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EXECUTIVE SUMMARY

Patient care management stands at a
transformative inflection point. The
convergence of artificial intelligence,
Internet of Medical Things (IoMT),
genomic medicine, and value-based care
models is fundamentally reshaping how
healthcare organizations deliver,
coordinate, and optimize patient outcomes
(Topol, 2019; Matheny et al., 2020). This
strategic foresight analysis examines the
multidimensional forces transforming
patient care management over the next

decade.

Our analysis reveals that while technology
will dramatically enhance care
coordination capabilities, the human

element of care management remains

irreplaceable. The healthcare
professionals who thrive will be those who
successfully integrate advanced
technologies while maintaining the
empathy, clinical judgment, and
relationship-building skills that define

excellent patient care (Mesko et al., 2017).

This report employs STEEP methodology
to analyze Social, Technological,
Economic, Environmental, and Political
dimensions, then projects four distinct
scenarios for 2035. Each scenario offers
strategic implications for healthcare
systems, payers, technology vendors, and
care management professionals
navigating this period of unprecedented

transformation.



STEEP ANALYSIS

The STEEP framework provides a
comprehensive lens for understanding the
complex forces reshaping patient care

management (Morrison, 2012). Each
SOCIAL FACTORS

Patient Empowerment and

Consumerism

Healthcare consumers increasingly
demand transparency, convenience, and
personalized experiences comparable to
other service industries (Millenson &
Macri, 2012). Patients expect real-time
access to health data, seamless digital
interactions, and active participation in
care decisions. This shift from paternalistic
to partnership-based care models requires
care managers to develop new
communication competencies and
leverage technology platforms that
support patient engagement (Hibbard &
Greene, 2013).

Aging Population and Chronic

Disease Burden

By 2030, all baby boomers will be 65 or
older, comprising 21% of the U.S.
population (Vespa et al., 2020). This
demographic tsunami coincides with rising
chronic disease prevalence six in ten
Americans live with at least one chronic
condition, with four in ten managing

multiple conditions (Boersma et al., 2020).

dimension reveals critical drivers that will
determine the pace, direction, and
ultimate character of transformation in

healthcare delivery systems.

Care management complexity intensifies
dramatically as patients navigate multiple
specialists, medications, and treatment
protocols. Technology-enabled
coordination becomes essential rather
than optional for managing this population

effectively.

Health Equity and Social

Determinants

Growing recognition that social
determinants housing, food security,
transportation, education drive 80% of
health outcomes shifts care management
focus beyond clinical interventions
(Marmot & Bell, 2012). Effective care
coordination now requires addressing
social needs through community
partnerships and technology platforms
that identify and connect patients with
non-clinical resources. However, this
expanded scope introduces complexity in
accountability, reimbursement, and
workforce preparation (Alderwick &
Gottlieb, 2019).

Digital Divide and Access

Disparities



While digital health tools promise
unprecedented access, they
simultaneously risk exacerbating health
disparities. Significant gaps persist in
broadband access, digital literacy, and

device availability across socioeconomic,

Key Social Driving Factors

» Patient expectations for consumer-
grade digital experiences in
healthcare interactions

+ Demographic shift toward older
populations with complex care
needs (Ortman et al., 2014)

* Increasing prevalence of multiple
chronic conditions requiring
coordinated management

* Recognition of social determinants
as primary drivers of health

outcomes

racial, and geographic lines (Nouri et al.,
2020). Care management strategies must
account for this divide, maintaining parallel
analog systems while pursuing digital
transformation a costly and operationally

complex requirement.

+ Persistent digital divide threatening
equitable access to technology-
enabled care

*  Growing mental health crisis
requiring integration with physical
health management

» Cultural diversity requiring
personalized, culturally competent

care approaches



TECHNOLOGICAL FACTORS

Artificial Intelligence and

Machine Learning

Al systems now predict hospital
readmissions, identify patients at risk for
adverse events, optimize care pathways,
and automate routine clinical
documentation with accuracy approaching
or exceeding human performance
(Rajkomar et al., 2019). Natural language
processing extracts insights from
unstructured clinical notes, while computer
vision analyzes medical imaging and
patient monitoring data. These capabilities
enable care managers to focus on
complex cases while Al handles routine
surveillance and triage (Beam & Kohane,
2018).

