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Value-Based Care success built-on capabilities fine-
tuned over decades of experience managing shared 
savings, shared risk, professional and global 
capitation across CMS, commercial and Medicaid 
contracts.

Advocate Health Population Health Platform
Managing Health, Quality, and Total Cost of 2.4M Lives and $1.6B in capitated risk



Case Study #1: 
Chronic 
Kidney 
Disease

• Early detection can prevent progression to end-stage kidney 
disease (ESKD) with need for dialysis or kidney transplantation and 
extremely high morbidity, mortality, cost

• Heart disease is the major cause of death for those with CKD
• High risk groups include patients with diabetes, hypertension and 

family history of kidney failure - African Americans (due to the 
APOL1 gene), Hispanics, Pacific Islanders, American Indians and 
Seniors are at greatest risk

• WFUHS owns & operates the nation’s largest academic outpatient 
dialysis program

• WFUHS & Dr. Barry  Freedman hold US patent for APOL1 gene 
testing – the cause of 35% of ESKD in African Americans, millions 
more in Africa, the Caribbean and South America

• Commercial MA plans (BCBS, Humana) reach out to our 
Nephrology leadership daily to control costs

• Diabetic kidney care costs per-patient per-month drastically 
increases from $1,597 (stage 1) to $6,999 (stage 5).

Presenter Notes
Presentation Notes
https://www.sciencedirect.com/science/article/pii/S2590059524000840



• Nearly $5 million budget shared between WF & Atrium 

• Single IRB (WF) with 8 study coordinators (4 in the Triad and 4 in CLT)

• Like an NIH Consortium: screen 10,000 patients in 2 years to enroll 2,000
 
• Follow-up: 2 visits timed with annual PCP appts (EMR-based follow-up) with 

updated pharmacy workflow under review
 
• Current enrollment as of 2/17/203= >800 patients  (90% of patients from AHWFB 

market/6 WFH PCP practices)

• >70% of patients enrolled in study also in AHWFB Value Based Contracts
• >50% also have a medium-high risk eFI score

KidneyIntelx Study



Figure 1 

The American Journal of Medicine 2016 129153-162.e7DOI: (10.1016/j.amjmed.2015.08.025) 

KidneyIntelX adds
- Plasma TNFR1
- Plasma TNFR2 
- Plasma KIM1
- EMR-based variables 
(including BP, A1c, BMI,
insurance status, etc.)

Presenter Notes
Presentation Notes
Nearly $5 million budget shared between WF & Atrium 

Single IRB (WF) with 8 study coordinators (4 in the Triad and 4 in CLT)

Like an NIH Consortium: screen 10,000 patients in 2 years to enroll 2,000
 
Follow-up: 2 visits timed with annual PCP appts (EMR-based follow-up) with updated pharmacy workflow under review
 
Current enrollment as of 2/17/203= >800 patients  (90% of patients from AHWFB market/6 WFH PCP practices)

>70% of patients enrolled in study also in AHWFB Value Based Contracts
>50% also have a medium-high risk eFI score
Risk of chronic kidney disease progression, frequency of visits, and referral to nephrology according to estimated glomerular filtration rate (eGFR) and albuminuria. The GFR and albuminuria grid depict the risk of progression, morbidity, and mortality by color, from best to worst (green, yellow, orange, red, deep red). The numbers in the boxes are a guide to the frequency of visits (number of times per year). Green can reflect CKD with normal eGFR and albumin-to-creatinine ratio (ACR) only in the presence of other markers of kidney damage, such as imaging showing polycystic kidney disease or kidney biopsy abnormalities, with follow-up measurements annually; yellow requires caution and measurements at least once per year; orange requires measurements twice per year; red requires measurements at 3 and deep red 4 times per year. These are general parameters only, based on expert opinion and must take into account underlying comorbid conditions and disease state, as well as the likelihood of impacting a change in management for any individual patient. “Refer” indicates nephrology services are recommended. *Referring clinicians may wish to discuss with their nephrology service, depending on local arrangements regarding treating or referring.


This figure is adapted with permission from reference 4.



Case Study #2- Use of Frailty as Predictive 
Risk Score for use in Population Health

• Frailty predicts a number of outcomes, utilization among them
• Zero additional work to “screen” – it’s computed in EMR
• Identify high utilizers before they become high utilizers
• Not disease-specific

Presenter Notes
Presentation Notes
Based on a two-year, look-back period and calculated using more than 50 EHR data elements deriving from five categories (shown below), the eFI delivers providers a single, objective score. 
Medication ListFunction (e.g., daily activities)Medical Diagnoses Weight, BMI, and Blood PressureLaboratory Tests (e.g., blood counts)




• eFI identified a significant number of older adults for navigation beyond 
usual tools (utilization patterns); ↑volume by 25%

• Nurse navigators performed EMR review and patient outreach on all 
patients with eFI scores >0.21.

