Domain 4 Tool: Specialist Incentive

Development Framework

Purpose: Provide a structured guide for Value-Based Care entities collaborating
with specialists to co-design credible, transparent, and actionable incentive
programs that align specialists with quality outcomes and patient experiences.

Step 1. Define Target Condition or Service Line
Identify areas with high potential for quality improvement and cost savings.

Examples: Cardiology, Orthopedics, Oncology, Behavioral Health, Chronic Disease,
Neurology, Pulmonology

Prompts:
 What condition or specialty area are we targeting?
 What measurable outcomes or savings opportunities exist?
e What population size/volume supports implementation?

Step 2. Select Model Type

Whether considering pay-for-performance or other payment model types such as
bundles, sub-capitation, or population-based specialty care models, designing and
implementing the right incentive structure requires a nuanced understanding of
clinical patterns/care accountabilities, stakeholder roles, and available data.

Key Considerations:

o Nature of specialty care types: longitudinal/chronic conditions, episodic care
Roles of key players: payers, VBC/risk-bearing entities, clinical practices
Incentive program participants: individual clinicians such as specialists or other
physicians, clinical practices, other providers (clinical and/or social care)
Exploring referral patterns across networks
Availability and reliability of cost and quality data

Step 3. Establish Metrics and Data Sources

Translate measurable metrics into performance goals that inform distribution logic.
The chart below includes examples from the Section 1 Toolkit — Specialty
Performance Index measure concepts.
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. Target/ Data Distribution Review
Metric .
Benchmark Source Logic Frequency
Referral > 90%
acceptance rate
Evidence-based > 80%
therapy adherence
<15% (or
30-day readmission specialty
rate specific
target)
[0)
Likelihood = 50% of
patients rate
to Recommend .
. provider 9 or
(specialist-level Net .
10 (“likely to
Promoter Score) "
recommend”)
[Custom [Insert [Insert [Define [Set Review
Metric Name target/bench Data Distribution
. Frequency]
Here] mark] Source] Logic]

Tip: Limit to three-to-five metrics that are actionable and within provider control.

Step 4. Design Incentive Structure

Designing incentive structures requires:
Transparency around source of funds — how funding flow works and savings

are achieved

Clear methodology for distribution logic or allocating resource benefits to

ensure credibility and build trust

Define how specialists will be rewarded for performance. Consider building
incentive programs to include both financial and non-financial incentives
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Financial Incentives:
o Tie bonuses to quality, utilization, and performance measures

Base shared savings distributions on cost, quality improvements, and patient
experience. Metrics could include administrative measures such as meeting
attendance, contributions to pathway development, or practice
transformation

Use PMPM (per member per month) stipends for pathway leadership and
adherence or team-based initiatives

Consider risk pool participation - could account for both upside and
downside risk sharing

Non-Financial Incentives:

Recognize in performance dashboards or internal communications

Create leadership opportunities (e.g., Clinical or Quality Champion)

Reinvest into programs, funding care management, staff training, achieving
economies of scale, easing reporting and administrative burden, or
technology upgrades

Integrate community or social care services

Example: Sample condition reached 85% adherence rate and specialists are
awarded 10% P4P bonus for achieving = 80% adherence on evidence-based
therapy adherence measure.

Step 5. Define Accountability and Governance
Establish roles, responsibilities, and oversight for transparency and trust. Identify
clear incentive program participants.

Role Responsibilities
Specialists, Clinical Lead pathway design and adherence, instill best practices, and promote
Champions peer adherence.

Executive Sponsor

Align with organizational goals, secure leadership buy-in, and sustain
investments. Administrative and clinical leadership included.

Data Lead Maintain dashboards, validate data accuracy, and manage feedback loops.

Payer Partner Align incentives with contractual and shared savings arrangements.

Care Management

Care management executes care transitions plans and ensures prop
staff training, quality of care, and enhanced patient experiences.
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Structure Recommendations:
e Monthly or quarterly review meetings.
e Transparent performance dashboards.
e Documented process for addressing underperformance.

Step 6. Pilot and Iterate
Build trust through small-scale pilots before scaling organization wide.

Pilot Element Details

Start Date

Condition Focus

Incentive Program
Participants (e.g., specialists)

Evaluation Period

Key Metrics

Lessons Learned

SStep 7. Manage Costs and Resource Utilization
Incorporate cost-stewardship principles into incentive design that apply across

specialties, rather than limiting analysis to a single area.

