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comprehensive health care that is accessible, culturally and
linguistically competent, community directed, and patient
centered for all.
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Implementing High-Quality Primary Care

Learning Objectives:
v" Discuss landmark report on the current state of primary care.

v" Outline fee-for-service model shortcomings and value-based payment model
advantages.

v Highlight new models of care using interprofessional teams and integrated delivery
of care.

v' Outline health center considerations for new Centers for Medicare and Medicaid
(CMS) Innovation Center value-based payment models.

Q&A



Value-Based Payment Readiness

Planning: Health centers in the Planning stage are aware of the
importance of value-based care and working to increase knowledge in
this area and prepare for value-based payment arrangements. Reliant
on prospective payment system (PPS) with little or no participation in
pay-for-performance (LAN2). Optimizing

Implementing: Health centers in the Implementing stage are reliant
on PPS payments though may participate in one or more alternative
payment models, such as pay for performance (LAN 2) or an upside
shared savings model (LAN 3a). Developing capability and legal
structures to allow clinical and financial integration with external
partners. Exploring or moving toward risk arrangements.

Implementing

Planning

Optimizing: Health centers in the Optimizing stage are in upside and
downside risk arrangements (LAN 3a-4). Includes strategies to

transform care and services and working to deliver on the Quintuple
Aim and value-based care metrics important to payers.




Learning Objective: High-Quality Primary

Discuss current state of primary care and health center
opportunities for new models of care to advance high-quality
care and value-based payment success.



Art Jones, MD
Chief Clinical Officer, Medical Home Network
Principal, Health Management Associates

)
‘“r\ NATIONAL ASSOCIATION OF
I Community Health Centersg

Art Jones, M.D. has 27 years of experience as a primary care physician and CEO at a Chicago area community
health center that has adopted advanced alternative payment models since 1987. He was one of the founders
and continues to serve as the Chief Clinical Officer for Medical Home Network (MHN) and MHN Accountable Care
Organization (ACO) comprised of thirteen FQHCs and three health systems serving 180,000 Chicago area
Medicaid recipients. MHN is completely delegated for care management and successfully operates under a

global risk arrangement on total cost of care. MHN supports 64 FQHCs in ACO REACH or MSSP.

Dr. Jones is also a principal at Health Management Associates where he focuses on helping FQHCs and their

clinically integrated networks succeed in advanced alternative payment models.

www.nachc.org @NACHC 0®° | 7
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Has Primary Care Lived Up to Expectations?

Primary
« Primary care is ideally conceptualized as Care

accessible, timely, first-contact, coordinated, —
long-term, and holistic ambulatory care for &ngg)}fﬁ’“"h
most common conditions and most people.

 Accessible: Minimal obstacles to obtaining
primary care.

Institute of Medicine (1996), Primary Care:

America's Health in a New Era


https://pubmed.ncbi.nlm.nih.gov/25121221/
https://pubmed.ncbi.nlm.nih.gov/25121221/

High Quality Primary Care (Revised)

“Provision of whole-person,
integrated, accessible, and equitable
health care by interprofessional
teams who are accountable for
addressing the majority of an
individual's health and wellness
needs across settings, and through
sustained relationships with
patients, families and communities.”

The National Academies of
SCIENCES + ENGINEERING + MEDICINE

Implementing High-Quality
Primary Care

Rebuilding the Foundation of Health Care

National Academy of Medicine
PDF is available at http://nap.edu/25983
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MEDICAL HOME NETWORK


http://nap.edu/25983
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Has Primary Care Not Learned from these
Service Industries

mm -

Timely access to services.

In the most convenient yet appropriate setting.

Facilitated by the latest technology.

Delivered by a repurposed work force.

At an affordable price.

Medical Home Network | @2024 All Rights Reserved | Proprietary & Confidential
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Is Value-Based Payment Worth It?

Medical Home Network | @2024 All Rights Reserved | Proprietary & Confidential

If | must give up some of my fee-for-service revenue to possibly
earn shared savings in 18 months?

