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Getting the Most Out of Your 
Care Management Model
CMSA-SCC Regional Meeting
February 21, 2019

Welcome

Mary Kay Thalken RN, MBA
Chief Clinical Officer
Ensocare

Objectives

1. Keys to Success in Designing a Care 
Management Program

2. Common Pitfalls Leaders Can Face
3. Successful Program Approaches to 

Staffing and Patient Management

Today’s Struggle

Hospitals and health systems need to 
focus on reducing avoidable spending
• Americans are getting older and therefore 

sicker
• They’re less procedural, therefore less 

profitable when they’re in the hospital
• Providers can expect to assume financial risk 

for healthcare utilization eventually. If not 
imminently

Reducing Costs

Health care institutions can reduce 
avoidable costs in several different 
ways:

• Deploy health plan management 
process and incentives

• Collaborate with other providers on 
quality and cost initiatives

• Actively manage patients across 
multiple episodes and care settings 

Care Management is the best way to 
reduce avoidable costs quickly

The Reality

You will most certainly need to deploy all three 
of these approaches in the coming years

ü Deploy health plan management 
process and incentives

ü Collaborate with other providers 
on quality and cost initiatives

ü Actively manage patients across 
multiple episodes and care 
settings 

• Executed well care management can yield 
a quicker return than plan management or 
partner engagement initiatives and can be 
comparatively easier to implement

• Unfortunately today, few organizations 
have the people processes or technologies 
they need to effectively manage population 
health 
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Today’s Care Management Gap to Goal

Over 1,000 Care Managers Identified Top Opportunities for Improvement

Source: Population Health Advisor interviews and analysis. 

Care CoordinationPatient Management and Engagement

1
T here  a re  es tab lished  gu ide lines  fo r w hen  
pa tien ts  shou ld  “g radua te ”/trans ition  ou t o f 
the  care  m anagem ent support sys tem

P atien ts  a re  d ischarged  w ith  the  p roper 
educa tion  and  resources  requ ired  fo r a  
seam less  trans ition6

2
M y team  and  o ther ca re  m anagem ent team s 
w ith in  the  sys tem  com m unica te  e ffec tive ly  to  
ensure  appropria te  exchange o f in fo rm ation  and  
coord ina tion

8
M y team  and  phys ic ians  com m unica te  
e ffec tive ly  to  ensure  appropria te  exchange o f 
in fo rm ation  and  coord ina tion

10
M y team  and  pos t-acu te  care  p rov iders  (e .g ., 
sk illed  nurs ing  fac ilities , hom e hea lth , e tc .) 
com m un ica te  e ffec tive ly  to  ensure  appropria te  
exchange o f in fo rm ation  and  coord ina tion

Care Management IT
P atien ts  rece iv ing  care  m anagem ent support 
can  be  read ily  iden tified  by  o ther p rov iders4
C are  m anagem ent s ta ff inpu t pa tien t and  care  
p lan  in fo rm ation  in  IT  sys tem s in  a  s tandard ized  
m anner

9

Staff Support and Training
M y team  has regu la r access  to  qua lity  and  
e ffic iency  da ta  needed to  im prove  w ork  p rocesses 
and  pa tien t ou tcom es3
M y team  has regu la r fo rum s to  co llabora te  w ith  
o ther ca re  m anagem ent s ta ff across  the  sys tem  to  
im prove  p rocesses7

Leadership
T here  a re  c lear accoun tab ilities /appo in ted  
leadersh ip  fo r the  o rgan iza tion ’s  ca re  m anagem ent 
goa ls5
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Challenge of Refining Our Fragmented Enterprise
Care Management Siloed, Overextended

Siloed and, as a Result, Disorganized Overextended Resource

Patient 
Transitions

Uncover, 
Address Non-
clinical Issues

Patient 
Education on 
Medications

Goal:

Manage everyone 
at primary care

Reality:
Subset of population 

consumes all time

RN

PCP

Inpatient Case 
Management

Outpatient Care 
Management

“I’m supposed to save the world—sooner 
rather than later.”

”

Chief Transformation Officer

RN

RN

??