However, Al adoption faces significant
barriers: integration with legacy systems,
clinical validation requirements, liability
concerns, and the black-box problem
where algorithms cannot explain their
recommendations (Char et al., 2018).
Successful implementation requires
substantial investment in data
infrastructure, workflow redesign, and

change management.

Remote Patient Monitoring and
loMT

Connected devices continuously monitor
vital signs, medication adherence,

physical activity, and environmental

factors, transmitting data to care teams in
real-time (Goyal et al., 2020). This
continuous visibility enables proactive
intervention before conditions deteriorate,
reducing emergency department visits and
hospitalizations. Remote monitoring
proved particularly valuable during
COVID-19, demonstrating viability for
conditions from heart failure to diabetes to
post-surgical recovery (Dorsey & Topol,
2020).

Challenges include data deluge
overwhelming care teams, integration with
clinical workflows, reimbursement models,
and patient adherence to device use. The
technology exists; the operational model
for sustainable implementation remains

evolving (Noah et al., 2018).

Interoperability and Data

Exchange

FHIR (Fast Healthcare Interoperability
Resources) standards and federal
requirements drive progress toward
seamless health data exchange across
systems and organizations (Mandel et al.,
2016). Application programming interfaces
(APls) enable third-party applications to
access and contribute to longitudinal
health records. This technical
interoperability, combined with emerging
patient-controlled health records,

promises to eliminate the information



fragmentation that has long plagued care

coordination.

However, technical interoperability does
not guarantee semantic interoperability
different systems may exchange data
successfully while interpreting it
differently. Moreover, business incentives
sometimes conflict with data sharing
despite technical capability (Adler-Milstein
& Pfeifer, 2017).

Telehealth and Virtual Care

Video visits, asynchronous messaging,
and virtual care platforms fundamentally
expanded during COVID-19, with
telehealth utilization increasing 38-fold
from pre-pandemic levels (Mehrotra et al.,
2020). This transformation demonstrated
viability for numerous conditions
previously assumed to require in-person
care. For care managers, telehealth
enables more frequent touchpoints,
reduces transportation barriers, and
allows observation of home environments

relevant to social determinants.

Key Technological Driving Factors

1. Al-powered predictive analytics
enabling proactive rather than reactive
care management

2. Remote monitoring providing
continuous visibility into patient status

outside clinical settings

Sustainability depends on regulatory
permanence of pandemic-era flexibilities,
appropriate reimbursement, technology
access equity, and clinical
appropriateness criteria (Shachar et al.,
2020).

Genomics and Precision

Medicine

Falling sequencing costs and expanding
knowledge of gene-disease associations
enable genomically-informed care
management (Ashley, 2016).
Pharmacogenomics guides medication
selection and dosing, reducing adverse
events and improving efficacy. Polygenic
risk scores identify individuals who would
benefit from enhanced surveillance or
preventive interventions. Care managers
increasingly incorporate genetic
information into care planning, requiring
new competencies in genetic literacy and
appropriate specialist referral (Manolio et
al., 2013).

3. Advancing interoperability enabling
seamless data flow across care
settings (Mandl & Kohane, 2012)

4. Maturation of telehealth platforms

supporting virtual care delivery
5. Genomic integration personalizing

prevention and treatment strategies



6. Ambient clinical intelligence 7. Blockchain enabling secure, patient-
automating documentation and controlled health information exchange
workflow (Sapci & Sapci, 2020)



ECONOMIC FACTORS

Value-Based Care Transition

The shift from fee-for-service to value-
based reimbursement accelerates, with
Medicare Advantage enrollment
exceeding 50% of eligible beneficiaries
and accountable care organizations
covering over 44 million lives (Muhlestein
& McClellan, 2022). Under these models,
providers assume financial risk for total
cost and quality of care, creating powerful
incentives for effective care management
to prevent expensive complications and

reduce unnecessary utilization.

This transition fundamentally alters care
management economics. Previously
viewed as cost centers, care management
programs become strategic investments
with quantifiable return on investment
through reduced hospitalizations,
emergency visits, and long-term
complications (Joynt Maddox et al., 2019).
Organizations that effectively leverage
technology to scale care management will

gain significant competitive advantage.

