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Overview

• A Proven Theoretical Approach and Driver Diagram
• Integrating a Focus on Social Determinants of Health (SDOH)
• CMS Resource to Examine Health Disparities & Health Equity
• Increasing Provider Engagement Using Advance Practice Providers & 

Team-Based Care
• Tools & Technology to Increase Beneficiary Engagement



Foundational Elements of Value-Based Care
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Source: 2020 LSACO Assessment Survey Domains



Strategies for Sustaining and Scaling Initiatives
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Assess Performance to Plan Future Strategy

• Consider the value and efficiency of existing programs 
and initiatives using:
– Demonstrated return on investment (ROI)
– Progress to achieve a goal or benchmark for cost, quality, 

and satisfaction
– Evaluation of impact on clinical outcomes and/or operations
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Leverage Existing Infrastructure 

• Gain economies of scale by using existing initiatives, 
workflows, and resources to support other value-based 
care efforts (e.g., new CMS models, Medicare 
Advantage, commercial)

• Use a driver diagram approach to compare drivers, 
goals, and aims across programs to show scale 
opportunities
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Integrated Driver Diagram
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Expand Current Initiatives to Provide 
Innovative Care Delivery
• Explore opportunities to adapt or expand existing 

workflows or programs to support new and innovative 
care delivery approaches

• Consider how initiatives can be modified or combined to 
further enhance their effectiveness
– Integrating a focus on SDOH
– Linking provider and beneficiary engagement efforts
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What Are SDOH?

Orgera, K. & Artiga, S. (2018, Aug). Disparities in Health and Health Care: Five Key Questions and Answers. Henry J. Kaiser Family Foundation. 
https://www.kff.org/disparities- policy/issue-brief/disparities-in-health-and-health-care-five-key-questions-and-answers/

http://www.kff.org/disparities-
http://www.kff.org/disparities-


Why Should Organizations Address SDOH?

• Impact multiple conditions that have the same contributing 
SDOH factors

• Establish culturally sensitive clinical processes to ensure 
access to care

• Improve quality and cost of care by developing a patient-centric 
model

• Customize population-level interventions to promote prevention 
and wellness

• Create the ability to track and trend non-claims-based data for 
value-based payment assessments or local policy influence
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How Can Organizations Address SDOH Needs 
of Their Beneficiaries?
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Identify SDOH needs

Develop an approach
to address the need

Connect beneficiaries
to resources to
address SDOH



Use Tools and Assessments to Help Identify 
Beneficiaries’ SDOH Needs
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Identify SDOH needs

Develop an approach
to address the need

Connect beneficiaries
to resources to
address SDOH https://www.medicaidinnovation.org/_images/content/2019-IMI-

Social_Determinants_of_Health_in_Medicaid-Report.pdf

http://www.medicaidinnovation.org/_images/content/2019-IMI-


Example Tool: The EveryONE Project
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Developer American Academy of Family Physicians

SDOH domains Housing, food, transportation, utilities, personal safety

Structure and length
11-question instrument; long or short form (with or without social needs action
plan)

Administration
Can be self-administered by patient or caregiver, or administered by office staff

Web link

Screening and action plan tools, along with resources, can be found at 
https://www.aafp.org/patient- care/social-determinants-of-health/everyone-
project/eop-tools/assessment-action.html#screen

https://www.aafp.org/patient-care/social-determinants-of-health/everyone-project/eop-tools/assessment-action.html#screen


Example Questions: The EveryONE Project
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Example Tool: PRAPARE

• Free templates and configuration/implementation guides 
are available for the following electronic health records 
(EHRs):
– Cerner
– Epic
– eClinicalWorks
– GE Centricity
– NextGen
– Excel file template for standardized data collection for non-

template EHRs
• Available in 20 languages
• PRAPARE YouTube channel
• PRAPARE Implementation and Action Toolkit
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Develop Workflows to Facilitate the 
Assessment Process
• Identify who is responsible for doing the assessment

