
ticipant record including the clinical registry and self-man-
agement data. The second application contains community
and employment service information.

[0123] Referring back to FIG. 5, the fifth method 550 of
the program 500 is the delivery process wherein services can
be delivered, for example, through an IT platform, for
providing on-line access to the client’s personalized health
care program. The delivery process guides the client through
program phases to build their capability to live a full life and
find meaningful employment using principles of Action
Learning. The program delivery, from clinical services to
self-management and community services, is orchestrated
by a multi-disciplinary team of experts using Action Learn-
ing. The Action learning aspect of the program delivery
allows the client to take equal part in the decision-making
process of the client’s health care plan. Notably, the Program
team is comprised of all the main stakeholders including the
primary care physician, health educator, dietician, physical
therapist, exercise physiologist, support service manager,
peer support team coach, vocational counselor, and benefits
counselor. In practice, the delivery process provides produc-
tive interactions between the client and the provider teams.
These interactions are enhanced by an empowered client,
evidenced-based practice guidelines, individual develop-
ment plan (IDP), and access to clinical and employment
data.

[0124] For example, referring back to FIG. 2, the delivery
process module 250 collects clinical and functional data
during PST meetings. The delivery process module 250
provides learning delivery process of self-management edu-
cation and peer support counseling. Within this forum, the
delivery process module 250 coordinates clinical and com-
munity services and provides benefit counseling, vocational
assessment, and job readiness services as part of the IDP
(222). Job mentorship’s, internships and interviews are
coordinated through the PST (854) and Support Service
Manager and with other community stakeholders actively
involved in the program delivery process.

[0125] Referring back to FIG. 5, the sixth method 560 of
the program 500 is the evaluation module wherein the
effectiveness of the coordinated service delivery program to
provide healthcare, community integration, and employment
services can be analyzed and measured. For example, refer-
ring back to FIG. 2, the evaluation module 260 can capture,
measure, and analyze program indicators/metrics to validate
merits of the program deployment. For example, the evalu-
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ation module 260 can evaluate outcome performance indi-
cators collected from the program such as those from
research or intervention group dialogues against outcome
performance indicators collected from a control group such
as external control. The evaluation module 260 measures
outcome performance collected at the conclusion of client
participation with those collected during screening and
enrollment, the baseline or internal control. This allows the
program shareholders to monitor, track, and adjust the
services within the program while assessing program per-
formance. For example, upon completion of the program, a
client’s community integration factors or re-employment
statistics are used to determine the program impact.

[0126] Outcome performance indicators collected from
the intervention group can be evaluated against those col-
lected from the control group (external control). Measures
collected at the conclusion of client participation can be
compared with those collected during screening and enroll-
ment, which forms the baseline and provides an internal
control mechanism. The program can be standardized on
specific clinical, social/behavioral and economic indicators
or metrics to measure and analyze overall program and
individual client performance using validated instruments.
The evaluation design comprises: 1) existing instruments, 2)
a self-evaluation approach, 3) clinical, process quality of life
and economic indicators, and 4) descriptive consumer and
service information. The evaluation data can be collected on
an ongoing basis, cataloged and organized to conform to the
capabilities and potential of the IT platform and interactively
analyzed for feedback. Furthermore, results of the evalua-
tion can be presented in an economic frame work. Quanti-
tative and qualitative measurements can be analyzed for
significant changes and other descriptive statistics.

[0127] For example, primary evaluation measures can be
based on comparisons to an external control (like-peers) to
specifically measure progress (~12 months post enrollment)
towards achieving employment goals. Proactive marketing
and recruitment can be evaluated to assess the success of the
recruitment model. As another example, secondary evalua-
tion measures can be based on comparisons to the internal
control to measure progress towards achieving personal/
healthcare goals twelve months into the program relative to
baseline (IDP). Participant satisfaction can also be assessed.

[0128] In another aspect, policy recommendations can be
developed. This can include monitoring and analyzing
policy implications arising from the enactment of the pro-
gram. A team of nationally recognized health and disability
policy analysts can be put together to review findings, make
recommendations resulting from the program, and provide
policy implications for review by appropriate federal agen-
cies. The results and recommendations should prove to be
valuable for creating policies and guidelines that will assist
individuals in finding and maintaining employment while
not jeopardizing their health benefits and/or other federal
benefits they may be receiving.

