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Central Components of the Care Coordination Model
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Vision
To provide high-quality, person-centered, 
community-based care coordination 
services in an integrated delivery system 
to achieve optimal health outcomes
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2018 Progress

• Aligned Care Model 
• Expanded from 4 to 10 HSAs
• Expanded from Medicaid pilot to care coordination program 

across four payers (~110K lives)
• Focus on Building Capacity

• Community care teams
• Common language 
• Clarified roles & responsibilities
• Developed within and cross-organizational workflows

• Trained in care coordination skills, software
• Expanded to North & South monthly Care Coordination Core 

Team meetings
• Implemented clinical attestation for primary care in ACO 

contracts for January 2019
• Developed analytics tools to monitor and report on progress
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Deploying Community Based Model

*PCP Payments include CPR Payments – All CPR Payments are Estimates

Under the model, capacity payments are made to communities. 
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2018 Patient Demographics: 
Each payer population is risk stratified.  
Across all payers, the top 16% makes up 
the high and very high risk group.  

Some HSAs can end up with 
slightly differing percentages 
based on their average risk and 
participation in payer 
programs.
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2018 Patient Demographics: OCV Total Population 
Condition Prevalence
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Conclusions
• Communities have invested significant resources in learning the 

care model, developing shared vision and implementation 
strategies, and aligning workflows. 

• Communities are successfully spreading the care model across 
payer populations.

• 90% of the Medicare population and 82% of the Medicaid 
population had >1 visit with a PCP in 2018.

• 5,101 individuals were touched by OneCare’s care coordination 
program in 2018.

• 1,030 individuals had a shared care plan in place in 2018

• More time is needed to assess clinical and financial outcomes 
among the care managed populations; however, early Medicaid 
data indicates:

• decreased PMPM spend among the H/VH risk population, and 
• decreased ED utilization for the entire population trending down from 2017 to 

2018
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