If | must change to partial fee-for-service reimbursement and
partial capitated payment for my medical and behavioral health
services to possibly earn shared savings in 18 months?

If | must change completely from fee-for-service reimbursement to
capitated payment for my medical and behavioral health services
to possibly earn shared savings in 18 months?

If | must change completely from fee-for-service reimbursement to
capitated payment for my medical and behavioral health services
to hold onto or increase my market share?
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Using New Technology: The Digital Front Door

Digital self schedule

* Fill medical history
Before the Visit - Get reminders

* Get pre-visit tasks

* E-sign consent forms
* Pay balance / co-pay

* Self-check-in

Du ring the Visit * As clinically appropriate practitioner responds
via secure message, telehealth or in-person

* Remote monitoring with peripheral devices and
commercially available wearables

* Post-procedure tasks

* HIPAA compliant secure messaging
+ eConsult specialty care

* Telehealth follow-up care

* Notifications and health tips

Post Visit

Medical Home Network | @2024 All Rights Reserved | Proprietary & Confidential



Service in the Most Convenient Setting Even —
If It is Not Billable

Patient Porial Call Center

1 ) 1 '.

Wellness/Prenatal ) Chronic Disease ) ( Acute Condition )
L Visits ) L Management ) Management
CoCM Manageable Nurse Triage
) Manageable )
( L ) Telehealth
| Remote Monitoring ) [ Manageable |
Pharmacist Mgmt.
In-Person Nurse Visit In-Person Nurse Visit
In-Person PCP Visit In-Person PCP Visit In-Person PCP Visit

ks - e 4 e -

Medical Horme Metwork | ©@2024 All Rights Reserved | Proprietary & Confidential
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Making Better Use of Available Workforce

Care team members are looking for better
work/life balance offered by working at least
part of the time from home.

They want more fulfilling work in which they
assume greater responsibility for improving
the health of their patients.

The current fee-for-service payment system
is a barrier to using the full care team to
help patients self-manage and optimize
their health.

It hampers provision of the most timely and
convenient access to care.
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PCMH as it was intended: a Care Team Approach

Use the Full Care Team

« Capitalize on established

< Core
PCP Program patient-provider trust
« Use the most culturally
P o T competent and cost effective
 mco ) Care N et clinically appropriate care
urse/ Care
Centralized | __ / Coordinator/ G=—l> Manager \ / Y/ SPPIOP
Focused (I Medical Asst. '| team member for the task
High-Risk \ J
\_Care Mgt & . 4 Consulting / « Create and train a new health
: : I : specilst - care workforce
| e -
1 Behavioral Health 1 :
| ! S elinicians. : Clinical - Improve work experience for
Resources .
i I the full care team to retain
- Soci that workforce
I ocial
Community Resources to Address SDOH : Resources ° Manage a Iarger panel of

patients

Medical Home Network | @2024 All Rights Reserved | Proprietary & Confidential
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Collaborative Model for Hypertension

Under Fee-for-Service Reimbursement

« Identify which PCPs have enough patients with the condition to keep their MA busy at least 1/2 day per week
with virtual care.

« Medical assistant for each participating PCP is allocated 4 hours per week to provide virtual care for his/her
assigned PCP.

« PCP is scheduled for hypertension management clinic in which patients are scheduled by telehealth or in-
person visits at 10-minute intervals to only address the patient's hypertension.

« Medical assistant will "room" patients (virtually or in-person) and determine if there are additional conditions
that need to be addressed and either arrange follow-up appt. to address those issues at another time or by a
same-day nurse visit immediately after the PCP hypertension visit as clinically indicated.



