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Introduction to Care Coordination

What is Care Coordination/ Management? 

According to the Agency for Healthcare Research & 

Quality, care management is a team-based, patient-

centered approach designed to assist patients and their 

support systems in managing medical conditions more 

effectively. 



Why do we need Care Coordination?

• 75% of hospitalized patients are unable to identify 

the clinician in charge of their care. 

• On average, Medicare patients see seven physicians 

at 4 different practices. 

A Blueprint for Key Components of 

Effective Care Coordination 



Care Coordination: Key Components

Value Based Payment Systems

Care Coordination: Key Components

Culture of Care Management



Care Coordination: Key Components

Effective Teams 

Care Coordination: Key Components

Customized Care



Care Coordination: Key Components

Trust

Bright Spots in Care Coordination 

• The Grace Model 

• CareMore

• InterMed

• Johns Hopkins Medicare Advantage Plan 

Who is doing it well



CareMore

CareMore

Collaboration - Care managers lead interdisciplinary 

teams so that their perspectives are heard.

Co-Location - Care Managers and providers are co-

located at the same facility.

Can-Do Orientation - The CareMore culture asks 

employees to do “whatever it takes” to care for patients.

Continuity - A CareMore physician will follow a patient at 

the hospital, skilled nursing facility, and outpatient setting.

Key Characteristics



Grace Model 

Grace Model 



Grace Model 

• Communication Leading to Shared Awareness - The 

care management team conducts weekly 

interdisciplinary rounds.

• Community Presence and Engagement - Nurse 

practitioner and social worker dyads conduct multiple 

home visits annually and within 2-5 days of discharge 

from the hospital.

Key Characteristics

InterMed



InterMed

Key Characteristics

• Co-Location- Team Members are co-located

• Continuity- InterMed care team pods are comprised of 4-

5 physicians, each with 1-2 clinical assistants, one nurse 

practitioner/physician assistant care manager, and a 

clinical assistant that supports the pod’s care manager. 

The teams are rarely altered and support a defined patient 

population. 


