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Innovative Care Coordination Strategies 

As state agencies modernize and improve their Medicaid programs, the fee-for-service Medicaid model 

is rapidly being replaced with a coordinated care model where capitated state payments are made to 

managed care organizations (MCO).  In 2011, 30 percent of nationwide Medicaid spending occurred via 

capitation—a sharp increase from 2005, when 17 percent of spending was capitated.
1
 While initially 

excluded from states’ capitation initiatives, Medicaid subgroups with higher needs—such as the aged, 

blind and disabled—are increasingly being served through a coordinated care model.   

The Medicaid managed care industry is in the midst of a highly energized period of innovation and 

thoughtful experimentation. Many Medicaid MCOs have invested resources to improve care 

coordination programs and engage their enrollees.  These mechanisms include comprehensive 

assessments, individualized care plans, systematic identification of treatment gaps and follow-up efforts 

to address them, enrollee and provider incentive programs, greater use of emerging technologies such as 

text messaging, and increased face-to-face interactions.  

This innovation applies not only to high-need individuals with chronic conditions; health plans are 

deploying unconventional and effective methods to better coordinate care for pregnant women and 

children. As the field of care coordination rapidly evolves, the Association for Community Affiliated 

Plans (ACAP) is committed to spurring further innovation and to sharing information that can advance 

the effectiveness of care coordination activities in the Medicaid arena.  

This fact sheet highlights four innovative care coordination programs implemented by ACAP-member 

Safety Net Health Plans.  These plans have created meaningful connections with their enrollees and are 

favorably impacting their health. Two of the programs focus on pregnant women and children and two 

focus on individuals with chronic conditions.  

 Children’s Community Health Plan: Healthy Mom, Healthy Baby – A Prenatal Care 

Coordination Program 

 Priority Partners: Population-Based, Prenatal Case Management 

 Denver Health Medical Plan: Medical Management Program 

 Hudson Health Plan: A One-Stop Shop for Case Management 

 

 

  

                                                           
1
 Source: Menges Group tabulations using CMS MSIS data files available at msis.cms.hhs.gov. 
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[Address] 

 

 

Prenatal Case Management 

 

Health plans recognize the need to maintain close contact with and provide 

support to expectant mothers in order to help the members give their children a 

healthy start in life. Health plans also assist pregnant women and families with 

social services to ensure mothers and families are prepared to take care of a 

child’s physical, emotional, and daily living needs. The first two case studies 

focus on how health plans are strengthening services rendered to pregnant 

women utilizing a population health management approach.  

  

 

Children’s Community Health Plan:  

Healthy Mom, Healthy Baby – A Prenatal Care Coordination Program 

OVERVIEW 

Healthy Mom, Healthy Baby is a prenatal care coordination program developed by Children’s 

Community Health Plan (CCHP), an MCO affiliated with Children’s Hospital of Wisconsin. The 

program focuses on Milwaukee County which is home to about 70 percent of CCHP’s 130,000-plus 

members. Milwaukee County also sees the greatest health disparities among racial and ethnic minorities 

with respect to infant mortality and preterm birth.  

 

Healthy Mom, Healthy Baby provides pregnant members with care management and employs population 

health management tactics. By focusing on social determinants of health such as education and social 

support, CCHP has built relationships to foster successful outcomes such as reduced rates of preterm 

births as well as high rates of WIC enrollment and infant immunizations. 

 

HEALTHY MOM, HEALTH BABY: PRENATAL CARE COORDINATION PROGRAM 

The Healthy Mom, Healthy Baby program began in 2010 and includes all pregnant members who reside 

in Milwaukee County.  Face-to-face visits are a requirement of the program, whether in the member’s 

home or in the community; this allows CCHP to directly interact and connect with pregnant enrollees.  

Visits are scheduled monthly with the member throughout their pregnancy and until two months post-

delivery.  Case managers also provide additional follow-up telephonically to remind members of 

appointments, and to convey additional information.  
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The in-community visits are group sessions arranged for CCHP’s pregnant women.  These sessions are 

organized by due date and by neighborhood so that members can create a network with peers who live 

nearby and share experiences about their pregnancy milestones.  During these group sessions, CCHP’s 

care coordinators conduct assessments similar to those done during the home visit and provide other 

educational information.  