[0129] In one aspect, a Policy review can be developed to
encompass regulatory and legislative matters involving SSA
and other proposal related Federal Agencies, the US Con-
gress, proposal-related state agencies and legislatures. A data
analysis can also be conducted to focus on how policy
alternatives will impact disability and provider organiza-
tions. Observations can be made from a retrospective as well
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as a prospective policy perspective in view of program
findings. Notably, SSA has included policy implications in
its annual reports to Congress, as it has been called upon by
Congress to address policy issues through its Research and
Demonstration grants program. Accordingly, the policy rec-
ommendations provided by the program may be helpful to
SSA in both its legislative and regulatory agenda.

[0130] For example, the program can produce findings
that have relevance to examining emerging policy implica-
tions for the Ticket to Work program. Accordingly, it can be
envisioned that individuals selected to participate in the
program and that complete the program will have improved
job readiness and interviewing skills, improved management
and decision-making skills regarding their health options
and health status, and have increased their natural circle of
community supports and services.

[0131] Recommendations can focus on, but are not herein
limited to:

[0132] 1. Regulatory—such as SSA’s Ticket to Work
regulations (proposed regulations are currently circulating
for comment); benefits counseling and disability determina-
tions regulations; HHS' Medicaid Buy-in and other pro-
grams; RSA regulations and program guidelines for state
vocational rehabilitation agencies and regarding supported
employment, Randolph-Sheppard program; and, DOL’s
One-Stop Program regulations; the Javits-Wagner-O’Day
(JWOD) Act program; and

[0133] 2. Legislative—such as program consolidations
and/or coordination; new funding authorizations; reports by
any oversight and investigative committees; new research
and demonstration programs; new proposals involving
employment incentives; and clearer, more directed relation-
ships between the vocational and medical/health communi-
ties and programs, to name a few. With less than 1% of these
recipients currently returning to the workforce, any demon-
strable increase in individuals finding and maintaining
employment will be deemed significant in terms of costs as
well as reaching the original intended goal of the Ticket—
successfully weaning people off of benefits by virtue of
placing them back into the job market. Through the use of
a control group that is similar to program participants with
the exception of our interventions (the project itself), we
may also examine findings that can suggest which current
policies/practices in place now may actually be barriers to
entry into the workforce.

[0134] The policy recommendation analysis can address
identified fundamental and significant barriers to employ-
ment. This can include, but is not limited to: Psychological
impact of the disability process, Physical impact of delayed
access to health care, Lack of access to training and employ-
ment services, Premature loss of benefits, Loss of ongoing
employment supports, DI cash cliff and SSI asset limits, Job
loss and difficulty of reinstatement, and Work-related over-
payments.

[0135] Referring to FIG. 12, a client flow-chart 1200 for
a coordinated service delivery management is shown. Nota-
bly, the client flow-chart 1200 illustrates the importance of
the two milestone events: the creation of the IDP 222 and the
program services 224 which includes self management
education and case management that occurs within the peer
support teams. Referring back to FIG. 2, the IDP 222 and
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the Peer Support Teams are primary components for enact-
ing principles of action learning. The client flow-chart 1200
illustrates population stratification 1210 which can include
demographic data and diagnostic data as input to the coor-
dinated service delivery management program. Business
methods deployed within the population stratification 1210
can include assessing risk factors 1212. The risk factors can
be assessed through clinical data and/or health maintenance
data 1213. The risk factors 1212 can be carried forward to
a primary care encounter 1220. The primary care encounter
1220 can diagnose chronic disease and enter health care data
into the IDP 222. A chronic disease diagnosis can lead to an
inpatient care encounter 1230. In one arrangement, infor-
mation gathered from the inpatient encounter 1230 can be
provided to a technology platform 150 for presentation. The
IDP 222 can be implemented with the participant though the
help of support services, group coordinators, and nurse
practitioners as discussed in FIG. 8. The IDP (222) can
include psycho-social behavior data and personal compli-
ance data as input while providing access to demographic
data and clinical data 1232. Data can be captured at baseline
and at several intervals during the course of primary care
encounter. Notably, the peer support teams (224) provide
self-management training, action learning, and case man-
agement as discussed in FIGS. 2 and 8. Peer support team
involvement can require input and access to demographic
data, clinical data, psycho-social behavior data, health main-
tenance data, and scheduling data 1250. Peer support team
involvement can provide flags for clinical outliers, social/
behavioral outliers, follow-up action appointments, and cli-
ent tracking 1250. Peer support team intervention can
include service referral 1233 through services 232-238:
community service, vocational service, and educational ser-
vices in conjunction with self management services. Nota-
bly, health maintenance data, compliance data, exercise data,
and diet data 1213 identified during the action-learning can
be provided as information through an information technol-
ogy platform 150.

