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Care Managers Dwight Forrester and Eliza Rivera work 
to close gaps in care for patients at high risk of hospital 
(re)admission or complications. Closing gaps results in 
lower costs and shared savings for providers. 

 

 
 
 
 

Care Management Team Making a Difference 
Helping Practices Meet Quality Metrics, Reduce Costs, Improve Outcomes 
 
It’s not “what’s the matter with the patient,” 
it’s “what matters to the patient.” 
 
That’s the focus of the ICP Care Management 
Team, according to Kathryn Ruszczyk, RN, 
MSN, clinical collaboration manager for ICP 
and head of the team. And what matters to 
the patient makes all the difference in patient 
outcomes and costs. 
 
“When you find out what matters, you can 
help the patient get well,” Ruszczyk says. 
“Care managers typically look at a patient 
from an entirely different perspective than 
physicians.” 

She tells a story about 
an elderly patient who 
wouldn’t adhere to her 
medication regimen and 
refused care required 
away from her home. 
Her illness worsened 
and discussions with 
her about the 
importance of her 
treatment fell on deaf 

ears. Why? A care manager discovered that 
the patient was worried about who would care 
for her cat in her absence. Once that was 
arranged, the patient became engaged in her 
own care, and her health improved. 
 
A little more than a year ago, ICP took a 
significant step in improving care for patients 
with chronic health issues who are at risk for 
hospitalization or complications from their 
diseases. We added seven care managers to 
our team to work with physicians in managing 
the care of high-risk patients. The team began 
by working with patients covered by Medicare 
shared-savings plans, but are expanding their 
work to patients covered by shared-savings 
commercial plans.  
 

Today, the 30-member team includes six 
social workers, five health coaches and 19 
nurses – all certified in critical-care 
management and focused on improving 
coordination of care and patient outcomes, 
both critical in helping ICP members achieve 
quality care metrics and benefit from our 
shared-savings contracts.  
 
Members of the care management team are 
embedded in primary care practices – both 
Hartford HealthCare (HHC) and private, 
community practices. 
  
Our care managers use analytics provided by 
ICP’s Highline data-management platform to 
find high-risk patients and gaps in care. They 
work with physicians and patients to close 
those gaps by enabling easier access to the 
right resources and follow-up care necessary 
to help the patient be as healthy as possible.  
 
The care management team also collaborates 
with care coordinators at HHC hospitals  
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(Backus Hospital, MidState Medical Center, 
Hartford Hospital, the Hospital of Central 
Connecticut and Windham Hospital) to 
improve continuity of care after 
hospitalization.   
 
RightCare software, which is being 
implemented at HHC hospitals, will provide a 
tool to quickly assess patients at hospital 
admission to determine which need more 
extensive care while in the hospital and 
extended care after discharge. The 
assessment takes into account not only the 
patient’s overall health but also his or her 
home and social circumstances, which 
sometimes may not be conducive to recovery. 
ICP care managers are trained to deal with  
those circumstances. 
 
As we continue to build out our community-
based care management program, we 
continue to garner resources for ICP 

providers. We have enlisted Acupera, a 
software platform for use by care 
management teams, to facilitate daily patient 
workflows, provide data analytics and  
regulatory documentation requirements, and 
assist with provider communications. We 
expect to implement Acupera by June 2015. 
The software will incorporate existing data 
from multiple sources, including but not 
limited to claims data, live hospital feeds, 
calculated risk scores, and anticipated care 
planning needs based on prior patterns of 
care. It will help the care management team 
communicate, collaborate and facilitate 
community care plans, referrals and patient 
outreach – all within a documentation platform 
to support quality goals and measures. With 
this addition, we will establish a more efficient 
way for ICP members to meet quality metrics 
and share in the resulting shared savings.  
 

 
Sincerely, 
Dr. James Cardon 
CEO, Integrated Care Partners &  
Hartford HealthCare  
Chief Clinical Integration Officer 

 
 
A Care Management Patient Story 
 
An ICP RN care manager received a referral from 
a practice concerning an elderly patient’s 
declining health. The patient’s wife and family 
were having difficulty caring for him at home. He 
was losing weight and in constant pain due to his 
diagnosis of arthritis, afib and renal cancer. 
Because of his pain and decreased mobility, he 
had not been able to actively participate in his 
care or physician follow-up for almost two years.  
 