 

Through the Healthy Mom, Healthy Baby initiative, CCHP staff directly connect with pregnant members 

and provide positive, ongoing social support.  CCHP staff have also developed relationships with local 

health departments and work with other local partners to help eligible pregnant members enroll in social 

programs and connect them to community resources.   

 

The prenatal program goes beyond providing clinical care coordination. It also aims to build a 

community which fosters support for new mothers and their newborns. By focusing on building a 

community of health care and social services through its outreach strategies, Children’s Community 

Health Plan’s care management approach strives to create a ‘village’ for the mother, child, and family in 

the Wisconsin counties the plan serves.  

 

PRENATAL CARE COORDINATION PROGRAM ACTIVITIES 

All pregnant women residing in Milwaukee County are automatically eligible for the Healthy Mom, 

Healthy Baby program. Women living outside Milwaukee County are offered other prenatal care 

coordination programs in their community. To encourage participation, the program offers a “Baby 

Your Baby” incentive program, which provides new baby items and gift cards. The program helps guide 

their pregnant and newborn members through: 

 Education:  The plan assists members in developing self-management skills by educating members 

on what to expect throughout pregnancy and in the post-partum period.  CCHP developed an in-

house “Care Map” for care managers to use as a tool to educate their members.  The tool describes 

what mothers can expect during each month and trimester of pregnancy.  Prenatal care coordinators 

also use the What to Expect Foundation’s “Baby Basics: Your Month-to-Month Guide to a Healthy 

Pregnancy” book and journal.  CCHP uses this resource because it is widely recognized and easy to 

understand.  Care coordinators also use InJoy birth and parenting education videos to provide further 

education to members. 

 Goal-Setting: Prenatal care coordinators engage pregnant members to understand their needs, 

conduct a brief assessment, and develop a detailed care plan with the member and her family.  The 

care plan includes small and large goals that tie back to a healthy pregnancy.  At each visit, the 

prenatal care coordinator and the member discuss the progress of each of the goals that had been set 

and revisit or revise any of the goals, as needed.  Prenatal care coordinators use motivational 

interviewing to help members stay encouraged about and engaged in their health.  
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 Community Events:  Twice a year, CCHP hosts a baby shower in a community venue where 

pregnant women and their significant others are invited to learn about their pregnancy and the 

postpartum period.  CCHP’s Medical Director is on hand to answer questions. Members who attend 

are offered door prizes, meals, massages, and other gifts.  

 Online Support Groups:  CCHP has also developed a Facebook page that includes an online 

support group.  This online platform allows members to connect with one another, post pictures of 

their family, and share experiences.  Program staff update the online portal regularly and provide 

members with information on relevant prenatal topics including lead safety, immunizations, and 

breast feeding, as well as parenting tips, child safety awareness, community events and other health 

topics relevant to babies and toddlers.   

 

CCHP has tested traditional support groups where members meet in a common, public location, but 

program evaluations have revealed that online support groups are more accessible for most pregnant 

members.  

 Post-Partum Support:  After the member gives birth, CCHP care managers conduct in-home visits 

to educate mothers and assist members with breast feeding post-partum and discuss inter-conception 

(period between pregnancies) care.  

As described above, Children’s Community Health Plan strongly promotes positive social support and 

education at the community level. Throughout the pregnancy period, care managers develop meaningful 

relationships with members and serve as mentors when members become first-time mothers or learn to 

manage parenting multiple children. The ultimate goal of the Healthy Mom, Healthy Baby program is to 

promote a healthy birth outcome and develop self-management. These program goals are supported by 

preliminary outcome data.  

OUTCOMES 

In January 2014, CCHP conducted an evaluation of the Healthy Mom, Healthy Baby program and found 

improvements in rates of breastfeeding, immunizations, and enrollment in eligible government 

programs. When comparing the Healthy Mom, Healthy Baby members to the all deliveries in the same 

geography, program members’ rate of pre-term births (deliveries before 37 weeks) was six percentage 

points lower than the community total in both 2011 and 2012.   

CHALLENGES 

Although the Healthy Mom, Healthy Baby prenatal care coordination program is a promising initiative, 

some operational challenges surfaced. CCHP faces a problem common among the transient Medicaid 

population: the high rate of outdated contact information makes it difficult to provide ongoing education 

and outreach to members. To address this, the health plan developed a two-pronged approach to 

engaging members.  
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First, CCHP encourages members to keep their appointment by providing ten dollar gift cards for each 

visit the member kept. CCHP also utilizes incentives for providers when they notify the health plan of a 

pregnancy, which allows the plan to avoid a delay in receiving this information from claims data or State 

files and helps the plan connect with the member and conduct an assessment as soon as possible.  