Healthcare Cost Inflation

U.S. healthcare spending reached $4.3
trillion in 2021, projected to reach $6.2
trillion by 2028 nearly 20% of GDP (CMS,
2022). This unsustainable trajectory drives
urgent demand for care delivery
innovations that bend the cost curve

without compromising outcomes. Care

management, particularly when
technology-enabled, demonstrates
potential to address this challenge through
better chronic disease management,
prevention of avoidable acute events, and
appropriate care setting utilization (Peikes
et al., 2019).

Technology Investment

Requirements

Comprehensive care management
platforms require substantial capital
investment: EHR integration, analytics
infrastructure, remote monitoring systems,
telehealth platforms, and Al tools. Smaller
organizations face significant financial
barriers to adoption, potentially widening
performance gaps between resource-rich
and resource-constrained providers
(Adler-Milstein et al., 2015). Cloud-based
solutions and vendor partnerships mitigate
some barriers but introduce operational
dependencies and ongoing subscription

costs.

Workforce Economics and Labor

Shortages

The U.S. faces projected shortfalls of
124,000 physicians and 3.8 million nurses
by 2030 (Zhang et al., 2020). Care
manager positions nurses, social workers,
pharmacists, community health workers
experience particularly acute shortages as

demand accelerates under value-based



models. This supply-demand imbalance
drives wage inflation while simultaneously
creating urgency for technology solutions
that enable existing staff to manage
larger, more complex patient populations
(Buerhaus et al., 2017).

Return on Investment Metrics

Care management programs demonstrate
ROI ranging from 1.5:1 to 3:1 through

reduced hospitalizations, emergency

Key Economic Driving Factors

1. Accelerating transition to value-based
payment models creating incentives
for care management

2. Unsustainable healthcare cost
trajectory demanding efficiency
innovations

3. Substantial technology investment
requirements creating implementation

barriers

department visits, and disease
progression (Lamb, 2020). Technology
amplification of care manager productivity
enhances these returns by enabling
management of larger panels and earlier
identification of deterioration. However,
ROI realization requires 18-24 months,
creating financial challenges for
organizations with short-term performance

pressures.

4. Critical workforce shortages
intensifying need for productivity-
enhancing technology

5. Demonstrated ROI of technology-
enabled care management programs

6. Consolidation dynamics favoring large
health systems with technology

investment capacity



ENVIRONMENTAL FACTORS

Climate Change Health Impacts

Climate change directly affects patient
health through extreme weather events,
air quality deterioration, heat-related
illness, and vector-borne disease
expansion (Watts et al., 2021). Care
managers must anticipate climate-related
health risks in care planning, ensure
medication and medical equipment
availability during disasters, and
coordinate with social services for
vulnerable populations. Remote
monitoring and telehealth capabilities
become essential infrastructure for
maintaining care continuity when physical

access is disrupted.

Healthcare's Environmental

Footprint

Healthcare contributes 8.5% of U.S.
greenhouse gas emissions, creating
ethical imperative to reduce environmental
impact while improving outcomes
(Eckelman et al., 2020). Technology-
enabled care management supports
sustainability through reduced travel
requirements (both patient and provider),
decreased hospital utilization, and
optimized resource use. However, data
centers powering Al and cloud systems
consume substantial energy, requiring
thoughtful approaches to technology
deployment (Mytton, 2020).

Geographic Care Access Barriers

Rural and underserved areas face
persistent specialist shortages and facility
closures, with 136 rural hospitals closing
since 2010 (Ellison, 2023). Technology-
enabled care management offers
particular promise for these populations by
connecting patients with distant
specialists, enabling remote monitoring
without facility visits, and supporting local
providers with specialist consultation.
However, broadband infrastructure gaps
in rural areas limit deployment, creating
policy urgency for connectivity investment
(Harris et al., 2019).

Built Environment and Care

Delivery

The pandemic accelerated recognition
that healthcare delivery need not center
on physical facilities. Home-based care,
community health hubs, mobile health
units, and virtual-first models reduce
infrastructure requirements while often
improving patient experience and
outcomes (Shah et al., 2020). This shift
requires reimagining care manager roles,
workflows, and technology systems to
support distributed care delivery across

diverse settings.



