
If you’re a population health professional (or an aspiring one), chances are you are in the throes of steering your 
organization’s transition to value-based care—and breaking new ground. 

This shift represents a redefinition of care management efforts that 
smartly scale with segmentations of population needs. Remember 
when the hospital was once the hub for all community health as 
well as the focal point for all outpatient services? What a difference 
a decade of healthcare reform makes! 

Today, large-scale IDNs are extending to ambulatory care 
management and adopting new organizational models. Leaders 
are implementing new policies and practices to address gaps  
in care.

This Ensocare Trend Report outlines five steps to effective care 
management. These five attributes are the cornerstone of the 

“Care Management 101: Getting the Most Out of Your Care 
Management Model” webinar presented by the Advisory Board’s 
Tomi Ogundimu, MPH, Practice Manager, Research.

In presenting her findings, Tomi drew from the Advisory Board’s 
extensive research and use cases chronicling LifeBridge Health, 
Genesis HealthCare System, the University of Wisconsin Hospital 
and Clinic, MedStar Franklin Square Medical Center and Gunderson 
Health System, among others.

Every provider and leader in various stages of program redesign in 
ambulatory care management will benefit from her specialty 
knowledge, insights and best practices. Over the last four years, 
Tomi has led more than 30 cross-continuum care management 
design assessments and helped providers relaunch initiatives that 
scaled to a care management model matched precisely to their 
population’s needs.      

As with any busy organization, large-scale redesign may seem like a 
never-ending process. For those who do pursue this noble 
undertaking, you and your dedicated care team are assured of a 
favorable ROI: A healthier post-acute care population receiving 
the right longitudinal care services at the right time and at the 
right place.

Though every healthcare leader likely has a care management or 
case management resource today, our current resources were not 
designed for managing populations under risk-based contracts. In 
fact, they were mostly created under a fee-for-service system and, 
as a result, addressed only specific needs of an individual care silo. 
Often missed is the totality of a given patient’s complex clinical and 
non-clinical care needs.

If you are embarking on or laboring midway through redesigning 
your enterprise program, it’s best to accept this truth upfront: Care 
management redesign is not a silver bullet for solving every 
patient’s problem. Even if that initiative was achievable, execution 
is impossible because the result would be an overextended, 
inefficient resource. Secondly, a smaller number of patients will 
always consume a disproportionate amount of shared resources.

With that in mind, let’s envision building a care management model 
from scratch. We’ve established an agreed-upon core set of ideal 
features for this very purpose:

1. We want to ensure care plans are personalized  
for each patient.
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2. We want the flexibility to identify complex patients with 
complex needs (i.e. the social determinants of health).

3. We want to orient the care plan toward goals meaningful 
to both the patient and their family.

4. From a population health management standpoint,  
we want to see clinical costs and measured benchmarks 
tracked, from driving longitudinal improvement through a 
unified care plan.

To achieve our goals, we must move the patient to the most 
appropriate ambulatory access point. Then we need to  
accommodate these patients and their needs whenever applicable.  

How do we meet our redesign ambition for care management?

Step #1: Target Populations Prioritized by Risk Factors
Provider organizations must first determine which patients to 
focus on for ongoing management. They do this based on risk 
stratification of a population that uses a mix of clinical and claims 
data. 

This pyramid, which might be familiar, is a way for organizations to 
take various sets of data and segment populations appropriately. 
Administrators of effective care management programs do a good 
job identifying their high-cost, rising-risk, moderate-risk and 
healthy patients. They know effective care management is not 
about managing one population--it is about managing three 
populations at a minimum and, often, even more.

The following questions are a wonderful start for segmenting 
populations by risk factors in order to allocate appropriate staffing:  

• Who are the high-cost and rising-risk patients whose needs 
we must anticipate today?

• Who are the patients with both multiple conditions and 
multiple risk factors?

• Which patients are moving into rising-risk and moderate-risk 
populations?

• Which populations demonstrate gaps in care—patients for 
whom we are doing everything possible to ensure their 
needs are met in order to prevent cycling into the rising-risk 
or high-cost population categories?

But that’s only the beginning. What many burgeoning care 
management programs leaders fail to do after this initial step is 
define criteria for the segmented patient populations they manage.