Source: Population Health Advisor interviews and analysis. 
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If We Were Building from Scratch… 

Ideal Enterprise Reduces Gaps, Duplication Across System Resources

Practice-
Centered

Medical Home Chronic 
Disease 
Coaching

Ongoing 
Manageme
nt Support

Care 
Transitions

Community 
Health

Low-Acuity 
Access 
Points

Opportunities for 
Coordinated and 

Centralized Oversight

Information 
Technology
Investments

Staffing

Performance 
Tracking

Source: Population Health Advisor interviews and analysis. 
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Advancing Your Care Management Model

Five Attributes of Effective Care Management Organizations

Target Populations Prioritized by Risk Factors1
Defined Care Team Roles Matched to Population Needs2
Deployment Model that Maximizes Staff Time, Patient Management3
Clear Patient Assignment Methodology4
Patient Management Standards for Outreach, Graduation5

Source: Population Health Advisor interviews and analysis. 
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Care Management 101

. Six Steps to Optimizing the Care Management Model

1. Care Team 
Composition

4. Patient 
Management

2. Care Team 
Deployment

5. Care 
Coordination

3. Patient 
Enrollment 

6. Performance 
Management

Define Care 
Management Structure

Implement Care 
Management Program

Measure and 
Evaluate Performance

Source: Population Health Advisor interviews and analysis. 
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Needing More Boots on the Ground?

No One Starting from Scratch with Care Management

Typical Care Management Positions

97%
Population health leaders 

have already invested, 

and intend to further invest, 

in care management staff1 More FTEs Not the Answer
“Within one week, a patient could 

have literally 10 people calling her 

to make sure she’s okay. That is 

hugely resource intensive, 

inefficient, and annoying from a 
patient’s perspective. It winds up 

turning patients off rather than 

getting them engaged.”

”

Case Managers
Manages patient 

needs during inpatient 

stay, discharge

Health Coaches
Helps patients with 

goal setting, self-

management 

Social Workers
Provides support on 

patient psychosocial, 

behavioral needs

Care Managers
Longitudinally 

manage patient care 

across settings

Physician Network Director

Source: Population Health Advisor interviews and analysis. 

©2018 The Advisory Board Company • advisory.com
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Before You Open Your Checkbook
Audit Uncovers Duplications, Gaps

Case in Brief: LifeBridge Health 
• Health system including two acute care hospitals located in Baltimore, Maryland
• System clarified, standardized care management functions to remove 

duplication, gaps as part of Care Management Redesign Initiative
• Steering and Leadership Committees consisting of system senior executives 

provided strategic direction, oversight to working groups 

Multidisciplinary Working Group Audits, Revises Care Management Functions

Care Management 
Redesign Team

Care managers, social 
workers, nurses 
convened weekly over 
period of nine months

Day-in-the-Life Summary
Overview of daily routine, 
primary duties and activities

Job Descriptions 
Outlined roles for inpatient 
positions, transitions coaches

Staffing Resources Produced

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

• Job roles and 
responsibilities

• Multidisciplinary rounding 
process across system

• Use of technology, 
resources

• IT-based peer-to-peer 
communication

Functions Audited

Putting the Patient at the Center

Staff Functions Revised to Improve Patient Flow Through System
Patient-Centric View Uncovers Inefficiencies

Inpatient 
Navigator

Outpatient
Follow-Up Visit1

Utilization 
Review2

Case in Brief: Genesis 
HealthCare System

• Two-hospital, not-for-profit 
health system located in 
Zanesville, Ohio

• Analyzed care management staff 
workflow, responsibilities from 
patient perspective to inform 
staff functional changes

• Process identified duplication, 
gaps in tasks performed

Socioeconomic-
Based Risk 
Assessment3

Duplicative or missing tasks may indicate 
need to refine staff duties and accountability

Inpatient 
Case Manager

Source: Population Health Advisor interviews and analysis. 
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Splitting Discharge Planning Roles Between IP Roles
Further Division of Case Management Responsibilities in Triad Model

RN Case Manager

• Supports discharge of all 
admitted patients

• Screens for and assesses 
patient clinical risk factors

• Educates patient about care 
management process

• Facilitates coordination with 
post-acute care, primary care 
providers as needed

Social Worker

• Supports discharge of subset of 
patients with complex care needs

• Screens for and assesses patient 
psychosocial risk factors

• Secures community resources 
for patient

• Provides crisis management 
services

• Conducts financial assessments

Utilization Review RN

• Supports discharge of all 
admitted patients

• Obtains authorizations, 
manages observation status 
and denials, and performs 
clinical documentation 
improvement functions

Sample Areas of Collaboration between Team Members

Issue Clinical Care Coordinator Non-Clinical Care Coordinator

Non-payment Addresses questions about insurance/ benefit coverage Addresses entitlements (Medicaid, disability) and community services

Obtaining
medications

Asks physician to prescribe less costly drug, asks 
pharmacy to supply drug, facilitates voucher system

Refers patient for entitlements, helps patient negotiate payment plan 
with pharmacy, facilitates voucher system

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Splitting Discharge Planning Roles Between IP Roles

Case in Brief: University of Wisconsin Hospital & Clinics (UWHC)
• 592-bed academic medical center located in Madison, WI
• Established a Resource Center staffed by three referral specialists, two payer 

specialists, and one IT support team member
• By off-loading administrative tasks to non-licensed staff, case managers have 

more time to spend with patients and can focus on transition planning tasks

Source: Population Health Advisor interviews and analysis. 

