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Le ve ra g ing  ACO Infra s t ruc tu re

Pop u la t ion He a lth  Ma na g e m e nt  is  a n  ite ra t ive  p roce ss , 
im p rove m e nt  in  ove ra ll p e rform a nce  is  d e p e nd e nt  up on how 

q u ickly the  c rit ica l succe ss  fa c tors  ca n b e  a d d re sse d  a nd  
re p lica te d  a c ross  the  e nt ire  org a niza t ion. Tod a y we  will le a rn  

from  le a d ing  he a lthca re  org a niza t ions  on how the y a re  
le ve ra g ing  the ir ACO infra s t ruc tu re  to  e xp e d ite  va lue -b a se d  

succe ss  a c ross  a ll p op u la t ions  a nd  line s  of b us ine ss .



Form a t

90 MINUTE SESSION EACH SPEAKER WILL 
PRESENT FOR 20-25  

MINUTES

QUESTIONS WILL BE 
TAKEN AFTER THE  

LAST SPEAKERS 
FINISHES



Pre se nta t ion Ord e r

Dr. Da nie l 
Ellio t t  a nd  Dr. 
Rose  Ka koza

Dr. Ma rk 
Gwynne  

Dr. Ca rrie  
Ne lson



Mod e ra tor

Anthony “Tony” Re e d

• Vice  Pre sid e nt  of Pop ula t ion He a lth Ope ra t ions 
a t  Christ ianaCare

• 2nd  Te rm NAACOS Board  of Dire c tor

• 24 ye a rs of work in he a lth  ca re  ind ustry (he a lth  
ca re  d e live ry, he a lth  insurance  a nd  m e d ica l 
d e vice m anufac turing )



Sp e a ke rs

Danie l Elliot t , M.D., MSCE, FACP 
FAAP

• Exe cu t ive  Dire c tor of the  e Brig htHe a lth  
Accounta b le  Ca re  Org a niza t ion, a nd  Se nior 
Me d ica l Dire c tor for Va lue -Ba se d  Prog ra m s 
a nd  Ne twork Pe rform a nce  a t  Chris t ia na Ca re .

• In  a d d it ion to  his  work with  EBH ACO a nd  
Chris t ia na Ca re , Dr. Ellio t t  c a re s  for p a t ie nts  a s  
a  p rim a ry ca re  p hysic ia n a nd  is  cu rre nt ly the  
Gove rnor of the  De la wa re  Cha p te r of the  
Am e rica n Colle g e  of Physic ia ns .

Rose  Ka koza , MD, MPH 

• Se nior Clinica l Ne twork Dire c tor for 
Pop u la t ion He a lth  a nd  Me d ica l Dire c tor for 
the  he a lth  sys te m ’s  Me d ica id  Accounta b le  
Ca re   Org a niza t ion a t  Chris t ia na Ca re .  

• Dr. Ka koza  is  p a ss iona te  a b ou t  cu lt iva t ing  
he a lth  e q u ity a nd  a d voca t ing  for he a lth  p olicy 
tha t  a d d re sse s  s t ruc tu ra l b a rrie rs  fa c ing  
und e rse rve d  p op u la t ions



Sp e a ke rs
Mark Gwynne , DO

• Pre s id e nt  a nd  Exe cu t ive  Me d ica l Dire c tor for 
UNC He a lth  Allia nce , Unive rs ity of North  
Ca rolina 's  Clinica lly Inte g ra te d  Ne twork, Ne xt  
Ge ne ra t ion ACO a nd  Pop u la t ion He a lth  
Se rvice s  Org a niza t ion

• Dr. Gwynne  is  a  c lin ic ia n e d uca tor a nd  
a d m inis t ra tor with  m ore  tha n 15 ye a rs  of 
fa cu lty e xp e rie nce  te a ching  inte rd isc ip lina ry 
le a rne rs  a nd  d e ve lop ing  the  ne xt  g e ne ra t ion of 
ca re  te a m s. He  is  m iss ion-d rive n a nd  
com m it te d  to  e nsuring  the  hig he s t  q ua lity of 
ca re  is  d e live re d  to  a ll p a t ie nts , p a rt icu la rly 
those  m ost  vu lne ra b le  to  p oor ou tcom e s.



