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2025 Excellence Awards

The NAACOS Excellence Awards recognize high-performing organizations who have 
demonstrated an outstanding commitment to and accomplishments in value-based 
care across three key areas:

Performance

•Improved quality and 
outcomes across multiple 
populations and areas of 
care; and 

•Implemented value-based 
payment arrangements 
with reductions in total 
cost of care across lines of 
business.

Data and Technology

•Reduced provider burden 
or support practice-level 
care delivery 
improvements; and

•Fostered patient 
engagement or deploy 
patient-level care 
solutions. 

Partnerships

•Engaged external 
providers and collaborated 
with other elements of 
the care delivery 
continuum; and 

•Fostered engagement with 
the broader community, 
such as by partnering with 
community-based 
organizations.



2025 Winners
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Speakers
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Timothy L. Switaj, MD, MBA, MHA
Vice President & Chief Population Health Officer
Associate CMO – Primary Care Service Line
WellSpan Health

Lee J. Handke, PharmD, MBA
Chief Executive Officer 
Nebraska Health Network 

Tina M. Sokolowski
Vice President, Operations – Population Health
Jefferson Health 



WellSpan Health 
ACO Success
Timothy L. Switaj, MD, MBA, MHA

VP & Chief Population Health Officer

Associate Chief Medical Officer – Primary Care

10/9/2025
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Leading in Value Based Care

Higher quality score than 87% 

of ACOs nationally

• Better diabetes A1c 
control than 95% of 
reporters

• Improved admit rates for 
patients with multiple 
chronic conditions

• Low readmission rates

Providing the best care at the 
lowest cost

Over the last 3 years our ACO has 
saved our patients and the Medicare 
program over

$72,000,000

67,205
Medicare patients receive primary 
care in our ACO, larger than most 

ACOs in the nation.

Documenting 

patient health 

risks

WellSpan 
physician
s closed

92%
of patient 
health 
risk gaps

Industry leading pop health:

• Data analytics

• Care management

• Continuing care & home 
health

• Network administration

• Regulatory expertise

WellSpan Provider Network Snapshot 

9 WellSpan Hospitals
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Covered Lives

MLR = Medical Loss Ratio

VBC Roster # of Lives 
(as of 9/30/25) % with WMG PCP % with WPN WMG 

MSSP (WellSpan Health Medicare Shared Savings Program) 56,547 71.7% 8.3%

WSHP (WellSpan Health Plan) 41,088 61.5% 5.8%

Aetna MA (WSH Aetna Medicare Advantage) 22,814 91.0% 1.2%

CBC Commercial (WSH Capital Blue Cross Commercial) 38,163 81.3% 3.2%

CBC Joint (WSH Capital Blue Cross Joint Product) 11,057 49.9% 4.5%

Highmark MA (WSH Highmark Medicare Advantage) 51,944 94.1% 2.3%

Highmark Commercial (WSH Highmark Commercial) 15,656 91.3% 1.5%

Highmark WholeCare (WSH Wholecare Medicaid Risk) 40,946 74.9% 5.8%
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WellSpan’s Medicare ACO in 2024: Leading in Value Based Care

Quality

WellSpan’s 

Medicare ACO 

quality score of 

82.17%.

Attribution

We successfully grew our 

Medicare ACO population.

Our ACO is the 39th largest 

ACO nationally. 

Cost & 

Utilization

Our ACO produced 

$36,839,858 total 

savings.
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Expenditures
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Bending the Cost Curve

• WellSpan’s Medicare ACO total costs of care 

remain less than the 2nd quarter of CY 2024.

• These are pure, non-risk adjusted costs

• This is remarkable progress in WellSpan’s 

leadership in value-based care. 

• We achieved this through:

• Partnership of service lines with 

Population Health to identify wasteful 

spending through development of 

evidence-based care pathways for 

common conditions

• Improved ambulatory triaging protocols 

by the nurse triage call center

• Robust partnerships with internal service 

lines and external independent partners

*source: CMS quarterly Expenditure & Utilization reports
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WellSpan Total Costs of Care Work is Paying Off

Post Acute Inpatient Rehab

Although we still lead our region in post acute inpatient rehab 

spending, we continue to make notable reductions. Whereas 

prior to COVID we spent 3 times the national average here, 

we are now at 1.77 times the national average. 

When Rehab and skilled nursing facility costs are combined, 

we now perform slightly better than the ACO national 

average.

Emergency Department Visits

Our recent TCOC emergency department work has led to 

significant improvement in reducing avoidable ED 

utilization. 

