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Selecting the Right Technology Platform to Couple Care 
Management with CDHPs

By Joe Manheim

The early returns are in. Despite their brief  
history and penetration of just 5 percent of 
covered employees, consumer-driven health 
plans (CDHPs) have yielded savings for large 
and small employers across the country. 
“CDHPs,” reports Mercer, “delivered substan-
tially lower cost per employee than either PPOs 
or HMOs in 2007.”1 CDHP cost averaged just 
$5,970 per employee, compared to $7,120 for 
HMOs (health maintenance  organizations) 
and $7,352 for PPOs (preferred provider 
 organizations).2 (See Figure 1)

Impressive, to be sure, but health savings 
accounts and health reimbursement accounts 
are no panacea for rising employer premiums, 
which more than doubled between 2000 and 
2007.3 Due to high premiums, many small busi-
nesses no longer offer health benefi ts. Among 
fi rms with fewer than 200 employees, health 
coverage prevalence fell from 69 percent in 
2001 to 61 percent in 2007.4

If  payers and employers couple CDHPs with 
comprehensive care management programs, 

Source: Mercer, National Survey of Employer-Sponsored Health Plans, November 2007.

Figure 1: Employers Save Money with CDHPs 
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however, they can reduce the growth in their 
health care spend. Here’s why. About 5 percent 
of a workforce typical of the general popula-
tion accounts for 50 percent of health care 
costs.5 This small group faces chronic or even 
catastrophic conditions that require expen-
sive, long-term care. These workers and family 
members are often in an acute medical state 
and unable to make decisions that factor in 
cost. With treatments ranging from $25,000 
to $1 million, a $2,500 individual or $5,000 
family CDHP deductible, for example, does 
little to mitigate the total medical cost to pay-
ers and employers for this small but signifi cant 
 population.

Care management programs include two 
components — disease management and 
case management — that target the 5 percent 
of  members who account for 50 percent of 
 medical costs: employees and family mem-
bers who are hospitalized for acute episodes 
or who suffer from asthma, diabetes, and 
other chronic illnesses. A third component 
of  comprehensive care management pro-
grams — wellness — helps relatively healthy 
individuals remain free of  costly acute or 
chronic illness. Worksite wellness initiatives 
incent participation by members, identifi ed 
by health risk assessment (HRA) results or 
medical claims, in programs that address 
“controllable behaviors”: smoking, overeat-
ing, and physical inactivity. These behaviors 
account for nearly 25 percent of  all U.S. 
health care spending.6

A successful care management program 
requires the following:

• Employer support from the top — chief 
executive offi cer on down — with care man-
agement champions in the home offi ce and 
fi eld locations;

• Employer incentives that spur broad partici-
pation in health risk assessments and inter-
vention programs;

• Concrete, reportable results — for example, 
fi nancial return on investment, clinical out-
comes, participation rates, and year-
over-year biometric improvements;

• Suffi cient staffi ng by the payer, including 
personalized nursing and coaching;

• Compliance with the Health Insurance Por-
tability and Accountability Act (HIPAA), 
the Americans with Disabilities Act (ADA), 
the Employee Retirement Income Security 
Act (ERISA) and federal and state tax 
laws; and 

• A payer’s integrated, member-centric soft-
ware system. The platform should automate 
care management for greater cost effi ciency, 
provide program nurses with a 360-degree 
view of the member, encourage member 
participation with robust Web resources, 
and support data and information-sharing 
between members, providers, the employer, 
and its health plan.

In evaluating a care management software 
system, the payer organization should ask itself  
eight questions:

1. Can Your Workforce Focus on Care?
Can your current system readily identify 

members who would benefi t from care manage-
ment? Can it automate nurse-supported clinical 
interventions for the right populations, at the 
right acuity levels? The best medical manage-
ment staff  can become even more effective 
when it employs applications that improve 
member health, streamline workfl ow, and 
reduce costs.

2. How Is Quality of Care Affecting 
Your Membership?

Effective care management systems improve 
the quality of  care by identifying and stratify-
ing populations and helping determine the 
appropriate value-based and quality-oriented 
outreach for the individual member. In addi-
tion to identifying appropriate interventions, 
the best applications provide interactive, 
personalized, multi-channel engagement tools 
that promote behavior change, self-care, and 
evidence-based compliance. Platforms that 
offer the right health information at the right 
time to the right people can optimize care 
management functions, truly engage mem-
bers, and help them make appropriate lifestyle 
changes.
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3. Do You In-source or Outsource Care 
Management Functions?