Sp e a ke rs

Ca rrie  Ne lson, M.D., M.S., FAAFP

• Syste m  vice  p re s id e nt  a nd  CMO for p op u la t ion 
he a lth  a nd  he a lth  ou tcom e s a t  Ad voca te  
Aurora  He a lth .

• Dr. Ne lson’s  sys te m wid e  re sp onsib ilit ie s  
inc lud e  p a t ie nt  sa fe ty, he a lth  ou tcom e s a nd  
risk m a na g e m e nt  in  a d d it ion to  p op u la t ion 
he a lth  a c ross  Ad voca te  Aurora  He a lth’s  400-
m ile  footp rint . For p op u la t ion he a lth , she  
focuse s  on the  c lin ica l p rog ra m s to  d rive  
re su lt s  in  va lue -b a se d  ca re .
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Le ve ra g ing  ACO Infra s t ruc tu re

Pop u la t ion He a lth  Ma na g e m e nt  is  a n  ite ra t ive  
p roce ss , im p rove m e nt  in  ove ra ll p e rform a nce  is  

d e p e nd e nt  up on how q u ickly the  c rit ica l 
succe ss  fa c tors  ca n b e  a d d re sse d  a nd  

re p lica te d  a c ross  the  e nt ire  org a niza t ion. 
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Population Health Journey 
Commercial

Medicaid

Medicare Advantage 

Medicare ACO

Core Pop Health 
Functions for all 

Patients (as able)

Contract/LOB Count
Employees/Dependents ~20K
eBrightHealth ACO ~43K
Medicare Advantage ~2K
Medicaid ~23K
Commercial Full Risk ~3K



13

 MSSP Participant since 2016

 Basic Track Level C (to E in 2022)

 4 Health Systems, 5 private practices, 2 
FQHCs

 > 1500 Primary and Specialty Care 
Clinicians

 ~43K Beneficiaries

Who We Are Performance
 2016-2019: > $18 M generated savings 

 2020 –

 19.4M generated Savings 

 9.6M Shared Savings

 98.75% Quality Score 
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Our 
Approach

Changing our 
Systems of 
Care across 
Ambulatory, 
Acute, and 

Post-Acute to 
Drive Value

Goals and 
Measurement

Key Actions
“Our 

Gameplan”

Collaboration 
and 

Leadership 
Engagement

Accountability 
and Best 
Practice 
Sharing

Practice 
Engagement 

Tactical 
Support

(PI, HCC, 
Quality)
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Tackling the System…



PCP 
Panel Management 

Coding and 
Documentation

Wellness & Prevention

Quality Documentation

Transitions of Care

Care Coordination

Palliative Care

Practice-Level 
Performance Review

Ambulatory-Sensitive 
Hospitalization Review

Acute

ED Assessment 

Standardize Discharge 
Approach

Transitional Plan with 
PCP

Daily CareVio Care 
Coordination Review

Readmission Reviews

PAC

Weekly CareVio calls

Health System meeting 
with PAC/SNFs

Specialist

Standard approach to 
common conditions

Ensure PCP engagement 
at every visit

Pro-active PCP support

Connect to PCP and 
CareVio resources

ACO/Pop Health 
Key Actions
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The Fundamentals…PCP 
Panel Management 