©2018 The Advisory Board Company • advisory.com

Offloading Clerical Functions to Support Staff
Case Managers Flag Care 
Coordination, UR Tasks for 
Resource Center

Tasks Covered by 
Inpatient Case 

Managers

Tasks Covered by 
The Resource Center

Care Coordination Utilization Review

• Flag patients who may be at high risk for
readmission, paying special attention to
CHF, AMI, CAP, and COPD cases

• Identify additional services from which a
patient can benefit (e.g., behavioral 
health,
PT, OT)

• Characterize post-discharge needs, 
including post-acute care and DME

• Perform admissions status reviews 
and concurrent clinical reviews during 
patient’s stay

• Ensure that patient’s care plan follows 
evidence-based guidelines and that 
patient’s status is correct (e.g., 
observation vs. inpatient)

Referral Specialists

• Assigned to specific floors/units of UWHC
• Maintain current database of available 

community resources for patients

• Send referrals, often electronically, to 
SNFs and home health agencies

• Coordinate transportation for discharges 
to post-acute care and LTAC

Payer Specialists

• Distribute clinical information 
documented by case managers to 
payers by fax and/or voicemail

• Payer-aligned so each payer works 
with the same individual at UWHC

• Central phone line streamlines 
communication for both the UWHC 
specialist and the payer counterpart

Source: Population Health Advisor interviews and analysis. 
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Team-Based Staffing Reinforces Tiered Support
Range of Support Required to Address Full Spectrum of Patient Need

Role 
Types

Core 
Tasks

• Create a 
comprehensive, 
proactive care plan

• Provide patient self-
management support 

• Coordinate care with 
specialists, hospitals 
and other community 
resources

Experienced RN, 
LCSW

High Risk, 
Clinical Support

Moderate Risk 
Support

• Use registry for 
population identification 
and proactive patient 
management 

• Provide patient self-
management support

• Provide patient 
education with teach 
back to ensure 
understanding 

LPN, CMA

Specialized 
Support

LCSW, PsyD, 
PharmD, CNS

Psychosocial, 
Community Support

• Assess patient social 
support and/or risk 
factors impacting 
adherence to care plan

• Support staff with 
patient care transitions 
and patient follow-up

• Communicate with 
community resources or 
post-acute care 
providers

LCSW, CHW, non-
clinical staff member, 

volunteer

SW

• Pharmacy consult for 
medication 
reconciliation

• Behavioral health 
provider to address 
psychosocial needs and 
screenings

• Nutritionist/dietician 
consult for health 
dietary and eating 
habits

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com
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Patient Segmentation Focuses Care Team Efforts
Condition, Cost, and Quality Data Guide Prioritization  

Risk-Stratification 
Methodology in Brief

Healthy 
Patients

Moderate-Risk
Patients

High-Cost
Patients

Rising-Risk
Patients

5% of patients
e.g., catastrophic illness and 
patients with 5+ chronic conditions

20% of patients 
e.g., patients with 2-4 chronic 
conditions

40% of patients 
e.g., patients with one 
chronic condition or at-
risk for development

35% of patients 
e.g., patient with no disease 
diagnosis 

Common Care 
Team Targets

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Establish Criteria to Target Patients for Management
Guidelines for Care Management Exclusion Just as Important as Inclusion

1. Given that many of these patients are often eligible for specialized care 
management services (e.g., oncology navigation, hospice care, etc.), many 
high and moderate risk ambulatory care management programs do not 
assume primary ownership of these patient populations.   

