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MEDICAID INNOVATION

High-Risk Care Coordination:
Opportunities, Barriers, and
Innovative Initiatives in Medicaid

As of 2015, approximately half of U.S. adults (those over age 21) suffer from one
chronic condition, and 25 percent have multiple chronic conditions.” Persons with
disabilities and multiple chronic conditions are often at higher risk for increased
utilization of health services and poorer general health status. Individuals with chronic
conditions often receive care from multiple clinicians in disparate healthcare settings.
Lack of communication between clinicians can result in inadequate, unnecessary, and
duplicative care.? High-risk care coordination (also referred to as care management
and case management) is a strategy that has been used to improve quality of care,
safety, and outcomes. Care coordination can minimize gaps in care for high-risk
members through effective use of evidence-based services and supports. This report
details the ways in which the Medicaid population benefits from care coordination
programs and offers case studies from Medicaid health plans demonstrating

their efforts. Key components of care coordination programs, common payment
mechanisms, and potential barriers to successful implementation are provided along
with clinical, research, and policy opportunities that could improve the quality of and

access to care coordination services.

“Care coordination” is a broad term that encompasses a range of activities
performed by clinicians, hospital systems, managed care organizations,
and government entities. The most common forms of care coordination are
case management services and discharge planning. Case management can
include referrals from primary care providers; identification of members

at higher risk for future increased health care utilization through analytics;
transition support, and coordination between health care providers;
transportation coordination; and other interventions designed to help
people navigate the complexities of the health system. Care coordination
also includes member, caregiver, and family education in self-management,
healthy behaviors, and assistance with adherence to a prescribed
medication regimen.® Information exchange (i.e. medical records, referrals,
authorizations) and care transitions are crucial to care coordination efforts,
particularly as individuals interact with multiple, independent health care
organizations responsible for their care. Adequate transition management
has decreased hospitalization readmissions and improved individual
outcomes.*
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Individuals with multiple chronic conditions often have high rates of service utilization that increase with the
number of comorbidities (Figure 1).° Higher rates of utilization often result in higher costs. While between

1 and 10 percent of the U.S. non-institutionalized adult population is made up of high-risk and high-cost
individuals, it accounts for anywhere between 24 and 68 percent of total health care spending.?

Recent healthcare reform initiatives have viewed care coordination as a way to improve care for populations
considered high-risk. Care-coordination interventions have been associated with improved satisfaction and
experiences for participants, fewer inpatient admissions, reductions in unnecessary care, and improved health
outcomes.”® A randomized quality-improvement trial of a complex care management program for high-need,
high-cost Medicaid patients found that carefully designed and targeted care coordination reduced total
medical expenditures by 37 percent and inpatient utilization of services by 59 percent.®

Figure 1. Annual Service Utilization by Number of Chronic Conditions in the U.S. Civilian,
Noninstitutionalized Population
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Identification of Members to Enroll in Care Coordination Programs

Identifying individuals for inclusion in care coordination programs takes many forms. At a basic level, it is
necessary to specify the enrollees who are included in the program. Techniques include adopting clinical

staff referrals, using diagnostic codes in administrative data, targeting site-specific populations (e.g.
incarcerated individuals), identifying individuals with high utilization of health services, and designating
specific populations such as children with special healthcare needs. Diagnostic codes and utilization data
from medical claims are common sources for identifying individuals who may benefit from care coordination
services. Administrative data may also be used to identify members who would benefit from care coordination
such as those with high utilization of services, frequent emergency room visits, and multiple inpatient stays.
Site-specific approaches to identification can increase operational efficiencies and are frequently used to
provide screenings, education services, and simple interventions.

Improving the precision of identification is a major goal for those developing care coordination programs. As
data systems and digital information technology have improved, advanced analytics have allowed for more
sophisticated identification methods such as predictive algorithms." Enhancements to data reliability and
interoperability between previously independent data sets have the potential to further the capabilities of
care coordination programs in the calculation of risk and those who would benefit from the programs.’? The
inclusion of mental health, socioeconomic, and social determinants of health data sets might also increase
precision in identifying individuals who might benefit from care coordination.”

Common Approaches to Care Coordination

Care coordination programs often include a specific evidence-based approach. In some instances, the care
coordination program includes a combination of one or more approaches such as utilization of community
health workers and home-based services. The most common approaches to care coordination include 1)
education and self-maintenance, 2) transition management and information exchange, 3) facilitation of access
to clinicians and health care systems, 4) utilization of community health workers, 5) home-based services, and
6) patient-centered medical homes.

