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INTRODUCTION

Care management has become a high priority for hospitals nationwide due to an 

increased focus on patient-centered care, a shift to value-based payments, and an 

aging population. Implementing a comprehensive care management program is a 

natural and necessary solution to such changes as it helps connect providers, control 

costs, and improve patient outcomes across the care continuum. 

As the focus on population health and care management has increased, healthcare 

technology has been thrust into the spotlight as the key to succeed in this arena. 

While technology is a necessary part of the care management program, it is not the 

silver bullet to succeed. Organizations must establish clear objectives, prioritize 

investments, develop a flexible workforce, and build a culture centered around the 

initiative. 

We recognize that each hospital is in a different place on its path to care management. 

With this in mind, we have developed a comprehensive guide to help any organization 

create, implement, and operate an effective program. In the guide, we outline five 

steps that organizations should follow to build a care management infrastructure and 

successfully operate the program.

What is care management?

Evidence-based, integrated 

clinical care activities that are 

patient-specific and ensure 

that every patient has a 

coordinated plan of care and 

services.1

VOLUME-BASED VALUE-BASED

• Fee-for-service reimbursement

• High quality not rewarded

• No shared financial risk

• Acute inpatient hospital focus

• IT investment incentives not seen by 

   hospital

• Stand-alone care systems can thrive

• Regulatory actions impede hospital-

   physician collaboration

• Payment rewards quality and efficiency

• Quality impacts reimbursement

• Partnerships with shared risk

• Increased patient severity

• IT utilization essential for population

   health management

• Scale increases in importance

• Realigned incentives, encouraged  

   coordination

The Changing Healthcare Landscape
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1.  Define Care Model and Establish Goals

Before executives can invest time or resources into building the care management 

program, they must define the new care model and outline clear goals. First, executives 

must select a target patient population that will be enrolled in the initial care 

management program. Knowing who the target patients are will inform the initial care 

model design. They must then analyze historical claims, utilization, cost and clinical 

quality data to identify the clinical care needs for this population. 

Next, organizations must establish specific, measurable goals for improving clinical 

quality. They should carefully consider how each goal would impact cost savings, and 

the time they anticipate it will take to reach the desired outcome. Program objectives 

should then be clearly communicated to all stakeholders, both clinical and non-clinical, 

so that everyone is aligned toward a common mission. 

INVESTMENTS & INFRASTRUCTURE DEVELOPMENT

There are several steps that must be taken before hospitals can begin to design their 

population health and care management programs. For the program to be successful, 

organizations must approach care management as a cultural transformation. Executives 

must spend substantial time researching and planning to ensure that their services will 

align with this new care delivery model. 

Objective Savings Impact Time to Realize Change

Reducing Readmissions High Short

Decreasing ambulatory sensitive conditions High Medium

Lowering length of stay High Short

Variation in clinical practice High Long

Decreasing ED utilization Medium Medium

Increasing generic drug use Medium Short

Retrieved from http://www.beckershospitalreview.com

In the table below, we have outlined several examples of quality objectives, their ability 

to influence costs, and the anticipated time to realize this change.

Clinical Quality Goals
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2.  Create a Prioritized Strategy for Investments

Once organizations have established their goals, they can strategize how to best 

coordinate resources to meet these desired outcomes. Leadership should consider how 

they will allocate money and resources across four areas;  information exchange and 

analytics, new partnerships, a care management platform, and the care management 

workforce. 

• Information Exchange and Analytics 

The first investment will likely be in basic information exchange and analytics 

platforms (EHR/HIE). Using this technology to collect and monitor patient health 

will help providers stratify their patient population into three distinct risk levels 

based on demographics, utilization, diagnoses, medications, previous costs, and 

comorbidities. Risk stratification will largely guide the appropriate form of care 

delivery, engagement, and intervention.

Usually one or more complex illnesses, 
comorbidities, and psychosocial barriers

High Risk

15-35%

60-80%

5% 

Several risk factors, which could lead 
these patients to become high risk if 
left unmanaged

Rising Risk

Typically healthy and any minor 
conditions are easily managed

Low Risk

Population Pyramid
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Hospitals

Post-Acute Care

Long-Term Care

Public Health Agencies

Ancillary Providers

Home Care & Hospice

Pharmacy

Specialists

Patient-Centered 

•  Care Management Workforce

Investing in a care management workforce does not require executives to hire 

new staff members. Instead, leadership should focus on retraining existing staff 

to meet care management initiatives. This includes introducing new patient care 

services, familiarizing each employee with new technology, and ensuring that 

each employee understands how he/she can contribute to the organization’s 

objectives. Executives should also select certain staff members to take on 

new roles within the care management program, for example, appointing a 

registered nurse to serve as the care manager for high-risk patients. We explain 

this further in the next section.

•  Preferred Partner Network

To manage the diverse clinical needs of high- and rising-risk patients, hospitals 

must strategically partner with providers across the care continuum, such as 

specialists, home care, pharmacists, and post-acute providers. When forming 

these networks, providers should partner with organizations with whom they 

have a compatible culture. Additionally, to hold each partner accountable for 

accomplishing quality goals, a performance management system should be 

established, such as shared savings. All stakeholders will then have a financial 

incentive to meet desired performance metrics.