[0136] A business method for coordinated human and
health services delivery has been provided. Notably, there
are features of the services delivery model that emphasize
distinguishing features over current health care service prac-
tices. The model operates within a delineated community (or
population), providing services to clients at high risk for
chronic disease and its co-morbidities, and consequent dis-
abilities. The model focuses on the overarching goal of
improved quality of life for clients, encompassing clinical,
social, and vocational measures and outcomes. The model
extends service delivery beyond traditional medical care to
link community and vocational services, facilitating com-
munity inclusion in addition to fundamental clinical and
economic goals. The model is an evidence-based, popula-
tion-based model that delivers culturally-relevant services
customized for minority, underserved and underinsured
communities with its particular demographic requirements.
The model is client-centered improving upon client-provider
interactions by involving the client and family members as
active program team members and stressing client-centric
collaborative goal setting by creating a comprehensive but
dynamic care plan, namely an Individual Development Plan
or IDP.

[0137] In one aspect, the model uses a total systems
approach, integrating a comprehensive set of healthcare,
vocational, community integration and education services.
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The model creates and establishes this “Systems Approach”
based on collaborations and close partnerships between
program stakeholders, providers including consumers and
their families. A network of providers is instituted for such
services that is coordinated by the IT system but is facilitated
by a Peer Support Team process and the case manager which
is specifically tailored for those with chronic disease and
disabilities.

[0138] In particular, the model uses Action Learning prin-
ciples which are the underlying process to promote behavior
modification and lifestyle change and which places peer
support teams at the core of its service delivery model,
relying heavily upon the personal relationships, trust factor
and emotional support established by peer-to-peer counsel-
ing, to IDP compliance and to enhance social service and
gainful employment opportunities. The model is a new and
unique system of case management using a peer supported,
Action Learning approach to empower clients to problem
solving their respective service and reimbursement issues
with peers and case managers which is a new bottom up
approach. The model uses Action Learning to drive a peer
support system that empowers clients through customized
self management education and problem solving how to
self-determine how to improve their health, community
integration, employment readiness, financial well being and
overall quality of life issues. The model coordinates all
system components by a web based platform that broadly
shares and integrates information across the full spectrum of
service providers, while at the same time honoring matters
of privacy and the requirements of a HIPPA compliant data
base.

[0139] Inone embodiment all program modules and stake-
holder are unified by an IT platform, coordinating and
maintaining connectivity of services and overall communi-
cation among all program stakeholders and enabling defini-
tive data capture to validate program premises by measuring
and analyzing program indicators/metrics. The IT platform
provides the necessary tools and suitable media for custom-
ized data collection and capture, analysis, archiving, com-
munication and information sharing among the program
stakeholders in a secure compliant IT platform. The IT
platform allows for the development of a new and different
perspective on outcome development by combining data
analysis results from healthcare to community and voca-
tional services allowing for the opportunity to develop new
cost/economic models.