Inclusion criteria for managed patients must be established at the 
start of any care management program. Otherwise, how can care 
managers advise physicians and other care team members as to 
the ideal care management program for certain populations if 
those target patients aren’t openly disclosed?

Surprisingly, many seasoned healthcare professionals have never 
defined inclusion criteria for target patients in segmented 
populations. Communicating which patients care managers must 
target for longitudinal management is equally as important as 
knowing which patients are not. Provider organizations have more 
than enough patients to manage. In the beginning of your program’s 
launch, prioritize patients who express readiness to change, no 
matter how small in number, so that you increase the likelihood of 
meaningful improvements in quality of health and life. 

Care managers often prioritize and deprioritize a list of target 
patients every day, including individuals deemed not at risk of 
inflating resource utilization and costs. To do that, care managers 
need to deprioritize patients who meet exclusion criteria; moreover, 
patients declining prioritization or support are included in this 
category as well. 

Lastly, here are key discussion questions to ensure effective 
prioritization of target populations to help launch your redesign 
efforts.

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?

Step #2: Define Care Team Roles According to Population 
Needs
Does care management design mean more “boots on the ground” 
are needed immediately—or not?

Interestingly, many key transformation officers believe the answer 
to this question is a definitive “yes.” A few years ago, about 97 
percent of health system leaders surveyed were either already 
investing in or planning to invest in additional care management 
positions.

However, hiring more employees is not truly the solution. To quote 
one physician network director, “Within one week, a patient could 
have literally ten 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.”

Obviously, investments must be made in the care management 
team. But before you start earmarking funds to hire skilled FTEs, 
pivotal staffing decisions can be reached by first analyzing how 
current employees spend their time. Such an assessment ensures 
that defined care team roles are matched appropriately to a 
population’s needs.  

Thus, this second attribute of five in building an effective modern 
care management model is the need to define care team roles 
according to the needs of your patient population. This is clear in 

the following four opportunities to better scope roles made evident 
by the Advisory Board’s research and use cases.

1. Encourage frontline staff to provide feedback to offer an 
opportunity to enfranchise the care management design 
process 

LifeBridge Health in Baltimore, Maryland assembled an inpatient 
and emergency department (ED) care management redesign team. 
Team members comprised care managers, social workers, nurses 
and other healthcare professionals associated with vital care 
management positions. The new team helped provider leaders 
accomplish two goals:

• Identify the various gaps and redundancies among physicians

• Distinguish ownership of care management staff roles 
through new job descriptions and day-in-the-life summaries, 
a.k.a. overview of daily routines, primary duties and activities.

Redesigning team roles across the continuum is far from a static 
process. In fact, LifeBridge Health used town hall meetings to 
position physician leaders and nurses involved in population care 
management to communicate changes, secure engagement and 
encourage feedback to process improvement recommendations 
over time. Additional meetings ensued to permit team members to 
share successes and make further refinements to various care 
management roles.

What was our most profound takeaway in helping providers 
evaluate internal roles? Even the best design plan still needs to be 
tested before the day of operation. Performing an audit of day-to-
day responsibilities or communication among care management 
staff, for example, ensures your organization is doing the utmost 
operationally with current resources. 

2. Split discharge planning between inpatient roles to 
support collaboration

The Advisory Board’s research uncovered another important 
finding of care management program assessments: Inpatient case 
management staff—usually a combination of social workers and 
registered nurses (RNs)—who have worked together on the same 
care team tend to collaborate exceptionally well.

Why is this important? When health systems implement a 
traditional triad care management model, social workers—certified 
to care for complex patients with psychosocial needs—are often 
underutilized managing these patients. Instead, our assessments 
found that social workers spend most of their time on referral 
coordination and some discharge planning tasks. 

Since discharge planning has grown increasingly complex, many 
progressive provider organizations have now moved to a new triad 
model for inpatient case management. In that triad model, RN 
functions are separated from the case management role. Case 
managers can then focus their time on clinical discharge planning, 
care coordination and patient management.



Further, social workers may partner with RNs and case managers in 
facilitating the discharge planning process for complex patients 
with higher psychosocial needs, ensuring these hard-to-place 
individuals receive the appropriate advocacy when transitioning to 
the skilled nursing facility (SNF) network.  

In some instances, the social worker and the case manager (an RN) 
collaborate on issues using their natural instincts to work together, 
employing their respective areas of expertise to increase efficiencies 
and interventions.

