
This report identifies and defines the essential elements in successful models 
of care management in Medicare Advantage. The blueprint for effective 
care management in this report can be replicated by plans and providers, 
and assist policymakers in incentivizing care management to improve 
health outcomes, reduce cost, and achieve higher patient satisfaction. The 
innovative financial framework of risk-based, capitated payments under 
Medicare Advantage offers the opportunity to improve service delivery 
through care management to better meet patient needs in Medicare, 
particularly for those with chronic conditions. 

Four Bright Spot case studies are detailed in this report to identify the 
essential elements prevalent in successful models of care management:

• CareMore, a Medicare Advantage payer and provider aligned model that 
utilizes teams to manage chronic diseases and transitions of care for 
80,000 Medicare Advantage beneficiaries in California, Nevada, Arizona, 
Ohio, Virginia, Georgia, Iowa, and Tennessee. 

• Indiana University Health Methodist Hospital utilizes the GRACE Model 
to provide care management teams that facilitate in-home care to 11,000 
Medicare Advantage beneficiaries. 

• InterMed, a physician-owned medical group that provides care 
management services facilitated through a pod structure that fosters trust 
and continuity for 4,400 Medicare Advantage beneficiaries in Maine. 

• Johns Hopkins Medicare Advantage Plan, a payer utilizing care managers 
and community health workers to care for 5,000 Medicare Advantage 
beneficiaries in Maryland. 

The Blueprint for Effective Care Management identifies 
five key essential elements of effective care management:
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RECOMMENDATIONS FOR 
POLICYMAKERS: 

• Further evaluation and 
testing of models based on 
the blueprint presented in 
this report.

• Evaluation of differences 
in outcomes and cost 
between plans and provider 
organizations that use 
care management.

• Expansion of provider 
contracts in value-based, 
risk assumption models that 
include care management.

• Incentives for the use of risk 
stratification to identify high 
need, high risk patients.

• Incentives for the use of 
care management teams 
that include appropriate 
personnel, including a 
registered nurse, social worker 
and/or a community health 
worker working closely with 
clinical staff. 

• Align different payment 
systems and benefits for 
dually eligible individuals 
and patients with multiple 
chronic conditions through 
the use of value-based 
capitated payment. 

• Provide flexibility in payment 
and coverage to enable 
providers to treat patients at 
the most appropriate site of 
care and to offer additional 
benefits as needed to meet 
care goals.

EFFECTIVE 
TEAMS

• Communication
• Transitions of care
• Clear roles and 

responsibilities
• Continuity
• Co-location of team 

members
• Community presences 

and engagement

CUSTOMIZED 
CARE

• Identitify 
patient needs

• Individual care plans
• Removal of barriers
• Risk stratification

TRUST

• Relationships
• Top-down and 

bottom-up
• Patient buy-in

CULTURE
OF CARE
MANAGEMENT

• Organization wide buy-in
• Investments in infrastructure 

and personnel
• Education and training

VALUE-BASED 
PAYMENT
SYSTEM

• Aligned incentives 
• Flexibility
• Innovation
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