Inclusion Criteria Exclusion Criteria1

Patient readiness to change, 
activation level

Patient declining participation 
or support

Lack adequate caregiver or family 
support

Advanced age (e.g., over 80 
years of age) AND dementia 
diagnosis

Presence of psychosocial 
challenges, depression diagnosis

Patients receiving surgical 
procedure for an acute condition

Admissions related to 
pregnancy, oncology, trauma

Multiple admissions, readmissions, 
ED visits, medication management 
risk

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com

Determine Criteria for Inpatient Referrals
Assign Social Workers to High-Risk Patients for Dedicated Management

1. D ata  from  2013 A C M A  N ationa l 
H osp ita l C ase  M anagem ent 
S urvey .

Complex Medical Triggers
• Age 75 years old or older
• Multiple co-morbid conditions
• Failed functional screen
• Life-altering diagnosis (i.e. CVA, MI, multiple 

trauma, transplant, oncology)
• Receiving home care prior to admission
• Transferred from a post-acute provider

Psychosocial Triggers
• Chemical/substance abuse, attempted suicide, 

psychiatric concerns
• Inadequate support system (i.e. no transportation, 

inadequate family support, unsafe home situation)
• No residence/homeless
• Cultural/language issues
• No proof of pay source, inadequate financial 

resources

Common Social Worker Referral Criteria

15-20
Patients covered

21-30
Beds covered

26-30
Patients covered

31-40
Beds covered

Median SW Staffing Ratios in Facilities 
with Fewer than 200 Beds1

Median SW Staffing Ratios in 
Facilities with 301-500 Beds1

Source: Population Health 
Advisor interviews and analysis. 

©2018 The Advisory Board 
Company • advisory.com

Care Team Composition Summary

Key Discussion Questions

1. Which patient populations do we want to prioritize for ambulatory care management 
given our current level of staffing? 

2. What should be the targeted caseloads for each care manager so we can determine 
if and when more FTEs are required on a care team? 

3. Do we need to hire more FTEs to support ambulatory care management?

4. Should we formalize care coordinators as complex care managers deployed to 
manage highest risk patients? 

5. How do we differentiate the responsibilities of RNs and social workers on the care 
team?

6. What inclusion and exclusion criteria will we use to determine if a patient is 
appropriate for active care management?

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com

Common Pitfalls that Could 
Doom Your Care Management Strategy

1. Focusing exclusively on high-risk patients: As high-risk patients tend to be the most costly to the 
health system, many population health managers will start their programs by focusing on these patients 
in an effort to achieve the greatest financial returns.

2. Not involving primary care doctors in patient selection: Leaders of care management programs 
may view themselves as separate from the clinical team and thus may feel uncomfortable reaching out 
to providers when selecting candidates for care management. Alternatively, they may feel providers are 
too busy to be involved

3. Assigning case managers based on disease type alone: Assigning care managers to all patients 
with, for instance, diabetes, seems like an efficient way to streamline services and clearly divide staff.

4. Not knowing when to stop patient outreach: For patients who would be excellent candidates for 
care management, it can be tempting to 'do whatever it takes' to enroll them in the program. Case 
managers may continuously reach out to targeted patients in the hope that the next attempt could be 
the one that gets the patient to enroll. 

5. Not having standards for when to graduate patients from the program. Many patients form deep 
connections with their care managers—making managers hesitant to scale down their contact with 
these patients. Additionally, many managers may be tempted to maintain a high level of engagement 
with patients to ensure they follow through with their care plans. 

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Managing Rising-Risk Patients in the Medical Home

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com
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A Principled Process to Restructure Case Management
Using Data to Allocate and Effectively Redeploy Inpatient Care Teams

• Case management director 
analyzed data to identify units 
with highest psychosocial or 
medical needs

• Finance department provided 
additional data support to 
enable comprehensive analysis

Analyzed Patient 
Needs Across Units

• Over six months, document 
RN case manager and social 
worker interventions

• Homegrown tool assigns 
levels 1-4, with level 1 as 15 
minutes and level 4 as 1 hour

Collected Data on 
Services Provided

• Existing staff divided into three 
teams to cover multiple units 
based on patient mix

• Units with greater psychosocial 
need staffed by teams with 
higher share of social workers, 
remaining units included a 
greater number of RNs

Redeployed 
Care Teams

Case in Brief: MedStar Franklin Square Medical Center
• 347-bed hospital belonging to the MedStar system, located in Baltimore, Maryland
• Decided to shift to triad model of case management, centralizing utilization review duties and freeing up 

RN case managers to focus on medically complex patients, especially on units with greatest need for 
medical case management 

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Team Covered Units Staffing Mix (FTES) Prim ary Patient Needs