Approaches:

e |dentify areas where resource use can be optimized (e.g. diagnostics,
imaging, therapies).

e Promote adherence to evidence-based guidelines to reduce unnecessary
variation.

e Support shared decision-making between specialists and patients to ensure
care aligns with patient goals.

e Ensure incentive models balance access, quality, and efficiency.
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Step 8. Sustainability and Scalability
Maintain simplicity and enable long-term adoption.

Key considerations:
0 Assess metrics annually based on new data or evidence. Evaluate metrics
alongside specialists and clinical leadership.

0 Monitor savings opportunities, areas for improvement, ROl goals for
organizational sustainability, and incentive structures for distributing funds.

0 Expand successful pilots to additional specialties or populations. Share
benefits of achieving economies of scale.

O Integrate continuous improvement feedback loops that feed into existing
workflows and inform action plans.

0 Maintain payer alignment across incentive contracts where possible.



	Domain 2 Tool: Care Accountability Decision Guide
	Summary Table of Care Accountabilities:
	Care Accountability Type 1 | PCP-Led


	Criteria
	Details
	Context
	A patient receiving routine or ongoing care for a stable condition or preventive health needs. No recent trigger events have occurred, and existing care plans are being followed. The patient is engaged, adherent, and care coordination needs are minimal. Examples include annual wellness visits, urgent care visits, retail, preventative services, etc.
	Recommendation
	PCP-Led
	Rationale
	When a patient’s condition is stable and no specialty-dominant episode or new trigger is present, the primary care physician should maintain full accountability for care coordination. This ensures continuity, preventive focus, and efficient management without unnecessary escalation.
	Engagement and Coordination Approach
	Maintain standard follow-up cadence for preventive or chronic care. Ensure documentation is current, labs and screenings are completed on schedule, and referrals are coordinated as needed. Care manager involvement is minimal unless a new trigger arises.
	Escalated Protocol New issue or increased intensity that requires a higher-touch approach: the care manager increases outreach frequency, confirms barriers to adherence, and facilitates re-engagement with the patient and care team. The care manager adjusts follow-up cadence, updates care plans, and monitors for resolution. Once engagement improves, the case returns to its prior coordination tier.
	Follow-Up Point
	Annually, or sooner if a trigger event occurs (e.g., hospitalization, new diagnosis, treatment change, or evidence of declining engagement).
	Escalated Protocol New issue or decline in patient engagement triggers the need for temporarily intensified coordination. Examples may include missed appointments, poor adherence, new social barriers, or emerging gaps in communication across providers.
	When engagement, communication, or system barriers jeopardize continuity, accountability should not shift, but the intensity of coordination should increase until stability is restored. The goal is to proactively address issues that could otherwise escalate into acute events or care fragmentation.
	Care Accountability Type 2 | Specialist-Led (Episodic Care)


	Criteria
	Details
	Context
	A patient experiences a trigger event requiring short-term, condition-specific intervention (e.g., acute hospitalization, new treatment episode, or transition to home or post-acute care). A specialty clinician assumes the lead for clinical decision-making and coordination for a period of time during treatment. Examples include surgeries (e.g., general, GI, orthopedic, cardiac, etc.).
	Recommendation
	Specialist-Led (Episodic Care)
	Rationale
	During periods of acute or high-intensity care, the specialist is responsible for the triggering event, while the PCP is still point for underlying/ongoing health monitoring. For the duration of the episodic event, specialists ensure timely decision-making and continuity across care settings. The PCP remains engaged in a consultative or supportive capacity until the episode stabilizes.
	Engagement and Coordination Approach
	The specialist leads coordination during the acute or post-acute phase. The care manager facilitates communication among the specialist, PCP, and patient; ensures follow-up planning; and monitors for stability. The PCP and specialist ensure clearly defined hand-off processes for seamless transitions. The PCP is informed of progress and re-engages as discharge or transition approaches.
	Follow-Up Point
	Within seven to 30 days of stabilization, discharge, or resolution of the acute episode to determine whether accountability should return to the PCP or shift to a shared model. Any disease progression or new issue should follow escalated protocols.
	Care Accountability Type 3 | Specialist-Led (Longitudinal)