Education and self-maintenance care coordination programs provide the resources and support to enhance
and modify health behaviors and improve adherence to care plans. The goal of these programs is to prevent
the formation or exacerbation of disease or injury. Activities might include targeting educational materials to
a specific population, facilitating discharge planning by reviewing post-care instructions prior to a person’s

leaving a facility, or utilizing digital member portals to increase access to educational videos and resources.”™

Transition management and information exchange programs are designed to prevent poor health outcomes
that might occur because of systemic challenges and communication failures. Transition management helps
to ensure that individuals receive needed care when transitioning between service providers by facilitating the
exchange of member information. Medication management services also are included. The development of a
shared care plan with the individual and family, if applicable, coordinates communication across all clinicians
and organizations and aligns the various services and supports provided.

Facilitation of access to clinicians and health care systems is intended to help individuals, caregivers, and
families schedule appointments, guide them to the necessary service centers, coordinate transportation to
appointments, and assist with referrals. These care coordination programs might also facilitate access to
social services, such as housing assistance, that are outside the traditional healthcare system.™

JUNE 2020 www.Medicaidlnnovation.org



Utilization of community health workers has increased since passage of the Patient Protection and
Affordable Care Act, supporting reimbursement for services under Medicaid.” Payers, hospital systems,
and provider groups have enlisted CHWs to provide case management services in the individual’s home.
CHWs offer cultural concordant support and community-based knowledge that help to build connections
with individuals, caregivers, and families while also interfacing with the health care system to ensure that
their needs are being met.”® The CHW model of engagement can be a major asset to help address the
needs of high-risk and disabled individuals and has been shown to be a cost-effective approach in the
Medicaid population.’o®

Home-based care utilization has expanded with the availability of section 1915 (c) waiver authority to
allow care coordination programs to occur in the home. This approach supports easier identification of
the social and environmental needs of individuals and their families when a person is receiving care in the
home.* Home-based service programs offer risk assessment, identification and mitigation of home-based
environmental factors, and other services that might be deemed necessary for an individual to safely stay
at home.

Patient-centered medical home (PCMH) programs encompass five functions: comprehensive care,
patient-centered relationship building, coordinated care, accessible services, and quality and safety.”
Evidence from PCMH evaluations has shown that the program’s emphasis on team-based approaches

to care, patient accountability, and care coordination improves the composite quality of care scores and
reduces costs.”® PCMHs are a common model of care coordination among state Medicaid plans.’®2° [n 2019,
30 state Medicaid programs served at least some Medicaid enrollees through a PCMH.*

Care Coordination in Medicaid Managed Care Organizations

From 1999 to 2012, the use of Medicaid managed care increased substantially, with rates of enrollment
for non-elderly, non-disabled adults growing from approximately 63 percent to 89 percent.? State
Medicaid agencies have increased their utilization of managed care in order to improve care quality

and predictively manage costs.?? A defining feature of Medicaid managed care organizations (MCOs) is
their ability to provide care coordination. Through the use of case managers, they are able to work with
the individual, caregivers, and family to perform functions such as conducting a health risk or needs
assessment, developing an individualized care plan for the member, ensuring that all home equipment and
home visiting needs are coordinated, ensuring compliance with a medication and/or treatment regimen,
scheduling appointments, arranging transportation to medical appointments, providing condition-
specific and general care education, and connecting to community-based social supports to address
social determinants of health.® Figure 2 illustrates the relationship between care coordination and the key
members of an individual’s care team as part of managed care and how it differs from an uncoordinated
and/or reactive care coordination in the fee-for-service Medicaid model.

*States that served at least some Medicaid enrollees through a PCMH in 2019: AL, AK, AR, CO, CT, FL, GA,
ID, IL, LA, MI, MN, MO, MN, NE, NJ, NM, NY, NC, OH, OK, OR, PA, RI, SC, TN, TX, VT, VI, & WY.?
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Figure 2. Uncoordinated versus Coordinated Care
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As shown in Figure 3, the most common approach for care coordination by Medicaid MCOs is the creation

of a shared care plan among clinicians, case managers, and the enrollee. Other common approaches include
providing support for adherence to the care plan and conducting individual-level risk assessments.?* MCO
case management programs are also supporting the facilitation of transportation to appointments, providing
connections to and supporting the provision of information about social service eligibility, offering full
coordination with social service organizations (i.e. affordable housing programs, food insecurity organizations,
and job services), and coordinating with home-based services to ensure the timely provision of appropriate
levels of care.?®

