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Despite their common goal of enabling efficient, effective healthcare, payer and provider organizations often find themselves at odds, 
struggling to navigate the intersections where disparate processes and systems converge. The goal of KLAS’ new Payer/Provider 
Initiative is to help reduce this friction by facilitating trust, collaboration, and alignment between payers, providers, and HIT vendors.

As part of the initiative, the annual Points of Light awards celebrate success stories—or “points of light”—from payers, providers, and 
vendors who have partnered together to reduce costs and inefficiencies and improve the patient experience. 14 such collaborations 
were awarded a 2022 Points of Light award, and their strategies and outcomes are shared in this report to illustrate the art of the 
possible. The report’s Executive Overview provides a high-level summary of the types of challenges tackled and the outcomes achieved, 
while the full report provides an in-depth case study of each collaboration. See page 6 for the full list of winners.

Points of Light 2022 Recognizing Successful 
Payer/Provider Collaborations

Points of Friction (and the Technology Used to Tackle Them)
There are myriad points of friction that provider and payer organizations could target to reduce administrative waste and improve patient 
outcomes. The challenges tackled by the 2022 Points of Light award winners fall into six overarching categories, the most common being 
issues related to prior authorization or value-based care.

Prior authorization: Obtaining prior authorization for medications, 
imaging, and procedures can be a significant source of administrative 
inefficiency as well as patient frustration, and it was the most 
common area of focus among this year’s award winners. The 
partnerships that focused on streamlining this process leveraged 
strategies such as artificial intelligence, clinical decision support,  
and improved interoperability.

Value-based care: Achieving better outcomes and lower costs 
requires improved data exchange that allows provider and payer 
organizations to understand their patient/member populations, 
provide needed care management, and close gaps in care. It also 
requires both provider and payer organizations to develop new 
operational and financial knowledge to effectively sustain bundled-
payment programs.

Note: One of the 14 collaborations 
tackled two separate challenges, 
resulting in a total n of 15.

Types of Challenges Tackled (n=15)

Prior authorization

Value-based care

Payer-provider interoperability, 
clinical data exchange

Denials

Credentialing

Patient billing

33%

27%

13%

13%

7%
7%

The Role of Technology Partners
The variety of technologies that collaborators are using 
to reduce friction speaks to the complexity of the task at 
hand and the fact that there are often multiple options for 
achieving outcomes. KLAS’ hope is that examining these 
options will help other organizations identify technologies 
that might be helpful in their own strategies. Which option 
is best will largely depend on the collaborators’ resources, 
budgets, relationship, and timeline. The table on the 
next page outlines the specific challenge each group of 
collaborators was trying to solve, the action plan created,  
and the technology implemented to support it.

Note: One of the 14 collaborations did not include 
a technology vendor, resulting in a total n of 13. 

Types of Technology Partners  (n=13)

Prior authorization automation

Provider-payer interoperability, 
clinical data exchange

Healthcare data analytics, 
population health management

Claims management

VBC managed services

Clinical decision support

Patient financial engagement

30%

23%15%

8%

8%

8%

8%

A note about award methodology: Points of Light awards are given to payers, providers, and IT vendors who demonstrate 
close collaboration that leads to shared outcomes. KLAS validated submissions via a standard set of questions administered 
during in-depth interviews with representatives from all relevant stakeholders.

https://klasresearch.com/payerprovider#ReportsAndAwards
https://klasresearch.com/payerprovider#ReportsAndAwards
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Overview of Points of Light Collaborations--By Type of Challenge Tackled

Large numbers of people experiencing homelessness 
utilizing the ER for chronic conditions

Developing a hospital- and community-based program to 
connect this vulnerable population with community resources

  Health Catalyst 6

Need for payers and providers to have a shared, trusted 
data set as they look to provide value-based care

Integrating clinical and claims data and then making it 
available to providers in a way that enables them to provide 
better care; creating a pay-for-performance quality program 
to reward providers for addressing care gaps

  Arcadia.io 8

Rising costs for maternity care for a self-insured employer Partnering directly with a local health system to create a 
bundled payment program for their maternity population

  Cedar Gate 
Technologies

9

Payer organization lacked access to clinical data 
that would allow them to proactively suggest candidates 
for care management

Combining clinical and claims data to generate one holistic 
view of the patient, enabling better identification of and care 
management for high-risk patients under capitation

  Lightbeam 14
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Increase in volume of payer requests for clinical data due 
to regulatory requirements

Automating chart retrieval to provide payer organizations  
with complete, accurate clinical data from provider 
collaborators in a faster, more cost-effective way

  Moxe 3

Clinical workflows that don’t support efficient, effective 
closing of care gaps

Incorporating patient data from the payer into the EMR 
workflow via FHIR APIs

  athenahealth 11Pr
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Inefficiencies in the denials process Ensuring standard use of denials codes, establishing new 
process to proactively coordinate denials, and enabling three-
way calls with patients

N/A 2

High cost of administrative work between payer and 
provider organizations, a significant portion of which is 
due to avoidable denials

Incorporating payment rules into the provider organization’s 
billing solution, allowing the health system to catch errors 
before claims are submitted

  Optum 4
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Long credentialing turnaround time Refining the credentialing process by creating standard 
definitions, automating data where possible, and eliminating 
unnecessary data from the exchange

N/A 2
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Consumer confusion about financial responsibility/
benefits coverage, leading to delayed/missed payments 
and operational inefficiency

Combining health plan data with patient billing workflows  
to empower consumers to easily and seamlessly navigate  
the financial journey

  Cedar 1
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Challenge Action Plan

Vendor  
Target client:

Case study

Payers
Providers
Both

Labor-intensive prior authorization process created 
administrative burden and delays in care

Creating a SMART FHIR link to pull all relevant documentation 
for case reviews from EMR and submit it to payer in a 
consolidated, easy-to-review format

  Cedar 5

Inefficient prior authorization process for imaging,  
leading to delays in diagnosis and treatment

Leveraging government-mandated clinical decision support 
to expedite prior authorization for imaging orders

  Change 
Healthcare

10

Lack of patient-level insurance coverage data at the 
point of care and difficulty identifying whether prior 
authorization is truly needed for prescription drugs

Using technology to confirm whether prior authorization is 
needed and embed patient-specific formulary information 
into the prescriber’s workflow

  CenterX 12

Burdensome prior authorization process for orthopedic 
procedures sometimes took 7–10 business days

Automating the prior authorization process and incorporating 
suggested care plans into the provider workflow

  Cohere Health 13

Expensive, labor-intensive process  
for prior authorization

Automating the prior authorization process and thus  
reducing manual processes and delays in care

  Olive 7
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n
Click on any  

number to go 
directly to that page.

Note: Cedar and Cedar Gate Technologies are two distinct companies.
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Points of Light: Top Outcomes Achieved 
through Collaboration
The collaborations highlighted in this report have achieved 
a variety of outcomes, the most common being improved 
efficiency in the administrative tasks between payer and 
provider organizations as well as positive financial results.

Top Reported Outcomes (100-percent scale) (n=62)

0% 50%

Improved efficiency 27%

Improved financial results 21%

Improved care quality 19%

Improved patient experience 15%

Improved provider experience 10%

Improved processes 8%

Note: Participants 
interviewed for the 

case studies organically 
identified a total of 62 

outcomes achieved through 
their collaborations.

Improved care quality Relevant case 
studies

Increase in A1c compliance 14 

Reduction in length of stay 6

Ability to refer the right patients for a comprehensive clinic’s 
capitated arrangements

14

Better alignment between provider organization’s incentives 
and positive patient care; reduction in C-section rate

9

Decision support mechanism helps ensure patients get the 
right imaging

10

Ability to leverage data, especially integrated clinical and claims 
data, for successful value-based and risk-based programs

8, 14

Higher Medicare Star rating for payer organization 11

Increased ability for payer organization to understand and 
manage members with chronic conditions

11

Increased medication compliance 12

Lower complication rates 13

Procedures shifted from inpatient to outpatient setting 13

Relevant case 
studies

Relevant case 
studies

Improved provider experience

Less time spent by providers on the prior  
authorization process

10, 13

More efficient clinical workflows 11

Reduced peer-to-peer reviews 7, 10, 13

Improved patient experience

A single document that includes both the hospital bill  
and the EOB

1

Faster access to care for patients 13

Improved member/patient satisfaction 1, 2, 3, 9, 10

Quality of life improvements for patient participants 6

Reduced costs for patients 12Relevant case 
studies

Improved processes

Claims errors dealt with in the billing system pre-submission 4

Increased automation provided by chart-retrieval system has 
increased efficiency and reduced manual work for health system

3

More accurate risk coding 11

Standardized use of denials codes 2

Sustainable administration that ensures bundled-payment 
program’s longevity

9

Improved financial results Relevant case 
studies

Cost savings from fewer denials 2, 4

Decreased utilization by high-risk patients 6

Employer organization has seen large reductions  
in medical spending

9

Faster payments from payers to health system partners 7

Increased collections for provider organization 1

Medical expense savings for payer organization 6, 12, 13, 14

Improved ROI for payer’s value-based contracts thanks to more 
timely, accurate data submission from provider organizations

3

Project was cost neutral for healthcare organization 5

Reduction in dollars held in claims awaiting credentialing 2

Improved efficiency

Gains in efficiency and productivity enabled health system to 
reallocate billing staff to other tasks or process more requests 
with current FTEs

2, 3, 4, 5, 7 

Fewer unnecessary requests for prior authorization 7, 12

Significant reduction in administrative burden  
for payer organization

10, 13

Medical coverage guidelines automatically pulled for most of 
health system’s payer partners

7

Payer able to reallocate resources thanks to more automation 
and fewer denials

10

Reduced medical documentation 13

Reduced turnaround time for prior authorizations 5, 7, 10, 12

Significant reduction in back-and-forth between pharmacies 
and health systems

12

Relevant case 
studies
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• Build trust through frequent, 
transparent dialogue and 
structured, intentional 
collaboration

• All parties must be committed
• Let go of past narratives that 

may exist regarding the payer/
provider relationship

• Create a clear, concise definition  
of success

• End goals must be win-win 
scenarios (i.e., use cases that have 
value) for all involved parties

• Start small—decide what phase one 
will look like and then scale up

• Don’t be afraid to reevaluate  
as needed

• To ensure rapid adoption of 
technology, create a governing 
council with provider representation

• Adjust the organizational structure  
as needed to carry out new  
processes successfully

• Involve key stakeholders early on— 
it may be critical to have a dedicated 
team, physician champions, an 
operational owner, or staff expert 
liaisons (for provider and payer 
communication)

• Choose a technology partner that 
brings all stakeholders to the table

• Technology vendor must 
understand any relevant 
regulatory requirements  
(e.g., those for value-based care  
or revenue cycle)

• EMR vendors may need  
help understanding the back-
and-forth that happens between 
payers and providers

Key Lessons Learned
collaborations can benefit from those who have already walked the path. The 14 collaborations examined in this report yielded many best practices,  
but the four key lessons outlined below emerged as the most common. Additional best practices can be found in the full case studies.

Recipients of a 2022 Points of Light Award

Cultivate an environment  
of trust

Clearly outline your 
definition of success

Create the people and 
governance structures 
necessary for success

Understand what your 
technology partner can 
(and can’t) offer

Collaboration 1: Consolidated 
Patient Billing Leading to 
Higher Satisfaction, Increased 
Collections, and Reduced Waste

Collaboration 5: Automation 
of Prior Authorization Process 
Reduces Manual Workload for 
Critical Resources

Collaboration 9: Bundled 
Payments for Maternity Care 
Improve Quality, Drive Down Cost

Collaboration 13:  
Collaboration Creates More 
Automated Prior Authorization  
for Orthopedic Practices

Collaboration 14: Holistic View  
of Patient Data Enables Better Identification 
of and Care Management for High-Cost 
Patients Under Capitation

Collaboration 2: Payer/
Provider Collaboration Reduces 
Credentialing Turnaround and 
Improves Denials Process

Collaboration 6: Innovative Care 
Management Program Used to 
Cut Costs and Transform Lives  
of Super-Utilizers

Collaboration 10: Prior 
Authorization for Imaging 
Automated Via CDS Technology

Collaboration 3: Streamlined 
Chart Retrieval Reduces Waste 
and Provider Abrasion

Collaboration 7: Quadruple Aim 
Is the Goal for Provider and Payer 
Organizations’ Separate Use of 
AI-Enabled Prior Authorization 
Solution

Collaboration 11: Bidirectional 
Data Exchange Leads to Increased 
Ability to Close Care Gaps

Collaboration 4: Avoidable 
Denials Reduced via Early 
Detection of Claims Errors

Collaboration 8: Improved Data 
Integration Generates Quality  
and Financial Benefits for 
Payvider Organization

Collaboration 12: ePA and RTPB 
Technology Used to Reduce 
Unnecessary Prior Authorizations, 
Increase Price Transparency

Payer 
organization

Healthcare 
organization

Technology 
partner

Any efforts to improve collaboration and alignment between payer and provider organizations will 
require active participation from all stakeholders. Organizations looking to implement their own 

Vanderbilt Health
Metro Nashville  
Public Schools
Cedar Gate Technologies

Anonymous
Anonymous
CenterX

1
5

2
6

10
13 14

3
7
11

4
8

12
This material is copyrighted. Any organization gaining unauthorized access to this report will be liable to compensate KLAS for the full retail price. 
Please see the KLAS DATA USE POLICY for information regarding use of this report. © 2022 KLAS Enterprises, LLC. All Rights Reserved.

