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Pr esen tat i on :   C ar e M an agem en t i n  V al u e-B ased Pr i m ar y  C ar e

Strengthen communication skills and effectively navigate conversations with patients on 
Advance Care Planning.
Getting comfortable with the uncomfortable
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2

3

Initiating and deepening the Advance Care Planning conversation in the office.
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The Role of Population Health Tools

Evolving a Model for Care Management in Value-Based Care

The Spectrum of Care Management

Re-engineering Care Management:  Breakout and Sharing

Defining Value-Based Care in Community Health Centers
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T h e U . S .  h eal th car e sy stem  r ew ar ds di sease,  n ot  pr ev en ti on .

$4.5T
Annual 

Healthcare 
Spend

$1.1T
Annual 

Healthcare
Waste

How can we 
solve this at 

scale?

CMS estimate of 2022 Healthcare spend; 2019 JAMA “Waste in the US Health Care System”
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A C Os r epr esen t  both  l on g- an d sh or t-ter m  oppor tu n i t i es to r edu ce costs an d 
i m pr ov e h eal th .

An ACO is a group of health care providers who work to deliver coordinated care and are 
collectively accountable for the cost and quality of care.

ACOs have the potential 
to improve the quality of 
care and lower costs.

To show success, ACOs 
must report on specific 
quality measures.

Report levels of 
performance

Meet benchmark 
levels of 
performance

Keep total costs 
for designated 
patients below a 
target level

H ospitals
Other 

Providers

S pecialists
Nursing 
H omes

PCPs
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What does Care 
Management mean to you? 

Presenting with animations, GIFs or speaker notes? Enable our Chrome extension

https://www.slido.com/support/gsi/how-to-change-the-design
https://chrome.google.com/webstore/detail/slido/dhhclfjehmpacimcdknijodpjpmppkii
https://www.sli.do/features-google-slides?payload=eyJwb2xsVXVpZCI6IjMyOThmYjM4LTVjYzUtNDM1OS1iMjAzLTM5MDM0NjUzNjBkMiIsInByZXNlbnRhdGlvbklkIjoiMTNhS2FMcnVOOWxIQ2VhZ3BIUGxBdG5vSVhPNnJER29JRmlaYTZsTmRkOVkiLCJzbGlkZUlkIjoiU0xJREVTX0FQSTcwOTMzNDM1Nl8wIiwidGltZWxpbmUiOlt7InNob3dSZXN1bHRzIjp0cnVlLCJwb2xsUXVlc3Rpb25VdWlkIjoiZDdlMjc4YjEtY2NiYS00NWIwLWE2NzEtYTAzY2JhNTIxMzY5In1dLCJ0eXBlIjoiU2xpZG9Qb2xsIn0%3D
https://www.sli.do/features-google-slides?interaction-type=V29yZENsb3Vk
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D ef i n i n g C ar e M an agem en t

The confusing world of care management terminology

● Care Management (CM) vs. Care Coordination (CC)

● Chronic Care Management (CCM)

● Advanced Primary Care Management (APCM)

● Complex Chronic Care Management (CCCM)

● Principle Care Management (PCM)

● Disease Management (DM)

● Utilization Management (UM)
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● Transitions of care
● ED avoidance
● Medication adherence 
● Psychosocial and BH support
● Referral management

● Wellness visits
● Preventive care 
● Screenings
● SDoH

C l i n i cal  Pr ogr am s

● Comprehensive Advance Care 
Planning (CACP)

● Kidney Care Management
● Dementia GUIDE program*
● COPD*
● BH Navigation programs*

Popu l at i on  h eal th  m an agem en t - u n der stan di n g y our  “ f l ock ”  

5%
Highest Risk

Highest Complexity

10%-15%
High-Risk

Multiple Chronic Conditions

25%-40%
At-Risk, Chronic Conditions

35%-50%
Healthy & Home

* Limited proof of concept projects

Tailoring care through data, tools  and timing to reach the right patients , address  root causes and prioritize wellness