Through the last 3 years our emergency department 

utilization has improved relative to the national average by 

2.5%.
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Keys to our Success
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Robust partnerships internally and externally

•Service line integration

•Practice engagement

Data democratization

Culture of “Working As One”

Innovation

•Genomics

•AI

Physician leadership

Support for cost of care reduction at all levels of Executive leadership

•Systemwide annual goal

•Current focus areas

•ED Utilization

•CHF / COPD / Dementia

•Appropriate Inpatient Rehab Referrals

•Enhancing Palliative and Hospice Care

•Evidence-based disease pathways
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Questions?
Timothy L. Switaj, MD, MBA, MHA

 tswitaj@wellspan.org

 201-819-2326
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NAACOS Fall Meeting: Oct. 9, 2025 

Nebraska Health 
Network



Partnered to create an 

ACCOUNTABLE CARE 

ORGANIZATION

The Nebraska Health Network includes:

8 Hospitals

181 Clinics 

More than 3,200 physicians and 

advanced practice providers
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2025 Value-Based Contracts

219k
TOTAL LIVES

Commercial 
Group

Blue Cross Blue Shield ACO 71,300

UHC ACO 34,340

Aetna 10,910

Medica 1,550

NFM 1,250

54%

Commercial 
Individual Nebraska Total Care Ambetter 17,212

Medica IFP Elevate 7,274
11%

Medicaid Nebraska Total Care 10,788

UHC 7,276
8%

Medicare

MSSP 38,500

UHC MA 13,602

Aetna MA 6,829

Blue Cross MA 1,800

NTC Wellcare 398

26%



Data Supporting 
Performance



21

Data Workflow

DATA ELEMENTS

DATA OUTCOMES

Collect and analyze 
demographic, EHR and 

claims data to 
understand/identify:

• Population Health Trends

• At-risk Individuals
• Utilization Trends

• Cost-saving opportunities

PAYER FEEDS
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NHN Core Quality Measures

• Common measures shared across all value-based contracts approved by 
VBPAC

• Selected based on clinical relevance, network-wide priorities and 
frequency of measures in value-based contracts

• Goal: Increase visibility of patient health across populations enabling us 
to proactively identify opportunities to enhance the care we provide.

SCREENINGS

IMMUNIZATIONS

DISEASE MANAGEMENT

MEDICATION

UTILIZATION
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Sample Reporting: Core Quality Dashboard

NHN Total
Physicians Clinic

Ne Medicine
Community
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Clinic Level Performance

• Shared savings and quality 
payments earned YTD

• Attribution by value-based care 
contract

• Quality performance at NPI level

• Gap closure rate by strategic priority



Partnerships and 
Collaboration
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NHN Patients with Documented Social 
Determinants of Health

Based on an analysis of 200,000 patients in NHN value-based contracts 
including commercial, Medicare and Medicaid from Nov. 2021 to Oct. 2022.
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Addressing Health Equity
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Primary Care Proactive 
Social Drivers of Health Screening Workflow

If the patient screens positive 
and wants assistance 

(excluding IPS), there is an 
automatic referral to a 

Community Service Navigator

Prior to an Annual 
appointment, all patients 18 

years+ are screened for 
Social Drivers of Health

The Community Service Navigator receives referrals 
to address barriers and prevent admissions, helping 

reduce the administrative burden on the primary care 
team 

AW
V

HC
M

If the patient screens positive for Interpersonal 
Safety, the provider partners with the patient 

to develop care plan, referral to PCMH Social 
Work or Forensic Nurse Team
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Community Relay

• Free, online platform that connects 
users with free, or reduced-cost local 
programs and services

• Powered by the national Findhelp 
directory

• Used internally by clinicians and 
CHWs to manage patients’ SDoH 
and health equity needs

• Promoted in the community as a free 
resource and way to connect with 
individuals in need who are not 
utilizing our health care services

Sample Community Outreach Campaign
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Encouraging Providers to Utilize Z codes

• Z codes are ICD-10 Codes Z55 to 
Z65 that give details for Social 
Determinants of Health (SDoH)

• Including Z codes in patient 
record helps holistically address 
patient’s needs

Laminated pocket cards help providers 

quickly identify and document common Z 

codes.
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Nebraska Sample Medicaid Partner Data
DHHS Template Refreshed Data Jan 2023-Nov 2024 

Summary: 
The average annual cost of care for Medicaid Partner 

A patients with a documented Z-code is typically 
more than twice the cost of care compared to 

patients without a documented Z-code

$17,565.14 

$19,393.10 

$5,831.24 $5,721.83 

 $-

 $5,000.00

 $10,000.00

 $15,000.00

 $20,000.00

 $25,000.00

Jan 2023 - Dec 2023 Nov 2023 - Nov 2024

Average Annual Cost of Care

Average Annual Cost of Care for Members
with a Z-code

Average Annual Cost of Care for Members
without a Z-code



Performance 
Outcomes
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Strategic Priorities

NHN Core Quality 
Measures

Medicare Annual 
Wellness Visits

Medical Risk 
Adjustment

Post-Acute Care

Health Equity

Focused on 13 quality measures to ensure clinical performance in 

screenings, immunizations, disease management, medications and 

utilization.

