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Agenda

* Value Based Care Across the Continuum
 Merit-Based Incentive Payment System (MIPS)
* Understanding Stewards & Metrics

 Making it all Work

* Digesting the Data
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Wopital Oukpatont Qually Reporting (OQR)
United Heoalbhicare

Hospital Readmissions Reduction Program (HRRP)

United Healthcare CPC;

Value Based Care — Across the Continuum

Value Based Care is transforming how providers are reimbursed for services and
incentivized for quality of care

?ﬂmmwﬂu&cﬂm
X QlP NJ (me In addition to State and Federal Programs, an increasing number of payers are
& P
: OW @‘}CPC+ Hoptdl  offering value-based arrangements.
gtsﬂ o)Qg; ‘\’b\ | )
§ @ecvelﬂcm;m:;::;ﬂd " Cooper University Health Care
g: 0006 (:\aMa“ gedvld_‘l:_ * Participates in over 24 quality programs across Commercial Payer Programs, State
y jf@b 0\"“ M ACO Mssp Programs, and Hospital-based
S .
@ eﬁmﬁg‘?(?me%gmmimi * Reports over 160 metrics across programs, claims-based and EMR Chart Hospital-
¥ Joint Commission Reported
HOSpltalﬁgﬁ&gﬁgm@gsmg . . Financial models
MIP pationt Quably Reportng (IQR)

Braven Medicare Advantage Horizon Commercial Pediatrics

Cooper University Health Care
Measure Breakdown

Ambulatory / Access to Care - 72
* Shared Savings (1-sided & 2-sided)

Inpatient Hospital — 55
Accessto Care Admissions/Readmissions

Alcohol or Other Drug Abuse Cost of Care
_ . Chronic Condition Management HAI / sSI

* Rewards & Recognitions (Quality) Follow-up After IP or ED Visit Length of Stay
Immunizations Maternal
Maternal Medication

: 1 Network Participation
naﬁun@@£

Patient Safety

Mortality
Screenings

Patient Safety / Outcome

Outpatient Hospital - 18

Survey-21
Hospital Outpatient Quality Reporting
(S Cooper

Patient Satisfaction
Length of Stay
University Health Care
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What is Merit-Based Incentive Payment System (MIPS)?

* One of two tracks under the Quality Payment Program

| e * Medicare Part B providers
R i * Promotes ongoing improvement and innovation to quality and clinical activities.
PR W  Composite group or individual performance score
Lo S * Adjustments of +/- 9% of Medicare Part B Allowed Charges for 2022 depending
Advanced Alternative
Payment Models on performance

(Highest positive 2020 adjustment was 1.87% nation-wide due to budget
neutral program)

MIPS Performance Categories

Improvement Promoting
Quality Activities Interoperability
%
—
of MIPS
Final Score

A of MIPS ?*é of MIPS % of MIPS 25713 of MIPS
Score Scaore Score Score

Advanced
APMs

APM Entities: 55% Quality; 0% Cost; 15% IA; 30% PI

G Cooper 4 @ Cooper Medical School
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Eligible Clinicians for 2022 Performance Year

Physicians

Clinical
Psychologists

Nurse

Practitioners

Physical
Therapists

Qualified
Audiologists

Clinical Social
Worker

Physician
Assistants

Occupational
Therapists

Registered
Nutritionists and
Dieticians

Certified Nurse
Specialists

Qualified Speech
Language
Pathologists

Certified Nurse
Midwives

(S Cooper

University Health Care
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Understanding the Stewards

. Differences in measure specifications across stewards (age range, inclusions, exclusions, etc.)
. Over 85 measure stewards that are endorsed by National Quality Forum. Some common stewards include CMS,

NCQA, CDC, Leapfrog, Joint Commission
Example: Statin Therapy for Cardiovascular Disease

_ NCQA (HEDIS) Differences CMS (MIPS) Differences

Has 2 measures reported separately: (1) Statin Therapy for Patients with
Diabetes; (2) Statin Therapy for patients with Cardiovascular Disease (ASCVD
only)

Measure Description

Roll-up measure that includes combination of 3 measures: (1) Statin Therapy for
Patients with Diabetes; (2) Statin Therapy for patients with Cardiovascular Disease
(ASCVD only) (3) Statin Therapy for patients with Hypercholesterolemia

