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EXECUTIVE SUMMARY
Health care delivery systems throughout the United States are employing the triple aim (improving the 
experience of care, improving the health of populations, and reducing per capita costs of health care) 
as a framework to transform health care delivery.1  Understanding and effectively managing population 
health is central to each of the aim’s three elements.  Care management (CM) has emerged as a leading 
practice-based strategy for managing the health of populations. 

This issue brief highlights three key strategies to enhance existing or emerging CM programs:  (1) 
identify population(s) with modifiable risks; (2) align CM services to the needs of the population(s); 
and (3) identify, prepare, and integrate appropriate personnel to deliver the needed services.  This brief 
summarizes recommendations for decision-makers in practice and policy, as well as for future research.  
The brief’s recommendations were informed by 14 Transforming Primary Care grants and 4 Delivery 
System Research grants, all funded by the Agency for Healthcare Research and Quality (AHRQ), the 
authors’ experience, and the CM literature.

Key strategies and recommendations are listed in the Exhibit and discussed in more detail in the body of 
this issue brief.



CARE MANAGEMENT: A FUNDAMENTAL VEHICLE 
FOR MANAGING THE HEALTH OF POPULATIONS

OVERVIEW 
In order to achieve the triple aim, health care delivery systems throughout the country are working to 
effectively treat patient populations, while at the same time decreasing health risks and health care 
costs.  Care management (CM) has emerged as a primary means of managing the health of a defined 
population.  Unlike case management, which tends to be disease-centric and administered by health 
plans,2 CM is organized around the precept that appropriate interventions for individuals within a given 
population will reduce health risks and decrease the cost of care.

The CM recommendations presented in this brief emerged from recent 
research funded by the Agency for Healthcare Research and Quality 
(AHRQ) on primary care practice transformation.  In 2010, AHRQ funded 14 
Transforming Primary Care grants and supported four additional Delivery 
System Research grants through American Recovery and Reinvestment Act 
funding.  These 18 projects explored ways to more effectively and efficiently 
deliver primary care in various practice contexts (e.g. urban/rural and large/small practices).

Aims among these funded grants included the investigation of successful strategies for the 
implementation and practice of CM.  A subgroup of 12 investigators conducted a narrative synthesis 
of experiences developing CM programs within different clinical, geographical, and administrative 
contexts.4  Participants provided a brief summary of the study context, available data sources, and 
lessons learned.  They also identified shared themes and provided case studies.  Findings confirmed 
the importance of establishing CM services appropriate to the clinic context as well as the population 
served.

This issue brief was informed by the experience of the AHRQ grantees (including reports from the 
Annals of Family Medicine special issue on the Transforming Primary Care grants),5-16 our own process 
of primary care practice transformation, and the CM literature more broadly.  It presents practice and 
policy recommendations for the provision of CM services and highlights three key strategies to enhance 
CM for target populations:  (1) identify population(s) with modifiable risks; (2) align CM services to the 
needs of the population(s); and (3) identify, prepare, and integrate appropriate personnel to deliver the 
needed services. 
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Care Management is a promising team-based, patient-centered approach 

“designed to assist patients and their support systems in managing medical 

conditions more effectively.”3 It also encompasses those care 

coordination activities needed to help manage chronic illness.
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Despite the rapid and widespread adoption of CM, questions remain about the best way to optimize and 
pay for the mix of staff and services involved in its delivery.  The current fee-for-service payment model 
does not generally reimburse practices for the CM and coordination services required to oversee panels 
of heterogeneous patients, many of whom have increasingly complex and comorbid conditions.17

The historical context of misaligned incentives notwithstanding, recent payment reform initiatives are 
well suited to CM.  For example, transitional care management billing codes (99495, 99496) incentivize 
appropriate outpatient practices for patients moving from the hospital back into primary care settings,18 
and the Centers for Medicare & Medicaid Services (CMS) implemented new chronic care management 
billing codes in 2015.19   Both CMS and private payors are starting to support the provision of CM 
services by either paying for the services directly or paying for the processes and outcomes associated 
with effective CM.  Currently, the CMS Comprehensive Primary Care initiative20 includes risk-stratified 
approaches to CM among five comprehensive primary care functions designed to achieve the triple 
aim.  In addition, the Patient-Centered Primary Care Collaborative21 considers CM components such 
as population management and risk stratification to be essential aspects of the medical home, and 
important across the continuum of care.