Baton Rouge General 
Medical Center
Healthcare Highway
Lightbeam

Anonymous
Anonymous
Cedar

Conway Medical Center
Palmetto GBA
Cedar

Spectrum Health
Priority Health

The Queen’s Health Systems
Anonymous
Health Catalyst

Novant Health and 
Anonymous
Anonymous
Moxe

University of Iowa 
Hospitals & Clinics
UnitedHealthcare
Optum

Community Health Plan 
of Washington (provider-
owned health plan) 
Arcadia.io

Essentia Health
GuideWell
Olive

UVA Health
Anonymous
Change Healthcare

OrthoVirginia and Anonymous
Humana
Cohere Health

HSC House Calls
Humana
athenahealth

Note: Some organizations chose to remain anonymous.

https://klasresearch.com/data-use-policy
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Points of Friction—Challenges to Be Solved

Case Study Consolidated Patient Billing Leading to 
Higher Satisfaction, Increased Collections, 
and Reduced Waste

 » Confusing billing experience for members/patients: Patients usually rate their experience much higher during an episode of care than they  
do afterward once the first bill arrives. Payer Organization 1 was aware of this drop in satisfaction and noted that their members’ number one billing 
frustration was the inability to easily compare explanation of benefits (EOB) documents to the bills they received from their providers. The EOB 
documents and the bills didn’t come at the same time and often didn’t match, and members were unclear about who they should call when they  
had questions about a bill. Payer Organization 1 wanted to simplify and consolidate the billing process so that members could easily understand  
what they owed. 

 » Duplicative efforts from payers/providers: Healthcare and payer organizations both incur significant administrative expenses through collecting 
payments, and their efforts are often duplicative. Additionally, the frustration and confusion that the collection process creates for patients leads 
to lower patient collections. The collaborators in this case study recognized that everybody would benefit if Healthcare Organization 1 could focus 
on delivering care and Payer Organization 1 could take on the responsibility of working with the consumers and handling the billing. This approach 
represented an opportunity to reduce administrative expenses and increase patient collections without negatively impacting the quality of care.

 » Acknowledged the problem and the need to work together: Payer Organization 1 and Healthcare Organization 1 both recognized that fixing the major 
issues of affordability, convenience, and personalization for their members/patients would require partnership from multiple players. They felt it was 
critically important to understand their existing processes and which changes they could make to transform the consumer experience downstream.

 » Collaborated on the targeted friction point: The collaboration enabled all players to work together on a common goal and create a solution that would 
benefit everyone by reducing the administrative load and improving member/patient satisfaction. When health systems and payers work together, they 
can significantly improve the major pain points consumers have with healthcare.

 » Redesigned and worked backward: The collaborators’ approach was to first agree on the optimal consumer experience and then work backward to 
figure out what back-office processes needed to change to create that experience. They decided that the best end product would be a document that 
combined the provider’s bill and the EOB into one statement.

 » Built trust through collaborative conversations: Sending one combined statement instead of a separate EOB and a separate bill reduced costs, 
but deciding how those savings would be distributed required trust. That trust was built through foundational conversations that ensured everybody 
understood the cost structure. Both parties had to be willing to invest to reduce the overall friction.

 » Minimized work for the healthcare organization: In a fairly siloed way, Payer Organization 1 was able to solve a significant member-abrasion issue 
without imposing a heavy lift on their healthcare partner. The only thing required of Healthcare Organization 1 was a few technical changes.

Action Plan—How the Collaborators Worked Together to Reduce Friction

Seeking to provide a simplified billing experience for patients and reduce administrative costs, Payer 
Organization 1 and Healthcare Organization 1 teamed up with Cedar to create a unified patient bill that 
combines the health system’s billing with the payer’s explanation of benefits. The payer and healthcare 
organizations also integrated their customer service. By working collaboratively and leveraging Cedar’s 
patient financial experience technology, the organizations were able to achieve improved member/patient 
satisfaction, higher collection rates, and reduced costs. The participants emphasized the importance of 
building trust and letting go of past narratives that didn’t serve the common goal.

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success

The Collaborators

Anonymous
Location: N/A
Sizing: 1.7 million members

Payer Organization 1
Anonymous
Location: N/A
Sizing: 8,000+ beds

Healthcare Organization 1

Headquarters: New York
Segment: Patient financial experience

Cedar

Executive Summary
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Points of Light—Outcomes Achieved through Collaboration

Lessons Learned

What’s Next?
 » Expand to additional billing areas: The objective is to find opportunities to bring more billing areas (e.g., professional billing) into the unified bill as 

well as update the model to provide a joint bill from the provider rather than a payer-sponsored bill.
 » Expand to additional payer and provider organizations: Payer Organization 1 hopes to expand the pilot’s impact by offering a similar arrangement 

to other provider organizations. Similarly, Healthcare Organization 1 hopes to use the lessons learned to create similar agreements with other payers 
they work with.

 » Use same technology to enable collaboration on prior authorization: Cedar has taken the technology used to enable the unified bill and applied  
it to streamlining patient intake and preprocessing. This has allowed payer and provider organizations to collaborate not only on patient billing  
but also on making the prior authorization process less manual and more real time.

 » Build trust through frequent, transparent dialogue: It is easy for payer and provider organizations to view each other with distrust and to assume 
they are stuck in a zero-sum dynamic. The collaborators in this case study have calls every month and hold steering committee meetings every quarter 
to create opportunities to build trust.

 » Create a clear, concise definition of success: Both payer and provider organizations must juggle a large number of competing priorities and 
motivations. The collaborators in this case study decided that their single most important priority was the member/patient experience, and they stuck 
to this commitment even after COVID-19 began to impact collections. They made deliberate choices to not aggressively chase accounts  
or send patients to collection agencies. They wanted patients to feel supported, and this approach ended up leading to higher yields.

 » Let go of certain narratives that exist about the payer/provider relationship: The participants in this case study recognized the tendency to get 
trapped in narratives created by past experiences. Provider organizations might feel that payer organizations want to deny as many claims as possible, 
contain medical costs, and prevent members from utilizing care; payer organizations might tell themselves that provider organizations just want to 
deliver as much care as possible so that they can make as much money as possible. These narratives are restrictive and don’t acknowledge that there 
are two sides to every story. It is important to let go of these narratives and recognize that most people want to do the right thing. Getting people in a 
room together gives them the space to form new narratives and connections.

 » Eat the elephant one bite at a time: Points of friction between payers and providers can seem like insurmountable obstacles, but these challenges 
can be overcome if the task is broken down into manageable chunks. There are a lot of issues that interrupt the flow of claims, and clearing up just one 
of these issues can bring significant value. The collaborators in this case study felt it was important to stay focused on the specific goal at hand and not 
get distracted by other issues that needed to be solved.

 » All of Payer Organization 1’s members that receive care in any of 
Healthcare Organization 1’s facilities receive a unified bill with the 
payer organization’s branding. This lends significant credibility 
to the bill because a lot of patients look to their insurance 
provider for financial guidance. The collaborators note that this 
single bill has been a powerful experience for patients and has 
led to phenomenal results.

 » Over 90% of patients in the pilot program say the unified bill is 
an upgrade compared to their prior billing experience. Members 
describe it as easy and simple and comment that the entire 
insurance industry should operate this way.

 » The program has not only increased member/patient 
satisfaction but also driven increased collections to more than 
20% above Healthcare Organization 1’s historical baseline. Not a 
single facility has seen decreased collections.

 » The collaborators note that the three things members/
patients care about most are affordability, personalization, and 
convenience. Consolidating the patient bill supports all three 
of these areas because it eliminates administrative waste, 
improves simplicity for the consumer, and improves overall 
satisfaction.

Improved provider/payer/vendor collaboration and trust 

Consolidated billing, which contributed to a member/patient satisfaction rate of >90%
Outcomes

Over 20% increase in collections

A single document that includes both the hospital bill and the EOB



EXPAND ED INSIGHTS

1 1

2Case Study Payer/Provider Collaboration  
Reduces Credentialing Turnaround  
and Improves Denials Process

Points of Friction—Challenges to Be Solved
Spectrum Health knew that inefficiency in some of their processes was causing employee frustration and reducing productivity. They partnered with 
Priority Health to tackle two areas of frustration:

 » Identified opportunities for process refinement: The payer and 
provider organizations came together to form a workgroup tasked 
with completing a detailed review of the files exchanged between 
the two teams. The group identified ways to refine the files, create 
standard definitions, automate as much data as possible, and 
eliminate unnecessary data from the exchange.

The Collaborators

Location: Michigan
Sizing: 1.2 million+ members

Priority Health
Location: Michigan
Sizing: 14 hospitals and ~2,500 beds; 4,700 
physicians and APPs

Spectrum Health

Action Plan—How the Collaborators Worked Together to Reduce Friction

Spectrum Health partnered with Priority Health to tackle two areas of inefficiency that were causing 
employee frustration and reducing productivity: the credentialing turnaround time and the denials 
process. A workgroup that included representatives from both stakeholder organizations was formed 
to identify areas of friction in these processes and to implement solutions. The results include improved 
member/patient satisfaction, increased staff productivity, and reduced denials. The collaborators note that 
success came as they were willing to fully commit to the project and work amicably on a shared objective.

Executive Summary

Credentialing Turnaround Time

 » Credentialing turnaround time: Spectrum Health knew that 
reducing the time it took to credential new providers would improve 
access to care, increase patient and provider satisfaction, remove 
administrative waste from the claims adjudication process, and 
increase staff productivity. Prior to improving efficiency in this area, 
Spectrum Health would hold claims for impacted providers until 
informed by Priority Health that the delegated credentialing process 
was complete and that the providers were loaded and active in the 
payer’s system. This process typically took 45–60 days, was clunky 
for both organizations, and had gaps.

 » Denials process: With a heavy focus on value and with the goal of 
providing each member/patient with an exceptional experience, 
the collaborators set out to tackle some low-hanging fruit in the 
denials process. The team identified specific processes and 
specific types of denials that added waste for either organization.

 » Eliminated processes causing friction for all stakeholders: 
The workgroup addressed problem areas that were negatively 
impacting the healthcare organization, the payer organization,  
and the patients. For example, the delay in getting providers added 
to online databases was preventing patients from selecting them 
as a PCP and preventing the providers from entering authorization 
requests for patients.

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success
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Outcomes

Points of Light—Outcomes Achieved through Collaboration

Lessons Learned
 » Both parties must be committed: Spectrum Health and Priority Health both committed to regular meetings, joint ownership of issues, and the 

expectation that regular status reports would be delivered to the executive leadership. Executive leaders from both organizations committed to removing 
barriers and ensuring projects moved forward and achieved expected outcomes.

 » Use real examples when identifying issues: Use data and real examples to demonstrate how processes are negatively impacting patients.  
Be open-minded when thinking through options, and make sure the solution resonates with all parties.

 » Remain curious and not confrontational: Sometimes team members need to be reminded that everyone is working toward the same goal.

 » Don’t be afraid to reevaluate: If something isn’t working or seems off, don’t be afraid to push pause so that the team can reassess.

 » Be friends: It is much less stressful to work on projects when all parties enjoy each other’s company and can have fun while also  
being productive.

 » In a period of six months, the amount of money being held in claims awaiting credentialing decreased by 76%. Claim hold days decreased from 
an average of 45 days to 21 days, and this number has since dropped to only 10 days (a 78% decrease in hold time).  
This is a substantial win for all parties.

 » Due to gains in efficiency and productivity, some hospital billing staff members were able to be reallocated to other tasks.

 » The amount of money denied for the coordination of benefits decreased by 74%. Denied dollars for another code that was also addressed 
dropped by 72% within two months of making the process change.

Improved member/patient satisfaction scores

Standardized use of denial codes

Significant decrease in denied dollars for certain denial codes

Reduction of dollars held in claims awaiting credentialing

 » Ensured standard use of denials codes: A claims workgroup was 
formed that included stakeholders from both organizations.  
The team first worked to ensure standard use of denials codes. 
This enabled automated processes and removed the need for 
human intervention.

