
Optimizing Value-Based Care
Strategies for Better Outcomes and Sustainable Growth



Learning Objectives

• Recognize the importance of the shift to value-based care and what it means for the future 

of your health center. 

• Understand how VBC initiatives, including care gap closure, medication adherence, risk 

adjustment, and more efficient patient visits, drive better outcomes and financial 

sustainability. 

• Advocate for a proactive approach to implementing value-based care models by equipping 

your team with the right strategies and solutions. 



What is Value-Based Care?

• Shift from paying providers for volume of 

services (FFS) and toward rewarding providers for 

measurable outcomes

• Emphasizes high-quality, efficient, patient-centered 

care 

• Aligns provider incentives with patient outcomes, 

promoting better care quality, patient satisfaction, 

and reduced healthcare costs



Fee-for-Service vs Value-Based Care: Example

➢ A patient with diabetes visits their 

provider multiple times a year for 

complications, each visit billed 

separately. 

➢ Limited care coordination leads to 

gaps in treatment and higher costs.

➢ Focus remains on treating symptoms 

rather than preventing 

complications.

Fee-for-Service

➢ The diabetes patient is proactively 

managed, such as alerts for missed 

medications and A1C testing.

➢ Care is coordinated between 

specialists, primary care, and 

pharmacy for a holistic approach.

➢ The health center receives quality-

based reimbursements for improving 

long-term patient outcomes.

Value-Based Care



CMS Innovation Center Strategy: Putting All 
Patients at the Center of Care

• CMS charted a path for the future of VBC

• Vision: "A health system that achieves 

equitable outcomes through high quality, 

affordable, person-centered care."

• Measuring progress: By 2030, all 

Medicare FFS and the vast majority of 

Medicaid beneficiaries are expected to be 

in a care relationship with accountability 

for quality and total cost of care 



CMS 5 Strategic Objectives & Provider Goals
1) Accountable Care: "Increase the capability of primary care providers, as well as specialists and other 

providers, to engage in accountable care relationships with beneficiaries through incentives and flexibilities to 
manage quality and total cost of care."

2) Health Equity: "Collect data on race, ethnicity, geography, disability, and other demographics and results will 
be reported to the Innovation Center to help providers address health disparities."

3) Care Innovation: "Leverage actionable, practice-specific data, detailed case studies, and other data to 
implement practice changes that deliver integrated, person-centered, and community-based care."

4) Address Affordability: "Better align provider and beneficiary incentives to increase use of high-value services 
that efficiently deliver and coordinate care, achieve the best outcomes for patients, and reduce utilization of 
duplicative or wasteful services."

5) Achieve Health System Transformation: "Be able to deliver more integrated care across settings and 
engage in more comprehensive and longitudinal care as a result of accountable care relationships and 
participation in total cost of care models."



Value-Based Care Initiatives 

• Let's explore the following examples of value-based care initiatives that your health 

center can implement: 

o Care gap closure

o Medication adherence 

o Risk adjustment

o Streamlining new patient visits for better care management



Care Gap Closure

• Ensuring patients receive preventive screenings, 

follow-ups, and treatments by identifying and 

addressing missed care opportunities. 

• VBC Example: A health center tracks patients for 

overdue colorectal cancer screenings and 

proactively schedules appointments, improving 

early detection rates. 

• Benefit: Improve patient outcomes, enhance 

quality measure performance, increase payments in 

value-based contracts.



Care Gap Closure: Supporting Statistics

• Only 8% of adults receive all recommended preventive care services, nearly 5% receive 

none.

• A patient reported study showed greater than 1 gap in care coordination is associated with 

an increased odds of greater than 1 preventable outcome

• Care coordination efforts could save $240B annually on care costs in the U.S.

• Approximately 20% of all Medicare patients discharged from a hospital subsequently 

returned to the hospital and were readmitted within 30 days, highlighting the importance of 

timely follow-up and coordinated care



Care Gap Closure: Processes to Consider

✓ Implement standardized patient outreach strategies, such as reminders, education, and follow-up 

workflows.

✓ Develop a data tracking system to monitor and measure care gap closure rates across different patient 

populations.

✓ Define and target at-risk populations to identify patients, investing in technology and analytics to 

aggregate patient data and facilitate timely information for improved care coordination.