Second, CCHP has improved its communications through member mailings. The plan found that letters 

in business envelopes are often mistaken as bills, so CCHP switched to vibrant postcards and envelopes 

with colorful taglines, which are more likely to be noticed and read by members. Healthy Mom, Healthy 

Baby participation has increased, which CCHP is attributing to an increase in provider referrals, an 

increase in outreach efforts by staff and member engagement via the Facebook page where members 

routinely view information posted by staff.  

CONCLUSION  

CCHP’s Healthy Mom, Healthy Baby program is a promising care coordination strategy for pregnant 

Medicaid members. By engaging with members through approaches such as online support groups and 

community baby showers, CCHP promotes healthy birth outcomes and develops self-management for 

its members.  

Priority Partners: Population-Based Prenatal Case Management 

OVERVIEW 
 

 

Priority Partners’ suite of prenatal case management initiatives includes two programs.  One program, 

Partners with Mom, targets all pregnant women throughout Maryland with telephonic case management 

at different intensities, based on the level of risk.  The other program, Johns Hopkins Coordinated 

Antenatal Service Enhancement Maternity Care Home (J-CASE), is a more recent Centers for Medicare 

& Medicaid Services (CMS) Strong Start grant-funded initiative where nurse case managers are 

embedded at three Johns Hopkins clinical sites and serve as part of the clinical care team in Baltimore 

City.  

 

Priority Partners, owned by John Hopkins HealthCare and Maryland Community Health System, is one 

of Maryland’s eight Medicaid MCOs. The plan has operated for 16 years and currently serves over 

200,000 enrollees.   

 

PARTNERS WITH MOM PROGRAM 
 

The Partners with Mom program deploys case managers and community health workers (CHWs) to 

provide care coordination services to pregnant members.  Originally, the Partners with Mom program 

only served high-risk pregnant women.  However, when Priority Partners conducted cost and utilization 

analysis, the plan realized that another 12% of pregnancies were driving neonatal intensive care unit 

(NICU) costs. These pregnancies had not been previously identified as high-risk.  To address this 

problem, Priority Partners has since expanded the Partners with Mom program to provide telephonic 
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outreach to all pregnant women enrolled.  Partners with Mom is a voluntary program; members may opt 

out if they are not interested in receiving case management services.  The program features are described 

below. 

 

Risk stratification: Pregnant women are categorized as low-risk, medium-risk, or high-risk. Four in 10 

members of the program are categorized as medium or high-risk.  Risk factors assessed include 

hypertension, pre-term labor, a history of pre-term delivery, cervical incompetence, diabetes, teen 

pregnancy, substance abuse, and BMI values lower than 18.5 or higher than 30. 

 

Care coordination activities for low-risk pregnant women: Priority Partners works with Alere, a 

health monitoring and disease management company, to provide follow-up and education to low-risk 

pregnant women. These members receive an educational call every trimester that discusses what 

typically happens in the trimester and advises on signs to watch for during that upcoming period.  Low-

risk members also have access to a 24-hour Nurse Chat service and the BabyLine through Alere.  

 

Care coordination activities for medium-risk pregnant women: Women who are medium-risk have 

available all services offered to the low-risk pregnant women and receive additional support from 

Community Health Workers (CHWs). The Partners with Mom program employs CHWs to maintain 

ongoing contact with medium-risk pregnant women each trimester and during the postpartum period. 

The CHWs help members remove barriers to accessing care by helping members navigate the health 

care system and connecting them with resources such as transportation providers, prescription co-pay 

waivers, doctor’s appointments, and community programs. Community health workers are not clinically 

licensed but work closely with nurse case managers to discuss relevant clinical information and to refer 

members who may develop a high-risk need. 

 

Care coordination activities for high-risk pregnant women: The program’s high-risk pregnant 

women receive monthly contact throughout their pregnancy and postpartum period from a nurse case 

manager.  Due to their clinical expertise, nurse case managers are able to more readily detect issues in 

advance of them becoming major crises.  Nurse case managers also work more intensively within the 

member’s care team and coordinate care among OB providers and specialists. They educate women 

about high-risk prenatal conditions and guide them in identifying self-management goals to increase 

engagement in their own care. These goals are aimed at medical adherence to prenatal care, healthy 

eating and nutrition, safe home environment, stress reduction, improved emotional health, and more. 