To that end, coordination and communication between these two 
team members is critical in any type of triad model for case 
management focused on a target population.

3. Offload clerical functions to support staff 

In 2010, the University of Wisconsin Hospitals and Clinics (UW 
Health) underwent a large-scale care management redesign to 
make utilization review (UR) a system-wide rather than a hospital-
based function. The organization further wanted to create a 
specialized resource management center (RMC) to facilitate SNF 
referrals and book post-acute care discharge ambulances.

During the redesign effort, 26 new operational workflows were 
created to outline how geographically oriented, unit-based care 
coordinators would interact with the various UR nurses in the 
newly formed RMC.  Initially, UW Health’s RMC was staffed by 
three referral specialists and two payer specialists who handled 
case management functions, such as assisting with arranging 
patient transportation, payer contracting, and data and outcomes 
analysis.

Clerical staff members were later added to UW Health’s resource 
management center to offload even more discharge tasks from the 
care coordinators’ responsibilities. The move from a triad to an 
inpatient care management model in recent years has made many 
large health systems think differently about increasing the bedside 
time between case managers and patients—and allocating non-
license support staff to daily administrative tasks.    

4. Assign social workers to high-risk patients to aid in 
workflow management

Provider leaders must be explicit in identifying the right patients for 
management by social workers.

Social workers often work with a subset of high-risk patients who 
may require lengthier episodes of care coordination. Criteria for 
social worker referrals generally include both psychosocial and 
complex medical triggers, and each of these require increased 
patient support.

Depending on the patient’s needs, social workers may provide 
either a short-term intervention or manage a patient for a longer 
period. As a result, the Advisory Board found that the social 
worker’s caseload may tend to fluctuate, whereas case managers 
who follow all patients tend to work a more fixed caseload. It’s 
imperative that hospitals determine who will be assigned higher 
acuity patients and when those assignments will occur. In doing, it 
becomes easier to manage workflows and better analyze workload 
among all care management staff.

Matching your care team to the needs of your patient base is a 
critical step that can’t be overlooked in the creation of a modern 
care management model. By taking the time to evaluate your needs 
and those of your patients and assigning roles accordingly, you’ll be 
able to maximize your current staffing resources while 
simultaneously improving the patient experience for those who 
demand a greater degree of hands-on management.

Step #3: Deploying a Model that Maximizes Staff Time 
and Patient Management
Deploying your modern care management model successfully is 
contingent on two key areas:

1. Defining patient management priorities 

2. Creating a process that maximizes care team members’ 
assignments and time.  

Let’s take a closer look at how to support these two objectives.

1. Use data to allocate and effectively redeploy the 
inpatient care team to specific units



I want to begin by highlighting a specific example where a 
healthcare organization used analytics to create an optimized 
inpatient workflow.

When starting their care program redesign effort, leaders at 
MedStar Franklin Square Medical Center in Baltimore, Maryland, 
examined which units to assign case managers based on data that 
tracked interventions across a six-month period.  

They analyzed data such as total admissions, emergency department 
visits, case mix index, the timing of the patients’ initial assessment, 
payer mix, the proportion of discharge planning allocated to social 
interventions of patients with different acuity levels, length of stay, 
denials, utilization of resource functions and more.

Based on this analysis, MedStar concluded that complex medical 
units (e.g., stroke, renal, pulmonary, ICU, observation unit, oncology 
and intermediate care) experiencing greater psychosocial need 
would be staffed by care teams with a higher share of social workers. 
Leaders at the 347-bed hospital decided to shift to a triad model of 
case management (composed of case managers, social workers and 
utilization management staff), centralizing utilization review duties 
and freeing up RN case managers to focus on medically complex 
patients--especially on units with the greatest need for medical 
case management.

Conversely, this freed up staff from lower acuity patients who 
didn’t require that level of hands-on care. Their findings revealed 
not all patients needed in-depth management and to try to create 
equality regardless of medical complexity would create unnecessary 
resource drain. This was only made possible by a close analysis of 
the data, which revealed a more beneficial deployment of staff and 
resources.

2. Review pros and cons of common ambulatory care model 
types  

The following graphic shows four conventional ways to staff and 
deploy an outpatient-based care management team.

Each option has its advantages and disadvantages to consider.