Coding and 
Documentation

Wellness & Prevention

Quality Documentation

Transitions of Care

Care Coordination

Palliative Care

Practice-Level 
Performance Review

Ambulatory-Sensitive 
Hospitalization Review

Twice a year visit for every Medicare patient

AWV for ALL Medicare patients

Quality capture and documentation

HCC coding for risk capture

TOC visit for EVERY Hospital discharge

TOC eval + visit for EVERY ED discharge

Strong, aligned Care Coordination

GOC conversation for high-risk patients

Performance Review and Learning 



Quality 
Improvement 
Committee

Primary Care 
Engagement Group

Acute Care 
Optimization 
Workgroup

Post-Acute Care 
Optimization 
Workgroup

Quality, PI, and Risk 
Adjustment

Clinical Excellence 
Workgroup

Palliative Care 
Workgroup

Primary Care 
Practice Clinical 

and Quality 
Leaders

Inpatient Clinical, 
UM, and CM from 

each health 
system

Post-Acute 
Care Leader from 

each health 
system

Quality/
Operational 

Leaders

Clinical 
Leadership and 

Clinicians

Struc tu re   Func t ion

Palliative Care 
Clinical Leaders
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Journey of Increasing Accountability

Increasing 
Specificity 
of Goals
(Tier 1-3)

Tightening 
Core 

Functions 
and 

Updated 
Key Actions 

to drive 
progress

Node-Level 
Plan 

Development 
and Board 
Approval

Semi-Annual 
Update and 

Board Report

Performance 
Incentives



Data and Reporting



Care Coordination
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• Alignment with AOP Goals

• Internal Consistency and Accountability

• Governance

• Engagement with Payers and Payor Programs 

oStrategic, Structural, Operational

• Final Common Pathway

oPeople, Process

Building on the Foundation

Commercial

Medicaid

Medicare Advantage 

Medicare ACO

Core Pop Health 
Functions for all 

Patients (as able)
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 Upside/downside risk in Medicaid since 
2019

 Medicaid ACO launched in 2021

 Progress to full risk at year 3

 ChristianaCare Health System

 ~23K Beneficiaries

 30% Pediatric

Who We Are Performance
 CY2019: $2M loss

 CY2020: $5.4M savings



Me d ica id : Hig h Risk Pa t ie nt  Cha ra c te ris t ic s

• Characteristics of high-risk, high cost 
Medicaid patients
• Small percent of patients account for a large percent of 

costs

• High rates of co-occurring behavioral health and 
substance use disorders

• High-risk pregnancy

• Significant social determinants of health as barriers to 
care: housing insecurity, transportation, lack of social 
supports

Frequent 
Acute Care

Poor primary 
care 

engagement

Unmet Social 
Needs & 

Behavioral 
Health 



Ke y Fe a tu re s  of Succe ssfu l Me d ica id  ACOs 

• 4 Key Features of Care Delivery
1. Complex Care Management

• Early financial success dependent on successful 
management of high-cost patients with medical and 
social complexity

2. Integration of Behavioral Health Services
• Essential for successful complex care management

3. Address Social Determinants of Health
• Community health workers/non-traditional providers
• Social service integration

4. Data & Analytic Support for effective care 
coordination and management



PCP 
Panel Management 

Coding and Documentation

Wellness & Prevention 
(Including Pediatrics)

Quality Documentation

Transitions of Care

Care Coordination

Palliative Care

Social Determinants of 
Health

Practice-Level 
Performance Review

Ambulatory-Sensitive 
Hospitalization Review

Acute

ED Assessment 

Standardize 
Discharge Approach

Transitional Plan with 
PCP

Daily CareVio Care 
Coordination Review

Readmission 
Reviews

High Risk Maternity & 
NICU

Integrated Behavioral 
Health

PAC

Weekly CareVio calls

Health System 
meeting with 
PAC/SNFs

Specialist

Standard approach to 
common conditions

Ensure PCP engagement 
at every visit

Pro-active PCP support

Connect to PCP and 
CareVio resources

ACO/Pop Health 
Key Actions



Ca re  Coord ina t ion: Acu te  & Post  Acu te  Ca re

• Expand facility based acute care (inpatient, ED, OB triage, 
NICU) and post acute care coordination huddles to include 
Medicaid