Figure Adapted from amatihealth.com
How Do Health Expenditures Vary Across the Population?. 2021. Kaiser Family Foundation

5% of our patient 
population accounts for 
50% of our overall health 
spend

https://www.healthsystemtracker.org/chart-collection/health-expenditures-vary-across-population/#Share%20of%20total%20health%20spending,%202019
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What is the “job” of a 
population health tool?  
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August 2024. 1088-23

Aledade delivers  the data, insights, and workflows that help primary care teams thrive in value-based 
care. B y unifying multi-source data into a s ingle, intuitive experience, Aledade empowers care teams to 
act earlier, coordinate smarter and generate revenue tied to high-quality, low-cost outcomes.

INFORMATION ALEDADE TECHNOLOGY

PRESCRIPTIONS

PAYER

PATIENT
INFORMATION

AND MORESCHEDULING

D ata tech n ol ogy  an d i n si gh ts
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Our technology platform integrates with 100+ EHRs and practice management 
softwares (PMSs), putting external data sources, such as  hospital, lab, pharmacy and 
claims all in one place, equipping you with knowledge to improve health outcomes.

# 1

97. 3%
overall performance 

score

435M
patient 
insights

MEDICAL 
CLAIMS

EHR

RX 
CLAIMS

HEALTH 
PLANS

SCHEDULING

ER/ 
HOSPITAL 

DISCHARGE

2.5 M

225+
interfaces

6,000+ 
practice

interfaces

600+ 
interfaces

patient alerts received

Data Source Integrations
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W h y  pay er  cl ai m s data m atter

A ttr i bu ti on   

Who they (the 
health plan) think 
are your patients 
may not be who 

you think they are

W h o ar e m y  
si ck est  

pati en ts?

Diagnosis  codes that 
are left behind do 

not contribute to the 
complexity 

(potential cost) of 
your patient 
population

M edi cati on  
A dh er en ce

My patient is  taking 
their meds about 1 

in 5 days?

Qu al i ty  
M easu r es

So that’s  when 
and where they 

got that 
screening!
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Taking Care of Our Sickest of the 
Sick:

A Case Study
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M eet Ou r  C ar e Pr ogr am s N av i gator s T eam

Laura Swain, BSN, RN
Care Programs 

Navigator
lswain@aledade.com

Whitney Blalock, LCSW
Care Programs Navigator

wblalock@aledade.com

Anna Wall, M.A., CCC-
SLP

Sr. Facilitator
awall@aledade.com

Magen Calland
Asst. Dir. - Facilitation
mcalland@aledade.com

Lelin Chao, MD
Senior Medical Director

lchao@aledade.com
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C ar e Pr ogr am s N av i gator s B en ef i ts

● Strengthen care 
coordination and 
services for 
high-need patients

● Support in identifying 
potential care gaps 
and addressing barriers 
to treatment

● Reduce the risk of 
fragmentation of 
services

● Enhance patient 
outcomes and 
experience

Par ti ci pati on

This program is available to select Aledade member practices. For more information, 
contact your field team.

H ow  i t w or k s 

Give seriously ill patients even more support by partnering with our Care Programs 
Navigators. These licensed and experienced health care professionals enhance chronic 
care management by streamlining care coordination and helping your staff effectively refer 
eligible patients for Comprehensive Advance Care Planning (CACP) and other available 
services.

Set up meeting cadence that works for your practice

Receive additional training on using the Care Programs 
Worklist in the Aledade App

Learn how to make effective“warm introductions” to 
Care Programs

Work together to follow patients from referral through care to 
ensure continuity and an enhanced health care experience
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W h at i s  C om pr eh en si v e A dv an ce C ar e P l an n i n g w i th  I r i s?