Embedded within Primary Care Practices:
This ambulatory care model achieves the greatest level of 
integration with the primary care team. If securing physician buy-in 
of an outpatient team is a challenge, this model promotes fast care 
management buy-in from office staff and improves care 
coordination through easier handoffs.

At the Advisory Board, we typically recommend the ambulatory 
care team report to the inpatient care management department as 
opposed to the office manager staff or individual primary care 
teams.  

Centralized within Administrative Office:  
This is a model typically employed by a larger health system with a 
number of satellite clinics and facilities that nevertheless need to 
share data, workflows and patients themselves. In these instances, 
many organizations elect to centralize outpatient-based care 
management out of a centralized administrative center.

Remote care management can reduce resource and staffing 
deployment time while enabling a larger case load than would 
otherwise be possible. However, this model type requires routine 
program communication within practices to ensure ongoing 
contact with specialists, not to mention a clear understanding of 
the current best practices and utilization patterns. Health systems 
that pursue this type of ambulatory care model must place special 
emphasis on plotting face-to-face patient contact and engagement, 
which can be more difficult when working across multiple facilities.

Dedicated to a Complex Care Clinic:  
Still other healthcare organizations opt to refer their patients to a 
complex care clinic dedicated exclusively to ambulatory care. Think 
of, for example, a general practitioner supplementing their own 
care with the expertise of a clinic what specializes in outpatient 
management.



On the plus side, it’s great to have care managers work as part of a 
broader team managing all patients on a panel. Be aware, however, 
that many patients are reluctant to switch doctors, even if just for 
a brief period of time, or to change to a new geographic location to 
see their primary care provider. You should review a new location 
carefully if launching or referring to a complex care clinic and even 
consider co-locating, at least to begin.

Mobile and/or Community-based Team: 
Still other organizations opt not to require their care managers to 
be within a given facility at all. Working remotely gives care 
managers the opportunity to more fully view the patient’s condition 
across the care continuum. Telecommuting also allows these staff 
members to meet regularly with other colleagues. If care is 
administered in the home, this model is even more convenient for 
the patient.

To help remote staff meet in person and share work experiences to 
learn from one another, consider leasing or dedicating traditional 
office space for co-working and collaboration. This type of mobile-
based model requires close supervision of company processes to 
ensure the employee is following standard care practices to meet 
performance tracking goals. 

3. Determine your optimal care management structure 

The following illustration provides a list of care management 
functions ranked in a top-down approach that are regularly seen at 
the system-wide, regionally distributed and/or practice/community 
level.

Review these functions to determine the optimal care management 
structure that can be realistically supported by your care team, 
particularly in the outpatient setting.

Of special note is the three “Key Questions” included in the graphic 
that serve as a starting point to advise your organization-wide 
strategy:

What non-primary care needs are prevalent among my patient 
population?
Care management is increasingly viewed as something that goes 
well beyond primary care, with social determinants of health just as 
important in the workflow of the modern case manager.

What in-practice care management roles can be easily scaled 
across multiple practices?
Again, this is about maximum utilization of resources. Roles and 
functions that can be easily mimicked across clinics and patient 
demographics are an excellent starting point for getting your new 
care management process up and running.

What care management functions do not need to be done in 
person?
In order to ensure your processes are as efficient as possible, 
determine what administrative tasks and touchpoints could 
conceivably be taken care of without face-to-face patient 
interaction.

Before deploying a new or redesigned care management model, 
think through your patient management priorities and their 
alignment with your care team’s capabilities, whether inpatient, 
outpatient or other. Determining the right scale for the right care 
service and model structure across multiple hospital units, physician 
practices or other settings calls for principled processes to drive 
efficient patient and staff management. The use of data analytics 
and a review of commonly deployed care model types, including 
what worked and what didn’t, can help inform your decisions.

Step #4: Clear Patient Assignment Methodology
Typically, a healthcare organization’s rationale for stratifying the 
distinct segments of its patient population is closely associated 
with its modern care management model’s patient assignment 
decision-making.

But whatever the risk stratification option used to determine 
specific populations, the resulting patient segments enable the 
health enterprise or practice’s staff to tailor the provision of care to 
both the individual’s and population’s unique needs and challenges.

Let’s review the range of patient segmentation options available 
that determine how most care management team members are 
assigned. Keep in mind, there are tradeoffs related to efficiency, 
ease of patient outreach, and relationships with others on the care 
team depending on which segmentation model you choose.