Potential challenge for health center: Data interoperability. Lacking the technology infrastructure 

& resources to coordinate and track care across multiple providers and healthcare settings.



Care Gap Closure: 
EQ Connect
How we can help

• Identify, document, and close gaps in care

• Review quality measures tailored to patient 
population

• Quality gaps and uncontrolled measures 

highlighted in red

• Supporting clinical results available, also 

color-coded 



Care Gap Closure:
Case Study
Equiscript Client→ Utilized EQ Connect to 

identify and track colorectal screenings 

across 500 patients

Findings → EQ Connect data uncovered 204 

out of 500 patients had a recent colorectal 

screening documented in external records 

that the client previously lacked visibility into

Impact→ 41% gap closure through 

automated technology, with supporting 

clinical documentation



Medication Adherence

• Ensuring patients pick up and take their 
medications as prescribed to improve health 
outcomes and reduce complications.

• VBC Example: A health center identifies patients 
with hypercholesterolemia who have not refilled 
their simvastatin prescription, outreaching to 
patients to remind them of fills and understand the 
reason for gap in pick up. 

• Benefit: Reduces hospitalizations, prevents disease 
progression, and helps achieve better value-base 
care performance metrics.



Medication Adherence: Supporting Statistics

• More than half of medications prescribed for chronic diseases are not taken as 

directed 

• Poor medication adherence costs the U.S. healthcare system up to $300B annually

• An estimated 20% of hospital readmissions are due to non-adherence

• No refills remaining is the leading cause of non-adherence (45%) 



Medication Adherence: Processes to Consider

✓ Have providers review all medications, including ones from outside prescribers, during the patient visit. 
Make sure patients understand how and when to take them. 

✓ Pull weekly reports with up-to-date information on medications prescribed, identifying patients due or late 
for a refill, calling them in for appointments if needed.

✓ Assign nursing supervisors to provide ongoing outreach to high-risk patients to check on adherence and 
provide education.

✓ Identify and address any factors that may be preventing patients from taking their medications, such as cost 
or lack of understanding. 

Potential challenge for health center: Bridging the gap between what was prescribed in the EMR versus the 

pharmacy fill data, indicating if it was ultimately picked up or out of refills.



Medication Adherence:
EQ Connect
How we can help

• Individualized care summaries with prescribed 

medication and adherence, using pharmacy data to 

indicate gaps in prescription pickup.

o Easily spot-check and confirm prescription 

accuracy during visits

o Missed pickups will be indicated in red

o Even if the refill was picked up at a different 

pharmacy, we will capture that as filled

• Summarized data to review all non-adherent patients, 

engage with your patients, alert of fills when needed 



Medication Adherence:
Case Study

Equiscript Clients→ Reviewed adherence 

rates across 4 clients

Parameters → Percentage of patients 

adherent (=>80% Adherence Score) per CE. 

Live patients, 65 years and older, on 

maintenance medications with an encounter.

Results → We found nearly 1 in 5 Medicare 

patients at these clinics are non-adherent 

with their medication therapy

COVERED
ENTITY % OF ADHERENT PATIENTS % OF NONADHERENT

PATIENTS

Client 1 78.8% 21.2%

Client 2 78.9% 21.1%

Client 3 77.1% 22.9%

Client 4 81.7% 18.3%



Taking Action

The power of EQ data → Our client 

was able to directly engage with 

their patients that we identified as 

non-adherent to their medication, 

documenting communication and 

providing medical guidance. 



What Else Did We Learn? 340B Lift 

• By running a medication history on our client's Medicare 

patients, we were able to identify new outside specialty 

providers writing script's for their patients, which increases 

referral capture opportunity 

• Across all 4 clients, we also identified 8,863 specialty drug 

claims over a 12-month period 
• EQ provides real-time, fact-based information on: 

o Which patients are on a specialty therapy 
o Who the prescriber is 
o Where it is being filled

11,707 9,431 3,5439,935Patients Submitted

# of Non-CHC Specialty Providers



Risk Adjustment

• During an annual wellness visit, capturing the full 
complexity of the patient's health conditions to ensure 
appropriate reimbursement and care planning.

• VBC Example: A patient diagnosed with a spinal cord 
disease by a neurologist comes in for a visit with their 
primary care provider. The PCP documents this diagnosis 
code in the EMR of the patient's medical home. The 
condition is properly risk-adjusted, aligning care needs 
with appropriate reimbursement.