Focused on increasing the quality completion of AWVs with Medicare 

beneficiaries. 

Target: 80% completion rate

Our MRA strategy encourages accurate coding and documentation to 

reflect patient complexity and optimize reimbursement.

Target: 82.5% cHCC recapture rate

Our PAC strategy optimizes patient outcomes by providing oversight 

throughout the care continuum including post-acute, SNF and home 

health.  

We help advance the vision that all people can attain the highest level of 

health and wellness..
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Key Highlights

Medical Risk Adjustment

Increased chronic HCC 
recapture rate from 74% in 
2017 to 84.85% in 2024.

Post-Acute Care

Developed a preferred 
SNF network helping to 
achieve 9% per capita 

SNF cost reduction from 
2022 to 2024

Medicare Annual 
Wellness Visits

Increased completion 
rate from 20% in 2016 

to 83% in 2024 
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National Benchmarking Cohort

Cohort Selection Criteria

• Risk-Bearing Contract

• Experience/level in MSSP

• Number of beneficiaries

• PCP-to-Specialist Ratio

• Regional ACOs

Markets Served
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Example: SNF Utilization Rate/K 2024

ACOs Ordered 

by Total Savings 

Per Beneficiary.

45
Average Rate



NebraskaHealthNetwork.com



Jefferson Health: Advancing 
Excellence in Value-Based Care
Innovative approaches improving patient outcomes and 
efficiency



Who Are We 



Who Are We 



• Serving rural and urban 
populations across Pennsylvania 
and New Jersey

• 700+ Total sites of care

• 150+ Primary care sites 

• NCI-designated Sidney Kimmel 
Comprehensive Cancer Center 
is one of 57 comprehensive 
cancer centers nationwide

• Level 1 trauma centers 

Jefferson Health Footprint



Commercial (371K)

Medicaid (224K)

Medicare FFS/ACO (87K)

Medicare Advantage (78K) 

Jefferson- Value-Based Care Landscape

50+
Value Based 
Arrangements

757,000
Lives in Value 

Based 
Arrangements*

2 Billion
Managed Premium 
Dollars

Lines of Business

44



Jefferson’s Value-Based Commitment

Scale and Diversity

Jefferson manages nearly 750,000 lives across Medicare, 

Medicaid, and commercial lines, showcasing broad reach and 

capability.

Value-Based Revenue Growth

Post-COVID-19, Jefferson achieved $180 million in value-based 
revenue, demonstrating resilience and strategic growth.

Risk-Based Care Models

Jefferson operates three MSSP ACOs and participates in full or 
downside risk arrangements in commercial, Medicare, and 
Medicaid lines of business.

Enterprise-Wide Commitment

The organization’s enterprise-wide approach highlights 
dedication to value creation and innovation in health and 
education.



Overview

Associated with Jefferson’s safety net hospitals serving a 25% Black, Indigenous, and 
People of Color (BIPOC) population.

Covers approximately 30,000 beneficiaries.

Performance Highlights

Had not achieved shared savings since 2020; now expecting over $4 million in shared 
savings for CY 2024.

Primary care visits per 1000 increased from 9,106 to 10,580 (2021–2023).

ED visits per 1000 reduced from 717 to 680 (2021–2023).

Inpatient visits per 1000 reduced from 300 to 257 (2022–2025).

Quality Improvements

Hemoglobin A1c (HbA1c) Poor Control (>9%) improved from 19.60% to 14.70% (2021–
2023).

Colorectal Cancer Screening improved from 68.70% to 75.10% (2021–2023).

Breast Cancer Screening improved from 76.50% to 78.70% (2021–2023).

Controlling High Blood Pressure improved from 65.10% to 76.60% (2021–2023).

Screening for Depression and Follow-Up Plan improved from 79.40% to 91.20% (2021–
2023).