Age Range ASCVD Measure age range: Male 21-75; Females 40-75

CMS age range: All patients

Denominator Identified as having clinical atherosclerotic cardiovascular disease (ASCVD)

Previously diagnosed with or currently have an active diagnosis of clinical ASCVD,
including an ASCVD procedure, before the end of the measurement period

Exclusions/ Includes myalgia, myositis, myopathy, ages 66 and older either in an Does not include exclusions for myalgia, myositis, myopathy, ages 66 and older
Exceptions institutional special needs plan or living long-term in an institution. Includes either in an institutional special needs plan or living long-term in an institution or
ages 66 and older with frailty and advanced iliness. No exclusions for statin- ages 66 and older with frailty and advanced iliness. Does include exclusions for
associated muscle symptoms or allergy to statin. statin-associated muscle symptoms or allergy to statin.
#o“" LS
#5758 NATIONAL CMSQOV

% . % QUALITY FORUM

Driving measurable health

iﬂmr'm-'s!l“\r-mrﬁ together
Measuring quality.
|mprovmg health care.

<N CQ ﬁ Centers for Medicare & Medicaid Services

THELEAPFROGGROUP

Giant Leaps for Patient Safety

JV . The Joint Commission

(S Cooper

University Health Care
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Differences In Measures

* Even within the same Steward (NCQA — HEDIS), payers
capture measures differently depending on population

Alc NCQA Measure

Aetna ACOA Commercial Alc<8
AmeriHealth Commercial Commercial Alc<8
Horizon Adult Commercial Commercial A1c>9.0 (inverse)
Aetna Better Health Managed Medicaid Alc<8
Horizon NJ Health Managed Medicaid Alc<8
Aetna MA Medicare Advantage Alc<9
Horizon NJ Health FIDE-SNP (Dual-Eligible) A1c>9.0 (inverse)

O Cooper 7 [@1 Cooper Medical School
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Making it Work

* Payer agnostic approach to quality

e Align our organizational goals: Primary Care ~_ XCELLé\
O

“Value Based Composite” / “Diabetes Bundle”

* Selected organizational measures by ranking
prevalence, financial value, and importance of
patient care for payer measures.

* Accountability:

o Workgroups
Dashboards
Transparency Reports
Leadership Goals
Compensation Models

O O O O

o Cooper Medical School
o Cooper 8 of Rowan University
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Digesting the Data

* Claims files from contracted payers

* Supplement claims measures with flat-file EMR data and/or PDFs
e Payer portals

 Tableau /IS Platforms

e Collate “attributed” members to master “All Covered Lives”
database and match payer member ID to EMR record number

* Discharge Reports

C COOper 9 [@W (Jfolc{)p M d lb hool
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Dashboards

GIM 2021 Dashboard

. . Data | Baseline
Quality Metrics soure | pong) 22T Q1 Q2 a3 o YD
- - -
Diabetes Bunde or mwome| moos umaerm mesaewe) Bundle Transparency - Division
DM Bundle: A1C<8 DM Pt's e | 62.81% | 65.00% |63.64%|@]66.02% B 66.60% ) 66.20% |
DM Bundile: Blood Pressure <140/50 NQF 0018 Measure #236 Diabetic Pt's epic | 70.64% | 73.00% |76.43%|0{75.75% 0 75.29% |@{ 75.06% @ Number
DM Bundle: Statin Therapy Use In Patlents with Dlabetes ( age 40-75) EPIc | New | 68.00% |7053%[@73.11%8] 70.64% |8 70.70% [ Department of s a1 @ a3 Qa
£ |DM Bundie: Attention toNephropathy NQF 0062 Measure#119 DM Pt's EPIC [92.38% | 86.00% |87.12%|@{88.03% |0 90.15% [@f 91.76% [@ patients
°
E Value Based Composite Family Medicine and General Internal Medicine eeic | 67 | 577 | s/7 |8 s/7 [ 57 |8 677 [®]|| internal Medicine 2053 % 8 a3% S — s 935
F | CMS 125 Breast Cancer Screening for all patients 50-74 YO MIPS 19272 EPIC [7283% | 70% |63.38%|@i67.12% @ 69.23% | | 73.15% 0
E CMS 130 Colorectal Cancer Screening for all patients 50-75 YO MIPS 19273 EPIC [70.28% | 68% |68.84%|869.22% B 69.97% | 72.54% |0 _ B
E | CMS 165 High Blood Pressure Control >18 YO or for all eligible patients MIPS 19301 EPIC |71.20% | 73% | 71.01%|0|72.56%| | 72.54% | [ 69.82%[0[|| Family Medicine 3450 73% 60.09% 7180% | 7342% | 73.85%
2 [CMS 127 Peumonia Vaccination Status for Older Adults MIPS 19275 EPIC [85.63% | B83% |[86.41%|@{84.28% 0 84.29% |@ 84.19%|®
5 CMS 69 BMI &treatment Plan >18 YO or for al eligible patlents MIPS 15298 EPIC [92.04% | 81% [88.55%|w{95.30%a] 92.93% ] 93.53%[0
CMS 2 Depression & Treatment Plan 512 YO MIPS 19482 EPIC |83.85% | 76% |51.07%|@91.47%8f 91.21% | 54.07%|8l{| cca 3093 73% 58.81% 69.99% 74.53% 77.47%
CMS 138 Tobaceo Use: Screening and Cessation Intervention MIPS 19470 epic |98.28% | 97% |[99.36%|@{98.73%8f 99.31% |0 99.31% [0
Medicare Annual Wellness Visits EPic | New | 50% | a5% [of 4o% | s3x [0 57% [0 _
Service Residency Program 497 73% 68.86% 69.38% 70.26% 70.82%
Physiclan Communication; CGCAHPS Press Ganey | 62%lle | 74%lle | 65%lle .I 73%lle || 76%lle II 79%ile Il
Medical Student 164 73% 69.69% 6818% | 6792% | 73.14%
Clinic
————————
DM Bundle Score 15,257 73% 70.08% 73.47% 74.67% 75.54%