Nurse case managers also help members identify and connect with community resources to aid them 

during and beyond their pregnancy.  

 

At any point where a member requires a physician’s support, Alere staff, CHWs, and nurse case 

managers connect the member with a physician consultant to assist in the management of the member’s 

care.  
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Postpartum care coordination: The Partners with Mom program also focuses on assuring a post-

partum checkup between 21 and 56 days after delivery, in accordance with HEDIS
®
 guidelines. 

Hospital-based CHWs visit their members upon delivery and provide on-site and telephonic 

appointment scheduling and transportation arrangements to ensure the follow-up visit occurs.  

 

OUTCOMES 

Priority Partners has compared the outcomes of women who were enrolled in the medium- or high-risk 

program versus those who were not enrolled because they either opted out or were unreachable. 

Members who received case management services had a lower rate of preterm births between 24 and 30 

weeks, fewer NICU admissions, and were more likely to receive care as spelled out by HEDIS
®
 

measures for prenatal care, postpartum care, and frequency of ongoing care compared with those who 

did not receive such case management services. 

 

Priority Partners also compared the postpartum on-site visits (face-to-face interaction) with telephonic 

outreach. Members who scheduled their postpartum visit during a face-to-face meeting with a CHW 

kept their appointment 75% of the time; those who did so over the phone had a 55% postpartum visit 

compliance rate. Priority Partners is seeking to expand its on-site postpartum outreach program to other 

hospitals where a high volume of member deliveries occur. 

 

JOHNS HOPKINS COORDINATED ANTENATAL SERVICES ENHANCEMENT MATERNITY CARE 

HOME (J-CASE) 
 

In addition to the Partners with Mom program, Priority Partners initiated an innovative population 

health program in July 2013 which focuses on reducing preterm deliveries in Baltimore City, an area 

with a high infant mortality rate. 

 

Priority Partners placed its own case managers in Baltimore clinical sites with the goal of improving 

member experiences, delivering better health outcomes for expecting mothers, and decreasing costs. As 

a population health initiative, all pregnant beneficiaries are included in the program regardless of risk.  

 

Case managers are a part of an Interdisciplinary Care Team (ICT) within the selected clinics; these 

teams also include community health workers, nurses, OB providers, social workers and medical 

assistants.  The community health workers engage with members and strive to better meet members’ 

needs by assessing and overcoming barriers to care. Community health workers act as navigators for the 

member.  They help the member understand their health insurance benefits, arrange transportation to 

prenatal appointments, schedule follow-up visits, access community resources like WIC, home visiting 

programs, prenatal education groups, housing, free cell phones, community food pantries, and more. 

Nurse case managers interact with high-risk clinic members to ensure they receive appropriate services, 

prescriptions, medical equipment and supplies. CHWs set care plan goals with the member which 
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develops a partnership in achieving a positive birth outcome. The three sites have a 96% enrollment rate 

since the inception of the program. Additional data on the program’s outcomes are not yet available.  

 

CONCLUSION  
 

Priority Partners’ Partners with Mom Prenatal Case Management Program and its J-Case program 

illustrate the benefits of case management programs that go beyond the high-risk, high-need populations 

traditionally associated with such programs and provide ascending levels of engagement calibrated to a 

member’s condition and level of need. The reports from the Partners with Mom program in particular 

show how care management and member engagement can result in better health outcomes and lower 

health costs.  
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Complex Case Management 
 

The childless adult disabled population has complex health issues and life 

circumstances. This population typically has stable Medicaid coverage, but also 

incurs high health care costs owing to elevated levels of need. The following 

case studies attempt to address the “whole person” by connecting with the 

member on a level beyond the typical responsibilities of health coverage 

assumed by a managed care plan in an effort to address other aspects of health.  

 

 

Denver Health Medical Plan:  

Complex and Intensive Case Management  

OVERVIEW 

Denver Health Medical Plan’s most challenging members are enrolled in the plan’s Complex Case 

Management Program.  Case managers provide mostly telephonic case management assistance to 

members in navigating the health care system, identifying and accessing social support resources to 

address housing, access to healthy foods, and employment and leading members towards a path where 

they can self-manage their health. The program recently expanded to include two additional intensive 

case management programs to fine-tune the services the plan offers to patients with specific needs.  

