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IN BRIEF: This brief highlights best practices in disease 
management/care management programs and considers 
ways in which states can incorporate them into integrated 
care models like the Centers for Medicare & Medicaid 
Services financial alignment initiative for Medicare-
Medicaid enrollees and other state initiatives for high-cost, 
high-need Medicaid beneficiaries. 

early 31 million Medicaid beneficiaries have one or more 
chronic illnesses and require a variety of health and social 
ces.1 States interested in identifying more effective 

models of care for these beneficiaries are looking to various 
integrated care models, including the Centers for Medicare & 
Medicaid Services (CMS) Financial Alignment Initiative for 
Medicare-Medicaid enrollees (“dual eligibles”), to enhance 
access to services, improve health outcomes, and curb 
growing health care costs.2  

This brief discusses the key components of existing disease 
management and care management programs that could be 
incorporated into integrated care programs for Medicare-
Medicaid enrollees and other high-cost, high-need Medicaid 
beneficiaries. It describes best practices in disease 
management/care management models and provides examples 
of care management practices used in the financial alignment 
demonstrations for California, Illinois, Massachusetts, South 
Carolina, and Virginia.3 

The Evolution of Disease Management to 
Care Management 
Nearly 30 years ago, an interest in improving clinical 
outcomes spurred the creation of the first disease management 
programs. These programs focused on improving care for a 
single chronic illness such as congestive heart failure or 
diabetes through the use of clinical practice guidelines, patient 
education programs, and other tools. 

Over time, there was increasing recognition that improving the 
quality of health care and reducing health care costs requires a 
broader approach that targets multiple co-morbid diseases 
simultaneously rather than a single diagnosis.4 Individuals 
with multiple chronic illnesses are more likely to receive 
fragmented, low-quality, and high-cost care because they use 
so many health services, including behavioral health care and 
long-term services and supports, from many health 
professionals across a variety of settings.5 Thus, there has 
been a movement away from condition-specific disease 

management toward programs that manage multiple aspects of 
an individual’s care. 

Today, these principles have been incorporated into care 
management programs that aim to manage the many needs of 
the whole person across a range of health and social service 
settings, from the home to ambulatory care to the hospital and 
to post-acute care.6 Evidence indicates that care management 
can, under certain circumstances,7 improve outcomes for 
certain people with chronic conditions by: 8- 10  

▪ Improving provider-enrollee communication; 

▪ Increasing beneficiaries’ adherence to recommended 
medication and self-care regimens; 

▪ Facilitating greater communication between 
physicians and other care providers; and 

▪ Encouraging greater use of evidence-based care. 

Given the patterns of co-morbidity within their Medicare-
Medicaid populations, most state Medicaid programs are no 
longer relying on traditional disease management programs 
focusing on one condition.11,12  Instead, states have been 
expanding condition-specific disease management programs to 
make them more like care management programs, although 
they may continue to use the term “disease management.” 
Likewise, industry definitions of “disease management” have 
evolved to reflect the need for a whole-person approach.13 
This brief uses the term “disease management/care 
management” or “DM/CM” to refer to programs that go 
beyond a simple condition-specific approach. This brief also 
refers to the individuals providing DM/CM as “care 
managers.”14   



States can adopt some 
components of disease 
management/care 
management in their 
integrated care programs if 
they make allowances for 
the needs of complex 
populations. 

Basic Components of Disease 
Management/Care 
Management Programs 

Some states have focused on DM/CM with 
the goal of improving health outcomes and 
reducing costs. While some studies of 
DM/CM programs suggest a positive impact 
on cost savings and quality, the evidence is 
not strong enough to support conclusive 
statements about the most effective program 
settings, components, or strategies.15 
However, studies do identify some basic 
components of DM/CM, highlighted below, 
that can also apply to broader integration 
efforts, so long as states plan for the special 
challenges facing high-need, high-cost 
populations.16- 20 

1. Targeting efforts to those most likely 
to benefit. Evidence shows that 
interventions that are designed to target 
beneficiaries at significant risk of 
hospitalization in the coming year can 
demonstrate impact. Even among 
targeted groups, however, the impacts 
are mainly observed in the high-risk 
subset of the overall study population.21 

Many states pursuing financial 
alignment demonstrations target high-
intensity care management to enrollees 
with the greatest risk of long-term 
institutionalization or avoidable 
hospitalization. South Carolina, for 
example, identifies these individuals 
using information on demographics, 
medical conditions, functional status, 
care patterns, resource utilization data, 
and relevant risk scores (e.g., 
Hierarchical Condition Category, 
Clinical Risk Groups, etc.). In addition, 
enrollees in a home and community-
based services (HCBS) waiver are 
automatically stratified as high risk. 