– Self-administered by the patient
– Facilitated by a staff member or clinician

• Define when and where the assessment takes place
– In person (e.g., check-in, during visit)
– Virtually (e.g., phone interviews, patient portal)

• Facilitate a warm hand-off between staff performing the needs 
assessment and those developing and implementing the 
resource plan
– Example: Medical assistant or clinic nurse to social worker
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Create an Individualized Resource Plan to 
Address SDOH for Beneficiaries

• Determine where SDOH assessment 
information is collected and stored for sharing 
and resource plan development
– Example: Structured EHR fields, scanned 

documents, manual files
• Identify options for interventions based on 

SDOH needs identified in the assessment
– Example: Refer beneficiaries with food insecurity to 

the ACO’s food pharmacy/food pantry
• Establish a process for the care team to follow-

up with the beneficiary to assess compliance
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Identify SDOH needs

Develop an approach
to address the need

Connect beneficiaries
to resources to
address SDOH



Identify the Beneficiary’s Priorities for 
Addressing Their SDOH
• Communicate with the beneficiary to understand their priorities

– Example: One ACO spent a year working with a homeless patient to 
secure housing, and he then informed the staff that he was happy being 
homeless and didn’t want to be placed because he would miss his 
support system

• Create goals for addressing SDOH needs with the beneficiary
– Consider an “engagement contract” in which the beneficiary agrees to 

seek or receive additional SDOH support (e.g., regular attendance at 
counseling sessions or participation in support groups)
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Connect Beneficiaries to Available Resources

• Share the care plan with providers, care team, 
beneficiaries, and families for ongoing feedback

• Refer beneficiaries to community agencies and 
available programs

• Connect beneficiaries with care coordinators or 
community health workers (CHWs) to help 
procure resources and services
– CHWs might be able to help beneficiaries complete 

applications or provide support for collecting 
documentation
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Identify SDOH needs

Develop an approach
to address the need

Connect beneficiaries
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address SDOH



Develop Community Partnerships to Address 
Health Needs Related to SDOH

Engage social
service and public
health agencies
Housing and food

security

Transportation

Special needs
(e.g., Veterans)

Partner with senior
centers and

community centers

Socialization

Group and peer-
based education

Adult care / respite
care

Leverage non-profit
or faith-based
organizations

Charitable services

Meal delivery &
local food pantries

Companion care



Follow-Up on SDOH Resource Plans

• Follow-up on rendered services
– Reassess beneficiaries for improvement in SDOH or continued need for 

resources or services
• Identify when a beneficiary’s SDOH needs were not met, and 

why
– Limited availability of resources or programs to meet the SDOH need
– Decreased beneficiary participation or engagement
– Breakdown or failure in processes to connect the beneficiary to the 

resources

22
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CMS Office of Minority Health Road to Equity

• During National Minority Health Month, the Centers for Medicare & 
Medicaid Services Office of Minority Health (CMS OMH) hosted The 
Road to Equity: Examining Structural Racism in Health Care – a 
two-day virtual forum that highlighted CMS’s renewed focus on 
health equity, addressed structural racism in health care, and 
established federal agencies’ roles as equity partners.

• The recordings and transcripts from both days of the forum are now 
available on the CMS OMH Webinar & Events webpage.

• Guest speakers from various federal and partner agencies shared 
their insight and experience during the forum, focusing on the impact 
of COVID-19 on health disparities and initiatives to promote equity.