Increase Spending on Primary Care by —

MEDICAL HOME NETWORK

Managing Total Cost of Care

Category 4
Category 1 Category 2 Category 3 Category 4
No link to quality and FFS link to quality APM built Population-based payments Population Based Payment
not considered value- and value on FFS Integrated C ategory 3
based payment Finance &
methods Delivery System | APMs Built on Fee for
Category 2 Senvice

[

Compre-
hensive

|
|
|
| Pop-based .
Condition/ ar Senvice :
: Service Link to Quality or Value A AR ";.:::.’"""‘
: Specific (2B sh?red .savi'igs with
| Shared Pop-based Categﬂry 1 #A: Foundational upside rizk only)
| Savings & Payments for
Downside Infrastructure &
i Eee for Senvice Operations (e.g., care
! Upsid Risk coordination faes and B: APMs with Shared
I P payments for HIT Savings and Downside
Shqred i investments) Risk

I Savings Mo Link to Quality or (e.g. episode-based
| Pay for L B: Pay for Reporting payments far P""'-“I"_’UTEE

Performance {e.£.. bonuses for and comprehensive
I reporting data or payments with upside
[ Pay for I ~ penalties for not and downside risk)

Reporting < reporting data)

v

. Retrospective Prospective Payments
Foundational Pa n?ents p y C: Pay for Performance
Payments y (2.g. bonuses for quality
Fee-for- performance)
Service 3N: Risk-bazed payments
NOT linked to guality
Cost
Based < >
Provider At Risk

Health Care Learning Action Network (HCPLAN)
Alternative Payment M | (APM) Framework

Medical Horme Metwork | ©@2024 All Rights Reserved | Proprietary & Confidential


http://hcp-lan.org/workproducts/apm-framework-onepager.pdf
http://hcp-lan.org/workproducts/apm-framework-onepager.pdf

Using a Capitated FQHC APM to Pay for —
Expanded Care Team

Assumptions

PCP productivity: billable visits per year 3500
PPS rate $160.00
Payer mix Medicaid 55.0%
Expand use of non-billable
Baseline Year One Year Two members of the care team
Vel to reduce ‘billable’
encounters and expand
PCP visits PMPY 2.8 2.6 2.4 care team panel sjze
PCP panel size 1250 1346 1458 generating revenue to pay
% Medicaid 55% 55% 55% for that care team.
PCP Medicaid panel size 688 740 802
PCP Medicaid panel revenue PPS $308,000 $308,000 $308,000
PCP Medicaid panel revenue APM $331,692  $359,333
PCP Medicaid panel revenue PMPM PPS $37.33 $34.67 $32.00
PCP Medicaid panel revenue PMPM APM $37.33 $37.33 $37.33
Increase in Medicaid revenue per provider FTE $23,692 $51,333

all cells in red should be individualized by each FQHC

Medical Horme Metwork | ©@2024 All Rights Reserved | Proprietary & Confidential



Unleash Provider Creativity to Design New
Models of Care in the New Payment Paradigm

CIN Board of Managers

Workgroup

Clinical Committee

Workgroup

Workgroup

Network Management
Committee

Workgroup

Medical Home Network | @2024 All Rights Reserved | Proprietary & Confidential

Finance Committee

Clinical Committee

MEDICAL HOME METWORK

Behavioral Health Workgroup

Transitions of Care Workgroup

ED Utilization Workgroup

Quality Workgroup

Specialty Care Workgroup

Care Management Workgroup

Virtual Primacy Care
Workgroup

Pharmacy Work Group




Learning Objective: New CMMI Models

Outline health center considerations for new Centers for Medicare
and Medicaid Innovation Center (CMMI) value-based payment models.



Heidy Robertson-Cooper, MPA
President
Health Care Advisors
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Heidy Robertson-Cooper, MPA served over ten years in health care, focusing on primary care policy, value-
based payment, and delivery system redesign impacting primary care and the safety net community. Before
starting HRC Health Care Advisors, she served in leadership roles for the Missouri Primary Care Association,
MissourHealth+, the American Academy of Family Physicians, and a health center in Northeast Missouri. In
these roles, she oversaw efforts to influence primary care delivery and payment systems reform, develop
resources assisting primary care physicians in achieving professional success in all practice settings, and
provide effective value-based practice transformation and performance improvement support for primary

care and community health centers.

