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Health Plan Innovations
in Patient-Centered Care

Care Management

About 
this brief

This brief, the first in a 
series on health plan innovations 

in patient-centered care, focuses on 
health plan-led care management efforts 

for patients with complex, chronic diseases. 

Previous literature has focused on the role of 
providers and practices in care management. 
This paper is unique in its focus on health plan 
initiatives, showing how a close partnership 
between health plans and providers can be 
leveraged to optimize care for patients and 
reduce physician workload. 

For more information on the series or for a copy 
of ACHP’s more detailed Care Management 
Handbook, email innovations@achp.org.

About ACHP

The Alliance of Community Health Plans is a 
national leadership organization founded in 
1984 that brings together innovative health 
plans and provider groups that are among 
America’s best at delivering affordable, high-
quality coverage and care in their communities. 

The 22 not-for-profit, community-based and 
regional health plans and provider organizations 
that belong to ACHP improve the health of the 
communities they serve and are on the leading 
edge of patient care coordination, patient-
centered medical homes, accountable health 
care delivery, information technology use, 
and other innovations that aim to improve 
affordability and the quality of care that 
patients receive. 

Member plans span the full range of delivery 
models; some contract with independent 
physicians or physician groups, while others 
work extensively with provider groups that are 
part of a plan-affiliated delivery system.

The Issue
Most health care dollars in the United States are spent on 
people with chronic diseases 

In 2008, America spent more than $2.3 trillion on health care; an 
estimated 75 percent of this spending was related to treatment of 
patients with chronic diseases and complex needs.1 Left unchecked, 
this spending will continue to grow as a result of an aging population 
and a fragmented delivery system.  

The Solution
Care management can improve quality and reduce costs for 
patients with complex chronic diseases

Care management* has emerged as a foundation of modern primary 
care, combining population management information technology (IT) 
tools with patient-centered nursing and care coordination. ACHP health 
plans and their provider partners use care 
managers to improve the quality of care 
through targeted interventions, 
reduce costs through elimination 
of unnecessary services, 
and improve patients’ 
experience of care. 

For examples of ACHP 
plans’ successes in 
reaching cost, quality, 
and patient experience 
goals, see the 
Outcomes 
section on 
page 7. 

* In this brief, care management and case management are used interchangeably, as 
are care managers and case managers; plans vary on names used for these roles. Care 
coordination may be an element of care management, and involves communication with 
multiple physicians and providers to reduce duplication of services and medical errors.
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What is Care Management?
Care management is the coordination of care for 
patients with complex health care needs to help 
them achieve optimal health outcomes

Care management covers a broad spectrum of health 
care activities, which include:

• Helping patients and caregivers manage medical 
conditions and psychosocial problems more 
effectively, with the goal of improving their 
health;

• Coordinating care and reducing duplication of 
services; and

• Reducing the need for expensive medical 
services.3 

At ACHP member plans, a specially trained nurse 
acts as the focal point of care management efforts, 
identifying target patients and working with other staff 
to coordinate patients’ health care needs.  Because 
health plans have varying geographies, memberships, 
and network structures, they have incorporated care 
management through different approaches outlined in 
this brief. However, their initiatives also share common 
elements due to their commitments to their patients 
and communities, as well as their delivery models, 
which involve close relationships with physicians and 
providers.

Effective Care Management  
Programs
Effective programs are those that involve close 
relationships between patients, care management 
nurses, and physicians 

According to the Robert Wood Johnson Foundation 
(RWJF), the most effective care management 
programs are those that include “close relationship[s] 
between care managers and primary care physicians, 
and includ[e] care manager interactions with 
patients in-clinic, at home, and by telephone.”4  
In comparison, Soeren Mattke calls into question 
claims by third-party disease management 
vendors, saying that payers and policymakers  
“should remain skeptical” about their claims of 
improved health outcomes and lowered spending.5

Partnering with Physicians
ACHP plans partner with physicians to deliver 
more coordinated, effective care management 
services to members

One way to provide the most effective care is by 
embedding nurses in provider practices, whereby a 
nurse works directly out of a physician’s office or clinic 
rather than a health plan office. For health privacy 
reasons, plan-employed care managers only work with 
patients who are members of that health plan.  