• For more CMS OMH health equity-focused resources, visit: 
go.cms.gov/omh or contact OMH@cms.hhs.gov.

https://www.cms.gov/About-CMS/Agency-Information/OMH/equity-initiatives/ccm/webinars-and-events/all-webinars-and-events

https://lnks.gd/l/eyJhbGciOiJIUzI1NiJ9.eyJidWxsZXRpbl9saW5rX2lkIjoxMDIsInVyaSI6ImJwMjpjbGljayIsImJ1bGxldGluX2lkIjoiMjAyMTA1MTQuNDA0OTY0MTEiLCJ1cmwiOiJodHRwczovL3d3dy5jbXMuZ292L2Fib3V0LWNtcy9hZ2VuY3ktaW5mb3JtYXRpb24vb21oIn0.caQp1Ct5eOF9zhgRoFBAIiCvfpuJcMkLmi-22W1JgCk/s/1097954560/br/106410696372-l
mailto:OMH@cms.hhs.gov


CMS Mapping Medicare Disparities Tool

25 https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-Mapping-Medicare-Disparities



CMS Mapping Medicare Disparities Tool

26 https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-Mapping-Medicare-Disparities



CMS Mapping Medicare Disparities Tool
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https://www.cms.gov/About-CMS/Agency-Information/OMH/OMH-Mapping-Medicare-Disparities

Average cost per beneficiary
(All beneficiaries v. Black dual-

eligibility beneficiaries)
Year County Nation Diff.
2018 $1,340 $799 $541
2019 $1,576 $859 $717
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Information from Deaconess Care Integration

Lori Sieboldt, MD, MS
Medical Director of Population Health, Deaconess Care Integration (DCI)
Lori Sieboldt leads population health efforts for DCI, including case management, post-acute 
care services, and physician advising. An emergency physician by training, she has additional 
expertise in quality assurance, utilization review, and physician advisement.

Heather Koehler, MBA, BSN, RN
Executive Director, Deaconess Care Integration (DCI)
Heather Koehler leads and transforms the delivery of care to support value-based care and 
the Triple Aim for DCI. She has expertise in multiple CMS models, including the Medicare 
Shared Savings Program and the Next Generation ACO Model, as well as experience in clinical 
and health care leadership and management.



What Is an Advance Practice Provider (APP)?

• APPs are licensed, non-physician medical professionals who 
provide care to beneficiaries in a variety of settings (e.g., acute, 
ambulatory, specialty, and post-acute care)

• Usually a nurse practitioner or physician assistant
• Many states require APPs to practice with oversight from a 

licensed physician
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APPs Are a Valuable Part of the Team
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APPs play a critical role in population health and in
supporting team-based care in an organization by:

Extending physician 
capacity

Supporting chronic disease 
management and 

advanced care 
coordination

Providing clinical care 
using a holistic approach

Participating in leadership 
to advance and 

organization’s goals



Accountable Care Organizations Increase in 
Non-physician Practitioners May Signal Shift 
for Health Care Workforce

32

Nyweide, D.J., W. Lee, and C.H. Colla. (2020, June). “Accountable Care Organizations’ Increase in Nonphysician Practitioners May Signal Shift for Health Care Workforce.” 
Health Affairs, vol. 39, no. 6, June 2020, pp. 1080-1086. doi 10.1377/hlthaff.2019.01144 14



Strategies for Optimizing the Role of APPs in 
the Organization
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Examples of the APPs’ Roles in Team-Based Care
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Key Ways APPs Can Contribute to Improving 
Clinical Outcomes
• Expand beneficiaries’ access to care
• Support high-risk beneficiaries
• Promote preventive care and close 

gaps in care
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Examples of Care Structures that Expand 
Beneficiary Access to Care
• Increased beneficiary access to practices as a result of 

additional providers
• Extended panel capacity for primary and specialty physicians
• Expanded access to alternative sites of care (e.g., hospital at 

home, rural access, telehealth)
• Additional triage support for emergency department (ED) and 

24/7 nurse lines
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Examples of Care Structures that Promote 
Preventive Care and Close-Care Gaps
• Completion of the Welcome to Medicare visit and Annual 

Wellness Visit for beneficiaries
• Focused efforts on preventive care services and care-gap 

closure
– Screenings
– Immunizations
– Care coordination and at-risk measures for quality reporting

• Provision of additional services, such as advance care planning, 
chronic care management (CCM), and transitional care 
management (TCM)

37
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Trends in Tools and Technology for Beneficiary 
Engagement