Figure 3. Core Functions Performed by Medicaid MCOs under High-Risk Care Coordination, 2018

YNWEVS Sometimes Limited Did Not

Core Function (i.e., Required for care (i.e., Based on (i.e., Small pilot program

coordination.) member needs.) or case-by-case.) Provide

Served as a single point of o, o o [
contact for the member 56% 44% 0% 0%

Engaged a care team of
professionals to address the 67% 33% 0% 0%
needs of the member

Developed a plan of care 77% 23% 0% 0%
iggs:erted adherence to plans 77% 23% 0% 0%

In addition to supplying the

provider directory, supported o, o, o [
the member in identify and 45% 55% 0% 0%

connecting with providers

Coordinated in-home services 33% 67% 0% 0%

Prepared the member for o, o, o [
appointments 17% 73% 12% 0%

Arranged transportation for o o o o
appointments 1% 89% 0% 0%

Provided information on other

types of social services (e.g., o, [ o [
faith-based, non-profit, other 27% 73% 0% 0%

government programs)

Provided guided referrals or
“hand-offs” to other needed
social services (e.g., faith- 17% 78% 5% 0%
based, non-profit, other

governmental programs)

Coordinated with social ser-
vices (i.e., housing providers,

nutrition programs) as part of 17% 78% 5% 0%
care plan development and

adherence

SS‘:ravri((e;elSdata with social 17% 44% 22% 17%

Coordinated with multiple

care coordinators from health o ® ® ®
systems, provider practices, 33% 67% 0% 0%

clinics, etc.

Source: Institute for Medicaid Innovation. (2019). Medicaid access & coverage to care in 2018: Results from the Institute for Medicaid Inno-
vation’s 2019 Annual Medicaid Managed Care Survey. Retrieved from: https:/www.medicaidinnovation.org/_images/content/2019_Annu-
al_Medicaid_MCO_Survey_Results_FINAL.pdf
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Cost Savings for Care Coordination in Medicaid

In general, the primary goal of care coordination is to improve health outcomes using efficient, evidence-
based interventions. In addition, state Medicaid agencies might experience cost savings or stability

from the implementation of care coordination programs. These goals depend on successful condition
management and the reduction of uncoordinated, duplicative, and/or non-evidence-based care.

Assessing the cost savings derived from care coordination can be difficult. Some models have
demonstrated cost savings; however, such models were in defined populations and settings that might
prohibit generalization.* However, these models have demonstrated that care coordination focused on in-
patient discharge planning and transitions along the care continuum are effective in reducing unnecessary
care; ensuring that individuals receive coordinated, nonduplicative, evidence-based care; and preventing
unnecessary hospital readmissions.®> Programs that target specific populations have also been found to be
more effective than is generalized care coordination.®

Short-term costs of care coordination include increased administrative costs and spending as a result

of higher utilization rates and improved access to care, and challenges to the scale and scope of

the programs. Administrative costs associated with operating a care coordination program such as
information technology and personnel can be high but are often not included in program evaluations.?*
Although the programs might produce cost savings and improve the quality of clinical care, the total
cost may be net-neutral as expenses are shifted from medical to administrative costs in the early days of
program administration.?* This might mean greater short-term healthcare costs, offset by the long-term
benefit of healthier members.?* Proponents argue that while costs may be higher in the short term, care
coordination facilitates preventive care and might improve long-term health outcomes, which would in
turn reduce future costly episodes of care.

Payment Models for Care Coordination in Medicaid

Payment for care coordination has multiple pathways. Current procedural terminology (CPT) codes are
used in Medicare for care coordination services and chronic care management (e.g. CPT 99490, CPT
99487, and CPT 99489).2° States may use these codes for Medicaid reimbursement. In recent years,
alternative payment models developed under the 1115 waiver by state Medicaid agencies have contained
payments specific to care coordination. Specific care management, such as chronic care management,
may also be billed by clinicians to cover services such as an in-practice care manager.?®

Despite the additional reimbursement to clinicians for care coordination activities, evidence suggests
that these payments are inadequate for robust clinician-led management programs.?® Clinician practices
report that the payments do not fully cover the upfront investment necessary to staff programs, adjust
workflows, and allocate the time necessary to address complex health issues.?® Under chronic care
management (CCM) payment policies, providers may bill for the time of clinical staff once a month

for care coordination activities, with the reimbursement amount averaging $42.26 The onus of care
coordination often falls on larger organizations, such as MCOs, to fund and develop robust programs.
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Challenges with Care Coordination