Jefferson’s Einstein Care Partners MSSP ACO Performance



ECP MSSP ACO Performance Highlights



Metric 2021 2023

Primary Care Visits/1000 9106 10580

ED Visits/1000 717 680

Diabetes: Hemoglobin A1c (HbA1c) Poor 

Control (>9%)
19.56% 14.74%

Colorectal Cancer Screening 68.74% 75.10%

Breast Cancer Screening 76.50% 78.70%

Controlling High Blood Pressure 65.10% 76.60%

Screening for Depression and Follow-Up 

Plan
79.40% 91.20%

Einstein Care Partners MSSP ACO Performance Highlights



Team Based Care- Responsibilities   

Care 

Coordination

TOC

LCM
CCM

RPM

Chronic 
Condition 

Quality/ Engagement

Quality Care Gaps

• HEDIS
• STARS

• eCQM

• Pediatric 
Measures

• VB contracts
Campaigns

Retinal Eye Program

Practice 
Transformation

• Workflow 
Optimization

• PDSA

Ambulatory Pharmacist

Medication Adherence

Medication Management
• Refill 

Conversion 

 
Chronic Condition Mgt

Collaborative Care 
Opioid Stewardship  

 

Social Services

HRSN Screening 

Referrals SW 
Insurance Navigation

Community Based 

Programs 
CHW buddies 

 



Accountability Tracking- Payer  Program View  



Accountability Tracking – ACO TCOC Performance 



Accountability Tracking – Team Report Out 



Quality Scorecard- Trend to Goal

CURRENT 

June 30th



Multi Payer Portfolio – ACOs/ CINs 

ACO Payer Arrangements 

MSSP

United 

Aetna 

Humana 

Cigna 

CIN/PHO Contracted Payer Arrangements 

Independence Blue Cross 

Keystone First

UPMC 

Cigna 

Aetna 

Humana  

Jefferson Health Plan 

Highmark 

Capital 

United Medicare

 



Risk Arrangement Management

Jefferson Health successfully manages over 100,000 lives through 
its commercial and Medicare Advantage risk arrangements.

Financial Performance

The organization earned more than $50 million in cumulative 
payouts for 2023 and 2024 performance years.

Quality Improvements

Improvements include a 4% rise in colorectal cancer screening 
and an 11% betterment in blood pressure control.

Patient Therapy Advances

Improved statin therapy for patients with diabetes by 2% points, 
exemplifying enhanced patient care outcomes.

Commercial & Medicare Advantage Success



Risk Arrangement Management

Jefferson has risk agreements for over 100,000 Medicaid members.

Collaborative Care Approach

Jefferson population health in collaboration with primary care and our 
Jefferson Collaborative for Health Equity implemented specific 
strategies utilizing pharmacy, on site wellness days and community 
health worker support to improve quality for this population. 

Improved Health Metrics

Key health indicators improved including asthma medication ratio by 
3%, A1c control by 5% and controlling high blood pressure 9% points.

Focus on Developmental Screening

Developmental screening rates increased by 20%, highlighting focus on 
early health assessments.

Commitment to Equity

Initiatives reflect Jefferson Health’s dedication to equity and 
innovation for vulnerable Medicaid populations.

Medicaid Population Strategies



Annual Wellness Visit Program

Jefferson Primary Care has improved overall care for older adults 
through its commitment to Annual Wellness Visits. 

The Jefferson Medical Group implemented a nurse-driven AWV program 
to increase access and engagement.

Improved AWV visits by 5 percentage points, adding 8,800 visits in FY25.

Social Needs Screening & Support

Jefferson Health implemented universal Health-Related Social Needs 
screening in 2023

Improved screening rates by 10 percentage points and reaching over 1 
million patients by 2025.

Comprehensive care teams including social workers and community 
health workers support Jefferson Primary Care in addressing identified 
needs.

Annual Wellness Visits & Social Needs Screening



Patient Engagement via Texting

Rx Health platform is utilized to engage patients in preventative 
care and annual wellness visits, sending over 47,000 messages 

annually to enhance patient communication and engagement.

Behavioral Science Application

Nudge style texting is a more effective way to engage patients with 

tailored language. 

Jefferson has formed a “Nudge Steering Group” to utilize the most 
effective techniques and language for campaigns like influenza 

vaccination. 

Improved Wellness Visits

The platform has driven a 5% increase in Annual Wellness Visits 
within the medical group.

Technology-Driven Practice Improvements

Jefferson Health’s innovative use of technology supports better 

patient engagement and practice enhancements.

Rx Health Texting Platform



Portal Messaging 

Pts. not seen in 

last 12 months



Mailer Campaign- Never been Seen Patients



Overview

Jefferson utilizes Epic as its EMR and care management solution.