Embedding nurses in practices allows for greater 
coordination of a patient’s care between care 
management nurses and their physicians; when a nurse 
works in the same office as a patient’s physician, they 
can meet on a regular basis to consult about patients, 
exchange notes, and discuss treatment plans. Arranging 

“I don’t know 
what would have 
happened to me 
without Margie,” 
says Pauline 
Whitehead of her 
Security Health 
Plan nurse care 
manager, Margie 
Straka. 

“She turned my 
life around.” 

Margie helped 
put Pauline in 
contact with a 
durable medical 
equipment company that sent her a walker at no cost 
and put her back on her feet. Margie continues in a care 
management role with Pauline, calling to provide care 
advice and offer practical suggestions to help Pauline 
keep on top of her health needs. 

“She’s so understanding,” Pauline says of Margie. “Her 
instructions are easy to follow, and the results are 
amazing. She tells me to be sure to call her if I need to, 
and she’s always there.”

Member  
Case Study
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face-to-face visits with patients is easier when a nurse 
works out of a physician’s office, as patients can arrange 
to see the nurse before or after their appointment and 
clarify any instructions from the physician. In addition, 
as the director of care management at Group Health 
Cooperative said, embedding nurses “allows the nurse 
to be seen as an extension of the physician,” which 
improves the patient’s experience of truly coordinated 
care.

Geisinger Health Plan, serving members in central and 
northeastern Pennsylvania, embeds care management 
nurses both in Geisinger practices and in their contracted 
network as part of their ProvenHealth Navigator® 

medical home model. Nurse case managers partner 
with practices to proactively identify patients who 
have complex health care needs and to design patient-
specific action plans. Case managers use a combination 
of face-to-face and telephonic interactions in their case 
management program; about 50 percent of a nurse’s 
time with a patient is in-person, and the other half 
is telephonic. The case managers see patients in the 
office after discharge from the hospital, during routine 
follow-up appointments, and if the patient experiences 
significant worsening of his or her illness. Frequent 
follow-up and touch points also occur telephonically 
between office visits to maintain close contact with the 
highest-risk patients.

Group Health Cooperative is a consumer-governed 
health plan located in Washington State and Idaho; 
it is a mixed-model plan that contracts with a 
large multispecialty medical group as well as with 
independent physicians in private practice. At Group 
Health Cooperative group practices, the embedded 
case managers hold weekly “chronic disease huddles” 
with team RNs and doctors for patients who have one of 
five chronic diseases: diabetes, heart failure, asthma, 
COPD, or hypertension/coronary artery disease. At 
these huddles, the physicians and nurses discuss each 
patient’s progress and team member responsibilities.

For Group Health Cooperative’s network practices, 
the nurse case managers live in the local areas and 
visit provider offices to which they are assigned on a 
regular basis. Because patients are assigned to care 
management by providers, the nurses are seen as an 
extension of the physician or practice, rather than as 
an extension of the health plan. Nurses working in the 
network frequently see patients face-to-face and they 
are viewed as a local resource; the communities they 

work in are typically small, so nurses are aware of the 
character of the community and even know many of 
their patients firsthand.

The UPMC Health Plan Patient-Centered Medical 
Home (PCMH) model embeds Practice-Based Care 
Managers (PBCMs) in both UPMC system practices and 
other contracted network practices. Embedded care 
managers, who are employed by UPMC Health Plan, 
function as part of a physician’s team at each practice; 
their primary role is to assist physicians. PBCMs focus 
on patients who could benefit from greater intensity 
of care and interaction, including those with complex 
needs, those recently discharged from a hospital or 
diagnosed with a chronic condition, who require self-
management education or medication reconciliation, 
or who have frequent admissions. PBCMs are assigned 
to one or more primary care practices and are in turn 
responsible for the entire UPMC Health Plan population 
assigned to those primary care offices. PBCMs have 
access to physician schedules and meet patients face-
to-face when they arrive for appointments; most of a 
PBCM’s time is spent seeing patients in person.