Source: Pew Research Center. Technology Use Among Seniors. May 17, 2017. Available at https://www.pewresearch.org/internet/2017/05/17/technology-use- among-seniors/

https://www.pewresearch.org/internet/2017/05/17/technology-use-among-seniors/


Technology May Help Beneficiaries & Families
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Increases beneficiary and family engagement by…

Enhancing
access to health
information and

care teams

Motivating
beneficiaries to
improve their
own health
outcomes

Educating on the
benefits of the

organization



Enhanced Beneficiary and Family Access to 
Information and Care Teams
• Patient portal

– Secure messaging (e.g., medication refills, direct-to-provider messaging)
– Access to health records (e.g., lab results and bills)
– Patient education and shared decision making (e.g., written materials, videos)

• Telemedicine
– Remote monitoring and testing
– eVisits
– eConsults

• Care coordination
– Discharge instructions
– Care manager check-ins with patients

41



Increased Beneficiary Motivation to Improve 
Health Outcomes
• Personal monitoring devices

– Pedometer or other fitness monitoring device
– Health apps
– Diet tracking and management
– Personal medical devices (e.g., glucose monitoring, blood 

pressure, smart scale)
– Medication management
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Increased Education for Beneficiaries on the 
Benefits of the Organization
• Social media presence
• Organization website
• Digital newsletters
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Considerations for Using Technology to 
Improve Engagement
• Ease of use by beneficiaries and providers
• Implementation costs and resources, including technology costs 

and IT staff time
• ROI in implemented technology or tools
• Integration of tools or technology into workflows
• Ability to measure outcomes, such as usage rates of the 

tool/technology, improved health indicators
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Thank You

Teresa Wilson
Teresa.wilson@cms.hhs.gov
678-895-6486

45


	Strategies to Scale & Sustain Value-Based Innovations
	Overview
	Foundational Elements of Value-Based Care
	Strategies for Sustaining and Scaling Initiatives
	Assess Performance to Plan Future Strategy
	Leverage Existing Infrastructure 
	Integrated Driver Diagram
	Expand Current Initiatives to Provide Innovative Care Delivery
	Overview
	What Are SDOH?
	Why Should Organizations Address SDOH?
	How Can Organizations Address SDOH Needs of Their Beneficiaries?
	Use Tools and Assessments to Help Identify Beneficiaries’ SDOH Needs
	Example Tool: The EveryONE Project
	Example Questions: The EveryONE Project
	Example Tool: PRAPARE
	Develop Workflows to Facilitate the Assessment Process
	Create an Individualized Resource Plan to Address SDOH for Beneficiaries
	Identify the Beneficiary’s Priorities for Addressing Their SDOH
	Connect Beneficiaries to Available Resources
	Develop Community Partnerships to Address Health Needs Related to SDOH
	Follow-Up on SDOH Resource Plans
	Overview
	CMS Office of Minority Health Road to Equity
	CMS Mapping Medicare Disparities Tool
	CMS Mapping Medicare Disparities Tool
	CMS Mapping Medicare Disparities Tool
	Overview
	Information from Deaconess Care Integration
	What Is an Advance Practice Provider (APP)?
	APPs Are a Valuable Part of the Team�
	Accountable Care Organizations Increase in Non-physician Practitioners May Signal Shift for Health Care Workforce
	Strategies for Optimizing the Role of APPs in the Organization
	Examples of the APPs’ Roles in Team-Based Care
	Key Ways APPs Can Contribute to Improving Clinical Outcomes
	Examples of Care Structures that Expand Beneficiary Access to Care
	Examples of Care Structures that Promote Preventive Care and Close-Care Gaps
	Overview
	Trends in Tools and Technology for Beneficiary Engagement
	Technology May Help Beneficiaries & Families
	Enhanced Beneficiary and Family Access to Information and Care Teams
	Increased Beneficiary Motivation to Improve Health Outcomes
	Increased Education for Beneficiaries on the Benefits of the Organization
	Considerations for Using Technology to Improve Engagement
	Thank You