o ) Cooper Medical School
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Transparency Reports

Bundie by Practice
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(OF M Chgrry W8 - 1050 N Kngs Wwry | FAML Y MEDICINE 183 a7 114 ] = 1] LE] 0 TI% [4S1% 0% B8N B9 |
[CM Voornees - 500 Cemtennial Or NTERMAL MEDCNE | 20¢ 87 147 [ 155 (i FE] Qus | N & 1% TISM% | EsTew SHOUT DUTS
_ 115 145 E1] i mnoow | 7epw 1 venw 1 mvew | eeeiw
137 [ 112 » [0 Wen | 71w B125% | smasew | esaw —
1] 13 L[] LF (7] 3w | 9% I7 9% Srra% | S8 CFM Haddon Height's
Yauniior k1] 278 251 £ ] 1 42% 2190% TH20% | TESN | STTIN CCA Fries Mals
CCA - Brae Pd - il 2 LF i 20 1] 33 82% 20N TN nars | Srus CFM C amden Loty G5
oA Lanall i ) 150 189 . ] 52 ¥ 9% BST% | TR | e8Zy% | 6704% [CFM Camérn 3 Coopes f|
= = = - - : o e - - e s
CCA - Conpe Ml
by Breast Cancer Colovectal Cancer
A (CCA - D Controlling High BP
CCA - Fries W ST SCTd Ty
= ~ i Click "+~ below o & nd for gender or hé il all roces,
[y — . st 'F pe @ ighiigh Goal: 20% Goal: 68% Goal: 79%
. irwr—y rigphl click, = Eupand
r‘u'l::l"-.:u Hpad (TRI B privs ! elligee :.-:: :_,\:,:“ AN i el PP Sk B4l P, P T : - " I ; " ™
e Mt © Abrican Aametican f ¥ 1188 60.50%] 1412 HAE| 8, 1547 208
. . £ Bt Rarvir Ve, G| Bt | rnoe | Brg | :
[ Sy Rues PP [ . Division » Aslar Inflan » 55 67, 1M ™ 112
[Fanees e -~ Nl el R .. — e — 228
Clmvesms, AR M 5 ;-c_|.' _n i 1_'"j:___"" &7 = = Chilnese 21 k] 4n [} £ 52
CCA PRIMANY CABE - STERMAL WD i 1 b © 1 LIN 1 CCA PRIMARY CARE * Declined Lo Anvwer b 5% 47 a1 arf
L ] 1 i ] 3
Pk Y BTN —TT T 2l = = FAMILY MEDICINE * Filipino 19 i ¥ ' 31 L1 ]
TR WA DT loca remaaa cant B T T  GAAMTBALEA 1 1 1
Trasaws smmocina | 3 T INTERNAL MEDICINE
S . e m— —1 = * Hawaiian 1 3 3 5 s 5|
I N [ :=_j e \_.upl ;é-.t-.l il F “: -‘| 1:: jj.;_ : [ Medical Student | . Hh?ﬂﬂ{ %4 iﬂ_‘ I i 107 | Tra 1157
T T — or BT ol f Sy g o — .
' . :'W L AE Tl Nl '!.': 14 M: B dAdE | um" 2 3 j_ S o 1
Do T — — ) - 3 | wyomice RO T o = 9| nf
RN 2 dITE R .t el |+ Multi- Black- Mat Am 2 2 ’ 4 . s
0CA - Conpes Lana. T n = E o= : Frequently Seen ... © 1S Mult-White-Aslan 3 gk 1 4 } .
R E Tt oo a__af u  wl - Muttl White Blac - ne
el ; ey T - —— CCA - Brace Road e - . = -
Suven MY WIDICH T T - * Multl White Nat Am 2 3 5 0 3| 8
CEA - iy Ml r ~[Fasans astpecine | r 15 wl  mh =0l 108 CEA - Conper Landi P — " hlash » 2 o
CCA - B Lawees - ApTY AL R Dl il k - 'a 1= &
5 POLA FE LS CAEE &4 ] - LE] jiafs
m- L ;'.'.l FEONLAS Y '.l.F". 3, Ii ) -IL b ]