 

Denver Health and Hospital Authority, or Denver Health, is the primary safety-net institution for the 

City and County of Denver.  Denver Health Medical Plan, Inc. (DHMP), an entity of Denver Health, is a 

full-service health insurance plan.  Established in 1997, DHMP offers a wide range of health care 

services to its more than 85,000 managed care members through its principal service network at Denver 

Health and through a variety of externally contracted network providers.   

 

COMPLEX CASE MANAGEMENT PROGRAM  

The program’s philosophy is to promote empowerment and sustainability. To achieve this, case 

managers promote patient education and self-management. Self-Management Action Plans (SMAP) are 

incorporated into every member’s care plan, reviewed at least monthly and used throughout the ongoing 

care management process to reinforce self-management. Goals developed in the SMAP and care plan by 

the member and case manager focus on helping members to make the changes in their lives and to 

improve their health and productivity.  
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Case managers conduct most of their member interactions over the phone, but when circumstances 

warrant they meet patients “where they are”—in their homes or at an arranged community location, 

sometimes in conjunction with a clinical appointment. 

 

The program provides close contact to members to not just meet their clinical needs, but also address 

underlying factors that affect health: health literacy, homelessness, financial hardship, lack of personal 

or social skills, cultural barriers, complex mental health needs, and/or substance abuse.  

 

Eligibility. The Complex Case Management Program criteria draw from chronic disease risk factors and 

complex social needs. Members with acute health care needs, diagnosis, or hospitalizations, complex 

medical issues or comorbidities (e.g. Chronic Obstructive Pulmonary Disorder, diabetes, hypertension, 

cancer, or transplants), poorly-controlled disease states, more than three admissions in three months, or 

more than four emergency department visits in three months are eligible for the program.  

 

An additional criterion for the program is a member’s willingness to change, as experience with the 

program has shown that this is fundamental to success. This is assessed during the initial phone call or 

face-to-face visit with the member by examining the desire and willingness to share information with the 

case managers and participate in the conversation.  Members demonstrating an unwillingness to change 

are offered regular contact, but not complex case management. This allows Denver Health to focus its 

case management resources where they can effect positive outcomes.  

 

COMPLEX CASE MANAGEMENT: PROGRAM ACTIVITIES 

Program Activities. Upon enrollment into the Complex Case Management Program, members are 

connected with a case manager who strives to address the member’s physical, social, behavioral, and 

other needs.  The case manager conducts a comprehensive initial assessment to identify member needs 

and set a baseline for ongoing management and care planning.  Case managers develop care plans in 

tandem with members to establish actionable, achievable short- and long-term goals.  Motivational 

interviewing is used throughout the case management process.  

 

The care coordination process is focused on setting goals, assuring delivery of needed health care 

services, and making the connections every week or every few weeks to ensure that the member is able 

to reach those goals by reducing barriers, providing education, and providing accountability.  If a newly 

enrolled member has gaps in care (for example, requires access to a specialist, or has not visited a 

primary care physician in the past year), the case manager focuses on addressing these concrete needs by 

helping the member set appointments and arranging transportation. 

  

Program Staff.  Perhaps the most crucial component of the program’s success is the complex case 

management team. Staff have extensive case management experience, and hold advanced degrees in 

social work, nursing, public health and other disciplines, such as business.  All DHMP case managers 

reside in the area served by the health plan.  Their presence in and knowledge about the local 
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community are valuable in connecting members to available resources and support services.  An 

associate helps case managers with members’ non-clinical needs such as appointments, transportation, 

outreach, and patient education.  This administrative support allows case managers to focus on clinical 

member needs and ongoing case management. 

 

Care Support Team 

Denver Health Medical Plan makes extensive use of additional non-clinical staff in the Complex Case 

Management Program to cost-effectively deliver a comprehensive, personally-connected model.  A 

team of six non-clinical case manager associates, working under the supervision of clinically licensed 

case managers, conducts the bulk of outreach and connects patients back to the health plan.  As is 

common among Medicaid populations, some DHMP members are transitional and difficult to reach. The 

associates focus on ensuring patient information is accurate and maintaining contact by providing 

multiple touches and using persistent and multiple methods (mailings, calls, texts, etc.) to reach 

members.  All associates are bilingual. 