 » Established new process to proactively coordinate denials: 
The workgroup next worked to create a process that would avoid 
putting the patient in the middle after a claim had already been 
denied. This process included pre-denial reach-outs to patients to 
resolve issues before claims were processed. 

Denials Process
 » Enabled three-way calls with patients: Individuals that are both 

Priority Health members and Spectrum Health patients can resolve 
concerns via three-way calls that include all stakeholders. This 
enables members/patients to resolve issues in one call.
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3Case Study Streamlined Chart Retrieval Reduces 
Waste and Provider Abrasion

In response to a growing volume of clinical-data requests, the collaborators in this case study worked 
together to streamline and automate the chart-retrieval process. Using a 100% digital chart-retrieval 
solution from Moxe, Payer Organization 3 is able to access complete, accurate clinical data from Novant 
Health and Healthcare Organization 3. By bringing all stakeholders to the table and creating relationships 
of trust, the collaborators have been able to improve satisfaction among members/patients, reduce 
frustration and manual work for the healthcare organizations, and improve ROI for the payer.

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success

The Collaborators

Anonymous
Location: N/A
Sizing: ~1,200 beds, 2,700+ physicians

Healthcare Organization 3

Location: North Carolina, South Carolina, and Georgia
Sizing: 15 hospitals, ~2,500 beds, 1,800+ physicians

Novant Health

Anonymous
Location: N/A
Segment: ~10.4 million members

Payer Organization 3

Headquarters: Wisconsin
Segment: Provider/payer clinical-data exchange

Moxe

Executive Summary

Points of Friction—Challenges to Be Solved
 » Increase in payer requests for clinical data: Health systems face a growing list of use cases that require clinical data (e.g., risk adjustment, quality 

improvement, care management, payment integrity, and forecasting). Historically, health systems have delivered this data via heavily manual, 
time-consuming processes, including fax, paper, CDs, portals, on-site retrieval, and phone calls. However, the increase in requests has made these 
processes difficult to sustain.

 » Reimbursement and regulatory compliance require timely handling of clinical data requests: Timely responses to these requests for clinical 
data are particularly important to the payer and provider organizations in this case study as the requests largely have to do with HEDIS and risk 
adjustment audits tied to value-based contracts. Novant Health and Healthcare Organization 3 wanted to be able to submit accurate, timely data to 
Payer Organization 3, who needed the data to process value-based claims. At the same time, Payer Organization 3 wanted to find ways to reduce 
the manual workload for their healthcare partners so that they could focus on providing quality clinical care.

Action Plan—How the Collaborators Worked Together to Reduce Friction
 » Automated the chart-retrieval process: Payer Organization 3 partnered with Moxe for an automated chart-retrieval solution that would 

benefit both the payer organization and the many health systems they work with, including Novant Health and Healthcare Organization 3. 
The API-first chart-retrieval solution enables Payer Organization 3 to quickly and securely access complete, accurate clinical data from 
health systems within the vendor’s growing network. Moxe worked with the health systems during the implementation to define their unique 
release restrictions, giving each system control over the level of data shared. Additionally, a standard data format was established during the 
implementation to guarantee that the data delivered to Payer Organization 3 is in a usable format, regardless of which organization or EMR it 
comes from.
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Points of Light—Outcomes Achieved through Collaboration

Lessons Learned

What’s Next?
 » Engage additional payers: Novant Health notes that other payers they work with are stuck in old-school processes of faxing and mailing.  

Thanks to the success of their initiative with Payer Organization 3, Novant Health now feels empowered to reach out to other payers and encourage 
them to modernize their workflows.

 » Consolidate all chart-retrieval activities under one department: Moxe reports that the payer customers who have consolidated all chart retrieval 
activities to one department see more success with the solution. Doing so streamlines requests, reduces duplicative efforts, and leverages the vendor’s 
connections with a variety of data sources.

 » Choose a technology partner that brings all stakeholders to the table:There are a myriad of different technology options available to help with 
clinical-data requests. Payer Organization 3 found it helpful to have a technology vendor that included all relevant stakeholders in the conversation. 
Some vendors approach healthcare organizations without including the payer in the conversation and end up promising things that they can’t deliver  
or that they haven’t developed yet.

 » Create strong, trusting relationships between data exchange partners: It is important to maintain strong relationships between payer  
and provider partners and clearly define each stakeholder’s responsibility. Make sure the payer knows they will be responsible if the technology vendor 
pulls data they aren’t supposed to pull, releases data they aren’t supposed to release, or experiences a data breach.

 » Make sure all relevant parties are included from the beginning: In order to have internal alignment within the healthcare organization,  
it is important for the right people to be involved in the conversations with the technology vendor and payer. This may include cybersecurity  
and privacy personnel and those who manage the payer contract. To reduce pushback down the line, these people should be given the opportunity  
to ask questions and get early buy-in.

 » Increased automation provided by the digital chart-retrieval 
system has improved efficiency and reduced points of friction by 
eliminating manual work (e.g., phone calls, faxes, and follow-ups) 
for the health systems.

 » Increased automation has also increased the ability of members/
patients to receive the care they need, thus improving their 
satisfaction. The health systems are more satisfied because they 
can focus more on engaging with patients. Payer Organization 3 
hopes that with the success of the initiative, health systems will 
be more willing to look at future offerings from the payer that 
make it easier to better serve members.

 » Because the healthcare organizations are able to provide the 
required regulatory data on all patients covered by a value-based 
contract, Payer Organization 3 has seen an improved  
ROI due to timelier and more accurate data submissions.

 » The system has helped stabilize staff assignments. Post-
implementation, the healthcare organizations have been able 
to better predict workloads and maintain existing FTE volumes 
despite the increase in requests. Additionally, some resources  
have been reallocated to other areas that have a greater need  
for manual workflows. The healthcare organizations no longer  
have to scramble to shift staff members in response to large-
volume requests.

Health systems able to maintain FTE volumes despite increase in request volume

Improved payer ROI
Outcomes

Improved health system and member/patient satisfaction

Improved provider ROI and decreased payer abrasion due to reduction in manual work 
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4Case Study Avoidable Denials Reduced  
via Early Detection of Claims Errors

Administrative costs in healthcare are now in the trillions. Hoping to reduce these costs, the three 
stakeholders in this case study worked together to incorporate UnitedHealthcare’s payment rules 
into the University of Iowa Hospitals & Clinics’ billing solution. This allows the health system  
to catch errors before claims are submitted, reducing rework and saving administrative costs.  
The collaborators emphasize the importance of continued collaboration to make sure the suggested 
edits continue to be refined and expanded.

Medium†

How Replicable  
by Other Organizations? 

Based on 
participants’ 
perceptions of 
how easily other 
organizations  
could replicate  
their success

† In this case study, the payer organization and technology vendor 
share the same parent company and thus benefit from a shared 
end-to-end strategy that other organizations may not be able 
to replicate.

The Collaborators

Location: Nationwide
Sizing: 44 million members

UnitedHealthcare
Location: Iowa
Sizing: 800+ beds, 1,800+ physicians

University of Iowa Hospitals & Clinics
Headquarters: Minnesota
Segment: Claims management

Optum

Executive Summary

Points of Friction—Challenges to Be Solved
 » High administrative costs in healthcare: The collaborators in this case study wanted to find a way to reduce the administrative costs of healthcare. 

In the US, the annual cost of healthcare administration is in the trillions, and studies have shown that 25% of that cost is avoidable. 
 » Lack of connectivity between payer and provider organizations: The systems used by payer organizations and provider organizations often 

don’t communicate, creating points of friction within claims transactions, payment transactions, and clinical-data exchanges.  
The collaborators in this case study wanted to address this disconnection with the end goal of reducing administrative costs.

 » Optum developed solution to increase connectivity in claims transactions: The two main criteria were that the solution had to be able to handle 
scenarios with multiple payers and providers and that it needed to be a seamless part of the health system’s workflow. Health systems work with many 
payers, and Optum knew that introducing a separate login into the health system’s workflows would be a no-go with customers.

 » All three stakeholders collaborated to get payer’s payment rules built into the system: Because claims from UnitedHealthcare represent a 
significant portion of University of Iowa Hospitals & Clinics’ claims, Optum reached out to the payer for permission to add their payment rules to the 
vendor’s system. Now, when the healthcare organization creates a bill, they are able to run the claims against the payer’s rules before submission, 
allowing them to correct any errors ahead of time and avoid getting a denial. This technology has moved the editing process deeper into the healthcare 
organization’s workflow and reduced the administrative costs of having to deal with denials and resubmissions. This kind of collaboration has not 
historically taken place, and the participants are optimistic that they will be able to extend it to additional payer and provider organizations.

Action Plan—How the Collaborators Worked Together to Reduce Friction
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Points of Light—Outcomes Achieved through Collaboration

 » Expand to additional payer partners: University of Iowa Hospitals & Clinics would like to expand the edit functionality to additional payers beyond 
their initial partner of UnitedHealthcare.

 » Increase real-time nature of payments: UnitedHealthcare would like to see the functionality result in fewer claims needing to be corrected, 
thus reducing administrative costs for both the payer and provider organizations. Optum feels this will be achieved as more and more accuracy 
is built into the submission process. Additionally, while Optum is currently focused on reducing avoidable denials, they would like to next focus on 
the question of whether the existing claims process can be completely revamped. If payers can gain increased access to clinical data, perhaps the 
process can be simplified so that payments happen as patients are being taken care of rather than through the laborious, after-the-fact process of 
creating and adjudicating claims.

 » Apply the technology to the prior authorization use cases: Currently, UnitedHealthcare can notify health systems at the billing stage that care 
was not preauthorized and that a claim will be denied. However, Optum would like to push that notification further upstream to the point of care, 
where it is actually useful. So far, they have worked to build connectivity between the biller and the payer’s rules. What Optum wants to do now is 
figure out how to apply those rules at the point of care.

 » Foster collaboration between all stakeholders (health system, payer, and technology vendor): The stakeholders all share the common 
goal of avoiding denials, and they continue to collaborate to make the claims process better and easier. When questions arise about an edit, 
the stakeholders work together to resolve it. If the health system is repeatedly seeing the same edit crop up, the payer organization can provide 
education on why it is happening and help the health system and vendor figure out what needs to change in the system to prevent it.

 » Plan deliberately for expansion to additional healthcare organizations: UnitedHealthcare would like to continue expanding this offering 
to additional healthcare organizations they work with, but they note that doing so will require tweaks depending on what billing system the 
organizations use. It takes deliberate work to understand which of an organization’s denials could be solved by smart edits that are already live and 
where the vendor’s system could be expanded to include additional edits. This will further help prevent avoidable denials by ensuring that health 
systems are seeing actionable edits.

 » Understand that creation of a true multi-payer, multi-provider platform will require added measure of trust and collaboration: University of 
Iowa Hospitals & Clinics notes that adding other payers to the platform won’t necessarily be time intensive but may require additional collaboration 
given that Optum will not be as familiar with another payer’s edits. Standing up a new payer may require a longer ramp-up time than that 
experienced with UnitedHealthcare. To address this, Optum will take a phased deployment approach, starting with a limited number of edits and 
then regularly expanding them.

 » University of Iowa Hospitals & Clinics’ coders now have  
a one-stop shop for all claims edits. In addition to the edits from 
Optum’s solution, the coders have edits from the EMR and the 
claims management system, and they are able to work edits 
from all three sources at the same time.

 » Instead of finding out about errors after a claim has been 
submitted, University of Iowa Hospitals & Clinics is able to react 
to errors pre-submission via their billing system.

 » Since errors are being caught and corrected beforehand, both 
the payer and the healthcare organization are able to save 
money on administrative costs. University of Iowa Hospitals  
& Clinics noted that some sources estimate that appealing  
a denial costs a healthcare organization approximately $120.

 » Reducing denials has also reduced the manual workload, making 
it possible for University of Iowa Hospitals & Clinics  
to focus resources on front-end activities.

Reallocation of healthcare organization resources to other work

Cost savings from reduction in denials
Outcomes

Claims errors dealt with in the billing system pre-submission

Seamless, one-stop shop for coders

What’s Next?

Lessons Learned
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5Case Study Automation of Prior Authorization 
Process Reduces Manual Workload  
for Critical Resources

Seeking to reduce the manual effort required to obtain prior authorization, the collaborators in 
this case study worked together to create a SMART on FHIR link between Conway Medical Center’s 
EMR and the software used by Palmetto GBA. The link simplifies the process for both the payer and 
healthcare organizations and frees up resources to work on critical pandemic-related tasks. The 
stakeholders are now working to expand the automation to additional procedures and healthcare 
organizations.