[0140] In one aspect, the model institutes overall system
linkages that are established to encompass local, state and
federal systems in assuring seamless delivery, all indexed to
a common client centric approach (e.g., Florida DVR and
CSAVR at the national level or linkages to Trinidad and
Tobago National IT Healthcare System). The model pro-
vides a distinctive management architecture, from the stand-
point of processes, systems integration and IT. It is a holistic
architecture that superintends IT alone. The model provides
for active recruitment of eligible clients through the appli-
cation and implementation of Proactive Intake and Assess-
ment or Stratification processes. The model promotes per-
sonal accountability through the development of IDP and
self management education, utilizing action learning and
peer support team principles to promote self determination,
advocacy, gainful employment and independence.
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[0141] In one arrangement, the model is developed and
implemented in phases consisting of primary and secondary
intervention strategies. Primary interventions are IDP-
based; focusing on the individual beneficiary, while second-
ary interventions are system-based provisions, including
clinical, educational, community, vocational services and
benefit counseling. The model can be streamlined for
accountability through a mechanism of evaluation for the
individual participant and for the system as a whole. The
model allows for the development on continuous quality
improvement measures through analysis of outcomes. These
outcome measures can also develop into policy recommen-
dations. In one aspect, system evaluations focus on both
short and long term achievements of predetermined mea-
surable outcomes which can include but are not limited to:
Efficacy of recruitment, Attainment of IDP goals (as a joint
responsibility of the participant and the system), Clinical
goals outcome, Job readiness and actual placements, Assess-
ment of participant satisfaction, and Quality of Life mea-
sures.

[0142] Where applicable, the present embodiments can be
realized in hardware, software or a combination of hardware
and software. Any kind of computer system or other appa-
ratus adapted for carrying out the methods described herein
are suitable. A typical combination of hardware and software
can be a communications device with a computer program
that, when being loaded and executed, can control the
communications device such that it carries out the methods
described herein. Portions of the present method and system
may also be embedded in a computer program product,
which comprises all the features enabling the implementa-
tion of the methods described herein and which when loaded
in a computer system, is able to carry out these methods.

[0143] While the preferred embodiments of the invention
have been illustrated and described, it will be clear that the
embodiments of the invention is not so limited. Numerous
modifications, changes, variations, substitutions and equiva-
lents will occur to those skilled in the art without departing
from the spirit and scope of the present embodiments of the
invention as defined by the appended claims.

What is claimed is:
1) A business method of coordinated health and human
services and delivery comprising:

providing services to clients at high risk for chronic
disease including co-morbidities and consequent dis-
abilities associated with said chronic disease;

linking community and vocational services for facilitating
community inclusion to supplement fundamental clini-
cal and economic goals;

creating a comprehensive and dynamic individual devel-
opment plan to involve said client and family members
as active program team members for stressing client-
centric collaborative goal setting; and

applying action learning to promote behavior modifica-
tion and lifestyle change.
2) The business method of claim 1, wherein said provid-
ing services includes

delivering culturally-relevant services customized for
minority, underserved, and underinsured communities
having particular demographic requirements.
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3) The business method of claim 1, wherein said linking
includes

focusing on reach-out goals of improved quality of life of
said clients by encompassing clinical, social, and voca-
tional measures and outcomes; and

integrating a comprehensive set of healthcare, vocational,
community integration and education services.
4) The business method of claim 1, further comprising

coordinating and maintaining connectivity of said ser-
vices and overall communication among program
stakeholders; and

providing tools and suitable media for customized data
collection and capture, analysis, archiving, communi-
cation and information sharing of said services and
communication.

5) The business method of claim 4, further comprising:

measuring and analyzing outcomes of said services and
said individual development plan by monitoring indi-
cators and metrics for providing continuous quality
improvement measures; and

validating said services and said individual development
plan premises in view of said data measuring and
analyzing.

6) The business method of claim 5, further comprising
combining data analysis results of said services and said
individual development plan for developing new cost eco-
nomic models.

7) The business method of claim 1, wherein said linking
further includes linking local, state, and federal systems for
providing seamless delivery of services.

8) The business method of claim 1, further comprising
placing peer support teams at the core of a service delivery
model for providing a coordinated management architecture.

9) The business method of claim 8, further comprising
providing a peer support system that empowers said client
through customized self management education and prob-
lem solving skills to improve a health, community integra-
tion, employment readiness, financial well being and overall
quality of life of said client.

10) The business method of claim 1, further comprising

promoting personal accountability through the develop-
ment of an Individual Development Plan (IDP) and self
management education; and

utilizing action learning and peer support team principles
to promote self determination, advocacy, gainful
employment, and independence.

11) The business method of claim 10, wherein said action
learning empowers clients to solve problems with peers and
case managers, said problems associated with a clients’
health management service and reimbursement policies.