Frequent Face-to-Face  
Encounters
Care management programs with frequent 
in-person contact have been shown to be more 
effective than telephonic programs

When care managers are embedded in physician 
practices and operate locally, they can see patients 
face-to-face more often, which increases the quality 
of care they can provide. Face-to-face visits at a 
physician’s office allow a nurse to re-emphasize points 
that a doctor has made and confirm that  patients 

“The support that we receive from Tufts Health Plan 
has been critical to our efforts to provide the best care 
possible for our patients. Through data analysis, robust 
reporting, and clinical consultation, they have given us 
the tools and support we need to enhance quality and 
manage patient care as effectively as possible.”

- Dr. Barbara Spivak 
Mount Auburn/Cambridge IPA

Physician 
Perspective
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understand everything their physician has told them, 
as well as offer personalized education and training on 
medical devices, medications, warning conditions, and 
self-management. Home visits made by a nurse or social 
worker allow the care manager to assess a patient’s 
home situation and level of caregiver support, check 
for dangers in the house, and confirm with the patient, 
for example, which medications he or she takes and 
how they are stored. 

The embedded case managers at Presbyterian Health 
Plan, headquartered in Albuquerque, New Mexico, do 
all types of care: face-to-face, telephonic, as well 
as home visits. Some large practices have one or two 
case managers embedded full time at the clinic, five 
days a week. Other clinics share case managers; a case 
manager might cover two or three clinics, spending a 
morning at one and the afternoon in another, or a few 
days in one clinic and a few days in another.

At Capital District Physicians’ Health 
Plan (CDPHP), based in Albany, New York, 
each nurse manages two practices for two days and 
spends one day a week at the CDPHP office. The 
nurses’ schedules depend on the needs and desires of 
each practice. For example, some clinics have a high 
number of OB/GYN patients and the case manager is 
embedded on OB days so that he or she can see those 
patients face-to-face. During the one day a week when 

the nurses are at the CDPHP office, they continue doing 
telephonic outreach to patients and use this time to 
expand on their experience by sharing lessons learned 
and best practices with other case managers. 

All members enrolled in UCare’s MSHO (Minnesota 
Senior Health Options) product, most of whom are frail 
elderly, are care managed; members receive face-to-
face assessments conducted in their own homes upon 
enrollment, annual reassessments, and personalized 
care plans developed in partnership with care managers. 
Care managers communicate with a member’s primary 
care physician when the care plan is developed, upon 
a change in the member’s condition, or to update the 
physician on unmet needs or overdue care, such as 
preventive screening or vaccinations. Care managers 
also conduct discharge and transitions management.

Strong Community Links
Close links to their communities allow ACHP care 
managers to better help their patients

Locally based ACHP health plans have deep roots in 
their communities. These roots, along with a non-profit 
tradition, create strong long-term incentives to invest 
in the health of the communities they serve. They 
see their mission as transforming health care in their 
communities to make care more effective, efficient, 
and affordable for everyone.

CareOregon, which serves low-income and vulnerable 
residents of Oregon, and Priority Health, based in 
Grand Rapids, Michigan, both support their communities 
by assisting provider practices in hiring and training 
provider-based care managers; these nurses manage 
patients who are members of any health plan, not just 
their own, in an approach known as “virtual all-payer.”

Although CareOregon provides training, operational 
tools, and clinical support, care managers are clinic 
employees and can work with any patients, not 
just CareOregon members. Priority Health provides 
initial funds and resources — including staff training, 
infrastructure, access to clinical reporting, and 
competency training — for development of care 
management initiatives at a number of practices. 

“We look to see that about 75 percent of a care 
manager’s time is spent outside of the health plan — we 
want to see them out in the offices as much as possible 
because we find it’s a more effective approach to case 
management; if the call from the case manager comes 
from the physician’s office, and the patient really sees 
that close relationship, it helps.

Another big emphasis is that care managers see 
themselves as a resource provided by Independent 
Health to the practice. We find it’s most successful 
when the practice truly sees them as a peer working 
on the same goals, not as someone who’s separate 
and distinct coming in, but almost as another 
employee.” 

 - Molly Fachko 
Assistant Director,  
Care Management 
Independent Health

Case 
Manager’s 

Perspective
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Multidisciplinary Teams
ACHP care management programs consist of 
teams that include social workers, geriatricians, 
and physicians

According to the Robert Wood Johnson Foundation, 
“successful care management programs have care 
managers as part of multidisciplinary teams that 
involve physicians.”6  As mentioned above, ACHP plans 
embed care managers in physician practices to increase 
communication and partnership with physicians. ACHP 
plans also employ or contract with social workers, 
geriatricians, and other staff and providers who can 
deliver tailored, effective care to their members.

