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Knowledge 
is only rumor 
until it lives in 

the bone.

~The Asaro tribe of 
Indonesia and Papua New 

Guinea



Public Good or a Value-Based 
Payment?

Public Good 

• For years Federal, State and County 
governments and philanthropy have 
funded an array of services to address 
social, health and community challenges.  

• These services comprise an essential safety 
net.  Many of these services have evolved 
into performance-based contracts. 
Measures are usually based in 
performance metrics, but not necessarily 
health outcomes.   

• (ex.  Entitlement counseling, outreach, 
drop-in center, peer support, youth 
development, etc.)  

Public Good Services are essential YET not all 
of them may be a VBP Innovation.

Value-Based Payment 

• VBP Innovations are designed to result in 
measurable impact on health outcomes in a 
short timeframe (usually not longer than 12 
months.)  

• (ex. Medically tailored meals with a senior 
check-in to prevent unnecessary ED visits, 
Recovery coaches in the ED to improve 
engagement in outpatient treatment, 
Culturally Relevant Meal Preparation Classes 
for Newly Diagnosed Diabetics, etc.)
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Is it a Public Good or a VBP?

Peer Advocacy

Substance Use Prevention

Recovery Coach

Public Good or VBP
Lightning Round



NYS Financial Levers 
(Service Access) Volume vs Value (Population Health)

Health, Behavioral Health, Social Services, 
Child Welfare Regulation

$15B in State-Funding 
Programs, Practices, Contracting 

(Local Assistance only)

Value – Based Payments to Medicaid Managed 
Care Plans and Move to More VBP Contracts

Medicare Advances in Value-Based Payment

Volume Value
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Holistic Road Map from Volume to Value
Reflective of Population Health – Social Determinants of Health
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Regulation – Assure Basic Safety

Government Population Health Strategy

Value-Based Payment

Community Population Health 
Strategy

Corporate/Social 
Investment

Population Health as the Unifying Strategy

Directional Alignment 

Data-Driven 

Value = Outcomes/Cost

Balance of Long-Term Investment and Short-Term 
Gains for Population Health
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Introduce your organization:

1. Who you are in the context of improving health outcomes for
your community.

2. Distinctiveness.
3. Demonstrate your understanding of VBP.
4. Start a conversation and build relationship – don’t look for a

contract on day 1.

Background



DEFINE the problem or need for improvement:

1. Tell a story using National and Local data, experience and
inspiration. Ground in research and pragmatic impact.

2. Make a compelling argument for why “it” costs the consumer
and payor financially and in immediate/short term health
outcomes.

3. Talk about why the lack of “it” or the current “it” creates a
priority/urgent problem.

Concept



What would “we” measure and deliver:

1. Developmentally appropriate metrics with data
definition and accountable party.

Deliverables



Walk through how what you are doing will work from the 
payor’s perspective:

1. Keep it simple.
2. What are you doing with more specificity to engage me

and have me understand if this will work in my
organization or system.

3. Builds credibility in pitch.

Methods



What will this cost and why should I open my wallet:

1. What is the cost?
2. What can I reasonably expect to gain from investing in your

work?
3. Be realistic. Under promise and over deliver.

Return

























Health Plan, FQHC, Primary Care (Payor) 
Generates List of Members:
1) Lost to Care
2) Gaps in Care
3) Chronic Disease Not Well Managed

National Witness 
Project

Call Center

Contacts Member 
by Phone & Updates 
Contact Information

In-Person Search 
for Member

Update Contact 
Information 

Assess, Motivate, Coach 
Member

Member
Engaged

Help Scheduling 
Appointments

Companion for 
Test/Screening

Support – 
Emotional, Reading, 
Asking Questions, 

Advocate

Assess and Resolve 
Social Determinant 
of Health Barriers

No Contact

Contact Contact

If no contact 
after phone, 
in person or 

screen – 
refer back 

to Plan

No Contact

Through this process, 
The Witness Project can help Primary 

Care Practices identify 
Members who are no longer in their 

care.  
(Improving the accuracy of the 
accountability denominator.)

Member Health 
Improved

(HEDIS, Gaps in Care, 
Engaged with Care 

Team)



Engage
Members  

With Low to No 
Engagement in 
Primary Care

Primary Care 
Practice or Health 

Plan
Shares 

Chase List of 
Members

(Weekly, Monthly) 

IMPACT
2Q 2018 
(n= XX)
XX% Scheduled for Appointment
XX% Keep Appointment 1st time
XX% Keep Appointment 2nd time

• All Ages
• Schedule Via Practice Systems
• Hot Spot Zip Code Map by Practice
• Highly Trained, Culturally Competent Community Health Workers
• Serving: Cattaraugus, Southern Erie, Northern Chautauqua, Western 

Alleghany  

Community Health Worker Calls Member

• Engage
• Update Phone
• Update Address
• Update PCP
• Schedule Appointment with PCP
• Identify if Transportation, Child Care or 

____ Barriers are Present.  Problem-Solve 
with Member

• Send Letters to Those Not Engaged by 
Phone

• Repeat Call if Member No-Shows

• Healthy Community Alliance Identifies and Updates the Top 3 Social 
Determinants of Health Impacting PCP Engagement Annually.  

• Develops Pathways and Connections for Members.
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