12) The business method of claim 10, further comprising
developing and implementing said coordinated health care
delivery and services in phases consisting of primary and
secondary intervention strategies, wherein a Primary inter-
vention is based on an individual development plan, and a
secondary intervention is based on a service system includ-
ing at least one of clinical, educational, community, voca-
tional services and benefit counseling.

13) The business method of claim 10, further comprising
imposing evaluative mechanisms for streamlining account-
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ability of said coordinated health care services and delivery
program for the individual participant and for the coordi-
nated health care system in an entirety, wherein said evalu-
ative mechanisms include at least one from the group
comprising: efficacy of recruitment, attainment of IDP goals,
clinical goals outcome, job readiness and actual placements,
assessment of participant satisfaction, and quality of life
measures.

14) A coordinated service delivery program for coordi-
nated health and human services management comprising:

an intake assessment and recruitment module for popu-
lation stratification and recruitment for clients having
chronic disease or disability;

a primary intervention module for developing an indi-
vidual development plan and for enacting action-learn-
ing through peer support team intervention;

a secondary intervention module for providing coordina-
tion of services; and

an information archive to coordinate services for moni-
toring and tracking client progress;

wherein the coordinated service delivery system is a
population-based, client-centric strategy that combines
self-management skills with said services to facilitate
functional and psychosocial needs of the client for
focusing on community integration and re-employ-
ment.

15) The coordinated service delivery program of claim 14,
further comprising

a program evaluation module for evaluating performance
indicators against external indicators from a control
group; and

a policy recommendations module to review findings in
view of said performance indicators and to make rec-
ommendations based on performance results from said
coordinated service delivery program.

16) The coordinated service delivery program of claim 15,
wherein the program evaluation module further provides
individualized outcomes studies for developing outcome
health care studies for evidence-based healthcare programs.

17) The coordinated service delivery program of claim 14,
wherein the evaluation module analyzes and measures an
effectiveness of the coordinated service delivery program.

18). The coordinated service delivery program of claim
14, wherein the program evaluation module standardizes
said delivery program on clinical, social, behavioral, and
economic indicators to measure and analyze overall program
and individual client performance.

19) The coordinated service delivery program of claim 14,
wherein the intake assessment and recruitment module fur-
ther comprises

collecting long term clinical, behavior, and compliance
information to evaluate long term study outcomes; and

developing a profile of client qualification criteria for
recruiting clients approved with the support of all
program stakeholders.
20) The coordinated service delivery program of claim 14,
wherein the intake assessment and recruitment module fur-
ther comprises:
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entering the analysis of pre-screened clients into a pro-
gram database;

interviewing the pre-screened clients for directly assess-
ing their needs and interest in participation of said
service delivery program;

selecting qualified clients, enrolling clients in an orienta-
tion program, and assigning clients to a peer support
team;

updating the program database for qualified and unquali-
fied clients;

measuring baselines such as clinical history, or quality of
life survey; and

creating an individual development plan (IDP) for a client
together with family members, peers, and other pro-
gram stakeholders of the peer support team.

21) The coordinated service delivery program of claim 14,
wherein the intake assessment and recruitment module fur-
ther comprises analyzing at least one of demographic,
employment history, prevalence of chronic disease, other
health factors, utilization and other risk stratification factors
for chronic disease and disability.

22) The coordinated service delivery program of claim 14,
wherein the IDP of the primary services intervention is a
multifaceted document which provides the clinical back-
ground and life history of the client including at least one of
education, training received, family information, and
employment history.

23) The coordinated service delivery program of claim 14,
wherein the IDP further includes at least one of demographic
information, health status information, community informa-
tion, social services information, vocational information,
and employment information.

24) The coordinated service delivery program of claim 14,
wherein the services include:

a clinical services domain for monitoring chronic disease
indicators captured during peer support team meetings
that are archived in a database for complying with the
IDP;

an education services domain for providing preventative
education for family members of clients with chronic
disease and disability;

a community services domain for supporting active daily
living of clients for overcoming employment and com-
munity integration barriers; and

a vocational services domain to facilitate a coordinated
continuum of services for providing gainful employ-
ment opportunities.

25) The coordinated service delivery program of claim 14,
wherein said information archive provides real time and
secure access to program information.