• Deepen acute care collaboration with behavioral health 
facilities

• Integrate social work and community health worker care 
coordination support to identify and manage behavioral 
health and social determinant factors impacting acute care 
discharge planning



Ad va nce d  Dise a se  Ma na g e m e nt  a nd  
Com p re he nsive  Ca se  Ma na g e m e nt

• Integrate high risk maternity and pediatric case management expertise

• Expanded community-based multi-disciplinary CM team with more social work 
support to manage patients with significant medical and behavioral health 
complexity (SPMI, SUDs) where virtual supports are ineffective

• Integrate social work care coordinators focused on patients where utilization and 
cost driven by behavioral health conditions

• Establish community health worker program to focus on patients where social 
determinants are driving cost and utilization



Soc ia l d e te rm ina nts  of He a lth
Scaling duals focused programming:

• Scaling social determinant screening across ambulatory and 
specialty practices

• Community health worker programs embedded in primary care and 
women’s health

• Deepening community partnerships
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Tackling the System…





UNC Health Alliance

Confidential | UNC Internal Use Only

UNC Health Alliance
Leveraging ACO Infrastructure for System Success in Value
Dr. Mark Gwynne
President



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only

UNC Health Strategic Transition to Value-Based Care

2012-2015 system-wide commitment to build our population health infrastructure to support 
enhanced care for patients and providers

Investment in infrastructure to clinically integrate across care settings, contract for new value based 
payment models, and manage the health of populations across geographies

2015-2017 created UNC Health Alliance, our statewide clinically integrated network

2017 launched Next Generation ACO, our first Advanced Alternative Payment Model
2017-2021 expanded risk portfolio to 15 value contracts across market segments + geographies

January 2019 partnered with BCBSNC to offer Blue Home on the government market (ACA) as 
part of Blue Premier, the largest commercial Alternative Payment Model in North Carolina



UNC Health Alliance

Confidential | UNC Internal Use Only
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UNC Health Alliance Statewide Network

• 7,200 providers with more than 2,600 from independent practices
• 1/3 primary care physicians and advanced practice providers
• 2/3 specialty providers, covering 170 specialties & subspecialties
• 13 UNC Health Hospitals and counting …
• 30 SNF’s and Home Health agencies in a preferred network and community-based palliative care

UNC Health’s Clinically Integrated Network (CIN), Accountable Care Organization (ACO), and 
Population Health Services Organization 



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only
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Organized Within UNC Health to Leverage System-ness

Coordinate strategy for Value Based Care across physician entities

Align strategy for value based care and population health with 
hospital partners

Align and coordinate quality initiatives across UNC Health via system 
quality governance

Systemness is the ability of a health system to … progress toward goals, as one
unified organization, because of its scale, not in spite of it … exemplified
by making complex decisions centrally and rapidly, operating consistently, and
achieving superior performance and goals otherwise difficult as individual entities.

- Advisory Board

Health Alliance organizationally aligned to system physician and hospital entities



UNC Health Alliance

Confidential | UNC Internal Use Only
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Success in Value Built on a High Value Network, Strong Foundation of Population Health 
Services, and Strategic Growth of Value Portfolio

A successful care model and operations… … coupled with thoughtful and significant growth



UNC Health Alliance

Confidential | UNC Internal Use Only
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Success in Value Built on a High Value Network, Strong Foundation of Population Health 
Services, and Strategic Growth of Value Portfolio

Over the past two years, the UNCHA Network realized > $100M in new Direct Value Revenue (our portion of 
shared savings and quality incentives) while achieving the highest quality performance across populations

Growing a diverse Value portfolio… … has facilitated rapid improvement in Value



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only

Leveraging ACO Infrastructure Across Populations and Markets

The Network is the chassis 
Alliance of physicians, hospitals, and 
post-acute specialists aligned to improve 
care and reduce cost while optimizing 
health

Services are the engine
Our APM portfolio in addition to clinical and 
operational services, quality improvement, 
finance and analytic support.

