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Agenda
• Practice demographics / background

• Creating the vision for the organization (value-based care)

• Aggregating and analyzing data

• Empowering physicians with information

• Creating a holistic approach to population health

• Sharing performance data

• Sustaining momentum for the value proposition
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Learning Objectives
• Describe strategies to engage physicians in key practice initiatives 

that optimize the health of the patient population while decreasing 
costs

• Apply best practices to persuade physicians to change their 
perceptions of care delivery in support of new reimbursement 
models 

• Identify techniques to help physicians become comfortable using 
analytics to improve care 

• Describe the necessity of sharing success metrics to sustain 
physician engagement in value-based care initiatives
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Alliance Cancer Specialists
• 21 Oncologists across 11 locations

– Largest community oncology group practice in Southern PA

• Early participant in the CMS Oncology Care Model (OCM)

– Significant driver of value based care (VBC) efforts

• Goal: to approach private payers to propose VBC contracts

– Visibility to care delivered outside the network

– Identify sickest patients, high resource utilization

– Drive patient engagement in their self-care
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Shore Quality Partners
• Clinically integrated network (CIN) 

– 240 independent, employed and contracted physicians

– Challenging economics; Medicaid enrollment up five-fold

• Goals: Understand and manage resource utilization across the 
network, facilitate practice collaboration

– Automate some paper-based practices

– Manage out-of-network care and social determinants of health

• Collectively managed 35,000 patients in 2016 under VBC contracts

• Wanted to take on more risk and additional VBC payer contracts
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Challenges Migrating to Value 
Based Care (VBC)
• “I don’t have enough time to see patients, let alone deal with the 

psychosocial issues that are impacting health.”

• “How can I make holistic decisions about care when I don’t have 
access to all of a patient’s data?”

• “I have sicker patients / more chronic illness.”

• “I’m not the cause of variation in our practice/network.”
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Step 1: Start the Conversation to 
Draft Scalable Clinical, Financial 
Strategy

• Define the organization and related goals

– VBC contract opportunities, risk-bearing terms

• Identify needs, create conversation about value

– Align health outcomes with profitability goals

• Build infrastructure to support VBC

– Drive care decisions
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Understand Your Value and True Cost
• Who are the sickest patients? Multiple comorbidities?

• For example:

– Who are the Stage 4 breast cancer patients and what is our 
cost to treat them per year? 

• Stage in located in the EMR

• Cost in the billing system

• …Payer cannot tell you the cost by stage

– Are we treating more stage 4 patients with metastatic disease?

• Drive a different conversation with payers
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Prepare For Value-based 
Conversations with Multiple Groups

• ACOs

• Private Payers

• Medicare

• Health Networks
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Step 2: Develop Comprehensive 
View of Data
• Acute and emergency care

• Ambulatory care

• Pharmacy/Laboratory

• Home care, Long term care

• In- and out-of-network services

• Registries
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Cross-continuum Patient Record
• Data remains siloed, even today

• Cannot make clinical decisions without understanding the patient’s 
entire care experience

– Specialists outside the network

– Prescription fulfillment activity

– Home and long-term care

– ER visits and hospital admissions
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Example: High-cost Oncology Patients 

• #1, #7 Majority of the spend is professional services (mostly Alliance)

• #2, #3 Low professional costs, very high pharmacy costs

• Patient with MS, myeloma in remission, diabetic, smoker, etc. 

• #9 Low professional cost, high facility cost

• Repeat ER visits, comorbidities
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Step 3: Segment the Population 
With Predictive Analytics 
• Who are the high-cost patients?

• Who will become the next wave of 
high-cost patients?
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Tailor the Tactics Based on Risk

High Risk Rising Risk Healthy

• Central point of 

accountability

• Aggressive care 

coordination

• Multi-disciplinary 

team approach

• Target risk factors 

underlying chronic disease 

(smoking, obesity, etc.)