o Cooper Medical School
O Cooper 11 of Rowan University

University Health Care



Combined

Worklists & Reports

Value Based Composite & Diabetes Bundle Gap Work List by Office

CFM Camden County College Total Care Gaps by office (As of 12/12/21) 1=Gap

Alc Fail

(*Borng Alc No

= EEFTY ﬂi'ilwntﬂ.m.‘ui -[h]il-

BREAST
CANCER

CANCE

COLDRECTAL

R

CONTROLLING Aftention o
HIGH BLOODD
B value) Bl value B screenindBl screenin Bl prEssURE

B e e e e e e e e

-FJIF

MNephaopathy

PNEUMOCOCCAL
VALCCINATION

SCREENING FOR Statin
DEPRESSION

Thesapy for

STATUS FOR AMND FOLLDW patients with
B owoer apuirs B ue pLAN Bl oea Fail
1 1
1 1
1
1

1

M Most Frequently Seen I’l.- Mot Fr

CFM Camden C
CFM Camden C
CFM Camden C
CFM Camden C
CFM Camden C
CFM Camden C
CFM Camden C
CFM Camden C
CFM Camden C
CFM Camden C
CEM Camden C

5
5

5

4

4

]

-

4

3

3

3

3 C Cooper

3 Population Intelligence

3 IP Discharge Report
3

Pat Name MRN DOB

HIBRFRT FSMFE 04158353 1936:02-12

Inpatient Daily Discharge Report — Cooper and Camden Health Information Exchange (HIE)

2022-04-03: Discharges from CUH & Camden HIE facilities (Capital Health, Kennedy, Lourdes, St. Frances, Virtua)

Age LACE+ Qutreach ACO HORIZOM COVID19 COVID19 DischargeProvider Referral Enrollment Pulse  Therme Admission LOS Days Since Facility TransferTo Discharge NextAppt Next H
Readmission Responsibility = ? ? ? ResultDate RPM RPM Oximeter meter Date Readmission LastDischarge To ApptSpecialty R
Risk Ordered Ordered