www.nachc.org @NACHC 0®° | 21



CMS Innovation Center:
, TTD o
Health Center Inclusive Models 1 LINA

Model ACO Primary Care Flex Marking Care Primary ACO REACH

MSSP FQHC-inclusive option with FQHC inclusive pilot program in 8 states Pilot ACO focused on health equity

Description prospective payments and with three progressive transformation . .
. : . for primary care practices
increased primary care funding tracks . :
experienced in value-based care
LAN APM
3A-4A 2A-4A 4
Category

‘i]'ﬁ‘ NATIONAL ASSOCIATION OF @NACHC 0®°@
Communit y Health Centers ®



Participation TTD T
L LI\

Eligibility:

« Understand if you are eligible to participate at the health center level or if you need to work with an
Accountable Care Organization to do so.

« Determine if you are prohibited from participating in other CMS models and assess which one is most
advantageous to your health center from a financial and care model perspective.

Model Duration:

. Evaluate whether your health center is willing to participate in the model for the duration and understand the
consequences of leaving it early.

Cross-sector Collaboration:

« Understand if the model requires collaboration with your state Medicaid agency, specialists, or other partners
such as hospitals to participate.

« Evaluate if the cross-sector collaboration supports your health center’s value-based care goals or potentially be
a barrier.

.i]'ﬁ\ AAAAAAAAAAAAAAAAAAAAA @NACHC o®0@
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Infrastructure: Payment TTD
1 1IN\

Prospective Payment System (PPS):
« Consider how the model involves PPS and if your PPS rate accurately reflects your health center's

costs.

Value-Based Payment Model Design:
» Ensure that the alternative payment model guarantees that payment for delivering primary care
services is not less than it would have been under PPS reimbursement.

Payment Distribution:
« Understand how payments reach your health center, whether directly or through an ACO

distribution model.
« If payments go directly to the ACO, assess if your health center is comfortable with the oversight

and decision-making of how VBP funds are distributed.

'i]'ﬁ‘ NATIONAL ASSOCIATION OF @NACHC 0®0@
Communit y Health Centers ®



Infrastructure: Finance & IT TTD
L 1IN\N\_

Infrastructure Support:

« Assess how the model supports building infrastructure to enable value-based care delivery, including
FFS payments and prospective primary care payment structures.

« Consider the need for upfront infrastructure investment to support the care transformation, such as
staff and technology for managing population health.

Financial Planning:
- Evaluate the potential impact on your health center’s financial environment when shifting to an
alternative payment methodology, such as a population-based payment.

Technology:
« Assess whether your current data and analytics systems can leverage new data to understand
potential financial impacts, inform value-based care delivery, and conduct required annual reporting.

.i]'ﬁ\ AAAAAAAAAAAAAAAAAAAAA @NACHC o®0@
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Care Delivery TTD T
L 1IN\

Care Management:

« Understand how your health center is effectively integrating care management, coordination, and
transitions to prepare for patient-centered care delivery and a payment model based on outcomes.

Care Coordination:

« Determine how your health center coordinates and integrates behavioral health, specialty care, and
services from community-based organizations.

Quality Performance:

« Evaluate how your health center is doing on performance metrics compared to expectations in the
model.

Flexibility:

« Consider the model's ability to provide financial flexibility to invest in additional staff or technology to
support the care model.

'i]'ﬁ‘ NATIONAL ASSOCIATION OF @NACHC 0®0@
Communit y Health Centers ®



Care Delivery: Social Drivers of Health TTD "
L 1IN\

Health Equity:
« Explore how the value-based payment model can provide financial flexibility to address health-
related social risk factors.

Social Drivers of Health Data Collection:
« Understand your health center’s experience in assessing social risk factors, stratifying patients
based on health disparities, or developing health equity plans.

Adjustment for Health-related Social Needs:

« Understand how payment and performance will be adjusted to reflect your health center
population's social needs.

'i]'ﬁ‘ NATIONAL ASSOCIATION OF @NACHC 0®0@
Community Health Centers ®



People TTD
L LINN\_

Culture:

« Evaluate the staff's willingness to embrace change, the presence of collaborative and patient-centered
practices, and the alignment of organizational goals with value-based care principles.