 

CHALLENGES  

 

A challenge common to many care management programs is the integration of data.  As a health plan 

and a health system, the two entities currently use two different electronic medical record systems. 

Denver Medical Health Plan has developed procedures to address the inability to transfer medical 

information from the health plan to their hospital and vice versa, but recognizes that this has caused 

inefficiencies. Despite the challenges inherent in using separate systems, all care providers within the 

Denver Health system have access to up-to-date case management documentation and services provided 

to members. This helps to facilitate collaboration.  

 

To better meet the wide range of challenges faced by members with a high level of need, the plan 

developed two additional programs in recent months. Intensive Care Transitions is a short-term program 

focused on high-risk admissions; Targeted Case Management focuses on members who have high levels 

of medical and behavioral health needs and often incur high health care costs.   

 

 

CONCLUSION 

An effective complex case management program is one that (1) targets members most at need, (2) 

begins with a comprehensive member assessment, (3) is based on a care plan that establishes shared 

actionable, achievable short- and long-term goals, (4) is focused on developing self-management skills 

and (5) works to reduce barriers, provide education and establish accountability. 
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Hudson Health Plan: A One-Stop Shop for Case Management 

OVERVIEW 

After more than 10 years of providing traditional case management in which a member is supported by 

an interdisciplinary care team, Hudson Health Plan changed the way they approached learning about and 

assessing their member’s health care needs and social factors that influence a member’s ability to care 

for themselves.  In 2008, Hudson Health Plan incorporated the INTERMED Case Management - 

Complexity Assessment Grid Tool (ICM-CAG) in their case management process.  The assessment 

captures information on the member’s health care needs as well as social determinants that highly 

impact a person’s health, such as housing, access to healthy foods, and job placement or training.  With 

this information, Hudson Health Plan approaches care coordination with a more complete picture of the 

member’s life and circumstances. 

Hudson Health Plan, a member of the MVP family of companies, is a not-for-profit, government-funded 

Medicaid MCO that serves more than 160,000 children and adults in New York’s Hudson Valley. 

Founded in 1985, Hudson Health Plan was built on the Community Health Center infrastructure and 

model.  

INTEGRATED CASE MANAGEMENT PROGRAM 

Hudson Health Plan initially implemented the ICM-CAG tool in their Westchester Cares Action 

Program, which was a part of a New York State Department of Health Chronic Illness Demonstration 

Project that spanned nearly three years between 2009 and 2012.  The ICM-CAG tool was initially 

developed for use in Westchester County, where the Westchester Cares Action Program is responsible 

only for providing case management.  Since then, Hudson Health Plan has adapted the ICM-CAG tool 

and programmatic activities for use in the counties where they provide comprehensive managed care and 

take financial risk for their members’ health costs. The assessment engages members in the conversation 

about their health and social supports and is a relationship-building exercise.  Case managers use 

motivational interviewing to capture the members’ interests and desires. 

The ICM-CAG assessment is thorough and covers biological, psychosocial, social, and health system 

domains.  A sample of this construct is shown in Exhibit A. The results of the open-ended questions in 

the tool (scored on a 0 to 3 scale) are displayed in a color-coded grid that indicates the current level of 

need, historical incidents, and vulnerability to each of the tested domains (red: needs immediate action; 

orange: problem that needs correction soon; yellow: potential problem; green: no problem).  
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Exhibit A. Assessment Grid  

 

The Hudson Health Plan case manager utilizes information from the assessment to develop the care plan 

for each member.  During the conversation and upon analysis of the assessment, the member and case 

manager develop mutually agreed upon goals and actions to achieve the goals.  

The ongoing assessment and case management is conducted by an Integrated Case Manager (ICM) in 

the member’s home for high-risk individuals and for other individuals who have had a recent admission. 

Assessments for lower-risk members are conducted over the phone.  The assessment is administered 

every six months and during critical events as a means to help members track their goals and assess their 

progress. This technique also aids case managers in reducing members’ risk and helping them graduate 

to a level where the member is self-aware and self-sufficient.  