† Depends on technology vendor’s ability to create standard API 
access for the EMR.

The Collaborators

Location: South Carolina
Sizing: 20 million members

Palmetto GBA
Location: South Carolina
Sizing: 200+ beds, 100+ physicians

Conway Medical Center
Headquarters: New York
Segment: Prior authorization automation

Cedar

Executive Summary

Points of Friction—Challenges to Be Solved
 » Prior authorization process onerous for both healthcare and payer organizations: CMS requires prior authorization for certain procedures 

done in hospital outpatient settings. Conway Medical Center found the documentation requirement to be a long, manual process that involved faxing, 
scanning, and a lot of back-and-forth. The process was vulnerable to human and technical error and sometimes delayed patient care. The process 
was also a burden for Palmetto GBA, who had to review a patient’s entire medical record to find the relevant information and then compare that to the 
appropriate CMS policies to determine whether the procedure would be approved or denied.

 » Lack of alignment between healthcare organizations, payer organizations, and members/patients: Cedar recognized the opportunity  
to improve alignment between all parties involved in the prior authorization process. They saw that healthcare organizations weren’t necessarily 
aligned with their payer partners and that members/patients were often confused by both. Cedar wanted to reduce the administrative burden for all 
three parties.

 » Palmetto GBA partnered with Cedar to create a more automated prior authorization process that would also benefit Conway Medical 
Center: Conway Medical Center notes that although most of their communication is with Cedar, they consider Palmetto GBA to be a great partner  
for initiating the project and taking on a lot of its cost.

 » Cedar worked to establish SMART on FHIR link with Conway Medical Center’s EMR: The link allows Palmetto GBA to pull relevant parts  
of a patient’s medical record directly from the EMR. Creating the link took about two to four weeks and required limited effort from the healthcare 
organization. After the link was created, Cedar worked with the other two stakeholders to validate that the data was flowing correctly from the EMR  
to the payer’s system.

 » Palmetto GBA chose five specific procedures to apply the new process to: When Conway Medical Center requests a prior authorization for 
specific procedures, Palmetto GBA can automatically pull the patient’s medical record from the EMR. The relevant parts of the medical record are 
then surfaced for the reviewer to look at so that a decision can be made right away. That generates a lot of administrative savings for the payer 
organization and is a lot easier and faster for the healthcare organization.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High†

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success



EXPAND ED INSIGHTS

18

Points of Light—Outcomes Achieved through Collaboration

 » Expand to additional procedures: Conway Medical Center and Palmetto GBA feel they have the opportunity to expand the automation  
to additional procedures that require prior authorization.

 » Expand functionality to additional payer and provider organizations: Additionally, Cedar has the opportunity to begin offering the functionality  
to additional payer and provider organizations. Cedar plans to start with other provider organizations that Palmetto GBA works with that already  
use other technology from the vendor. They will then work with Palmetto GBA to identify other provider organizations that could benefit from  
the program.

 » Identify the right critical stakeholders and get them engaged as early as possible: This type of project involves a number of stakeholders. 
Just on Conway Medical Center’s end, there were IT resources involved as well as the director of patient accounting, the CFO, and other 
stakeholders. Additionally, Palmetto GBA, Cedar, and the healthcare organization’s EMR vendor were involved. Coordinating  
so many stakeholders can be a challenge. As this type of project becomes more sophisticated and more scalable, it would be prudent to hold a 
kickoff meeting with all relevant stakeholders to coordinate roles and responsibilities.

 » Technology vendor must understand the CMS requirements before building the rules: Palmetto GBA is essentially  
a subcontractor for CMS, so it was critical for Cedar to understand which parts of the medical record the payer organization would need  
for prior authorization purposes.

 » Simplifying prior authorization requires both payer and provider organizations to come to the table: Some provider organizations are  
not ready to extend the FHIR link to all of their payer partners, so Cedar is currently figuring out how to meet organizations where they are.  
They continue to encourage greater integration but have also developed a streamlined fax solution that allows provider organizations  
to benefit from a faster prior authorization process even if they haven’t implemented the FHIR link with certain payers.

 » Be flexible and keep the end game in mind: When the case study participants first started this process, they thought everything would  
be automated and nobody would have to touch anything manually. While they feel they will eventually get there, they acknowledge that they have 
encountered unexpected bumps that have required flexibility and a long-term vision.

 » Conway Medical Center notes that the project has reduced 
the amount of manual work required from their critical 
workers during a time when those resources are particularly 
overwhelmed. Because of the COVID-19 pandemic, the 
organization has had to repurpose various team members for 
a lot of different functions, and this automation has given team 
members more time for tasks such as scheduling COVID-19 
testing and vaccine appointments.

 » A big win for Conway Medical Center is that the project was cost 
neutral for them. They appreciate that it allowed them to develop 
a better relationship with Palmetto GBA while also decreasing 
their own administrative burden.

Cost-neutral project for healthcare organization

Outcomes Turnaround time for prior authorizations reduced to <48 hours

Reduction in manual work for payer and provider organizations

What’s Next?

Lessons Learned
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6Case Study Innovative Care Management Program 
Used to Cut Costs and Transform Lives 
of Super-Utilizers 

To better serve individuals experiencing homelessness—who are often super-utilizers of The Queen’s 
Health Systems’ inpatient and emergency department (ED) services—the stakeholders in this case 
study worked together to enable the healthcare organization to first identify these individuals and 
then provide community health workers to help connect them with available community resources. 
The resulting program has been extremely successful for all parties involved—first and foremost for 
the patients and the clinicians who serve them.

The Collaborators

Anonymous
Location: N/A
Sizing: N/A

Payer Organization 6

Location: Hawaii
Sizing: 500+ beds

The Queen’s Health Systems
Headquarters: Utah
Segment: Data analytics

Health Catalyst

Executive Summary

Points of Friction—Challenges to Be Solved
 » Local population included large numbers of people experiencing homelessness and utilizing the ED for chronic conditions:  

Native Hawaiians experience several significant health disparities, including higher rates of chronic disease (e.g., diabetes and heart disease). 
Additionally, prior to this collaborative initiative being implemented, Hawaii had the highest per-capita homelessness rate in the nation. These two 
factors resulted in a population of ED super-utilizers who were repeatedly being admitted for chronic conditions and social needs. The Queen’s 
Health Systems wanted to find a way to better help this vulnerable population.

 » With initial funding from Payer Organization 6, The Queen’s Health Systems developed a hospital- and community-based program to 
connect their vulnerable population with community resources: The Queen’s Health Systems approached one of their Medicaid managed care 
plans with the idea to provide community health workers who could help patients in need access available community resources. Payer Organization 
6 was excited about the idea and agreed to provide funding for four health workers as there was important alignment between their objectives and 
those of The Queen’s Health Systems. As the program has progressed and proven effective, The Queen’s Health Systems has approached additional 
payer partners and developed additional contracts with more comprehensive arrangements. 

 » The Queen’s Health Systems partnered with Health Catalyst to identify potential participants and track the program’s impact:  
The staff members in The Queen’s Health Systems’ EDs were capable of anecdotally naming frequent utilizers, but the organization wanted 
concrete data on utilization rates and the total cost of care for these patients. Working with Payer Organization 6 and Health Catalyst, the healthcare 
organization is able to get a very customized feed of claims data that allows them to identify patients who could benefit from the program. They 
also use the data to compare pre- and post-intervention utilization rates (including ED, inpatient, outpatient, and specialty services) and prove the 
program’s efficacy and value. The healthcare organization is able to use the vendor’s data and platform fairly independently, which the stakeholders 
agree is a win. The vendor provided analytics, a data warehouse, and education, and the healthcare organization has since developed the expertise 
to use these tools to best serve their program’s purposes without having to purchase additional services or technology from the vendor.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success
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Points of Light—Outcomes Achieved through Collaboration

 » The community has benefited from the program, and patients 
have reported life-changing impacts.

 » The healthcare organization has achieved significant 
improvements, including 1,425 fewer ED visits, a 43.8% relative 
reduction in admission rates, and a $624,000 reduction in the 
total cost of care during the three six-month periods post-
enrollment in the program. The organization has also seen 
improvements to patient flow and staff morale in the emergency 
room as clinicians see that this population is getting the help 
they need.

 » The healthcare organization has also seen a change in provider 
behavior that has resulted in shorter lengths of stay. Providers 
were often reluctant to discharge super-utilizers from the 
hospital knowing there likely wouldn’t be any handoff with the 
community. As the community health workers started to help 
patients navigate the transition back into the community and 
assured the attending physicians that they would accompany 
patients to follow-up visits and help them secure food and 
housing benefits, there was a major shift in the physicians’ 
willingness to discharge patients sooner.

 » Keep the caseload small: The Queen’s Health Systems does not 
assign more than 10 patients to any one navigator (i.e., community 
health worker). This is radically different from normal care 
management plans (in which case workers may have upward  
of 150 patients to manage), and the healthcare organization 
believes it is their secret sauce. Having a small caseload allows the 
navigators to provide the intense service needed to get patients 
connected in the community. Their motto is “I do, we do, you do.” 
For any action that needs to be taken (e.g., transportation that 
needs to be arranged), the navigator first does it for the patient. 
Then the next time, the navigator and the patient do it together so 
that the patient can see how it is done and get comfortable with it. 
Then the next time, the patient does it themselves. This process 
builds independence in the patient, but it can only be done if each 
navigator has a low caseload.

 » Use integrated data and analytics to drive informed decisions: 
The Queen’s Health Systems knew for years that there were 
patients repeatedly relying on acute care for chronic medical and 
social problems, but they couldn’t address the root cause until they 
had data that showed them this population was made up mostly  
of patients experiencing homelessness. Integrated data from 
payers, the health system, and community members enabled  
the healthcare organization to understand who these patients 
were, how often they were coming in, and how that was impacting 
the organization. With this information, the organization was  
able to identify key performance indicators and ongoing 
measurements and enable executive sponsorship and funding 
from external partners.

Lessons Learned

Quality of life improvements for patient participants

23% relative reduction in healthcare organization’s average length of stay

61% of participants experiencing unsheltered homelessness when enrolled in the 
program are off the streets by time of discharge

$16 million in costs avoided as result of decreased ED utilization and 68.5% relative reduction 
in the number of days patients spend hospitalized (total number of days across visits)

Outcomes

 » Build rapport while patients are in the healthcare facility: The 
team sees a lot more success when the initial contact happens 
while patients are in the healthcare setting. The patients have a lot 
of trust in the health system, so the organization’s teams are able to 
build rapport. Outside of the healthcare setting, it can be harder to 
find these individuals and engage with them.

 » Enable customers to maximize their use of the technology: 
Health Catalyst emphasizes the importance of helping customers 
get the most out of the technology they have purchased. Once 
organizations understand the technology they have, they can drive 
programs and initiatives on their own without having to rely on the 
technology vendor. To do this, it is important for the technology 
vendor to provide flexible tools and to understand their customers’ 
priorities and strategic mission.

 » Partnerships transform lives, improve access, and reduce 
costs: Partnering across healthcare organizations, payers, 
and community and government agencies—including sharing 
integrated data—is key to transforming patient lives, improving 
access, and providing affordable care. Addressing community 
members’ healthcare needs, health inequities, and social 
determinants of health positively impacts the entire ecosystem, 
including healthcare organizations, community services, crisis 
management services, and criminal justice systems.
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 » Further enhance support for patients and members: Payer 
Organization 6 and The Queen’s Health Systems intend to 
strengthen the partnership and collaboration between member 
coordinators and the patient navigators.

 » Evolve the payer agreements to be value based: The Queen’s 
Health Systems is currently discussing the possibility of entering 
into value-based payment contracts with a few of their payer 
partners. They hope the cost savings from these contracts will 
enable them to grow the program.

 » Expand the program to additional populations: The Queen’s 
Health Systems feels they have just scratched the surface. They 
would like to expand the program and provide services to even 
more people who meet the criteria of a super-utilizer, including 
people whose primary diagnoses are related to behavioral health. 
Payer Organization 6 realizes the program’s value and intends to 
support its expansion. As part of a new value-based arrangement, 
the super-utilizer population scope has been expanded from 
Medicaid managed lives to members across all lines of business.

What’s Next?
 » Create different tiers within the system to accommodate 

more preventive work: In the long term, The Queen’s Health 
Systems would like to be able to do more work up front to catch 
people earlier in their health journey. Additionally, many of the 
individuals who frequently utilize the health system also frequently 
cycle through the state’s criminal justice and crisis management 
systems. The Queen’s Health Systems feels that those systems 
could benefit from a similar program. 
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The technology in this case study is used by Essentia Health and GuideWell to automate the prior 
authorization process and thus reduce manual processes and delays in care. This case study is 
unique in that the highlighted healthcare and payer organizations pursued their prior authorization 
automation independently of each other. Their perspectives demonstrate how  
the technology is able to reduce friction for both the provider and payer markets without direct 
collaboration or contracting.

