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MHN ACO – Integration Driving Transformation
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MHN Impact on Cost, Outcomes and Engagement

The difference in cost of care for MHN versus other Medicaid

patients in IL is 3.5% in Year 1 and 5% in Year 2

Total Cost of Care – State Medicaid Pilot

Total Cost of Care - ACOACA Utilization - ACO

-6%

-4%

-2%

0%
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Difference is MHN risk adjusted cohort vs Non-MHN risk adjusted cohort percent change in cost of care

Source: Findings of the MHN HFS Care Coordination Pilot for the Illinois Health Connect population

5% LOWER COST
(risk adjusted)

ED Visits/1000Inpatient Days/1000

External 

Network

MHN

547

493

External
Network

MHN

639 521

External
Network

MHN

YEAR 1 Jul14–Jun15

10% BETTER OUTCOME

YEAR 2 Jul15– Mar16

18% BETTER OUTCOME

Year 1 Acute 

Days/1000

Year 2 Acute 

Days/1000

Year 1 ED 

Visits/1000

885
729

External
Network

MHN

770

658

External
Network

MHN

YEAR 1 Jul14–Jun15

18% BETTER OUTCOME

YEAR 2 Jul15–Mar16

15% BETTER OUTCOME

Year 2 ED 

Visits/1000

$17.7m 
SAVINGS

+12.1% variance

from target

Contract Year 1

$6.6m 
SAVINGS

+18% variance

from target

Contract Year 2 Q1

Patient Engagement - ACO
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Building Blocks for Transformation & Population Management
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Key Service Element: Care Management
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CARE MANAGEMENT

Gaps in Care
Social 

Determinants 
of Health

Disease 
Management

Utilization 
Management

Transitions 

of Care

Care Coordination

Enabling Technology and Process Standardization



✓ Frequent (monthly) in-person meetings with patient

plus telephonic contact

✓ Occasional in-person contact with PCP; PCP had      

a single CM for all of his cases

✓ PCP access to all key external data

✓ Provided evidence-based education using 

motivational interviewing and behavioral-change 

techniques

✓ Strong medication management

✓ Timely and comprehensive transition of care 

including direct patient contact

6 Medicare Demonstrations
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Characteristics of Successful Care Management Programs



Implementation Challenges to Provider-level Care Management

• Embedding the care manager as part of the care team

• Creating a common, structured approach to care management with tools, 
processes, staffing and sharing of care plans

• Creating a model with a positive return on investment

• Improving on current risk stratification methodology by adding addressable 
barriers to treatment plan adherence to the usual claims-based diagnosis, 
utilization and cost factors

• Informing care management staff with real time information placed in historical 
context

• Following task completion, lead and lag metrics aimed at improved utilization 
and cost across the full continuum of care
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Implications for Working Within a Payor/ACO Context
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• Payors rely on effective care management to handle financial risk; don’t expect 
delegation without assuming some of the latter

• Delegate care management responsibilities based on strengths & competencies

• Must be able to exchange data and share care plans

• Meet NCQA & any state-specific care management delegation requirements

• Agree to clear deliverables, metrics, targets & performance monitoring methods

• Negotiate a value-based payment that recognizes upfront investment but is 
ultimately supported by savings from improved management of the full 
continuum of care



Complex Care

Practice-level Care Management

• Builds on established patient relationships

• Requires structure and oversight

• Drives shared incentives and alignment

Centralized Care Management

• Challenged engaging patients

• Challenged engaging PCPs

• Limited access to EMR data

$

External Network

Medical Homes Medical HomesRush
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Practice-Level vs. Centralized Care Management

Care Management Funding Care Management Funding

Care Management & 

Coordination

$$

$ $ $ $

Payor



Reassessment

Identify & Stratify

Engage & Connect 

Moderate & High Risk

Plan & Support

Follow Up & Reassess Risk

Transition to 

Low-Risk Reevaluation

in Response to Triggers

Health Risk

Assessment 

(HRA)

Care Plan

Comprehensive 

Risk Assessment 

(CRA)