Key strategies to advance Population Health and Value across populations and markets
 Care Model and Care Redesign 
 System and Network-wide Data and Analytics
 Community Based Initiatives
 Financial Modeling and Economics of Value
 Provider and Network Engagement



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only

Population Health Care Model and Operations
Introduce and Scale Population Management Strategies

Core Population Health Services
• Clinical Services 

• Administrative Services 

• Analytics and Reporting

• Quality Improvement and Collaboratives

• Risk Stratification

• Population Segmentation

• Electronic Health Record Solutions

• Community Engagement (such as Social 
Determinants of Health (SDOH) interventions)

Core payer agnostic capabilities + Population Specific tactics
With Partnerships across the continuum



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only

Health Alliance’s Care Management Across Populations

Along with targeted interventions, we provide core system care 
management capabilities tied to Value priorities:

 Transitions of Care across UNC Health

 Complex Case Management

 Embedded Case Management within Primary Care Practices

 Embedded Behavioral Health 

 Targeted Pharmacy Solutions

We also resource Value Contracted Populations at the portfolio 
level across contracts and populations:   Data driven resource 
allocation (low, medium, high) based on multiple factors:

 Contract Risk, Population Risk and Impactability
 Population utilization rates, Quality and Community Resource 

needs
 Embedded practice based resource need



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only

Care Model Redesign Across a System

Regional Care Redesign utilizing Geographic Service Areas 
(GSA) with aligned incentives across local providers and facilities

Expected Practices for key high volume and high cost conditions: 
Chest Pain, Low Back Pain, GERD, COPD and others

Care Redesign Department with enterprise priorities 
and operations

Unwarranted Variations in Care



UNC Health Alliance
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Leveraging Quality Performance Measurement and Improvement Across a System: 
Target efforts to meaningful measures and align incentives

Top 20 analysis 
completed twice-a-year

Ultimately, align resources to Quality Improvement Collaborative (Learning Organization)  Primary Care 
Improvement Collaborative (Adult and Pediatrics, + Urgent Care), Cancer Care Quality Collaborative, Independent Provider 

Improvement Collaborative

Quality Improvement
Collaborative Priorities Provider Incentive Plan

Network Value
Revenue Distribution



UNC Health Alliance

Confidential | UNC Internal Use Only

Interactive Value Care Dashboard Across Populations and Contracts
Provider self serve data to access payor agnostic measures and patients at risk

Dashboard Features:
• Key Performance Indicators (KPI): 

Displays performance on key utilization and 
quality indicators by Value contract and Line 
of Business

• Comparison: Allows the user to compare 
performance within a filterable variable (e.g. 
Network, Entity, Practice) on select metrics.

• Patient Lists: Patient level detail 
by practice and provider for 
Admits, Discharges and ED visits.

Provider Comparison Views



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only

Addressing Health Equity: Pivot ACO Data and Analytics Infrastructure
Improvement Collaborative Opportunities

Leverage the engine of quality improvement to identify 
health disparities to systematically and iteratively 

implement tests of change

0.76 0.82



UNC Health Alliance
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 80% of health outcomes are dependent on nonclinical 
factors like housing, food access, and built environment 

 Health Alliance Initiatives Partnered with Communities: 
￮ Community Paramedcine
￮ Universal screening for SDOH
￮ Resource coordination support (training, education, 

and patient connections to community services)
￮ Community Health Worker services
￮ Transportation program for Medicare Accountable 

Care Organization patients
￮ Mobile COVID testing/vaccination
￮ Food insecurity initiatives

Community Health Service: Partnership for Accountable Communities
Looking beyond our healthcare walls to understand health influences and Social Drivers of Health 



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only

The COVID Crisis: A Public Health and Population Health Response
Our pivot to support community and home based care 

Analytics and Reporting

• COVID Tableau reporting
• Ambulatory Recovery modeling

UNC Health Chat

Population Health Teams pivot to address
novel population health challenges

Daily phone calls to all positive patients 
provide ongoing monitoring for 14 days, 
totaling  44,000 calls from Mar-Aug 2020. 