Program Staff: Hudson Health Plan trained all their Integrated Case Managers (ICMs), who are either 

registered nurses or social workers, with specialized knowledge on the social, behavioral, and physical 

needs of their population.  ICM-CAG is built on the idea that one case manager is responsible for the 

client’s physical, mental, psychosocial health and health system navigation without the transfer of the 

case to another case management ‘expert.’  This approach reduces “hand-offs”, making the health care 

system more navigable for members and providers.  
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To utilize the ICM-CAG tool effectively, Hudson Health Plan’s case management staff completed an 

intense 40-hour training which required substantial background reading, extensive in-person training, 

and a post-training exam.   

Peer Navigation: While the ICM is responsible for addressing the physical, mental, and social aspects 

of a member’s needs, Hudson Health Plan also hired “Integrated Peer Support Coordinators” (IPRCs), 

individuals who have experienced and lived through similar issues (e.g., HIV, chemical dependency, and 

homelessness) and are in recovery, to facilitate a meaningful behavior change.  The IPRCs help 

members facing similar problems understand that there is hope and the possibility of recovery.  

Mothers and Children: Hudson Health Plan has also recently identified that their mothers and 

expecting mothers needed a more in-depth level of care management and decided to adopt the ICM-

CAG tool in their Mommy & Me program.  They are now able to not just inform and educate members 

about pregnancy but also remove barriers to care related to chemical dependency, abuse, and other 

social issues.  The ICMs also help members with social service applications, housing issues, needed 

baby items and accompany them to their doctor’s appointments. 

OUTCOMES  

While outcome data are not yet publicly available, preliminary findings indicate that the Westchester 

Cares Action Program has seen some reduction in emergency department utilization and inpatient 

admissions and an increase in stable housing, primary care utilization and member satisfaction.  

CHALLENGES  

A challenge for the program has been staffing the ICM positions. Hudson Health Plan quickly realized 

that they needed to find the right type of person who would be willing to work with their high-risk 

Medicaid population and be willing to go into neighborhoods and members’ homes. 

CONCLUSION  

A comprehensive assessment that captures information on the member’s health care needs as well as 

social determinants that highly impact a person’s health, such as housing, access to healthy foods, and 

job placement or training is key to providing integrated care management.  With this information, 

Hudson Health Plan approaches care coordination with a more complete picture of the member’s life 

and circumstances.   
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Conclusion 

Care coordination continues to evolve as Medicaid health plans increasingly serve high-need subgroups. 

The benefits of intensive case management extend to a variety of members, from expecting mothers to 

traditional high-risk subpopulations. Significant investments are needed—and are being made—in 

staffing resources and in the tools to promote case management (e.g., IT infrastructure, relationships 

with community partners, and resources to outreach to members) to optimally engage with and support 

high-need enrollees. The case studies highlighted in the fact sheet reflect these trends in care 

coordination innovation.  

It is important for health plans to reach out to members to establish a direct relationship and understand 

their needs. To achieve this, case managers must be able to identify all the factors and influences that 

“touch” the member. It is not only important to understand underlying physical and behavioral health 

issues, but also to understand other issues such as the type of housing situation a member may be facing, 

if any immigration or legal status issues exist, whether the member is the caretaker for other sick 

dependents. ACAP health plans are also increasingly becoming involved in engaging enrollees outside 

of health care such as connecting recipients to resources to address homelessness and better addressing 

the social determinants which impact the health of their members. Broad-based Health Risk 

Assessments (HRAs) which extend well beyond ascertaining clinical information are an important tool 

to capture this information at the outset of member enrollment. 

Health plans also need to explore innovative methods to engage with their membership. It is critical to 

determine the communication technologies that members and their caregivers are most comfortable 

using in their interactions with the health plan. This is especially true as digital literacy rises across the 

board and e-mail and text messaging supplants ‘snail-mail’ as preferred means of communication. The 

percentage of persons in poverty who use cell phones and have ready access to Internet services has 

risen dramatically, creating many new communication options and opportunities.  

The programs described in this document represent a small sample of the many innovative care 

coordination activities that are currently occurring at ACAP health plans. This is a period of tremendous 

growth in the use of the capitated model, and in the evolution of care coordination activities and efforts 

to serve Medicaid subgroups as effectively—and cost-effectively—as possible. While programs need to 

be tailored to their target populations, the case studies provide information on the fundamental principles 

and basic operational procedures that can be adapted by other plans. ACAP will continue to play a key 

role in summarizing these emerging initiatives, cataloguing their outcomes and impacts, and providing 

these shared learnings across the ACAP community.  


