
REINVENTING THE PARTNERSHIP MODEL
VALUE-BASED CARE DELIVERY



• Creating value-based delivery system in partnership with physicians to change:
• physician experience 
• patient experience
• cost
• outcomes

• Building and re-engineering the clinical delivery system to meet the needs of a new 
set of patient, physician and economic demands to successfully deliver high quality, 
cost effective care 

• Providing path forward for independent physicians as opposed to sale of group or 
employment by local health system

• Establishing long-term strategic and financial partnership

Reshaping Health Care Delivery
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Top performing provider delivery systems have 
six essential elements – the “Core Four” plus 
optimized primary and specialty care
These components are consistently 
implemented across all lines of business
Best-in-class care for high-risk patients in 
particular will accelerate improvements in 
primary care for all patients
Facilitating best practice and focus on clinical 
execution

1. Inpatient Care

2. Home Care3. High Risk 
Clinics

4. Care 
Management/ 
Coordination

In conjunction with optimized primary & specialty care

We must deepen our PROVIDER partnerships

Our biggest opportunity to impact quality, patient experience and affordability is through 
the “Core Four” while IMPROVING PRIMARY CARE AND SPECIALTY COLLABORATION:
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Level 4
High Risk Patient 

Management

Level 2
Complex Care and Disease Mgmt

Level 1
Self-Management & Health Education Programs

High Risk Clinic and/or Home Care Management
In-home medical and palliative care management by 
Specialized Physicians, Nurse Care Managers and Social Workers for chronically frail 
seniors that have physical, mental, social and financial limitations that limit access to 
outpatient care, forcing unnecessary utilization of hospitals.

Complex Care and Disease Management
Long-term, whole-person care using a multidisciplinary team 
approach. Conditions include Diabetes, COPD, CHF, CKD,
Depression, Dementia.

Self Management
Every Day Care and self-management for people with 
chronic disease.

Level 3 
Transition of Care

Intensive one-on-one physician /nurse patient care and case management for 
the highest risk, most complex population during the vulnerable time of 
transition to home. As the risk for hospitalization is reduced, patient is 
transferred to Level 2. Physicians and Care Managers are highly trained and 
closely Integrated into community resources and 
physician offices or clinics.

…stratify patients into the appropriate clinical programs…
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Short Term (6 months or less): Chronic 
Pain, Cardio, Ortho, Oncology, 
Behavioral Health

1. Primary Care 2. Case Mgmt 3. High Risk Clinic/Mgmt 4. Home Care

Long Term Home Care

Short Term Acute Care 
Transitions /Trauma Care

Intermediate Home Care

Welcome/ Wellness / Prevention

Post Discharge Clinic

Care Transitions

Long Term /  Chronic Condition

Palliative Care

Complex Case & Disease 
Management 

Group Visits/Specialist  
Collaboration:  CHF, COPD, Diabetes

Cross-functional Care Mgmt Team

Patient Engagement & 
Education

Preventive Care

Embedded CM/ Health 
Coaching

ESRD Medical Home

Patient Acuity 

Patient Advocates & Health 
Coaches

Advanced technology integration into all 
aspects of care delivery is a critical success 
factor

… and collaborate to ensure excellence at all levels of care delivery
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The opportunity exists to reorganize the local delivery system through value-driven care

Success will require building a model of care that drives replicable performance focused 
on patient and physician engagement 

Our goal is to reinvent the partnership model with local physicians and delivery systems 

If we are successful we believe we can together bring a higher level of quality, innovation 
and performance to important populations and change the long-term path of care delivery

Conclusion
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