Medication 

Reconciliation
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MHN ACO – Technology-Enabled Risk Stratification Drives Prioritized, 
Structured Workflows



Health Risk Assessment

Comprehensive Risk Assessment

Patient Care Plan

High-level responses drive 

more detailed assessments

(e.g., PHQ-2 to PHQ-9)

Integrates care plan 

tasks across patient care 

team (e.g., BH and PCP)

Technology connects risk assessment to care planning
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Structure the Care Management Process with the Right 
Care Management Platform 
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Goals 

created 

based on 

assessment 

results



High risk, chronic illness
with psychosocial barriers to 

adherence to care plans

Low risk chronic illness

Healthy 

Super

Utilizers

Inefficient Utilizers, 

with significant 

psychosocial risk 

factors

Focusing exclusively
on High Cost Utilizers 
doesn’t prevent them in 
the first place*

*Denver Health Health Affairs, 34, no.8 (2015):1312-1319
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Identify Rising Risk Through Addressable Medical, Behavioral & Social Factors 
to Drive Cost Savings 

Rising Risk

12



PROSPECTIVE ANALYSIS FINDINGS

1.  MHN ACO’s risk stratification algorithm accurately correlates with subsequent cost of care

2. Presence of impactable risk factors even in the absence of historical high inpatient or 

emergency room utilization predicts increased hospital utilization and total cost of care

Source: MHNConnect & CountyCare Claims Data

MHN ACO Medicaid/ACA Experience

HRA Risk Profile Count

% Members

with 

No Claims ER Visits /1000

Inpatient 

Admits 

/1000

Medical & 

Rx

Cost Relative Cost

Low by Utilization without any 

Impactable Risk Factors
--- --- --- ---

Low by Impactable Risk

Factors
↑ ↑ ↑ ↑

Medium by Impactable Risk 

Factors
↑ ↑↑ ↑↑ ↑↑

High by Utilization +/-

Impactable Risk Factors
↑↑↑↑ ↑↑↑↑ ↑↑↑↑ ↑↑↑↑

High by Impactable Risk

Factors
↑↑↑↑ ↑↑ ↑↑↑ ↑↑↑

Total 5,798
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Enhanced Risk Stratification is Key to Care Management Efficiency & 
Improved Outcomes



Integrated Care Management Technology Drives Scale, Structure & Efficiency 
Across the Continuum
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Care Management Dashboards Structure Disparate Data into Actions

Patient View –

Care Gaps and Care Plan

Patient Engagement View

Record of Patient Engagement 

Attempts and Results

Assessments Drive Care 

Gaps and Care Plans, 

Viewable by Patient and 

Care Team

Logs Care Gaps, Plans, & Patient Engagement Activities
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Organize Real-Time Tasks

New Patient 

Welcome Calls

Click to Call

Risk Drives Care Gaps and Follow up Tasks

Risk Stratified Care Gaps 

Updates in Real-Time
Scheduled Patient Tasks
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Care Coordinator Work Space Organizes & Prioritizes Care Management 
Tasks to Optimize Resource Allocation 



Integrated Patient Engagement allows Care Management Process to Trigger 
Outreach
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• Patient-Caregiver 1-on-1 communications

• Care Team communications can include family, others 

• Outreach Campaigns templates, lists, track results

• Educate Patients deliver text, images, video

• Assess Patients to identify risk, track outcomes

• Biometric data capture and report measures

• Multiple modes web, mobile, text, IVR, and live video

• Integrated with provider and patient workflows



Targeted Reporting to Improve Performance, Resource Allocation & Efficiency

Self-Query Reports

Care Manager Reports

Population Reports
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In Summary – Successful Care Management in Primary Care Setting Requires  

Innovative patient-centered, team-based model of care

Virtual connectivity across provider settings

Robust Care Management and Patient Engagement
platform with integrated analytics

Value-based financing and shared incentives
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MHN ACO 939 West North Avenue, Suite 875   Chicago, IL 60642   312.274.0126

LEARN MORE:  mhnaco.org    |     medicalhomenetwork.org
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Art Jones, MD
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