A Stroke, renal, pulmonary, 
complex medical

RN Case Managers: 4
Social Workers: 3

Medically complex patients, 
discharge planning needs

B ICU, observation unit, 
oncology, intermediate care

RN Case Managers: 2
Social Workers: 3

Complex psychosocial issues, 
end of life care

C Telemetry, surgery RN Case Managers: 3
Social Workers: 2

Fast patient turnover, few 
psychosocial issues

Matching Staffing Levels with Common Patient Needs

Flexible Staffing Across Units Maximizes Clinical, Non-clinical Skill Sets
Revised Care Team Deployment Tailors Staffing Mix to Specific Units

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Different, Hybrid Options to Position CM Teams
Ease of Patient Engagement, Primary Care Coordination Varies by Model

Overview of Common Ambulatory Care Model Types

Resource Intensity

Embedded within 
Primary Care Practices

Care managers work in 
primary care offices 
alongside office staff; 
may spend all of their 
time in one office or split 
their time between up to 
3 offices each

Centralized within 
Administrative Office

Care managers work 
from a central 
administrative office; 
patient contact is typically 
telephonic with patients 
assigned to care 
management teams by 
primary care provider

Dedicated to a 
Complex Care Clinic

Complex care 
management services 
consolidated to single 
clinic location; patient 
contact may be face-
to-face or telephonic

Mobile and/or
Community-based

Care managers work 
remotely, dividing time 
between patient 
homes, assigned 
offices, and the 
hospital setting

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Balancing Centralization and Local Control
Reliant Determines the Right Scale for the Right Service

Centralized Regionalized Practice-Based

Complex Care Managers (RNs)
• Monitor 80-100 high-cost, 

high-risk patients
• Continue to manage patients 

longitudinally post-discharge

Transitional Care Management
(Clinical Nurse Liaisons)

• Telephonically manage care 
transitions, discharges, non-clinical 
needs

Chronic Case Managers (RNs)
• Manage 150-200 rising-risk 

patients identified via analytics
• Ensure patient follows established 

care plan
Social Workers (MSWs)
• Manage psychosocial issues, 

housing, and insurance needs

Staffing for Care Management at Reliant Medical Group

Case in Brief: Reliant Medical Group
• 250-physician independent multispecialty group based in Worcester, Massachusetts 
• Transitioned from 50% to 80% of revenue under risk between 2012 and 2014
• Created comprehensive, centralized population health department composed of 77 FTEs, a portion

of which is exclusively dedicated to care management across the network

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Determining Optimal Care Management Structure

Systemized

Distributed

Practice-Based

• Clinical standards 
and guidelines

• Patient outreach to 
fill care gaps

• Telephonic management

• Data analytics

• Risk stratification

• Portal management

• Technical support

• Pharmacists

• Social workers

• Care coordinators

• Discharge planners

• Community-based 
practitioners

• Other practice 
support staff based 
on population need

• PCP

• RN/AP

• MA

• Longitudinal 
specialist

• Community
health
worker

Suggested Systemized, 
Distributed, and 
Practice-Based Functions

Key Questions
What non-primary 
care needs are 
prevalent among my 
patient population?

What in-practice 
care management 
roles can be easily 
scaled across 
multiple practices?

What care 
management 
functions do not 
need to be done in 
person?

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Care Team Deployment Key for Patient Referrals

Recently 
Discharged Patient

Transition Team: 
Inpatient hospitalization 

follow-up, 30 days

Ambulatory Team:
Long-term patient 

management and ED visit 
follow-up

Assign patients to CMs and 
appropriate intensity of outreach 

based on assessment of risk, 
patient need, targeted 
readmission diagnoses

Assign patients to CMs and 
appropriate intensity of outreach 

based on risk, patient need

Social Services augment Care Management Services

A By Care Team B By Risk

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com
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Factor Description

By 
Diagnosis

Care management available for patients 
with specific diagnoses (e.g., diabetes, 
CHF)

By Risk

Patients segmented by level of risk 
(e.g., high, rising, moderate, low)

By Payer

Care management services align with 
payer targets, and are available to 
beneficiaries under a given plan

By Provider

Care managers work with patient panels 
for certain providers and/or practices

By Initiative

Care manager assignment tied to specific 
initiatives (e.g., readmissions reduction)

By Setting

Care management teams represent certain 
parts of the care continuum (e.g., primary 
care, home health)

Patient Segmentation Key for Shaping Deployment
Assignment Factors Determine Care Manager Patient Panels

By Risk

By PayerBy Initiative

By Setting

By Diagnosis

By Provider

Patient 
Assignment

Range of Options Available for 
Deploying Care Management Staff

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com

Care Team Deployment Summary

Key Discussion Questions

1. How will patients will be assigned to care coordinators?  
2. Should we align the care coordinators with specific practices? 