• Navigators assessed: 
 current clinical status
 need for a clinic visit
 need for ongoing navigation to address chronic illnesses
 connection with community agencies to address SDoH
 social isolation

Primary Care and Population Health



An automatic, passive digital marker for frailty

eFI is based on 2 year look back period

9

Elements of eFI: 56 total deficits 
• 31 items based on diagnosis codes*
• 20 laboratory measures
• BP + BMI + smoking* 
• 8 functional items from Annual Wellness 

Visit 
• Indicator for Polypharmacy
• Required ≥30 non-missing items
 ≥9 of 20 laboratory measures

eFI score ranges from 0-1
eFI>0.21 = frailty

*Some overlap in items, i.e. glucose and diabetes, BP and hypertension, etc. 
Searle et al. BMC Geriatrics (2008)
Pajewski…Callahan J Geron A Bio Sci Med Sci (2019)

Premise:
• Define a universe of 

aging-related deficits
• Frailty Index: What 

proportion of these 
deficits does a 
person have?

• Ranges from 0 to 1
• Typical maximum of 

~0.6 to 0.7



eFI & Healthcare Utilization



Case Study #3 : Ambulatory Pharmacy Services and Initiatives for 
Diabetes and Hypertension Management

• Data-Driven and Report-Driven Value-Based Care Work (built off “healthy planet” rosters in EPIC) to 
identify patients with hypertension and elevated blood pressures and/or patients with diabetes and elevated 
A1C values and other quality measure “care gaps”

• Managed Medicaid
• Focus: care coordination, addressing SDOH, patient education, medication access and adherence
• 2024 Outreach: 1,304 total patient encounters (1,148 patients had hypertension, 868 patients had 

diabetes)
• Commercial

• Focus:, care coordination, medication access and adherence
• 2024 Outreach: 1,611 total patient encounters (1,455 patients had diabetes, 1, 376 patients had 

hypertension)
• Medicare Advantage

• Focus: Triple-weighted medication adherence measures, Statin-Use measures, and DM and BP 
control

• 2024 Outreach: 5,836 total patient encounters 
• Employee Health Plan/One-on-One Rx

• Focus: comprehensive mediation reviews for beneficiaries, medication access, optimizing 
medication therapies and preventive care plans

• 2024 Outreach: 4,344 total patient encounters (642 of the patient encounters were related to 
hypertension and 1,163 of the patient encounters were related to diabetes) 
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Value Based Payment Policy – Last 10 Years

Presenter Notes
Presentation Notes
RFK Hearing notes: describe value-based care and “transparency, accountability, [and] access” as the “ultimate goal.” 

What we currently know about Trump Administration Priorities:
Focus on reducing healthcare costs through increased transparency and competition.
Push for deregulation, including flexible reporting requirements in value-based models.
Expansion of Medicare Advantage (MA) and alternative payment models that emphasize private-sector innovation.
 
RFK Jr. /Dr. Oz Influence:
Emphasis on public health infrastructure, chronic disease prevention, and environmental factors impacting health.




CMMI 2.0- Potential Focus Areas/Models
• Regional- geo direct contracting model
• High Needs focus
• Extension of Kidney Care Choices Model

Advanced APMs

• Prevention focus
• Expansion of remote patient monitoring/wearables
• Food as Medicine

Make America 
Healthy Again

• Alternatives to  FFS for longitudinal/ chronic disease 
care

• Advanced bundles for oncology, cardiology, and 
orthopedics

Specialty Care 
Integration

      

• Incentives in STARS measures
• Medicare Advantage as alternative to traditional 

Medicare 
• Increased focus on the dually eligible

MA Growth/APM 
Incentive in MA Plans

Presenter Notes
Presentation Notes
The Center for Medicare and Medicaid Innovation (CMMI) has launched over fifty models since its inception, testing and scaling innovative payment and care delivery approaches to improve quality and reduce costs. These models, focused on ACOs, bundled payments, and targeted 
initiatives, have had a number of important successes. However, some models face scrutiny for burdensome requirements and unpredictable outcomes, leading to limited enthusiasm among physicians. Others face scrutiny for generating insufficient government savings. 
We believe the Administration, including the new Division of Government Efficiency (DOGE), will conclude that CMMI remains a vital policymaking tool in the quest to save billions in government spending, as well as in its potential to reshape care delivery and payment systems. The focus will likely shift toward refining underperforming models, addressing participation barriers, and launching high-impact initiatives aligned with cost-containment goals. 
What This Might Look Like: 
Models tying reimbursement and patient rewards to preventive care and chronic care management, aligning incentives with behavior change and long-term savings through specialized, disease-specific models. This might include providing flexibilities to cover and/or incentivizing providers to adopt innovative treatments, including Food is Medicine interventions that address the root cause of chronic disease. 
Enhanced price and quality transparency, including episode-based bundled payments (e.g., joint replacements, cardiac surgeries) with total cost, quality, and out-of-pocket comparisons. Mandatory bundles for market-dominant systems could improve efficiency and care quality, with readmission penalties included. 
Reintroducing the “Geo Model” to enhance care coordination for disadvantaged populations, particularly in rural areas. 
Identifying and phasing out models that fail to achieve cost savings or improve care quality, reallocating resources to more impactful initiatives. 
Rapid cycle evaluations and scaling successful elements more quickly are likely. This approach would create a provider-friendly environment that accelerates the pathway from pilot testing to scalability and permanency. 
Shifting to specialty models addressing complex and episodic care and fostering opportunities for cost reduction in high-cost specialties such as cardiology and oncology. 
Transitioning from retroactive adjustments to prospective payments to reduce financial uncertainty and encourage greater participation in CMMI mode 






