
Payer-Provider Collaboration to Improve 
Outcomes for High Need Populations

OCTOBER 24, 2019 CAPITOL HILL HYATT REGENCY HOTEL       WASHINGTON, DC



Welcome

Angelo Sinopoli

Chief Clinical Officer
Prisma Health

President, CEO & Founder
Care Coordination Institute

OCTOBER 24, 2019 CAPITOL HILL HYATT REGENCY HOTEL       WASHINGTON, DC



Panelists

Tim Gronniger
Chief Executive Officer & 
President
Caravan Health

James Schuster
Associate Chief Medical 
Officer and Senior Vice 
President of Medical and 
Behavioral Services
UPMC Insurance Services 
Division

Kate Abowd 
Johnson
Model Lead for the Accountable 
Health Communities Model
Center for Medicare & Medicaid 
Innovation 

OCTOBER 24, 2019 CAPITOL HILL HYATT REGENCY HOTEL       WASHINGTON, DC



Presentation to the Health Care Payment 
Reform Learning and Action Network

Supporting Under-Resourced Providers in Care 
Transformation

October 24, 2019



Care Transformation in Rural and Safety Net Settings
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What can be done? 

Build and teach from the
“Business Case for 

Quality”

Use new CMS-created 
codes for wellness 
services, non face-to-
face care, and 
coordination to fund 
staff to do that work, 
taking work off of the 
plate of the physician
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Practice Transformation Build Around Primary Care 
Business Needs
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Illustration – Care Transformation 

MD-Furnished Nurse / MA Furnished, 
MD conlcuded

Revenue Per Visit $130 $130

MD Input Time Per Visit 20-40 min 5 min

Staf Time Per Visit 5 min 45 min

Cost Per Visit $166 $40

Net Income Per visit $-36 $90
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Population Health Nurses & Annual Wellness Visits: 
Increased Prevention & Quality 

Source: Caravan Health Client
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ACO Investment Model
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Collaborative Care

Treating Depression in Primary Care Settings
James Schuster, MD, MBA

Sr. VP, Medical and Behavioral Services
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Collaborative Care Overview

The History
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Collaborative Care Overview (cont. 1)

The Model

Enhances “usual” primary 
care by adding two key 
services to the primary care 
team

Care Management support 
for patients in behavioral 
health treatment

Regular psychiatric inter-
specialty consult
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Collaborative Care Overview (cont. 2)

The Team Members
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The Outcomes- A Literature Review

Collaborative Care Overview (cont. 3)
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BH Integration Reimbursement
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Medicare FFS Reimbursement Rates - 2018

Service/Time Procedural Code Rate

Initial psychiatric collaborative care 
management
(first 70 min in a month)

99492 $162.18

Subsequent psychiatric collaborative care 
management (first 60 minutes in a 
subsequent month)

99493 $129.38

Initial or subsequent collaborative care 
management
(Each additional 30 minutes in a month)

99494 $67.03

Care management services for BH conditions
(at least 20 minutes of clinician time) 99484 $48.65
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Collaborative Care Approach

UPMC’s Approach

• Depression Screening in PCP offices involved in Shared Savings initiatives
• 2019 Results as of Claims paid through 8/31/2019
• Approximately 25% of all commercial and Medicare members screened, 

rate higher in SS practices)
• Proof of intervention pathways required for Shared Savings Practices 

2020
• Implemented Collaborative Care Codes in fee schedules
• Supporting Collaborative Care implementation in clinics with pre-

existing behavioral integration in place, with plans to scale
• Several FQHCs have already successfully implemented Collaborative 

Care
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Contact Information

James Schuster
schusterjm@upmc.edu
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Thank You



Kate Abowd Johnson, PhD
October 24, 2019

Accountable Health 
Communities Model



Why the AHC Model?
Many of the largest drivers of healthcare costs fall outside the clinical care 

environment

Social and economic determinants, health behaviors, and the physical 
environment significantly drive utilization and costs

There is emerging evidence that addressing HRSNs through enhanced clinical-
community linkages can improve health outcomes and impact costs

The AHC model seeks to address current gaps between healthcare delivery 
and community services
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Key Innovations

Systematic screening of all Medicare and Medicaid 
beneficiaries to identify unmet health-related social needs

Tests the effectiveness of referrals and community services 
navigation on total cost of care using a rigorous mixed method 
evaluative approach

Partner alignment at the community level and implementation 
of a community-wide quality improvement approach to address 
beneficiary needs 



 



AHC Model Structure



Bridge Organizations

Assistance Track State
Alexian Brothers Network Illinois
Allina Health System Minnesota
CHRISTUS Santa Rosa Texas 
Community Health Network 
Foundation

Indiana

Hackensack University New Jersey
Mountain States Health 
Alliance

Virginia 

Partners in Health, Inc. West Virginia

St. Josephs Hosp. Health Ctr. New York

Tift County Hosp. Authority Georgia

UT Health Sciences Center Texas

Yale-New Haven Hospital Connecticut

Alignment Track State
Baltimore City Health Department Maryland
Camden Coalition of Healthcare Providers New Jersey 
Danbury Hospital Connecticut
Denver Regional Council of Governments Colorado
Dignity Health dba St. Joseph's Hospital & 
Medical

Arizona

Health Net of West Michigan Michigan
MyHealth Access Network, Inc. Oklahoma
Oregon Health & Science University Oregon
Parkland Center for Clinical Innovation Texas
Presbyterian Healthcare Services New Mexico
Reading Hospital Pennsylvania
Rocky Mountain HMO Colorado
The Health Collaborative Ohio
The New York and Presbyterian Hospital New York
United Healthcare Service Inc. Hawaii
United Way of Greater Cleveland Ohio
University of Kentucky Research Foundation Kentucky
VHQC dba Health Quality Innovators Virginia



AHC Model Timeline
Assistance Track Alignment Track

Start-Up Period
• Finalizing relationships with clinical delivery 

sites
• Developing SOPs for screening, referral, 

randomization, and navigation
• Hiring and training staff

Start-Up Period
• Finalizing relationships with clinical delivery 

sites
• Developing SOPs for screening, referral, and 

navigation
• Hiring and training staff
• Establishing Advisory Board

Implementation Period
• Offering universal screening to beneficiaries 

at participating sites
• Providing community referrals and navigation 

services to those eligible

Implementation Period
• Offering universal screening to beneficiaries 

at participating sites
• Providing community referrals and 

navigation services to those eligible
• Performing community-level quality 

improvement and gap analyses



   



 



Want to know more?

AHC Website: 
https://innovation.cms.gov/initiatives/ahcm 

AccountableHealthCommunities@cms.hhs.gov 



Visit the LAN Website for our Resources
https://hcp-lan.org/
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Exit Survey 
We want to know what you think!

Let us know your thoughts at the end of each 
session! The Guidebook app provides quick, simple 
evaluations for your feedback. 

Session Evaluation Survey (or scan QR code)

LAN Summit Overall Survey
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https://www.menti.com/s97pn3zm9v
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Contact Us
We want to hear from you!

www.hcp-lan.org

@Payment_Network

PaymentNetwork@mitre.org

/in/Payment-Network

Search: Health Care Payment 
Learning and Action Network
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Thank You!
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