26) The coordinated service delivery program of claim 24,
wherein said clinical services domain includes at least one of
risk stratification, compliance monitoring, wellness/fitness
programs, prescription drug and counseling programs, nutri-
tional and supplemental programs, home healthcare encoun-
ters, outpatient primary care encounters, and inpatient
encounters.

27) The coordinated service delivery program of claim 24,
wherein said education services domain includes at least one
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of self-management education, advocacy training, continu-
ing education training, micro-computer training, and tech-
nical assistance.

28) The coordinated service delivery program of claim 24,
wherein said community services domain includes at least
one of housing services, transportation services, accessibil-
ity services, adaptive technology services, and recreation
services.

29) The coordinated service delivery program of claim 24,
wherein said vocational services includes at least one of job
readiness training, mentorship and internship programs,
networking development, resume and interviewing skill
development, and job listings and postings.

30) The coordinated service delivery program of claim 14,
wherein said information archive is monitored on-line by
one of a Support Service Manager and a PST coach.

31) The coordinated service delivery program of claim 14,
wherein the program evaluation module further comprises
assessing employment indicators including at least one of
hours worked, job retention, informed choice, control, sat-
isfaction, level and nature of required supports, and
employer satisfaction.

32) The coordinated service delivery program of claim 14,
wherein the delivery processes module guides the client
through program phases to build their capability to live a full
life and find meaningful employment through said Action
Learning.

33) A method for coordinated health and human services
delivery comprising:

assessing and recruiting clients and developing a team of
professionals and third party providers;

developing an individual development plan for said cli-
ents;

supporting service groups and managing services for
clients through action-learning and Peer Support Team
Intervention; and

sharing and archiving information for consolidating data
from said services and for monitoring and tracking
client progress.
34) The computer implemented method of claim 33,
further comprising

delivering said services for providing access to a multi-
disciplinary team of experts; and

analyzing and measuring the effectiveness of a coordi-
nated service delivery program to provide healthcare,
community integration, and employment services to a
client.

wherein the delivery is a population-based, client-centric
strategy that combines self-management skills with
coordinated services to facilitate functional and psy-
chosocial needs of said client for focusing on commu-
nity integration and re-employment.

35) The method of claim 33, further comprising standard-
izing said delivery on clinical, social, behavioral, and eco-
nomic indicators to measure and analyze overall program
and individual client performance.

36) The method of claim 35, further comprising recom-
mending policies and guidelines based on said performance.

37) The method of claim 33, wherein the assessing and
recruiting clients further comprises:
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collecting long term clinical, behavior, and compliance
information to evaluate long term study outcomes, and

developing a profile of client qualification criteria for
recruiting a client with the support of all Program
stakeholders.
38) The method of claim 33, wherein the assessing and
recruiting clients further comprises:

entering the analysis of pre-screened clients into a pro-
gram database;

interviewing one or more pre-screened clients in person
where they live for directly assessing their needs and
interest in participation of the program;

selecting one or more qualified clients, enrolling said
qualified clients in an orientation program, and assign-
ing said clients to a Peer Support Team;

updating said program database for qualified and unquali-
fied clients; and

measuring baselines and creating an Individual Develop-
ment Plan (IDP) in concert with family members,
peers, and other Program stakeholder of the Peer Sup-
port Team.
39) The method of claim 33, wherein the developing an
IDP further comprises:

capturing employment information from vocational
assessments, resumes, internship, and mentorship
opportunities, job postings, and job retention data; and

analyzing demographic, employment history, prevalence
of chronic disease and other health factors, utilization
and other risk stratification factors for chronic disease
and disability.

40) The method of claim 33, wherein supporting service
groups and managing services further includes developing a
team for working in an environment of Action Learning to
maximize a capacity and ability to collaborate with the
client.

41) The method of claim 33, wherein supporting service
groups and managing services further includes:

providing access to clinical, educational, vocational, and
community services for placing the client in a support-
ive, nurturing and learning environment;

providing said services and resource coordination of
services through action-learning by linking said com-
munity services, vocational services, educational ser-
vices, and clinical services to promote employment
outcomes; and

monitoring and tracking client progress to facilitate a
coordinated continuum of services for ensuing gainful
employment opportunities.