• Disease-specific programs

• Establish medical home

• Early detection

• Prevention
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Decide “Where to Begin”
• High risk patients and those with high likelihood of admission

– De-selected all those patients under regular care of a 
specialist such as COPD, cancer, CKD, CHF

– Broke down remaining list of patients by 

PCP and hand delivered for extra attention

• ER visits / inpatient admissions – educate, engage

– Symptom management or pain

– Alone or lower economic condition
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Example: List of High Risk Patients 
NOT Seen by PCP in Several Months
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Example: Drill Down to Patient #1
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Step 4: Empower Doctors
• Patient-specific insights to drive more informed, evidenced-based, 

smarter care

– Data-driven dashboards to inform daily physician workflows 
and streamline preventive care programs

– Devise different techniques to help physicians become 
comfortable with analytics

• Start small and incrementally to secure physician trust and 
buy-in
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Allow for Self-learning, Self-
evaluation, Self-realization
• Host monthly / quarterly meetings to communicate strategic objectives, 

and review protocols and clinical utilization

• Compensate physicians for their engagement for first 6-12 months

• Select specific patient populations or quality measures to drive early 
wins and buy-in, then grow the program incrementally

• Empower physicians with detailed data on individual and organizational 
performance

• Reinforce importance of working together to accomplish network goals

• Encourage regular feedback on what is working, what is needed
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Example: Practice-level Performance
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Example: Provider-level Performance
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Example: Detailed Claims History
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Step 5: Manage Care Holistically
• 80% of health is determined by 

factors outside traditional healthcare

• Value based care requires 
management of Social Determinants 
of Health
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Offload Appropriate Care
• Physician leads the team

• Care Coordinators provide post-discharge follow up, patient 
outreach, ongoing assessments, etc. 

– Empower to escalate needs for additional office visits, 
specialty consults, consideration for palliative/hospice care, 
etc.

• Other roles as appropriate to the patient population

– Social workers

– Educators (diabetes, CHF, pulmonary, etc.)

– Pharmacists
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Drive Care Coordinator Workflow
• Maintain a “big picture” view

• Support day-to-day prioritization and risk re-stratification
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Step 6: Share Performance Data
• Digestible format

• Identify care gaps, risks, cost of care 
and other actionable items

• Compare individual performance in a 
private setting
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Step 7: Sustain Momentum
• Share success metrics 

– Quality performance

– Cost of care comparisons to local and national benchmarks

– Trends in the use and overuse of resources
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Deliver Value to Providers
• Example: Distress screenings are driving needs 

– Embed social workers in busiest locations

• Involve families in care

• Provide psychotherapy

• Help secure Medicaid coverage, financial 
assistance, nutrition services, transportation 
to appointments

– Engage patients to focus on things that are 
meaningful to their care
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Evolve The Approach
• Moving resources from central office to high-

need provider offices

– Eventually anticipate providing 
resources in home

• Transitioning to licensed social services 
resources to allow for some billing (cover 
some of the salary costs)
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Dig Deeper: Clinical Variation

Colon Screening Diagnostic Colonoscopy

Group 1 Group 2 Group 1 Group 2
# Members 78 2 58 193

$ Total $33,450 $835 $21,958 $140,319

Paid Per 

Member
$429 $418 $379 $727
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Accomplishments

Next Steps
• Engage in downside risk contract no later than January 2019

• Further diversify value based contracts with new payers to reduce dependency on any 1 contract

• Expand primary care physician base to balance economic and demographic related challenges

• Increase accountability for physician related performance metrics

Major Challenges
• Securing contract language 

to eliminate YoY self 

comparison

• Use best coding practice to 

ensure proper risk 

stratification

• Significant turnover in 

beneficiary attribution

• Quality Gateways –

Community and Employed 

Physician Cooperation

Continued Development of 
Value Based Programs

Shared Savings, Quality Incentive, P4P, etc.

2014 2015 2016 2017

2 3
5

7

Value Based Programs

Track Record of Success

Delivered yearly bonus/shared savings 

revenue since founded in 2014

2014 2015 2016

$860,801

SQP Bonus by Year

$642,435

$2,346,720
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Lessons Learned

• Analytics/data and care coordinators are critical foundation

• No one solution exists, and strategies must constantly 
evolve

• Closed loop communication is a requisite

• Physicians have good ideas about program direction

• Patients are more likely to participate if care is convenient
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Questions

Ann Marie Edwards, CEO, Alliance Cancer Specialists

• aedwards@alliancecancer.com

• (215) 612-4837

• https://www.linkedin.com/in/ann-marie-edwards-4880903/

Cliff Frank, Interim Executive Director, Shore Quality Partners

• cfrank@partnerahealth.com

• (904) 874-6134

• https://www.linkedin.com/in/cliff-frank-1236b05/

*Remember to complete the online session evaluation!
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