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Shared Accountability Model
Provider Readiness Assessment	

Shared Accountability Model Provider Assessment 
The purpose of this assessment is to assist CareOregon and network partners in identifying areas of strength and opportunity for optimizing organizational and care delivery structures and systems known to be necessary to successful and sustainable participation in value-based payment (VBP) programs like the Shared Accountability Model (SAM).

CareOregon will use the results of this assessment to guide the provider support package that accompanies the roll-out of the SAM, including provider trainings and targeted technical assistance. 

The tool is divided into three Domains: 

· Part 1: Foundational Competencies – This section assesses the basic core competencies of project management, change management, financial management, and leadership & staff capabilities. Proficiency in these areas greatly increases the chances that an organization will be able to implement and sustain large scale VBP initiatives.  
· Domain sections: 
· F1. Project Management
· F2. Change Management
· F3. Financial Readiness
· F4: Leadership & Staff Capabilities

· Part 2: Data Management Competencies – This section assesses competencies related to tracking key data about a population of patients, including both attributed and engaged patient populations and the risk profile of a given patient population to inform and optimize care. Proficiency in these areas indicates and increases the chances that an organization can monitor and manage populations associated with VBP programs.    
· Domain sections:
· D1. Patient Attribution & Assignment
· D2. Data-Driven Patient Engagement
· D3. Using Risk Information to Optimize Care

· Part 3: Care Delivery Strategies – This section assesses competencies related to structures and processes that facilitate and optimize care delivery, both at the point of care as well as overarching care management and proactive screening and preventive care. Proficiency in these areas indicates and increases the chances that an organization will provide high-quality care and cost-effective services.
· Domain sections:
· C1. Empanelment & Panel Management
· C2. High Functioning Care Teams
· C3. Care Team Communication & Pre-Visit Planning
· C4. Complex Care Management
· C5: Care Planning

Term Dictionary 
	Term
	Definition 

	Shared Accountability Model (SAM)
	A total cost of care arrangement meant to build shared ownership and accountability among provider partners and CareOregon for member health. 

	Value-Based Payment (VBP)
	A payment approach that holds providers accountable for both quality and cost of care.

	Project Management
	The internal people, tools, and processes to ensure that clinical transformation work happens in a timely manner. 

	Change Management 
	The methodological approach to prepare, support, and help individuals, teams, and organizations in making organizational change. 

	Attribution/Assignment 
	The process by which beneficiaries are enrolled in a health plan and subsequently assigned to a primary care provider. 

	Patient Engagement 
	The use of strategies meant to encourage patients to actively participate in their health journeys. 

	Risk Stratification 
	The process of placing patients into categories of risk based on underlying risk factors. 

	Empanelment 
	The assignment of patients to a designated provider and care team who become responsible for coordinating the continuous care of those assigned patients. 

	Care Coordination
	Important but lower intensity and less frequent support (every few months) from a community health worker or panel manager for preventive services, such as refilling prescriptions, scheduling preventive services or screenings (e.g., vaccination, A1c screening, cancer screening), and supporting following through on referrals. 

	Care Management
	Varies in complexity, but generally more intensive and more frequent (monthly or weekly) support from a specially trained community health worker, LCSW, or RN for patients with more complex needs (e.g., multiple chronic conditions, behavioral health needs, social needs, or combination). 



Part 1 – Foundational Competencies
F1: Project Management

Definition: This assessment defines project management as the internal people, tools, and processes to ensure that clinical transformation work happens in a timely manner. Often in resource-strapped environments, project management can be ad-hoc and vary from initiative to initiative. However, organizations that view project management as a core competency and invest time and resources to standardize a few key project management fundamentals find that this investment allows for consistent, streamlined, and repeatable project implementation. 

Key project management fundamentals include (but are not limited to): 

1. [bookmark: Check29]|_| A clearly designated project manager leading a given implementation.
2. [bookmark: Check3]|_| A supporting project team with decision-making authority. 
3. [bookmark: Check4]|_| A project management tool used across the organization with the ability to track milestones and timelines and assign tasks. This could be a template in Excel or an external tool such as Smartsheet, Trello, Asana, etc.
4. [bookmark: Check5]|_| A project charter (ideally in alignment with the greater organizational strategic plan). 
5. [bookmark: Check6]|_| Clearly defined escalation pathways when projects stall, and issues are easily communicated utilizing these pathways.
6. [bookmark: Check7]|_| Documented decision-making pathways that aid in project delays.
7. [bookmark: Check8]|_| Providing project leads with continuing education and training resources. 