Epic Payer Platform

Implemented Epic’s newest offering to reduce manual data 
submissions and improve value based contract metrics.

Improves interoperability with Payors and allows for more efficient 

sharing of EMR data, reducing reliance on claims information and 

manual data feeds.

Efficiency Gains

Reduces lag time and allows reallocation of resources to patients 
with true gaps in care.

Epic Payer Platform & Data Efficiency



Post-Acute Care Network & Bamboo Technology

Overview

Jefferson formed a high-performing network of post-acute 
facilities in 2023.

Technology Integration

Includes monitoring, site visits, data exchange, and 
collaborative care coordination.

Results

Reduced SNF admissions from 58/1000 to 46/1000 over two 
years.

Bamboo Technology

Post acute facility connections can often be limited for care 
coordinators.
Jefferson has implemented Bamboo technology to get real time 
alerts to post acute care managers facilitating improved 
transitions of care and patient engagement when patients need 
post acute care
Nearly 100 preferred and participating facilities participate 
with Jefferson via an “ACO Flag” that makes it easy for them to 
see when ACO patients are onsite.



Community Health Collaborative and CHW Academy

Community Health Collaborative 
Partnering with community to solve the most pressing challenges across Pennsylvania, Delaware, and New Jersey. 

Through its Community Health Collaborative, Jefferson coordinates efforts with local organizations, public health agencies, non-profits, 

and faith communities.

Leverages resources from Jefferson Health, Jefferson Health Plans, and Thomas Jefferson University, and Sidney Kimmel Medical  College, 

to address social determinants of health. 

The initiative begins with community needs assessments and develops tailored solutions. Impact is measured through improved patient 

outcomes and healthier communities.

CHW Academy Training

Jefferson Population Health collaborates with the Community Health Collaborative to operate the CHW Academy.

The academy provides trainees with exposure to population health strategies and prepares them to serve Jefferson’s diverse 

patient populations.

The Academy functions as a workforce development pipeline, equipping CHWs with the skills needed to support care 

coordination and community-based interventions.

Impactful Health Programs

Programs like Blood Pressure Buddy utilizes CHWs to engage patients in hypertension control.

The program has been successful in enrolling over 150+ patients who RN care managers have previously not been able to 

engage in monitoring and primary care visits.



Health Mentors Program

A 20-year partnership where 230 community members participate 

annually as Health Mentors to help educate health professions students—

including all Sidney Kimmel Medical College students. The program 

promotes sharing their experiences with chronic health conditions, 

impairments, or disabilities to educate interprofessional groups of 

students on the value of team based, person-centered care through 

home visits and meetings.

JeffHOPE Mobile Health Initiative

Founded in 1991, JeffHOPE engages 200+ medical students and 50 

residents annually to provide over 5,000 patient visits at four homeless 

shelters and one needle exchange site. The initiative exemplifies 

culturally responsive care and community-guided wellness.

Cancer Screening Mobile Unit

Jefferson’s mobile health initiatives partner with trusted nonprofits and 

businesses to address community-identified barriers. The Sidney Kimmel 

Cancer Center Mobile Screening Unit has delivered cancer screenings to 

over 3,000 underserved patients.

Health Mentors Program and Mobile Health Initiatives



In Summary

Jefferson Health remains steadfast in its commitment to value-based care across Medicare, Medicaid, and commercial populations.

Innovative programs like the CHW Academy, Blood Pressure Buddy, and JeffHOPE demonstrate measurable impact and community engagement.

Technology-driven solutions, including Epic Payer Platform and Rx Health, enhance care coordination and patient outreach.

Strong partnerships with community organizations, public health agencies, and educational institutions drive equity and culturally responsive 

care.

Jefferson’s integrated approach continues to improve outcomes, reduce costs, and build sustainable pathways to wellness.



Commitment to Equity

Jefferson Health prioritizes equity to ensure fair and 

inclusive healthcare for all populations.

Innovation in Technology

Investment in advanced technology and data analytics 

drives improved healthcare outcomes.

Collaborative Partnerships

Strong community and ACO partnerships enhance value-

based care and cost reduction.

Jefferson’s Commitment to Excellence



JeffersonHealth.org



• Describe your early challenges and 
how you overcame them.

• What’s one thing you’d definitely do 
again and one thing you’d definitely 
do differently?

• What advice would you give to 
organizations just starting their VBC 
journey?

• What are the current challenges 
you’re grappling with today?

• How has your organization’s VBC 
strategy shifted through the years?

68

Panel 
Discussion



Audience Q&A

69

Virtual 
participants – 
use the Whova 
app to submit 
questions!
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