Care coordination programs have experienced challenges with implementation in the Medicaid
population. To better understand the barriers faced by those providing and receiving care coordination
services, one study explored the perspectives of frontline clinical staff and Medicaid members.?” The
identified barriers to care coordination programs included:

» Language and Cultural Barriers » Substance Use Disorder

* Housing Insecurity e Lack of Working Phone Number

* Professional Territorialism * Appointment Length

* Mental Iliness * Distrust of Government or Authority

e Limited Access to Food, Shelter, and Transportation  Difficulty of Care Coordination Staff Working with

« Difficulty Accessing Healthcare Services Certain Individuals, Caregivers, and/or Family Members

The study noted that many of the identified barriers are related to or exacerbated by a lack of information
exchange between different healthcare providers.?” Information exchange includes discharge planning,
which requires transmitting enrollee information and referrals to the post-acute care facility, home health
care, or additional health providers. Fifty-six percent (56%) of MCOs report frequent challenges accessing
information from discharging provider.?®* Ninety-five percent (95%) of MCOs report inaccurate member
information as a major barrier to care coordination activities.?® Information exchange helps to ensure

that members receive evidence-based care for their conditions in a timely manner, that medications

are prescribed with attention paid to contraindications, and that care plans are followed. Managed

care coordination programs can facilitate information exchange between providers of care and other
organizations, but challenges might persist when there are communication and/or data issues.

Innovation in Care Coordination in Managed Care

To improve Medicaid enrollee health status, Medicaid MCOs are investing in care coordination models that
better integrate and support social services. The UPMC for You and Kern Health Systems are examples of
referrals and coordination efforts among health systems, health plans, and community agencies. Models
seeking to address systemic disparities, such as the UnitedHealthcare Community & State case study,
illustrate recognition of social factors that drive poor health outcomes and chronic disease development.
The following case studies provide a snapshot of innovative initiatives that are incorporating telehealth,
participant preferences, and social determinants of health into their care coordination programs.
Highlights from their key lessons learned include:

» Effective communication between program managers and staff is critical.

» Partnerships with organizations outside the MCO require slow, persistent relationship building.
* Technology can be a useful tool in creating and implementing care coordination programs.
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A Team-Based Approach to Care:
UPMC for You: Community Team

Overview

The Community Team (CT) care management program provides comprehensive targeted interventions and care coordination
to high-risk members. Intensive case management is provided in the member’s home, provider sites, and other community-
based settings. The primary criteria for the CT intervention are recent admission to care services, a proprietary measure of
persistent health risk, or high polypharmacy. The aims of the program are to engage members, minimize unplanned care,
improve health status, reduce gaps in care, and mitigate risk factors for bad outcomes. CT care managers, who are nurses or
social workers, coordinate care across primary care practitioners, specialists, and behavioral health services; they also provide
medication management, address gaps in care, refer members to community resources and support services, assist members
with their wellness goals, and provide connection to adequate housing and other unmet needs.

For more than 10 years, UPMC for You has been partnering with a community-based organization whose mission is to
empower individuals to live in stable housing, connect to community resources, build relationships, and access good-
quality food. This partnership was expanded in 2019 to provide housing for additional dozens of homeless and at risk for
homelessness members.

Innovation. Utilizing Telehealth

The CT intervention incorporates telehealth in innovative ways. It uses web-based technology with information-sharing
capabilities to support individual health care choices and the use of telehealth, remote monitoring, and web-based tools.
Community Team care managers utilize a link on their smartphones for telehealth and video conferencing through a secure
visual communication environment. This approach enables CT staff to employ a multi-disciplinary team approach with
members. Telehealth enhances a single care manager’s efficiency and reach to engage more members per manager and
provides additional opportunities for education, clarification, and real-time support. A study that compares the impact of in-
person case management with a telehealth-based intervention, funded by the Patient Centered Outcomes Research Institute,
is currently underway. PCORI will compare the effectiveness of these models on patient activation in health care, health
status, and subsequent re-hospitalization. The study will also determine which options work best for whom under which
circumstances.