Virtual MD visits and remote Behavioral Health 



UNC Health Alliance
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Financial Modeling and Contract Portfolio Management Across Market Segments

 Data and skillsets developed through ACO financial 
modeling translates across all contracts

 Rigorous evaluation of new value contracts to 
balance the portfolio and achieve network priorities 
while predictive modeling assesses likelihood of 
contract success

The economics of Value Strategy and Operations directly informs enterprise system strategy, 
growth, and investment including virtual care, site of service, service line growth and others…



UNC Health Alliance

Confidential | UNC Internal Use OnlyConfidential | UNC Internal Use Only
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1) Engage providers on improving health outcomes across populations
2) Interpret and manage the Chaos of Value for care teams
3) Articulate the Economics of Value to drive system strategy
4) Thoughtfully balance broad population health resources with targeted risk management
5) Systematize Care Redesign
6) Align incentives and solutions across care settings

Key Learnings and Barriers to Scale and Systemness

Thank You
mark.gwynne@unchealth.unc.edu
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Living Well
Bringing health care
value to life



BY THE NUMBERS

1M+
LIVEWELL APP
DOWNLOADS

$2.2B
COMMUNITY BENEFITS 

IN 2019

26 HOSPITALS

500+ SITES OF
CARE

1.3M VALUE-
BASED
LIVES

70,000+
TEAM MEMBERS

10,000+
PHYSICIANS

22,000+
NURSES

Top 12
NOT-FOR-PROFIT
HEALTH SYSTEM

3M UNIQUE
PATIENTS

NEARLY

10,000+
VOLUNTEERS

53
INTEGRATED HEALTH & 

SAFETY MEASURES 
TRACKED

Top 10
IN QUALITY AMONG 

NATIONAL HEALTH SYSTEMS



Caring for 1.3 million lives
in 30+ value-based contracts

Advocate Aurora 
Team Members

87K lives

Commercial
HMO

221K lives

Commercial 
Shared Savings

577K lives

Medicare Shared 
Savings Program

205K lives

Managed 
Medicaid
87K lives

Medicare 
Advantage
98K lives

Value



2020 Medicare Shared Savings Program
Advocate Aurora saves taxpayers $110 million

Our largest total generated savings in a single MSSP performance year

Illinois
• Quality Score: 96.87%
• Generated Savings: $77.6M
• Our Share: $37.6M – most in IL

Wisconsin 
MSSP Track 1
• Quality Score: 99.38%
• Generated Savings: $23M
• Our Share: $11.4M 
MSSP Enhanced Track 
• Quality Score: 98.75%
• Generated Savings: $9.4M
• Our Share: $6.96M LEARN MORE!

Read “Advocate Aurora Health ACOs 
save taxpayers $110 million"”

https://www.advocateaurorahealth.org/news/advocate-aurora-health-saves-taxpayers-more-than-110-million-in-key-federal-program-in-best-ever-performance


Enterprise Population Health 



Population Health Approach Applied 
Across Patient Groups

Social Determinants of 
Health Screening and 

Referral 
Patient and Family 
Advisory Councils

Clinical Risk Adjustment 
& Clinical 

Documentation 
Improvement 
Partnership

Health Equity Strategy 
and Goals

Community Health 
Workers

Bundled Payment for 
Care Improvement-
Advanced (BPCI-A)

Quality & Safety 
Strategic Plan

Integrated Care 
Management



Quality and Safety
Across the Continuum



System Level Health Outcomes 
and Population Health Oversight

Carrie Nelson, 
Sys VP/CMO Pop Health & 

Health Outcomes
Chief Clinical Officer, Advocate 

Physician Partners

Acute Care 
Quality

Ambulatory Care 
Quality 

Integrated Care 
Management

Clinical 
Population 

Health Programs

Safety and Risk
(full continuum) 