Care Teams:

« Consider how your health center is leveraging and optimizing care teams to collaborate and deliver value-
based care.

Operational and Financial Expertise:

« Do we have properly trained staff to manage the administration and financial acumen to operate in a value-
based payment model?

Technical Assistance:

« Many health centers will require technical assistance to transition to value-based payment models, including
culture change and better collaboration with other providers and health plans.

.i]'ﬁ\ AAAAAAAAAAAAAAAAAAAAA @NACHC o®0@
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Craig Hostetler
Owner and Principal
Hostetler Group

Art Jones, MD
Chief Clinical Officer, Medical Home Network
Principal, Health Management Associates

Heidy Robertson-Cooper, MPA
President
Health Care Advisors
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Questions &
Discussion



NACHC's Value-Based Payment Learning Series
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INTRODUCTION TO VALUE-BASED PAYMENT

\ Q)
\ Recorded Module (10 Minutes)
o)) I

| e
/ [J June 2024

Link to recorded module (10 mins)

Session 1: Planning for Volume-Based to Value-Based Payment

Session 2: Pathways for Progressing Along the VBP Continuum

Session 3: Implementing High-Quality Primary Care within VBP Models
Session 4: Optimizing VBP Strategies while Mitigating Financial Risk

Registration Link: 4-Part Series

Value-Based Payment:

A Choose Your Own Adventure Learning Series

Optimizing

Implementing
Planning

‘Dafinnion: on page 3

Speakers

@ FORVIS, LLP

) Craig Hastetler, Hastetler Group, LLE

(3 Art jones, Medical Home Network

(3 Heidy Robertsan €coper, HRE Healthcare Advisors, LLE

4-Part Webinar Series -« - oo

Far health centers ta initally pragress from volume-based
tmvahue-based payment, i s essertial 1o leverage quaity
mmprovement infrastructure and rospectie payment system
(FP5}ta set the organization up for success in value-based
payment. As health centers take on mre risk in value-based
payment madeks, they need ta weigh the pros and cons af
jaining a health center-led dlinically integrated netwark (€1K)
ar partnering with cther enabling organzaticns. This webinar
will explare value-based transformation fundementals,
considerations when deciding whether to participate
heaith center-led CIN or cther netwark options, and autling
araadmap for VBP, inchuding free transformation resaurces
awsiatie thraugh NACHC™ Elevate program that supparts
heaith centers on their value transformatian jaurney.

Recommended audience: Participants from hesith centers

& partner organizatiars in the Planning’ stage af VEP

readiness

Date: june 6, 2024 123 pm ET

Begistration link

Introductory Module s coeeeeeeaaaes Q
#health centers jourmey in VEF begins with gaining a salid
understanding of the terms and definitons used within
VBP as well 25 an awareness of the current landscape of
alternative payment madels (APMs). Far health centers at
the Planning’ or early stages of VEP readiness, this opticnal
niradusctary meduile provides.a primer priar to beginning the
VBP leaming series. The module will introduce VBP concepts,
such as the Heslth Care Payment Learning & Action Netwark's
(HEPLAN}alternatve payment model framewark. Itwill alsa
ue-hased payment opp available
1o health centers.

Recommended audience: Participants from heaith centers
and partrer organizations in the Planning stage af VBP
readiness, those interested inlearring about the current
VBP landsczpe.

Date: On your own [recarded module)

Module link

This sessicn wil cutine strategies for heakth centers to
progress sbang the VEP continuum, The Heath Care Payment
Learning and Action Network (HCPLAN) categarizes value-
based payment amangements along a continuum of cirical

and financisl risk from Cam 1 (Fee-for-Serice, no link to
qualiy and velus} o aegary 4 (Population Based Payment).
Leam whet is needed for heakh centers o succeed in kevel

24 [shared savings with upside risk crly) and how to prepare
for 38 (shared smings that incudes davrside risk]. Tapics
nchude building out your care tearn to support VP gaals,
usng apatiway ta VEP, ping
care transiticn protacols t reduce avaidable ER and hosptal
‘sdmissiars. The webirar will cover other key functions that
are essential for health center progression akong the VEF
contnuum, including attribution, the process payers use

10 assgn patients 10 3 provider, snd leveraging paymen:
‘apportunities to suppcrt social drivers of health (SBEH) ard
health equity goaks.