84 HIGH Population Healtl Y N N 2022-03-31 N N N N 2022-03-21 N 13 107 Cooper University Hospital Home AND|
77 HIGH Population HealtlY N N 2022-04-01 N N N N 2022-03-29 N 5 166 Cooper University Hospital Home SUSH
66 HIGH Population Healtl Y N N 2022-04-01 N N N N 2022-04-01 N 2 196 Cooper University Hospital Home BRO
89 HIGH Population Healtl Y N N 2022-04-03 N N N N 2022-03-31 N 3 1448 Cooper University Hospital Home NOR
68 HIGH Population Healtl Y N N N N N N 2022-03-25 N 7 Virtua Voorhees - Hospital MEL
73 HIGH Population Healtl Y N N N N N N 2022-03-28 N 5 1360 Virtua Voorhees - Hospital 2022-06-22 Family Medicin VOY|
85 HIGH Population Healtl Y N N N N N N 2022-03-21 N 11 Virtua Marlton MAS
71 HIGH Population Healtl ¥ N N N N N N 2022-04-01 N 1 Virtua Voorhees - Hospital 2022-09-16 Internal Medici MAY
72 HIGH Population Healtl Y N N N N N N 2022-04-02 N 1 Jefferson Cherry Hill Hospital SCH
77 HIGH Population Healtl Y N N N N N N 2022-03-26 N 6 4020 Virtua Voorhees - Hospital 2022-06-27 Family Medicin ATK
86 HIGH Population Healtl Y N N N N N N 2022-03-31 N 2 Jefferson Stratford Hospital 2022-05-24 Internal Medici HEC
86 HIGH Population Healtl Y N N N N N N 2022-03-31 N 2 Jefferson Stratford Hospital 2022-05-24 Internal Medici HEC
38 HIGH Population HealtitN Y N N N N N 2022-03-27 N 5 Virtua Marlton CAV
67 HIGH Practice Managen N N N 2022-03-28 N N N N 2022-03-24 Y 10 10 Cooper UnivelTransition to EHome KIM,
70 HIGH Unassigned N N N 2022-03-31 N N N N 2022-03-31 N 3 355 Cooper University Hospital Home PHY:
73 HIGH Unassigned N N N 2022-04-03 N N N N 2022-03-28 N 6 1350 Cooper University Hospital Home POW
58 HIGH Practice Managen N N N 2022-04-03 N N N N 2022-03-30 N 4 Cooper University Hospital Home 2022-08-11 Internal Medici BEG
86 HIGH Practice Manaseny N N 2022-04-01 SHARMA YOGITA DIN N N N 2022-03-28 N 6 52 Coooer University Hospital Home 2022-06-23 Internal Medicil ANI

(S Cooper

University Health Care
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Advocate Aurora Health

== €3 AdvocateAurora

Carrie E. Nelson, MD, MS, FAAFP
SVP/CMO, Population Health and Health Outcomes




BY THE NUMBERS

B I[H] A

1
A~ 75K
2 7/ HosprTaLs Top 12 Top 10 TEAM MEMBERS
500+ 7eke  Heaitnsvstem NATIONAL HEALTH 22K 10K

SYSTEMS
NURSES PHYSICIANS

@KL @ L P

3 M UNIQUE $
PATIENTS 5 3 2 5 B +
||
VALUE- = INTEGRATED HEALTH & @ 1 o 2 M =+
1 i 3 M BASED SAFETY MEASURES COMMUNITY BENEFITS °f LIVEWELL APP
LIVES TRACKED IN 2020 XA DOWNLOADS

s> AdvocateAuroraHealth




Physician Engagement Approach
=) )
268508

Active physicians on IL/WI medical staffs (9,000+)

IL Clinically Integrated Network

Total APP physicians IL/WI Independent (non-APP)
25% PCPs — 75% specialists 2,600

4,600

IL Medical Group IL Aligned (non-employed)

1,600 3,000

15 = €>AdvocateAurora



Our History

MSSP MA . .
Medicare Medicare
Commercial ACO ACO Marketplace Bundles Bunldlers
ACO (IL) (IL/WI) (IL/WI) Risk (IL) (IL) (WI)

Commercial MA HMO Managed Marketplace
HMO Risk (WI) Risk (IL) Medicaid Risk (WI)
ACO (IL)

Early entrant in innovative value-based contracts

16 =m €3> AdvocateAuroraHealth'



Our Population

Caring for 1.3 million lives Q/@\

in 40+ value-based contracts @\@(@\Q\

Commercial Commercial Medicare Shared Medicare  Advocate Aurora  Managed
Shared Savings HMO Savings Program Advantage @ Team Members Medicaid
577K lives 221K lives 179K lives 105K lives 106K lives 87K lives

17 = €>AdvocateAurora



Quality Program Goals

MUy Goal 1:
m I~ " Ensure ongoing alignment with the clinical quality standards of CMS
BEEGEE and as measured by HEDIS.