Partnerships Across the Care Continuum
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3.  Create a Care Team for High-Risk Patients

High-risk patients make up less than 15% of total beneficiaries, but account for over 

75% of all spending (more than $5,000 per patient in annual Medicaid costs).2 Among 

these high-cost beneficiaries, virtually all have multiple physical and behavioral 

health conditions. Due to their complex health, it is essential that these patients have 

comprehensive care teams and plans to address clinical and non-clinical needs. 

OPERATING THE CARE MANAGEMENT PROGRAM

•  Comprehensive Care Management Platform 

Across the care continuum, a patient interacts with several providers. Often, 

these providers rely on different systems to collect and record important health 

information about the patient. To prevent any gaps in care, it is important to have 

one platform in place where providers can communicate, manage care plans, and 

monitor patients’ health. Providers should choose a solution that can seamlessly 

integrate with their EHR/HIE, as well as offers care plans that can be customized 

depending on the patient’s unique needs. A comprehensive care management 

platform will help drive efficiency, coordination, patient engagement, and quality 

across the healthcare system.

“While certain types of care management programs are utilized when a patient is experiencing an 
acute medical episode, patients with multiple chronic conditions – especially those who are aged 
– often continue to need broader, multi-disciplinary care management services beyond their acute 
episode. Community-based care management programs are often critical partners for primary care 
medical practices to ensure that patients are able to obtain their needed care.”

Health Care Transformation Task Force2

The Importance of Care Management
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• High-Risk Care Manager  

It is important that organizations partner each high-risk patient with a designated 

care manager. The care manager is responsible for assembling a comprehensive 

care team to address the patient needs, as well as maintaining patient and 

caregiver engagement across the continuum. 

• Wraparound Services 

In addition to coordinating clinical activity and interventions, care managers 

must identify “wraparound” services to support the non-clinical needs of high-

risk patients. These wide-ranging partnerships ensure that each patient has a 

truly comprehensive care plan.

• Health Navigators
Health navigators, non-licensed staff, are an important part of the care team as 

they support non-clinical interventions, provide health coaching, and assist with 

care coordination. These team members work collaboratively with patients and 

their families to help them self-manage their chronic conditions. 

“We needed a comprehensive tool that would be able to help us manage our most complex 
patients across the care continuum and across disciplines. Our platform enables us not only to 
understand longitudinal data for one patient, but also to visualize the types of care delivered to 
larger patient populations. It helps us know how to deliver the right care, in the right place, by 
the right person.”

Gina Intinarelli RN PhD
Executive Director of Population Health and 
Accountable Care at UCSF Medical Center

Why Invest in a Care Management Platform
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4.  Manage Rising-Risk Patients in the Medical Home 

The main objective with rising-risk patients is to keep them from becoming high 

risk, and to avoid any unnecessary spending. These patients should be managed in 

enhanced primary care settings, such as the medical home.

•  Medical Home Care Team 

Providers should engage rising-risk patients with a multidisciplinary care team 

in the medical home. In addition to clinicians, the care team should include non-

clinical members, typically a lesser expense for the organization.

•  Scale with Shared Care 

To maximize the impact of the medical home care team, organizations should 

identify needs that are shared across the population, and scale interventions 

accordingly.

•  Engage Family and Friends 

When loved ones are included and engaged in the patient’s care experience, 

support extends beyond the medical home and long-term health outcomes 

improve.

•  Enhance Care Transitions

 When patients are transferred to a new care setting, there is an increased chance 

for complications. Providers must communicate and coordinate their efforts to 

close any gaps that may exist during the transition period.

5.  Keep Low-Risk Patients Healthy and Educated

The goal with low-risk patients is to keep them healthy and loyal to the health system. 

Because of the large number of low-risk patients and their typically low cost to 

providers,  providers should start with a limited financial investment in this group.

• Patient Monitoring and Stratification
Rather than focusing on proactive interventions for low-risk patients, providers 

should invest in collecting health information to support patient monitoring and 

risk stratification. This will help providers to more effectively treat patients when 

they do require care.  
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• Reserve Provider Interactions 

To maximize resources and valuable staff time, organizations should partner with 

low-risk patients through access points, such as virtual touch points or automated 

calls, and reserve provider interactions for more critical, unexpected care needs. 

• Low-Acuity Care

By proactively educating low-risk patients about, and reinforcing, the availability 

of low-acuity care options, organizations help manage their costs while still 

ensuring patients have access to any needed resources.  

CONCLUSION

Creating an effective care management organization not only benefits patients by 

promoting positive health outcomes, but also helps providers maintain good financial 

standing under value-based payment models. Although the process from creation 

to implementation is lengthy and may require initial investments, hospitals cannot 

afford to put it on the backburner. By thoroughly performing each of these five 

steps, organizations can make creation, implementation, and operation of the care 

management program as seamless as possible for all stakeholders.
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