3. How do we determine if a patient should be managed by care coordinators or care 
navigators? Inpatient RN case managers or social workers? What referral criteria will 
we use?

4. Do we want to pilot embedded care management staff in one clinic or a group of 
clinics?  

5. Which care teams, if any, should support in-person patient interactions?

6. Which care team’s responsibilities can best support patients remotely?  

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com

Initial Recruitment Complicated by Multiple Factors

Three Key Challenges of Enrolling Patients into Care Management

Reactive, rather than 
proactive, identification of 
potential patients results 
in missed opportunities 
for improving patient 
outcomes

Identification

Lack of standardized 
process and scripting for 
outreach to potential 
patients creates 
workflow inefficiencies

Outreach

Outreach and program 
marketing not tailored to 
address patient concerns, 
appeal to patient 
demographic group

Program Messaging

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com

Patient Enrollment Starts with Identification
Different Pathways to Find Eligible Patients for Targeted Outreach

Method Pros Cons

Clinical Data • Close to real-time availability

• Rich clinical detail not available 
in claims

• May reside in multiple EMRs; 
integration required

• Most useful when limited to a 
specific disease state

Claims Data • Spans care delivery settings

• Provides out-of-system view of 
patient utilization

• Difficult to attain without 
signing risk-based contract

• Delayed availability
• Limited clinical detail

Referrals • Build on personal relationship 
with potential patient

• Providers can pre-screen 
patients for being a good fit for 
program

• May identify patients 
retroactively, not proactively

• Inflow of patients depends on 
willingness of providers to refer 
to program

Pros and Cons to Major Patient Identification Options

Source: Population Health Advisor interviews and analysis. 

©2018 The Advisory Board Company • advisory.com

Patient Adoption Hinges on Effective Outreach

Recommendations for Optimizing Patient Enrollment

• Staff conducting 
patient enrollment 
should demonstrate 
an ability to clearly 
communicate the 
benefits of the 
program  

• Staff must persuade 
hesitant patients that 
the program is worth 
their time and effort

3

Emphasize “sales” 

competencies in 

enrollment staff

• Use major care 
settings to engage 
patients when they 
may be receptive to 
program support

• Collaborations with 
system-wide staff 
reduces time burden 
on complex care staff 
to conduct outreach 
and uses existing 
relationships to gain 
patient trust 

Expand outreach to 

major touch-points

4

• Outreach to 
employees 
identified for care 
management 
should differ from 
outreach to general 
patient population

• Identify care 
management 
services. language 
most appealing to 
targeted patient 
segment

Tailor messaging to 

patient populations

51

Delegate outreach 

responsibility

• Assign outreach 
as a core task to 
care team member

• Include metrics for 
patient outreach in 
care management 
performance 
tracking

2

Develop outreach, 

enrollment protocols

• Warm handoffs from 
patient’s primary 
provider, followed by 
in-person 
introductions helps 
boost early patient 
engagement

• Follow-up outreach 
should use no more 
than three phone 
calls over several 
weeks to avoid 
ineffectual effort

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com

Patient Enrollment Summary

Key Discussion Questions

1. What data will we use and what is our process of identifying patients for a care 
program? 

2. How do we make patient outreach a delegated care team responsibility?
3. In which care settings are we introducing patients to care management services? 

4. Which sub-populations should we tailor outreach methods or materials for? How can 
we tailor outreach to meet these needs? 

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com
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Benefitting from Standardized Processes
Automation of Patient Management Processes Can Boost Efficiency

Best-In-Class Care Management Workflow

1 2

5 4

Re-enroll 

patients, 

as needed

3

Revise 

care plan,

as needed

Care Management 

Enrollment Trigger

• Inpatient admission

• Appearance on 

disease registry

• Identified as “high 

risk” or “rising risk”

Structured Patient 

Assessment

• Identify risk drivers

• Characterize level 

of needed support

• Evaluate patient 

activation

Care Plan 

Development

• Perform shared 

decision making

• Identify patient 

support needed

• Outline care goals

Active Patient

Management

• Schedule regular 

touch points

• Provide targeted 

education

• Analyze patient 

progress

Graduation to 

Self-Management

• Create criteria to 

assess patient 

readiness to self-

manage

• Develop protocols, 
standards for 

monitoring changes

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Standardizing Triggers for Care Team Tasks
Program 
Protocols 
Define 
Specific Care 
Management 
Actions