Key Environmental Driving Factors

Climate-related health risks
requiring integration into care
planning and disaster
preparedness

Healthcare's substantial carbon
footprint creating imperative for

sustainable practice models

Geographic disparities in
healthcare access requiring
technology solutions

Shift from facility-based to
distributed care delivery models
Infrastructure requirements for
technology deployment

(broadband, devices, power)



POLITICAL

Regulatory Frameworks for Al
and Digital Health

The FDA, ONC, and CMS establish
evolving regulatory frameworks for Al
medical devices, clinical decision support,
and digital therapeutics (Gerke et al.,
2020). These regulations balance
innovation encouragement with patient
safety protection, creating compliance
requirements that affect technology
development timelines and deployment
costs. Algorithm transparency, bias
mitigation, and continuous performance
monitoring emerge as regulatory
expectations, requiring sophisticated
governance structures (Price & Cohen,
2019).

Data Privacy and Security

HIPAA provides baseline health data
protection, but emerging technologies
create novel privacy challenges: loMT
device security, Al training data
governance, cross-border data flows, and
patient-controlled health records (Cohen &
Mello, 2019). State privacy laws introduce
additional complexity, with California's
CCPA and other state-level regulations
creating fragmented compliance
landscape. Care management platforms
must navigate technical, operational, and

legal dimensions of data protection while

enabling necessary information sharing for

coordination.

Reimbursement Policy

Federal and commercial payer policies
determine financial viability of care
management programs and technology
investments. Recent expansions include
chronic care management codes, remote
patient monitoring reimbursement, and
telehealth payment parity (Schwamm et
al., 2020). However, policy uncertainty
particularly regarding pandemic-era
telehealth flexibilities creates strategic
planning challenges. Advocacy efforts
focus on permanent reimbursement for
technology-enabled care management
activities that demonstrably improve

outcomes and reduce costs.

Licensure and Scope of Practice

State-based licensure creates barriers to
interstate telehealth and care
coordination, particularly for complex
patients requiring specialists in distant
locations (Kahn & Guiliano, 2021).
Interstate licensure compacts for nurses
and physicians reduce but do not
eliminate these barriers. Scope of practice
regulations affect care team composition,
with ongoing debates about advanced
practice providers, pharmacists, and

community health workers performing



activities traditionally reserved for
physicians (Pittman & Williams, 2012).

Liability and Malpractice

Al-assisted clinical decisions raise liability
questions: If an algorithm recommends a
treatment that proves harmful, who bears
responsibility the clinician, the healthcare

organization, or the technology vendor

Key Political/Legal Driving Factors

1. Evolving FDA oversight of Al medical
devices and clinical decision support

2. Complex data privacy landscape
across federal and state jurisdictions

3. Reimbursement policy uncertainty
affecting technology investment

decisions

(Price, 2017)? Current malpractice
doctrine poorly addresses these
scenarios. Risk-averse organizations may
delay adoption pending clarity, while early
adopters face potential liability exposure.
Care managers using Al tools must
maintain clinical oversight while leveraging

technological capabilities.

4. State licensure barriers to interstate
care coordination and telehealth

5. Unsettled liability framework for Al-
assisted clinical decisions

6. Information blocking rules requiring
data sharing and interoperability
(ONC, 2020)



CRITICAL DRIVING FORCES

From the comprehensive STEEP analysis,
several critical forces emerge as
particularly consequential for the future of

patient care management. These drivers

Al Maturity and Clinical

Validation

The speed at which Al systems achieve
widespread clinical validation and
regulatory approval will determine
adoption pace. Current systems
demonstrate impressive performance in
controlled settings but face challenges
with diverse patient populations, novel
clinical scenarios, and integration into
complex workflows. The pathway from
research demonstration to reliable clinical
tool remains longer and more uncertain
than technology advocates often

acknowledge.

Value-Based Care Penetration

The proportion of healthcare payment tied
to value rather than volume creates
fundamental incentives for care
management investment. If value-based
models continue expanding rapidly, care
management becomes strategic
imperative with clear ROl justification. If
expansion stalls or reverses, the
economic case weakens significantly,
potentially slowing technology adoption

and workforce development.

represent high-impact, high-uncertainty
factors that will fundamentally shape

which future scenario unfolds.