The Collaborators

Location: Florida
Sizing: 3.3 million members

GuideWell
Location: Minnesota
Sizing: 1,300 beds, 14 hospitals,  
2,100 physicians

Essentia Health
Headquarters: Ohio
Segment: AI automation

Olive

Executive Summary

 » Expensive, labor-intensive process for prior authorization: Because of the manual labor required, prior authorization is one of the most expensive 
administration transactions between payers and providers and is cumbersome for both parties. Adoption of EDI 278 transactions is limited, so about 
90% of all prior authorization transactions are still done manually—or at least partially manually—via phone calls, faxes, online portals, and manual  
data entry.

 » Care delays caused by inefficient prior authorization process: Prior authorizations account for the vast majority of bottlenecks in patient care, and it 
is frustrating to patients when they have to wait. Automating the process represents an opportunity to create a win-win situation for everybody—payers, 
providers, and patients.

 » Fast growth of prior authorization requirements: Requirements for prior authorization have grown quickly, and healthcare organizations find it 
difficult to know what information to submit to ensure a request is approved. Incomplete information may lead to peer-to-peer discussions, which are 
time consuming as they require the ordering provider to find time on their calendar for a call with the payer medical director.

 » Need to build positive relationships between payers and providers: GuideWell wanted to ensure their members got the right care at the right time 
and at the appropriate service location. The organization saw automating the prior authorization process as an opportunity to build trust with providers. 
They want to be the network of choice for their providers and members, and they want to build trust with the best providers so that members will find 
value in their insurance products.

 » Desire to achieve the Quadruple Aim in healthcare: Automating the prior authorization process represented an opportunity to achieve all four goals 
of the Quadruple Aim. When patients get access to high quality care, they can achieve and maintain better health, and reducing the administrative 
burden lowers costs and reduces provider burnout.

Points of Friction—Challenges to Be Solved

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success

Action Plan—How the Collaborators Worked Together to Reduce Friction
Essentia Health

 » Collaborated with Olive to automate prior authorizations: Essentia Health does not have a contract with GuideWell, but their experience with 
the technology demonstrates the provider perspective. The technology integrates the medical coverage guidelines from all of Essentia Health’s 
payers, regardless of whether those payers have a relationship with Olive. The technology utilizes payer websites, APIs, direct connections, 
and automated faxing to help providers submit accurate requests. Providers can also submit clinical documents directly from the EMR. Before 
implementing the technology, the vendor shadowed the organization’s prior authorization team to better understand their existing workflow. Now 
that the interface has been established and the organization understands the new workflow, the organization is able to more quickly expand the 
automation to additional services.

7 Quadruple Aim Is the Goal for Provider  
and Payer Organizations’ Separate Use  
of AI-Enabled Prior Authorization Solution

Case Study
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Points of Light—Outcomes Achieved through Collaboration

Essentia Health
 » 30% increase in staff efficiency in terms of the number of prior 

authorizations completed per hour. The staff is able to do more with 
the same number of people. The technology reduces phone calls, web 
checking, and follow-ups. The amount of clicking from manual tasks 
has been reduced by 80%.

 » Pre-service denials have been reduced, and the approval rate when  
an authorization is sent for peer review has improved by 75%.

 » Average turnaround time for authorization—from the time that  
a test or procedure is ordered to the time the request is approved— 
has been reduced by four to five days, and this has accelerated  
patient care.

 » For about 80% of the payer organizations Essentia Health works  
with, the system automatically pulls medical coverage guidelines so 
that providers can see what services are covered. The organization 
is also working to implement automation for the authorization 
submission process.

GuideWell
 » Decisions for GuideWell’s members are now 48% faster than 

they were before the technology was implemented, and the 
organization’s prior authorization turnaround time is three  
days faster on average than other payers’. This leads to higher 
member satisfaction.

 » The technology can automatically tell a provider when prior 
authorization is not needed for a specific service, so both the payer 
organization and the healthcare organization have seen a reduction 
in unnecessary requests. GuideWell saw a 27% decrease in the 
number of prior authorization requests for procedures where no 
authorization was required.

 » Speeding up the authorization process has improved quality 
outcomes. Patients can leave their physician’s office and know 
what the next step in their care will be. They don’t have to wait two 
weeks to find out whether their insurance approved a test  
or procedure.

Outcomes

GuideWell
 » Collaborated with Olive to automate prior authorizations: GuideWell worked with Olive to automate the prior authorization process.  

The organization’s provider partners can enter information and upload clinical documents on the portal or through direct EMR integration. The AI 
technology works behind the scenes to automatically review incoming electronic authorization requests, provide approval recommendations for 
requests with sufficient clinical information, and send an automated response back to the provider.

 » Software designed to tell providers whether a prior authorization is required: Before implementing the software, GuideWell would get 
inundated with requests for procedures that didn’t need prior authorization. Providers would submit authorization requests for most things 
because they were worried that care or payment would be delayed. Over time, the total number of requests has decreased as providers now know 
immediately whether something requires prior authorization.

 » Created new authorization team and paired them with a seasoned staff member: With the automation technology in place, Essentia Health is 
able to onboard new employees more quickly. The employees are able to focus on the authorization workflow without having to learn how to scrub 
different insurance companies’ websites.

75% reduction in peer-to-peer reviews for Essentia Health

Decisions for GuideWell’s members are now 48% faster

Reduction of prior authorization turnaround time by 4–5 days

30% increase in staff efficiency for Essentia Health

Medical coverage guidelines are automatically pulled for 80% of Essentia Health’s payers

27% decrease in number of unnecessary prior authorizations processed by GuideWell
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GuideWell
 » Broaden relationship with technology vendor: GuideWell would like to expand their relationship with Olive. They plan to continue asking their 

members and their provider partners what pain points can be resolved with the technology.

Essentia Health
 » Expand the automation to additional service lines and 

specialties: Now that the initial project is underway, the 
organization feels it will require comparatively little effort for their 
IT team to expand the automation to additional service lines and 
specialties. They estimate that doing so will take four to six weeks 
in the beginning and that the implementations will get faster as 
they gain more experience.

 » Implement automated submission of authorizations: Essentia 
Health hopes to get more payer organizations to implement 
automated authorization submissions through AI. Currently, the 
organization has AI functionality that checks the portals daily to see 
whether decisions have been made.

Olive
 » Expand the AI technology:  Olive automates over a dozen 

specialties (including radiology, cardiology, and surgery)  
and retrieves medical necessity criteria to ensure high-quality 
submissions. Olive continues to expand AI training for clinical 
documentation to enable automated clinical reviews  
of additional specialties.

 » Olive wants to empower payers to insource their utilization 
management programs: Olive’s technology enables a utilization 
management program to be run with a fraction of the people it 
would take to do it manually. The next step is to make the programs 
more dynamic. Today, utilization management is a one-size-fits-
all model, but payers have many different kinds of programs, such 
as value-based care arrangements or a narrow network. Olive 
views their technology as adaptive and able to support dynamic 
utilization management programs. This enables payers to use a 
single platform to service all of their patient population.

 » Automation should be available to all of a payer’s provider 
partners and vice versa: When provider or payer organizations 
are looking for an automation solution, they should choose one that 
can be available to all of their respective partners. It is important to 
establish one common workflow across all specialties regardless 
of which payer or provider organization is involved. GuideWell 
notes that a payer can’t dictate a provider organization’s prior 
authorization process. They have found more success helping 
provider organizations understand that the technology can be used 
with all of their payers.

 » Technology should focus on improving the clinical 
documentation quality: To really accelerate the authorization 
process by reducing denials and peer-to-peer reviews, 
organizations need technology that improves the ability to send 
out clinical documentation and understand the medical necessity 
policies for a given payer. High-quality documentation helps the 
people who submit the requests and the nurses who review them 
and helps the request avoid a lot of the common bottlenecks. The 
inclination might be to try to automate some simple things, but 
to achieve real outcomes at scale requires solving the complex 
process of clinical decision-making. That is an important piece of 
the puzzle that has to be addressed for both sides to benefit from 
true automation.

What’s Next?

Lessons Learned
 » An IT infrastructure is needed, but the build is not 

insurmountable: During the pilot, the organizations were able to 
get the technology hooked up and get the providers onboarded. 
GuideWell already had a standard format for authorizations and a 275 
transaction for claims. With those two standards for HIPAA, they could 
address the use of the electronic transaction.

 » Automating the prior authorization process is a win-win: 
Improving the prior authorization process and moving the 
authorization to occur at the point of care are beneficial for both 
payers and providers. Sometimes, payers find solutions that work 
for them but don’t work for providers, and sometimes providers find 
solutions that work for them but not the payers. However, automating 
the prior authorization process benefits everyone.
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8Case Study Improved Data Integration Generates 
Quality and Financial Benefits  
for Payvider Organization

In order to provide better care and build trust between their payer and provider divisions, Community 
Health Plan of Washington (a provider-owned health plan) worked with Arcadia.io  
to build a 360-degree patient view based on both claims and clinical data. They then used the data 
to create a pay-for-performance program that rewards providers for value-based behaviors. The 
program has led to both quality and financial improvements.

The Collaborators

Headquarters: Massachusetts
Segment: Healthcare data analytics, population health management

Arcadia.io
Location: Washington
Sizing: 282,000+ members, 21 community health centers operating 
140+ clinics, 100+ hospitals, 17,000+ physicians

Community Health Plan of Washington

Executive Summary

Points of Friction—Challenges to Be Solved
 » Need for payers and providers to have a shared, trusted data set as they look to provide value-based care: In order for payer and provider 

organizations to work together to maximize health outcomes, they both need to be working from the same shared view of the patient data. 
Community Health Plan of Washington (CHPW) wanted to build trust by integrating the EMR and claims data and using it to create a 360-degree view 
of the patient.

 » Need to then make that data available to providers in a way that enables them to provide better care: After creating a shared data set, 
CHPW worked to use that information to help their health centers and providers focus on quality, understand patients’ health risks, and recommend 
appropriate preventive care. They wanted to use the data to reward providers for the care they deliver and make it easier for them to identify places 
where patients can be better served.

 » Leveraged Arcadia.io’s population health platform to integrate clinical and claims data: CHPW’s initial engagement with Arcadia.io 
encompassed building out a population health management platform and integrating the organization’s clinical and claims data. That was a 
significant undertaking given that the organization’s community health centers used a wide variety of different EMR solutions. The collaborators 
worked to capture and utilize a wide range of data sources, including lab data and social determinants of health, in order to better stratify their 
population and align programs. They wanted to not just document health risk but also address it.

 » Created a pay-for-performance quality program to reward providers for addressing care gaps: CHPW uses the integrated clinical and claims 
data to understand the needs of their population and then reward providers for closing care gaps. The platform from Arcadia.io is used to track 
quality performance, perform previsit planning, and do risk adjustment.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success
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Points of Light—Outcomes Achieved through Collaboration

 » Build on integrated data to improve performance: CHPW is building on the foundational functionality in the Arcadia.io platform to help the 
network’s community health centers improve clinical documentation and visit proficiency for risk adjustment and quality performance activities.

 » The key is having shared, trusted information: The foundation of all the initiatives created by CHPW has been the data shared between the 
payer and providers. This common data set has allowed the plan to create a glide path by which providers can take on increased risk.

 » Build the right components into the predictive algorithms to address the needs of the population: Insightful patient stratification is 
important to make sure all members of a population are being served, even if their needs might not be obvious. If organizations depend on 
historical costs to understand the risk of their patient population, they will end up baking in some biases. Working with predictive analytics and 
machine learning requires people to really think through what data they will need and how to build algorithms that avoid common issues of bias. 
This is especially true as health equity becomes a more important consideration that is built in to value-based arrangements.

 » Pay close attention to data quality, both internally and externally: Data quality isn’t a one-and-done activity. Responsible stewardship 
requires organizations to monitor their data on an ongoing basis. Arcadia.io has mitigated issues somewhat by adding metadata to the platform  
so that users can see where specific data points come from. Overall, though, data quality is a work in progress.

 » CHPW has seen improvements in quality scores as a result 
of integrating the claims and clinical data. The integration 
has allowed all parties to be more informed about the 
improvements in quality that have been achieved as well  
as additional opportunity areas. The technology platform has 
also helped CHPW achieve success with financial components 
of value-based care (e.g., Medicare pay-for-performance 
programs).

 » CHPW did a lot of work to capture data on their patients’ social 
determinants of health and was able to convince their state 
to include housing insecurity as a factor in calculating risk 
adjustment premiums. This gives providers budget  
room to tackle some of the social issues that really drive  
health outcomes.