The Exhibit below presents practice, policy, and research recommendations intended to support and 
guide decision-making by primary care providers, practice managers, health systems administrators, 
payors, and governmental officials as they implement CM services and formulate policies to promote 
practice transformation.  While we intend these strategies and recommendations to be broadly 
applicable, we recognize that they may not be appropriate for or relevant to all providers, administrators, 
and policymakers.

Exhibit. Key Care Management Strategies and Recommendations

Strategy Recommendations 
for Medical Practice

Recommendations 
for Health Policy

Recommendations 
for Health Services 

Research

Identify populations with 
modifiable risks

n  Use multiple metrics to 
identify patients with 
modifiable risks

n Develop risk-based 
approaches to identify 
patients most in need of 
care management

n  Consider return on 
investment of providing 
CM services to patients 
with a broad set of 
eligibility requirements

n  Establish metrics to 
identify and track CM 
outcomes to determine 
success

n Implement value-based 
payment methodologies 
through State and 
Federal tax incentives to 
practices for achieving 
the triple aim

n Determine the benefits 
to different patient 
segments from CM 
services

n Investigate the 
understanding of and 
parameters surrounding 
modifiable risks

n Develop/refine tools for 
risk stratification

n Develop predictive 
models to support risk 
stratification



Strategy: Identify Populations with Modifiable Risks
Providers must be able to identify populations with modifiable risks if they are to manage and 
coordinate care in ways that help achieve the goals of cost savings, improved quality, and enhanced 
patient experience.  While all patients are likely to benefit from basic elements of care coordination such 
as effective communication and the efficient exchange of information among care providers, it is critical 
that providers understand which patients are likely to benefit from more intensive CM.  This requirement 
is particularly important for high-risk and/or high-cost populations.  There may be other patients for 
whom CM interventions would have little impact.

To manage resources sustainably, practices must accurately identify individuals and entire populations 
that can control risk factors, and by doing so improve their health.  Careful management of select 
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Strategy Recommendations 
for Medical Practice

Recommendations 
for Health Policy

Recommendations 
for Health Services 

Research

Identify and train 
personnel appropriate to 
the needed CM services

n Determine who should 
provide CM services 
given populations’ needs 
and practice context

n Identify needed skills, 
appropriate training, 
and licensure

n Implement 
interprofessional team-
based approaches to 
care

n  Incentivize care manager 
training through loans or 
tuition subsidies

n Develop CM certification 
programs that recognize 
functional expertise

n  Determine what team-
building activities best 
support delivery of  
CM services

n Design protocols 
for workflow that 
accommodate CM 
services in different 
contexts

n Develop models for 
interprofessional 
education that bridge 
trainees at all levels and 
practicing health care 
professionals23

Align CM services to the 
needs of the population

n	Tailor CM services, with 
input from patients, 
to meet specific needs 
of populations with 
different modifiable 
risks

n Use EMR to facilitate 
care coordination and 
effective communication 
with patients and 
outreach to them

n  Incentivize CM services 
through CMS transitional 
CM and chronic care 
coordination billing codes

n Provide variety of 
financial and non-
financial supports to 
develop, implement and 
sustain CM

n Reward CM programs that 
achieve the triple aim

n Evaluate initiatives 
seeking to foster care 
alignment across 
providers

n Create a framework for 
aligning CM services 
across the medical 
neighborhood to reduce 
potentially harmful 
duplication of these 
services22

n Determine how best to 
implement CM services 
across the spectrum of 
long-term services and 
supports22
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populations may increase the quality of care (e.g., improving 
the delivery of appropriate clinical preventive services), 
safety (e.g., medication reconciliation to avoid duplication and 
prescription errors), and efficiency (e.g., reducing unnecessary 
utilization).  Consider, for example, a population of patients who have 
not yet developed one or more chronic diseases such as diabetes mellitus, but are at risk of doing so.  
The risk of progression from glucose intolerance to diabetes mellitus can be influenced by diet and 
exercise.  Individuals within this “rising risk” population are at different stages of readiness to change, 
and consequently at different stages of modifiable risk.  This insight allows providers to offer services at 
the appropriate level and time.

It is well understood that poorly executed transitions of care between different locations (e.g., from 
hospital to primary care) are associated with increased risks of adverse medication events, hospital 
readmissions, and higher health care costs.25  Determining which transitions present the greatest risks, 
and targeting CM services to patients undergoing those transitions should conserve resources and lead 
to better cost and quality outcomes.