Interoperability Achievement

Technical interoperability enables the data
sharing essential for effective care
coordination. Whether organizations
actually share data despite technical
capability depends on business
incentives, competitive dynamics, and
regulatory enforcement. True
interoperability where data flows
seamlessly and meaningfully across
organizational boundaries remains more

vision than reality in most markets.

Workforce Adaptation

The willingness and ability of healthcare
professionals to embrace new
technologies and workflows will determine
successful implementation. History shows
that technology alone does not transform
practice organizational culture, leadership
commitment, training investment, and
workflow redesign prove equally critical.
Healthcare's traditional resistance to
change represents significant

implementation barrier.

Equity in Technology Access

Whether technology-enabled care

management reduces or exacerbates



health disparities depends on equitable
access to devices, broadband, and digital
literacy support. Without intentional equity

focus, technology risks creating two-tiered

system where affluent populations receive
sophisticated care management while
vulnerable populations receive declining

traditional services.

SCENARIO FORECASTS FOR 2035

Based on the STEEP analysis and critical
driving forces, we present four distinct
scenarios for patient care management in
2035. These scenarios are constructed

around two primary uncertainties: the

HIGH SYSTEM INTEGRATION

pace of technology adoption and the level
of system integration. Each represents a
plausible future with distinct strategic

implications.

LOW SYSTEM INTEGRATION

SCENARIO 1

Intelligent Coordination

integration creates seamless, proactive care

management.

Rapid Al adoption with comprehensive system

SCENARIO 2
Fragmented Innovation

Advanced technology deployed without
integration creates islands of excellence amid

persistent coordination failures.

SCENARIO 3
Deliberate Evolution

Measured technology adoption within
integrated systems enables steady

improvement without disruption.

SCENARIO 4
Status Quo Persistence

Slow technology adoption and persistent
fragmentation maintain current care

coordination challenges.

RAPID TECHNOLOGY ADOPTION

!

GRADUAL TECHNOLOGY ADOPTION




SCENARIO 1: INTELLIGENT COORDINATION

Probability: 30% | Desirability: High

Scenario Narrative

By 2035, sophisticated Al systems
seamlessly integrate across care settings,
creating a longitudinal view of each
patient's health trajectory. Predictive
analytics identify individuals at risk for
deterioration days or weeks before clinical
manifestation, enabling proactive
intervention. Care managers receive
prioritized work lists generated by
algorithms that assess clinical urgency,
probability of successful intervention, and

resource requirements.

Remote monitoring provides continuous
visibility into patient status, with Al filtering
routine data and alerting only for clinically
significant deviations. Patients interact
with Al-powered virtual assistants for
routine questions, medication reminders,
and symptom checking, escalating to
human care managers when needed. This
technological augmentation allows each
care manager to effectively support 300-
500 patients triple current capacity while

improving outcomes.

Interoperability standards and information
blocking rules succeed in creating true
data portability. A patient's complete
health history follows them across
providers, specialists, hospitals, and even

between insurance plans. Social

determinants data integrates alongside
clinical information, enabling
comprehensive care planning that
addresses housing, nutrition, and

transportation barriers.

Value-based payment models dominate,
creating strong financial incentives for
care coordination investment.
Organizations demonstrate clear ROl on
technology infrastructure, justifying
continued innovation spending. Medicare,
Medicaid, and commercial payers
reimburse care management activities
comprehensively, recognizing their role in
cost containment and quality

improvement.

Key Characteristics

1. Al-powered risk stratification achieving
85-90% accuracy in predicting adverse
events

2. Care manager-to-patient ratios
improving to 1:400 for complex
populations

3. 30-40% reduction in preventable
hospitalizations through proactive
management

4. Seamless data exchange across all
care settings and payers

5. 90% of care management activities
reimbursed by value-based contracts

6. Patient satisfaction scores exceeding

85% for care coordination



7. Health equity metrics improving as
technology enables access for

underserved populations

Workforce Implications

Care manager roles evolve from routine
monitoring to complex problem-solving,
relationship building, and care plan
optimization. Al handles data synthesis,
documentation, and routine patient
interactions, liberating care managers to
focus on high-value activities requiring
clinical judgment, empathy, and creativity.
The profession attracts top talent drawn
by technology-enabled practice that
maximizes human impact while minimizing

administrative burden.

