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What We Knew When We Started
• Significant collaboration between physicians, hospitals, 

payors and others would be critical.
• Care delivery would need to be transformed.
• Payment models would need to be aligned with care 

delivery transformation.
• Transitional models would be required.
• A design for one payor would not work – systemic change 

for all payors is needed.
• Advanced measurement and technology would be needed.
• Legal and trust barriers would be challenging.
• The typical consumer would likely be cynical and 

confused.
Source:  Premier
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Commitment to a Shared Vision
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Engagement



Integrated Model



Clinical Transformation Strategies

VISION:
Building a 
System of 

Health Care 
Delivery

Wagner Care 
Model

AIM:
Informed Activate 

Patients


Prepared
Proactive Practice 

Teams

Collaboration
Technology

Engagement

- PCMH Coaching
- Care Coordination 
- PCP/Specialist Communication
- EMR Adoption/MU Stage 1

- Hospital Discharge Planning Contracts
- EMS Patient Data Collection

- Enabling Services: Disparities and 
Populations at Risk

- Mini-Grants: healthy behaviors
- Smart Card: Portable PHR
- Workplace Wellness

Health Information 
Exchange

14%

- Amalga
- Wellogic

Patient and 
Community 
Engagement

16% 

Care Transitions
4%

Practice 
Re-Design

25%

Infrastructure 
41%



Clinical Transformation at the Practice Level
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Triple AIM™ Toward
Accountable Care

Population 
Health

Quality Cost Efficiency

Metrics:
•Providers
•Getting care quickly
•Getting needed care
•Shared decision making

Metrics:
• Diabetes Care
•High Blood Pressure
•Cholesterol Management

Metrics:
•Total Cost PMPM
•30 Day Readmission Rate
•ED Visits per 1000
•Hospital Admissions for 
Ambulatory Sensitive Conditions

•Age
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Lessons Learned So Far
• Unknowns are numerous – public and private 

sector have a lot to learn regarding how to 
effectively transform care. 

• Fundamental transformation will be clinical.
• Managing populations requires systems thinking 

at all levels.
• Keys to success include care re-design, aligned 

with payment reform plus strong informatics and 
IT

• Physician leadership is critical.
• Executive leadership is vital.



Current Challenges
Overall Systems Change
• Population measurement 

methodology.
• Partnerships require 

paradigm shifts for both 
providers and payors.

• Resistance to 
transformative change.

• Need to address clinical and 
social determinants of  
health.

Beacon Project
• Managing expectations.
• Agreement on core 

measures of  sustainability.
• Agreement on core 

measures of  success and 
performance.

• Alignment with federal and 
state visions of  accountable 
care.

• Protection of  personal 
health information.  

• Protection of  data sets.