9 Goal 2:
0 ll Align the focus of the program with the drivers of value-based care.

Goal 3:
E‘l Combine individual payer requirements to streamline the reporting
“@ workflows across plans, consequently reducing the administrative
burden to physicians.

o= &> AdvocateAuroraHealth



Getting to Measures that Matter

* Too many measures * Utilize only quality measures
* New measures requested to of highest value and
incentivize providers to Impact to improving patient
participate in internal projects outcomes

Reduced Increased time

* Reduce the burden of measure burden for patient care
measurement by eliminating

_ S low-value metrics and
* Lack of meaningful individual redundant measures

specialty measures

* Provider focus on removing
inactive patients

* Align measures with the
drivers of the Incentive Fund Focused ot

FROM VISION TO REALITY

2022

2021

Launch new PCP measure set Launch new specialty measure sets
Redesign specialty measure sets Optimize Epic tools

Redesign PCP measure set
Freeze specialty measure sets

19 = €>AdvocateAurora



2022 Metric Changes

Primary Care Physicians

Family Medicine 96 26
Internal Medicine 66 18
Pediatrics 43 22

gk &> AdvocateAuroraHealth



2022 Metric Changes

e L L

Family Medicine
Internal Medicine 66 18
Pediatrics 43 22

o= &> AdvocateAuroraHealth



Primary Care Physician Watchlist:
Measured but Not Scored

. ALOS: Average Length of Stay (individual, practice)
Comprehensive Adult Wellness: High Risk Medicine for Seniors
Diabetes: Medication Adherence for Oral Diabetic Medications
Hypertension: Medication Adherence for Hypertension

Lipid Management: Medication Adherence for Cholesterol
Patient Experience

SNF Total Cost of Care (PHO Level)

Therapeutic Compliance

© N O U0 A WDbhNH

gk € AdvocateAuroraHealth



(\ Summit
Health

Building Healthier, Kinder Communities
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Ashish D. Parikh, MD
Chief Quality Officer
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Summit Health

340 locations in 5 states

New Jersey | New York | Oregon | Connecticut | Pennsylvania

2,500+ 12,000+ 30+ 285K+
providers employees risk-based attributed
contracts patients

“We care for our population across the full age, wellness, and health setting continua”.

24



Progressive increases in risk over the past decade

‘ 2012 - 2022: Growth from 3K to 285K attributed ‘

At-risk contract with
United Healthcare

Ai-ri:sk contrqc.t with Partnership with Trinity
Horizon BCBS in NJ Health in Next Gen ACO

At-risk contract
with Aetna in NH

Merger with

Cigna ACO
in NJ
ﬁ K 2014 | 2015 | 2016 2017 2018 2019 2020 2021
Progressive increase in Parallel growth in providers and Continuous investments in
number of contracts clinical services to manage our population health
and level of risk population capabilities

25



Attributed lives by market and line of business

Medicare Advantage Commercial MSSP

Summit Health NJ 12,041 141,060 26,673
WestMed NY 8,356 59,976 14,297
Summit Health 5 692 8 654 9,297

Oregon

26



Quality measures Summit Health is accountable
for across our value-based agreements

Measures Across All Contracts

Summit Health NJ 146
[ ]
WestMed NY 115
[ ]
Summit Health Oregon 126

About 70 unique measures
Majority are “usual” quality metrics: e.g.,
HEDIS stars, CMS ACO

Growing number of utilization measures:

o Admits, readmits

o ED follow-up, AWVs, TCMs
Increasing emphasis on patient satisfaction
measures

Measures requiring new methods of
collection and reporting: e.g., referral time,
access to PCPs

27



Tracking and Prioritizing Measures

wccess o Care

‘dolescent Wiell Care Visizs (18- 21 ws )

wnnual Care Visit

nnual Wellness (AWV) or Initial Preventive PE [IFPE]
\ppropriate Testing for Children With Phanyngitis
wppropriate Treatment for Chilidren with Uppsr Respiratory Infeczion URI
\sth=a Medicarion Rato

Wwoidable Hospitalization per Thousand [AHFT)

Ireast Cancer Soreening

Jronchits Patenss w)out Rx for antibectics w/in 3 oays of da
Zare for Qider Adults - Medication Reaew

Zare for Oider Adults - Pain Assessment

“enacal Cancer Sareening

Tildhood Emmunization status for childnen who tumn 2 ([Combanation 10)
Tildhood immunization status for children who turn 2 ((ombination 3)
Thildhood immunizazion: MME