Specialization emerges within care
management: complex chronic disease

specialists, behavioral health integration

experts, social determinants coordinators,
and technology optimization specialists.
Compensation increases 25-30%
reflecting expanded skill requirements and
demonstrated value contribution.
Professional satisfaction rises as
technology eliminates frustrating
coordination failures that historically

plagued care managers.

Critical Success Factors

This scenario requires sustained
technology investment, effective change
management, workforce training
commitment, regulatory support for
interoperability, and continued value-
based payment expansion. Success
depends on viewing technology as tool for
human empowerment rather than
replacement, with organizational culture

prioritizing coordination excellence.



SCENARIO 2: FRAGMENTED INNOVATION

Probability: 35% | Desirability: Low

Scenario Narrative

By 2035, impressive Al capabilities exist
but lack integration into coherent care
management systems. Each organization
deploys point solutions addressing
specific problems risk prediction here,
remote monitoring there, documentation
automation elsewhere but these tools
don't communicate effectively. Care
managers toggle between multiple
systems, manually synthesizing

information that should flow seamlessly.

Data remains siloed despite
interoperability mandates. Organizations
share data when legally required but
withhold information that might advantage
competitors. Patients receive excellent
care within single organizations but
experience coordination failures when
moving between systems exactly the
problem technology was supposed to

solve.

The digital divide persists and widens.
Affluent patients in well-resourced health
systems benefit from sophisticated care
management, while vulnerable
populations in safety-net settings receive
traditional, under-resourced coordination.
Technology exacerbates rather than
reduces health disparities, creating ethical

crisis and political backlash.

Value-based payment expands but
implementations vary dramatically. Some
organizations generate significant savings
through effective care management;
others struggle with inadequate
technology and infrastructure. This
performance variation creates policy
uncertainty about value-based care's

viability, slowing further adoption.

Key Characteristics

1. Multiple incompatible technology
platforms creating workflow
inefficiency

2. Information blocking persisting despite
regulatory requirements

3. Widening gap between high-
performing and struggling
organizations

4. Care manager burnout increasing from
technology frustration

5. Health equity metrics deteriorating as
technology access determines
outcomes

6. Patient experience declining from
coordination failures

7. ROI of technology investments
disappointing from implementation

failures

Workforce Implications

Care managers become frustrated
technology wranglers rather than patient

advocates. Promised efficiency gains fail



to materialize as integration challenges
consume time. The profession
experiences high turnover as talented
individuals seek less frustrating work
environments. Organizations struggle to
recruit and retain care management staff,

creating service capacity constraints.

A bifurcated workforce emerges: highly
skilled specialists in advanced
organizations earning premium
compensation versus generalists in

struggling systems earning stagnant

wages while facing impossible caseloads.

This disparity drives talent concentration

in already well-resourced organizations,

worsening equity problems.

Warning Signals

This scenario warns against technology-
first approaches that neglect integration,
interoperability, and equity. Early
indicators include rising care manager
burnout, disappointing technology ROI,
and widening outcome disparities between
organizations and populations. Avoiding
this future requires prioritizing integration

over innovation and equity over efficiency.



SCENARIO 3: DELIBERATE EVOLUTION

Probability: 30% | Desirability:

Moderate

Scenario Narrative

By 2035, care management has improved
significantly through measured technology
adoption within integrated systems.
Organizations implement Al tools
thoughtfully, prioritizing clinical validation,
workflow integration, and workforce
training. Progress feels incremental rather
than revolutionary, but cumulative

improvement proves substantial.

Interoperability advances through
standards adoption and collaborative
regional health information exchanges.
Data sharing improves within local
markets while remaining imperfect
nationally. This partial success enables
better coordination for patients receiving
care within geographic areas while gaps

persist for those moving between regions.

Value-based payment expands gradually,
creating moderate incentives for care
management investment. ROl appears
positive but not overwhelming, justifying
continued but conservative spending.
Organizations approach technology
investments pragmatically, piloting before
scaling and abandoning tools that fail to

deliver promised value.