Recommended audience: Participents from heaith centers
s i the Mnring or ' Implementing

Datesjune 13, 20241 2:3 pm ET
Eegistration link

stages of VP readiness

Supplemental Sessions!
1. FQHC VBP Financial Projection Tool
2. Total Cost of Care

Registration Link: Supplemental Sessions



https://events.zoom.us/ev/AmMOc89Me-oXQVo10qlRkgPoRoogNAqxQ0xl45BOxrTGhSbWlH93~Ao9MObnYOsBl8PZYSzZnuqPB4Q8n4GIg678fNDMKTCrZ5z44Glyhf5bjVQ
https://events.zoom.us/ev/AmMOc89Me-oXQVo10qlRkgPoRoogNAqxQ0xl45BOxrTGhSbWlH93~Ao9MObnYOsBl8PZYSzZnuqPB4Q8n4GIg678fNDMKTCrZ5z44Glyhf5bjVQ
https://rise.articulate.com/share/_26l_kaCAI_aoVkXhr9x80gK4GB8vlPJ

NACHC: Value-Based Payment Resources

Value-Based Payment Readiness &
Financial Projection Tool

This tool is provided to assist community health centers in evaluating their financial readiness for value-based payment models as well as estimates of
projected revenues, costs and returns on investment for various alternative pay ients. To your organization's financial position,
please review the following directions before c« ing the subsequent wor i

Please note: The workbook is meant to provide high-level financial projections using national averages and benchmarking information. Other factors influencing
your organization's ability to assume value-based arrangements (i.e. geography, average salaries, cost of living, patient demographics, risk adjustment, etc.) would
need to be evaluated separately.

Additionally, the glossary worksheet contains helpful definitions and source data used for benchmarking purposes.

Directions:

Complete the following tabs

1. VBP Readiness Pulse Check: Answer each question in the "response" column to the best of your knowledge. When you have completed the assessment, a
score will populate at the bottom of the page indicating high, medium or low financial readiness for VEF arrangements based on your responseas. In this secfion,

value-based payment contracts are defined as capitated p its, pay-for-performance contracts, care coordination payments as well as alternative payment
models (bundled payments, capitated arrangements, etc.)

2. Projected Revenues: populate the following information for each of your current andior potential future value-based payment contracts to generate total
projected revenues. For definitions of the revenue categories, please reference the Glossary tab.

# of lives included in coniract

Contractual revenue (per member per month)

At-risk revenue (annual total)

3. Projected costs: populate the following information to view the total projected costs for your value-based care contracts:
# of covered lives across all coniracts
# of providers participating in VBP contracts
Annual salary+benefits for future FTEs lists associated with implementation of incremental value-based care services {opfional; if salary is
not known, then MGMA median salary will be used)
Annual costs of non-FTE related expenses

4. Projected ROI: view the projected return on investment by contract, calculated by taking the outputs from tabs #2 and #3

5. Next Steps: review the high-level next steps based on your organization's phase in valug-based payment adoption as well as the suggested NACHC resources.

MACHC Quality Center, May 2024, v2.0
MACHC acknowledges the contributions of FORVIS in the development of this tool.

This project was supported by the Health Resources and Services Administration (HRSA) of the U.5. Depariment of Health and Human Services (HHS) as part of
an award totaling $6,625,000 with 0 percentage financed with non-governmental sources. The contents are those of the author(s) and do not necessarily represent
the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.

< > Instructions 1. VBP Readiness Check 2. Projected Revenues 3. Projected Costs 4. Projected ROI 5. Next Steps

VALUE TRANSFORMATION FRAMEWORK
Action Brief

@ PAYOR DATA

is Payor Data Important?