• New patient assigned
• Changes in patient 

eligibility
• Changes in attributed 

PCP or practice

• Change in risk (based on 
incoming data or 
psychosocial factors)

• New transitions of care 
(hospitalizations, ED 
visits, observation visits)

• New diagnoses

• Changes in medications
• Open care gaps

• Alert communication from 
team member

• Upcoming scheduled 
appointments

Sample Trigger Event • New patients assigned to CM
• Transitions of care 

• Alert care notes

Real-Time Alerts

Identify patients with outstanding 
tasks related to:

• Hospitalization/ED follow up
• Ongoing chronic condition
• Annual wellness behaviors

• Physician appointment follow up
• Program enrollment or outreach

Auto-Generated To Do’s

Care Plan Dashboard

Identify patient sub-groups:
• Patients added past 30 days

• Recent transitions
• Outstanding to-do items
• Patient information: risk, 

demographics, disposition, 
assigned care manager

Care Manager navigates to 
individual patient care plan: 

• View additional patient 
information

• Complete clinical and 
psychosocial 
assessments

• Review and update risk
• Document patient 

interactions
• Create and utilize 

individualized patient 
education tools 

Patient Care Plan

Source: Population Health Advisor interviews and analysis. 

©2018 The Advisory Board Company • advisory.com

Shift Self-Managing Patients to “Monitoring” Support
Track Patient Progress, Declines in Health Status with Routine Check-Ins

Source: Gundersen Lutheran Health System; Health 
Care Advisory Board interviews and analysis.

1 . S oc ia l w orker ca re  coord ina to rs  m anage h igher 
case loads o f 70-100  pa tien ts .

65% 35%

Patient self-manages condition, 
but is at risk of decline

Patient cannot self-manage  
condition

Staffing Model for Monitoring At-Risk Patients
Percent of Caseload (50-70 patients total)

Active Patients Monitoring Patients

Key Responsibilities:
• Check on patient every 2 

months for signs of decline
• Enter progress notes in EMR
• Discharge stable patients 

from program

Key Responsibilities:
• Develop individualized care plan
• Schedule and regularly attend patient 

appointments
• Enter progress notes
• Revise care plan in EMR
• Provide patient education
• Direct patient to community resources ©2018 The Advisory Board Company • advisory.com

Transition Meeting Checklist

Review interventions performed by care management program staff

Review goals achieved and clinical progress of patient

Determine next steps and primary support areas for patient and 
primary care team 

Graduate Activated Patients with Handoff to PCP
Ensure Smooth Transitions With Clear Graduation and Handoff Protocols

Patient and Care Team Engage in 
Patient Transition Meeting

Key Participants in Transition Conversations

PCP or 
Advanced 

Practitioner

Care 
Manager 

Patient

Patient Meets 
Graduation Criteria

• No ED or inpatient visits 
for six months

• Achievement of patient’s 
goals (e.g., chronic 
diseases are controlled, 
with relevant vital signs, 
lab values in target range)

• All adult preventive 
services are up to date

• Patient adherence to 
prescribed medication 
regimen

Sample Criteria :

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com

Shift Self-Managing Patients to “Monitoring” Support

Case in Brief: Gundersen Health System

• Integrated health system located in La Crosse, WI, with an acute care hospital, 
three critical access centers, and a medical group with 48 physician offices

• Care coordinators designate patients as “active” or “monitoring” and check on 
the monitoring patients periodically for signs of decline

• Patients graduated from the program have a 40% reduction in charges 12 
months post-enrollment compared with charges 12 months pre-enrollment

Source: Population Health Advisor interviews and analysis. 

©2018 The Advisory Board Company • advisory.com

Patient Management Summary

Key Discussion Questions

1. Do we need to change existing or create any new care programs? 
2. What are the most critical protocols/“to-do” that we need to embed in our different 

care programs?  Are we contractually obligated to adhere to specific care 
management processes? 

3. What criteria  will we include to assess an at-risk patient’s baseline risk factors and 
care plan needs? 

4. How will we engage our patients in progress against care plan goals?

5. How will we assess a patient’s readiness to graduate from longitudinal care 
management? 

6. What process will we use to monitor changes in patients health status after they 
transition from active management? Which care team will have this primary 
responsibility? 