Guided, personalized 
conversations with trained 

health care planning experts

No cost to patients 
or practices

For MA & MSSP patients 
with advanced illness

Honor and document 
patient goals and wishes

Optional auto-referral for 
quick service delivery

Goes above and beyond 
standard ACP 

discussion and 
documentation

I ris  guides patients  and families  in creating personalized care plans that align with their future health goals .
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D eter m i n i n g pat i en t  el i gi bi l i ty

Patients are selected using an algorithm that is  applied to MSSP and Medicare Advantage claims 
data

M or tal i ty
Probability of 
mortality in the 
following 12 months

I m pactabi l i ty
Examining outcomes 
near end of life over 
entire population 

A ttr i bu ti on
Patients most likely to 
remain attributed to 
an Aledade primary 
care practice 
throughout the year

+ +



19Aledade |  

C ol l abor at i n g W i th  C ar e M an ager s
A Case Study:   Eastern Shore Rural Health Center

B e W el l  B l ock  Par ty

● 500 participants 
on August 2, 2025 
in Parksley, VA

● 60+ Community 
Partners

● 200+ health 
screenings

Aledade Care 
Programs Navigators

● 108 patients
● 63 Five Wishes 

shared 
● Workable 

Referrals
○ 17% to 56%

● Warm Referrals
○ 0% to 26%
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Re-imagining Care Management 
in Value-Based Primary Care
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I n cor por at i n g V al u e-B ased C ar e i n  C ar e M an agem en t

Key considerations and questions to ask

Do our leaders 
see VBC as a 
strategic 
priority, not 
just an 
initiative?

Do we have the 
right mix of 
roles and 
enough 
capacity to 
succeed in 
VBC?

Have we 
equipped our 
workforce with 
the skills to 
succeed?

Are our clinical 
and admin 
tools enabling 
smarter 
decisions or 
slowing us 
down?

Do we have a 
culture where 
frontline teams 
are empowered 
to test, learn 
and adapt in 
real time?

L eader sh i p S taf f i n g C om peten ci e
s

T ool s C ul tur e

Are we turning 
data into 
actionable 
insights that 
enhance our 
ability to care 
for patients?

Data
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T h e E ssen ti al s of  V al u e-B ased C ar e an d th e R ol e of  C ar e M an ager s
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F or  D i scu ssi on

Optimizing Care Management: The Why and How

1. Describe your program (how did it begin and why, how many staff, 
how are they deployed, patient enrollment criteria?)

2. What do you like?

3. Based on your current organizational priorities, (and maybe what 
you’ve heard today), what would you improve?

4. Why?

5. What does success look like for your program?  How would you 
know?  

6. Next steps
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Qu al i ty  I m pr ov em en t F r am ew or k :  C on ti n u ou s E n h an cem en t - PD S A  C y cl e 
I m pl em en tat i on  f or  C ar e M an agem en t

Pl an :

● Objective: Reduce 30-day readmissions by 25% over 6 months
● Intervention: Systematic 48-72 hour post-discharge phone calls
● Metrics: Readmission rates, patient satisfaction, staff time per call
● Timeline: 3-month pilot with 2 high-volume diagnoses

Do:

● Train 2 staff members on structured call protocols
● Implement call tracking system
● Document patient responses and identified issues
● Track time investment per call

Study:

● Analyze readmission data monthly
● Review call documentation for patterns
● Survey patients about call helpfulness
● Calculate staff time costs

Act:

● Standardize successful call elements
● Address identified system gaps
● Scale to additional diagnoses
● Integrate findings into broader care 

management

Example PDSA Cycle: Reducing 30 -Day Readmissions

Define specific, 
measurable 
objectives

1 2
Identify key 

stakeholders and 
resources

3
Establish baseline 

metrics

4
Create 

implementation 
timeline

Plan Phase - Setting 
Up for Success
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Outcom e M easur es (T h e W h at)

● Clinical outcomes (A1c, blood pressure control, depression scores)
● Utilization outcomes (ED visits, hospitalizations, readmissions)
● Financial outcomes (total cost of care, shared savings)
● Patient experience (satisfaction scores, engagement levels)

Pr ocess M easur es (T h e H ow )

● Care plan completion rates
● Patient contact frequency and methods
● Screening completion rates (SDOH, depression, etc.)
● Care coordination activities (referrals, communications)