Inclusion of housing insecurity in state’s calculation of risk adjustment premiums

Outcomes Integration of clinical and claims data

Successful participation in value-based and risk-based programs

What’s Next?

Lessons Learned
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9Case Study Bundled Payments for Maternity Care 
Improve Quality, Drive Down Cost

With the costs for maternity care rising, Metro Nashville Public Schools 
partnered directly with Vanderbilt Health to create a bundled payment program 
for their maternity population. Technology from Cedar Gate Technologies 
enables the smooth, efficient administration of the program, resulting in high 
satisfaction for all stakeholders, including the patients themselves.

† The healthcare organization in this case study had previous experience with government 
bundled payments and currently partners only with employer organizations. 

The Collaborators

Location: Tennessee
Sizing: 6,500 employees

Metro Nashville Public Schools
Location: Tennessee
Sizing: 1,700 beds, 1,000 physicians

Vanderbilt Health
Headquarters: Connecticut
Segment: Value-based care  
managed services

Cedar Gate Technologies

Executive Summary

Points of Friction—Challenges to Be Solved
 » Rising neonatal costs and an increase in C-sections were threatening employee health and the sustainability of employee benefits 

program: Metro Nashville Public Schools was seeing an increase in costly neonatal claims among their employees, including an increase in the 
number of C-sections. The organization had incentives such as healthy baby programs in place, but they felt they needed a more aggressive 
intervention to reverse the trends they were seeing. The organization began looking for a provider partner who could help them improve outcomes 
for their maternal demographic via a bundled payments program.

 » General unsustainability of fee-for-service reimbursement: Vanderbilt Health had already embraced bundled payments as one way to help 
healthcare shift from fee-for-service (which they viewed as unsustainable) to value-based care. They felt bundled payments could liberate the 
healthcare system from a model of misaligned incentives. Their work in this area was a natural evolution from government-inspired bundled 
payments and focused on bringing the same benefits to commercially insured patients in a direct contracting format. Vanderbilt Health teamed 
up with Metro Nashville Public Schools to create a bundled payment program that encompassed the whole delivery system. They looked first at 
improving quality and then focused on reducing costs later.

 » Vanderbilt Health and Metro Nashville Public Schools contracted with each other directly: The employer organization is self-insured, and they 
contracted directly with Vanderbilt Health for value-based bundled payments. The employer organization’s TPA agreed to support the efforts and 
adjudicate the claims. Vanderbilt Health currently offers bundled payment programs only to self-insured employers. They feel this is the only type of 
organization that currently offers the flexibility needed for their benefits design. The healthcare organization feels that one of the benefits of working 
with Cedar Gate Technologies is that they can partner directly with employers.

 » Vanderbilt Health leveraged their expertise to build and design the bundled payments: The healthcare organization takes on full financial 
risk as well as the clinical responsibility, which means they are very involved in the data. They have multiple touchpoints with patients throughout 
their system, and those require a higher level of participation. They use their expertise to build and design the bundled payments, create agents for 
change within the organization, and improve quality.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High†

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily other 
organizations could replicate their success
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Points of Light—Outcomes Achieved through Collaboration

 » A physician champion is critical to success: The champion must understand value-based care, the risk involved, and how to manage it. They must 
also educate and train the other providers and bring them along in the program.

 » The healthcare organization needs a deep understanding of the risk, the bundled payment definitions, and how to administer the contract: 
It is crucial for the healthcare organization to understand the data, the bundled payment definitions, and how they relate to the administrative 

 » The Net Promoter Scores from patients in the maternity bundle 
are in the low 90s. The patients are very happy with the program, 
both clinically and financially, which was the collaborators’ top 
goal. The majority of the care is done at zero out-of-pocket cost 
to the patients.

 » Combined, the various employers that Vanderbilt Health works 
with have saved millions of dollars. Metro Nashville Public 
Schools specifically has documented savings of fee reductions 
for the maternity program of approximately $500,000. The 
employer organization is very pleased with their outcomes, 
including a reduction in C-sections from approximately 40% of 
their maternity population to approximately 28%.

 » Vanderbilt Health has seen a bump in market share, and they 
designed the bundles in a way that their physicians and nurse 
practitioners are free to do what is best for each patient without 
being encumbered by traditional utilization management or prior 
authorization rules.

 » Working together, the collaborators in this case study have 
created a sustainable way to administer the program, ensuring 
its longevity. Vanderbilt Health’s physician champion and 
bundled payments team brought the financial, value-based care, 
managed care contracting, and revenue cycle teams together to 
create seamless administration that benefits the patient.

Increase in market share for healthcare organization

Better alignment between provider incentives and positive patient care

Sustainable administration that ensures the program’s longevity

Reduction in C-section rate from ~40% to ~28%

A successful step toward more value-based care programs

Outcomes

Large reductions in medical spending for employer organization

High average Net Promoter Score from patients in the maternity bundled payments program

Lessons Learned

 » Cedar Gate Technologies leveraged their expertise in tackling the operational challenges of placing value-based care on top  
of fee-for-service systems and ensuring the bundled payments could be administered efficiently: Cedar Gate Technologies really shines 
when it comes to making value-based contracts work in a fee-for-service system. Value-based care programs require a paradigm shift that involves 
people, processes, and technology. The vendor had to develop comprehensive relationships across the organization—including with financial 
teams, operations teams, administrative teams, care teams, and so on—to ensure all departments were fully engaged and supported. Vanderbilt 
Health had their own definitions already put together for the bundles. Cedar Gate Technologies performed bundle analytics and found that while the 
bundles were very thorough, they would be too complex to administer given the employer organization’s specific TPA. This is an area in which the 
technology vendor works closely with the TPA. Based on the vendor’s recommendations, the definitions were tweaked to make sure the TPA and the 
employer could handle the invoice as a single lump-sum bundled payment and pay it correctly. Once the lump sum is paid to Vanderbilt Health, the 
vendor’s technology ensures it is properly distributed to the providers. Standard transaction sets are used, so there is no heavy lift for the healthcare 
organization or for the TPA.
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 » Additional bundled payment programs: Due to the success of the maternity program, Vanderbilt Health has put similar programs in place for 
spinal surgeries, hip and knee replacements, and bariatric surgery.

 » Expanding bundled payments to newly acquired sites and non-owned providers: Vanderbilt Health has recently acquired additional hospitals 
and is beginning the process of deploying bundled payments in these facilities. From a revenue cycle standpoint, the process will be plug and play, 
but from culture and provider-education standpoints, there will be work to do. To further scale value, Vanderbilt Health is also going to incorporate 
providers who are not part of their integrated health system. That will require the organization to look at things from operations, revenue cycle, billing, 
and even clinical and patient experience perspectives.

What’s Next?

system. They must have a good knowledge of both the health plan sponsor and the various TPA systems and vendors so that they know how  
to interact, whether invoicing an employer directly or working with a TPA.

 » Create a win-win scenario for the employer, payer, and healthcare organizations: All parties involved need to feel that the program  
is sustainable and that they are getting their desired benefits (e.g., great member experience, transparent pricing, reduction in risk). Vanderbilt 
Health leveraged their thought leadership and experience with bundled payments to help educate the employer organization on best practices  
and to make sure the right teams were engaged often and early.

 » Know your customer, understand their pain points, and partner closely to resolve the issues: When Vanderbilt Health first began approaching 
employers about creating a bundled payment program, they expected to start with musculoskeletal or cancer care. However, they listened to the 
organizations and learned that maternity care was their biggest pain point. That changed the trajectory of their offering.

 » Healthcare organizations need to partner with technology vendors that are experts in the revenue cycle operations of value-based care: 
Vanderbilt Health underestimated how challenging it would be to do the revenue cycle operations of value-based care, which include direct invoicing 
and lump-sum payments. They went through a vigorous vetting process before selecting Cedar Gate Technologies and feel that even with this 
vendor’s extensive experience, the process was not easy.

 » Providers love the freedom of practicing care the way they see fit: Some people worry about provider buy-in, but Vanderbilt Health has learned 
that providers are excited about the idea of being able to practice care the way they deem best and then being held accountable for the outcomes. 
They love the idea of not having a utilization management person from an insurance company questioning how they care for patients. In the 
maternity bundle, the providers are rewarded financially for doing fewer C-sections, which is the clinically appropriate thing for patients. There is 
now alignment between what the financial model says is right and what the clinical model says is right. Providers want that alignment; they just need 
the tools to create it.
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10Case Study Prior Authorization for Imaging 
Automated Via CDS Technology

UVA Health realized that the government-mandated clinical decision support they used when placing 
imaging orders for Medicare patients could potentially be leveraged to expedite the prior authorization 
process while also improving providers’ imaging order patterns. As a result, the organization partnered 
with Change Healthcare and one of their commercial payers to leverage the clinical decision support 
mechanism for non-Medicare patients and expedite the prior authorization process, leading to 
significant benefits for patients, ordering providers, and the payer organization.

The Collaborators

Anonymous
Location: N/A
Sizing: 39 million members

Payer Organization 10

Location: Virginia
Sizing: 600+ beds

UVA Health
Headquarters: Tennessee
Segment: Clinical decision support

Change Healthcare

Executive Summary

Points of Friction—Challenges to Be Solved
 » Inefficient prior authorization process for imaging, leading to delays in diagnosis and treatment: Prior authorization is one way that payers try 

to contain healthcare costs. When it comes to prior authorization for imaging, payers often contract with a radiology benefit manager (RBM) or have 
their own subsidiary benefit management company to review imaging requests. This results in a number of inefficiencies and can potentially delay 
diagnosis and patient treatment.

 » UVA Health wanted to extend the clinical decision support technology used for their Medicare contracts to their commercial contract with 
Payer Organization 10: Due to regulations from the Protecting Access to Medicare Act (PAMA), UVA Health already had clinical decision support 
technology in place at the point of care that helped guide providers when they were placing imaging orders for Medicare patients. The CareSelect 
technology—provided by Change Healthcare—allowed providers to choose from a list of canned reasons for ordering the imaging and receive 
in return automated feedback in the form of scored automated recommendations to guide imaging selection. Data showed that the technology 
improved providers’ imaging order patterns. UVA Health reached out to Payer Organization 10 about the possibility of utilizing this functionality for 
their members as well as part of a new program to expedite prior authorization, and the payer organization agreed.

 » All three stakeholders collaborated to provide Payer Organization 10’s members with an expedited prior authorization process:  
When an imaging order is placed for a patient with insurance through Payer Organization 10, the clinical decision support solution from Change 
Healthcare gives the order a score. Any order with a high enough score can be immediately scheduled without a peer review or the risk of denial.  
This helps expedite the prior authorization process for patients with this particular private healthcare insurance.

 » UVA Health put skin in the game by agreeing to pay Payer Organization 10 back for any authorized imaging that was later deemed to be 
unnecessary: The healthcare and payer organizations agreed that if the payer organization began to see any suspect ordering coming through,  
the exams would be put through a rigorous justification process, including internal peer review. To date, there has never been an instance when  
Payer Organization 10 questioned an authorization.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success
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Points of Light—Outcomes Achieved through Collaboration

 » Extend the clinical decision support to additional payers: UVA Health feels that from a technical standpoint, the clinical decision support 
technology would be easy to implement with other payer partners.

 » Extend the clinical decision support to other types of orders: UVA Health notes that they could potentially expand the technology  
to additional types of orders, such as labs and prescriptions.

 » Continue to evolve the ordering process and decrease provider frustration: One way to do this is to support free-text order entry by  
leveraging AI. AI gets better over time, so it can become more accurate at predicting a structured indication needed to perform automated clinical 
decision support.

 » The health system must be all in: To make sure they are doing the right thing all the time, the health system must invest time and resources. If 
health systems are not willing to commit, then doing any type of value-based arrangement will be hard because they will be focused on volume 
instead of value. However, if they do have the desire and the operational muscle, then they need to activate and invest in it.

 » The hardest part is convincing the payer that this is an incremental step toward value-based payments and contracting: Organizations must 
identify small steps that will yield an ROI and that can be used as a foundation to build on. They need to find payer partners that are forward thinking 
and willing to take iterative steps toward value-based care. Health systems need to make sure they are organized, ready to do the work, and able to 
work across the aisle with the revenue cycle people in their institution to get things done.

 » Leveraging integrated clinical decision support during order 
entry results in expedited, guaranteed authorization that speeds 
up access to ordered studies and results and leads to faster 
treatments and outcomes. Even though UVA Health still has to 
submit requests through the payer’s website, the authorization 
is guaranteed, so the procedure can be scheduled for the same 
day or the next day rather than being delayed four to seven days 
to allow time for authorization. This leads to faster diagnosis and 
treatment and has improved patient and provider satisfaction.  
It also allows UVA Health to fill imaging slots that would otherwise 
go unused.