Source: Population Health Advisor interviews and analysis. 
©2018 The Advisory Board Company • advisory.com
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Build Robust Partnership Network to Extend Support
Prioritize Primary Care  and Health System Relationships, Then Expand 

Primary Care Community/Social 
Resources

Specialized Care Coordination

Advanced Primary 
Care Team

Inpatient and Specialized 
Care Access

Community-Based 
Partnerships

Partnership Roadmap

Care Coordination Imperatives

Facilitate Shared 
Decision-Making

Establish Frequency of 
Communication

Ensure Timely 
Information Exchange

Delineate Provider 
Responsibilities

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Partner with Aligned Community Stakeholders
Community Partnerships to Address Social Determinants Vary in Intensity

Develop Community 
Resource Guides

Leverage Volunteers and 
External Resources

• Community Resource 
Specialist handles non-
clinical patient issues that 
interfere with clinical 
outcomes

• Forges relationships with 
local organizations and 
fields patient requests 

Employ Community 
Resource Specialists

Investment Required

• Community resource 
guides assist in 
identifying community 
organizations for 
assistance

• Universal referral forms 
improve exchange of 
patient information

• Volunteers support either 
within the organization or 
in the community to 
connect patients to 
community resources

• Community members can 
be leveraged for health 
screenings or health 
education and coaching

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

SB 1152: California’s Discharge 
Planning Bill for the Homeless

California law takes effect on Jan. 1, 
2019* and requires hospitals to 
implement a set of requirements 
regarding discharge planning for 
homeless patients. 
The homeless patient discharge law 
applies to general acute care hospitals 
(including critical access hospitals), 
acute psychiatric hospitals and special 
hospitals.

*M ost p rov is ions  o f the  hom eless  pa tien t d ischarge  p lann ing  law  take  e ffec t on  
Jan . 1 , 2019 . H ow ever, the  requ irem ent to  have  a  w ritten  p lan  to  coord ina te  w ith  
com m un ity  partners  and  the  requ irem ent to  m a in ta in  a  hom eless  pa tien t log  do  
no t take  e ffec t un til Ju ly  1 , 2019 .

Provisions:

• Discharging patients to a residence, health 
facility or shelter that has agreed to accept the 
patient

• Meeting the specific needs of homeless patients 
including providing appropriate clothing, 
necessary medical equipment or medication, 
and offering health coverage enrollment 
assistance and screening for communicable 
disease.

• Developing coordination and referral plan with 
local social service, county, and mental health 
entities, among others.

Care Coordination Summary

Key Discussion Questions

1. Which referrals should we track and where will we track these referrals? 
2. How can we co-locate information and knowledge on how to build relationships with 

community organizations to help address patient needs that extend beyond our 
clinical or psychosocial support services? 

3. What communication standards and processes will we establish for how care teams 
communicate across settings on patient next steps? 

4. How do we solicit feedback from care teams and inform them of program changes 
made based on their feedback? 

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com

Metrics Show Program Impact, Boost Accountability

Patient 
Identification and 

Outreach

Comprehensive 
Care and Access 

Preventive Care and 
Utilization

Care 
Coordination

Patient 
Engagement

Sample Care Management Metrics

• Monthly care team 
encounters per patient

• Average duration of care 
management services 
for targeted patients

• No-show appointments 
as percentage of total 
scheduled appointments

• Time to second/third 
available appointment 
for each practice and 
specialty

• Time from CPP referral 
to specialist appointment

• Utilization of cross-
specialty care protocols

• Participation in 
multidisciplinary care 
conferences

• Palliative care referrals; 
number of days in 
palliative care service

• Peer satisfaction with 
handoff communication

• Survey scores assessing 
clinical care team 
satisfaction

• Community referral 
completion rates

• Care management 
outreach to patients 
(e.g., phone calls, home 
visits, etc.)

• Adherence to scheduled 
outreach standards, as 
defined by care 
management workflows

• New patient encounters 
as percentage of total 
encounters

• Percentage of patients 
with care team follow-up 
visit scheduled within 7 
days of discharge

• Percentage of target 
population receiving 
screening exams and 
immunizations per 
recognized guidelines

• Chronic prescription 
medication adherence

• Diabetes management 
education, smoking 
cessation counseling 
provided

• Completion rates for 
specialty screenings 
(e.g., fall risk, 
depression, etc.)

• Participation in group 
classes

• Time between 
identification of potential 
patient and initial outreach

• Total number of patients 
who agree to enroll in 
program out of eligible 
population

• Percentage of patients 
with self-management 
goals documented

• Percentage of patients 
using electronic patient 
portal

• Patient “graduation rates” 
from care management

• Patient satisfaction scores

Source: Population Health Advisor interviews and analysis. ©2018 The Advisory Board Company • advisory.com
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