2. Conducting comprehensive 
assessments to identify needed 
services and develop a care plan. 
By requiring care managers to conduct 
assessments, states may determine the 
presence and severity of chronic 
conditions among beneficiaries and 
identify potential co-morbid conditions. 
The information that DM/CM programs 
collect in the assessment forms the basis 
for an individualized care plan, which 
establishes a course of action that takes 

into account an enrollee’s goals and 
preferences. Many states recognize that 
comprehensive assessments should take 
place shortly after enrollment to identify 
needs, and assessments should be 
repeated regularly so that care plans 
reflect the changing needs of enrollees. 
Those with complex care needs will 
likely require more frequent and more 
comprehensive assessments to 
determine how they function in their 
daily lives and the extent of their family 
and other social supports.19 

In Massachusetts’ financial alignment 
demonstration, Medicare-Medicaid 
Plans are required to assess a number of 
domains, including: immediate needs 
and current services, functional status, 
personal goals, accessibility 
requirements, housing/home 
environment, employment status and 
interest, food security and nutrition, and 
social supports. Plans must conduct a 
comprehensive assessment within 90 
days of enrollment and at least annually 
thereafter. 

3. Ensuring in-person contact between 
beneficiaries and care managers. 
Telephonic, population-based 
approaches may not be well suited for 
high-need, high-cost beneficiaries who 
may be more difficult to contact and 
have more complex health care needs. 20 
Programs for these populations should 
consider including some form of in-
person contact with a care manager.  

For high-risk enrollees, Illinois requires 
a member of the care team to engage in 
face-to-face contact with the enrollee at 
least once every 90 days or more 
frequently, if specified in the HCBS 
waiver. Washington also requires face-
to-face interactions in its demonstration 
in order “to build essential trusting 
relationships that will foster 
beneficiaries to effectively 
communicate their needs, expectations, 
and strategies to meet their self-defined 
health goals.”24 

4. Using appropriately trained care 
managers. Many programs rely on care 
managers who are either licensed nurses 
or certified nurse case managers to 
deliver most of their interventions. 21 
Though clinical expertise is useful for 

Using Lessons from Disease Management and Care Management in Building Integrated Care Programs 2 



such positions, care managers should 
also demonstrate the ability to help 
determine beneficiaries’ goals and 
preferences as well as their health care 
needs. 
 
Illinois, for example, requires 
Medicare-Medicaid plans to establish 
policies for appropriate requirements 
for care managers, which could include 
assigning enrollees with higher-level 
needs to care managers with clinical 
backgrounds such as registered nurses, 
licensed clinical social workers, and 
rehabilitation specialists. These care 
managers may also have community-
based experience working with the 
elderly, persons with disabilities, 
including developmental disabilities, 
and person-centered planning 
approaches. Low risk enrollees may be 
assigned care managers with non-
clinical backgrounds, such as 
counselors or peer support counselors. 
 

5. Requiring care management team 
composition that meets enrollee 
needs. DM/CM programs should draw 
on a wide variety of professionals, 
including physicians, advanced practice 
nurses, physician assistants, nurses, 
pharmacists, nutritionists, educators, 
and social workers.26 Some programs 
have found social workers especially 
valuable in assessing eligibility for and 
arranging services.27 For high-need, 
high-cost beneficiaries, the care team 
might also include community mental 
health workers, peer specialists, 
personal care assistants, physical and 
occupational therapists, and family 
caregivers.28 The mix of professionals 
will vary across beneficiaries and over 
time, as their needs change. 

California specifies a wide variety of 
professionals that may participate in its 
demonstration’s care teams, including: 
designated primary care providers, 
nurses, case managers, social workers, 
patient  navigators, county social 
workers and service providers, senior 
service coordinators, pharmacists, 
behavioral health service providers, and 
other professional staff within the 
provider network. The team can change 
according to enrollee preferences, and 

the enrollee can choose to limit or 
disallow altogether the role of county 
waiver service providers, family 
members, and other caregivers on the 
team. 