Many ACHP plans hire social workers to help patients 
overcome financial, social, behavioral, or environmental 
barriers to good health. Social workers, for example, 
may work with victims of domestic violence, find 
alternative sources for costly medications, connect 
homeless patients to housing resources, or provide 
assistance for caregivers. The goal is to create an 
environment in which patients can manage their own 
conditions most effectively.

Fallon Community Health Plan, based in Worcester, 
Massachusetts, uses a multidisciplinary team to help 
members in its Home Run Program, which targets frail 
Medicare Advantage members with chronic conditions 
and/or a decrease in functional status. The team 
consists of a geriatrician and nurse practitioners who 
visit members’ homes each month to assess members’ 
needs, check safety issues, and confirm that care 
plans are being followed. The program recognizes how 
important it is for older, frail individuals not to become 
isolated. To encourage social interaction, a health plan 
social worker facilitates Home Run Club meetings every 
month. Transportation is provided, light meals are 
served, and education and social activities are on the 
agenda.

Use of Technology
Sophisticated technology can enable care 
managers to do their jobs more effectively

ACHP member plans use many different types of 
technology in innovative ways to identify patients who 
are most likely to benefit from care management, 
better engage them, and manage their health. Such 

technology can increase communication between plans 
and providers, assist health plans in carrying out care 
management activities, or serve as a resource for 
patients. 

One option available to plans that cannot conduct 
frequent home visits is telemonitoring, whereby a 
device in a patient’s home sends health data and 
measurements, such as blood sugar levels, to a care 
management nurse. Security Health Plan, a physician-
sponsored HMO in Wisconsin, has had success with a 
telemonitoring system installed in patients’ homes and 
connected to their phones. The system, which makes 
it possible for members to self-measure blood pressure 
and weight, is installed and monitored by a contracting 
nursing agency; data are transmitted to Security 
Health Plan case managers, allowing nurses to better 
track patients’ health changes, facilitate provider 
communication, monitor medication adjustment needs 
and prevent ER visits and hospitalizations.

Appropriate, HIPAA-compliant sharing of 
electronic health records (EHR) between 

physicians and the health plan can be an excellent 
resource for care managers. Claims data takes 30 days 
before it is available to health plans, whereas an EHR 
can be instantly transmitted to a patient’s care manager 
to let him or her know what occurred at that patient’s 
medical appointment, including changes in the care 
plan and any medications that were prescribed. When 
EHRs are integrated and shared across a medical system, 
all of a patient’s providers — primary care physicians, 
specialists, care managers, and others — can access the 
comprehensive set of information about a patient and 
avoid duplication of services.

Independent Health, which covers more than 350,000 
members in western New York, worked with practices 
that were worried about sharing Protected Health 
Information. In larger practices, the health plan 
worked with the clinic’s IT department to make EHR 
for Independent Health members available to case 

“I can’t believe an insurance company would provide 
such an excellent program to its subscribers!  My nurse 
case manager was very professional and knowledgeable, 

kind and caring and easy to talk to …  Thank 
you once again for all your help.”

  -   Security Health Plan memberMember 
Testimonial
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managers in a secure manner. Independent Health 
also helped other practices transition from paper to 
electronic medical records.

Most of the ACHP plans involved in care management 
utilize predictive modeling to identify patients who 
should be targeted for case management. Predictive 
modeling is a statistical tool to identify, based on 
clinical and administrative data, which patients are 
most at risk for hospitalization/rehospitalization, future 
adverse health outcomes, or high-cost procedures, as 
well as those who could benefit the most from care 
management. 

Software can be valuable to health plan case 
managers to help them organize care for patients. 
Capital Health Plan, which serves 118,000 members 
in Tallahassee, Florida, has developed an internal 
population management program that streamlines case 
management documentation by collecting and storing 
assessments, care plans, evidence-based guidelines, 
interactions, follow-up care, and other resources in one 
place. By the end of 2011, Capital Health Plan will be 
utilizing recently-updated EHR systems to grant staff 
practices access to this information for their patients in 
case management.