The workforce adapts successfully to new

tools and processes. Comprehensive

training programs and realistic
implementation timelines prevent the
burnout and resistance that plague rapid
change initiatives. Care managers
appreciate technology that genuinely
improves their work while maintaining
professional autonomy and clinical

judgment primacy.
Key Characteristics

1. 15-20% improvement in care
coordination metrics from baseline

2. Care manager-to-patient ratios
improving modestly to 1:200-250

3. Regional interoperability succeeding
while national gaps persist

4. Stable workforce with manageable
change pace

5. Moderate technology ROI justifying
continued but conservative investment

6. Equity concerns addressed through
targeted programs but gaps remain

7. Patient satisfaction with coordination

improving incrementally

Workforce Implications

Care managers experience meaningful
improvement in their work without
overwhelming disruption. Technology
tools feel like genuine aids rather than
impediments, improving efficiency while
maintaining professional judgment
primacy. Job satisfaction remains stable,

and the profession continues attracting



committed professionals seeking patient

service careers.

However, some frustration emerges
among more technologically adventurous
care managers who see unrealized
potential in available tools. High
performers at leading organizations
demonstrate what's possible with
aggressive innovation, creating tension
about whether measured pace sacrifices

achievable improvements.

Strategic Considerations This
scenario represents sustainable change
respecting workforce capacity and
organizational complexity. It avoids both
the disruption of rapid transformation and
the stagnation of resistance. Success
requires patience, consistent resource
allocation, and acceptance that evolution
rather than revolution may suit complex
social institutions like healthcare.
Organizations must balance stakeholder

comfort with competitive positioning.

SCENARIO 4: STATUS QUO PERSISTENCE

Probability: 5% | Desirability: Very

Low

Scenario Narrative

By 2035, care management remains
surprisingly unchanged from 2025 despite
technological advances. Regulatory
barriers, reimbursement uncertainty, and
organizational inertia combine to slow
adoption dramatically. Value-based
payment expands minimally, leaving fee-
for-service dominance largely intact and
removing economic incentives for care

coordination investment.

Interoperability mandates succeed
technically but fail practically.
Organizations meet minimum compliance
requirements while maintaining
information silos through business

practices and technical obfuscation. The

promised seamless data exchange
remains elusive, leaving care managers
dependent on phone calls, faxes, and
patient recall to gather necessary

information.

Al tools exist but remain niche
applications rather than mainstream
practice. Clinical validation challenges,
liability concerns, and integration costs
limit adoption to research hospitals and
large health systems. Most care managers
continue working without algorithmic
support, relying on experience and
intuition for risk assessment and

prioritization.

Workforce shortages intensify without
technology multiplication of care manager
capacity. Organizations struggle to recruit
and retain qualified staff as workloads

increase but tools and compensation



remain inadequate. Care coordination
quality deteriorates under capacity
constraints, with preventable adverse

events occurring regularly.

Key Characteristics

1. Minimal technology adoption beyond
electronic health records

2. Persistent information silos frustrating
coordination efforts

3. Fee-for-service payment dominance
removing care management incentives

4. Care manager workforce shortage
intensifying without technological
solutions

5. Stagnant or declining care
coordination quality metrics

6. Patient frustration with fragmented
care experience

7. Healthcare costs continuing

unsustainable growth trajectory

Workforce Implications

Care managers face increasingly
untenable working conditions as patient

complexity increases without

corresponding tool improvements. The
profession experiences exodus of talented
individuals seeking more sustainable
careers. Those remaining feel
undervalued and overwhelmed, creating
quality and safety concerns. Organizations
recognize the crisis but lack resources or

willpower to address root causes.

Prevention Imperatives

This scenario represents policy and
leadership failure. Prevention requires
regulatory reform supporting
interoperability and innovation, payment
model evolution creating care coordination
incentives, technology investment, and
workforce development. Early warning
signs include declining care manager
recruitment, rising turnover, increasing
coordination failures, and stagnating
quality metrics. Avoiding this future
demands urgent action rather than

incremental change.