In the broadest terms, modifying risk includes improving health outcomes, positively influencing 
psychosocial concerns, as well as helping patients achieve goals that produce better health outcomes. 
Patient characteristics such as ethnicity, age, metabolic risk factors, smoking status, and chronic 
disease burden, as well as psychosocial issues, such as availability of caregiver support, help practices 
and payors identify individuals and populations that might benefit from CM services.   An understanding 
of these variables may be helpful in designing supports to assist patients in achieving their individual 
goals.  When risks do not appear to be modifiable, coordination of services can often benefit patients 
and their families.  Coordination helps clarify roles and eliminate duplication of services.

The need for CM can also be identified through gaps in evidence-based care or by a triggering event, 
such as hospitalization.  Appropriate identification of the need for CM services should be followed by 
engagement of patients and caregivers in shared decision-making to determine which CM services 
would be most appropriate to address patients’ modifiable risks and optimize their health.

As medical practices focus on identifying populations with modifiable risks, their work could be 
supported by health policies that consider a broad set of eligibility criteria for patients receiving CM. 
Different CM services could be supported for patients with different needs.  Policies should establish 
metrics by which needs for and outcomes from CM can be assessed.  With these in mind, value-based 
payment methodologies could reward successful CM with State and Federal tax incentives for practices 
that achieve the triple aim.

Modifiable risk factors are those that an individual has control 

over and, if minimized, will increase the probability that a 

person will live a long and productive life.24
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Future research is needed to determine the benefits to different patient segments of CM strategies.  
For some patient segments, emergency department admissions and hospital readmissions may be 
reduced.  For others, medication errors may be decreased.  For yet others, individual engagement in 
self-management may be enhanced.  There are also segments where all of these strategies will need 
to be employed.  More work is needed to explore what constitutes modifiable risks.  Beyond changing 
unhealthy behaviors, other types of risks may be modified with the targeted application of specific 
resources, such as patient education or addressing psychosocial needs.  Although much progress 
has been made in the area of risk stratification tools, more work is needed to develop new tools and 
refine existing tools.  Developing predictive models that support risk stratification will be especially 
significant.

Strategy: Align Care Management Services to the Needs of the Population
Alignment of care management with population needs promotes supportive, trusting relationships 
between providers and patients—a critical component of successful delivery of primary care and of CM.  
CM services can build a stronger relationship between the patient and provider and help extend that 
relationship to the care team.  This trusting relationship facilitates the consideration of patient needs 
and preferences when adapting CM services to serve specific patients.

Key services directed toward the needs of particular populations include coordination of care, self-
management support, and outreach.

Coordination of Care
Several CM services are intended to improve coordination of 
care.  Although basic processes of care coordination should 
be an integral part of routine primary care, specific care 
coordination requirements vary among populations and among 
individuals.  For high-risk and/or high-cost populations, 
personalized care plans play a critical role in coordinating care 
among various providers.  Other services, such as coordination 
of specialty referrals, assistance with ancillary services, and 
referrals to and coordination with community services, also 
support high-risk and/or high-cost populations. 

Self-Management Support
Self-management support is particularly important for patients dealing with chronic diseases and 
those with emerging modifiable risks.  Understanding an individual’s readiness to change, or his or her 
activation level, can help care managers employ motivational interviewing to set goals, track progress 
towards these goals, and foster individuals’ self-management of their medical conditions. 

Outreach 
Outreach to patients is a critical service for managing patients with chronic conditions and those 
experiencing transitions of care.  Contact with patients on disease registries facilitates ongoing 
outreach and the delivery of follow-up services.  Phone calls to patients transitioning to lower levels of 
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care, such as from the inpatient hospital setting to home, can support reconnection with their primary 
care providers and reduce the risk of hospital readmission.26  Informed by Coleman’s “Four Pillars”® of 
effective transitional care,27 outreach calls during transitions of care can address patients’:

n Understanding of medication changes 

n Awareness of signs for which they should seek medical attention

n Unanswered questions regarding their hospitalization

n Appropriate followup with primary care and/or specialty providers

Within each of these CM functions, clinical care such as medication reconciliation, assessment of 
adherence to treatment plans, and identification of adverse events can facilitate intensified treatment 
and/or mobilize clinic supports.

Financial incentives to perform the aforementioned care coordination, self-management support, and 
outreach activities are needed.  For example, private payors could adopt incentives to perform CM and 
chronic care management activities similar to those implemented by CMS.  Both public and private 
payors might also consider deploying additional financial incentives with respect to promoting self-
management support.  Policies that reward practices for achieving the triple aim could help support the 
development and implementation of CM programs and ensure their sustainability. In addition, payors 
can provide nonmonetary support for practice transformation via coaching, learning collaboratives, and 
coordination of CM provided by payors with that provided by practices.