Care managers at UPMC Health Plan utilize 
HealthPlaNET, clinical data management software 
developed at the health plan, to organize and 
coordinate care. This software provides a member-
centric view of everything that occurs with each 
patient. For each member, UPMC Health Plan care 
managers can view previous outreach attempts to 
patients, caregivers, or providers; clinical assessments 
to identify barriers to care; problems, goals, and 
interventions attempted; and care plans.

Innovations in Care Delivery
ACHP plans constantly innovate to deliver better 
health outcomes for patients at lower costs

Over the past decade, health plans have been 
transitioning from an exclusive focus on specific chronic 
diseases to a more holistic view of the “whole patient,” 
establishing care management programs to address all 
of a patient’s needs through one source. ACHP plans 
have been at the forefront of this transition from 
disease to care management. 

Kaiser Permanente, a health care provider and plan 
serving more than 8.9 million members nationwide, 
created one of the first models for chronic disease care 
management in the mid-1990’s. Kaiser Permanente 
created its Care Management Institute in 1997 to 
synthesize best practices and develop better clinical 
approaches to dealing with patients with advanced 
illness, behavioral health needs, or those transitioning 
from a hospital setting.

Capital Health Plan has created a Center for Chronic 
Care to centralize care for high-risk patients and give 
them greater access to primary care physicians, with 
the end goal of reducing hospitalizations and ER visits. 
Capital Health Plan patients are stratified by risk and 
invited to join the Center. Two staff physicians oversee 
500 to 600 patients at a time, which enables them to 
see patients as frequently as needed and for much 
longer office visits than in a traditional primary care 
setting. Nurses at the clinic coordinate care needs for 
the patients.

Group Health Cooperative in Seattle was an early 
adopter of a population-based approach to chronic 
disease management that uses evidence-based 
guidelines, combined with disease registries, to deliver 
effective care to patients.7  The plan has diversified its 
care management program in novel ways by adding care 
management subspecialties such as compassionate care 
managers, who assist patients in making end-of-life 
decisions at their own pace, as well as heart failure, 
pediatric high-risk, transplant, and bariatric surgery 
care managers. 

Care management at ACHP plans focuses on each  
member as a person, not as a set of conditions.
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Investing in Outcomes
Care management programs at ACHP plans 
have noticeable cost savings, reductions in ER 
utilization, and high satisfaction ratings among 
providers and physicians

Cost savings

Month Savings

January $363,822

February $294,901

March $339,739

April $298,005

May $343,595

June $289,046

July $595,496

First seven months $2,524,604

Group Health Cooperative in Seattle evaluates its 
care management program in a number of ways, 
including patient satisfaction, nurse-captured financial 
savings, percentage of patients who met their goals 
upon discharge from the program, and seven-day 
readmissions rates. The nurse-
captured financial savings 
measure is calculated by 
comparing a patient’s ER and 
hospital admissions trends 
before and after entry in case 
management. Between January 
and July of 2011, nurses and 
GHC financial analysts reported 
total cost savings of $2,524,604 
for their 8,224 patients in 
complex case management and 
1,831 patients in regular case 
management. Figure 2 shows 
these cost savings on a month-
by-month basis for January 
through July 2011.

Tufts Health Plan in 
Massachusetts and Rhode 
Island has seen significant 
cost savings from its care 
management program. ROI 
calculated from 2005 to 2008 
shows that proactive telephonic 

management of complex patients saved $1.90 for every 
$1 spent; obstetrical case management for women at 
high risk for preterm delivery saved $4.50 for every 
dollar spent; and on-site and telephonic review of 
hospital utilization saved $4.80 per dollar spent.8 

Activity at Tufts 
Health Plan

Money saved, per 
dollar spent

Proactive telephonic 
management of complex 
patients

$1.90

Obstetrical case 
management $4.50

Reviews of hospital 
utilization $4.80

 

Fallon Community Health Plan has calculated a high 
return on investment as well as lower per member 
per month (PMPM) expenses for members enrolled in 
its Home Run Program. Preliminary results from an 
evaluation conducted of data collected from March 
2007 to February 2011, on a total of 222 Home Run Club 
members, show clear cost trends in spite of a small 
sample size.