	Criteria
	Details
	Context
	A patient requires continuous management of a condition or set of needs that fall primarily within a specialty domain. The episode is not short term, the specialist directs ongoing treatment, and the patient routinely engages with that specialty team for primary management. Examples include chronic care management where repeated encounters with clinicians are tied to clinical conditions.
	Recommendation
	Specialist-Led (Longitudinal)
	Rationale
	When care is specialty-dominant and long-term (e.g., therapies, procedures, or disease monitoring that remain under specialty oversight), accountability should remain with the specialist to ensure consistency and outcome tracking. The PCP stays involved in a supportive role for preventive and general health maintenance.
	Engagement and Coordination Approach
	The specialist leads all aspects of treatment planning and coordination across ancillary services. The PCP maintains periodic check-ins to monitor general health and address comorbidities. The care manager supports communication, shared documentation, and ensures the patient’s broader health needs are not overlooked.
	Follow-Up Point
	Every 90 days or when treatment plans change, the patient transitions to a different phase of care, or there is a shift in engagement or clinical complexity that may warrant shared or PCP-led accountability.
	Care Accountability Type 4 | Shared Accountability (PCP + Specialist)


	Criteria
	Details
	Context
	A patient has multiple ongoing conditions or care needs that require active involvement from both a PCP and one or more specialists. Neither role independently encompasses full accountability, and coordination between the two is essential to ensure alignment across care plans. Examples can also include diagnostics, screening/testing, certain diagnostic procedures, and consultations, where shared communication between PCP and specialists ensure patient access and early clinical interventions.
	Recommendation
	Shared Accountability (PCP + Specialist)
	Rationale
	Shared accountability ensures that both general and condition-specific care are addressed when patient needs overlap domains. This model prevents gaps, duplication, or conflicting recommendations and establishes mutual responsibility for communication and care outcomes.
	Once the condition stabilizes and no longer requires intensive specialty oversight, returning accountability to the PCP promotes continuity, cost-effective management, and holistic patient monitoring. This transition also ensures that specialty care becomes consultative rather than directive.
	Engagement and Coordination Approach
	The PCP and specialist jointly develop a coordinated plan of care, clarify who leads on specific elements, and document shared goals. The care manager facilitates regular updates between teams, ensures care plans are synced in the electronic health record, and monitors patient engagement and follow-through.
	The specialist and PCP communicate directly to confirm readiness for transition, summarize care provided, and align on follow-up plans. The care manager ensures documentation is updated, patient understanding is confirmed, and any outstanding referrals or lab work are completed prior to the handoff.
	Follow-Up Point
	Every 60-90 days, or when there is a change in condition severity, engagement, or care complexity that may shift the balance toward either PCP-led or specialist-led accountability.
	Care Accountability Type 5 |  Interim Care Manager/Care Navigator/Intake Coordinator


	Criteria
	Details
	Context
	A patient does not have an established PCP or consistent care relationship. They may be new to the system, recently discharged, or in a transitional period following a trigger event. To prevent gaps in care, a care manager or intake coordinator temporarily assumes responsibility for coordination and follow-up. Examples are particularly relevant and important when applied to patient outreach activities, screenings, and transitions from clinical to home, community, and social care.
	Recommendation
	Interim Care Manager/Care Navigator/Intake Coordinator
	Rationale
	Assigning a short-term accountable clinician ensures that patients without a PCP still receive guided navigation, timely follow-up, and access to services. This prevents loss to follow-up and helps the patient connect to a sustainable, long-term care management relationship.
	Engagement and Coordination Approach
	The care manager or intake coordinator conducts a rapid needs assessment, confirms contact information, and screens for acute or chronic issues. They facilitate linkage to an appropriate PCP or ongoing care team, educate the patient on the value of continuous primary care, and document all coordination activities.
	Follow-Up Point
	Within 30-45 days to confirm successful PCP assignment. If no PCP is secured, the care manager continues as interim care navigator and reassesses every 90 days until stable linkage is achieved.

	Domain 3 Tool: Specialist Alignment Planning Worksheet
	Purpose: A streamlined worksheet to help value-based care (VBC) entities identify priority specialties, clarify engagement goals, and outline next steps for improving referral alignment and collaboration between primary care physicians and specialists.
	Use this worksheet to assess current referral practices, identify barriers, and capture actionable opportunities for improved coordination and network optimization. It can inform discussions with clinical, network, or contracting teams and serve as a living document for tracking progress.
	Guiding Considerations for Each Column
	Specialty Area Focus on high-impact service lines (e.g., oncology, cardiology, orthopedics, behavioral health, neurology). Consider both urban and rural perspectives to ensure network adequacy and equitable access.