Project Q2 - In the context of this assessment, do you have defined project team for VBP readiness and whether the team meets regularly (monthly, quarterly, annually) to discuss the progress of clinical transformation initiatives related to any particular VBP program.

	We do not have a clearly defined VBP project team.
	We have begun forming a VBP project team.
	A VBP project team has been formed.
	A VPB project team is formed and chartered.
	A VBP project team has been formed, is properly chartered, and meets on a regular basis to discuss initiatives to support the contract.

	1
	2
	3
	4
	5


F2: Change Management

Definition: This assessment defines change management as the methodological approach to prepare, support, and help individuals, teams, and organizations in making organizational change. This assessment is focused on change management in the context of VBP readiness. To achieve VBP readiness, organizations must consider, and be committed to, the adjustments that will need to be made to workflows, staffing, invested time, and attention. 

Organizations will be better prepared to effect and sustain change related to VBP readiness if they have the following competencies in place (among others): 

1. [bookmark: Check9]|_| The board of directors and executive team are aware of the importance of VBP readiness and have some understanding of what changes the organization needs to make. 
2. [bookmark: Check10]|_| The organization has a detailed strategic plan, timeline, and defined vision for what it will look like once it has achieved VBP readiness. The strategic plan of VBP readiness is in alignment with and integrated into the organization’s greater strategic plan. 
3. [bookmark: Check11]|_| This long-term vision for VBP readiness is shared with departmental leaders and kept in mind as the organization makes resource, staffing, and infrastructure decisions.
4. [bookmark: Check12]|_| The organization considers the impact for all departments and is ready to offer training and support.
5. [bookmark: Check13]|_| There is a dedicated multi-disciplinary project team with representation from various departments that is leading VBP readiness transformation. 
6. [bookmark: Check14]|_| Leadership deliberately builds enthusiasm for the work related to VBP methodologies. 
7. [bookmark: Check15]|_| All levels of staff understand the core concepts of value-based payments and the implications for care delivery and operations.


F3: Financial Readiness 

Definition: This assessment defines financial readiness for success in VBP models as having a well-established and informed process to monitor and assess financial health on a regular basis, including the ability to set short- and long-term financial targets based on contract-specific forecasting. Organizations are more likely to succeed under VBP models if they monitor key performance indicators and overall contract performance as well as analyze the anticipated financial outcomes of their contracts. 

Key activities that may be undertaken to obtain financial readiness for success in VBP models include (but are not limited to):

1. [bookmark: Check16]|_| Using a consistent process for reviewing and accepting new contracts. 
2. [bookmark: Check17]|_| Monitoring payer mix on a monthly basis and setting business line-specific targets annually. 
3. [bookmark: Check18]|_| Having VBP contracts in place and a strong understanding of those contract terms, how performance is assessed, and how metrics will be calculated. 
4. [bookmark: Check19]|_| Establishing a performance monitoring plan based on the understanding of contract terms, assessment of performance, and calculation of metrics. 
5. [bookmark: Check20]|_| Participating in upside-only performance-based contracts.
6. [bookmark: Check21]|_| Participating in risk-bearing (downside risk) contracts, and monitoring performance against these contracts. 
7. [bookmark: Check22]|_| Analyzing prior success under past contracts to inform current contracting strategies.
8. [bookmark: Check23]|_| Conducting multi-year forecasting, having clear estimations of potential gains, and an associated plan to maximize gains. 

F4: Leadership & Staff Capabilities  

Definition: This assessment defines capabilities for health center leadership and staff that provide the foundation for success in VBP models. Understanding the core concepts inherent in VBP models, the relationship between those concepts and organizational goals, and how to enhance internal resources and staff capacity are all important indicators of readiness. 