Wh

6. Facilitating timely communication of 
changes in health status and service 
use. Rather than rely solely on claims 
data to inform DM/CM, states may 
obtain more timely health information, 
including that submitted directly from 
providers and care managers and/or 
electronic health records.29 This is 
especially useful to track hospital and 
emergency room admissions. 

In South Carolina, Medicare-Medicaid 
Plans have access to a unified system 
called Phoenix, which integrates waiver 
intake, service planning, assessment, 
and authorization information, and 
alerts users to changes in status. For 
example, Phoenix will notify the health 
plan when an assessment is being 
conducted and again when the 
assessment and level of care 
determination are complete. Care 
managers can then access the results of 
the assessment and incorporate its 
contents into care planning. 

7. Fostering interaction among care 
managers and providers. 
Communication across the care team is 
the key to coordinated care. Research 
shows that two main factors affect the 
strength of the relationship among care 
providers: (1) having the same care 
manager work with all the beneficiaries 
for a given primary care provider; and 
(2) occasional opportunities for care 
managers and providers to interact in-
person.30 

South Carolina facilitates interactions 
between care managers and providers 
from the beginning by requiring that 
waiver care plans are discussed in a 
three-way conference between the 
waiver case manager, state staff 
reviewer, and Medicare-Medicaid plan. 
This conference allows all parties to 
discuss the service recommendations, 
ask questions, or request a review from 
an independent ombudsman if there is a 
disagreement.  
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en one care manager 
works with all of a primary 
care provider’s patients, it 
improves communication 
and makes the care 
team’s relationships 
stronger. 



Teaching beneficiaries self 
care strategies such as 
recognizing symptoms and 
taking medications 
properly improves the 
success of disease 
management/care 
management programs. 

8. Promoting self-management. Studies 
have shown that teaching beneficiaries 
about self-care, including recognizing 
symptoms, adhering to diet and exercise 
recommendations, and taking 
medications properly is a distinguishing 
factor of successful DM/CM 
programs.31 
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Massachusetts recognizes that the focus 
and content of health promotion and 
wellness informational activities must 
be relevant to the specific health needs 
and high-risk behaviors in the 
population. It requires that Medicare-
Medicaid Plans provide a range of 
activities for enrollees, their family 
members, and other significant informal 
caregivers. Topics could include 
chronic condition self-management, 
smoking cessation, nutrition, and 
prevention and treatment of alcohol and 
substance abuse. 

9. Using evidence-based tools and 
protocols. States frequently distribute 
evidence-based care guidelines and 
protocols to providers to standardize 
and improve care.32 A basis in reliable 
evidence increases the likelihood that an 
intervention will be effective and is 
particularly important when trying to 
convince state leaders, providers, and 
stakeholders to support and engage in 
the planned intervention. During the 
development stages, states should also 
solicit input from care managers and 
other staff who will be asked to use the 
various tools. The greater the 

involvement of stakeholders, the more 
likely it is that a program will generate 
buy-in from frontline staff.  

Virginia requires that Medicare-
Medicaid Plans work with nursing 
facilities to promote adoption of 
evidence-based interventions to reduce 
avoidable hospitalizations, and include 
management of chronic conditions, 
medication optimization, prevention of 
falls and pressure ulcers, and 
coordination of services beyond the 
scope of the nursing facility benefit. 

While these components are important 
elements in a DM/CM program, the 
emphasis given to them may vary based on 
the population of interest and the 
organizational and financial contexts of the 
program. For example, extensive clinical 
training of care managers may be good 
practice for beneficiaries with complex 
medical needs but less crucial for 
beneficiaries who primarily require 
connections to social support services.  

Conclusion 
Integrated care models, like the Financial 
Alignment Initiative, present states with an 
opportunity to increase and enhance 
DM/CM services for Medicaid-only and 
Medicare-Medicaid enrollees. To maximize 
the opportunity, states should incorporate 
the basic components of DM/CC as outlined 
in this brief into their integrated care 
programs to further improve the 
management of beneficiaries’ care.
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