 » If the order receives a high enough score, it doesn’t have to go 
through peer review, and that is a big satisfier with providers. 
Providers strongly dislike the amount of time that peer reviews 
take, and sometimes the process leads to a denial, which is 
frustrating and time consuming. They want to do peer reviews only 
for cases that really need them.

 » The more automated prior authorization process allows the payer 
and the RBM to more thoughtfully allocate resources and reduce 
denials. They can automate authorization for orders justified by 
an embedded automatic clinical decision support mechanism 
and focus their efforts on more questionable utilizations, whether 
within diagnostic imaging or elsewhere.

 » Because authorizations are being expedited, members are more 
satisfied with Payer Organization 10.

 » This decision support mechanism helps improve patient care 
by ensuring the right study is ordered. Before, providers would 
order a procedure without automated objective feedback 
embedded at the point of order entry and wait to see whether 
it was authorized. Now, the point-of-care mechanism provides 
some guidance as to which modality would be best and whether 
contrast is needed for the patient’s condition. This means that 
providers are sometimes redirected to a more appropriate test 
that is better for the patient.

Higher provider satisfaction and fewer peer reviews

Higher member satisfaction with payer’s offering

Payer able to reallocate resources thanks to more automation and fewer denials

Outcomes

Decision support mechanism helps ensure patients get the right imaging

Authorization is now immediate (used to take 4-7 days),  
meaning faster diagnosis and treatment

What’s Next?

Lessons Learned
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11Case Study Bidirectional Data Exchange Leads  
to Increased Ability to Close Care Gaps

As the industry shifts to value-based reimbursement, everything revolves around quality of care. 
And providing a high quality of care requires increased collaboration and data exchange between 
payer and provider organizations. In this case study, SC House Calls’ EMR vendor used FHIR APIs to 
create and automate a closed-loop exchange of clinical data between the organization and Humana. 
Outcomes of this collaboration include reduced administrative burden, improved clinical outcomes, 
and improved provider satisfaction.

† athenahealth customers only

The Collaborators

Location: Nationwide
Sizing: ~10.4 million members

Humana
Location: South Carolina
Sizing: 7 clinics, 250 physicians

SC House Calls
Headquarters: Massachusetts
Segment: EMR

athenahealth

Executive Summary

Points of Friction—Challenges to Be Solved
 » Industry shift to value-based care requires increased focus on and ability to track quality of care: Everything is moving toward  

a value-based care model. Payments, bonuses, incentives, negative take-backs, and everything else will be based on the quality of care. 
Understanding this, Humana wanted to work with their provider partners to (1) improve clinical quality and outcomes; (2) reduce the administrative 
burden of exchanging data between the two entities; and (3) improve the provider experience.

 » Existing clinical workflows often don’t support the efficient, effective closing of care gaps: The only way to really be successful in value-based 
contracts is through efficient collaboration and data exchange between payers and providers. However, providers were spending hours sifting 
through portals trying to identify patients with potential care gaps.

 » Established holistic, closed-loop data exchange between payer and provider: Using FHIR APIs, athenahealth established a bidirectional flow of 
data between SC House Calls and Humana. When a patient covered by Humana is seen at SC House Calls, the technology queries the payer system for 
any data on risk coding and care gaps. That information is then inserted directly into the provider’s workflow so that the provider can take action. This 
eliminates the manual chart chasing that costs money and requires work for both providers and payers. athenahealth already had algorithms in place 
to help providers code properly, but establishing the bidirectional data flow enabled them to enrich that information with data from the payer, who has 
a larger, more longitudinal data set. The technology gives additional insights to providers without disrupting their workflow and then closes the loop by 
sending data back to the payer regarding actions taken by the provider.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High†

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success

SC House Calls
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Points of Light—Outcomes Achieved through Collaboration

 » Get on board with clinical data exchange between payer and 
provider organizations: Interoperability has been the promise for a 
long time, and payers are always looking for ways to get to the point 
of care where decisions are made. Organizations should explore what 
the right interoperability opportunities are for them. SC House Calls is 
looking at integrating with their payers in additional areas. They are 
working to send appointment alerts to payers so that they know when 
their members have scheduled an appointment, and they are working 
on referral management so that they can help providers direct patients 
or health plan members to high-quality in-network providers.

 » Start with use cases that have value to both providers and payers: 
Doing so will help get providers on board and motivated. Once the 
providers are on board, then the organizations can work on expanding 
to additional, more complex areas. One of the biggest barriers to payer/
provider partnership is a lack of trust. By starting out in areas where 
there is already shared value and shared incentives, the organizations 
have the opportunity to build trust. Once that has been established 
and the technology is better understood, organizations can move on to 
more difficult use cases.

 » Some payers may not be quite ready technology-wise for 
bidirectional data exchange: Some of the smaller payers may not be 
quite ready, but most are moving toward APIs and away from flat-file 
exchanges. SC House Calls appreciates that with the offering from 
athenahealth, nothing changes as they add additional payers. The 
workflow doesn’t change, so there doesn’t need to be new training or 
education. The providers have a single, uniform experience.

 » The EMR vendor’s technology makes it possible to track and close 
thousands of care gaps without manual chart chasing or chart 
abstraction. Additional care gaps are not only being closed but 
also being closed in a timelier manner—what used to take weeks or 
months can now be done in days. This has definitely reduced the 
administrative burden for both Humana and SC House Calls and 
improved the quality of outcomes. Additionally, the integration gives 
Humana a more accurate reflection of the quality performance.

 » Humana reports achieving more accurate coding for risk, which is 
important to the payer and important to the provider because it is 
how premiums are set for Medicare Advantage. In a value-based 
contract, fees are associated with the risk of the population.

 » SC House Calls has seen improved provider satisfaction.  
The insights are delivered within the provider workflow (saving 
them from having to consult external portals) but are not 
disruptive to the workflow.

 » Having access to more clinical data has enabled Humana to 
better understand their members with chronic health needs. 
The payer can assess what conditions the members have and 
how they can help the members manage those conditions to get 
the desired outcomes. The integration gives them the ability to 
care for members with chronic conditions much faster than they 
could have in the past when they had to wait on claims data.

Higher Medicare Star rating for the payer

Increased ability for payer to understand and manage members with chronic conditions

Outcomes
Support for value-based care contracts

More efficient clinical workflows, leading to improved provider satisfaction

Reduced administrative burden for both provider and payer

More accurate risk coding

Lessons Learned
 » EMR vendors may need help understanding the back-and-forth 

that happens between payers and providers: Over the years, 
EMR vendors have become more and more educated on provider-
to-provider communication, but they may not be as familiar with 
all the manual work that is still done to fulfill clinical data requests 
from payers. The technology is available, but provider organizations 
may have to push their EMR vendors to help in this area.

 » Look for ways to be successful today and three years from 
now: Be flexible and grow with technology partners as they develop 
new capabilities. Provider and payer organizations need to look 
for initiatives that will yield immediate results while also putting 
themselves in a position to continue to provide value as they take 
additional steps in the journey toward value-based care.

 » Provider organizations should identify a team member who 
understands the EMR and the value-based care/quality 
measures and can act as liaison with the payer organization: 
Usually, a provider organization’s communication with a payer 
happens mainly with the people who process claims. However, 
those resources are often not on the same team as the payer 
personnel who deal with quality. Provider and payer partners 
should have regular meetings to discuss how things are going and 
how they can work together to close gaps at a patient level.
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12Case Study ePA and RTPB Technology Used to 
Reduce Unnecessary Prior Authorizations, 
Increase Price Transparency

Lack of patient-level insurance coverage data at the point of care can add to the administrative 
burden for provider organizations, pharmacy benefit managers, and payers and lead to high 
prescription costs for patients. The technology in this case study helps reduce these issues by 
confirming whether prior authorization is needed and embedding patient-specific formulary 
information into the prescriber’s workflow. The results have been a win for all stakeholders involved.

† The technology vendor in this case study currently only works 
with Epic customers

The Collaborators

Anonymous
Location: N/A
Sizing: N/A

Pharmacy Benefit Manager 12
Anonymous
Location: N/A
Sizing: 760 beds, 150 physicians

Healthcare Organization 12

Headquarters: Wisconsin
Segment: Electronic prior authorization, 
real-time prescription benefits

CenterX

Executive Summary

Points of Friction—Challenges to Be Solved
 » Difficulty of identifying whether prior authorization is truly needed for a given patient, medication, or insurance provider: Pharmacy benefit 

managers (PBMs) and payers are required to share plan-level information, and providers can view that information when they look at a formulary 
online. However, there are nuances specific to individual patients, and this results in administrative staff sending unnecessary prior authorization 
requests to the PBM for adjudication. The PBM then spends time evaluating the submitted information only to determine prior authorization wasn’t 
required in the first place. These unnecessary requests cause frustration and waste time for both the health system and the PBM.

 » Inability of providers to see at the point of care how much a prescription is going to cost the patient: When providers are choosing which 
medication to prescribe, they cannot see the cost to the patient. A provider could prescribe the same medication to multiple patients, and the 
patients could all end up paying a different price because of differences in insurance. This can lead to unnecessarily high costs for patients or 
even lack of medication adherence if patients decide to forgo prescriptions due to cost. It also generates extra administrative tasks for provider 
organizations when patients call to have their prescriptions switched to less expensive options or options covered by their insurance. These issues 
could be eliminated if the prescriber could see patient-level coverage information at the point of care.

 » CenterX provided a digitally integrated solution that allows users to complete pharmacy benefit prior authorization within their  
Epic workflows: The technology streamlines the prior authorization process by confirming whether an authorization is required and providing the 
user with the PBM’s submission requirements within the EMR. After the PBM has processed the request, the technology sends the decision back to 
the EMR’s worklist, expediting communication between the care team and patient. The solution also digitizes faxes from payers and PBMs that don’t 
accept electronic messages so that providers can still manage those authorizations within their EMR workflows.

 » The technology also provides a real-time benefit check: The system embeds patient-specific formulary information into the prescriber’s 
workflow for visibility at the point of care. When the provider types a medication in the prescription workflow, the system runs a transaction in the 
background to see whether the medication is covered, whether there are lower-cost alternatives, and whether prior authorization is required. All of 
that information is displayed for the provider before the prescription is ordered. It saves the patient money, drives formulary compliance, and helps 
avoid prior authorization by suggesting alternative medications that don’t require it.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High†

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success
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Points of Light—Outcomes Achieved through Collaboration

 » Expand the technology to additional use cases: Healthcare Organization 12 feels there are opportunities to expand the technology to a variety 
of use cases by spreading awareness of the platform to additional people and finding out what other pain points exist. Visibility into insurance 
authorization and costs is useful with any type of medical benefit. There is potential to expand the real-time information capabilities to additional 
areas, such as imaging.

 » The collaborators’ desired outcomes for the initiative include 
formulary compliance, reduction of unnecessary prior authorization 
requests, patient savings, and plan savings. The benefit is that 
any one of these outcomes represents a win for everyone. Since 
implementing the technology, Pharmacy Benefit Manager 12 has 
seen higher medication switch rates as the system has helped 
providers improve formulary compliance.

 » Currently, provider satisfaction with the technology is variable 
because usage is still in the early stages, and the healthcare 
organization is still working out the kinks. Some people have started 
with it, gotten frustrated, and then resorted back to the easiest 
mechanism to get things done. However, the organization feels that 
in a year or so, they will see improved satisfaction among providers.

 » CenterX notes that throughout their collaboration, both 
Healthcare Organization 12 and Pharmacy Benefit Manager 
12 have provided key feedback that has helped the vendor 
improve and optimize the technology. The collaboration has also 
helped the vendor better understand the pain points—including 
unnecessary prior authorization requests—that exist between 
payers/PBMs and health systems.

Increased medication compliance
Outcomes

Significantly decreased back-and-forth between pharmacies and providers

Reduced turnaround time for necessary prior authorizations

Reduced costs for patients

Plan savings

Fewer unnecessary requests for prior authorization

What’s Next?

 » Optimization of providers’ technical settings is important: The stakeholders note that a key benefit of partnering with CenterX  
is that they do a good job of engaging the health system to really understand the ins and outs of the technical settings and thus be able  
to maximize the solution’s reach and performance.

 » Success requires a dedicated team of key players from the health system: An initiative like this cannot be someone’s side job. There is lots of 
troubleshooting that needs to happen due to the differences between insurance plans and technology systems, and it will take a dedicated team to 
make it successful. That team should include key players from the provider organization’s IT and clinical teams as well as resources from the EMR 
vendor, PBM, insurance plans, and third-party technology vendor.