Figure 2: Nurse-captured financial savings  
at Group Health Cooperative in 2011

Figure 3: Return on investment at Tufts  
Health Plan for care management activities

Figure 4: PMPM costs for Fallon Community Health Plan members, by category
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The Home Run Program is 
estimated to have saved 
Fallon Community Health Plan 
approximately two million dollars 
from March 2009 to February 
2010 alone. Excluding pharmacy 
costs, for the 222 members 
enrolled in that time period, as 
measured from each individual’s 
pre and post enrollment, PMPM 
costs decreased from $2,883 to 
$1,905; at a cost to Fallon of 
$406,000 and with gross savings 
of $2.41 million, the program 
has shown a ROI of 4.94, or 
almost $5 per dollar spent. 
Including pharmacy costs, 
PMPM decreased from $2,943 
to $1,991, creating net savings 
of $2.35 million, or $4.78 per 
dollar spent.

Figure 4 shows how PMPM 
costs decreased for Fallon 
Community Health Plan patients 
who enrolled in the Home Run 
Program from 2009 to 2011 
(dark blue), while PMPM costs 
for patients who were targeted 
but did not enroll in the program remained constant 
(orange). Patients targeted for the Home Run Program 
are frail elderly with higher than average medical costs 
and needs, which is why their monthly expenses are 
higher than the average among all Fallon Community 
Health Plan Medicare HMO members (light blue, versus 
grey). The 222-person “Targeted and enrolled” sample 
includes members who enrolled at any point between 
March 2009 and March 2010; cost savings from the Home 
Run Program, therefore, become apparent after March 
2010, once enough members had interaction with the 
program.

As seen in Figure 5, PMPM costs for four groups of 
members – those enrolled in the Home Run Program for 
three, six, nine, or twelve months, steadily increased 
prior to enrollment in the program, then decreased 
after enrollment. PMPM costs continued decreasing 

even after patients left the program; on average, among 
this population, members who stayed in the program 
for only three months still saw declines in PMPM costs 
24 months post-enrollment.

Security Health Plan has calculated cost savings 
from case manager interventions for two Above and 
Beyond services, which are additional services/benefits 
provided to members engaged in case management 
outside of their contracted benefits. The Nurse-On Call 
initiative, which provides a one-time RN home visit to 
assess a member’s home maintenance management, 
safety, and psychosocial needs, is estimated to have 
saved over a million dollars in 2010 (see Figure 6). The 
plan’s Telemonitor Program, which provides in-home 
biometric management of congestive heart failure 
symptoms, saved $39,010 in avoided ER visits and 
hospitalizations in 2010.

Figure 5: PMPM costs for Fallon Community Health Plan members 
in the Home Run Program, by length of enrollment in the program

Program 2010 Utilization 2010 Estimated Cost Savings

Nurse On-Call Program 223 visits $1,044,864.55

Telemonitor Program 5 cases $39,010.43

Figure 6: Cost savings from Security Health Plan’s Above and Beyond Services
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Why do we show outcomes from 
patient-centered medical homes?

A patient-centered medical home 
(PCMH) is “a health care setting that 
facilitates partnerships between 
individual patients and their personal 
physicians, and when appropriate, 
the patient’s family.”† ACHP plans 
support primary care practices in 
their development of medical homes 
through initiatives such as changing 
provider reimbursement structures, 
reducing physician caseloads, 
investing in electronic health records 
in practices, and embedding or 
training care managers.

Care management in health plans 
often exists as a vital component 
of a PCMH model. Care managers 
perform many of the duties essential 
to the functioning of a medical 
home, including assistance in 
coordinating care, providing one-on-
one personalized self-management 
education, and providing focused 
care and attention for patients with 
complex needs. 

It is often difficult to separate the 
effects of individual components of 
a medical home (such as the work 
of care managers or the influence 
of electronic health records) or 
to say with confidence that case 
management itself prevented a 
certain number of hospitalizations, 
when outcomes are tracked for the 
PCMH as a whole. However, as it is 
such an important component of a 
PCMH, this brief reports the results 
as reflecting patient-centered care 
in general, with the acknowledgment 
that some of the improvement should 
be attributed to the work of care 
managers.

ACHP will be releasing a publication 
on patient-centered medical homes 
and primary care as part of its Health 
Plan Innovations in Patient-Centered 
Care series.