	Problem / Goal Statement Think about what you are trying to solve for or achieve. Define the key issue or objective for engagement, such as:
	Long wait times for appointments
	Fragmented communication between PCPs and specialists
	Lack of data transparency on outcomes or costs
	Underuse of high-value specialists
	Current Referral Approach Document how referrals occur today (e.g., self-referral vs. PCP-directed; open vs. narrow network).
	Are referrals patient-driven or PCP-directed?
	Are dashboards, analytics, market analysis used?
	Are there feedback loops for closed communication between PCPs and specialists?
	Current Degree of Engagement Describe the current relationship with the specialty:
	Strong: Active collaboration, data sharing, pathway participation
	Moderate: Periodic coordination, limited consistency
	Limited: Minimal structured engagement
	Barriers / Challenges Note what prevents improvement. Common barriers include:
	Entrenched referral habits or loyalty patterns
	Network or benefit design restrictions
	Variability in access (urban vs. rural)
	Lack of peer-validated data
	Limited incentives for PCPs or specialists to change behavior
	Opportunities / Potential Impact Describe measurable benefits of stronger alignment and what overall improvements could better specialist alignment achieve:
	Improved timeliness and access
	Increased referrals to high-value specialists
	Reduced leakage or unnecessary utilization
	Cost savings (Placeholder if not yet quantified)
	Improved patient satisfaction or continuity of care
	Next Steps  Identify clear, actionable next steps, such as:
	Schedule a joint meeting or listening session
	Share referral analytics or dashboard data
	Align on referral criteria
	Pilot a condition-specific referral pathway
	Engage payer partners in reviewing benefit design barriers

	Category
	Top Findings / Notes
	Priority Specialist
	Common Barrier
	High-Value Opportunities
	Recommended Next Steps (30-90 Days)
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	Prompts:
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	Metric
	Target/ Benchmark
	Data Source
	Distribution Logic
	Review Frequency
	[Custom   Metric Name Here]
	[Insert target/benchmark]



	[Insert Data Source]
	[Define Distribution Logic]
	[Set Review Frequency]
	Tip: Limit to three-to-five metrics that are actionable and within provider control.
	Step 4. Design Incentive Structure Designing incentive structures requires:
	Transparency around source of funds – how funding flow works and savings are achieved
	Clear methodology for distribution logic or allocating resource benefits to ensure credibility and build trust
	Define how specialists will be rewarded for performance. Consider building incentive programs to include both financial and non-financial incentives
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	Financial Incentives:
	Tie bonuses to quality, utilization, and performance measures
	Base shared savings distributions on cost, quality improvements, and patient experience. Metrics could include administrative measures such as meeting attendance, contributions to pathway development, or practice transformation
	Use PMPM (per member per month) stipends for pathway leadership and adherence or team-based initiatives
	Consider risk pool participation – could account for both upside and downside risk sharing

	Non-Financial Incentives:
	Recognize in performance dashboards or internal communications
	Create leadership opportunities (e.g., Clinical or Quality Champion)
	Reinvest into programs, funding care management, staff training, achieving economies of scale, easing reporting and administrative burden, or technology upgrades
	Integrate community or social care services
	Example: Sample condition reached 85% adherence rate and specialists are awarded 10% P4P bonus for achieving ≥ 80% adherence on evidence-based therapy adherence measure.
	Step 5. Define Accountability and Governance Establish roles, responsibilities, and oversight for transparency and trust. Identify clear incentive program participants.
	Role
	Responsibilities
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	Structure Recommendations:
	Monthly or quarterly review meetings.
	Transparent performance dashboards.
	Documented process for addressing underperformance.
	Step 6. Pilot and Iterate Build trust through small-scale pilots before scaling organization wide.
	Pilot Element
	Details

	SStep 7. Manage Costs and Resource Utilization Incorporate cost-stewardship principles into incentive design that apply across specialties, rather than limiting analysis to a single area.

	Approaches:
	Identify areas where resource use can be optimized (e.g., diagnostics, imaging, therapies).
	Promote adherence to evidence-based guidelines to reduce unnecessary variation.
	Support shared decision-making between specialists and patients to ensure care aligns with patient goals.
	Ensure incentive models balance access, quality, and efficiency.
	Step 8. Sustainability and Scalability Maintain simplicity and enable long-term adoption.

	Key considerations:
	☐ Assess metrics annually based on new data or evidence. Evaluate metrics alongside specialists and clinical leadership.
	☐ Monitor savings opportunities, areas for improvement, ROI goals for organizational sustainability, and incentive structures for distributing funds.
	☐ Expand successful pilots to additional specialties or populations. Share benefits of achieving economies of scale.
	☐ Integrate continuous improvement feedback loops that feed into existing workflows and inform action plans.
	☐ Maintain payer alignment across incentive contracts where possible.