Key leadership and staff capabilities include (but are not limited to): 

1. [bookmark: Check24]|_| Understanding of core Value Based Care concepts and implications for care delivery and operations.
2. [bookmark: Check25]|_| Integration of Value Based Care concepts and implications for care delivery and operations into the organizational strategic plan, including identification of needed resources and investments such as new staff, analytics systems, patient outreach tools, etc. 
3. [bookmark: Check26]|_| Recognition of the importance of workforce development, including staff retention strategy and investment in culturally aware and equitable recruitment strategies. 
4. [bookmark: Check27]|_| Training and foundation in data interpretation and communication among leadership and staff.
5. [bookmark: Check28]|_| Training in change management and organizational culture. 

Part 2 – Data Management Competencies
D1: Patient Attribution & Assignment 

Definition: Patient attribution/assignment is the process by which beneficiaries are enrolled in a health plan and subsequently assigned to a primary care provider. To succeed under VBP models, it is critical that organizations understand how patients are assigned to them by a given health plan and are aware of the defined population of patients that fall within the parameters of a given VBP model. Patient attribution rosters should be reviewed regularly and compared to the organization’s EHR to identify assigned patients that have not previously been seen. Organizations should establish strategies and workflows to conduct outreach to all patients in care, including those not previously seen and those who have not been seen in more than 12 months. 

Patient attribution and assignment activities include (but are not limited to): 

1. [bookmark: Check30]|_| Regularly receiving patient assignment rosters from most or all payers and having an established workflow to review and act on those assignment rosters, including reconciling assignment discrepancies with payers. 
2. [bookmark: Check31]|_| Having an established process to conduct regular outreach to attributed but not yet seen patients.
3. [bookmark: Check32]|_| Consistently tracking engagement activities, including unsuccessful attempts to reach and activate patients. 
4. [bookmark: Check33]|_| Having an established process to conduct proactive outreach to established patients and regularly using data to prioritize patients (e.g., outreaching to chronic disease patients or patients with open care gaps first). 
5. [bookmark: Check34]|_| Using various techniques to maximize successful engagement (e.g., automation, linguistically appropriate outreach staff, pre-call planning for high-risk patients, etc.). 


Attribution Q2 – How does your organization receive/access your Care Oregon patient rosters? 



D2: Data-Driven Patient Engagement

Definition: Data-driven patient engagement requires technical capacity and data analytics to prioritize outreach efforts. Using available data to engage subsets of patients furthers the goal of improving health and decreasing cost; therefore, organizations that have the tools to identify high risk/high utilizer patients and use multiple methods to engage those patients to provide them with effective care support are better prepared to succeed under VBP models. 

Data-driven patient engagement activities include (but are not limited to): 

1. [bookmark: Check35]|_| Pre-call planning by identifying patients’ open care gaps to personalize outreach efforts. 
2. [bookmark: Check36]|_| Use of technology and tools to make outreach work easier and more automated (e.g., texting, organization website, patient portal/app, etc.).
3. [bookmark: Check37]|_| Removing common barriers to patient access by offering flexible appointment scheduling and after-hours care team access via phone, email, or in-person.
4. [bookmark: Check38]|_| Established protocols for outreach based on patient need or for select subpopulations (e.g., recent hospital discharges, patients with particular chronic conditions and/or social needs) by dedicated staff/care team members. 
5. [bookmark: Check39]|_| Engagement with patients at the point of care (in-office encounter) and through a variety of other tools to engage patients in advance and as follow-up to an in-office encounter to support reminders and referrals. 
6. [bookmark: Check40]|_| Ability to schedule a visit that meets the patient’s needs (e.g., group visits, telehealth, RN visits, etc.) at the point of contact. 
7. [bookmark: Check41]|_| Patient engagement training for various care team members to learn best practice engagement tools and skills.
8. [bookmark: Check42]|_| Collection of patient experience data to inform future outreach and quality improvement efforts. 
9. [bookmark: Check43]|_| Consistent tracking of engagement activities so that the organization understands which methods work best for different populations. 


Engagement Q2 - Do you use any of the following mechanisms for engaging patients, and how are these tools used in your patient outreach workflows?

	Tool
	
	
	How is this used in pt. outreach?