Outcomes to Date

- Higher member engagement rate with both in-person and telehealth
approaches than with telephone alone

- Telehealth engagement rates are similar to in-person engagement rates

- Majority of members are comfortable using new technology and feel the
program helps manage their health conditions

Key Lessons Learned

Community Team staff require specialized training to successfully implement both in-person and telehealth approaches
models, including motivational strategies used to engage individuals with complex needs, mental health conditions, and
substance use disorders. Addressing social determinants of health such as housing, food security, social support, and
transportation needs has been critical to engaging members in optimal health and is a key component of the Community
Team interventions. The strong, integrated physical/behavioral health focus of the team has been invaluable in the design of

effective service plans
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Collaboration and Coordination to Address Social Determinants of Health:
Kern Health Systems Transitional Care Model

Overview

The Kern Health System Transitional Care Model (TCM) has demonstrated improved quality and cost outcomes for high-
risk enrollees in comparison to those outside the program. Collaborative, team-based care is the primary strategy utilized
under the TCM model. The model focuses on six key areas: chronic cardiovascular conditions, chronic respiratory conditions,

diabetes management, emergency department utilization, inpatient care and discharge planning, and a transitional care clinic.

Kern uses the Johns Hopkins ACG Predictive Modeling to stratify members by risk of admission within six months. This tool
allows Kern to track the identified population through the continuum of care with improvements in outpatient management
and post-acute care coordination with community-based organization (CBO) partners.

Kern implemented an interdisciplinary clinic with collaborating partners to develop robust inpatient discharge coordination
and improved transition management. TCM uses a team-based approach with a physician, associate provider, nurse, care
coordinator, and social worker to provide adaptable wrap-around services that inform an individual’s care plans. The services
are tailored to the unique needs of a member and vary greatly. Kern also focuses on providing pharmacy management,
collaborating with social services, administering intensive diabetic education services, and facilitating frequent in-person
contact.

Innovation: Social Determinants of Health

The TCM program approaches the social determinants of health in innovative ways. Kern collaborates heavily with CBOs to
add to the wrap-around services provided in their program. For example, they work with a local housing authority to support
housing-specific case management services to address housing insecurity among its membership. Kern communicates with
other CBOs and the public health department to better coordinate needed services and cites these community relationships
as a key part of the program’s success.

Kern utilizes technology to enhance its TCM program member engagement through the use of text messaging to members
across the continuum of care. Geospatial mapping to identify high-risk geographic areas has also improved Kern’s TCM
program planning, allowing them to understand and contextualize various risk factors and strategize new approaches.

Highlighted Outcomes

- Improvements in health outcomes post-discharge

- Readmission rate reductions

- Increased member satisfaction

- Cost savings derived from ER, pharmacy, and inpatient utilization reductions

Future Directions

Kern is looking to expand the program to include additional populations and risk groups to shift to a more proactive case
management approach, incorporating members with lower health risks to prevent the development of poor health outcomes.
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Addressing Systemic Disparities through Community-Focused Care Coordination:
UnitedHealthcare Community & State

Overview

UnitedHealthcare Community & State (UnitedHealthcare) developed a strategic initiative targeting the female justice-involved
population. Approximately 219,000 women are incarcerated in the United States, and the majority are of childbearing age.?®
This population has a high incidence of unintended pregnancies, which have significant impacts on the women, their children,
and the communities in which they reside. Historically and in the recent past, reproductive health care in the criminal justice
system has been associated with coercive practices such as sterilization.?® Federal law defines a legal right to “adequate
medical care and equal treatment” while in correctional facilities. Women’s health care and contraception have not been
specifically addressed through legal measures. A managed care organization can contribute to improved health outcomes in
this uniguely vulnerable population through contraception education.

UnitedHealthcare’s program works to address unintended pregnancy and its associated consequences, including high-

risk pregnancies, high maternal mortality, and increased rates of pre-term birth, low birthweight, and NICU admission. A
community health worker (CHW) and nurse educator provide information on evidence-based contraception and the risks of
unintended pregnancy through classes with interactive learning techniques. UnitedHealthcare currently provides education
on both contraception options and Medicaid and is planning to offer long-acting reversible contraceptives (LARC) placement
prior to release from justice facilities to facilitate uptake when desired.*°

Innovation: Meeting Participants’ Needs

UnitedHealthcare has developed a simple, adjustable program that can respond to participants’ feedback. Technology is
purposefully avoided, because the program has found that the use of laminated pages with questions about Medicaid/
contraception has promoted active engagement and empowers the women to teach each other from their previous
knowledge/experience. UnitedHealthcare gives relative autonomy to the CHW and nurse educator to adjust the curriculum so
that it responds to the needs of individuals in the program. UnitedHealthcare emphasizes reliability, cultural awareness, and
an environment where participants and the instructors learn from one another.

