


Webinar Logistics

Audio is muted for all attendees.

Select the         to populate the to populate the chat feature on the bottom right of
your screen. Please use either the chat function or raise your hand 
 on the bottom of your screen to ask your question live. 

Presentation slides and recordings will be posted shortly after the session at:
https://www.ohsu.edu/oregon-office-of-rural-health/critical-access-hospital-
programs. 





Value-Based
Care & Clinical
Risk Stratification
for CAHs
A Plan of Action for Preparing for
Value-Based Care



1) Transition to
a Value-Based
Care mindset

2) Create a
pathway for
action (PCP Panel
Attribution)

3) Prioritize
outreach for your
population (Risk
Stratification)

4) Get credit for
the work you are
doing (AWV and
CCM)

5) Proactively
manage care
(preventive care,
quality measures)

6) Transition
insights into a
planning tool

Learning Objectives Value-Based
Care
Understand how to:



Poll Question

What is your current involvement in Value-Based Care?

a. Still learning what is involved in Value-Based Care

b. Practicing elements of Value-Based Care, but not in any

formal contracts

c. Actively seeking a Value-Based arrangement that fits our

organization

d. Participating in Pay for Performance or a Shared Savings

arrangement



What types of VBC
arrangements
exist?

https://hcp-lan.org/apm-framework/ 



How do these
arrangements
exist in Oregon?

https://www.oregon.gov/oha/HPA/dsi-tc/
Documents/VBP-Technical-Guide-for-CCOs.pdf 



Transition Mindset from FFS to VBC

Where do we start?

We’re already struggling to capture revenue, how can we take on risk for an alternative
payment model?

How can we know if we are set up for success prior to entering a VBC?

How can we start to make small steps towards preparing for VBC?

How do we know what type of VBC arrangement will work best for our organization?



Elements needed to progress to VBC

PCP Attribution
to create a
mechanism for
patient outreach

CIN involvement
can help
mobilize around
these areas

Proactive Patient
care facilitated
through care
coordination

Methods to
measure and
evaluate how
you are doing

Risk Stratification to
prioritize outreach



Provider Attribution aligns a
Patient with a Provider

Formal Methods

Voluntary Alignment

Claims based or primary care

service based attribution

EMR based Registry

Informal Methods

Clinician Knowledge

Manual lists or spreadsheets



Why is Attribution Important?

Becomes a method to

align measures and

success to a workflow



What insights can be derived?

Leakage: Where are

patients on our panels

going for primary and

specialty care

What does the

composition of a

panel look like?



Risk Stratification
The process of grouping patients by level of need

Chronic Conditions
Recent Utilization
Functional or social complexity
Clinician judgement

Intensive,
proactive support

Light touch
monitoring

Stable, preventive
outreach



Intensive,
proactive support

Light touch
monitoring

Stable, preventive
outreach

What are the benefits?

Allows workforce to work at the
top of their scope/license

Prioritized outreach can minimize
burden on providers and reduce
burnout

Important to keep an eye on quick
movement between levels



How to Risk Stratify?

Methods by level of effort

Clinician Knowledge

Care team huddles

Manual lists/spreadsheets

EMR-based registry

Claims cost and utilization

CMS HCC Risk adjustment

Johns Hopkins ACG



How to prioritize
outreach?
Define an “impactable patient”

Risk level
Utilization
Cost
Risk score

Proactive outreach based on list 



Poll Question

Which of these workflows are you proactively working on?

a. Annual Wellness Visits/Primary Care Visits

b. Chronic Condition Management

c. Transitional Care Management

d. One or more of the above

e. None of the above



Care Coordination services

Annual
Wellness Visits:

Visit to develop or
update a personalized
prevention plan &
perform a health risk
assessment

Covered once every 12
months

Chronic
Condition
Management:

A continuous patient
relationship with a
chosen care team
member

Based on time per
calendar month

Transitional
Care
Management:

Supporting a patient’s
transition toa
community setting

Conducted within 30
days post discharge

Advance Care
Planning:

Voluntary, face-to-
face discussion
between you and your
patient & their family
members to discuss
the patient’s health
care wishes if they
become unable to
make their own
medical decisions

Behavioral
Health
management



Transforming Rural Healthcare
through Care Coordination

Improved Outcomes & Satisfaction
Fosters Patient Engagement &
Responsibility
Feels More Connected to Care Team
Personal Connection in Managing
Discharge Tasks
Sense of Relief to Have Assistance
Navigating Health Care Systems

Outcomes Improve & Shown Through Data
Re-admission Rates Decrease
Opens Opportunity for Chronic Care
Management Conversation
Opportunity to Ensure Completion of
Annual Wellness Visit & HCC Recapture
Completed
Emphasizes Communication &
Coordination

Patient & Community Values Provider Benefits







Proactively
Managing Patients
Quality measures can help ensure patients are
proactively managing conditions

A better way to provide healthcare

Managing quality measures well can result in
value-based payments

Aligns outcomes with financial incentive









Patient Lists with Care Gaps



Tying it all together

Identify gaps in preventive care (e.g., diabetes, cancer screening, vaccinations)

Understand future demand for services

Inform staffing, clinic flow, and service line decisions

Panel insight turns population health from an abstract concept into a planning tool

For example - If 30% of a panel has uncontrolled diabetes, that’s not just a clinical
issue — it’s an operational signal.”



Patient Lists with Care Gaps



Patient Lists with Care Gaps



The Role of a CIN

Centralized Data Analytics

Support for Care Coordination (The
“Human Link” Between Data & Outcomes)

Integrated Pharmacy Strategy

Locally Led Improvement



claire.adams@redihealth.com

Questions or
Comments?
Get In Touch!

www.redihealth.com