† NCQA, “Patient-Centered Medical 
Home.” http://www.ncqa.org/
tabid/631/default.aspx

Health Outcomes

Capital Health Plan has calculated a number of outcomes related 
directly to its care management program. Thirty-eight percent of case 
managed patients had fewer ER visits in the first six months of case 
management, compared to the six months prior to enrollment in case 
management. In addition, 50 percent of members showed a decrease 
in the number of hospital admissions in the first six months of case 
management, compared with the six months prior to enrollment. 

Capital Health Plan also computes Duke Health Profile scores, which 
measures functional health status and health-related quality of life, 
for patients upon entry into and discharge from case management. 
Sixty-seven percent of members involved in Capital Health Plan’s case 
management program showed an improvement in their perception of 
health status compared with when they entered case management, 
and 80 percent of members showed improvement in their general 
health summary score.

Geisinger Health Plan has done extensive analyses of its ProvenHealth 
Navigator® medical home model. A study in the American Journal 
of Managed Care from August 2010 found significant reductions in 
admissions (amounting to 56 avoided admissions per 1000 members 
per year) and readmissions (21 fewer readmissions per 1000 members 
per year). While this result did not reach significance (p=0.21), analysis 
found that the PHN model reduced cumulative spending by seven  
percent.9  A forthcoming publication by Geisinger will demonstrate the 
continued impact of the PHN model on reducing costs.

Independent Health has documented a decrease in ER utilization at 
PCMH pilot practices from 2008-2011. Emergency room use at practices 
not involved in the pilot increased by 19 percent from 2008 to 2010; 
at the same time, ER utilization at PCMH pilot practices decreased by 
almost 38 percent, as seen in Figure 7.  

Figure 7: ER utilization at Independent Health PCMH pilot practices
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Preliminary results from Priority Health’s 
telemonitoring program for heart failure members 
at risk for hospitalization show decreases in 
hospitalizations as well as ER visits. Inpatient days 
(days that a member spent admitted to a hospital) per 
member year decreased by 37 percent, and visits to 
the ER decreased by 20.2 percent when comparing the 
year prior to telemonitoring to the two years following 
implementation of the program. These reductions 
in ER and hospital visits had large cost effects; total 
costs (which includes ER and hospital admission costs) 
decreased from $40,103‡ per member per year to 
$26,186 (which includes ER and hospital admissions, 
as well as costs associated with the telemonitoring 
program), for a total reduction of 34.7 percent.

The Priority Health study represents a preliminary 
evaluation of the program; the analysis only includes 
the pre-post experience for members participating 
in telemonitoring, as it compares members before 
and after starting the program. Members engaged in 
telemonitoring may have been more likely to have higher 
severity or higher cost events prior to the program. An 
ongoing evaluation will compare results using matched 
controls with similar risks and histories to establish a 
more precise evaluation of the program.

Capital District Physicians’ Health 
Plan has seen, as a result of its 
Enhanced Primary Care pilot, 
reductions in ER visits of 9 percent, 
advanced imaging of 7 percent, and 
hospital admissions of 15 percent; 
all these findings are statistically 
significant at p<0.1. 

CareOregon saw a statistically 
significant (p<0.001) reduction in ER 
visits at clinics involved in its Primary 
Care Renewal (PCR) initiative. The 
mean number of ER visits per 1,000 
members per year declined by 208 at 
the PCR clinics after implementation 
of the initiative, from 1,110 to 
902; the high initial numbers 
are due to CareOregon member 
demographics, which include low-
income and disabled Medicaid 
members. CareOregon’s overall, 
all-cause inpatient utilization rate 
has decreased at its PCR sites as 

compared to non-PCR clinics. Between January 2007 
and May 2010, the number of inpatient stays per 1000 
members per year stayed steady at an average of 240.5 
in the non-PCR sites. During this same period, the 
number of inpatient stays at PCR sites has decreased, 
from an average of 287.7 before PCR implementation to 
an average of 226.7 afterwards.

Patient and provider satisfaction

A 2010 survey of providers indicated a positive assess-
ment of the impact of Geisinger Health Plan’s Proven-
Health Navigator® on the practice. Eighty-five percent 
of providers agreed or strongly agreed that manage-
ment and monitoring of patients had improved across 
all care sites; 90 percent agreed that communication 
with patients had improved, 97 percent agreed that 
they would recommend the PHN to their patients, and 
93 percent would recommend it to other primary care 
providers.