After completing her assessment of the patient 
with his family, the care manager contacted the 
physician and arranged a conference call with 
the family to discuss a referral to a palliative 
care / hospice program. The patient was referred 
to a hospice program, but did not medically 
qualify for that level of service.  
 
In reviewing the care plan, the RN care manager 
noticed a sharp decline in the patient’s nutritional 
status. In reviewing it with the MD, blood work 
was arranged to be drawn at the patient’s 

home. As expected, the results warranted 
medical management of the patient’s nutritional 
status, thereby meeting the hospice program 
admission criteria.  
 
Ongoing collaboration between the MD, the care 
manager, and the patient and his family allowed 
for the patient’s wishes and comfort goals to be 
realized. He was able to comfortably remain in 
his own home, supported by a hospice-trained 
community care team. He also had close support 
from his family during this stressful and 
emotional time.  
 
The patient died peacefully at his home, 
surrounded by his family. The family was grateful 
for the collaborative effort made to get the 
patient into the hospice program, as well as the 
emotional and supportive care delivered by the 
hospice team. 
 

 

www.integratedcarepartners.org 
Email us at 
integratedcarepartners@hhchealth.org 
 

Integrated Care Partners (ICP) continues to engage and recruit physicians and forge partnerships with health plans, employers and providers. Our collective 
goal is to deliver the highest-quality, coordinated patient care and improve the overall health of populations. We continue to seek providers who are equally 
committed to delivering the best care and interested in the opportunity to participate in the shared-savings deals ICP is negotiating with payers. At no cost 
to member physicians, ICP also can deliver care-management resources for high-risk patients and the infrastructure needed to achieve quality measures 
that will allow providers to realize and sustain cost benefits and long-term viability in the currently changing health care market.  
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ICP’s Community Care Management Team in Brief 
 

Who We Are: 
ICP’s Community Care Management Team is made up of registered nurses, social workers and health coaches – 
all focused on the patient’s well-being and on helping the patient meet his or her health goals. Our team is 
designed and dedicated to improving the patient experience and patient satisfaction by extending the traditional 
reach of providers to the patient’s home and to the community, where patients are most comfortable receiving 
care. Our team is nationally certified in Chronic-Disease Care Management, a growing specialty of Case 
Management.   
 
How Can We Help Primary Care Providers and Their Patients? 
Our outreach program is intended to extend the reach of your services by supporting your patients in achieving 
their health goals. Our team can provide health education, coaching, and connection to social services and 
programs, as well as facilitate home care and provide caregiver assistance and support. Our team also will 
assist inpatient care coordinators with discharge planning if your patient is hospitalized. Our goal is to facilitate 
transitions of care throughout our system by providing the link between the community and the acute-care 
phases of care for better communication of patients’ goals and needs, while providing quality care.   
 
Who Should I Refer to the Community Care Management Team?   

 Patients you believe are at high risk for declining health or hospital readmission 
 Patients with complex chronic medical conditions (congestive heart failure, diabetes, COPD, pneumonia, 

depression) 
 Patients with multiple healthcare providers 
 Patients who require complex care but have little or no family or caregiver support 
 Patients with poor adherence to their medical plan of care 
 Patients with complex social needs 
 Patients who may benefit from additional health education or coaching 
 Patients who may require behavioral health services 
 Patients who may use emergency department services instead of the appropriate level of care 

  
 

Studies show that 80 percent of 
overall healthcare costs results from 
treating about 20 percent of the 
population. "The 80–20 rule is a 
well-established guiding principle," 
says Chris Wise, PhD, 
administrative director of the 
Medical Management Center at the 
University of Michigan Health 
System. "Finding those 20 percent 
and getting them the care they 
need means managed care needs to 
go beyond utilization review and 
recognize the need for chronic care 
management." 

 If you have questions, please contact our provider relations specialists: 
o Shaleighne Murphy– 860.972.9063 or Shaleighne.murphy@hhchealth.org 
o Christine Garthwaite – 860.972.7140 or Christine.garthwaite@hhchealth.org 

Did You Know? 
As of 2012, about 50 percent of all 
U.S. adults had one or more chronic 
health conditions. Seven of the top 
10 causes of death in 2012 were 
from chronic diseases. - CDC 