Diagnosis: Many healthcare administrators assign care staff 
resources to patients by diagnosis. For example, a diabetes-specific 
population might have an assigned diabetes coach. Or, patients 
diagnosed with or at risk of coronary heart disease, especially as 
the U.S. experiences a demographic shift toward an older population, 
might be assigned a heart failure specialist to optimally target 
preventive efforts.

Level of Risk: Other facility leaders might assign care team members 
to patients based on level of utilization risk based on predictive 
modeling, typically categorized as high, rising, moderate and low. 
One literature review points out that studies have found “high-
need, high-cost” patients account for almost 50% of healthcare 
spending despite composing just 5% of total patients. It may 
therefore make sense to apportion care team resources unevenly 
so that these complex cases receive greater attention, allowing 
personnel and other resources to be utilized to their utmost 
productivity.



Payer: Because care management can be a costly investment, some 
organizations organize services based on payer contracts. They 
may wall off services to those patients they’re reimbursed for under 
pay-for-performance or risk-based payment models.  

Provider: Care managers can be assigned patient panels based on 
groups of practices that have a larger portion of target patients. 
This enables individual care managers to consistently work with the 
same outpatient clinicians and powers continuous relationships 
between patients and their care providers.

Setting: Members of an interdisciplinary care management team 
represent different settings of the care continuum - from primary 
care to home healthcare, a skill nursing facility and more– to 
maximize shared care planning and care coordination services and 
technologies. Drawing from these resources, providers can select 
the best solutions for every patient cohort across a team of 
professionals to foster positive health outcomes and reduce costs.

With that in mind, the Advisory Board has researched best practice 
models that start with risk stratifying the population based on a 
mix of clinical, psychosocial and claims data (as well as provider 
intel). From there, ambulatory-based care teams can be separated 
first by primary care versus specialty practices.

For most primary care patients, the recommendation is to segment 
them by a single medical practice if there are enough target patients 
empaneled at that practice. If not, you can pod a grouping of 
practices within a geographical region. Lastly, if you have the 
resources, you can further segment patients into high risk and 
rising/moderate risk groups. Throughout this process, the care 
manager should work with no more than three practices regardless 
of patient workload in order to remain attentive to care coordination 
activities at hand.

In summary, provider leaders at the forefront of deploying new 
modern care management models must move beyond solely 
focusing on high-risk patients and take a more holistic approach 
examining all health and wellness levels of their patient populations. 
An important starting point is the identification of patient segments 
whose diverse needs will dictate the assignment of skilled medical 
professionals to the appropriate care teams.

Step #5: Patient Care Management Standards for 
Outreach and Graduation

To understand how their organization enrolls and conducts 
outreach to patients entering a care management program, care 
coordinators often find themselves questioning procedures:     

• What is our process to enroll our patients?

• How do I get them activated in their care?

• How do I persuade them to willingly work with us?

Obviously, patient engagement is the crucial factor to the success 
of any care management program. Many healthcare providers, 
however, miss one of the key milestones for maximizing patient 
participation—and it starts at enrollment.

Three Challenges to Enrolling Patients Effectively
The first of three key challenges to enrolling patients effectively 
into care management is the identification of candidates.

Since some providers lack sophisticated population health 
management strategies to identify potential patient enrollees, their 
recruitment approaches tend to be reactive. For example, a health 
system might select candidates based on those patients triggered 
through emergency department (ED) utilization resulting in hospital 
admissions.  

But by narrowing patient enrollment solely to reactive identification 
methods instead of proactively encompassing the broader 
population, administrators overlook countless opportunities 
beyond the ED to improve outcomes.

The second key challenge is that many providers tend to have 
minimal standardized processes and talking scripts to aid in 
informing and motivating patients entering care management 
programs. This is unfortunate, as a poorly defined set of program 
rules can create excessive workflows, inefficiencies and 
communication breakdowns.



The third challenge is that some organizations’ outreach efforts are 
limited to a “one-size-fits-all” program messaging approach. By 
failing to tailor your standard messaging to a patient’s specific health 
need or appealing to certain demographic groups, opportunities to 
fully engage interest are guaranteed to be lost. Without the right 
personalized introduction, enrollees at the onset are unable to 
comprehend the goal and role of a care management program.