In concert with these health policy goals involving alignment of CM services with population needs, 
research is needed regarding the development and implementation of CM services across the medical 
neighborhood, including the spectrum of long-term care services and supports.28  For example, there is 
often considerable overlap of CM services across long-term care, leading to redundancy, role confusion, 
and potential for error.22  Research is needed to evaluate initiatives, both individually and also from a 
systems perspective, that seek to foster care alignment across providers.

Strategy: Identify and train personnel appropriate to the needed CM services
Practice resources, along with the target population’s clinical and psychosocial needs, will influence 
the background and training of personnel selected to deliver CM services.  Different skill levels may be 
appropriate for the different CM services.  For example, clinical pharmacists receive extensive training 
in conducting medication reconciliation, while social workers are well positioned to assess psychosocial 
needs and connect patients with community resources.  There is often overlap between skill sets among 
those clinic staff providing CM services.  For example, both nurses and social workers could provide 
effective coordination of care, self-management support, and transitions outreach calls. 
  
Once patients’ needs for CM services have been determined, practices must decide how best to assign 
staff to deliver those services.  Two approaches should be considered:  (1) assigning or hiring a 
dedicated care manager or (2) distributing CM functions across two or more clinic personnel.  Dedicated 
care managers have diverse backgrounds (e.g. pharmacists, registered nurses, social workers, 
clergy, dieticians, unlicensed health coaches, child and family advocates, and medical assistants).  
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Assignment of clinically-oriented CM services such as medication reconciliation should be based upon 
the training and level of licensure of personnel. 

Resource constraints may require the distribution of CM services among existing practice staff.  For 
example, small practices may not be able to hire additional personnel.  The fee-for–service payment 
model may initially limit the ability of smaller and/or resource-constrained practices to align the level  
of the CM services to the needs of their patient populations.  However, in value-based payment  
models, alignment of clinic staffing with the needs of patient populations may be the most cost-
effective approach.

The optimal delivery of CM services requires the right person for the right job.  Individuals providing 
CM services must build trust with patients and with all members of the care team.  Thus, interpersonal 
skills are highly valued.  Similarly, the care team’s culture must be receptive to the integration of the 
individuals delivering CM services.  This may require culture change among the care team.

This coordinated, team-based approach to care is a departure from the traditional disease-oriented 
and provider-centric approach.  As CM functions are added to the set of services a practice provides, 
the roles of the physician and other care team members may need to change.  The integration of CM 
services will likely be most effective and sustainable if it is accompanied by broader transformation of 
the practice, its workforce, and its workflows.29,30

Loans or tuition subsidies should be considered to incentivize training 
that supports culture change toward coordinated, team-based 
care that includes CM.  Training should emphasize competency in 
the provision of CM services regardless of the learner’s previous 
background and qualifications.

The provision of CM training should be informed by research to 
support the optimal team-building activities that best support the 
delivery of CM services.  Although research has addressed workflow 
in primary care teams, evidence suggests that optimal workflows 
are likely to be context-specific.31  Hence, as practices add CM 
services research identifying best practices for workflow is needed.  
Finally, interprofessional education must be ingrained in the training of all health care trainees and 
professionals so that they are equipped to value interprofessional practice, understand the roles of other 
disciplines, communicate effectively, and function as high-performing teams.32  Without such training 
in the core competencies of interprofessional practice, culture change embracing CM services will be 
difficult to achieve. 

Conclusion
The development and implementation of CM parallels the rapid transformation of US health care 
delivery and payment systems over the last decade.  CM is a team-based, patient-centered approach 
designed to address the increasing complexity of care in outpatient settings.  It is both a process 
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innovation, with a new model of care and new care services, and a workforce innovation, involving new 
members of the care team.33  This issue brief suggests that CM is a key tool for managing the health of 
populations.  It presents three strategies for implementing CM:  identifying populations with modifiable 
risk, aligning CM services to population needs, and identifying and training personnel appropriate to the 
needed CM functions.  It further provides medical practice, health policy, and health services research 
recommendations.  There is still much to learn about the effective implementation of CM.  Research is 
needed to discover which CM services are most effective, the contexts in which they are ideally deployed, 
and how they are best executed.  By practices working diligently to implement CM and policymakers 
supporting their efforts through changes in payment models and incentives for achieving the triple aim, 
improved management of the health of populations will be possible.
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