Outcomes to Date

- More than 150 women have attended classes.

- Women report they are more likely to use birth control once they are released.

- Attendees expressed appreciation for the program, especially its hands-on,
bi-directional approach.

- 50% of women who attended classes have reported they would choose to receive
a LARC device before release from incarceration.

Lessons Learned

UnitedHealthcare reports that slow, persistent relationship building with jail systems is critical to successfully coordinating
care for the justice-involved population. Securing funding for device placement and data collection is a persistent barrier
for the program. They are hoping to expand the program into more facilities and support contraception placement during
incarceration.
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Looking Forward

As quality and cost continue to be major drivers of policy and innovation, care coordination is poised to
maintain a position of interest in the Medicaid program. Further research and program evaluations of new
care coordination models are essential as the healthcare system evolves. In the future, organizations will
rely on the results of this research to develop effective and efficient models. Technology will better enable
the identification of members, the interventions designed for them, and better tracking of the outcomes.
The growing recognition of the social determinants of health will promote the integration of health
services with case management, and the place of care will shift to more-intensive home-based programs
for high-risk individuals are created.

Building the case for strong return on investment is necessary for widespread adoption among health
organizations. As risk-based contracts and value-based payment methods are adopted, the focus on

cost savings will continually align with the use of care coordination. Health systems, MCOs, and other
individual organizations interested in improved outcomes and addressing unnecessary cost for high-risk
enrollees will highlight the continued need to invest in program development and evaluation to ensure the
efficiency and effectiveness of their care coordination models. Promoting active engagement of members,
caregivers, and families is key to the success of care coordination, and research on patient preferences in
these services is critical.

On the administrative side, better case management tracking and workflow management systems have
improved operational efficiency. Predictive analytics have allowed for more-sophisticated targeting of
high-risk individuals. This trend will continue as technology continues to develop, enhancing clinical
performance and transitional care.

Managed care organizations are designing, implementing, and evaluating care coordination programs for
high-risk individuals. As case management programs evolve and focus on quality and cost, high-risk care
coordination will begin to see more wrap-around, data-driven, and community-based care to ensure that
the right person gets the right care in a timely manner. This report considers several clinical, research, and
policy priorities that support the development of effective, equity-orientated care coordination programs.

‘G-) Clinical Opportunities

Consider developing high-risk care coordination models aimed at addressing social determinants of health
and mitigating barriers related to these factors.
Research has shown that vulnerabilities related to social determinants of health, such as housing
instability and lack of adequate transportation, present key barriers to individuals in need of care
coordination services. Incorporating these factors into the clinical practice of care coordination might
improve efficacy and outcomes.

Support member needs to engage in care coordination services.
By ensuring that members’, caregivers’, and families’ preferences are heard, valued, and integrated
into program development, clinicians might be able to encourage greater uptake in care coordination
services.
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Explore the integration of digital information systems that enhance information exchange to promote
effective transitions between care providers.
Research has shown that issues preventing easy data exchange can limit the scope and effectiveness
of care coordination programs, particularly as individuals are transitioning to and from different
providers or settings. Ensuring information exchange could encourage greater adoption of care

coordination services.

'1| Research Opportunities

Develop and evaluate evidence-based care coordination interventions.
Researchers have found that care coordination interventions that focus on specific populations and
help individuals transition between care providers are effective in improving health outcomes. Further
research on how to develop these interventions will help health systems approach care coordination,
and evaluation and outcome data will inform development.

Investigate the return on investment for specific care coordination models for specific populations.
Care coordination is a diverse field, and research is continually emerging. Building a strong business
case for the care coordination model is critical. Further research might explore how care coordination
can improve health outcomes and produce cost savings in the long term.

@ Policy Opportunities

Explore funding and prioritization of care coordination programs.
Care coordination requires up-front investment and higher administrative costs in the short term.
Understanding how care coordination improves long-term health outcomes, integrates social
determinants of health, and reduces costs might help to ensure the continuation of funding for care

coordination programs.

Encourage payment mechanisms that facilitate care coordination, including adequate reimbursement

and incentivized cross-collaboration.
Clinician-led care coordination services require funding to support the upfront and administrative
costs of implementation. Reimbursement for care coordination services needs to be adequate and
sustainable for clinicians and Medicaid MCOs to adopt and refine care management programs.
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