• Benefit: Better care management and higher risk-
adjusted reimbursement, ensuring appropriate funding 
to manage high-risk populations.



Risk Adjustment: Supporting Statistics

• Medicare ACO program: A 3% increase in risk adjustment factor (RAF) equates to an 

average of $101-$267 per member per year (PMPY) 

• Medicare Advantage: A 1% increase in RAF equates to an average of $141-$282 PMPY 

o Medicare Advantage is projected to grow up to 60% by 2030

• A strong single-provider relationship lowers risk-adjusted PMPM costs by 15.3%



Risk Adjustment: Processes to Consider

✓ Have clinical staff conduct pre-visit chart reviews the night before to flag potential diagnoses and 

equip providers with targeted insights for patient discussions

✓ Provide continued education to train staff on best practices for complete and accurate diagnosis 

documentation.

✓ Proactively identify patients with chronic conditions and documentation gaps (i.e. patients with labs 

indicating chronic kidney disease but no CKD diagnosis code).

Potential challenge for health center: Fragmented patient data across different providers makes it 

difficult to gather the necessary documentation, resulting in under-coded diagnoses. 



Risk Adjustment:
EQ Connect
How we can help

• Data specifically designed to help providers when 

seeing Medicare patients for their annual wellness 

visit

• Prompts for missing or under coded diagnoses that 

risk adjust

• Get paid for the full complexity of the patient with 

supporting clinical documentation and external 

specialist notes



New Patient Visits

• Driving better decision-making and health outcomes 
during the first visit by equipping providers with 
comprehensive patient medical history.

• VBC Example: A care team member reviews a patient's 
external records, medication history and specialist notes 
ahead of the visit. With this information, the provider 
identifies unmanaged chronic conditions including 
mobility limitations and sensorineural hearing loss, 
helping tailor care plans and improve quality measure 
performance.

• Benefit: Shorten appointment times & see more 
patients, improve care planning, and enhance patient 
satisfaction.



New Patient Visit: Supporting Statistics

• Data-driven technology supports better patient care. 60% of health care executives use health 

care data analytics in their organizations.

o Of those, 42% saw improved patient satisfaction and 39% reported cost savings

• Understanding a new patient's medical history can lead to stronger patient-provider 

relationships. Patients with higher levels of trust in their healthcare providers are 2.6 times more 

likely to adhere to their treatment plans. 

• Having access to comprehensive medical history at the first visit enables more informed 

discussions and better care planning. Providers with a more "participatory decision-making 

style" are 30% less likely to have patients leave their care. 



New Patient Visit: Processes to Consider

✓ Establish pre-visit planning workflows for your care teams such as collecting and reviewing external 

encounter data the day before the visit to ensure a complete understanding of patient history

✓ To optimize provider time, notify physicians of needs to be addressed in daily huddle or during chart 

prep

✓ Invest in health information technology to reduce administrative burdens and empower data-driven 

decision making

Potential challenge for health center: Time burdens placed on providers in gathering patient visit 

history prior to a well-informed visit. Furthermore, EHRs inadequately capture mental health diagnoses, 

visits, specialty care, hospitalizations, and medications.



New Patient Visit:
EQ Connect
How we can help

• Access clinical notes for all care 

administered by outside providers

• Receive a focused patient care summary 

including a recent encounters with consult 

notes, active problems, medication list, and 

lab results

• Empower providers with up-to-day activity 

of patient medical history, saving time and 

resources

• Streamline visits and see more patients 

with readily available data



Positioning Your Health Center for Long-Term Success

• Conclusion and key takeaways:

o Integrate data-driven strategies: Using technology to improve documentation and track patient 

care is essential for long-term success in value-based care models.

o Enhance patient outcomes: Focusing on care gap closure, medication adherence monitoring, and 

risk adjustment drive better health outcomes.

o Diversify revenue streams: Value-based care presents opportunities to secure financial 

sustainability outside of just 340B.

o Be proactive: With 100% of Medicare beneficiaries moving to accountable care by 2030, now is the 

time to implement technology & processes that align with value-based care models.



Let’s Build Your EQ 
Connect Pilot ​

Complimentary clinical data assessment 
on your patient population

No commitment or EMR 
integration required

Get in touch: 
anthony.esgro@equiscript.com

mailto:Michael.burkhold@equiscript.com
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