Tiamydia Screening i Women

Zolorectal Cancer Soeening

Jepression Remission 21 12 Months

Jepression Soreening and Foliow-up

Jiaberes: Kigney Disease Monitoning

Jiabetes: Al Test

Jiabetes: B° Controd <140/50

Jiabetes: Eye Exam

Jiabetes: HBAIL Conwol <8%

Jiabetes: HBAIC Poor Controd <9%

Jiabetes: Medical Attention for Nephropathy

R Visits Per 1000 Members

“alls: Screening for Future Falls Risk

M- Follow-up aftsr ED Visa

senenic Dispensing Rats (GOR|

+penension: Controfling high bicod pressure

mmunization for Adolescems: Combo 2

AFIUSNTa iMmunZation

wiagication Adhenencs for BI% compliance

Cholesterol (Smacin]

Diabetss (Noninsylin)

Hypertension [ACEI/ARB/RAS amagonists)

Wedication Adherence for (holestens! (Statns)

Imlmm

(hild and adolescent well care

| Aduit preventive visit

Adult preventive visit
ARLDHOTC ShEwardship
ANCDIOUC STEWANdShip

| Asthma management
| Inpatient utilzation and follow up

Cancer Soeening
ANTIOUIC Stewardship

| Care for ider adults

Care for older adults

| Cancer Screening
Immunization
| mmunization

mmunization

'\\'umen':. heaith
|Cancer Screening
|Behawioral Health
|Eehavioral Health

Dizbetes mansgement
Diabetes management

| Diabetes management
| Diabetes managemant
| Diabetes managemens

Diabetss mansgemsent
Diabetes managemsnt

|ED wnilization and foflow up

Care for older adaits

|ED wnitization aad foliow up

Prasemacy-Genernig Ut ization

|CVD management
| Emmunization
| Enmunization

Pharmacy-Adherence

-

HHWHHHEHNMHHN

CIVIDHAWINOD WNLTY

IOVANYAOY

AHYAO NN YNLIY

bt

WOUIWWOD YN DD

D SN

woow
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O
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Making Value-Based Believers

Q + D

Quality & Patient Disease Burden
Experience Capture

V =
Value S

Cost & Utilization
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Our Shared Goals

To Provide Ever j  With Ever Fewer § At Ever Lower Cost-
Better Care B Avoidable Harms | of-care

With Ever Better With Less Stress
Experience for and Better Work-
Patients & Their Life Balance for Our

Families Providers and Staff

With Incentives
Aligned Towards
Our Goals
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Universal Provider Incentive Program

: Patient Clinical
Quality . Access :
Experience Documentation

Discretionary

* Specialty specific measures and benchmarks

* Progressive bonus for PCPs based on panel’s impact on VBC measure performance
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Sample UPIP Dashboard

Max Stretch Performance
Measure Category Measure PerformanceEarned Points Points Minimum Target Goal Diff. to Target Status
Quality CVD Statin 0% 0 0 41.3% 55% 68.8% -55 Insufficient Data
Quality Depression Screening 38% 0 5 688% 77.9% 87.1% -39.9 Below Minimum
Quality Breast Cancer Screening 84% 5 5 642% 73.3% 82.5% 10.7 Above Target
Quality Colorectal Cancer Screening 87% 5 5 64.2% 73.3% 82.5% 13.7 Above Target
Quality Diabetes Eye Exam 33% 0 5 45.8%  55% 64.2% -22 Below Minimum
Quality Diabetes HbAlc <=9% 39% 0 5 64.2% 73.3% 82.5% -34.3 Below Minimum
Quality Diabetes Medical Attention for Nephropathy 53% 0 5 77.9% 82.5% 87.1% -29.5 Below Minimum
Quality Diabetes Statin 41% 0 5 41.3% 55% 68.8% -14 Below Minimum
Quality HTN Blood Pressure Control 56% 0 5 64.2% 68.8% 73.3% -12.8 Below Minimum
Quality Tobacco Screening and Intervention 97% 5 5 77.9% 82.5% 87.1% 14.5 Above Target
Panel Management Annual Wellness Visit 16% 0 15 65% 75% 85% -59 Below Minimum
Panel Management Risk Adjusted Admits/1000 (Lower is Better) 67.95 15 15 190 160 130 92.048373 [“slal = Efu
Patient Experience Patient Experience - NPS 85.7 10 10 - 87 - 8.7 Above Target
Documentation Timely Chart Closure 99 10 10 70 80 90 19 Above Target
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Questions?

Thank you!
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