Recommendations to Optimize Enrollment 
Let’s review some proven recommendations to make your patient 
enrollment process fully effective as outlined in the following 
graphic.

The foundation of effective outreach and enrollment is establishing 
and communicating defined eligibility criteria for all target patient 
populations. Having easy-to-follow, explicit eligibility criteria that 
is widely shared makes the process easier for your clinicians, 
support staff and healthcare partners to refer the appropriate 
patients to the outreach team.

From that point, be prepared to pilot several types of outreach 
techniques such as in-person introductions and phone calls. It’s 
important for new care managers to receive training on program 
messaging and learn the locations to prospect patients—and even 
the appropriate number of times to solicit and win the patient’s 
buy-in.

Next, consider alternative types of care—or potentially good 
outreach touchpoints—for eligible patients to seek treatment. 
Within the clinic, complex care managers can coordinate with 
physicians or nurses to attend a co-visit to discuss the program and 
solicit patient enrollment in person, with the doctor’s 
encouragement. Within the inpatient setting, care managers can 
visit eligible patients at the bedside to promote the care 
management program.

Indeed, the hospitalized patient already is a captive audience. Care 
managers can receive real-time data indicating the admitted or 
seen patient is eligible for care management. Or, if care team 
members have a relationship with the inpatient staff, such as your 
bedside nurses, for example, they can notify complex care managers 
once an eligible patient is admitted. Similarly, hospital or clinic staff 
members who are discharging patients can alert them of the 
program and set up visits with administrators.

Last point: Program scripting, or messaging, is critically important. 
For Medicaid or uninsured patients, I recommend emphasizing that 
the program is a free service extended to them. Follow up by 
explaining that they did nothing wrong and were identified by their 
provider as possibly benefitting from additional care support to 
help manage daily needs. 

For the Medicare population, the primary reason to highlight 
participation in care management is the ease of receiving education 
through a single point of contact to coordinate all various needs 
and questions for providers across the system. If your organization 
manages a large employer group health plan or self-insured 
population, privacy is the most vital program component to 
emphasize while assuring the necessary care management support.

Program Graduation to Self-Management
Once the patient enrolls in a care management program, what 
ensues is an intense period of progressing patient management 
phases, including the changing of behaviors to meet care 
management plan goals. Ultimately, the care team’s support lessens 
to ready the patient for the formal post-graduation phase. The 
patient is now responsible for ongoing self-management in their 
own home.



Though this program period may seem intuitive, many organizations 
surprisingly lack clearly defined patient management phases. This 
oversight creates workflow challenges if patients are not advancing 
through these various stages. In fact, having a defined workflow 
simplifies your organization’s ability to work within the parameters 
of key functionalities and enables automated care management 
processes.

This illustration highlights the different aspects of the Advisory 
Board’s Best-In-Class Care Management Workflow.

Almost There!

Lastly, here’s an essential observation underscored by a multitude 
of frontline care management program staff: Setting up a graduation 
is a goal and an accomplishment that is important for the patient and 
serves as a good reminder for care managers. Understandably, care 
managers become emotionally invested while caring for their 
patients and vice versa.

With that said, the Advisory Board’s reassessment and redesign 
care management surveys reveal one of the largest and most 
important drivers of unsustainable workloads and caseloads is that 
provider organizations do not maintain explicit standards upholding 
a patient’s graduation. Nonetheless, some organizations have 
instituted other step-down support to ensure patients are truly 
ready for self-management before they graduate.

In this graphic, Gunderson Health System in La Crosse, Wisconsin, 
divided their patients into “active” and “monitoring” categories in 
order to create separate care management workflows. Active 
patients receive more intensive care during regular appointments. 
For patients who are improving regularly and who have learned to 

self-manage their conditions, their care managers check in every 
two months to monitor any decline, keeping track of their progress 
via an electronic medical record system. Ultimately, the most stable 
patients are discharged from the program. 

Bottom line: Gunderson Health System leaders’ action to shift self-
managing patients to monitoring support maximized their care 
manager capacity and generated cost savings while looking ahead 
at patient care charges post enrollment.

Though large-scale redesign of your modern care management 
model may seem like a never-ending process, rest assured that the 
ideal ROI is very much within reach: A healthier post-acute care 
population receiving the right longitudinal care services at the 
right time and at the right place.
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