Appropriste and timely patient dat is 3 key factor to effective
population health management and performance in value based
payment models. Health insurance plans (Payors) often have access e e
to patient health information that health centers may not, since i
payars receive claims (request for payment for services rendered)
submitted by various health care providers including hospitals. =
emergency departments, urgent care centers, clinicians, and others. e
Health center access to payor data offers a view into the care
and services patients may be receiving outside the health center.
Providers can better understand changes in health status they may [rerr—

not have been informed of, where care is being received, utilization "
patterns, and in some instances, the cost of the care provided. Given
the complex nature of health center populations, having a broader
perspective on what is happening outside the clinic walls c2n be

invaluable. While data from payors is often delayed (due to the time
it takes to be processed before it can be shared) and often doss
not include robust social drivers of health information, it is still an
essential data source for health centers engaged in value-based payment models. Payor data can be integrated with
the data a health center has within the electronic health record (EHR) and population health management systems.

As health centers advance through their value-based care and payment journey, and take on increasing accountability
for their patient populations (see LAN Framework that offers a national vocabulary for categorizing payment models).
it becomes essential for health centers to understand how payor data can be leveraged, how payor data is received
by the health center (and at what frequency). and the health infarmation technology (HIT) infrastructure necessary to
integrate and transform payor data into actionable population health management selutions.

Data Do Health Centers Receive from Payors, and What Does It Look Like?

The volume of data and the specific values/metrics that a health center receives from a payor will depend on the type of
value-based arrangements in which the health center is participating. In pay-for-performance, or quality arrangements,
payors may share less data than a shared savings arrangement that looks at total cost of care for a population.

As health centers advance along the continuum of accountability (e.g., progress along the LAN continuum), payors
will share additional data. Once health centers enter into LAN Category 3A and above, payors will share more than
quality measure/gaps in care reports with providers. This additional payor data may include information on a

Natianal Association of Community Health Centers. Allights reserved. | QusityCenter@nachc.ong | August 2023

Value-Based Payment Readiness &

Financial Project Tool (2024 update)
(June 25 Supplemental Session, 2-3 pm ET)

Suite of Value-Based
Payment Action Briefs:

Developing VBP Goals
Attribution
Attribution Thresholds

Payor Data

COMING SOON...Business Case for Value-Based Payment


https://www.nachc.org/action-brief-developing-value-based-payment-goals/
https://www.nachc.org/action-brief-attribution/
http://ttps/www.nachc.org/action-brief-attribution-thresholds/
https://www.nachc.org/action-brief-payor-data/

A Systems Approach to Transformation

Value Transformation Framework )
elevatej)|| National Learning Forum
v 848 CHCs | 90 PCAs/HCCNs/NTTAPS | >15 Million Patients
®) .
—\ :‘c‘: v' Monthly Webinars

, S DLV, \

ux\ v’ Supplemental Sessions

l HEALTH
‘ CENTER \'/, - - . €
* ) : v Evidence-Based Action Guides

,;\
‘ v’ Action Briefs

11}
v' elearning Modules

v' Tools & Resources
v’ Supports systems change
v Professional Development Courses

v Organizes and distills evidence-based interventions
v" Incorporates evidence, knowledge, tools and resources
v' Links health center performance to the Quintuple Aim

v Assess health center transformation progress

Register for free HERE


https://reglantern.com/vtf
https://bit.ly/2023Elevate

FOR MORE INFORMATION CONTACT

qualitycenter@nachc.org

Cheryl Modica
Director, Quality Center

National Association of Community Health Centers

cmodica@nachc.org
301.310.2250

www.nachc.org

Faculty Contact Information:

Craig Hostetler, Principal
Hostetler Group, LLC

503-913-6916
craig@hostetler-group.com

Art Jones
Medical Home Network

773.891.6812
ajones@healthmanagement.com

Heidy Robertson-Cooper
HRC Healthcare Advisors, LLC

816.419.9577
Heidy@hrc-advisors.com

@NAcHc QOO | 33
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