CMO
Sys VP Pop 
Health & 

Managed Care



Full Continuum View of the Quality Portfolio

Patient SafetyClinical 
Effectiveness

Service 
Excellence

Infection 
Prevention

ISO / Regulatory
AAH System 

QUALITY 
PORTFOLIO

Nursing /
Magnet Health 

Equity

Specialty & 
Service Lines

Population 
Health

57



Clinical Quality Governance
Executive Clinical Leadership Council (ECLC)

Membership: Senior Nursing, Physician and Pharmacy Leaders

Function: Final Decisions on Quality Priorities

Quality Leadership Collaboration Team (QLCT)

Membership: Leaders Across Quality Domains Representing the Continuum

Function: Review performance, recommend priorities and guide improvement 
approach

High Reliability Improvement System Roundtable (HiRISe)

Membership: Site Quality Directors, CMOs, CNOs, Quality Domain Leaders

Function: Learning roundtable responsible for focusing on priorities, leading 
improvement



Integrated Care Management

Draft: for discussion purposes only



Integrated Care Management 
Organizational Structure

Vice President
Integrated Care Management

IL Medical Director
Care Management

IL Executive 
Director

Ambulatory Care 
Management 

WI Executive 
Director

Inpatient Care 
Management

WI Medical 
Director 

Care Management

IL Executive 
Director

Inpatient Care 
Management

WI Executive 
Director 

Ambulatory Care 
Management



Advocate Aurora Health

Integrated Care 
Management 
(ICM) Vision

• integrates
• coordinates
• simplifies 

the healthcare experience, impacting the 
“quadruple aim" and positioning our 

organization to be 

• successful
• innovative
• sustainable 

in current and future healthcare environments.

Improving the 
Patient Experience1

Reducing the Per 
Capita Cost of Care

Improving the Health of 
the Patients We Serve 2

3 Enhance the Physician 
and Clinician Experience4



AMBULATORY CARE ACUTE CARE CONTINUING HEALTH

Data & Analytics Risk Stratifications Predictive 
Modeling Disease Registries Utilization 

Management
EMR/ Meaningful 

Use Regional IE

HEALTH 
OUTREACH 
SERVICES

EARLY 
AMBULATION

CARE 
TRANSITIONS 

PROGRAM

ACUTE
CARE 

MANAGEMENT

REFERRALS AND 
UTILIZATION 

MANAGEMENT

AMBULATORY 
CARE 

MANAGEMENT

INTERDISCIPLINARY 
CARE TEAM 

CONFERENCES

RIGHT 
LEVEL 

OF CARE

SOCIAL WORK 
AND SUPPORT 

SERVICES

Integrated Programs



Approach

Post-
Discharge 
Follow Up

Predictive 
Analytics

Safety

Quality

Patient 
Experience

Days at Home

Hospital 
Admissions

Readmissions

ED Visits

Care 
Transitions

Disease 
Management Pharmacy 

Intervention

Patient
Education

Patient

Care managers support and 
coordinate across a multi-disciplinary 

clinical team to ensure patients receive 
the right care at the right time in the 
right setting by the right provider to 
manage health outcomes and costs.



Benefits of Integrated CM
• Same language and goals
• Shared alignment to organizational strategic priorities –

e.g. Age Friendly Health System and SDoH screening 
adoption 

• Eliminates site-based variation
• Onboarding/orientation and staff development 

enhanced – i.e. motivational interviewing skills 
education across the continuum

• One voice for both internal and external partners – i.e. 
IT build, payer meetings 

• Transition Care Management visit collaboration
• Care Transitions Program applied to  the Medicare FFS 

to impact CMS penalties



“At Advocate Aurora Health, physicians 
and team members work together to 
deliver top tier results – for our patients, 
our communities, and our employer and 
payer partners. We’re acutely focused on 
performance because that means we’re 
moving the needle on helping people live 
well.”

Gary Stuck, DO
Chief Medical Officer
Advocate Aurora Health



Que st ions?
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