In a 2010 survey of almost 400 Geisinger Health Plan 
members, 99 percent of members involved in case man-
agement rated their case manager as “very good” or 
“good,” with 79 percent rating the effectiveness of the 
case manager in working with patients as “very good.”

Member satisfaction remains high at Capital Health 
Plan — all patients who responded to a survey rated 
their satisfaction with case management at a score of 
8, 9, or 10 out of 10. 

‡ All cost values for Priority Health’s telemonitoring program 
are calculated on the allowed amount; costs are calculated as 
the reimbursed amount with all applicable discounts, rather 
than the billed amount.

Figure 11: Reductions in inpatient days, inpatient stays, and ER visits pre- 
and post-implementation of a telemonitoring program at Priority Health
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Next Steps
Payment reform is a crucial missing piece of the care 
management equation

Fee-for-service reimbursement generally is not conducive to care 
management programs. Such reimbursement incentivizes high 
utilization, which is one cause of increasing health care costs. Care 
management can decrease the use of high-cost services such as ER and 
hospital admissions, which in turn may create a disincentive to use 
care management programs in an environment where reimbursement 
is structured around utilization.

A number of ACHP plans already give payment incentives to providers 
and practices for engaging actively with plan-employed embedded care 
managers. Kaiser Permanente and Group Health Cooperative were 
among the first organizations to use care management for high-cost 
patients.10 Value-based reimbursement is a component of Geisinger 
Health Plan’s ProvenHealth Navigator® medical home model, which 
includes pay-for-performance based on quality measures, and shared 
savings for meeting quality and efficiency targets. Almost 40 percent 
of Tufts Health Plan’s HMO membership is served by providers who 
have value-based contracts, saving hundreds of thousands of dollars by 
reducing inappropriate referrals to tertiary hospitals, high-cost labs, 
and surgical facilities. Such payment incentives have been effective 
in building lasting partnerships with providers and encouraging plans 
and providers to strive for higher quality of care with lower costs. 
However, without broader payment reform, embedded, face-to-face 
care management services are likely to be offered to a limited number 
of patients. 

A number of options have been proposed for payment reforms to move 
away from fee-for-service, including global or bundled payments and 
separate reimbursement for care management. A global payment 
approach to hospital, ER, and ambulatory care could incentivize 
providers to lower utilization, admissions, and readmissions through 
programs such as care management. This approach is being tested by 
the Centers for Medicare and Medicaid Services in its bundled payments 

demonstration project, which would reform payment 
structures to encourage patient-centered care, and its 
Comprehensive Primary Care initiative, which includes a 
monthly care management fee. Alternatively, a separate 
reimbursement could be created for RN case managers 
under the fee-for-service system; currently, providers 
who wish to hire case managers must do so without 
being reimbursed for those services. 

Expanded care management programs hold the promise 
of increasing the quality of life of many patients without 
access to these services and bringing plans and providers 
closer to achieving the goals of better care, enhanced 
patient experience, and reduced costs of care.

“You can’t have a 
national impact if 
you don’t have a way 
to measure value and 
pay for care management 
or care coordination; currently, 
it’s primarily a non-reimbursable 
practice. It needs to be recognized, 
just like dental services, mental 
health, substance abuse; it’s a 
practice. We’re all just duct-taping 
alignment and incentives together on 
top of a broken financial system.”

 - Rebecca Ramsay

Senior Manager of Care 
Support

CareOregon

“Supporting care coordination 
is critical.  It is something our 
communities need, and we are 
playing our part by organizationally 
and financially recognizing this role.  
… Because this role has not typically 
resided in a family practice setting, 
they need help building the capacity.  
Together we were able to take 
our experience, provide necessary 
funding, share resources and place 
this critical role at the point of care.”  

 - Mindy Olivarez

Director, Health Care 
Innovation

Priority Health

Rethinking 
Payment
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Contact Us
Email us at innovations@achp.org, or visit our 

website at www.achp.org, for a copy of our companion 
Care Management Handbook, which outlines in detail 
ACHP plans’ approaches to partnering with physicians and 
community organizations, use of technology, payment and 
reimbursement incentives for providers, and more. 
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