	Inbound call center
	Yes
	No
	

	Outbound calling capacity (automated appt reminders, etc.)
	Yes
	No
	

	Ability to text patients 
	Yes
	No
	

	Patient portal – patient ability to schedule 
	Yes
	No
	

	Patient portal – messaging capacity 
	Yes
	No
	

	Ability to push out health risk assessments or other tools to patients 
	Yes
	No
	

	Remote monitoring capabilities for patients with chronic conditions 
	Yes
	No
	

	Telehealth – video or phone visits
	Yes
	No
	

	Home visits
	Yes
	No
	

	Community outreach (health fairs, community/senior centers)
	Yes
	No
	

	Mobile services (dental van, etc.)
	Yes
	No
	

	Other (please describe):                                                                                               
	Yes
	No
	


[bookmark: _Hlk111620578]
D3: Using Risk Information to Optimize Care

Definition: Using risk information to optimize care refers to having sustainable processes to turn data into information about the underlying unmet needs of the population served. This information is used to prioritize care efforts, design new clinical programming to meet needs, and support efficient use of organizational resources in the pursuit of community wellness. Both medical diagnoses and unmet social needs should be coded appropriately and utilized to prioritize quality improvement strategies and consistently risk stratify patients. 

Examples of using risk information to optimize care include (but are not limited to): 

1. [bookmark: Check74]|_| Collection of medical and behavioral health Dx data for all patients, at all appropriate interactions, with supports and reminders to facilitate timely review and updates. 
2. [bookmark: Check75]|_| Use of a consistent organization-wide risk stratification process or methodology that is applied to all patients. 
3. [bookmark: Check76]|_| Collection of social needs data on all patients in a way that aligns fully (or nearly fully) to the NACHC PRAPARE tool, at all appropriate interactions, with supports and reminders to facilitate timely review and updates. 
4. [bookmark: Check77]|_| Use of a risk model that is applied to all patients and includes social needs data and external data such as claims or hospitalization data.
5. [bookmark: Check78]|_| Familiarity with CMS HCC grouping or other ICD-10 coding standards and training for providers and billers on accurate coding to capture patient risk, along with regular coding audits to provide continuous training as needed. 
Part 3 – Care Delivery Strategies 
C1: Empanelment & Panel Management 

Definition: Empanelment is the assignment of patients to a designated provider and care team who become responsible for managing that panel of patients by coordinating their continuous care. Empanelment and panel management is critical for high quality primary care, as it improves the patient experience and health outcomes as well as helps to reduce costs. Organizations should have the data and systems to balance panel sizes based on capacity and risk, and panel-level data should be accessible to care teams so that they remain accountable for quality improvement work for their panels.  

Key empanelment and panel management activities could include (but are not limited to): 

1. |_| Organization has established standard panel sizes (or range) based on provider type and FTE. 
2. [bookmark: Check44]|_| Assignment of patients to specific practice panels, with panel assignments being routinely used for scheduling and continuously monitored to balance supply and demand. 
3. |_| Organization has an established workflow in place to assist members in reassignment to either its practice or to another CareOregon contracted PCP.
4. [bookmark: Check45]|_| Panel-level patient data being regularly available and used to assess and manage care for practice populations on an ad-hoc basis or for a limited number of diseases and risk states.
5. [bookmark: Check46]|_| Panel-level patient data being regularly available and used to assess and manage care for practice populations across a comprehensive set of diseases and risk states. 
6. [bookmark: Check47]|_| Patients who are assigned to your practice but not yet engaged receive communication regarding their assigned provider (and care team, if applicable.)
7. [bookmark: Check50]|_| Panels are risk adjusted and regularly adjusted based on complexity. 

C2: High Functioning Care Teams

Definition: A care team is a multidisciplinary team of staff dedicated to a panel of patients and focused on providing coordinated care for those patients to improve their overall wellbeing. For care teams to be high functioning, it is critical that the organization has the systems and workflows in place to support care teams in identifying the total needs of patients and attending to those needs in a timely manner. Having a refined care team process in place allows care teams to move beyond reactive care that serves only the patient’s immediate needs to also addressing their underlying, unmet needs. Organizations should have an established care team designed to meet patients based on their specific needs, as well as documented policies and procedures to support proactive care coordination.


Care Q1 – What are your core care team roles – which care team members are present for and engaged with every patient encounter? (Provider, Medical Assistant, Community Health Worker, RN, Front/Back Office?) 


Care Q2 – What are your extended care team roles – which care team members are included in patient care based on specific needs? (Behavioral Health, RN Case Manager, Benefits Specialist, Referral Specialist, Pharmacist, Social Worker?)  
                                                                                                           

Care Q3 – What is your care team ratio (e.g., one clinician paired with two Medical Assistants, etc.)?