A care management system that is fl exible 
enough to support any resource pool, whether 
in-house or outsourced, is critical. Flexibility 
will enable your organization to respond readily 
as the product portfolio evolves and as staff-
ing requirements and clinical risk management 
needs change. Exercising direct control over 
clinical programs is highly important to some 
payers but less so to others.

4. What Are Your Near-Term Care 
Management Goals?

To improve your care management staff’s 
daily workfl ow, your application should  support 
a single, cohesive program, presenting a 360-
degree view of the member. If the nurses who 
are providing disease, case, and utilization man-
agement can share this integrated data source, 
the impact on workfl ow can be signifi cant and 
immediate. 

The system’s near-term value will increase 
when all care managers are viewing and 
responding to the same data, which can reduce 
redundancy and errors. The best systems also 
allow members to contribute data through a 
personal health record, managed on the same 
Web-based platform that your medical man-
agement staff  uses. This integration not only 
enhances the capabilities of nurses who pro-
vide care management engagements but also 
enables:

• Workfl ow effi ciencies;
• Member interactions across the continuum 

of care;
• More-informed dialogue regarding members’ 

care concerns, across all stakeholders; and
• Greater likelihood of  self-care based on 

clinical content that supports effective 
decision-making.

5. What Are Your Long-Term 
Management Goals?

Systems built on fl exible architecture can 
enable dynamic engagement capabilities and 
promote multi-channel intervention tools. 
These, in turn, make possible long-term, 

positive behavioral changes that can reduce 
excessive and inappropriate use of health care 
resources. The best platforms provide members 
with meaningful information at the right time 
and right level of readiness to change, thereby 
aiding in health care decision-making and sup-
porting healthy lifestyle choices.

Applications that provide disease manage-
ment support on an integrated system allow 
for cross-functional use of a single database. 
This member-centric infrastructure drives 
automated disease management capabilities 
that push relevant health information, allow-
ing personalized interventions that support 
compliance, control of members’ conditions, 
and clinical risk management. The right care 
management system can reduce gaps in care 
and enable long-term risk management, while 
helping reduce trend.

6. How Effectively Can You Leverage Member 
Data in Support of Care Management?

Innovative care management systems lever-
age member data from multiple sources and 
 manage it on a single platform in order to pro-
vide greater workfl ow effi ciency and enable a 
 better, more helpful experience for members. By 
leveraging diverse data, these applications also 
engage members in more personalized ways 
and can help you deliver tailored incentives that 
drive real behavioral change.

7. Are You Prepared to Address Change 
Management Internally?

More confi gurable systems, which adapt eas-
ily to your changing needs and unique work-
fl ows, enable use of both legacy technology 
and newer, more sophisticated data sources. By 
minimizing change management and maximiz-
ing data fl ow and utilization, your care manage-
ment staff  can enjoy greater productivity and 
manage an increased case load.

8. Are You Deploying Your Workforce 
to Support Members Who Have the 
Greatest Need?

The best systems offer transparency into 
your population through their identifi ca-
tion and stratifi cation capabilities. By 
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 understanding the complex needs within your 
population, you can support members appro-
priately, improve care, optimize staff  per-
formance, and reduce medical costs. To help 
you achieve this, the best platforms automate 
the evaluation of  multi-dimensional member 
data, stratify populations, identify members 
who would benefi t from care management, 
and initiate the appropriate  interventions for 
these  members.

Risk stratifi cation is the process of catego-
rizing members based on the number of high 
health risks — for instance, 0 to 2 high risks, 3 
to 4 high risks, and 5 or more high risks. High 
health risks include consumption of more than 
14 drinks a week, a body mass index equal to 
or greater than 27.5, and cholesterol greater 
than 239 mg/dl. There are 13 such high risks, 
researchers and clinicians agree.7 Signifi cantly, 
as an individual’s high risks increase in num-
ber, so increases the individual’s health care 
costs,8 which is why it is critical that a care 

 management platform support ongoing risk 
stratifi cation. (See Figure 2)

“Drive thy business or it will drive thee,” 
intoned Benjamin Franklin. And it’s spot-on 
advice for payer organizations in view of the 
rise in health care costs and decline in the num-
ber of employers offering health benefi ts. The 
powerful coupling of care management and 
CDHPs, enabled by the right technology plat-
form, could bring discipline to health care costs 
and put payers back in the driver’s seat. ■
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Figure 2: Linking Rising Medical Costs with 
Rising Health Risks
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