 » Industry standardization is needed to improve the accuracy of real-time benefit checks: One of the biggest challenges with real-time benefit 
checks is that different payers and solutions use different algorithms. This can create inaccuracies in some of the data that is displayed. Providers 
could be more confident in acting on the data if there were industry standardization. There needs to be more awareness that different insurance 
plans share different data.

Lessons Learned
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13Case Study Collaboration Creates More 
Automated Prior Authorization  
for Orthopedic Practices

To combat a prior authorization process that was burdensome to patients, providers, and payers, 
the stakeholders in this case study worked together to provide a more automated process and 
incorporate suggested care plans into the provider workflow. The stakeholders kept the patient 
as the center of their focus, and the collaboration has not only led to faster access to care for 
patients but also reduced the administrative burden for the payer and provider organizations.

Executive Summary

 » Prior authorization process was burdensome for payers and providers and could delay patient care: The stakeholders in this case study saw 
an opportunity for provider organizations, health plans, and patients to all benefit by aligning and collaborating to determine the right treatment for 
any given patient. The provider organizations in this case study are both orthopedic specialty organizations, and prior authorization is required for 
almost all procedures. The prior authorization process could take 7–10 business days, and procedures sometimes had to be canceled if the request 
was denied or authorization wasn’t received in time. This was extremely frustrating for patients.

 » Disconnect between provider and payer systems: Provider and payer organizations use different systems to accomplish their shared 
administrative tasks (e.g., prior authorization), and these systems don’t communicate well with each other. This creates redundancies  
and inefficiencies.

Points of Friction—Challenges to Be Solved

 » Partnering with Cohere Health, Humana reached out to the healthcare organizations in this case study to offer a more automated prior 
authorization process: If a test or procedure requires prior authorization, the healthcare organization’s staff can log in to the platform and send the 
request electronically. If certain rules from the payer apply, the system will populate the appropriate questions. Once the questions are answered, 
the system requests any additional medical documentation that is required. OrthoVirginia collaborated with Humana to establish a library of CPT 
codes eligible for automated authorization. The criteria is embedded in the provider workflow, and this transparency has built trust between the 
organizations. The easiest way for the payer organization to bring down cost would be to deny care, but instead, they have partnered with the 
technology vendor to make the evidence-based medicine their decisions are based on easily accessible to providers. The transparency also removes 
hurdles from the patients’ care pathways and enables needed care to be scheduled immediately.

Action Plan—How the Collaborators Worked Together to Reduce Friction

The Collaborators

Anonymous
Location: N/A
Sizing: 45 clinics, 270 physicians

Healthcare Organization 13

Location: Virginia
Sizing: 30 clinics, 100 physicians

OrthoVirginia

Location: Nationwide
Sizing: ~10.4 million members

Humana
Headquarters: Massachusetts
Segment: Prior authorization automation

Cohere Health

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success
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Points of Light—Outcomes Achieved through Collaboration

 » Don’t lose sight of the patient: There is sometimes a lot of push in healthcare to just apply technology to problems. But if a process is broken, 
automating it won’t help the patient. Stakeholders need to do the hard work of solving the more fundamental challenges, like getting payers and 
providers to trust each other and collaborate. Sometimes people let the technology wag the dog as opposed to taking a step back and figuring out 
the actual problem that needs to be solved and how to do that in a way that most benefits the patient.

 » Consider the process and the technology: To drive adoption of technology in healthcare, stakeholders must keep in mind that provider and payer 
organizations did not start as tech companies or data companies. Ultimately, they are there to serve the patient. These organizations have complex 
operational processes, and stakeholders have to think about that whole picture when they attempt to implement technology. They need to deeply 
understand the processes and how to change the processes in ways that will then drive adoption of the technology.

 » Start small: Healthcare organizations considering Cohere Health should start with a small subset of procedures so that they can run test patterns 
and make sure the authorization is working. Some types of encounters will put more pressure on other areas of the life cycle, and that needs to be 
avoided if possible.

 » Advice to payers—get on board: Humana has found that healthcare organizations are eager to implement initiatives that reduce the administrative 
burden of prior authorizations. They are eager for transparency. With the solution from Cohere Health, users can see which requests have been 
approved, which need a clinical review, and the citations, and that has encouraged them to get started.

 » Advice to providers—review the payer’s policies for automated approval: Payers might not all have the same automated-approval policies, 
leading to inconsistent authorization. Organizations will want to review their payer’s policies to ensure reliable authorization.

 » Providers at OrthoVirginia praise the initiative for reducing the 
amount of medical documentation and the number of peer-to-
peer reviews they have to do. Healthcare Organization 13 has also 
seen efficiency improvements thanks to having fewer forms to 
fill out.

 » OrthoVirginia notes that reducing the time it takes to get  
a procedure approved and scheduled will generate long-term 
benefits for their patient population because patients will more 
quickly be put on the appropriate care path.

Actuaries have validated:
• 70% faster access of care for patients
• 38% less time spent by providers on the prior authorization process
• 40%–50% reduction in administrative burden for payer
• 10%–15% incremental medical expense savings for payer

Outcomes

Lessons Learned

 » Cohere Health partnered with the American Academy of Orthopaedic Surgeons (AAOS) to incorporate their care pathways into the prior 
authorization process: The technology can incorporate an organization’s evidence-based care pathways for specific diagnoses.  
This helps the stakeholders better understand the outcomes and costs associated with specific care plans.

 » Though Cohere Health’s contract is with Humana, the vendor still fosters good relationships with the healthcare organizations:  
The vendor notes that they want good relationships with the healthcare organizations so that they can ensure the software is user friendly for 
providers. Users say the platform is intuitive, easy, and convenient. The healthcare organizations’ prior authorization teams rave about the system’s 
ease of navigation. Additionally, Cohere Health provides healthcare organizations with reports that show a request’s current status and the reasons  
a request is either approved or denied. This helps the providers better understand the decisions that are being made and adjust their own processes 
if needed.

Reduced peer-to-peer reviews

Lower complication rates

Procedures shifted from inpatient to outpatient setting

Reduced medical documentation
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14Case Study Holistic View of Patient Data Enables Better 
Identification of and Care Management  
for High-Cost Patients Under Capitation

The stakeholders in this case study collaborated to bring together clinical and claims data in one 
holistic view of the patient. This data is used to identify high-cost or high-risk members covered by 
capitated contracts so that these individuals can be referred to Baton Rouge General Medical Center’s 
comprehensive care clinic. The care management provided by the clinic is designed to optimize 
health outcomes and reduce costs.

The Collaborators

Location: Texas
Sizing: 50,000 members

Healthcare Highways
Location: Louisiana
Sizing: 600 beds, 3 main campuses

Baton Rouge General Medical Center
Headquarters: Texas
Segment: Population health management, 
value-based care managed services

Lightbeam

Executive Summary

 » Difficulty identifying patients who would most benefit from care management: Baton Rouge General Medical Center already had a 
comprehensive care clinic in place with a fairly refined referral list and progressive, capitated billing. The clinic provides holistic support to high-risk 
patients, including medical guidance, nursing care, education, social work, and nutrition guidance. The goal is to optimize outcomes for the patient 
and lower costs for both the payer and provider. Healthcare Highways wanted to make sure they could more easily identify members who qualified 
for the program and help them enroll. Traditionally, the payer organization only had access to claims data, but they wanted technology that would 
also incorporate clinical data and proactively suggest candidates for care management. They were looking for an end-to-end population health 
management platform capable of generating actionable, patient-level data.

Points of Friction—Challenges to Be Solved

 » The three stakeholders partnered to enable claims and clinical data to be combined into one view: The solution from Lightbeam enables  
the organizations to combine the claims data with data from the EMR, including ADT data, pharmacy data, and lab data. Lab data was one of the first data 
feeds to be integrated into the system, enabling the stakeholders to see a much bigger picture of an individual’s health than they previously could.

 » Based on the combined data, the system creates cohorts of high-cost or high-risk patients: Using the Johns Hopkins ACG risk stratification as 
well as some predictive modeling, the system identifies patients that are high risk and/or high cost and those with rising risk. It identifies patients with 
outstanding quality measure care gaps or transition events, like an ED visit or inpatient admission/discharge. Automation in the system assigns the 
patients to care managers and deploys a care plan. Healthcare Highways then gets the ball rolling by introducing identified members to the clinic.

 » Accountability for various care management and coordination efforts was established from the start: Early in the partnership, Baton Rouge 
General Medical Center and Healthcare Highways set clear expectations for different care management roles and responsibilities, ensuring smooth, 
efficient processes for patients and providers. The organizations made sure they kept the patient at the center of their efforts.

 » ROI for the program can be tracked in the solution: There is a place in the system for care managers to document their interactions with patients.  
The documentation is actionable, patient specific, and able to drive the care plan’s next steps. The cadence of the interactions can be determined based 
on what condition the patient is being treated for, or it can be customized to a specific patient. Because the documentation from the care managers  
is housed within the solution, the stakeholders have access to various analytics, including the ability to track the program’s ROI. A cohort trending report 
compares patients who have been managed by a care manager to other patients in their cohort who are not managed by the care manager or declined  
to participate. The report also provides pre- and post-engagement comparisons for individual patients.

 » Solution provides provider dashboards: Providers can use the dashboards to benchmark themselves against other providers.  
Additionally, the organizations can see how providers’ patients compare on things like HCC recapture rates and avoidable ER usage.

Action Plan—How the Collaborators Worked Together to Reduce Friction

High

How Replicable  
by Other Organizations? 
Based on participants’ perceptions of how easily 
other organizations could replicate their success
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Points of Light—Outcomes Achieved through Collaboration

 » Leverage population analytics: Baton Rouge General Medical 
Center feels that other geographic markets could benefit from a 
similar program. In order to understand where the opportunities 
are, health risk data was combined with demographic information 
to create a market risk profile. This has enabled conversations with 
area providers on the development of programs to meet the needs 
of patients in the area.

 » Expand care management efforts to additional patient 
cohorts: The clinic focuses on the patients that are high risk and/
or high cost and those with rising risk. However, over the course of 
this project, Healthcare Highways has learned of other programs 
that Baton Rouge General Medical Center offers that focus on 
patient groups that may not qualify for the comprehensive care 
clinic but that could still benefit from care management (e.g., 
patients needing musculoskeletal or diabetes care). They are 
excited to take the learnings from their current clinic and expand 
the initiative to additional segments of the population.

 » Expand additional technology capabilities to the care 
managers: A recent acquisition by Lightbeam will enable them 
to expand additional capabilities to care managers, including 
deviceless remote patient monitoring. The technology will 
hopefully enable the care managers to connect with a higher 
number of patients. Additionally, the vendor has partnered with 
several marketplace vendors for add-on technology that clients 
can use to make the platform meet their specific needs.

 » Decide what phase one will look like and stay focused: Organizations 
considering a similar initiative should hold a few planning sessions 
where they brainstorm and dream big. However, once they have decided 
what phase one of the initiative will look like, they need to narrow their 
focus and not get distracted by other opportunities that pop up.

 » Keep open lines of communication: Healthcare Highways’  
case managers know that they can reach out to the clinic’s director  
or care coordinator at any time. The parties are in constant contact.  
If they can’t reach a patient after multiple attempts, the case  
managers notify the clinic so that the clinic can communicate  
with the patient directly.

 » Start with small pilots and then scale up: Baton Rouge General 
Medical Center’s leadership has established small pilots, but their goal 
is to eventually scale these projects across the community to have a 
broader impact at the population level.

 » Encourage patient participation via motivational interviewing and 
smart goals: Healthcare Highways has engagement coordinators who 
reach out to patients to get them engaged and collect some background 
information. They then hand the patients off to the care managers. This 
enables the care managers to work at the top of their license, helping 
patients address chronic or acute health conditions. They build great 
relationships with the patients, who then feel comfortable working with 
and confiding in them.

 » Because the clinical and claims data can be viewed together, 
Baton Rouge General Medical Center and Healthcare Highways are 
able view a patient’s health status more holistically.

 » Baton Rouge General Medical Center reports that combining the 
data has allowed them to improve their referral process and make 
sure qualified candidates don’t slip through the cracks. The case 
managers know exactly what kinds of patients they are looking for 
and are able to make educated decisions about which candidates 
would best fit the program.

 » Depending on the patient cohort, Healthcare Highways has seen 
a 5%–8% decrease in per-member per-month cost in patients 
that participate in the comprehensive care clinic.

 » Healthcare Highways also reports improvement in patient 
outcomes, and they have been able to demonstrate these 
improvements using the solution’s analytics.

5%–8% reduction in payer costs for high-risk patients

Outcomes Improvements in patient outcomes

Ability to refer the right patients for the comprehensive clinic’s capitated arrangements

13% increase in A1c quality measure compliance

Ability to understand patient health more holistically

What’s Next?Lessons Learned