The following elements, among others, are indicative of high functioning, effective team-based care: 

1. [bookmark: Check51]|_| Organization has developed clear, consistent, and up-to-date position descriptions for each care team member role. Position descriptions define key roles/responsibilities that reflect how team members complement and contribute to other care team members in service of supporting patient care and are communicated to all care team members. 
2. [bookmark: Check52]|_| Well established and accessible team workflow processes, communication templates, and policies and procedures. 
3. [bookmark: Check53]|_| Utilization of tools such as standing orders that (within scope of practice) enable care team members to initiate preventive care (ordering standard screenings, tests, etc.) without over-reliance on provider direction. These tools build off roles/responsibilities designated in position descriptions and ensure tasks are not duplicative (unless intended/required) and enable all care team members to work to the top of their respective licenses. 
4. [bookmark: Check54]|_| Job design and training infrastructure that aligns standard work plans of care team roles across the health center, supported by robust orientation, job training plans, and elbow support in the flow of work. Cultural and linguistic considerations are taken when deciding who will take on tasks related to new workflows.
5. [bookmark: Check55]|_| Staff retention and recruitment strategies that include prioritizing time for team building and ability to collect feedback from all levels of the care team.

C3: Care Team Communication & Pre-Visit Planning

Definition: A key attribute in population health management is maximizing a patient encounter and ensuring that encounters can focus on both urgent and preventive care needs. Pre-visit planning is a great strategy that primary care organizations can utilize to adopt a population health approach. Pre-visit planning can take different forms – it could be daily care team huddles, or a quick checklist reviewed by a provider-MA dyad at key points in the day. Effective pre-visit planning requires some preparation, ideally by a care member other than the provider. That care team member references a patient chart and/or registry data to identify preventative care gaps, chronic disease management needs, screening alerts, or patients with recent hospitalization and uses this information to identify brief goals the care team can aim to address in the upcoming appointment(s). The lead care team member briefly conveys this agenda and plan to their colleagues and/or provider. Ideally this process will be documented in workflows and polices/procedures, will be standardized across an organization, and staff members will receive training. 

The following elements, among others, are indicative of high-quality pre-visit planning: 

1. |_| Care teams are given the adequate and protected time to conduct pre-visit planning. 
2. |_| Pre-visit planning is a stated priority for care teams and is prioritized in scheduling and staffing patterns.
3. [bookmark: Check57]|_| Pre-visit planning happens for all care teams and is documented in a consistent way (e.g., customized checklist in registry or EHR, whiteboard, printed checklist, etc.)  
4. |_| Pre-visit planning includes members of the extended care team (Behavioral Health, Pharmacy, etc.) 
5. |_| Pre-visit planning has a standard structure – could include a designated lead and documented process/workflow/policies and procedures. New staff are trained on the process and their associated role. 
6. [bookmark: Check62]|_| The pre-visit planning lead has access to the needed patient-level data (EMR, patient registry, hospital admission/discharge data, patient care plan, active referrals, etc.)  

C5: Care Planning

Definition: Care planning is a key component to care management and particularly important when working with patients with complex needs. Care planning is a process by which healthcare professionals and patients discuss, agree on, and review an action plan to achieve the goals or behavior change that is of the greatest concern to the patient. Care plans should be personalized and have the patient’s unique circumstances and goals incorporated. Care planning is done collaboratively with patient input and can be facilitated by various members of the care team including the clinical provider, community health worker, behavioral health consultant, etc. 

Care planning activities include (but are not limited to):

1. [bookmark: Check68]|_| Patient care plans are routinely developed and documented. 
2. [bookmark: Check69]|_| Patient care plans are developed collaboratively with patients and families for the majority of patients. 
3. [bookmark: Check70]|_| Patient care plans are routinely recorded and referenced by care teams at every subsequent encounter with the patient. 
4. [bookmark: Check71]|_| The patient leaves each visit with a copy of their care plan in a format and language that they can understand.
5. [bookmark: Check72]|_| Traditional Health Workers/community health workers/other care team members are trained in motivational interviewing to advance the goals established in a patient care plan. 
6. [bookmark: Check73]|_| Traditional Health Workers/community health workers/other care team members are trained in trauma informed care to advance the goals established in a patient care plan. 
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