42) The method of claim 33, wherein supporting service
groups and managing services for clinical services further
includes providing at least one of risk stratification, com-
pliance monitoring, wellness/fitness programs, prescription
drug and counseling programs, nutritional and supplement
programs, home healthcare encounters, outpatient primary
care encounters, and inpatient encounters for monitoring
chronic disease indicators captured during peer support team
meetings that are archived in compliance with an IDP.

43) The method of claim 33, wherein supporting service
groups and managing services for educational services fur-
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ther includes providing at least one of self-management
education, advocacy training, and continuing education and
training for providing preventative education for family
members of clients with chronic disease and disability.

44) The method of claim 33, wherein supporting service
groups and managing services for community services fur-
ther includes providing at least one of housing services,
transportation services, accessibility services, adaptive tech-
nology services, and recreation services for supporting
active daily living of clients to overcome employment and
community integration barriers.

45) The method of claim 33, wherein supporting service
groups and managing services for vocational services further
includes providing at least one of Job Readiness Training,
Mentorship/internship Programs, Networking Development,
Resume and Interviewing Skill Development, and job list-
ings & postings.

46) The method of claim 33, wherein analyzing and
measuring the effectiveness of a coordinated service deliv-
ery program further includes:

providing secure interactive communication and access to
program information;

consolidating data from various information sources;
presenting said data to clients in a seamless manner; and

reporting outcomes of said health care delivery program.

47) The method of claim 33, wherein analyzing and
measuring the effectiveness of a coordinated service deliv-
ery program further includes collecting and archiving clini-
cal encounters or clinical indicator information captured
from client diaries and PST clinical data collection for
analysis.

48) The method of claim 33, wherein supporting service
groups and managing services provides an administrative
focus using a Support Service Coordination Group (SSCG)
Task Team by:

assigning at least one Support Service Group Coordinator;
assigning at least three Learning Coaches;
assigning at least nine PSTs; and

assigning at least one Hybrid Action Learning Team.

49) The method of claim 33, wherein supporting service
groups and managing services provides an administrative
focus using at least one of a Peer Support Team (PST) Task
Team, a Learning Coach, and a Peer Support Circle.

50) The method of claim 33, wherein supporting service
groups and managing services provides an administrative
focus using a Peer Support Circle Action Learning Team.

51) The method of claim 33, wherein supporting service
groups and managing services provides an administrative
focus using a Hybrid Action Learning Team by assigning at
least One Action Learning Team.

52) The method of claim 33, wherein supporting service
groups and managing services provides an administrative
focus using an Advisory Council Task Team.
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53) A method of providing coordinated healthcare to
promote community integration and employment for per-
sons with disabilities comprising:

providing active recruitment of eligible participants;

providing a support service coordination system that is
consumer-driven using a peer supported Action Learn-
ing approach to coordinate, advocate and manage ser-
vices; and

providing a comprehensive and coordinated network of
support services through an integrated service network.
54) The method of claim 53 further comprising:

providing a peer supported process of Action Learning of
interactive problem solving to improve long term “Lif-
estyle” changes and promote consumer empowerment;
and

providing consumer incentives and benefits for clients to
promote and sustain long term behavior changes;
55) The method of claim 53 further comprising:

providing partnerships with eligible stakeholders includ-
ing local and state provider agencies; and

promoting communication among critical stakeholders to
capture and analyze program data.
56) An information technology (IT) platform for provid-
ing coordinated health care and human services management
comprising:

a healthcare management service;

a self-management service;

a community and vocational service;
an outcomes research service; and

an IT platform combining access to said services for
coordinating and managing said services within said
information technology (IT) platform, wherein the
information technology (IT) platform is a population-
based, client-centric entity that facilitates a focusing of
a client’s functional and psychosocial needs on com-
munity integration and re-employment through the
coordination and interaction of said services.

57) The information technology (IT) platform of claim 1,

further comprising public and private services, wherein

the public services includes at least one of general pro-
gram marketing information, general e-mail, calendar,
discussion groups and forums and general job place-
ment information, and

the private section of the platform is secure and private,
and is divided into two main applications wherein the
first application contains clinical and self management
data, and the second application contains community
and employment service information.
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