B alan cin g M easur es (U n in ten ded C on sequen ces)

● Staff burnout indicators
● Patient complaint rates
● Time to routine appointment availability
● Provider satisfaction with care management support

M easu r em en t S tr ategy  F r am ew or k
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E m beddi n g I m pr ov em en ts

● Policy and procedure updates
● Staff training curriculum modifications
● Performance evaluation integration
● Reward and recognition systems

Pl an n i n g f or  S u stai n abi l i ty

C on ti n uous L ear n i n g C ul tur e

● Regular case study reviews
● Peer practice learning exchanges
● Conference attendance and knowledge sharing
● Innovation time for staff ideas
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T h e Pow er  of  R el at i on al  C on n ecti v i ty

B ui ldi n g T h er apeuti c 
R elati on sh i ps

C om m un i ty  
Par tn er sh i ps

Peer  S uppor t 
N etw or k s

● Trust-building in 
rural communities

● Continuity of care 
provider models

● Family and caregiver 
engagement

● Hospital system 
collaboration

● Behavioral health 
networks

● Social service 
organizations

● Diabetes support 
groups

● Mental health 
peer counseling

● Chronic disease 
self-
management 
programs
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Thank you!
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Additional Resources
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A pp V i deo

http://www.youtube.com/watch?v=6OKvBSBn7fY
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R esou r ces f or  A dv an ce C ar e P l an n i n g 

Caring for Those Who Care

Cross Cultural Medicine 
Microlectures

Cultural Relevance in End of Life 
Care: 

Avoiding Cultural Assumptions in 
Palliative Care

The Conversation Project-starter 
kits  for families interested in 
advance care planning
Serious I llness Conversation 
Guide - a guide for clinicians
Prepare for Your Care -
educational videos for patients 
and their families
National Hospice and Palliative 
Care Organization - advance 
directives legal forms by state

https://diverseelders.org/caregiving/
https://geriatrics.stanford.edu/medical-interpreters.html
https://geriatrics.stanford.edu/medical-interpreters.html
https://ethnomed.org/resource/cultural-relevance-in-end-of-life-care/
https://ethnomed.org/resource/cultural-relevance-in-end-of-life-care/
https://www.cambiahealth.com/news-and-stories/pulse-blog/avoiding-cultural-assumptions-palliative-care-interview-two-sojourns
https://www.cambiahealth.com/news-and-stories/pulse-blog/avoiding-cultural-assumptions-palliative-care-interview-two-sojourns
https://theconversationproject.org/
https://www.ariadnelabs.org/serious-illness-care/for-clinicians/
https://www.ariadnelabs.org/serious-illness-care/for-clinicians/
https://prepareforyourcare.org/en/welcome
https://www.caringinfo.org/planning/advance-directives/by-state/
https://www.caringinfo.org/planning/advance-directives/by-state/
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W h er e y ou  can  f i n d su ppor t  f or  C ar e Pr ogr am s

● Demo video - Reviews key features of the Care Programs list
● Flyer - Reviews benefits of the Care Programs list
● Job Aid - Reviews features of the Care Programs list
● Care Programs List FAQs
● CACP Program Information Flyer

The power to manage complex populations is more possible than ever

https://learninghub.aledade.com/learn/course/demo-video-care-programs-list-features
https://learninghub.aledade.com/learn/course/demo-video-care-programs-list-features
https://learninghub.aledade.com/learn/course/care-programs-workspace-overview-flyer
https://learninghub.aledade.com/learn/course/care-programs-workspace-overview-flyer
https://learninghub.aledade.com/learn/course/care-programs-list-user-guide
https://learninghub.aledade.com/learn/course/care-programs-list-user-guide
https://learninghub.aledade.com/learn/course/acs-eligibility-list-faqs
https://learninghub.aledade.com/learn/course/acs-eligibility-list-faqs
https://learninghub.aledade.com/learn/course/acs-eligibility-list-faqs
https://learninghub.aledade.com/courses/cacp-at-a-glance
https://learninghub.aledade.com/courses/cacp-at-a-glance
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