HCP-LAN
Alternative 
Payment 
Model (APM) 
Framework

1. Health Care Payment Learning & Action Network (HCP-LAN). APM Framework White Paper. 2017.



VBC Impact on US Healthcare Payments
In 2023, 62% of U.S. health care payments included adjustments for Quality & Value and 28.5% had both 
upside & downside (2-tailed) risk for Providers

Source: Health Care Payment Learning and Action Network. “APM measurement Effort.”, November 2024

1. Kaufman Hall. VBC Landscape Update. February 2025.



1. Dr. Mark McLelland. Opportunities for Integrating Specialty Care Within Population-Based 
Payment Models. Presentation to PTAC. Duke Margolis Center for Health Policy. March 2, 2023.



Policy Lever:  
Reimbursement 
Models That 
Support 
Preemptive 
Diagnostics

Medicare and Medicaid Innovation: Expanding 
reimbursement for lab tests that facilitate early 
detection of disease, such as predictive genetic testing, 
liquid biopsies for cancer, and advanced lipid panels for 
cardiovascular risk assessment.

Preventive Care Bundles: Including high-value lab tests 
within preventive care bundles or primary care 
capitation models to support early intervention efforts.



Slido: What data or evidence do payers need to justify higher reimbursement rates for early diagnostic testing?

A) Cost savings analysis – Demonstrating reduced downstream healthcare costs (e.g., fewer hospitalizations, lower 
medication costs).
B) Clinical outcome improvements – Data showing better patient outcomes, such as earlier disease detection and 
improved treatment effectiveness.
C) Utilization impact – Evidence that early diagnostics lead to appropriate follow-up care rather than unnecessary testing 
or procedures.
D) Comparative effectiveness studies – Research comparing preemptive diagnostics to standard diagnostic pathways in 
terms of accuracy, cost, and outcomes.
E) Patient engagement & adherence data – Showing that early testing increases patient engagement, compliance with 
treatment plans, and long-term health benefits.



Policy Lever: 
Value-Based 
Contracts 
Incentivizing Lab-
Facilitated Risk 
Reduction
  

Lab-Inclusive ACO and MA Contracts: Ensuring accountable care 
organizations (ACOs) and Medicare Advantage (MA) plans incorporate 
lab data as part of risk-adjustment and performance metrics.

Performance-Based Incentives: Aligning provider payments with lab-
driven population health goals, such as reducing preventable 
hospitalizations through early biomarker detection.

Chronic Disease Management Programs: Incentivizing the use of lab 
diagnostics in managing conditions like diabetes, cardiovascular 
disease, and chronic kidney disease by integrating lab results into 
care pathways that lower overall cost of care.



Slido: Are you currently involved in value-based contracts that incorporate lab data for risk 
stratification? Yes/No



Policy Lever 
Coverage 
Expansion for 
Biomarker-Driven 
Care Models

Medicare & Medicaid Policy Changes: Expanding coverage 
for biomarker testing to support precision medicine 
approaches, particularly for oncology, neurology (e.g., 
Alzheimer’s disease), and rare diseases.

Private Payer Alignment: Advocating for commercial insurers 
to cover broader biomarker panels beyond standard-of-care 
guidelines, ensuring better patient stratification and 
personalized treatment.

State-Level Initiatives: Encouraging state Medicaid programs 
to reimburse biomarker testing for early intervention and 
treatment planning, reducing disparities in access.



Slido:   Which payer segment should be prioritized? A:   Medicare, Medicare Advantage, Commercial, Employer or 
Medicaid?



Wrap- Up- Opportunities to Partner with Population Health

1. Data Analysis and Reporting
Identify high-risk groups: Analyze lab data to identify 

populations with elevated risk factors for specific 
diseases based on demographics like age, ethnicity, 

socioeconomic status, and geographic location.

Risk stratification: Utilize data to stratify patients into 
risk categories, allowing for prioritized outreach and 

preventive care.

2. Proactive Screening and Early Detection:

Targeted screening programs: Develop and implement 
targeted screening programs for specific populations based 

on identified risk factors with lab team.

Reminder systems: Utilize patient data to send timely 
reminders for necessary screenings and follow-ups

3. Care Coordination and Intervention

Clinical decision support: Integrate lab results into 
electronic health records (EHRs) with clinical decision 
support tools to guide provider decision-making and 

care management resourcing. 

4. Addressing Social Determinants of Health

Social needs screening: Incorporate social needs 
screening questions into lab requisition process to identify 

patients facing barriers to care.



Q&A
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