STRATEGIC RECOMMENDATIONS

Based on the STEEP analysis and improvement, and clinical validation

scenario forecasts, we offer strategic rather than feature proliferation.

recommendations for key stakeholder

groups navigating patient care For Policymakers

management transformation.
1. Strengthen and enforce interoperability

For Healthcare requirements while addressing

. . business barriers to data sharing.
Orgamzatlons Technical standards alone prove

1. Prioritize interoperability and insufficient without incentive

integration over point solution alignment.

innovation. Comprehensive platforms 2. Accelerate value-based payment

that communicate effectively deliver adoption while providing infrastructure

. . and technical assistance for
more value than impressive but

isolated tools.

Invest comprehensively in change
management and workforce training.
Technology fails without effective
implementation support, user
adoption, and workflow optimization.
Establish equity as explicit technology
deployment criterion. Design
implementations addressing digital
divide through device programs,
connectivity support, and literacy
training.

Measure technology ROI through
comprehensive metrics including
workforce satisfaction, patient
experience, and quality outcomes not
only cost reduction.

Build strategic partnerships with
technology vendors emphasizing

customization, continuous

successful implementation. Clear
reimbursement for care management

activities proves essential.

. Address digital divide through targeted

broadband investment, device
subsidies, and digital literacy
programs. Technology cannot improve
equity if access remains unequal.
Establish clear regulatory frameworks
for Al medical devices balancing
innovation encouragement with patient
safety protection and algorithmic
accountability.

Support care management workforce
development through education
funding, competency standards, and
career pathway definition for this

critical but underappreciated role.



For Care Management

Professionals

1. Embrace continuous learning
regarding new technologies,
workflows, and evidence-based
practices. Professional relevance
requires ongoing skill development
throughout careers.

2. Cultivate uniquely human skills
empathy, complex reasoning, creative
problem-solving, relationship building
that complement rather than compete
with Al capabilities.

3. Advocate for professional voice in

technology selection and

implementation. Care managers
possess irreplaceable expertise about
practical workflow needs and patient
requirements.

Maintain clinical judgment primacy
while leveraging algorithmic support.
Al tools should inform decisions, not
dictate them. Professional
responsibility requires critical
evaluation of recommendations.

Build professional networks for
knowledge sharing and mutual support
during transformation. Collective
intelligence and peer learning

accelerate individual adaptation.



CONCLUSION

The future of patient care management
remains unwritten. While technology
capabilities advance rapidly, the ultimate
trajectory depends on strategic choices
made by healthcare leaders,
policymakers, technology developers, and
care professionals themselves. No single
outcome is predetermined; rather,
collective decisions shape which scenario

emerges.

Three themes emerge as critical across all
scenarios. First, integration trumps
innovation connected, interoperable
systems deliver more value than
impressive but isolated tools. Second,
equity must be design criterion, not
afterthought technology that exacerbates
disparities fails regardless of technical
sophistication. Third, workforce capacity
determines success even perfect
technology fails without effective

implementation, training, and adoption.

The opportunity is immense. Technology-
enabled care management could
dramatically improve outcomes while
controlling costs, addressing healthcare's
dual challenges of quality and affordability.
Al could free care managers from
administrative burden, remote monitoring
could enable proactive intervention, and
interoperability could eliminate
coordination failures that frustrate patients

and professionals alike.

But realizing this potential requires
intentionality. Organizations must invest
not only in technology but in integration,
training, and change management.
Policymakers must create enabling
environments through appropriate
regulation, payment reform, and
infrastructure investment. Care
professionals must embrace evolution
while maintaining the human elements

that define excellent care.

The most probable path forward combines
elements of Intelligent Coordination and
Deliberate Evolution scenarios steady
progress punctuated by breakthrough
innovations, with successful organizations
pulling ahead while laggards struggle.
However, Fragmented Innovation risks
remain real absent focused attention on

integration and equity.

Healthcare has navigated numerous
transformations throughout history. This
digital revolution represents perhaps the
most significant yet also the most
promising. Success depends not on
whether organizations adopt Al and digital
tools adoption is inevitable but on how
thoughtfully they integrate technology,
how equitably they distribute benefits, and
how carefully they preserve the
compassionate human connection that

defines healing.



The choice between intelligent decisions made by all stakeholders in
coordination and fragmented innovation, healthcare. The time to shape that future
between deliberate evolution and status is now.

quo persistence, lies in collective
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